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Foreword 
At the end of 1979, the Heatth Education Bureau held a major conference 
on drug education entitled "Education Against Addiction". It brought 
together international and Irish speakers who shared their expertise in 
drug abuse prevention through education. The aim of the conference was 
to develop an informed. consistent and scientific approach to substance 
abuse education. 

Three years later, the Bureau organised an International Workshop On 
Drug Education. Some of the original speakers came back and discussed 
the progress of their work Irish drug specialists put the international 
scene in context by explaining our drug experience historically, legally 
and philosophically. 

This publication presents an edited version of both conferences, with 
their recommendations. I believe it will be a source of both reference and 
challenge to everyone interested in education against addiction. 
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Dr. HD. Crawley, 
Director, 
Health Education Bureau. 



Introduction 
The aim of this publication is to bring together the wealth of knowledge, 
research and pioneering work presented to delegates at the Health 
Education Bureau conferences. "Education Against Addiction", 
November 1979, and International Workshop on Drug Education, 
November 1982. 

We feel the papers presented and the issues raised deserve a wider and 
more enduring audience than was possible at conference level. 

The conferences have shown that no magic formula exists for effective 
health education, They also showed that education against addiction is a 
responsibility which is community-based and which should be shared by 
families, schools, health professionals, legal systems and government 
departments. They pointed to the need for a specific component on drug 
education to be included in a formal health education programme in 
schools and they identified that the essence of drug education is related 
to developing young people's self esteem, assertiveness and decision
making skills. 

Each conference made recommendations for action and indicated a 
direction for education against substance abuse in Ireland. Collectively, 
they present a basis for a remedial, preventive and educational strategy 
which, if acted upon, would be a true professional response to the 
problems of substance abuse in Ireland. 
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Eugene Donoghue, 
Head of Training and Education, 
'Health Education Bureau. 
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Part One 

Proceedings of Education Against Addiction, 
Killarney, November 27th.30th, 1979 



Keynote Address 
Dr. Marcus Grant, Director, 

Alcohol Education Centre, Maudsley Hospital, 
London. 

It is widely recognised that many 01 the most prevalent diseases in the 
developed world today are self-inflicted. Cardio-vascular disease, the 
major cause of death, is related to a host of behavioural determinants, 
such as diet, exercise, smoking, drinking and stress. It has been estimated 
that eighty percent of all cancer has its aetiology in man's relation to his 
own environment. Most obvious of all, the addictions which we have 
gathered here to discuss are easily seen as self-inflicted conditions. 

What we have to recognise about many of the activities which have a 
damaging effect upon health is that they are in themselves pleasurable. 
So, we find ourselves in the unenviable position of educating people 
against those very things which they naturally tend to dO,.and naturally 
find pleasurable. It is our job to convince the community that they should 

" 'stop doing something they enjoy before"it starts to harm them. Using the 
simple model of reward and punishment learning should help us here. But 
there are two major flaws in its argument. The first is that while the 
pleasure tends to be immediate, the harm may not occur until much later, 
so that the causative link is obscured. Secondly, the harm will often be 
well advanced before it is perceived. 

The message, therefore, has to be that pleasurable activities which 
probably appear to you to be causing you no harm at all, must, neverthe
less, be curtailed, because if you do not curtail them, they will probably 
cause you harm in the long run. 

Abstinence and Motivation 
That is what is called the deferred gratification ethic, In educating against 
addiction, it is to this deferred gratification ethic we must appeal. There 
are, however, important differences between the addictions, so that 
alcohol education is probably the most problematic area, followed by 
addiction to medically prescribed drugs. Illegal drugs, including 
cannabis, may pose a less complex problem for the educator. 

Tobacco smoking is of particular importance to us now, because 
changes in attitude and law have occurred within the last decade. What is 
interesting is the consonance between the legislation and the education. 
Even those who smoke regularly now tend to accept the relationship 
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4 Drug Education - Irish Considerations 

between cigarettes and lung cancer. There is, in other words, a trend 
towards a view of smoking behaviour which sees it as a health issue. 

Thus, the tightening of regulations to do with smoking in public places 
is matched by a far greater acceptance that it is right and proper to 
educate people against this particular addiction. 
, Our aim is, therefore, to prevent people taking narcotic drugs and 
smoking tobacco. This is because we recognise the causative link, and 
accept that any consumption of those substances may lead to harm. We 
may, however, feel less confident about making such sweeping state
ments about alcohol or medically prescribed drugs. Many may feel that 
there are legitimate and modern patterns of use of wine or Valium, just as 
there are illegitimate and excessive patterns. The task of health education 
is not necessarily to attempt to eradicate behaviour which is recognised 
as harmful anyway, but to modify it so that it only manifests itself in 
harmless forms. Let us recognise that while few programmes aim to 
encourage total abstinence, the majority seek rather to encourage 
moderation. Many of our difficulties arise from the fact that although the 
majority of people think of alcoholism as a disease, they do not think of 
drinking as a health issue. 

Changing Models 01 Alcohol Problems 
We need to view this unfortunate dichotomy in the light of a new model of 
alcohol problems, which has important implications for prevention, both 
in terms of education and legislation. Let us look briefly at this model and 
at those Irom which it has emerged. 

In the nineteenth century, intemperance was recognised as a sin. It 
would be doing the Victorians an injustice to suggest they did not 
adequately distinguish between drunkenness and alcoholism. For them, 
the similarities were more impressive than the differences. Both were 
clusters of problems associated with the effects of excessive consump
tion of alcohol. Since people drank of their own free will, argued the 
Victorians, excessive consumption, whether episodic or continual, repre
sented a clear form of sinful behaviour. 

This view has been replaced during the twentieth century (particulaily 
since the emergence of Alcoholics Anonymous) by a very different con
cept which distinguishes between drunkenness and alcoholism, and 
which concludes that the latter is a disease. The presumption has also 
emerged that the disease of alcoholism is incurable. Treatment may 
eradicate the problems by separating the individual from alcohol, but it 
cannot eradicate the disease, it is said, so that the alcoholic can never 
drink again. 

It is interesting to examine some of the philosophical implications of 
these two concepts, particularly in terms of prevention. Forthe Victorians, 
excessive drinking was·a matter of free will. This century has created a 



Keynote Address 5 

kind of alcohol determinism in which a lew individuals seem to be invis
ibly tainted from birth with a disposition to drink excessively. So 
abstinence in one case is to avoid the temptation to sin, in the other, to halt 
an otherwise irresislible process. 

We are, however, no longer in the position of having to choose between 
these two irreconcilable and equally unattraclive alternatives. Over the 
past few years, a new concept of alcohol problems has emerged, which is 
of great importance for the organisation of treatment services, and whiCh 
makes it possible to review preventive strategies in a more holistic way 
than before. 

The new model describes drinking behaviour as a continuum which 
stretches across the whole population. No cut-off point exists at which 
people become categorically different from their fellows. Instead, a dimen
sional view of alcohol problems emerges in which the most severe 
problems occur in the case of those who drink most heavily. Nobody is 
immune, and nobody is damned from birth. Instead, the nature and 
severity of the alcohol problems encountered by an individual or a society 
are directly influenced by the amount that individual or society drinks. 

Applying the New Model 
What then are the implications of this model for preventive action? Con
sider the present situation, in which health educators recognise a need to 
moderate consumption, and are consequently designing a range of pro
grammes with that general aim. Simultaneously, however, the real price 
of alcohol is dropping steadily, pressures have been brought upon the 
government to 'liberalise' licensing laws, and the alcohOl trade is being 
encouraged to expand its market, particularly overseas. 

It is not difficult to see how the forces of legislation are pulling against 
the forces of education. 

What the new model tells us, above all else, is that it is useless to tinker 
with the problem. If any real impact is to be made, then a properly 
co-ordinated approach is needed. 

So the task of legislation and education becomes a jOint operation of 
maximising the potential for drinking benefits while minimising the oppor
tunities for excessive consumption. 

Classification of Strategies 
It is, perhaps, a lack of focus which has led to the present confused state in 
educating against addiction. Continuing to use alcohol as an example,let 
us examine a simple classification of education programmes which will 
distinguish between different and sometimes incompatible objectives. 

The first strategy relates to education which has as its aim the en
couragement of moderation in consumption levels. The main thrust of 
educational programmes here is towards the amount of alcohol being 
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consumed. Some programmes may be directed towards the actual 
alcohol consumption levels of those being educated, while others will 
discuss the issue in broader, sociological or cultural terms. 

:rhe second strategy relates to education which has as its aim the 
minimisation of the cues and reasons for drinking. Programmes here look 
closely at the circumstances surrounding why people drink. Self
reported reasons can be compared with objective analyses of the situa
tions they describe. The hypothesis is that certain situations may favour 
inappropriate drinking. It should be possible. therefore, to teach ways of 
resisting peer pressure to drink. Frequently, education with this aim is 
located within broader programmes designed to teach decision-making 
skills and social skills. 

The third strategy relates to education which has as its aim the 
minimisation of the adverse consequences 01 excessive drinking. An 
obvious example would be an attempt to prevent people from driving 
while intoxicated. The difference between the approach of this category 
and the first category should be apparent. While in the first, the aim was to 
achieve moderation and accept the positive aspects of drinking, this 
category is concerned with avoiding the negative or destructive aspects. 

The fourth strategy relates to education which aims to teach alterna
tives to drinking. Programmes here are often directed exclusively at 
young people, who say they drink because of lack of acceptable alterna
tives. Attempts are made, therefore, to encourage a range of other 
activities, in which drinking plays little part. A by-product of this approach 
is an improvement of the image of the young abstainer, which is widely 
held to represent unsociability and lack of willpower. 

The fifth strategy relates to education which aims to encourage early 
acceptance of help. This is a different approach to the four previous 
categories, since it is designed for those already experiencing some 
alcohol problems. 

The sixth and final category relates to education aimed at influencing 
parents and other significant people known to influence the attitude and 
behaviour of the target group. Its aim is not to change the drinking 
behaviour of the influential figures, but to encourage them to take on a 
prime' educational role by giving advice, in which their own drinking 
behaviour (which is presumed to be moderate) becomes the basis for 
their intervention. 

Conclusions 
The urgent question is, therefore, how priorities are to be determined. 
Reviewing the simple classification of educational strategies listed above, 
it will be clear that within each general aim are subsumed various different 
objectives. Although alcohol education has been used as the area from 
which to draw examples, it will be clear how the aims can be applied in 
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terms of addiction to other substances. 
The problem in the past has been that many programmes of education 

against addiction have selected only the general aims. Some have merely 
sought to do something like 'combating substance abuse'. Very few have 
examined the detailed objectives which they expect to achieve. 

In the absence of this process of choosing carefully your detailed 
objectives, it is almost impossible to determine whether your educational 
programme is being effective or not. Without spelling out exactly what the 
objectives. are, it is possible to design a programme which has uncon
nected or even mutually exclusive objectives. Often, this arises while the 
film is being scripted, the pamphlet written, or the poster designed. 

Unless objectives are clearly stated, therefore, they can be diffused at 
the design or the delivery stage, and it becomes impossible to evaluate the 
educational programme. If you do not know what it is you want to achieve, 
how Can you ever know whether or not you have achieved it? 

A general aim is usually so vague as to be impossible to evaluate with , 
any pretence at scientific rigour. Only specific objectives enable you to , 
find out, with some degree of success, which aspects of your programme 
are the most successful. And the real advantage of sorting out specific 
objects is that you then stand a far better chance of achieving them. 

If a clear objective is selected which is relevant to the needs of the target 
audience, and if the programme·is designed with that objective in mind, 
then there is a good chance that it will at least go some way towards 
achieving that objective with a proportion of the target audience. 

For much too long now, education against addictions, and particularly 
alcohol education: has proceeded on the false assumption that good 
intentions justify poor performance. It is not by our intentions that we will 
be judged in the future, but by our success in actually minimising the 
massive. world-wide problems of addiction which are increasing daily. 
The future offers us the opportunity to establish pragmatic programmes 
based upon scientific evidence and directed toward scientific objectives. 

It offers us the opportunity to abandon sterile debate about whose fault 
addiction is: the drug, the user, or society. It offers us the opportunity to 
take what is most relevant to all three of these areas, and create a truly 
co-ordinated approach, an approach which combines legislation and 
education and which involves the wholehearted response of society to 
one of our greatest self-inflicted perils. 



The Nature of Drug Addiction 
Professor Noel Walsh, St Vincent's Hospital, 

Dublin. 
Drug addiction is a term used to describe the gradual development of a 
compulsive need to take particular pharmacological substances which 
have specific psychophysiological effects, for example, the reduction of 
pain, anxiety, or, alternatively, the production of a pleasant, euphoric 
mood. Some drugs, such as opiates, will produce both results, that is, 
reduction of pain, and euphoric mood. Despite many years of research, 
there is no agreed definition of drug addiction. However, it is possible to 
describe six components consistently observed in addiction, as outlined 
in diagram (see page 11 l. 

In the first instance, addiction involves the use of pharmacological 
substances, varying from highly addictive drugs like heroin, to nicotine or 
alcohol,.or milder drugs such as caffeine, the chemical component in tea 
and coffee. 

The second component of addiction is that the chemical substance is 
self-administered. 

A third component is the psychological phenomenon of compulsion. 
This is best described as a build-up of an irresistible craving to take a 
particular substance, which brings about the relief of tension. The emerg
ence of this behavioural pattern of build-up of the need for the substance, 
accompanied by the inner craving, tension which is released by the intake 
of the drug, is a major component in the experience of addiction. 

A fourth factor is the development of t()lerance. This term describes the 
fact that the addict needs increasing amounts of the substance to pro
duce the desired effect. It is considered that this phenomenon is related to 
the body's increasing ability to metabolise the drug by a process known 
as enzyme-induction. 

The fifth component of addiction is described as dependence and this 
has two aspects - physiological and psychological. Physiological 
dependence is observed when a pat.ient who has been taking a drug 
regularly suddenly stops, for example, those suffering from chronic 
alcoholism develop the syndrome known as delirium tremens. 

The psychological aspects of dependence usually focus on the 
patient's persistent preoccupation with the need to obtain the drug, and 
its resultant relief of tension and restlessness. 

The sixth component of addiction is described as damage and this 
includes the harmful effects of addiction, not only to the mental and 
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The Nature of Drug Addiction 9 

physical well-being of the individual paiient, but also the inevitable disrup
tion of family life, and frequently occupational decline. 

Much research has been directed to the question as to why some 
people can stop after experimentation with drugs, such as heroin, while 
others cannot. Several elements in vulnerability have been described. For 
example, some people may have inherited a greater biological response 
to the particular properties of a drug, and may experience more euphoria 
and greater reduction of anxiety than others using the same drug. 

Other vulnerability factors include personality traits, neurotic diffi
culties, sometimes serious psychiatric illness. Many studies have 
attempted to identify the so-called 'addictive personality', and have de
scribed vulnerable individuals as being more impulsive, more rebellious, 
with reduced frustration tolerance. However, no particular cluster of 
personality traits has been identified as applying to all addicts. 

When we come to examine vulnerability in relation to social factors, 
there is significant research to indicate a strong association between an 
adverse social environment and the incidence and prevalence of drug 
addiction. 

These adverse factors may be either temporary or permanent. An 
example of the former would be the large proportion of young Americans 
serving in Vietnam who used heroin and became physically dependent on 
it. However, a substantial number of these stopped their use of heroin 
before returning to the United States and did not need special treatment. 
Others, presumably the vulnerable individuals, were unable to give up the 
drug and continued to have major difficulties. Here we can see that the 
enormous stress of a particular environment, namely the Vietnam War, 
created a general problem which favoured the use of anxiety-reducing 
drugs for large numbers of people, but only those who were vulnerable 
persisted in its use afterwards. 

Other adverse social factors associated with addiction have been the 
urban ghetto, economic deprivation, inadequate housing, lack of 
personal privacy, few leisure activities and also increased access to hard 
drugs. 

A final vulnerability factor is the theory of psycho-historical change. In 
presenting this hypothesis, I am utilising ideas based on the research 
work of Robert J Lifton. One of the core concepts of this approach is 
described as a need for survival, continuity, or symbolic immortality. 

Biological Mode 
Man's profound need for a sense of continuity, connection and survival is 
expressed in various modes. The Biological Mode is achieved through the 
human family. Parents, children, and grandparents form a continuous 
link of past, present and future. But radical changes have affected this 
mode. Urbanisation has disrupted the tribal and village system, with its 
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generational cohesion. It has brought increasing marital breakdown, 
divorce, abortion, industrialisation, all of which limit the vitality and 
prodigality of this mode. 

Religious or Spiritual Mode 
All major religions imply a spiritual continuity of the self in some form 
after death, and acknowledge the existence, omnipotence and goodness 
of a superior being. This mode of experience has been under attack in 
modern times. The dominant materialistic philosophies have seeped 
deeply into the mind of western man, and virtually eliminated the hope of 
a meaningful transcendence in death. Violence, evil and suffering arouse 
his rage, but leave no room or reverence for the impenetrable mystery of 
life. Death is the absurd end to a meaningless existence. 

Personal Creativity 
Man has a wish to see his 'works' live after him. If he writes a poem, 
designs a building, he has a sense of relationship with the past, present 
and future. The craftsman ofthe pre-industrial era had a sense of personal 
relationship with the product of his hands. Not so the modern worker on 
the assembly line, who may experience the alienation and depersonalisa
tion which technology can bring to the relationship' between worker and 
work. 

Similarly at leisure. Studies of television viewing 'indicate that adults 
spend two to four hours daily watching television, and tend to choose the 
least demanding stereotyped programmes, catering to passive and 
voyeuristic needs and constantly portraying violence. 

Continuity through Nature 
From the earliest times, man has been reassured by the order, regularity, 
productivity and rhythms of nature. Themes of pollution, overcrowding, 
starvation and the ultimate threat of a nuclear annihilation provoke his 
deepest anxieties and are now constantly before him. 

We can see then that man's need.for a sense of survival,.his hope that 
his self is a reality which has some form of continuity, has been increas
ingly undermined by the rapid changes of modern life. If the stress is too 
great, or his defences inadequate, he tends to react with instant fight 
(active mood), or flight (passive mood). Perhaps we can interpret the 
increase in violence and crime, on the one hand, and the various forms of 
escapism, such as drug and alcohol intoxication, on the other, as twin 
manifestations of these fundamental responses. 

It would appear then that, in spite of the enormous research undertaken 
into the nature of drug addiction, we can say that while a significant 
number of associations have been established as regards vulnerability, 
we are not yet able to speak of the causes of addiction. 
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Addiction in Ireland - Problem 
in Perspective 
Dr Dermot Walsh, 

Medico-Social Research Board, Dublin. 
I am concerned only with alcohol, because this is my field of work. Much 
of what I will say comes from the work of the Medico-Social Research 
Board and the Economic and Social Research Institute, as part of our 
participation in the International Study of Alcohol Control Experiences. 

This is a study in which a number of specialised research institutes 
throughout the world are participating, including the Finnish Foundation 
for Alcohol Studies, Social Research Group, School of Public Health, 
University of Southern California, and the Addiction Research Founda
tion in Toronto, together with the goodwill and sponsorship of the World 
Health Organization. One of the early publications in this study is called 
'Alcohol Control Policies in Public Health Perspective'. 

The way we have been traditionally looking at alcohol problems over 
the past years of this century has been predominantly case-orientated. It 
has been concerned with a constitutional determinism. The constitu
tional and rather deterministic approach sought to explain alcohol 
problems exclusively in the genes andlor early environment (see figure 1). 
People were regarded as being drunkards because they took excessive 
drink. If they took it excessively over a long period of time, they suffered 
from alcoholism. 

Figure 2 puts ihe situation graphically. There are two humps to it. like 
the camel. There are the normal drinkers, and then there are the 
alcoholics, and the suggestion is that they are in some qualitative way 
distin.ct and different. Those who are in the second hump suffer from the 
disease. 

What is disease? I paraphrase the description given by Scadding when I 
say that an individual who suffers from the disease is a member of a 
species who differs from the common throng by having some biological 
or behaviour characteristic that sets him aside from the rest of the group 
and brings with it an increased susceptibility to mortality and morbidity. 

So now we ask ourselves the next question. Is what is traditionally 
called alcoholism a disease? In most societies only a small number of 
people drink excessively. Does that group of people. because of this 
biological behavioural characteristic, suffer an excess risk of mortality 
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and morbidity? The answer is an unequivocal yes. Therefore, those we 
call alcoholics do suHer from a disease. 

But the question must go a little further, because most of us when we 
are talking about diseases are also questioning its characteristics. Is this 
genetically induced? Does the sufferer have a limited degree of control? 
Is it something he does, this behavioural characteristic, which brings the 
increased mortality and morbidity? In other words, in considering 
disease, we really go back to the nineteenth century argument as to 
whether the moral model or the medical model is the appropriate one (see 
figure 4). 

But if alcoholism is a disease, what sort of disease is it? By way of 
illustration, let us look now at high blood pressure. We all agree that high 
blood pressure is a disease, because it entails conspicuous risks of raised 
mortality and morbidity. We all have blood pressure. But certain propor
tions of us have blood pressure above a certain level. It is this group of 
people whom we say have a disease that we call high blood pressure. Now 
you notice that these people belong to the common group of human 
beings that have blood pressure. So their disease is, therefore, an exten
sion of normality - it is a dimensional-type disease. 

There is another group of people, which may be very small, who also 
have high blood pressure. They are diHerent from the rest of us, because 
they have within them a small tumour growing, in their adrenal gland, 
above the kidney. This is what gives them their high blood pressure. The 
rest of us don't have tumours growing in our adrenal glands, so there is a 
qualitative difference in our adrenal glands, so there is a qualitative 
difference as distinct from a quantitative difference between this group of 
people and those who have no adrenal tumour. The end result is clinically 
the same (see figure 3). 

Now let usreturn to the question of alcoholism and the alcoholic. As I 
have said, the traditional consensus of opinion was that alcoholics were 
positively different from the rest of us. Then in 1956, a French demo
grapher Ledermann (figure 5) questioned the old model by applying 
himself to an analytical consideration of practices within communities 
and studying the quantity and frequency distribution of drinking within 
certain communities. 

He found that there wasn't the break that the old categorical model said 
there should be between drinkers (see figure 6). The curve is smooth, and 
it tails off at the far end into that group of people who are drinking 
excessively. 

Above a certain point, it becomes certain that these people will create 
problems for themselves or for others. In figures 6 & 7, you can see that in 
normal circumstances their intake would be above fifteen centilitres per 
day of 100 per cent alcohol. 

The second main thrust of Ledermann's argument was that if the 
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average consumption in a community increases, then so will the propor
tion of drinkers who have problems. 

Now I am gOing to look at the Irish situation. What has been happening 
here to our national consumption, and what has been happening in 
relation to our problems? Figure B shows how national consumption of 
alcohol has been going since 1961.11 has almost doubled in fact between 
the years under consideration. 

Figure 9 shows that the rate of increase of consumption in Ireland has 
been right at the top of consumption increases in Europe. 

I don't think ·there can be any doubt about the reason why we are 
drinking more. It's simply that we have had more money to spend on 
alcohol than at any time during the century. In the past, the Irish who 
wished to indulge their taste for alcohol usually had to go abroad to earn 
the necessary money, and that is why we got such an unsavoury 
reputation in the emigrant fields of the U.K. and the United States. But 
here at home we were a relatively sober people, despite all the folklore to 
the contrary. So we have in recent years, with increased economic 
progress, the disp~sable income to dispose of in the manner we choose, 
and we have chosen not to neglect alcohol as part of that spending. To be 
fair, we started from a very low base. Our consumption of alcohol was 
very low by comparison with other European countries generally, but we 
have now set about righting that situation. 

What effect have prices had on consumption? Prices have helped 
because they have fallen. In real terms, beer has become considerably 
cheaper over the past ten years. Equally, the relative cost of spirits has 
continued io decline, and spirits have come out of the budgetary affray 
much better than beer, because successive budgets have favoured 
spirits at the expense of beer. The public, who are no fools, have 
responded appropriately by drinking relatively more spirits than beer. 

How do we behave as a people in relation to alcohol and expenditure? 
In 1976 we were spending 370 million pounds, or a million pounds a day 
on alcohol. Of that, 47% went to the Exchequer, so when the alcohol
manufacturing industry complains that it is highly taxed, it is correct. 
Our Exchequer depends on excise revenue from alcohol to a far greater 
degree than any other country. Specifically, 13% of all government 
revenue in this country comes from alcohol, and no government can turn 
a blind eye to that, particularly one' going through a. recession such as 
exists at the moment. When you throw in tobacco as well, you raise that to 
about twenty per cent. No other country in Western Europe approaches 
that figure (see figure 13). 

In recent years the availability of alcohol in this country has become 
more,widespread, and this has been in response to public wish; after all, 
we drink by and large because we want to. We have greater availability of 
alcohol, because we have legislated for it. and we are generally told that 
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the legislation of a country reflects the will of the people. 
It was not always so. The increasing permissiveness in relation to 

alcohol availability is a relatively recent event. Priorto 1962, public houses 
closed at 10 pm in winter and 10.30 pm in summer, but after that date 
much more liberal laws came into being. The proliferation of both on
licences and off-licences made it easy for young people in particular to 
gain access to alcohol. and there was a gradual increase of licensing 
exemptions (see figure 14). 

Now what has all this brought in train? Let's look at some indices of 
problems in relation to alcohol. First. figure 15 shows how the numbers of 
people coming into psychiatric hospitals with 'alcoholism' has increased. 
Admissions to psychiatric hospitals for alcoholism today constitute the 
commonest single reason for entry. 

Mortality from cirrhosis of the liver is another index of alcohol-related 
damage (see figure 16) but as far as this country is concerned mortality 
from cirrhosis of the liver is a very small cause of mortality altogether. 

What about suicide? In general, the European experience indicates that 
when people drink too much they starting killing themselves more 
frequently (see figure 17). We are now told that there is an epidemic with 
something like two hundred thousand suicide attempts per year in 
England, Wales and France. We don't have similar evidence from our own 
country as yet. 

According to a Foras Forbartha Report last year, there were approxi
mately 668 deaths on our roads, and it is realistic to assume that alcohol 
played a large part in that total figure. In August 1978, we introduced a 
new, tighter breathaliser law, and there was a substantial fall in road 
accidents that month. However, our blood-alcohol level is the most per
missive of the nine countries of the E.E.C. and there are still loopholes in 
the legislation which society exploits quite irresponsibly. 

So from the point of view of a public message, there can be.no doubt 
that those who drink heavily die younger. Unfortunately, they do not 
oblige us by dying from a single cause, which would enable uS to make 
our message much clearer. They die from a variety of causes, suicides, 
accidents, various cancers - but die they do. 

Now what about the cost to the nation of alcohol and its abuse? The 
costings we have been able to do suggest that when everything is taken 
into account, there is quite a considerable net gain to the economy from 
alcohol consumption - far more than enough to pay for the damage 
done, and that has to be borne in mind when thinking of control or 
preventive measures. 

So it seems'there is great ambiguity in public policy, in national will 
towards the alcohol problem. There is, perhaps understandably, a willing
ness to take the soft options, but not the difficult ones. 

It's very easy to ban advertising, but there is no firm evidence to suggest 
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that advertising of alcohol increases its consumption. 
It's also easy to spend money on health education, but education is a 

total thing, not a compartmentalised pulling of money and energy into 
particular areas. Also, we are educated by the laws we have, we are 
educated by the availability of drink, and the behaviour of people in 
relation to it. We are educated by permissive drunk driving legislation, and 
non-enforcement of law. 

So there must then be the hard options. There is the possibility of 
increased price, butthat has a very limited use. Our studies have indicated 
that indeed it may even be counter-productive in that people may spend 
more money to get drink than they did in the past. 

Conclusions 
How do I see the problem and what do I see health education having to 
offer? 

I see the first action as educating the professionals in the views which I 
have been pulling forward here, which are not personal opinions, but 
views fairly generally accepted by serious research workers throughout 
the world today. 

Alcohol abuse is a public health problem. It has to do with communities. 
Public opinion must be informed, and I see this as being the prime task of 
health education. 

The second pOint I would make is that over the years, the range of 
alcohol consumption in Europe has narrowed considerably. Twenty 
years ago the French were way up there, and the Irish were way down. We 
have to ask ourselves if it is possible to modify response to an increased 
consumption so that we can reduce the problem. I say this because there 
is very suggestive evidence that the problems that arise in the community 
are very different from one to another, and that increased consumption 
does not necessarily bring in the same problems in the same 
communities. 

For instance, if we had the cirrhosis rate of the French in relation to our 
consumption, then we should have something like ten times the cirrhosis 
rate that we have. Why haven't we? That is the research question for the 
future. 

If the French were as ready to hop into psychiatric hospitals when they 
experience withdrawal symptoms, they would have something like three 
times the admission rate to hospital that we have. But why don't they? 
What are the intervening variables that stand between a certain level of 
consumption and certain problems? These are poorly understOOd, and I 
suggesstthatthey are worthy of research because they may be the lead 
for the future. It may be possible that we can learn something about 
educating people to behave in relation to certain consumptions so that 
they don't necessarily lead to the same level of problem as has been 
experienced in the past. 
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Lastly. I believe that once the problem level has been reached. there is a 
need to change the intervention strategies used in the past. I suggest to 
you that there is little evidence to show that despite their costliness, their 
elaborateness, they have been effective. I think the intervention strategies 
of the future should be more community-based. less institutionalised, less 
elaborate and less ritualised than they were in the past. 
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Recognising the Potential 
Addict 

Sten Martens, M.D., M.R.C. Psych., 
Lecturer in Psychiatry, Consultant 

Psychiatrist, 
Regional Hospital, Cork. 

Drug Dependence: Who Is at Risk? 
The fairly well known but not so olten remembered WHO definition of 
drug dependence is the following: 

"Drug dependence is a state, psychic and sometimes also physical, 
resulting from the interaction between a living organism and a drug, 
characterised by behavioural and other responses that always 
include a compulsion to take the drug on a continuous or periodic 
basis in order to experience its psychic effects and sometimes to 
avoid the discomfort of its absence. Tolerance mayor may not be 
present." 

Although perhaps somewhat sterile and commonplace, this definition 
does contain some important observations which might sometimes be 
overlooked by doctors and/or others who deal with drug-dependent 
persons. Firstly, it is evident that the definition emphasises primarily the 
psychic aspect of dependence whereas the physical aspect - previously 
enjoying supremacy - is optional. 

Secondly, it tells us that a person can indeed be drug dependent 
without constantly using the drug (cf: "once' hooked ... etc."). In'fact; it 
introduces the concept.of periodic drug dependence which was pre
viously not recognised except perhaps in alcoholism. 

Thirdly, it dispenses with tolerance development as a mandatory 
feature of drug dependence. 

The WHO also has a definition of dependence-producing drugs which 
is the following: 

"A drug having the capacity to interact with a living organism to 
produce a state of psychic or physical dependence or both. Such a 
drug may be used medically or non-medically without necessarily 
producing such a state." 

26 



1 

Recognising the Potentia/ Addict 27 

Even this simple sounding formula contains a couple of useful points 
which seem to be sometimes overlooked. It states clearly that a depend
ence-producing drug mayor may not have medical use. This is self
evident to the medical profession, but not necessarily to other categories 
of interested profesional personnel. Secondly it draws attention to the 
somewhat paradoxical fact that dependence-producing drugs do not 
always produce dependence. Or more to the point: while having pharma
cological aspects of basic importance, drug dependence is by no means 
solely a pharmacological problem. This should be good news for 
educators who would otherwise have meagre fare in the area of drug 
prevention. But more about that later. 

It surprises nobody that alcohol fits in very well with both definitions 
above. And indeed, in all publications on drug dependence by WHO et a/. 
during the last 15 years, it has been strongly emphasised that it is useless 
~ at least in Western cultures ~ to try to do anything sensible about drug 
dependence without starting with alcoholism. It is a fact which cannot be 
underlined often enough that alcoholism is without competition the most 
serious drug-dependence problem we have in Western society, including 
North America where other types of drug dependence have been and are 
more visible than in Europe. And in spite of much publicity about the 
narcotic drugs problems in Asia, alcoholism is now successfully 
defending its place on top of the drug-dependence problem list on that 
continent as well. In Africa, the problem of alcoholism is growing as fast 
as emancipation and development. 

Numerous comprehensive epidemiological studies carried out 
particularly in Scandinavia, France and North America have shown that 
alcoholism and other types of drug dependencies, which are nowadays 
frequently combined, have many factors in common. One such set of 
factors is vulnerability. And vulnerability factors are evidently of great 
interest to those who are concerned with prevention. In fact there is 
widespread agreement that not only do alcoholism and other drug de
pendencies have many vulnerability and risk factors in common but they 
have other important relationships as well. The conclusion one may draw 
is that whatever we may succeed in doing against alcoholism in our 
society will greatly facilitate interventions against other types of drug 
dependence which are now beginning to gain more ground. 

Almost invariably in discussions about drug dependence, particularly 
cannabis smoking, the question of tobacco smoking is brought up and 
what role it may play in our attitude towards drug dependence. In order 
not to burden this presentation with all arguments of that debate it may be 
useful to deal with it very briefly at this stage. Tobacco could ~ with a little 
bending and pushing ~ fit in with the WHO definition of a dependence
producing drug. There is however one important aspect of tobacco that 
places it squarely in a different epidemiological category and that is, that 



28 Drug Education - Irish Considerations 

unlike other dependence-producing drugs, it does not alter mood or 
behaviour. In the opinion of the present author and many others this 
disqualifies it from being very relevant in the discussion of drug 
dependence in general. Certainly, no sensible person today wishes to 
minimise the health hazards of tobacco smoking but the risk factors 
involved are of a quite diHerenl·kind. 

The present author is not suHiciently familiar with the Irish drug-depend
ence scene 10 make anything but tentative observations on it He is, 
however, very familiar with the situation in his native country, Sweden, 
and it seems that in this particular area similarities between the two 
countries are far more evident than the differences. Sweden, like Ireland, 
a typical "alcohol-oriented" country, did not have a "modern" drug
dependence problem of any consequence until about 18 years ago. In 
fact, before that time a medical student would very rarely have had a 
chance to see a drug addict Alcoholism, on the other hand, was and is still 
very common. When drug dependence - initially in the form of an 
epidemic of i.v. amphetamin abuse - emerged, society was caught 
mipping. Drug abuse was something for ugly North America, or more 
exotic places like Hong Kong or Bangkok, but not for old liquor and 
beer-guzzling Sweden. Consequently, reaction was slow. mixed and 
confused and very ineHectual with the result that drug abuse and 
addiction was allowed to spread much easier than necessary. Eventually, 
the classical sequence of narcotic drugs introduction, cannabis - raw 
opium - morphine base - heroin. took place and heroin dependence is 
now an established qualitatively malignant, but quantitatively relatively 
limited phenomenon in the country, The question that presents itself now 
is: could it have been prevented? Admittedly, hindsight is easy but many 
people, including this author, do believe it could have. Although there was 
already traditionally a widespread problem of alcoholism - much like in 
Ireland - very little epidemiological research had so far been done and 
there was widespread ignorance or misconceptions about vulnerability 
and risk factors. Alcohol prevention was not very developed and limited 
itself largely to the promotion of tee-totalling and related activities. 

Eventually, it was recognised that drug dependence, like alcoholism, is 
not a straightforward disease to which a simple traditional medical model 
can be applied. Drug dependence is obviously a multi-factorial 
phenomenon where psychological, social and cultural factors play 
important roles along with pharmacological, medical and psychiatric 
ones, It was realised that in order for society to protect itself in a 
meaningful way against this emerging new problem, the triad of supply 
-demand - illicit traHic (and/or legal distribution) had to be tackled 
simultaneously and in concert. Bitter disappointment taught people and 
agencies concerned that spot-wise uncoordinated intervention, e.g. in 
the areas of addict treatment, law enforcement or prevention will not yield 
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a positively balanced cost-benefit sheet. It was, for instance, a waste of 
resources to institute an addiction treatment centre in some hospital 
without having organised a network of social and other extramural 
services with heavy engagement by other services than medical ones 
alone. It was also proven useless t6 launch strenuous information cam
paigns over the mass media as long as general drug control legislation 
was ineffectual and largely unenforced,.and practitioners continued with 
their, at best, slap-happy prescription habits. The law enforcement 
agencies, on their part, while sporadically being able to catch the 
headlines with some drug seizure bravados, gradually became 
discouraged when they found that the smaller fish amongst the drug 
dealers whom they were able to catch were usually addicts themselves, 
and there was no effective treatment programme, and they did not fit in 
well with the penal system. 

Eventually, it was realised that drug dependence is an inter-depart
mental and inter-agency concern. This led to the institution of an inter
departmental standing committee on drug dependence on the Director
General level, co-ordinated by the Department of Health and Social 
Welfare where a secretariat was established. Represented in this standing 
committee were the Departments of Health and Social Welfare, Justice, 
Home Affairs, Foreign Affairs, the Directorates of Police, Customs, 
schools and universities and radio and television. Representatives of the 
press, youth organisations and other non-governmental bodies were 
co-opted. The terms of reference of the Committee were to co-ordinate 
on the national level various programmes and activities designed to 
reduce the problein of drug dependence. It was to have regular meetings 
in order to follow up the situation and carry out continuous assessments. 
Sub-committees On various aspects such as education, media 
information and research were formed and some funds for these activities 
were made available by Parliament. One of the most important activities 
to be sponsored by the committee was epidemiological research and 
surveys aimed at assessing the extent and patterns of drug use, abuse and 
dependence in the country and the identification of at risk groups. 
Various research programmes were designed and carried out over about 
a five-year period by university depa rtments, school authorities, military 
authorities and other interested bodies. The results were continuously 
assessed and publicised, mainly in Swedish, in a series of reports issued 
by the committee (Narkomanvardskommitten). 

As the emphasis was on prevention, mainly young populations were 
studied, e.g. secondary school pupils, university students and military 
conscripts. (Sweden has compulsory military service which provides the 
researchers each year with a large sample of 18-20 year old males going 
into service). Most of the findings mentioned in this article are drawn from 
those studies which were carried out in various parts of the country. 
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When looking for risk factors in drug dependence, the first question 
arising is whether or not it is possible to predict who is at risk. It would be 
reasonable to assume that someone who had already started using drugs 
(other than alcohol) occasionally, out of curiosity or on an experimental 
basis, would be at high risk. If such were to be the case, the next question 
would be if it is possible to tell by some signs, symptoms or tests who is 
trying, or occasionally using dependence-producing drugs, such as e.g. 
cannabis, barbiturates or central stimulants. 

Thus far all endeavours to link with any scientific accuracy occasional 
drug use with specific physical signs or psychological characteristics 
have failed. It is known that cannabis smokers contract upper respiratory 
irritation but so do tobacco smokers and people with common virus 
infections. It has also been observed that cannabis smokers get injected 
sclerae, but so does anyone who spends time drinking in a smoky bar or a 
discotheque. There is also the much discussed amotivational syndrome. 
Anyone who has had anything to do with adolescent and post-adolescent 
youth will know that laying about and sleeping late in the mornings is not 
exactly uncommon behaviour. There has been much speculation about 
the significance of the size of the pupils of the eye. While standardised 
tests of pupilary reactions certainly do correlate with opioid intake, there 
is no consistent correlation between pupilarysize and occasional use of 
other drugs. 

Much research has been carried out over the years on correlation 
between personality traits and other psychological characteristics and 
drug use and abuse. While there is universal agreement that personality 
disorder, early neurotic disturbances and social maladjustment are 
significantly more common in drug-using populations than in non-using 
ones, it has never been possible to identify any specific traits which could 
be used for early identification of drug abusers. Theoretically, bio
chemical tests on body fluids would be a possibility, but such tests are 
complicated and only done in specialised laboratories, Moreover, they 
are positive only during the limited time the drug stays in the body and it is 
evident that screening proceedings by way of such tests would be neither 
practical nor acceptable. In summary, then, it has to be accepted that 
there is no way by which one can with any degree of certainty detect early 
occasional drug use, except observing the use in flagrante. 

Taking these facts into account it becomes evident that at-risk groups 
have to be identified in a more general and indirect manner. Comprehen
sive studies like the ones mentioned above in Sweden and elsewhere have 
indeed yielded results which are very useful for the purpose of long-term 
prevention against drug dependence. The following are some highlights 
of those studies: 

In a comprehensive questionnaire study of university students, Herulf 
found previous neurotic disturbances in 17% of non-users of cannabis. 
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Among the ones who had used it once the figure was 290/0 and for"tive 
times and more the figure jumped to 650/0. 

In a similar study of military conscripts by Agrell, the objective was to 
study the correlation between previous psychiatric referrals and drug use. 
In non-users the base line figure was 9.30/0, in the one-time users it rose to 
130/0 and in the five-and-more times group to 240/0. Among those who had 
at any time used an intravenous drug the figure was 530/0. Other variables 
which were studied in a similar manner were previous alcohol 
intoxication habits, alcohol use, drink problems in the family, broken 
family, reared by one parent only, level of communication with parents, 
contacts with law enforcement and/or Social Welfare Authorities, school 
attendance, study success, urban or non-urban environment and 
frequency of previous contacts with known drug users. The groups 
studied were quite large and the results were computer-analysed for 
correlation coefficients. When studying carefully the significant 
correlations between the different variables, it became possible to discern 
the general oullines of a profile of the young person who is at high risk to 
become a drug abuser or possibly an addict. But it has to be kept in mind 
that the profile is not one of a specific individual but a statistical type. 

It appears from these studies that the statistical high risk person is most 
frequenllya male (with due consideration to the inherent bias in that more 
males than females were studied) between 18 and 24, having grown up in 
an urban, or even more probably metropolitan, environment. He comes 
from a broken home and/or has been reared by one parent only with 
whom he did not communicate very well. He has had less than average 
school attendance and his school performance and study results were 
poorer than average. There were probably drink problems in the home 
environment and as for himself he was at least occasionally drinking with 
the explicit aim of becoming intoxicated. He had almost invariably had 
contacts with drug users. 

Those who are familiar with more recent epidemiological findings 
concerning alcoholism in our type of societies will notice that the 
characteristics oullined above for at-risk groups regarding drug depend
ence are very similar indeed. Furthermore, if for instance, the variables 
under study would be truancy or other early manifestations of social 
maladjustment there would also be significant correlations with the other 
variables mentioned. The general conclusion one may draw from such 
observations is that early drug use and abuse seems to be one symptom 
amongst several others of poor adjustment in young people under certain 
circumstances. People in this country who are concerned with drug 
abuse prevention might well ask themselves to what extent findings in 
other countries, like the ones described above, would be relevant in 
Ireland. If they do find that they are, the following statement by Helen 
Nowlis, former Director of the Drug Education Office in the United States, 
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Department of Health, Education and Welfare may be of interest. 

"In rapidly changing societies that are becoming more diverse and 
more impersonal and whose institutions are less able to respond to 
rapid changes, communities and nations must continually assess their 
role in nurturing individuals who feel they are worthwhile, or com
petent, or willing to face challenges, even at the risk of failure, and have 
a reasonable chance to accomplish the tasks their particular society 
defines as required for successful adulthood. If family. school, church, 
community and Government do not, young people will create their own 
institutions, among them peer groups, that do respond to their percep
tion of their needs or they will resort, as individuals or groups. to deviant 
and destructive behaviours . .. 

As long as a society hides behind pharmacological agents and believes 
that if they could only be eliminated, all problems would be solved, the 
basic problems go unattended. Until young people are supported in 
thinking through and working out important and meaningful identities 
and roles in adult society, mature social relationships and a meaningful 
relation to life and to whatever God one had, attempts to cope with the 
"drug problem" or any other disturbing behaviour will be less than 
successful. 



Drug Education: Effectiveness 
of Preventive Measures 

Dr Michael S. Goodstadt, 
Education Research .Section, 

Addiction Research Foundation, Toronto, 
Canada. 

When talking about 'prevention' in the context of drugs, one is 
immediately faced by the problem of definition. What is meant by 
'prevention'? Common sense would say that we are concerned with the 
prevention of problems associated with drug use. This statement, 
however, raises more questions than it answers: 

1. Which 'problems' are we talking about - which of the physical, 
psychological, social, economic consequences of drug use is 
uppermost in our minds? 

2. Which 'drug' or 'drugs' are we concerned about - alcohol, tobacco, 
cannabis, heroin, prescription drugs, over-the-counter drugs? 

3. What do we mean by 'drug use' - do we mean drug abuse, or drug 
addiction, and how are these terms defined? What characteristics of 
drug use are of most concern - the frequency, quantity, prevalence, 
motivation or situations associated with drug use? 

4. What do we mean by 'associated with'? Are we concerned with the 
problems arising directly from use (e.g. the effects of alcohol or 
tobacco on the body), or with the indirect effects (e.g. the effect of use 
on family and society). Are the consequences caused by the drug 
itself (e.g. intoxication), or are they correlates of the drug use (e.g. 
hepatitis through the use of non-sterile needles)? 

There are, therefore, many questions requiring an answer before we 
can talk intelligently about the development and effectiveness of preven
tion programmes. We need to know what we are talking about and what 
we are trying to achieve before we can plan. develop and evaluate. I hope 
to provide a framework within which prevention programmes can be 
planned, and their impact evaluated. 
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FirstlY,a distinction has been made in the field of epidemiological and 
prevention medicine, between three levels of prevention: 

TABLE 1 
Examples of Prevention Objectives. Targets, as a function 01 levels of Prevention. 

Level of Programme 
Prevention ProsenHng Problems Populations Objectives 

Primary No drug problem No risk Maintain status quo. Prevent 
At risk initiation 01 drug use. 

Inlroduc~ the need lor caution! 
preventive measures fe: drugs & 
non-drug behaviours. 

Secondary Drug use at risk of At risk Modify drug use 
developing into problem - level 01 use 
- level of use - nature of use 
- nature of use Modify non-drug behaviours. 
- Non-drug behaviours 
likely 10 lead 10 drug-relaled 
problems 

Tertiary . Drug use is causing Problem Modify drug andlor non-drug 
problems drinker behaviours. 
- personal Alcoholic Retum to pre-problem behav'IOurs. 
-social Oependenl drug Achieve a satisfactory level of 
-economic user functioning. 
- health Drug abuser 

1. Primary prevention: attempts to ensure that a process or problem will not 
occur in the first place. 

2. Secondary prevention: is concerned with identifying early problems and 
I,'halting their progress. 

3. 'Terilary prevention: deals with a serious problem, is concerned with ensuring 
that it ~rogresses no· further. 

While our main focus here is on primary prevention, several observa
tions are relevant: 

1. 'Prevention' is a complex concept, concerned with many problems, 
many different target groups, and has many different objectives. 

2. Prevention programmes, therefore, are expected to take many forms, 
and would be evaluated on the basis of different criteria, depending on 
target audience and objectives. I 

3. Although primary prevention is concerned with the.prevention of the 
onset of problems, there are differences in potential target groups and 
programme objectives. 
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So, even though the population may not be using drugs, some sub
groups can be identified as being at risk (e,g, children of alcoholics, 
young people living in certain locations), Furthermore, very different 
programme objectives can be established, ranging from the prevention of 
first drug use, maintenance of current patterns of use, 10 a reduction/ 
elimination of use, Each of these variations in target groups and objec
tives implies differing programme development and evaluation, Thesame 
general comments apply with equal validity to secondary and tertiary 
prevention, 

In trying to understand and plan primary prevention programmes, it is 
useful to make several further distinctions. A framework for this is 
provided by asking in what ways can primary prevention programmes 
differ? We will consider six characteristics which differentiate such 
programmes: 

1. The drug(s) whose use is in question. 
2. The data concerning the salient drug and its use. 
3. Models or hypothesis to interpret these data. 
4. Prevention objectives arising from these explanatory models of the 

dala. 
5. Prevention strategies arising: 

(a) directly from the explanatory models 
(b) indirectly from theories of social influence, psychology, political 

science, theories of community organisation and development. , 
6. Programme implementation strategies related to the prevention 

programme. 

Drugs 
With what drug(s) are we concerned? Prevention programmes deal with 
alcohol, cannabis, heroin, etc, but it is not always recognised that such 
programmes might differ radically from one another, because of the 
nature of problems, target groups, and hence objectives. 

Data 
What data exists concerning the particular drug use and its problems? 
What is the source of the data and how reliable is this source? What aspect 
of the data is relevant to the programme, and how is it interpreted? The 
data that exists, no matter what its origin or quality, will usually be 
interpreted according to the background and insights of the individual
there may not be a consensus. 

The important point is that although acquisition of data is a crucial first 
step to programme planning, further steps require: 

- interpretation of the data 
- derivation of programme objectives from this interpretation, and 
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- specific programme strategies derived from data interpretation and the 
derived objectives. 

Table 2 gives an example of this distinction between data, data inter
pretation, resulting programme objectives, and prevention strategies. 

Models 
There are three predominant models used to explain the problems arising 
from alcohol use in a population: 

(1) The Disease Model: which claims that problems with alcohol result 
from a biochemical imbalance in the individual. This view, in its extreme 
holds that there are two groups of individuals, those with a problem 
and those without. 

The consequences of this model for prevention programmes is its 
conclusion that such programmes should aim at (1) moderation for 
social drinkers who do not have the biochemical problem, and (2) 
abstinence for problem drinkers who do suffer in this way. 

The preferred strategies for achieving these objectives are usually 
stated in non-speCific terms, involving education andlor persuasion. 

(2) The Integration Model: claims that alcohol problems are associated 
with ambiguity in social norms regarding drinking, which is 
associated with an increase in anxiety and tension. The objective of 
prevention strategies is to remove or reduce the ambiguity of norms 
by (1) integration of alcohol into everyday life, (2) education through 
information regarding alcohol, its uses, and effects, (3) the 
development of both positive and negative norms related to alcohol 
use, leading to the socialisation of drinking behaviour, while discour
aging drinking for its own sake. 

The Single Distribution of Consumption Model: holds that (1) alcohol 
problems are related direclly to the quantity of alcohol consumed, and (2) 
the prevalence of alcohol problems in a society is direclly related to the 
average quantity of alcohol consumed in that population. 

The primary prevention objective, therefore, is to reduce overall con
sumption in the population, perhaps to adopt a health-oriented policy, 
containing no further 'Iiberalisation' of alcohol control measures, a 
pricing policy maintaining a reasonably constant relationship between 
drink price and the consumer price index, the raising of the legal drinking 
age to 21 years, and the discouraging of life-style advertising of alcoholic 
drinks. 

Strategies 
It is evident from examining the prevention strategies proposed by the 

various theorists, that their recommendations are frequenlly stated in 
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only very general terms, often invoking a vague strategy of education/ 
persuasion/social influence. 

To plan the details of prevention programmes, more attention must be 
paid to the strategies of potential effective influence. The process of 
influence is usually only assumed, or implicitly stated, but it can 
frequently be restated in explicit terms, paralleling models of influence 
derived from the social sciences, education, or theories of political and 
community influence. 

For example, there is a family of theories associated with the 
relationships between knowledge change, attitude change and behaviour 
change. Assumptions are made regarding their sequential relationships, 
which are unfounded. For example, behaviour change has rarely been 
shown to flow from changes in attitudes or knowledge, although attitude 
change has been demonstrated to follow from behaviour change. 

Implementation 
Finafly, it is important to realise that even the best planned prevention 
programme can fail due to neglect. Thus, school programmes remain 
unused because teachers fail to see their relevance. Recommended 
government policies are not accepted, due to politicians' fear that such 
measures would be unpopular. 

Having seen something of the origins of and differences in prevention 
programmes, we can raise questions concerning their outcome. How 
successful have prevention efforts been? 

Considering firstly coercive measures, including legal and government 
policy action, what can be said about their effectiveness? Three of the 
more common coercive approaches have been the control of alcohol 
price, manipulation of the legal minimum drinking age, and control of 
media advertising. 

Price 
Evidence concerning the relationship between the real price of alcohol 
and alcohol consumption in many countries round the world usually 
shows (1) a negative correlation such that lower prices are associated 
with greater alcohol consumption and vice versa, and (2) that the real 
price of alcohol (i.e. correcting for changes in real income), has tended to 
decrease in most countries during the last three decades. 

It is extremely difficult, however, to obtain other than correlational data 
concerning the effect of changes in price on consumption. 

Age Legislation 
Little solid evidence is available concerning the impact of recent reduc
tions or subsequent raising of drinking age. The most readily available 
data suggests: (1) an acceleration in the growth of drinking/driving 
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accident rates among young people recently allowed to drink (2) some 
evidence that the quantity of alcohol being consumed by young people 
has increased, (3) indications of an increase in the rate of young people 
being seen at alcohol treatment centres, (4) more recent evidence that 
drinking/driving accident rates have declined following the raising of the 
minimum legal driving age. 

Advertising Control 
Many countries exercise control on advertising of drugs, including 
alcohol, tobacco, prescription and over-the-counter drugs. Little is 
known concerning (1) the impact.of commercial advertising for these 
products, (2) the impact of controls on this advertising. Existing evidence 
does suggest, however, that advertising of alcohol and tobacco is 
successful. within limits, especially brand advertising. 

It has been established that alcohol, tobacco and other drugs are 
frequently used in television programmes; some feel this is likely to be 
more significant than direct advertising. 

While coercive measures are widespread and frequently recom
mended, great emphasis has also been placed on non-coercive 
measures. often phrased in terms of education and persuasion. 

Experience with non-coercive preventive strategies can be readily 
summarised: 

1. Very few studies have evaluated educational programmes, mass 
media or any other set of non-coercive strategies. Recent reviews have 
identified over one hundred evaluated drug programmes, but less than 
a dozen evaluations of alcohol education programmes. and even fewer 
experimental evaluations of mass media alcohol programmes have 
been published. 

2. The majority of evaluation programmes have been seriously in
adequate, jeopardising the validity of the findings. 

3. Examination of the findings indicates very inconsistent results, such 
that: 
(a) a large pr6portion of programmes show no effect 
(b) a few programmes show some positive effects 
(c) an equal number of programmes show negative. that is counter

intended effects, even at the behavioural level 
(d) many programmes exhibit both positive and negative effects. 

4. As would be expected from common sense and social influence 
theories, knowledge levels are ea.sy to change. attitudes are changed 
with greater difficulty, and behaviour is exceedingly difficult to 
change. 

5. There is some evidence that more recent studies have shown 
significant positive effects, due perhaps to better deSigned 
programmes. 
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6. Recent evidence suggests that properly planned and executed mass 
media prevention programmes might have significant impact. This 
hope originates especially from the Stanford Heart Disease Prevention 
Programme. 

Conclusions 
We have considered what is meant by prevention, what differentiates 
prevention programmes, and the success of previous strategies. What of 
the future? The best advice which can be given is to use one's common 
sense in developing prevention programmes: (1) plan; (2) use what 
information is available regarding the presenting problems and direction 
from the social sciences regarding effective interventions. This should 
include the following: 

1. A better appreciation for the dimensions of and variables involved in 
'prevention'. 

2. A better appreciation forthe complexities of prevention and alternative 
prevention strategies should lead to more integrated approaches, 
avoiding exclusive reliance on one form of prevention only. 

3. Good programmes fail because of a failure to implement or evaluate 
them adequately. 

4. Finally, prevention strategies and programmes will be improved only 
through a genuine commitment to evaluation and incorporation of 
changes suggested by this research. 
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Directions 
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Goals lor Substance Abuse Prevention 
One of the greatest problems in the field of prevention is the lack 01 clearly 
defined goals. particularly in terms of impact on an intended audience. 
Braucht. Follingstad. Brakarsh and Berry (1973) noted that in spite of 
state requirements for schools to include alcohol and drug education in 
the curriculum. most published curricula at that time failed to articulate 
goals. 

One area 01 confusion arises from the lack of adequate differentiation 
among prevention. intervention and treatment. In order to accomplish 
better planning and co-ordination. it will be necessary to distinguish 
between programme-response options. Table 1 proposes a conceptual 
basis for defining- three basic thrusts within the field: 

TABLE 1 
Differences among Primary, Secondary and Tertiary Prevention. 

Timing Activities Terminology 

During later stages of 
abuse 

During early stages of 
abuse 

Before abuse 

Treatment 
Institutionalisation 
Maintenance 
Detoxification 

Crisis intervention 
Early diagnosis 
Crisis monitoring 
Referral 

Education 
Information 
Alternatives 
Personal and social 

growth_ 

Tertiary prevention 

Secondary 
prevention 

Prir:nary prevention 

If the field at all levels were to formally adopt some form of the above 
distinctions. several advantages would be realised_ One would be that 

45 
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secondary prevention could be developed. Minority high risk groups 
could apply for the type of support currently lacking, in part because it is 
confused with primary prevention. . 

Furthermore, many minority groups have been concerned with the 
alleged middle-class bias of most primary prevention projects, and have 
objected to many activities being developed for use in their communities. 

A programmatic and funding diHerentiation between primary and 
secondary prevention would allow more resources for secondary 
prevention to be channelled into high-risk areas, without reducing the 
primary prevention eHort for everyone. 

If primary prevention is concerned with planned activities before the 
fact, it is important to define what is to be prevented. 

The meaning of the concept "abuse" has also been unclear because 
various professions are involved in the field. Law and medicine each has 
its own definition of abuse. Social sciences define abuse as that use which 
is harmful to the individual or to society, and for the purposes of this 
paper, the social science position is the one being used. 

Responsible Individual Choice 
The objective o/teaching for responsible individual choice regarding use 
of substances has recently emerged as a reasonable and achievable 
outcome for prevention programmes. This position defines responsible 
choice as that use which results in few negative consequences for the 
individual and society, such as bad trips, injury, addiction and related 
diseases. 

Jacobson and Zinberg (1975) conducted a study of occasional heroin 
users, and discovered that their use patterns were not addictive, and did 
not interfere with their employment or personal lives. Zinberg argued that 
this form of controlled use of even heroin represents reasonable use, and 
is a socially learned behaviour, similar to how most alcohol users are 
socialised to controlled drinking. 

Similarly Delone (1972) contended that schools should not waste 
energy in attempting to stamp out total substance abuse. This is not to say 
that"schools should condone drug use, but that prevention of all illegal 
drug use is not an achievable goal. 

If responsible individual choice were accepted as an objective, it would 
mean a changed approach. The government would need to provide 
guidelines for the .field in developing appropriate programmes. 

There would be a need to provide people with accurate information and 
to assist them in their personal development in order to prevent any drug 
use from becoming prolonged. The type of prevention suggested by this 
pOSition will be the focal pOint of this paper. 

Implications lor Prevention 
Surveys today suggest a pattern of increasing social use of a variety of 
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drugs from the least to the most dangerous (Rittenhanse, 1978). Also, 
many illegal drugs are used in combination with legal ones such as 
alcohol, tobacco and caffeine. 

If responsible choice regarding use of all substances becomes an 
objective for abuse prevention, it is important to consider what kinds of 
experiences would facilitate responsible choices on the part of young 
people and adults. 

Inaccurate public statements must be avoided by the government and 
practitioners if they are to establish credibility with the public. The govern
ment brief would be: 

1. to develop new information about drugs and their effects 
2. to disseminate objective information about drugs 
3. to monitor information sources to reduce existing inaccuracies 
4. to publicise the complex interaction effects of multiple drug use. 

Another important point to consider,is that information alone may have 
little bearing on attitudes towards use. In one programme evaluation 
Stuart (1974) found that there were higher levels of drug use - alcohol, 
marijuana and LSD - among students exposed to the programme com
pared to a control group. These increases were associated with a reduc
tion in perceived risk following practical presentations on the effects of 
drugs. 

Another interpretation, however, could be that the programme in
creased minimal experimentation with less dangerous drugs and created 
no changes in the use of more dangerous drugs. However, at that time, 
any drug use was considered dangerous, and drug education pro
grammes in general came under attack. 

Finally, responsible individual choice assumes the possession of 
decision-making skills. The reality is that decision-making is not a skill 
that is naturally acquired, but research indicates that it can be taught 
(Evans, D'Augelli and Branca 1976). The problem is that many pro
grammes assume decision-making skills without teaching them. 

Affective Development 
The elements necessary for affective development include: 

1. increasing one's self awareness and positive feelings toward and 
responsibility for one's acts 

2. increasing one's interpersonal skills and responsibility for interaction 
with others 

3. increasing one's ability to cope with society's institutions and to 
accept responsibility for them. 

These three dimensions of responsibility form a core cif skills which 
supposedly will enhance an individual's development, and reduce 
interest in and need for a host of substances. 
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Carney (1974) and Blum (1976) concluded that information pro
grammes combined with personal growth were more likely to be success
ful. It is important to examine one's values and skills in the context of 
information about substances. Also, unless the steps of effective 
decision-making are applied to decisions regarding substances, the skills 
will not transfer in the desired context. 

So personal and social growth are probably essential to any prevention 
effort that advocates responsible choosing. There is research showing 
how personal development was improved, and drug/alcohol attitudes 
and behaviour simultaneously altered for the better: 

in a large city system, when the students were helped with decision 
making, their drug use decreased and school achievement increased 
(Visco & Finotti 1975) 
in a small town junior high when the students' decision-making was 
improved, their substance use,was reduced (Swisher & Pinuik 1973) 
in a group of college students when they were shown discrepancies 
between desired social activities and drug/alcohol use, use of drugs 
became more conservative (Swisher & Horan 1972) 
in a small town when young parents were taught more effective 
parenting, they felt they could aid in the prevention of drug/alcohol 
problems (D'Augelli & Weener, 1975). 

Community, School and Family Roles 
Responsible individual choice will not occur in a vacuum. Each individual, 
depending on stage of development, is part of other social systems 
including communities, school and family. Each of these plays a critical 
role. 

Community Activities 
Within the community, there are a variety of important actions that should 
occur. The first would be to provide people with current, accurate and 
non-distorted information as a basis for their own substance decisions. 

For many years, the mass media have been perpetuating myths about 
drugs. (For example, a film 'Pit of Despair' was made in the early 
seventies, and is full of technical inaccuracies. It appealed to fear.) 

A more constructive community approach is Channel 1 through which 
young people are directed into activities which make a community con
tribution (e.g. restoration of historic sites). This project is co-sponsored 
by the Prudential Insurance Company and the National Institute for Drug 
Abuse, and the implications of such co-operation are promising. 

Communities also have a responsibility to provide a variety of activities 
for all citizens. Youth-based activities could include youth job co
ordinating centres, plus traditional recreation, scouting, athletics. There 
is ample evidence to suggest that when young people have a variety of 
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constructive alternatives, they will use fewer drugs, and have fewer nega
tive reactions (Cohen 1973). 

Interested community groups could also oppose the perpetuation of 
myths through commercial mass-media, such as irresponsible advertis
ing, advocating 'a pill for every ill'. 

Another area that deserves community attention is the formation of 
more reasonable drug laws. Clearly, prohibition for alcohol was a failure, 
yet alcohol has five times the addiction rate of heroin, and half of all US 
highway accidents are alcohol-related. 

The Minnesota Primer on the Prevention 01 Chemical Use Problems 
The Minnesota Primer on the Prevention of Chemical Use Problems 
(Chemical Dependency Programmes Division 1976) also advocates 
focussing on the community conditions which contribute to drug use 
instead of concentrating only on changing the user. Some of their specific 
recommendations include: 
1. Educational campaigns to encourage modest dosage of amphet

amines and cocaine rather than larger doses. 
2. Efforts to inform the public that the widely publicised perils of bar

biturates are in fact the perils of alcohol. 
3. Public campaigns to encourage health professionals about the 

dangers of mixing drugs with alcohol. 

Family Issues 
The role of parents in developing responsible attitudes to drugs may be 
the most critical. Many psychologists believe that attitudes, values and 
behaviour patterns are established before school age. Families are the 
most significant socialisation force in society. Parents have final legal 
responsibility, and also have access to far more teachable moments than 
any teacher or youth worker. 

The family also has an important role in facilitating the positive, 
affective development of those in the family unit. Community and school 
has the responsibility to assist families prior to a crisis stage. This 
approach suggests that parents should be equipped with skills that have 
been shown to be effective parenting techniques (e.g. Alvord 1971) 
(Larson 1972). It has been known for some time that parents serve as 
models for their children. For example, parents who use tobacco 
unintentionally influence their children to use tobacco. Similarly, parents 
who use alcohol, raise children who will use more alcohol as adults than 
children of parents who do not use alcohol. It has also been discovered 
that the extent of use of over-the-counter drugs and prescription 
medicines by parents, directly influences the extent of use by their 
children in the future (Blum 1972). 

Streit (1973) has developed a model of parent-children relationships 
which demonstrates that the child's perceptions of the relationship can be 
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a strong indicator of potential for drug abuse. The model has four dimen
sions including love, control, hostility and autonomy. Streit's research 
indicated that as long as love is mixed with either a controlling or 
autonomous interaction, the individual will have a low probability of drug 
use. Conversely, if a child perceives parental rejection, regardless of the 
control of autonomy dynamics,. then the individual will have high proba-
bility of drug use. . 

A programme based on Streit's research would have to include two key 
dimensions. First, it would be important to train parents in general to 
function with a communication style that reflected love for the child. plus 
control or autonomy techniques. Equally important in application would 
be working on the basis of the child's perception. In essence, applying the 
Streit's model to afamily approach in primary prevention would require 
changing the parents' communication and/or the child's interpretation of 
the communication. 

School Goals 
An historical review of goals for schools consistently reveals a concern for 
more than simple acquisition offacts. Personal and/or social growth have 
traditionally been considered part of the school's responsibility, and such 
attitudes still hold. 

For example, Pennsylvania's State Board of Education recently 
adopted the following goals: 

Quality education should help every child to: 
acquire an understanding of himself and his worthiness 
acquire an understanding and appreciation 01 people belonging to 
social, cultural and ethnic groups different Irom his own 
acquire mastery 01 basic skills in use of words and numbers 
acquire a positive attitude to learning 
acquire the habits and attitudes associated with responsible 
citizenship 
acquire good health habits, both physical and emotional 
the opportunity to be creative 
understand the opportunities open to him/her to have a productive life 
understand and appreCiate as much as he can 01 human achievement 
prepare lor a world of rapid change in which continuing adult 
education should be accepted. 

Nearly every school philosophy will more-or-Iess mirror the examples 
cited above. The approach currently advocaied in drug abuse prevention 
is, therelore, consistent with the goals and purposes 01 education. 

The state also has a battery of tests to evaluate how schools are 
accomplishing these goals. In a recent study 01 these tests in relationship 
to drug use, it was discovered that the use of selected drugs. (alcohol, 
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tobacco and cannabis) could be diHerentiated as a function of high or low 
scores on most of the tests. A high score on the self-concept scale (Goal 
1) was indicative of tow substance use. Table 2 presents the results of 
each of the goals (see page 52)" 

A desirable side effect to drug education/prevention is that schools 
have been given methods for accomplishing severat of their own goals. 
These same methods also have a beneficial eHect on basic skills, (e.g. 
Three R's). When students' personal needs are met, they are freer to 
pursue learning. 

Contemporary Approaches 
The three approaches discussed here have implications for schools, 
families and communities within the context of responsible choice as a 
realistic outcome. 

Prescriptive Approaches 
The prescriptive approach attempts to recommend a specific programme 
activity in relation to current needs or use patterns in a community (e.g. 
health lectures in the seventh grade). 

Blum, Blum and Garfield's (1976) recent 'Drug Education: Results and 
Recommendations' is the most current example of this approach. Based 
on a three-year study of drug education, these authorities developed a 
five state prescriptive approach encompassing a variety of assumption 
outcomes and activities. Table 3 is a simplification of the recommenda
tions (see page 53). 

Notes on Table 3 
During thetext the authors reported on trends in drug-use patterns which 
would negate use of option one. The trends included current use patterns 
changing from urban to rural, older to younger, lower class to middle and 
upper class use, 
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TABLE 2 
Pennsylvania's Goals (or Education and Difference Between Use and Non-use of 

Drugs 

Variables Marijuana Beer 
Abusive Abstaining Abusive Abstaining 

1. Sell Esleem M 69.860 75.600" 0 71.123 n.42O" 0 
F 70.636 76.228" 0 69.602 77.643" 0 
T 70.169 75.936" 0 70.696 77.582" 0 

2. Underslanding Others M 54.360 57.618" 0 53.858 59.104" 0 
F 62.124 85.296~' 0 61.959 65.887' 0 
T 57.369 61.660" 0 56006 63.534" 0 

3. Verbal Skills M 17.133 17.790 16.641 19.043" 0 
F 16.566 17.438 16.194 18.078" D 
T 16.925 17.591' 16.507 18.398" 0 

4 Math Skills M 19.487 20.089 18.719 21.502" D 
F 17.831 19.010' 0 17.581 19.643" 0 
T 18.886 19.511 18.409 20.275" 0 

5. Interest in School M 48.261 56.984" 0 48.364 58.787" 0 
F 49.995 53.SS7" 0 47.411 6t.692" 0 
T 48.906 58.338" 0 48.158 60.673" 0 

6. Societat Responsibility M 43.159 62.297" 0 45.834 71.103" 0 
F 53.946 77.090" D 54.394 82.731" 0 
T 47.303 70.053" D 48.163 78.596" 0 

7. Heallh and Selety Prac1ices M 60.077 89.691" 0 61.730 98.385" 0 
F 61.873 95.657" D 62.643 00.140" 0 
T 60.747 92.815" 0 61.910 99.514' 0 

8. Creative ActiVities/Recognition M 37.917 35.043 36.121 37.013 
F 35.341 37.820 35.145 37.719 
T 36.946 36.512 35.897 37.474" 

9. Career Anitude M 52.323 59.546" 0 52.526 61.286" 0 
F 53.080 62.519" 0 51.822 63.979" 
T 52.548 61.107" D 52.282 63.055" 0 

10. Career Awareness M 15.397 16.875" 0 15.148 18.132" 0 
F 15.878 17.491" D 15.721 18.0SS" 0 
T 15.610 17.188" 0 15.264 18.064" 0 

11. Appreciating Human M 54.704 60.438" D 54.973 63.482" D 
Accomplishments F 59.335 67.932" 0 SS.804 67.506" 0 

12. Coping with Change M 65.288 74.980" 0 65.500 77.319" 
F 65.646 77.470" 0 65.465 80.154" 
T 65.545 76.287" 0 65.468 79.190" 0 

Number 01 Cases 
M 295 812 337 233 
F 188 904 128 433 
T 4B3 1,718 468 666 

M::: Males T = Total Group , = p ( .01 0= Cohen's D tndex > .20 
F = Females .. = p (.001 
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TABLE 3 
Summary of Blum, Blum and Garfield's (1976) Recommendations, Extent of Drug 

USB and Program Responses 

EXTENT OF DRUG USE 

No drug use Some drug use Drug problems Normal drug Extensive drug 
in community with associated with use paHems use 

complications other problems 
in living 

Recommended None Crisis Teacher Afteclive Espouse 
Prevention intervention training in approaches polilical 
Activity communication (e.g. value ideology 

& menial heallh clarification) 

Probable No stimulation Fewer school Improvement in Increase in Empirical 
Program to experiment problems. leaching. low risk drugs. Siudies Lacking 
Impaci Increase in Reduction in Decrease in 

referrals delinquency. high risk drugs 
Increase in 
moral 
development 

If these trends are imminent, then a community cannot afford to choose 
no activity, otherwise, they may later be forced into poorly planned 
activities due to a sudden crisis. For most communities, option five is also 
not realistic, because of the radical nature of its assumptions. Therefore, a 
community is left with three reasonably constructive responses to the 
problem of abuse prevention. Two of them assume that abuse is related to 
developmental problems, and that affective approaches combined with 
information will benefit (i.e. responsible use and improved mental health). 
One of the approaches (crisis intervention) is limited only to those 
individuals evidencing early signs of problems relating to their use, but 
such an approach may inaccurately identify a particular individual. 

Cohen (1973) has developed a different prescriptive approach to 
Blum's. Cohen's work has centred round the concept of matching 
(prescribing) alternative behaviour~ to the psychological needs of the 
individual. The assumption is that drug.use is one way of meeting normal 
development needs. Table 4 presents several examples of this approach. 

Notes on Table 4 
To implement Cohen's model. it is necessary to organise a large number 
of community groups, and to recommend different programmes to indi
viduals. One assumption is that individuals will gravitate to opportunities 
that meet their needs. However, responsible use of various substances is 
one alternative through which people can have their needs met and no 
matter how attractive local activities are, some people will continue using 
substances to some degree to meet some of their needs. 
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Assessment of Prescriptive Approach 
One disadvantage of this approach is that it tends to be a reaction to a 
problem rather than an initiative taken to prevent a problem occuring. In 
Blum, Blum and Garfield's (1976) recommendations, the extent of 
response is proportionate to the extent of local drug problem. Cohen's 
(1973) alternatives can be applied without knowledge of the drug problem 
and are, therefore, less reactionary. Another weakness of the approach is 
that it tends to be factual, for example, the first two levels of the Blum 
approach are recommendations for disseminating information. An 
advantage of the approach is that it allows a school/community to define 
its position, state goals, specify activities, and proceed. However, due to 
its reactionary nature, it is not recommended as an adequate strategy for 
communities. 

TABLE 4 
Example of Matching Needs with Alternatives 

Level ot 
Experience 

Physical 

Sensory 

Emotional 

Interpersonal 

Corresponding MollYes 
(Examples) 

Desire for physical satisfaction; physical 
relaxation; relief from sickness; desire for 
more energy; maintenance of physical 
dependency. 

Desire to stimulate sight; sound: tOUCh. taste, 
need for sensual/sexual stimulation; desire to 
magnify sensation. 

Relief from psychological pain; attempt to 
solve personal perplexities; relief from bad 
mood; escape from anxiety: desire for 
emotional insight; liberation of feeling, 
emotional relaxation. 

To gain peer acceptance, to break through 
interpersonal barriers, to 'communicate' 
especially non-verbally. defiance 01 authority 
figures: cement two-person relationships, 
solve inter·personal hangups, relaxation of 
inter-personal inhibition. 

MultimodaUty 

Possible Altematlves 
(Examples) 

Athletics: dance; exercise; hiking; diet; 
health training; carpentry or outdoor 
work. 

Sensory awareness training, sky 
diving, experience sensory beauty of 
nature. 

Competent individual counselling, 
group therapy, instruction in 
psychology 01 personal development. 

Expertly managed sensitivity and 
encounter groups, group Iherapy; 
instruction in social customs, 
confidence training. social inter' 
personal counselling, emphasis on 
assisting others in disl~ via 
education, marriage. 

This is the most dominant in the prevention field today. Good example of 
this approach is the PacifiC Institute for Research and Evaluation's 
recently published series of affectively-oriented prevention modalities 
known as 'Balancing Head and Heart' (Schapps 1975). The approaches 
described in the text include: 
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1. Duso: 

55 

- a comprehensive set of curriculum· materials to help children develop 
greater understanding of themselves and others. 

2. Magic Circle: 
- a series of small group sessions with elementary children designed to 

help them cope with their feelings. 

3. Schools Without Failure: 
- an approach which encourages self-development and a system of 

success in schools. 

4. Peer and Cross-Age Tutoring/Teaching: 
students are selected to help other students, which also helps 
themselves. 

5. Role Playing: 
students act out situations and learn options for handling common 
problems. 

6. Values C/arilication: 
a process of assisting people understand their values in relation to 
their behaviour. 

7. Creative Drug Education: 
a personal decision-making approach to drug use situations. 

8. Alternatives: 
- an approach designed to help people meet their needs through 

constructive options. 

9. Peer Counselling: 
- training young people to help one another. 

10. Family Ufe: 
- child-rearing information courses for high school students. 

11. Parent Effectiveness Training: 
- P.E.T._is a series of group discussions for parents which help them 

communicate with their children. 

Each of the approaches included in the series met evaluation criteria, 
and they could be seen in action by the PIRE staff. 

Their general position advocated the approach that no one modality 
can adequately meet the prevention needs of family/community and, 
therefore. a multifaceted approach to prevention is offered. Another 
strength is that the approach is geared to enriching the affective develop
ment of all individuals; this fact may be sufficient justification of the goal in 
its own right. 

A major weakness of the approach is that each component is a separate 



56 Drug Education - Irish Considerations 

activity, with its own time slot in school or agency. For a while, time may 
be found for these novel ideas, but ultimately other pressures may push 
these programmes aside. Another tendency is a focus on problem situa
tions, so that rather than enhancing developmental skills, they teach 
people the response to specific problems. 

The greatest problem with a multimodality approach is that there is no 
consistency in assumptions from one technique to another. It is possible 
to engage in activities that are theoretical opposites. There is a need to 
develop a conceptual rationale if a multimodality approach is chosen as 
the basis for community, family and school programmes. 

Adaptive Developmental Approach 
The two key elements in this approach include: 

(i) integrating prevention messages (cognitive and affective) into the 
regular activities of families/communities/schools; 

(ii) the prevention messages (cognitive and affective) are adapted to the 
developmental age of the intended audience. 

Instead of establishing new agencies and courses, the adaptive develop
mental approach recommends training agency staff/parents and/ 
teachers, in how to conduct their normal tasks in ways that facilitate 
growth, and provide learning about socially responsible use of 
substances. 

For example, the teacher while covering some of the battles of the 
American Civil War might have students read a book like 'Red Badge of 
Courage', and discuss. There could be role play of two soldiers, 
discussion of injuries in war, which could shift to drugs used in treatment 
and its consequences (e.g. addiction). 

Similarly parents can be encouraged to discuss their patterns of self
medication (e.g. aspirin), and recreational use of drugs (e.g. alcohol), 
while at the same time being equipped with communications skills for 
daily use (e.g. Parent Effectiveness Training). 

The concept of integrating prevention messages into existing activities 
has its origins in the works of Brown (1971) and Kirchenbaum (1977). 
These authorities have been concerned with reasonable approaches to 
personal and social growth that recognise the realiti~s and constraints of 
the current cultural traditions. 

Summary 
This paper presented a set of issues and suggested related activities: 

1. The goal of drug abuse prevention should be the development of 
responsible deCision-making regarding individual use of various 
drugs. 

2 .. Responsible choosing is necessary given the social mores of our times 
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which condone drug use, and the ineffectiveness of eXisting laws. 
3. tf responsible choosing is accepted as a reasonable prevention goal, 

then each individual must be given an accurate information base, 
decision-making skills, and opportunities to learn social and personal 
skills. 

4. Community agencies, families and schools have -a mutual 
responsibility for drug abuse prevention, and the burden should not 
be placed on anyone of the three. 

5. Drug abuse prevention should be an integral part of existing pro
grammes and activities of families/school/community rather than a 
special separate activity. 
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Conference Report and 
Recommendations 

Mr Jerry O'Dwyer, 
Department of Health 

Objectives of Conference 
The overall objective was that the conference shoulalead to an'informed, 
scientific and consistent educational approach towards the prevention 
and elimination of addiction in our community, , 

More immediately, a list of sub-objectives was generated during group 
discussion, These were: 

1. To impart knowledge on the current state of understanding and 
methodology in drug education in Ireland and Western countries. 

2. To identify the main issues of concern to those attending the 
conference. 

3. To identify and agree on the immediate elements of an appropriate 
preventive and remedial strategy. 

4. To better establish the present state of drug practice and education in 
Ireland, and to gain the views and attitudes of drug educators. 

5. To provide a source of support to those involved in drug education. 
6. To bring the conference findings to a wider audience. 

Summary of Speakers' Information and Views 
Dr Marcus Grant indicated the width of the problem, and the 
inconsistencies in public attitudes, e.g. in legislation and in economic 
policies. He highlighted that whereas smoking is now recognised as a 
health issue, drinking is not so recognised. He suggested we should try 
and establish pragmatic programmes, based on scientific evidence, and 
seek to achieve specific goals. He instanced the quite different aims we 
must realistically pursue in relation to smoking and drinking. 

Professor Noel Walsh reminded us we do not yet know the causes of 
addiction. However, he introduced us to the concept of vulnerability 
under a number of headings - biological, environmental and 
psychological. He advanced the idea of psycho-historical change as a 
particuiar stress factor in modern times. Finally, he hypothesised that 
modern man is facing a threat to his sense of continuity, and placed the 

60 
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problem of addiction in the context of the development, or otherwise, of 
the whole person. 

Dr Slen Martens said that if prevention through education is an aim, we 
need to identify people at risk before they become addicts. While it is not 
possible to identify the individual case, we can idenlify groups at risk. He 
highlighted such risk factors as early neurotic disturbances, early 
personality disorder, early contact with police and/or welfare services, 

. early alcoholic consumption, poor school and/or work performance and 
truancy. Turning to environment risk factors, he mentioned urban areas, 
broken homes, children reared by other than parents, those in poor home 
situalions, those who have poor communication with their parents and 
those in contact with drug-using peers. 

Dr Dermot Walsh placed the Irish alcohol problem firmly in a com
munity setting. He asserted that there is a well-established relationship 
between the amount of alcohol a community consumes and the extent of 
its alcohol-related problems. He highlighted the need to educate people 
about this reality and about the ambivalence that exists between personal 
behaviour, the administration and range of law, and our supposed 
concern for our alcohol problems. 

Dr Michael Goodstadt pointed out the complexity of prevention, since it 
dealt with many different substances, target groups and objectives. An 
effective programme must determine which elements of health 
promotion and problem prevention are appropriate, and how one relates 
to the other. He outlined the typical constituents of such a programme, 
emphasising the need for accurate information, awareness of the 
different interpretations individuals will place on the same data and the 
need for proper evaluation. 

Dr John Swisher agreed that addiction must be seen in the context of 
the whole person. Two key determinants of the success of drug 
education, he believes, are the development of decision-making skills and 
self-esteem. He stressed the importance'of peer group influence both asa 
negative and positive resource. and the use of assertiveness training in 
following through decisions. His paper emphasised that families, schools, 
community agencies have a mutual responsibility fordrug abuse preven
tion, and the burden should not be placed on anyone of.the three. 

ISSUES AND RECOMMENDATIONS 

National Policy and Attitudes 
Many calls were made highlighting the need for a national policy in 
relation to addiction. The main roots of this call were: 

1. The lack of co-ordination between the many agencies which could 
bring resources to bear on the problem. 
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2. The need to develop and implement a consistent set of attitudes and 
values in relation to addiction. 

The specific recommendations were as follows: 

a. There is a need for a broad-front approach. not isolated.measures. 
b. There is a need for inter-departmental programmes. with one depart

ment given responsibility for seeing that discussions occur and a 
consistent public policy emerges. J 

c. There is a need for co-ordination between the agencies involved with 
problems of addiction. 

d. Societal inconsistencies cause problems. For ·example. advertising 
glamourises alcohol. and the reduction of such advertising must be 
part of an overall strategy. 

e. There is a need to promote the image of the heavy drinker as socially 
objectionable. 

f. No part of the public service should provide drink as part of entertain
ment during working hours. 

g. The role of the churches in forming altitudes in relation to addiction 
should be explored. 

Co-ordinated Consistent Education Programmes 
Education is defined as a broad continuing concept. concerned with 
educating people for living. and giving them accurate. relevant. easily 
understood information. decision-making skills. and sufficient self
esteem to carry through decisions on their use of addictive substances. 

In developing an educational approach. we should focus on oppor
tunities rather than problems. Specific pOints were: 
a. Further training is needed for educationalists. There is a need to give 

them both factual information and specific training in counselling. 
communications and the development of self-esteem. Some 
professions may be short of specialists. for example. child 
psychiatrists, and this needs to be remedied. 

b. Thought should be given to how the receivers of education are in
fluenced. For example. a programme coming from the local com
munity would avoid the possibly negative e.flects of coming from 'the 
establishment', whatever that is. .' .' . 

c. There is a need for a survey nationally of altitudes to addiction. 
d. The role and function of the Health Education Bureau. particularly as a 

resource centre, needs to be clarified, as do the relative 
responsibilities of education and health authorities. 

Many points were made about education programmes for young 
people. Particular attention was drawn to the needs of early school 
leavers as a group most at risk. Specific points were: 

a. Education against addiction should start early in schools. 
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b. Decisions should be taken on specific programmes for different age 
groups. 

c. Educatiori for responsibility should be integrated into the normal 
curriculum in schools. 

d. Teachers would be helped if they knew how to identify pupil-stress. 
e. Education should include advice on use of leisure time and proper use 

of pocket money. 
f. If possible, guidelines should be given on 'safe quantities' of alcohol. 

It was repeatedly stressed that schools should not be alone in carrying 
through an educational programme. Theremust also be a programme for 
adults, based on the same set of values and objectives. Among the points 
made were: 

a. Parents should be helped to better understand the impact of their own 
example on their children. 

b. Parents should know the kind of information their children receive at 
school. 

c. Parents should be helped in communication with young people. 
d. The effect of peer group pressure among young people should be 

explained to parents. 

Turning to adults in general, it was felt that closer links could be 
established between health boards, schools and employers. Community 
Care Teams should be able to use recovered addicts to talk to employers 
and personnel managers. 

Pop and sports. stars should be encouraged to form an association 
which would harness their influence as positive role models for healthy 
living. 

Law and Fiscal Policy 
A great deal was said about the law - its content, its application and its 
gaps. The law' was seen as both reflecting and forming public opinion and 
public attitudes. Fiscal policies which continued our dependency on tax 
from alcohol are inconsistent with the work of social agencies to reduce 
the problems produced by alcohol. 

As a first step, there was a call for consistent application of existing law 
across socio-economic classes and in all geographic areas. It was also 
felt there was an urgent need to review the adequacy of our laws in the 
whole area of addiction. 

Among the main points were: 

a. There should be a consistent policy in applying existing laws. 
b. The current law on alcohol abuse is too lenient. 
c. Exemptions should be the exception rather than the rule. 
d. The application of the law on employing young people in public 

houses needs to be improved. 
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e. Judges need education and training courses on addiction. 
f. The Drug Squad should receive more staff (particularly female staff) 

and more resources. 
g. A full review of current law is necessary in the light of the objectives of 

, an educational programme as recommended by this confer~nce, 

Summary 
I believe we have all gained much extra knowledge on the current state of 
understanding and methodology in drug education in Western countries. 

We are making a great number of recommendations which have in 
them the components of a preventive and remedial strategy which could 
be adopted in Ireland. 

We have given each other plenty of mutual support during the days 
together. The way is open to all of us to build on the experience and 
strengthen and extend the bonds which have been formed. 

The following is an extract from the conclusion of a review of 
"Strategies in Alcohol, Tobacco and Drug Education", by Anna 
May Harkin, M.A., Researcb and Information Division, H.E.B., 
1979. 

Nowhere does a golden formula for preventive health education 
programs appear to have been found. It is probably naive to assume that 
habits such as smoking and drinking, which have become engrained in 
cultures over a long period of time, could be modified overnight. Since, 
however, long-term follow-up of education programs has been rarely 
undertaken, the conclusion cannot be drawn either that health education 
to date is ineffective. 

It would appear that the mass media have a role to play in the dissemina
tion of information, and one might hypothesise that over a period of time 
they provide an input into the environment which, mediated by other 
factors in the culture and by more specific programs such as school
based ones or advice from physiCians, may help to reinforce healthful 
attitudes. 

It would appear that a key role in health education should be played by 
physicians and health personnel,- particularly public health nurses: For 
groups that may be particularly hard to reach by other means, the use of 
contact with child welfare and maternity clinics as means of giving in
formation/advice on the effects of smoking and alcohol abuse and on 
bringing home to mothers the way in which example may affect their 
children's later use of these substances may be a vital strategy. 

As is obvious from the review presented in the previous chapters, a 
variety of approaches in the three areas have been tried at school level. 
While it is not possible to select anyone as the best, for all purposes, it 
would appear that the provision of factual information on the constituents 
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and effects of nicotine, alcohol and illegal drugs (as well as some of those 
commonly got over the counter or on prescription) - the provision of 
such factual information - where possible, integrated with subjects such 
as biology, chemistry, etc, - would be a necessary element in any school 
program. For younger children the use of doll models or short sketches 
might hold promise, while those in the ni~e-to-twelve year age group 
would appear to benefit from programs on the Berkeley "The body is a 
beautiful system" model. Values clarification techniques appear to hold 
some promise for second level students. As mentioned previously, highly 
structured materials designed to improve mental health by encouraging 
and reinforcing self-actualising behaviour were found effective in one 
study in improving mental health and maintaining conservative attitudes 
to drug use among elementary level students. This would be in line with 
the idea of encouraging self-esteem in children and helping them as they 
grow older to become aware of social pressure and to anticipate 
conditions under which decisions may have to be made. It should be 
mentioned, however, that teaching skills in these areas are less developed 
at present than traditional pedagogic ones. The fact that results to date 
would suggest tentativeness about their success should not be taken to 
mean that they are not potentially effective as long-term means of 
encouraging people to refrain from self-damaging behaviour. 

As an aspect of a long-term approach to preventive education, con
sideration might be given to the inclusion of some form of relaxation 
training in a Physical Education program. 

One could mention many more general pOints that would have implica
tions for a broadly-based health education program, e.g., the reinforcing 
of feelings of competence in children in relation to their environment by 
encouraging and praising their participation in projects and activities in 
school and community; the encouragement of ideas of social 
responsibility and contributing to community life; the linking in of themes 
on the pollution of the environment with themes on the pollution of the 
human body; the drawing of parallels between the wise use of. energy 
sources and the wise use of human energy; the discussion of stress as an 
aspect of living; the discussion of the role of pain in both its physical and 
psychological aspects as a signal to be investigated and through which 
one may learn and grow, rather than as something to be immediately 
suppressed by drugs; the encouragement of direct experience, as 
mentioned in the cognitive dissonance theme referred to earlier, rather 
than experience mediated by drugs, even though the former might be a 
slower and more discipline-demanding process. Themes such as these 
developed at opportune moments by teachers, parents, adult educators, 
etc., might be seen as a necessary context in which the narrower aspects 
of health education would be dealt with. 

Finally, one might say that it is unrealistic to expect education 
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programs alone to promote healthful behaviour unless there is seen to be 
some attempt to ameliorate some of the external conditions that create 
crippling strain or low selFesteem. Su'ch conditions' and norms will vary 
from one society to another but one.obvious one would be poor socio
economic conditions or a situation where an economy.could not hope to 
provide full employment, yet unemploymentstill carried a social stigma. 
Consideration of these and other wider cultural factors is outside the 
scope of this report but it would seem that to ignore them in any overall 
health policy would be to make unrealistic demands on education 
programs. 
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Drug Use and Drug Education 
Through the Stages of Life 

Dr Michael S Goodstadt, 
Addiction Research Foundation, 

Toronto, Canada. 

In an examination of drug use and drug education through the stages of 
life, two pOints emerge. First, all behaviours, including the use of drugs, 
change over time. Second, most behaviour can be viewed as being 
performed as part of a person's social roles. 

With this approach we can: 
lake a more comprehensive view of the origin and development of 
drug use and related problems 
identify which behaviours and problems need intervention 
identify the best stage for such intervention 
develop a more. dynamic form of drug education/intervention, and 
thus obtain more impact. 

The first point to make then is that we should view people, their 
behaviours (including drug use and misuse) and drug education/ 
prevention programmes as changing over time and as developmental, 
rather than being static and unchanging. 

The second major point is that at any giventime a person may exhibit or 
fulfil a variety of roles (see figure 1). By roles we mean the behaviours or 
behavioural expectations or norms that are associated with a particular 
social position or interaction. 

The importance of roles lies in the way they can influence the role-per
son's behaviour. This influence is exercised through role-associated 
behavioural expectations, and the sanctions, positive or negative, applied 
for meeting or failing to meet these expectations. Roles, therefore, can be 
important educational media through which a person can be reached and 
influenced. 

Roles are essentially social phenomena, since they relate to behaviours 
and expectations vis-a-vis other people. One can reach a role-person not 
only through his/her role but also indirectly through the complementary 
role-player (see figure 2). An obvious example of this is the way· parents 
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have been reached through their children e.g. the use of seat belts. The 
opposite influence can also occur, e.g. the influence of parents' use of 
alcohol on their children's drug use. This use of complementary roles is a 
potentially powerful but neglected medium of influence. 

We will now turn to a consideration of a particular set of behaviours. 
namely drug use/non-use and associated problems, employing the 
concepts of: . 

1. The development of behaviours over time. 
2. The influence of roles and how this changes over time. 

There are many ways in which drug use is considered as a function of 
time. 

The most common form of analysis is to examine how drug use 
changes with chronological time. Examples of this include increased use 
of alcohol and heroin in recent times. 

This is in contrast to how drug use differs between groups of people of 
different ages (see figure 3). Examples of this include differences in 
prescription use by different age cohorts. 

A third form of analysis combines these two forms of analyses, that is, 
chronological time and age groups or cohorts. Such analysis would allow' 
us: 

to see how drug use changes during the life history of an individual 
- to identify patterns 
- to see how patterns differ between age cohorts. 

Examples of the latter are hard to come by. We have come nearest with 
(a) studies of age-related drug use repeated over a series of years, for 
example, changes in cannabis use among age cohorts, and (b) 
retrospective studies of.drug use, through which cohort-based life cycle 
behaviour patterns are identified, for example, prevalence of tobacco use 
among age cohorts. 

These analyses demonstrate phenomena of much more significance 
than studying either only chronological time trends or age-related trends. 

Age by itself does not explain or predict behaviour very adequately. It is 
necessary to identify the factors associated with age. This is where we 
returnto the concept of stages of life. Instead of examining drug use and 
drug problems as a function of age groups, we can attach labels to the age 
groups, according to stages of development in life. 

We would then theoretically arrive·at an array in which we are able to 
consider how drug use changes with life stages, and how these stages 
differ from one age cohort to another. The life stages employed here are 
five, namely: fetus, childhood, teens, midlife and later life (see figure 6). 

Turning to drug education, we can define it broadly as any strategy 
which reinforces 'appropriate' drug-related behaviours. How do these 
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influences vary through life stages? (see figure 6). We can list influence 
into three groups: 

Intra-Personal Sources of Inlluence 
These arise from individuals themselves and include the more obvious 
influences exercised by personal values, attitudes and beliefs, as well as 
learned 'behavioural patterns and habils, and emotional states of anxiety, 
elation etc. At the more general level, and largely ignored in the 
development of drug education/intervention programmes, are the stages 
of cognitive, affective, moral and social development. A programme will 
only be as effective as the capacity of the target permits - anything 
beyond the moral or cognitive level of the recipient's development level 
will be fruitless. 

Inter-Personal Sources oflnlluence 
These arise from the person's immediate environment, and include: 

role-related expectations and norms, and the sanctions applied for 
conformity to these expectations 
the authority and power which is possessed by one or more people 
over another. The exercise of this authority will be shown especially 
through role definition and pressures to conform to role expectations 
the logical and/or emotional persuasion brought to bear on an 
individual through verbal, non-verbal or physical means. 

Extra-Personal Sources of Inlluence 
These arise from the broader societal environment in which individuals 
operate. They will often be similar to those at inter-personal level, but can 
often be more subtle and socially less intimate. They can be formal and 
direct, e.g. through the proclamations of law, and may be exercised 
strongly through role expectations and sanctions. 

For the purposes of planning interventio'1s, the proposed tripartite 
division of influence is important. We must remember also that inter-re
lationships between the domains of influence and source of influence 
change and develop throughout a person's life. 

It is one question to ask 'what are the major sources of influence 
throughout a person's life?', it is another to enquire 'what particular 
strategies are available by which these sources of influence can be 
brought into operation?' (see figure 7). 

Intra-Personal Strategies of Influence 
We don't always wait for others to suggest what we might learn, do or 
change. We are often self-motivated. We seek out knowledge and change 
for ourselves. Such intrinsic motivation can be capitalised upon by provid
ing the supportive environment and resources through which change can 
be facilitated. 
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Inter-Personal Strategies 01 Inlluence 
These are among the most powerful media through which change can 
occur. They range Irom the very general, such as child-rearing and 
education, to the very particular, such as counselling and therapy. They 
include inter-personal communication strategies, role-modelling, and the 
exercise 01 positive and negative sanctions. Through any and all of these 
strategies, one can see behaviour as being shaped and influenced 
through the definition and adoption of role expectations. 

Extra-Personal Strategfes 01 Inlluence 
These are similar to inter-personal strategies but operate at a more global 
level. A myriad laws and policies are designed to restrict, promote or 
control behaviours in almost every area of life. Frequently less explicitly 
(though sometimes very explicitly through legislation, for example, 
regarding child abuse), society defines/clarilies appropriate roles and 
behaviours for its members, and possesses a system 01 formal or informal 
sanctions for conformity and non-conformity to its role-expectations. 

At a general level, society influences its members through the use and 
control of the media, through opinion leadership, formal education, and 
through the use of role-models and vicarious learning. 

It is important that we remember the inter-relatedness of the strategies 
of inlluence and our developmental perspective. These strategies will 
vary in effectiveness as people move through life stages. Formal 
education strategies, for example, may be more salient during the 
formative childhood and teenage years; legal sanctions are applied 
differently according to life stage. 

We can summarise our discussion as it relates to the planning of drug 
education: 

,. Drug education is viewed broadly to include a variety of formal and 
informal strategies, designed to reinforce or modify drug-related 
behaviours in a desired direction. 

2. All sources of influence and strategies of influence are inter-related, 
they either support or oppose each other. This lack of harmony be
tween strategies is Irequently ignored, lor example, in the conflicting 
action 01 separate arms of government (e.g. health care v .. economic 
development in relation to alcohol and tobacco use). 

3. Educational planning, as we have seen, must take account of: 
(a) stage-related behaviours and the way these develop as a function 

01 life stages; 
(b) sources and strategies of inlluence on people, as these change 

throughout liIe. 
4. A developmental view of drug use/problems suggests that drug 

education/interventions must also take a developmental perspective. 
I! drug use and problems occur as a function of lile-stages, and if 
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influence potential changes with life stages, it follows that interven
tions must rerT)ain in step with these developments, 

By way of example, let us consider cannabis use, 
Let us assume that by consulting the life stage/drugs matrix (figure 4), 

we have identified that cannabis use and abuse are worthy of our 
attention, since data indicates that over chronological time (the last ten 
years), its use and abuse has increased greatly, and that over develop
mental time (life-stages, especially teens), cannabis use has increased, 
and many users have encountered health and legal problems, 

We might next develop programme objectives related to teen cannabis 
use and abuse (figure 5), In general terms, these might include: 

(a) the prevention of problems by discouraging use or confining use 
within the limitations imposed by health/legal risks; 

(b) the amelioration of problems arising from use - secondary rather 
than primary prevention. 

Consulting the sources of influence matrix (figure 6), we might identify: 

(a) the general sources of influence for teens (for example, peer teen
oriented media, entertainment, sports role models): 

(b) the major sources of influence with respect to cannabis use in 
particular. Such sources may not be the same as for other drugs. 

(For example, rock stars may be more influential regarding the use/ 
non-use of illicit drugs, while sports stars may be more powerful sources 
of influence for tobacco use/non-use). 

By completing the strategies of influence matrix (figure 7), with special 
reference to cannabis, one could identify strategies which may maximise 
the impact of the sources already identified as significant for teenagers 
with respect to cannabis. One might also be able to plan intervention 
strategies for pre-teens. 

We should also remember that strategies will not necessarily be 
targeted directly at the teenager but 

(a) should attempt to reach him/her through current roles, whether he/ 
she be student, football player etc 

(b) should try and reach through people with significant complementary 
roles, e.g, peers, teachers, parents 

(c) should reinforce intra-personal and inter-personal strategies with 
supportive extra-personal strategies. 

Having decided on a plan, one can develop operational activities. Such 
a programme would incorporate a set of inter-acting, reinforcing 
elements that fit dynamically within a developmental time-frame. 

Thus, for cannabis it might include school, media, peer-group, family, 
community, social policy and legal programme elements. 
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Programming, in this context. would include the development of future 
elements, designed to take account of changing personal and social 
patterns of cannabis use. As use is known to decrease or increase, 
changes in programming would be made. 

The foregoing is an attempt to provide a practical, yet theoretically
based framework within which drug education can be planned. I have 
suggested that we must take into account the inter-dependence of stages 
of drug use and drug problems and, moreover, that we will do better if we 
relate these stages to their personal and social significance as 
exemplified by the concept of social roles. In planning and developing 
drug education and other interventions, we have seen that individual, 
social and societal strategies of change and influence can also be related 
in an independent way, both to one another and as to the stages of life 
through which'a person progresses. 

It has been my argument that by taking such adynamic view, we will be 
developing an intervention that is more closely related to the 
developmental characteristics of drug use and drug problems, and will be 
more comprehensive and more effective in its impact. 
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The Nature, Use and Effects of 
Alcohol and Drugs 

Dr Desmond Corrigan 
B.Sc. (pharmacy), Ph.D., M.A., F.P.S.I., FLS. 

Senior Lecturer and Head of the Dept of 
Pharmacognosy, School of Pharmacy, 

Trinity CoBege, Dublin. 

I define a drug as any chemical which changes the way the. body works, 
how you behave, think or feel. This definition covers a wide range of 
materials which we might not normally consider to be drugs, such as 
coffee, tea, alcohol, tobacco and solvents. 

Drugs may be natural in origin, e.g., alcohol, tobacco, morphine, 
cannabis, cocaine, peyote. They may be semi-synthetic, such as heroin, 
prepared from morphine and LSD prepared from ergot, or they may be 
totally synthetic such as amphetamines, barbiturates. There is often a 
tendency to assume that 'natural' automatically means 'safe' but the most 
widely abused drugs are, in fact, natural products. 

I am assuming that it is a reasonable objective of drug education to help 
people protect themselves from drug-related damage. Such damage 
arises through drug misuse (the wrong use of medicines by medical 
personnel and patients) and through drug abuse (the non-medical use of 
drugs which adversely affects the user's life). 

Drug'related damage arises from the interaction of three factors, 
namely the drug or drugs and the individual and his or her environment. 
All three elements are extremely complex. This presentation seeks to 
explore the complexities of drugs with a view to discovering drug 
education messages which could prevent or reduce drug-related damage 
in all sections of society. . 

How Drugs Act 
In general terms drugs are believed to act on specific sites within the cells 
of the body where they can stimulate an effect or block or depress an 
effect. The effect of a drug is determined by how well it fits into the site of 

80 



The Nature, Use and Effects of Alcohol and Drugs 81 

action as well as the amount of drug in contact with the site. For some 
effects small amounts of drug are sufficient but as the dose is increased, 
damaging, unwanted, even fatal effects can occur. For example, low 
doses of cocaine can be pleasurable but larger amounts can cause 
disturbing mental effects. Similarly, the dramatic increase in the strength 
of cannabis now being used has resutted in reports of bad and frightening 
reactions in nearly 50% of users. 

It is important to realise we can never escape from the problem of drug 
toxicity and that there is no such thing as a safe drug. All drug taking 
involves risks. 

Drug Taking 
In order for the drug to reach its site of action it must be absorbed into the 
body and distributed to various organs (brain, liver, heart etc.). We not 
only have to consider what the drug is doing to the body but also what the 
body is doing to the drug. The nature of the drug and how it is prepared 
(formulated) and how it is taken can determine the speed, duration and 
intensity of action and often the safety of the drug. 

Oral Route 
This is the most commonly used route for tablets, capsules, mixtures. It is 
comparatively safe; convenient. Concentrations in the blood are often 
lower after oral dosing than if the same amount of drug were injected. 

Inhalation 
The large area available in the lungs and the high blood flow through 
them allow very rapid transfer of drugs from inhaled air into the body. This 
explains the very rapid onset of effects from glue-sniffing solvents, which 
are actually deeply inhaled, rather than sniffed. 

Injection 
Drugs given by injection usually act more rapidly than when given by 
mouth. Once injected, the drug cannot be easily removed, and the risk of 
irreversible overdosage is greatest with this route. Much higher concen
trations can be reached in the blood, accounting forthe 'kick' that abusers 
report. It is claimed that the abuse potential of a drug is related to its 
capacity to produce immediate satisfaction and to its route of administra
tion, with inhalation and the intravenous route being most popular. Self
injectors of drugs are at risk from vein damage, blood pOisoning and 
hepatitis. Injection into arteries has caused gangrene and amputations, 
while the injection of crushed tablets has caused deaths from lung clots 
caused by tablet lillers. It is known that young illicit users of drugs by 
injection such as heroin, barbiturates, amphetamine and cocaine, have a 
mortality rate of up to 40 times normal. 
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Absorption of Drugs 
After the drug has been taken it has to be absorbed into the blood stream, 
then distributed to the various tissues of the body. The efficiency and 
speed of absorption is determined by the fat solubility of the drug and by 
its chemical state. For example, cigar and pipe smoke is alkaline and 
nicotine in this form is fat soluble, which allows it to be absorbed through 
the mouth. Thus, cigar and pipe smokers can obtain their nicotine without 
harmful inhaling. On the other hand cigarette smoke is acid and nicotine 
under acid conditions is insoluble in fat. The nicotine can only be 
absorbed through the large surface 01 the lungs. Cigarette smokers, 
therefore, are forced to inhale their nicotine as well as smoke particles, 
carbon monoxide and cancer-causing tars, with all the health 
consequences which follow. 

Drugs and the Unborn Baby 
Once a drug has been absorbed into the blood stream, it is carried all over 
the body. Distribution into the tissues is determined by blood flow and 
lipid solubility. Organs such as the brain, with a rich blood flow, receive 
the drug more rapidly. The foetus also has a rich blood supply, so drugs 
such as tranquillisers, alcohol, heroin, diffuse readily through the 
placenta and may interfere with the rapid changes occuring in the foetus, 
leading in some cases to malformations. The drug may also have a 
depressant effect. and, occasionally, the baby may become dependent on 
the drug while in the womb. 

Women and Alcohol 
The theoretical description of drug distribution has particular educational 
implications in relation to alcohol. Alcohol is rapidly absorbed, because 
of its lipid solubility. However, it is not selectively stored in any tissue, as it 
enters fat very slowly. With males, their bigger build, higher muscle and 
water content results in a dilution of alcohol content. Women, on the other 
hand, tend to higher blood alcohol concentrations, as they have a higher 
proportion of fat to lean body mass. Thus, the majority of women become 
more intoxicated than men on a given quantity of alcohol. This may 
explain why women are more susceptible than men to alcohol problems. 

One must, therefore, view with alarm pro-drug messages, namely 
alcohol advertising specifically targeted at young females, using 
connotations of glamour and sophistication. 

Factors Influencing the Effects of Drugs 
The intensity of the effects of a drug is determined by the amount of drug 
at the site of action. This, in turn, is influenced by a number of factors, 
such as age, body weight, nutritional factors, cigarette smoking and 
pollution, and interactions with other drugs and food. 
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Age 
In young children absorption is less effective, circulation is less brisk, and 
drugs are not delivered as readily to the target, or to the disposal 
mechanism, which itself is not as effective as in the adult. 

In the elderly also, there is a reduction in absorption, old people may 
react to drugs in a different way to young people, and usually need lower 
doses. 

Nutritional Stalus 
The absorption, transport and breakdown of drugs is reduced in mal
nourished people. Thus, groups, such as alcoholics and heroin addicts, 
who are more likely to neglect themselves, are especially at risk from drug 
overdoses. It would be interesting to see the effects of an educational 
campaign. directed at these groups (aimed, for example, at improving 
their nutritional status), on the level of overdose deaths. 

Drug metabolism is also adversely affected by liver disease, and one 
wonders how hepatitis affects the toxicity of heroin and other drugs. 
There is a difficulty in designing drug education messages which could 
be misinterpreted as condoning drug use. For example, an approach to 
glue-sniffers to avoid more toxic products and hazardous locations could 
reduce fatalities but it would have to be targeted directly, rather than 
delivered as a mass media message to all children. 

Drug Interactions 
If two drugs are taken together their combined effects may be greater 
than the sum of the effects of the individual drugs. One of the commonest 
drugs taken in combination with others is alcohol. All depressant drugs 
such as tranquillisers and hypnotics (sleeping pills).can potentiate with 
alcohol. This can be important at low doses in relation to car driving. At 
higher-dose levels the risks of fatal overdoses with drug/alcohol 
combinations are very high, whether we talk about alcohol-tranquilliser, 
alcohol-barbiturate or alcohol-dextropropoxuphene combinations. In 
terms of drug abuse, drug interactions are important because many if not 
most abusers are poly-drug abusers, i.e., using several drugs 
simultaneously. There is a tendency to compartmentalise drugs and to 
ignore the implications of poly-drug abuse. Indeed we are often guilty of 
compartmentalisation of the whole area of drug abuse with over 
emphasis on teenage drug abuse and illegal drug abuse, forgetting that 
we are all exposed to potential drug problems from the monient we are 
conceived to the moment we die. Not only that but we are far more likely 
to be damaged over the course of ourlives by legally available drugs and 
medicines than by illegal drugs. 

We also tend to compartmentalise drugs on the basis of the damage 
they cause or in some cases the problems which can be correlated with 
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drug use. It is usual to assess the hazards of a drug in terms of toxicity, i.e., 
how poisonous is it?, and in ten;,s of its ability to cause physical 
dependence. Many drugs are extremely poisonous and the risk of 
overdose is great, for example, with heroin, barbiturates and barbituratel 
alcohol combinations. The use of these same drugs also carries a high 
risk of physical dependence or addiction. 

Not all drugs are lethal in the short term. They don't all create physical 
or psychological dependence. but they are all still hazardous. 

The behavioural effects of some drugs can lead to personality 
problems, mental ill-health, school problems, even physical danger. The 
drugs which cause these effects may not necessarily be poisonous or 
addictive, but their use is harmful. Table 1 summarises some of the 
hazards of commonly abused drugs. 

TABLE 1 
Hazards of Drugs 

A. Drugs with overdose potential 
Heroin and other opiates 
Barbiturates 
Cocaine (particularly if injected) 
Alcohol 
Alcohol/barbiturate combinations 
Alcohol/tranquilliser combinations 
Solvents 

B. Drugs with dependence potential 
Heroin 
Alcohol 
Barbiturates 
Amphetamines 
Tobacco. 
Tranquillisers 
Cannabis? 

C. Drugs Interfering with coordination 
Alcohol 
Tranquillisers 
Barbiturates 
Cannabis 
Solvents 

D. Drugs which may 'cause' behavioural problems 
Alcohol 
Solvents 
Cannabis 
LSD 
Magic mushrooms 
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For example, solvents are toxic, but not addictive drugs. Concern over 
their use has more to do with the anti-social behaviour of the abuserwhile 
intoxicated and the risk of accidents, than the physical damage from the 
drug itself. Equally, hallucinogens, such as LSD, are neither addictive or 
poisonous, but the unpredictable nature of their behavioural effects 
makes them extremely dangerous. 

And what can one say about cannabis? I do not have any source of 
wisdom which allows me to dissipate the smoke of confusion surround
ing cannabis, but I am convinced that much of it is caused by a failure to 
consider the nature of the drug. The potency of cannabis products is 
based usually on the THC content, referring to one of the421 chemicals in 
the plant, namely Delta 9 Tetrahydrocannabinol. It is my belief that most 
of the confusion about the effects of cannabis is due to the difficulty of 
knowing how much THC is present (especially in street drugs), and how 
much is transferred from the crude drug to the cells of the user. Table 2 
shows the reported variation in the THC content of cannabis drugs. 

TABLE 2 
Variation in the THe content of cannabis products 

Cannabis ('marijuana, grass, pot') 
0.9 - 12.0 per cent 

Cannabis resin (,Hashish, Hash') 
1.0 - 26.0 per cent 

Cannabis oil ('Hash oil') 
13.0-48.0 per cent 

Baker. P.S. et al Bulletin on Narcotics 
XXX11 47 1980 

The origin, the type of plant and product used, how it has been stored, 
will all determine the THC content of the drug. The complexity and 
variability of cannabis products is such that anecdotal comments on its 
effects must be treated with caution. Table 3 shows the wide variation in 
the actual amount of cannabis used in street doses which would h'ave 
obvious consequences on the effects. I worry about the educational 
implications of statements such as "I had a few puffs one night and 
nothing much happened, I reckon it must be harmless". I cannot accept 
that a drug containing varying amounts of 421 chemicals (some of which 
are fat soluble and persist in the body eight days after a Single dose, 
interfere with basic cell functioning and affect brain functioning), I cannot 
accept that these drugs can be considered harmless for everybody who 
USES them, under all the circumstances of use. 
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TABLE 3 
Variation in 'street' doses of cannabis products 

Cannabis Joints 
n = 54 Average contents: 197 mg 

Range 11-1090 mg 

Cannabis Resin Joints 
n = 188 Average Contents: 137 mg 

Range 6-838 mg 

Humphreys I.J. and Joyce J.R. 
J. Forens. Sci. Soc. 22 291 1982. 

Quality Control of Street Drugs 
In the realm of legally produced medicines, strictly enforced controls 
have ensured that what is supplied is the right amount of the right drug, 
and nothing else. Street drugs carry no such guarantee. Illegal drug users 
cannot know exactly what they are buying, and so the sale of fake, 
contaminated and misrepresented drugs is common. Some substitutions 
are dangerous, such as the sale of stramonium as cannabis. The drugs 
mostiiable to substitution are mescaline, psilocybin and THe, which are 
usually replaced by LSD, phencyclidine or PSD-phencyclidine mixtures, 
as shown in Table 4. 

Drug Sold As 

Mes.caline 
THC 
Cannabis 
Morphine 
L.S.D. 
'Speed' 
Cocaine 
Amphetamine 
Methaqualone 

TABLE 4 
Misrepresentation of Drugs 

Actual Substance 

Phencyclidine"/LSD 
Phencyclidine (P.C.P.)" 
Parsley, Oxo cubes" Thornapple" 
Water for Injection 
Lentils 
Heroin· 
Lignocaine. Strychnine~ Amphetamine 
CaHeine + Ephedrine + Phenylpropanolamine 
Doxylamine + Paracetamol 
+ Pheniramine + Salicylamide 

• Indicates potentially dang"erous or lethal substance. 

Table 5 shows that contamination of street drugs, especially heroin and 
cocaine, is common. Drug and non-drug 'cuts' (dilutents) are used to 
increase the profitability of the merchandise. These can be' dangerous 
resulting in severe abscesses or even death. 
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TABLE 5 
Contamination o( Street Drugs 

Drug Contaminant 

Heroin Other Opiates 
Quinine, Talc, 
Strychnine. 
Caffeine. 
Lactose, 
Procaine, 
Glucose, 
Cement 

Cocairle Procaine, 
Lignocaine, 
Mannitol, Glucose. 
Lactose 
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There are educational implications in the lack of quality in street drugs. 
Firslly, they would suggest that data about drug prevalence must be 
interpreted cautiously, with the obvious implications for policy. decisions 
made on the basis of such data. 

Secondly, rational treatment of emergency drug problems becomes 
difficult. 

Thirdly, publication of the results of street drug analysiS could inform 
users of the unwitting dangers they are in. It might be possible to reduce 
the confidence of users in the safety of the illegal drugs they use. I believe 
we might benefit from a European version of the American DAWN (Drug 
Abuse Warning Network), CODAP (Client Oriented Data Acquisition 
Process), and DARP (Drug Abuse Reporting Programme) data bases. 
These approaches would allow us to design drug educational 
programmes aimed at specific risk groups. which could have readily 
attainable goals in terms of an immediate reduction in drug damage, if 
implemented quickly after a problem arises. This would not conflict with 
the long-term objective of an overall reduction in drug use in society. 
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Alcohol, Use and Abuse 
Current Trends 

Dr Dermot Walsh, 
Medico-Social Research Board, Dub6n. 

When I spoke at the Health Education Bureau Conference on 'Education 
against Addiction', I brought into question the current notion of the 
'alcoholic' as a person somehow qualitatively different from the rest of 
society. Instead I proposed that broader conceptualisations were 
necessary. We should think in terms of 'alcohol-related problems' in an 
acknowledgement of the multiplicity of ways, social and physical, in 
which alcohol can damage a person, his family and society. In Ihe same 
way, I proposed that anyone has the potentiality, given the right environ
ment Circumstances. to become a problem drinker. and conversely 
anyone who is a problem drinker has the capacity to return to levels of 
drinking that are non-problem. 

Much of what I said was shaped by Ledermann's contribution to our 
thinking on alcohol problems in a societal sense. I simplify his two main 
propositions as follows: 

1. That the spectrum of alcohol consumption in any community is 
continuous, i.e. there is no discontinuity between the consumptions of 
those who are drinking at non-problem level and those who are. 

2. There is a positive relationship between levels of per capita alcohol 
consumption and levels of alcohol-related problems in any society. 

My talk was concerned with the first of Ihese propositions. The present 
contribution' examines the second of Ledermann's theorems in the 
current Irish context. 

Alcohol Consumption In Ireland 1965-1981 
(See figure 1). This figure indicated the general increase in alcohol 
consumption since 1966. It is clear that with the onset of the recent 
receSSion. and corresponding diminution in discretionary income. the 
increase came to a halt. From then on, as the graph shows, the pattern has 
been downwards. 
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Admissions to Psychiatric Hospitals for Alcoholism and Alcohol 
Psychosis 1966-1980 
(See figure 2). There had been a considerable increase in such 
admissions up to 1976, and thereaf1er a decline, which closely matches 
that of the decrease in alcohol consumption. 

Liver Cirrhosis Mortality 1966-1981 
(See figure 3). A very close association has been found, world-wide, 
between levels of alcohol consumption and mortality from cirrhosis of the 
liver. Figure 3 indicates that Ireland follows this general pattern - since 
the alcohol consumption decrease, there has been a downturning in the 
number of such deaths. 

Drunken Driving Prosecutions 1961-1981 
(See figure 4). It can be seen that there has been an unremitting increase 
until 1980, and thereafter a decrease. There is no need for me to repeat to 
you the close association between this index and the previous 
consumption data. 

Summary 
There can be little doubt that the close association of the broad general 
pattern of consumption and problems in the last twenty years in Ireland 
indicates a relationship that must, to some extent, be causal. It is, 
therefore, appropriate to point out that health education in the alcohol 
field cannot be an isolated activity. It must be part of an overall health 
promotional programme, which ensures that as well as education, which 
may not be effective alone~ihe fiscal and economic aspects of alcohol (as 
well as its availability) have to be taken into consideration. 

This must be done if we are successfuly to tackle this problem which 
currently accounts for more admissions to our psychiatric hospitals than 
anything else, and whose abuse poses considerable ill-health on 
individuals and interferes to a Significant degree with family life and 
health. 
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Figure 3 
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Figure 4 

NUMBER OF PROSECUTIONS FOR DRIVING OR 
ATTEMPTING TO DRIVE WHILE DRUNK 

(1961-1981) 

8000 

7000 

6000 

5000 

4000 

3000 

2000 

1000 

66 7l 

The Medico-Social Research Board 

81 



If , 

The Prevalence &'Prevention of 
Substance Abuse in Ireland 

Dr Michael KeUy, 
Drug Advisory & Treatment Centre, 

Jervis Street, Dublin. 

Size of the Problem 
Between 1979-1982, there was a marked increase in the number 01 
patients treated lor heroin abuse at the Drug Advisory & Treatment 
Centre. For example. in 1979. the average number treated forthe ill eHects 
of heroin abuse was5 permonth. In 1982, this had risen to 250 per month. 

The popularity of the amphetamines, LSD and barbiturates has 
dropped in recent years. Alcohol, cannabis and morphine are still widely 
in use. The abuse of the synthetic opiates: methadone (Physeptone), 
dipapanone (Diconal) and dextromoramide (Pallium) is a more recent 
phenomenon. In fact, Ireland was the first country in the world to report 
an epidemic of Diconal abuse. The emergence of heroin as one of the 
most commonly abused drugs from 1975 onward is a most concerning 
aspect - between July '81-82, heroin was used by 68.5% of those referred 
from the Eastern Health Board area for treatment of a drug problem. 

Factors Influencing Drug Dependence or Addiction 
These factors may be divided into pharmacological and psychosocial. 

Pharmacological 
The lour pharmacological factors are: 
1. The 'high' or 'buzz' which is described by addicts as an intense though 

fleeting feeling of pleasure. This is usually followed by a longer period 
of: 

2. Warmth or euphoria. in which the user feels. insulated from the 
harshness of life and from his own psychic or personality diHiculties. 

These are known as primary rewards. There are, however. further 
reinforcing pharmacological reasons leading to addiction and they are: 

3. Avoidance of the pain of withdrawal or hangover. 
4. The development of tolerance. 
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Psychosocial 
Young persons will often say that they took a drug initially because all 
their friends were doing so. They did not wish to be left out. They were 
curious, bored. The drugs were lying around. They had no job or home 
conditions were poor. These kind of psychosocial factors are of great 
importance in whether or not a young person begins and then continues 
to misuse drugs. 

Drugs presently abused in Dublin fall into five categories: 

1. Hallucinogens 
Hallucinogenic drugs include volatile substances such as glues or 
cleaners, which are ~niffed or inhaled, and the drug cannabis (also known 
as hash or 'grass'), plus LSD ('acid'). Within this group, reactions vary 
from mild anxiety state to severe paranoid psychotic behaviour. Visual 
hallucinations are a prominent feature. Immediate treatment of the acute 
problem is based on reassurance and the use of a minor or major 
tranquilliser. 

2. Stimulants 
Ireland has little or no problem with the amphetamine groups of drugs. 
Today we get the occasional small amount of amphetamine sulphate on 
the black market. Abused speed drugs are methylphenidate (Ritalin), and 
some of the anorectic drugs such as diethlpropian (Tenuate Dospan), 
and phentermine (Ionamin). Nicotine is classed as a speed drug. In the 
past, cocaine was used.by the upper middle classes only but it is now 
becoming more.widely abused. 

3. Sedatives 
The problem drugs in this group are the barbiturates. Unfortunately, 
many who take barbiturates take alcohol in combination with them. 
Methaqualone (Mandrax) is no longer available, but the minor tran
quillisers are being increasingly used by adolescents in combination with 
alcohol for a heightened intoxication effect. 

4. Analgesics 
This group includes the opiates such as heroin, morphine and the 
synthetic opiate, Pethidine. Opiate addiction did not become a serious 
problem in Ireland until March 1980. Now, there is alarge group of young 
people dependant upon the morphine alternative drugs: dipapanone 
(Diconal) and dextromoramine (Pallium). Pentazocine (Fortral). is a drug 
of abuse confined largely to medical and paramedical personnel. 

5. Miscellaneous 
Antihistaminic drug abuse includes cough bottle abuse, which is often a 
difficult dependence to deal with. 
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Sources 
Drugs such as LSD and cannabis are imported or grown in this country. 
Other sources of abused drugs include the black market, breaking and 
entering into pharmacists' shops and pharmaceutical manufacturing com
panies, forging of prescriptions, the issue of legitimate prescriptions and 
the appropriation of drugs from home. 

Survey 
Between July 1981 and June 1982, a descriptive study of all new patients 
who presented at the Drug Advisory Centre Jervis Street was undertaken. 
Information on basic demographic and biographic data was obtained 
from the clinic files, and an analysis of new patients according to sex, age, 
education, employment, legal status, family background, source of 
referral and treatment undergone was carried out. 

A total of 687 new patients presented for treatment during-the period. 
Some were excluded, due to incompleteness of data, The total number 
included in the breakdown is 426. 

OUTLINE OF THE RESULTS 

Year 

1979-1980 
1980-.1981 
1981-1982 

Year 

1979-1980 
1980-1981 
1981-1982 

TABLE 1 

Number o. new patients % Increase over 
preceding year 

91 
123 
426 

TABLE 2 

Male 

83.5% 
83.2% 
83.8% 

35% 
246% 

Female 

16.5% 
16.8% 
16.2% 

Table 3 shows that many new patients were deeply involved in drug
taking before seeking help. 

Male (344) 
Female (64) 

TABLE 3 

Average age ollirs. 
contact wl.h drugs 

17.4 years 
17.7 years 

Average age 01 firs. 
contac' wl.h clinic 

21.4 years 
21.1 years 
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Table 4 shows that only ten percent of people were referred or 
accompanied by a family member. This may explain why it took so long 
for many patients to seek treatment - recognition and prevention in the 
home and community is still at an early stage. 

TABLE 4 
Referral Source 

Source of RetelT'al % of total referrals 

Self 
Medical 
Legal 
Family 

45.3% 
22.7% 
13.6% 
10.7% 

Other agencies 7.3% 

TABLE 5 
Increase in heroin abuse 1979-1982 

Year 

1979-1980 
1980-1981 
1981-1982 

% of patients abusing heroin 

15% 
20% 

68.5% 

Table 6 which outlines the way in which a drug is abused, indicates that 
over half the patients were mainlining at time of first contact, which 
reinforces the view that they were deeply addicted before seeking 
treatment. Progression to this stage is usually gradual, though ten 
percent begin their involvement by injecting heroin. Many patients are 
first introduced to cannabis, and then progress by mixing alcohol with 
tranquillisers, taking cough bottles or trying some LSD. Some go on to 
smoking heroin, and 63% finally reach the stage of mainlining. As has 
been said, patients are not being identified in the early stages of abuse. 

TABLE 6 
Route ot-Administration 

Method of Abuse % of patients 

I.V. 60.5% 
Oral 11.5% 

Snort/smoke 21.1 % 
Combination 7.2% 

Table 7 shows that 64% of new patients left school before attaining their 
Leaving Certificate, and 45% left without any certificate. 55% were under 
21 when presented, so with properly developed intervention systems.in 
schools, at-risk children and adolescents could be detected at an early 
stage. 
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TABLE 7 
Educational status of new patients 

Educational status % number of patients 

Still at school 
Left school before 16 

no exanis taken 
Attained Inter/Group cert 
Attained Leaving Cert 
Currenlly at 3rd level 
Completed 3rd level 
Missing data 

TABLES 
Employment status 

Professional/employers/managers 
Salaried employers/sales people 
Skilied manual 
Unskilled manual 
Apprentice/studenVhousewife/other 
Unemployed 
Missing data 

.45% 

45.5% 
18.5% 
9.8% 
.9% 
.9% 

24% 

3.5% 
4.2% 
9.8% 
5.4% 

16.0% 
57.0% 

4.0% 

Over half our patients were involved with the law at time of contact or 
sometime previously, and this fact appears to be a strong motivating 
element for client contact with the treatment centre. (In the Kelly and 
Salmons study, it was found that 41% of opiod takers had been charged 
with offences prior to drug taking.) 

Table 9 illustrates the various treatment strategies of the Drug Advisory 
and Treatment Centre. 

TABLE 9 
Forms of treatment 

Assessment and detoxification procedures 54.5% 
Individual counselling for drug abuse 38.0% 
Family counselling 16.4% 
Referred for further treatment 14.7% 

With an influx of 687 new patients in 1982, and a treatment team 
numbering ten, it is quite clear that Jervis Street is stretched to its limit. 
More individualised treatment programmes are necessary, with particular 
reference to stemming the social disintegration of the significant number 
of the non-desocialised addicts who attend the centre. 

These programmes, initiated by profesionally trained people, should 
mobilise the resources of the family, community, school and law 
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enforcement agencies in an eHort to develop an eHective primary 
prevention programme. 

Since these resources already exist, the cost of mobilising them should 
not be excessive, and could only be a fraction of the cost of the 
psychological and social misery of the present drug epidemic, 

" 
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Prevention & Education 
Current Directions 

John D. Swisher, Ph.D., Prof. of Education, 
Pennsylvania State University, USA. 

Introduction 
This paper presents four major themes that reflect the current status of 
prevention and education, including: 

1. Systematic planning. 
2. High level cognitive problem solving. 
3. Situation specific life skills. 
4. Cost effectiveness/cost benefit evaluation. 

Systematic Planning 
During the 1961/'62 academic year, the Pennsylvania Department of 
Education initiated a school improvement process, involving eleven 
schools. 

The programme included three stages: 
1. Needs assessment. 
2. Planning retreat. 
3. Programme implementation. 

Four staff members of the Addictions Prevention Network were given 
training in the presentation of an assessment questionnaire, and they, in 
turn, provided in-service workshops for the teachers involved. The total 
school sample was 20,000 students in grades 7-12. 

The questionnaire had nine sections: 

,. Demographic characteristics (four items on age, grade level, sex and 
grade average). 

2. School climate (four items on feelings about teachers, subjects, 
friends and school in general). 

3. Intentions to use scale (twelve items on situations in which an indi
vidual might use substances). 

4. Self-reported use (twelve items on the extent of use of different 
substances). 

5. Extra-curricular activities (eight items on participation in school and 
community activities). 
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6. Social behaviour (twenty items on variables that influence use of 
substances). 

7. Prevention variables (eight items on variables that influence use of 
substances). 

8. Intervention preferences (ten items on individuals that one would turn 
to for help with substance abuse problem). 

9. Location of use (one item describing the typical setting for use of 
substance). 

The questionnaire had a total of seventy-seven items, and took thirty 
minutes to complete. Each individual had a right not to answer any 
question. 

During the 1981/82 school year, eleven schools completed the process. 
Informal feedback indicates that the needs assessment phase is helpful in 
clarifying the problem and motivating teachers and parents to become 
involved. . 

I believe that this planned approach has an important role for 
responding to alcohol and drug abuse. 

High Level Cognitive Problem Solving 
The authors of the most comprehensive review of evaluations of sub
stance abuse prevention projects recently concluded that the quality of 
evaluation of data in primaryprevention is inadequate for guiding policy 
formation and programme development. (Schaps, Dibartolo, Moskowitz, 
Palley and Churgin, 1981.) 

One study, the Minnesota Multiphasic Personality Inventory appears in 
the literature at the rate of one thousand studies each year. Consequently, 
there is a data base upon which to make judgements regarding the 
usefulness of it as a clinical tool, but relatively few such studies exist to 
provide a basis for making recommendations regarding prevention. 

Despite the scarcity of data, a few trends merit discussion. The litera
ture suggests the possibility of influencing the knowledge levels of young 
people using almost any approach. Such a result, however, will probably 
have no effect on their attitudes towards actual use of substances. 
(Swisher and HoHman, 1974.) 

Another problem with the information attitude on use interaction, is 
that relatively little research has been done regarding either the quality or 
the cognitive level of the information presented. Some research has been 
conducted on who is delivering the information. For example, Stuart's 
(1974) study contrasted peer teachers with traditional teachers, and dis
covered that generally speaking, knowledge increased regardless of who 
delivered the message. 

One possible conceptual model to follow is the Taxonomy of Educa
tional Objectives: The Cognitive Domain (Bloom 1956). This taxonomy 
lists the following levels of cognitive functioning: 



Prevention & Education - Current Directions 101 

1. Knowledge (having and recalling information about specifics and 
abstractions). 

2. Comprehension (being able to translate, interpret, or extrapolate 
ideas from information). 

3. Application (being able to apply information to relevant situations). 
4. Analysis (being able to analyse elements, relationships, andlor 

organisational principles). 
5. SyntheSis (being able to produce a plan based on information). 
6. Evaluation (making judgements in terms of evidence). 

I believe we need to experiment with a model of instruction that actively 
involves the individual with problem-solving while interacting with a com
petent professional. More specifically, students need to be given a series 
of research tasks to solve, each one aimed at existing myths. 

This approach has the advantage of elevating the cognitive level of the 
educational process and also focuses on the existing attitude and beliefs 
of the student. 

Situational Specific Life Skills 
The immediate appeal to teaching of life skills as a means of prevention 
through the classroom resulted in the rapid expansion of many projects 
during the 1970's. However, the majority of these efforts were not 
scrutinised and the results not readily available in standard literature. So, 
when discussions were raised as to their efficacy as a prevention strategy, 
there was little support for the continuation of this approach to learning. 

For several years I have been cataloguing evaluation literature 
regarding the outcomes of humanistic education. 

A bibliography of outcome studies was published (Swisher, Wilson, 
Adie, Kinshenbaum and Monstead 1981), and a summary of outcomes 
related to achievement was written for the National Coalition for Demo
cracy in Education (Robinson 1982). 

Table 1 presents an overview of the quality of evaluation designs. 
Basically, half of the design included random assignment and a large 
percentage were experimental efforts. 

TABLE 1 
Evaluation Features of Humanistic Education Reports 

Random Assignment Yes - 44 No - 49 
Sample Size Less than fifty - 30 

Instrumentation 

Design 

Greater than fifty - 60 

Author originated 
Standardised 
Combination 

Pre-experimental 
Quasi-experimental 
T rue-experimental 

-52 
-50 
-12 

-36 
-16 
-40 
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Table 2 presents the results of over 100 outcome studies of humanistic 
education and it would appear that, regardless of design limitations, the 
vast majority of the programmes produced positive results in terms of: 

- Reduced discipline 
- Increased achievement 
- Improved self-development 
- Interpersonal relationships and enhanced coping with social 

institutions. 

TABLE 2 
Type of Outcomes of Humanistic Education 

Positive Nonsignificant Negative 
Results Results Results' 

Discipline 18 1 0 
Achievement 46 11 0 
Intrapersonal 50 16 1 
Interpersonal 28 2 0 
Extrapersonal 3 0 0 

However, as indicated earlier, the results for prevention and education 
are not as positive, and may, in fact, be negative. Lifeskills applied to 
specific situations (i.e. decision-making about the use of alcohol and 
other drugs) has been successful. 

Forexample, a major attempt to examine the effectiveness of assertive
ness training asan example of a situationally specific lifeskill with junior 
high school students was conducted by Williams and Horan (1982). The 
sessions began with instructions about assertiveness and live modelling 
by a counsellor of an assertive response to a particular training stimulus. 
Subjects rotated twice in the roles of speaker, listener and responder. The 
counsellor provided feedback plus instruction and modeJling when 
appropriate. Three trainir.g stimuli (one involving alcohol andlor other 
substances) were in each counselling session. 

The participants gained in assertiveness from pre-test to. post-test. 
They showed decreased willingness to use alcohol and other substances 
from pre-test to post-test. At a three year follow-up pOint, the assertive
ness training subjects showed greater resistance to alcohol and peer 
pressure than did no treatment and placebo subjects. 

In order for transferaf learning to occur, it is probably necessary to 
learn a lifeskill, such as assertiveness training. in the context of decision
making about alcohol and drug use. In isolation, the major approach to 
lifeskills in the past, the learningwill probably not transfer in the desired 
context. 
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A current emphasis is the need to be accountable through evaluation and 
in the current economic climate, cost effectiveness, and cost-benefit 
evaluation are important tools. 

The cost-benefit analysis requires several steps. The first, and most 
important, is to identify the costs and benefits of the programme being 
evaluated. 

Estimated costs can be classified as social costs, public costs and 
private cos Is. Social costs are the value of resources incurred for the 
programme by society as a whole. Public costs include those expended 
by governments. Private costs include the value of resources incurred by 
individual programme participants. 

Within' an alcohol prevention programme, costs can be divided into' 
operating costs and capital costs, Operating costs will include personnel 
costs, transportation and communication costs, maintenance costs, and 
other items. Capital costs will include building costs and equipment 
costs. 

The benefits of a prevention programme can be measured in the form 
of: 

1, Improvements in participants' physical and psychological function-
ing, including the reduction in the incidence of alcohol-related illness. 

2. Reduction in consumption of alcohol. 
3. I ncreased behaviours. 
4. Reduction of criminal or undesirable behaviours. 
5. Improvements .in school performance. 

Monetary benefits can be measured in terms of the potential avoidance 
of economic costs associated with alcohol abuse, such as the costs of 
treatment and loss of production. Once the costs and benefits are 
identified and quantified, a comparison of costs-benefits of alcohol pre
vention can 'be made. 

The change in drinking as a result of an alcohol prevention programme, 
if successful, will be revealed in fewer drinkers, or a reduction in the 
amount of alcohol used in comparison with a control group. The 
resources saved by foregoing consumption, as well as the reduction of 
treat'ment costs, related health costs and related crime costs, are the 
extended monetary benefits of prevention programmes .. Few previous 
studies of prevention programmes have actually provided alcohol use 
data. 

Cost Effectiveness Studies 
The objective of one recently completed project was to conduct a cost
effective evaluation of four primary prevention programmes. 
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1. 1978 Media Programme: 
This programme included public service messages (PSA's) which were 
transmitted through various media: television, radio, pamphlets and 
posters. 

In this programme: the private sector (the television industry) con
tributed about 65 percent of total costs, the government spent 11 percent, 
and the local government about 4 percent. The cost per affected viewer 
was about 20 cents. 

The analysis indicated a greater likelihood of remembering when more 
PSA's were played, or more television was watched. A person who was 
more likely to remember the PSA was also more likely to express the 
highest level of concern about drug abuse. Also. people who remembered 
were more likely to be involved in prevention activities. 

2. Intervention: 
The programme here provided service to 8-12 year old public school 
students, parents and teachers in Florida. Students identified as 
disruptive were invited to altend a special school three days a week. There 
they learnt both traditional subjects and behaviour management tech
niques, in which self-responsibility was emphasised. It was concluded 
that this programme accomplished some ot its objectives but no data was 
provided regarding change of substance use. 

Total social costs tor this programme were estimated to be $125,000 per 
year, $2,100 per student. Programme costs were estimated at $115,000 
per year, $1,900 per student participant. 

The findings of the evaluation imply that this particular intervention 
programme partially achieved its object. But given the nature of the 
intervention and the age of partiCipants, it may be unrealistic to expect it 
to affect drug usage behaviours. 

3. Education - The Personal, Education Developmental Education 
(PEDE) Programme: 

This programme provided classroom activities through which students 
can be belter informed about the effects of alcohol and other substances 
and the forces involved in decision-making. 

The total social costs of the programme were $10,186. The cost to the 
government was $134, per-student costs $24. 

The process data for the programme consisted of classroom observa
tions regarding the proper implementation of the curriculum. 

The data analysiS three months after the programme revealed that the 
curriculum was most effective through the religion class. In these classes, 
there was a significant reduction in cigarette smoking, in beer, wine and 
liquor consumption. Social studies classes revealed a reduction in days 
absent, but the health classes resulted in a significant increase in cigarette 
smoking. 
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An eight month follow-up showed that the religion classes remained 
lower in their use of liquor and marijuana. Social studies classes revealed 
a continued increase in cigarette and marijuana smoking. When inter
preted in the context of the process-evaluation data, it would appear that 
the curriculum was effecive.only when implemented properly. 
4. Alternative Channel One: 
This programme's participants identified their own activities and goals. It 
included natural group formation, group interaction, the opportunity for 
decision-making. The evaluation focused on the extent to which it 
increased participation in alternative activities, increased creativity, 
improved decision-making and problem-solving skills and reduced 
substance use. It was concluded that two of the areas had negative results 
- use of inhalants and hallucinogens and the frequency of being drunk 
increased. 

The cost per participant ranged from $180 to $214. The positive 
findings for improvement in problem solving were offset by the significant 
increases in substance use. So, the social costs for all participants must 
be considered when judging the programme's effectiveness. 

Concfusion 
This type of evaluation which assesses the effectiveness of an approach 
to prevention, and in turn determines the costs associated with the effort, 
will ultimately allow policy-makers to develop long-range plans based on 
economic as well as typical evaluation results. 
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Are We Creating a Drug 
Culture? 

Dr Anthony Clare, 
Institute of Psychiatry, 

Maudsley Hospital, London. 

This paper is concerned with the current state of our drug use. It 
considers those drugs which are most commonly used to stimulate, 
relieve, ease and tranquillise - drugs such as nicotine, alcohol and the 
minor tranquillisers. I do not have any words to say about the worrying 
epidemic of hard drug dependence, not because I do not take the scourge 
seriously, but because, to date at least, it represents a numerically small 
proportion of the overall amount of drug use in our society. 

Tobacco 
Since the publication of the report of the U.S. Surgeon General on 
Smoking and Health, nearly twenty years ago (US Dept HEW 1964). the 
evidence linking smoking and ill-health has accumulated to the extent 
that there is scarcely a reputable voice to be heard challenging the 
proposition. In addition to cancers and other chronic respiratory 
disorders, the following have now been added to the long list of health 
hazards: 

smoking diseases in women increase as they adopt more masculine 
patterns of smoking 
filter cigarettes provide only a minor safeguard 
maternal cigarette smoking is a serious threat to the health of the 
unborn child 
maternal smoking significantly affects the physical and intellectual 
development of the child 
a smoker has a much increased incidence of illness, hospitalisation' 
and redundancy, compared with a non-smoker 
smoking is particularly dangerous when associated with hyper
lipidaemia, hypertension, the use of oral contraceptives, and in 
workers in the rubber, textile, asbestos and coal industries 
children and adults exposed to the smoke of other people's habit (so 
called passive smoking) have a higher morbidity and mortality from 
smoking-related diseases. 

107 
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In Britain it has been estimated that smoking accounts for 50,000 
deaths from diseases directly and indirectly related with the habit. In 
Ireland, it was estimated that of the 8,000 deaths in 1974 to under 65·s. 
over thirty percent were directly due to cigarette-smoking. 

Clearly, to continue to smoke now, one can no longer plead ignorance 
of the risks. Yet people do continue to smoke. In Britain 42 percent of 
males and 37 percent of females aged 16 and over are smokers. 

Why do so many persist? One explanation is that cigarette smoking is 
addictive and that many smokers would like to give up but cannot. 
However, it is doubtful that this is the whole answer. It is the richer and 
better educated section of society that is smoking less than formerly. 
Cairns has suggested that this is due to the fact that there are more 
advantages accruing to the better-off by extending their lives on to the 
sixties and seventies, a time for them of maturing life assurance and 
index-linked policies. For the less well off, giving up the immediate 
pleasures of nicotine inhalation for the somewhat dubious benefit of 
extending their lives by five or ten years exercises a less potent appeal. 
This is understandable as the personal and social circumstances of the 
aged poor are often unattractive. 

The influence of age is important. Whereas most smokers begin in the 
late teens or early twenties, the peak incidence of lung cancer occurs 
between 50-75. So the majority do not pay the price for smoking until late 
middle age. So the impact of lung cancer, while serious, wasteful, avoid
able, is not as shattering, as anti-social, as personally disruptive as, say, 
chronic alcohol dependence. 

But smoking causes disruption of health other than cancer. In fact, 
smoking accounts for a striking proportion of morbidity and mortality in 
middle-aged and elderly people. 

How can we stop people smoking? Relying on medicine and its 
therapeutic treatment is dishonest and uneconomic. Treating lung and 
heart disease is expensive. It is difficult to see the logic of allowing a habit 
such as smoking a relatively uninhibited reign when it exacts such a.toll 
on morbidity, and indirectly places high demands on scarce health 
resources. An editorial in the Irish Medical Journal (1981) called on the 
government to take five steps: 

1. Prohibit all cigarette advertising. 
2. Prohibit all sponsorship of sporting and cultural activities by the 

Cigarette companies. 
3. Prohibit all cigarette smoking in well-defined public places. 
4. Prohibit the sale of cigarettes to minors. 
5. Enforce the above. 

Alcohol 
Almost everything about the relationship between the Irish and alcohol is 
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paradoxical. For example, despite having a relatively low per capita 
consumption (table 1). the proportion of our disposable income spent on 
alcohol is one of the highest in the world (table 2). Taken together, these 
facts suggest that the Irish attachment to drink is of such an intensity that 
those who do drink will forego other items and necessities to secure the 
desired level of alcohol intake. 

It is important to put this in perspective. Increased alcohol 
consumption is not unique to Ireland. In Britain considerable concern has 
been expressed at the inexorable rise in consumption and in alcohol
related problems .. ln March 1982 values, the total social health costs of 
alcoholism to Britain have been estimated between £698m and £l,064m, 
and the suffering which lies behind these figures defies any easy 
reckoning. 

There is no reason to believe that the situation in Ireland is any better 
and (given that we spend more on alcohol and our rate of consumption is 
faster), the situation here may be worse. There is evidence too of a 
remarkable ambivalence in Ireland concerning drink and its value. A 
survey of drinking patterns in one Irish county (Owens et ai, 1977) 
revealed that 20 percent of men aged 18 and over never drank at all, 24 ' 
percent were heavy drinkers, and 6 percent drank abnormally. 

The high abstinence figure, coupled with the high heavy drinking rate 
supports the clinical impression that altitudes towards alcohol in Ireland , 
are hopelessly ambivalent, and oscillate between stern disapproval and 
permissive indulgence. 

In one of the most comprehensive studies of Irish drinking patterns in 
the United States, it was found that over half the Irish claimed either to be 
total abstainers or to drink heavily and frequently (Knuper and Rom 
1967). 

Why have the I rish developed such ambivalent attitudes toward 
alcohol? A popular cultural explanation invokes the efficacy of alcohol in 
suppressing sexual feelings and drive. Irish society has featured strong 
sexual taboos and, for some men at least, drinking may well be a 
satisfactory and tolerated substitute for unwanted sexual behaviour. 

It is true that the Irish system through school and pulpit has been 
vigilant concerning the dangers of loss of sexual control, and nothing like 
the same vigilance has been shown towards loss of control over drinking. 
But, whatever the merits of that argument, changes in attitudes are 
unlikely on their own to halt the trend. 

In fact, alcohol intake is on the increase, With increased urbanisation, 
growing population and a steady· rise in personal disposable income, the 
consumption of alcohol has risen remorselessly from 4.5 litres in 1950 
(per head) to 9:9 litres in 1979. 

Alcohol is not just part of our culture and heritage, it is enmeshed in our 
economy, The Irish economist Brendan Walsh estimated that in 1976 the 
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health costs to the state from alcohol abuse were £GOm, nett tax yield from 
alcohol that year was £119m, 

Inthe United Kingdom, the estimated expenditure on beer, spirits and 
wine in 1981 was £11 ,344m, from which the Chancellor of the Exchequer 
took £4,OOOm in tax, Add to this the benefits of jobs in the distilling, 
brewing and alcohol-related industries and the £1,OOOm earned in 
exports, and the reason for relative government inertia in the face of the 
£1,OOOm alcohol-abuse problem is easier to understand. 

The importance of alcohol as a source of tax revenue to the Irish 
government is greater than in any country in Europe (table 7), Direct 
employment in production of alcohol is not a major factor but retail 
distribution and exports do provide employment. 

In summary, it would appear that alcohol as a substance, a medicine, a 
social lubricant and a problem is likely to be with us for some time. 

Tranquillisers 
The last two decades have seen large increases in the number of psycho
tropic drugs prescribed by doctors, and dispensed by chemists each year. 
Unlike alcohol, these are substances for which the medical profession 
carries the major responsibility. They are not freely on sale or advertised 
prominently at sporting grounds. They do not provide the government 
with large tax revenue, nor generate export income. 

The scale of the prescribing increase is well known and will merely be 
summarised here. In England and Wales, between 1965-70, there was a 
19% increase in the prescribing of psychotropic drugs. Prescribing of 
non-barbiturate hypnotics increased by 45%, tranquillisers by 59%, and 
anti-depressants by 83%. The prescribing of barbiturate hypnotics fell by 
24%, and of stimulants and appetite suppressants by 36%, Analysing 
these figures, it appears that drug therapy has changed remarkably in 
content but less so in volume. . 

The Irish experience seems similar. 
The monthly prescriptions for bensodiazepines in the GMS increased 

from 46,698 in January 1973 to 71,752 in December '77, an increase of 
53.7%. However, the average number of people covered by the scheme 
increased by 22% during this period (Corrigan 1980), and the use of 
barbiturates has nearly halved over the same period. 

At present, it is estimated that about ten percent of adults in the U.K. 
take a psychotropic drug during anyone year, and about fifteen percent 
of all prescriptions written by G.P.'s are for psychotropic drugs. However, 
it is important that we put these usage figures into a context of social and 
psychotropic use, Approximately 75 percent of the adult population drink 
alcohol regularly, while 40 percent are regular smokers, 

The use of tranquillisers has been criticised on three grounds, Firstly, 
prescribing is criticised on clinical grounds. G.P.'s are criticised for 
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prescribing unnecessarily and for using anti-depressants and tran
quillisers interchangeably. 

Attention has been drawn to the way in which patients become long
term users of tranquillisers, and a study undertaken by my own research 
group revealed that 20% of patients prescribed a psychotropic drug for 
the first time for three months were still taking the drugs twelve months 
later. 

Secondly, prescribing is criticised on moral grounds. In the view of one 
critic, if 'a man takes tranquillisers in order to withdraw from universal 
difficulties which man is born to cope with, this undermines social 
character' (Parry et ai, 1973). . 

Thirdly, psychotropic drug use is criticised on financial grounds, 
attention being drawn to the cost of these drugs, with the implication that 
the money thus spent could be better spent elsewhere (Tyrer 1978). 

Takingthese criticisms in reverse order, financial criticisms seem weak. 
Williams showed that the total tranquilliser bill for the period 1972-1977 
was £68.17m, and in 1977, just one of those years, the British spent over 
£6,500m on beer, wine and spirits. 

The moral objections are more difficult to meet, based partly on the 
view that the stresses for which people seek pharmacological relief are 
more appropriately faced with stOicism, and overcome by drawing on 
personal coping skills, resources, and on non-medical supports. 

The clinical objections would appear to be the most substantial. One of 
the reasons for the popularity .of the modern non-barbiturate tran
quillisers was the. fact that they seemed non-addictive and safe. In 
contrast with anti-depressants, for example, it is quite difficult for patients 
to kill themselves by taking large doses of bensodiazepine tranquillisers. 
However, this complacency now appears misplaced. There is growing 
evidence of dependence occurring with normal dosages (Lader 1981),' 
and the proportion of patients taking these drugs over long periods who 
are now dependent may be high. 

Does this matter? At the moment, we cannot be sure'of the long-term 
consequences of such use. Interest is currently focused on the long-term 
tranquilliser effects on psychomotor performance, and there has been an 
examination of the possible role of such drugs in road traffic accidents 
(Bo et ai, 1975, Skegg et ai, 1979). The role is unclear, yet such drugs 
could be related to road accidents as a result of their effect on driving 
skills, their interaction with alcohol or their effect on psychiatric ill-health. 

Misuse and abuse of minor tranquillisers have been implicated in the 
parasuicide epidemic. Critics have argued that psychotropics are often 
incorrectly prescribed, and that patients are maintained on these drugs 
for long periods (Tyrer 1978). 

The 1976 Report olthe Working Party on"Prescribing and Dispensing in 
the GMS also drew attention to the practice of giving two drugs con-
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currently, with almost identical pharmacological actions, and the fact that 
there are far more types and combinations of tranquillisers, hypnotics 
and anti-depressants than are clinically required, only encourages such 
clinical practice. . 

Summary 
No psychotropic drug is without its undesirable consequence. Nicotine, 
or at least tobacco, is currently the most condemned, although its social 
impact may not be as severe as that exacted by the currently more 
tolerated alcohol. 

Alcohol exacts a formidable price in terms of physical and psycho
logical dependence, morbidity, social disintegration and economic 
distortion. Its role in road fatalities and mutilations should strengthen our 
responsibility to tell the public the truth about alcohol. Tranquillisers and 
allied drugs are more within the medical profession's influence, and there 
is a need for public education here too. If such drugs have to be used, it 
would be as well if practitioners and patient observed a number of simple 
guidelines - use should only be considered for short periods to enable 
crises to be overcome, allowing patients recover and exploit their own 
methods of coping. The possibility of dependence and chronic use 
should be kept in mind. 

People should be encouraged to rely on other methods of coping with 
stress than drugs. Clear-cut therapeutic indications should be estab
lished for the use of anti-depressants. Such guidelines might prove to be 
more helpful in reduCing inappropriate prescribing and indiscriminate 
use, than fUSSing about the cost of drugs, moralising about patient will
power, and demanding that such drugs be withdrawn. 

TABLE 1 
Per Capita Alcohol Consumption 

Country 1950 1960 1970 1976 Av. Annual 
% Change 

1960nO 1970n6 

France 17.2 17.3 15.6 16.5 - 1 + 1 
Italy 9.2 12.2 13.7 12.7 + 1 - 1 
Denmark 3.6 4.2 6.8 9 .. 2 + 6 + 6 
IRELAND 3.3 3.4 5.4 8.7 + 6 +10 
Canada 4.4 4.8 6.6 8.6 + 4 + 5 
Poland 3.0 3.8 5.2 8.2 + 4 +10 
USA 5.0 4.8 6.3 8.1 + 3 + 5 
UK 4.9 5.1 6.4 8.4 + 3 + 5 
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TABLE 2 
~xpenditure On Alcohol as % of Total Personal 

Expenditure 

Country 1975 1976 1977 

Belgium 3.8 3.9 4.0 
Canada 3.6 3.6 3.5 
France 2.6 2.4 2.3 
Israel 1.0 0.9 0.9 
tRELAND 12.8 13.2 12.3 
Poland 13.2 
USA 1.6 1.5 1.4 
UK 7.8 8.0 7.9 

TABLE 3 
Components of Growth of Alcohol Consumplion Per Head of Pop. 

Year 

1968 
1974 

Average 
annual 
growth 

196811974 

Aged 15 and Over 

Consumpl.ion Proportion 
per pers. Litres of drinkers aged 

per year 15+ In pop. 

6.45 48 
9.27 57 

6.2% 2.9% 

Source: Walsh. 8. (1980) 

TABLE 4 
Offences for Drunkeness (UK) 

Cons.umpllon 
per drinker 
Lltreslyear 

13.5 
16.3 

3.2% 

Year No. 0' offences No. per 1,000 pop. 

1950 47.717 14.0 
1955 54.210 15.8 
1960 68.109 19.3 
1965 72.980 19.8 
1970 82.374 21.6 
;975 104.452 27.0 
1977 108,871 27.9 

Source: Annual Home 011 ice Reports and Offences of 
Drunkeness, 1970, London, HMSO. 

113 



114 

Cases 
'000 

60 

50 

40 

30 

20 

10 

Drug Education - Irish Considerations 

TABLE 5 
Cirrhosis Deaths (England and Wales) 

Year Total Death rates per million 

1950 1,016 23 
1955 1,159 25 
1960 1,272 28 
1965 1,384 29 
1970 1,387 28 
1975 1,835 37 

Source: Registrar General's Annual 
Statistical Reviews, London, HMSO. 

TABLE 6 
Drinking and Driving Prosecutions (England & Wales) 

Key 
D driving etc. 

~ in charge 

Year 1966 1967 1966 1969 1970 1971 1972 1973 1974 1975 1976 

Source: Adapted from a figure in the Report of the Departmental Commiltee on 
Drinking and Driving (1976) (Blennerhasselt Commiltee) with additional 
information obtained by personal communication with the DHSS - Royal 
College of Psychiatrists, 1979, Alcohol and Alcoholism. 

TABLE 7 
Excise Duties on Alcohol as % of All Tax Revenues 

Country 1971 1972 1973 1974 1975 

Belgium 1.74 1.73 1.59 1.55 1,46 
France 1.68 1.80 1.75 1.67 1.70 
Italy 1.09 1.09 1.16 0.93 0.70 
IRELAND 12.19 11.76 11.89 11.50 11.72 
Denmark 3.79 3.70 3.34 3.29 3.54 
UK 5.65 5.85 5.12 4.83 4.82 

Source: Walsh (1980). 
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Drug Control Policy: The Limits 
of the Law 

Mr. Melvyn Green, B.A., LL.B., 
Barrister and Solicitor, Canada. 

In every modern democracy, no matter how many tons of illicit drugs are 
seized, drug users and dealers apprehended, and stiff penalties meted out 
by the courts, non-medical drug use has not disappeared. In fact, the 
most strenuous enforcement efforts seem to have almost no effect on the 
size of the problem. 

There are no easy solutions to the problems related to non-medical 
drug use. But the ineffective and even counter-productive consequences 
of our current approaches demand a fresh analysis. This analysis involves 
a review of three factors: 

1. Those historical and ideological forces that underlie our current 
prohibitionist strategies; 

2. The nature of the illicit drug market; 
3. The legal and practical limits on the exercise of police powers. 

Prior to this century, the use of mood-altering drugs was not publicly 
defined as a criminal law problem. Drug use was not regarded as a social 
problem, let alone something requiring state intervention and sanction. 
Indeed, an estimated two million middle class Americans were addicted 
to opiates at the turn of the century. 

The process whereby narcotic drug use was converted from private 
indulgence into public evil has been well documented elsewhere. Briefly, 
our current laws are the product of pharmacological ignorance, moral 
entrepreneurship, bureaucratic aggrandisement, racist paranoia and the 
prolection of vested commercial interests. Drug use became defined as a 
criminal law problem, initially in Canada in 1908, and in the United States 
a few years later. By the end of the first World War, most countries had 
committed themselves to criminal law solutions, and this trend has 
continued over the years. 

By the early 1930's, the ideological transformation in North America 
was complete. The public perception of a narcotic dependent as a 
pathetic but harmless individual had been altered. Hewas now an addict. 
a criminal. Public acceptance of this 'dope fiend' mythology permitted the 
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unchallenged passage of legislation which further extended the range of 
criminal sanctions. 

In a classic illustration of self-fulfilling prophecy, narcotics dependents 
- through punitive controls, elimination of legal sources of supply, lack 
of medical or social help and ghettoisation - became the very kind of 
criminally involved (and thus morally inferior) persons the advocates of 
the criminal law solution always said they were. 

This historical background is important in understanding the apparent 
intractability of our current drug problem, and in considering any fresh 
policy initiatives. 

Our current attitudes place us in a no-win situation. We invest ever
increasing proportions of oLir limited resources in law enforcement with 
continually frustrating results. No matter how many new narcotics police 
are hired, no matter how arrest and conviction statistics rise, the problems 
not only remain, but grow. 

What we have failed to do, and what we must do, is identify those 
drug-related hazards that truly warrant state intervention, and then 
develop appropriate responses to them. 

But so long as our stated public objective is the eradication of non
medical drug use, so long as we employ this "Prohibition Model", we will 
lose. 

The basic problem with the Prohibition Model is that it is in radical 
conflict with human needs, experience and the notion of self-determina
tion. It has caused the entrenchment of alienated and criminalised 
lifestyles and an enormous illicit market system that supplies a demand 
without any quality controls. 

In fact, the Prohibition Model has not only failed to control the destruc
tive use of drugs, but has unwittingly increased their use. For one 
example, the Model, through the severe penalisation of heroin users in 
North America has isolated this population from help and treatment, and 
forced its members to develop evasive skills and criminal careers. 

The loudest argument in favour of vigorous law enforcement is that it 
reduces drug availability, and, therefore, the use of drugs. Unfortunately, 
this may well be a myth. The drug trade is the classic unregulated 
economy, characterised by such flexibility that law agencies cannot 
match it. 

In North America, for example, various studies have demonstrated the 
ineffect!veness of long-term law enforcement. In the late fifties, the United 
States Bureau of Narcotics and the Royal Canadian Mounted Police 
initiated a series of large scale prosecutions against senior drug heroin 
operators. In six years, there were over one hundred arrests, convictions 
and imprisonments. Between 1961-1965, there was a shortage of heroin 
in Canada. Eventually, however, the Mafia re-established its importing 
networks, and heroin, in spite of continual stringent enforcement, 
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became even more widely available than before. 
Attempts to curtail the use of cannabis were similarly counter

productive. In 1969, in 'Operation Intercept', the American government 
spent huge sums in an attempt to blockade marijuana smuggling from 
Mexico. For months, all people crossing the border were stopped and 
searched. Marijuana was briefly in short supply but the use of harder 
drugs coincidentally increased. A few years later, the government 
sprayed thousands of acres of marijuana fields in Mexico. But the major 
traffickers were not affected. They simply retired from Mexico and re
established their operations in Colombia. Within a few years hundreds of 
tons of superior grade marijuana were being transported annually to 
North America, a route that persists to this day. 

Further, thousands of resourceful American cannabis users, inspired 
by the demand created by these operations, began to cultivate potent 
strains of marijuana. Today, American marijuana cultivation is an 
unregulated and untaxed multi-billion dollar industry. It is estimated to be 
the biggest cash crop in California, and the fourth largest cash crop in the 
country. 

The pOint, simply, is that the Prohibition Model does not work. It has not 
prevented or restrained the use of drugs. In fact, it has fostered an 
environment in which organised crime and public corruption thrive. 

It has been suggested that the only real obstacles to successful enforce
ment are the limitations placed on police powers. This type of argument 
has led to the expansion of police powers over the past sixty years. Drug 
use, however, has not declined. It could be argued that giving the police 
wider powers - random searches, for example - would make a 
difference. Historical and empirical evidence does not, however, support 
this claim. 

Recently Canadian courts have begun to express concern about the 
variance betwen constitutional safeguards of individual liberty and some 
aspects of drug-related law enforcement. It may be that a certain degree 
of inefficiency and porousness is the price we all must pay to preserve the 
individual rights and freedoms so hard won over the centuries. 

Our concern for police powers stems from our reliance on lawenforce
ment as the primary method of confronting the 'drug problem'. And our 
reliance on enforcement derives in turn from a fundamental misdefinition 
of our proper objectives. We have defined the suppression of non-medical 
drug use as our basic goal, when, in fact, it is really only one means of 
achieving what should be our real policy objective, namely, the 
minimisation of the health and safety risks associated with the non
medical use of. drugs. 

Rationally speaking, it is not the use of drugs itself that should cause 
public concern, but rather the potential for harm that results from their 
use. Drugs, for example, that cause physical or mental deterioration, 
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inhibit an adolescent's capacity to develop, or too easily provoke over
dose reactions, clearly justify state intervention. 

What is needed then is a social policy that distinguishes between drugs 
on the basis o(their recognised hazard potential. Our particular control 
policies, be they educative, therapeutic or law-enforcing, would then 
depend on the nature and gravity of the hazards and not on the medical 
value or moral history of the drug. 

The legal framework for drawing these risk-based distinctions can be 
described as a Semi-Prohibition Model. It is a model that rationally relates 
controls to the hazard potential of various drugs, discouraging people 
from using the more harmful substance, while encouraging use of safer 
drugs, or ideally non-drug alternatives. The Semi-Prohibition Model is 
based on two premises: 

that people want and will continue to use drugs 
- that psychotropic substances can be graded on a potential-for-harm 

scale. 

The cataloguing of drugs, including alcohol and tobacco, into 
categories of harmfulness can best be left to teams of experts in medicine, 
pharmacology, sociology and psychology. While some drugs (such as 
coffee) would be freely available, others (low-potency cannabis perhaps) 
may be subject to a controlled distribution regime. Traffickers in more 
hazardous substances would be penalised according to the risks 
presented by the drug, 

The drugs with the greatest potential for harm (injectable meth
amphetamines, for example) would continue to be subject to complete 
prohibition, except for bona fide medical purposes. This system would 
also permit a long-overdue public re-assessment of alcohol, one of our 
most hazardous drugs. 

Once a nation's drug control policy is directed at minimising the risks of 
non-medical drug use, rather than the drug use itself; the primary burden 
shifts to the educational sphere. It is education, both in and out of school 
and through the media, that must honestly convey accurate information 
about the relative hazards of drugs. It is the educational system that must 
inculcate the fundamental values of moderation and individual 
responsibility in students and parents alike. It is the educational system 
that must allow people to make informed choices, and apprise them of 
risks - personal, communal and legal - they assume if they make the 
wrong choice. 

To aid choice we must devise community counselling and therapeutic 
programmes that offer acceptable professional assistance. Criminal 
sanctions should only be employed in those situations where (1) the drug 
use entails a risk of harm to others, and (2) this conduct is not already 
legally circumscribed. If, for example, our concern is that drug-impaired 
drivers may represent a threat to othEns using the roads, it is simple 
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enough to legislate deterrent sanctions. In many cases; the problem is not 
so much one of passing new laws as of effectively enforcing existing ones. 

What can law do? Law enforcement resources are most profitably 
directed at major dealers rather than small traffickers or users. 
Unfortunately, the nature of the market renders this strategy difficult to 
effect, as top people are often insulated from criminal prosecutions. Their 
profits, however, may be more vulnerable. Accordingly, policy-makers 
could devise new methods of taxation to force major dealers to 
legitimately account for their assets. Where they cannot do so, they 
should be divested of them and punished. Once the. profits are 
jeopardised, the game will no longer be worth playing. 

In brief, our current drug control policy reflects our concern to 
eradicate drug use. To this end, we have committed ourselves to almost 
total reliance on law enforcement solutions to what is not in essence a 
criminal problem. The nature of human needs,.the drug market, and our 
fundamental regard for civil liberties conspire to make our present object 
unattainable. Worse still, our present strategy appears to exacerbate the 
situation. If we were to publicly recognise that our real concern is not drug 
use itself, but the adverse consequences of such use, we would have 
taken a major step forward. 

We could then proceed to draft rational drug rescheduling legislation, 
based on a scientific appraisal of each drug's relative potential for harm. 
Once we have identified the risks, we will be in a far better position to 
develop appropriate strategies for those hazards that truly warrant our 
intervention. 



Dlicit Drugs - Current & 
Future Trends 

Dep. Insp. Denis Mullins, Garda Drug Squad, 
Dublin. 

Drug abuse tentatively showed its ugly head in Ireland in late 1965, when a 
foreign national was charged with unlawful possession of cannabis. It 
slowly began to get a grip in Dublin from 1968 onwards, and according to 
figures 1,200 persons were charged with drug offences in 1981. 

The Irish pattern 01 drug abuse was different from that experienced in 
other countries. Here, there was no gradual progression from cannabis to 
opiates, from 'skin-popping' to mainlining. The young people who got 
involved often had their first taste by injecting opiate-type drugs. There 
must be some weakness in our national character that compels us once 
we have.decided on a path to self-destruction, to travel that path by the 
shortest possible route. 

The scene was influenced by our proximity to London. In the late 
sixties, many young people emigrated to London where some registered 
as heroin addicts, thereby becoming entitled to a prescription for heroin 
on a regular basis. On their return to Dublin which had no heroin, they 
substituted other drugs. Soon supplies of synthetic opiates, barbiturates 
and amphetamines began to appear on the illicit market. 

The drugs were procured by breaking and entering Dublin health 
clinics and hospital pharmacies. As a result, large quantities 01 morphine 
and synthetic opiates like Diconal and Pallium appeared on the streets. 
Young people who wanted to experiment were shown how by returned 
heroin addicts, who were regarded with respect and envy. 

The loundation of our present drug problem was laid in the years 
between 1968 and 1973, 

Also barbiturates and amphetamines became popular. In lact 
amphetamines would have become a problem if the Department 01 
Health, acting with unusual speed, had not greatly reduced availability, 
with the enactment 01 the Medical Preparations (Control of Amphet
amine) Regulations 1969 and amending regulations 1970. 

Cannabis and L.S.D. did not appear in quantity until 1970. We now saw 
a different type of young person becoming involved. Up to now, people 
using opiate-type drugs had been known to the police because of 
criminal activities. Now more middle class young people, with no pattern 
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of law-breaking, began to get involved. They came into town on Saturday 
afternoon to spe.nd £5 on cannabis, returning home for cannabis parties, 
where they discussed how they would change society overnight -
cannabis is a hallucinogenic drug. 

Cannabis is still the most widely abused and most readily available drug 
in Ireland today. The age group of the experimenter is constantly 
dropping, and it is now most readily available to young people in their 
formative years. 

Cannabis resin from the Lebanon and Pakistan is the most popular 
form of the drug. It has a ready outlet in public houses, discos and 
wherever young people gather. There is a good supply of homegrown 
cannabis, but it is not of good quality. Liquid hash or hash oil has never 
become popular in Ireland. 

After 1979, the scene began to change. It became apparent in 1979 that 
heroin was circulating among addicts in Dublin. Criminal business 
interests began to investigate, and liked what they saw. Now in 1982, 
heroin is the first drug experienced by many young people in the Dublin 
Inner City area. This serious problem is now spreading in the most 
deprived areas of Dublin city, areas of high unemployment and few 
amenities, where children as young as twelve are acting as street sellers 
and 'look-outs' for parents, older brothers and sisters. Many of them are 
experimenting themselves. Heroin is ideal for trafficking. It poses no 
storage problems and is easy to conceal. 

The system of distribution is: 

(a) the trafficker who organises the importation of the drug 
(b) the dealers who 'cut' it and make it ready for sale 
(c) the street sellers and the 'pusher' addict. 

The trafficker, on receipt of his consignment will deliver two-ounce 
bags of heroin to the dealer. Sometimes credit will be given. The dealer 
will now prepare the heroin for distribution, a military-type operation, with 
look-outs posted, and heavy locks and bolts on doors and windows. 

A fire is lit, and watertaps are turned on fully at the sink. The heroin is 
placed on the sink, beside packets of glucose or caffeine, one or both of 
these substances being mixed with the heroin. The mixture is divided into 
minute amounts and placed in a square inch piece of paper. The paper is 
folded into neat, hand-made envelopes, each worth £10 or £20, 
depending on the amount in each pack. 

Should the police arrive, the heavy locks will buy sufficient time for the 
dealer to flush the heroin down the sink or put it in the fire. 

What kind of money is involved in this type of business? Heroin is 
bought at £150-£200 per gramme, (£5,600 per ounce). The glucose or 
caffeine often increase the weight fourfold, so that the £10 pack on the 
street may only have 8-15% purity. One gramme of this quality usually 
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gives a yield of thirty £10 packs, which is £300 per gramme, or £8,400 per 
ounce. 

This is the heroin scene we know about, where organised crime is 
reaping a rich reward. But it would be wrong and foolish to imagine that a 
few criminal groups are responsible for all the heroin coming on the 
market. A recent trend is the involvement of young, educated people in 
the distribution of heroin, cocain'e and cannabis. 

The availability of cocaine is now at the stage that heroin was at in 1979. 
The users do not see themselves as drug abusers and cocaine is popularly 
perceived as a low-risk drug. Cocaine is the drug of the future. From 
1977-1981, the amount of cocaine seized in Europe increased fourfold. 
France and Germany are the two major transit countries. Recipient 
countries are Italy, Holland, Spain and Britain. Supply countries are in 
Latin America - Columbia, Peru and Bolivia. The market can be 
expected to expand further in the next few years and was the top U.S. 
income producer among illicit drugs in 1979 and 1980. 

The growth of heroin abuse will continue. Increased availability from 
Pakistan, Afghanistan and Iran will playa major role. 

During the late seventies, Afghanistan and Turkey were important 
source countries of cannabis resin. Now, as has been said, Lebanon and 
Pakistan account for ninety percent of world production and export. A 
kilo of cannabis purchased for £200 will sell in Dublin for £4,000. 

All the necessary ingredients exist for a potential increase in drug 
abuse. We have availability, organised crime capable of delivering the 
goods, and a large young, unemployed, alienated population. 

This potential for expected increase can be countered by vigorous law 
enforcement, comprehensive health education programmes, the 
provision of suitable treatment and rehabilitation centres, and the passing 
of enlightened legislation. It is not sufficient to separate addicts from their 
drugs, Efforts must be made to help them find useful and rewarding 
alternatives so that they may reorganise their lives and become 
responsible and responsive members of society. 



International Workshop on 
Drug Education 
Workshop Reports 

Workshop 1: DRUG EDUCATION AND PREGNANCY 
Leader: Dr Ruth Cooperstock, 
Social Po/icy Research Department, 
Addiction Research Foundation, 
Ontario. 

Objectives 
To achieve healthy females of child-bearing age, and health>: offspring. 

Target Group 
All women of child-bearing age, but especially low education, lower 
social class women who are most likely to initiate legal and illegal drug 
use. and have difficulty ceasing use. 

Intervention Strategies 
1. Work through schools. 
2. Work through health care providers, G.P:s, trained lay health 

educators who would meet both parents within the first three months 
of pregnancy. 

3. Work through a range of social organisations (especially marriage 
preparation course personnel). 

4. Work through the media. 
5. Work through political process, namely legislation and taxation. 

Necessary Conditions lor Intervention 
1. Appropriate and well-maintained data base. 
2. Specific target-based, rather than general. education. 
3. On-going education, rather than once-off. 
4. Imaginative intervention including adult education classes, self-help 

groups, housing action groups, using where appropriate working
class models and heroes. 

5. Local knowledge, e.g., numbers 01 infants hospitalised for respiratory 
inlections. 
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Evaluation 
All programmes should have content evaluation planned from the 
beginning and, where relevant, evaluation of effectiveness. However, 
narrow cost-benefits analyses are not appropriate to most health 
education campaigns. 

Workshop 2: DRUG EDUCATION AND CHILDREN 
Leader: Dr Erner Shelley, 
Medico-Social Research Board, 
Dublin. 

Children 
Children are given drugs such as soothing syrups and tranquillisers. They 
also take cigarettes and solvents on their own initiative. Some pre-teens 
are exposed to cannabis and heroin. Finally. it is known that adolescent 
drug users are more likely to play truant from school, and leave school at 
an early age. Education during chifdhood may provide the educational 
system with its only opportunity to reach this high-risk group. 

So, for these reasons, the workshop concluded that drug education in 
childhood is important and needed. 

Responsibility 
Whose responsibility? It was felt that the Health Education Bureau should 
carry overall responsibility for initiating and overseeing such education, 
with involvement from the Departments of Education·and Justice, plus 
some national voluntary organisations. There is a need for co-ordination 
of methods between the agencies. 

Also, there should be communication from national health board level 
to regional and local level, with the Director of Community Care and the 
Medical Officer of Health taking local responsibility. 

Location 
During the years 0-5, education should be directed at parents as a con
tinuation of ante-natal education and should include fathers as.well as 
mothers. 

(Education for the 0-5 age group could also be directed at the 16-18 
year old boy and girl in post-primary school as part of education for 
parenthood). 

Forthe 6-8 year group, the object should be to educate for a healthy life 
at home and at school. Health education should be included in the 
primary school curriculum. 

This process should be continued for 9-1.2 year olds. School 
programmes should include factual knowledge about the human body, 
the effects of substances such as cigarettes, solvents and alcohol on the 



International Workshop on Drug Education - Workshop Reports 127 

body. Older children in this age group should be given factual information 
on illicit drugs. The programme should include affective/social 
education, situational education, including the importance of the peer 
group, and behavioural education. . 

Teachertraining should include training for personal development, and 
smoking in school premises should be prohibited for students and adults 
alike. 

Parents should be involved in the school health education programme, 
particularly parents of pre-teenagers. Special consideration must be 
given to the ways in which 'at risk' parents can become involved in such 
programmes. 

The community involvement of health education programmes should 
be made possible by an advisory committee for health education in each 
community care area, with a health education co-ordinator to head it up. 

Workshop 3: DRUG EDUCATION AND TEENAGERS 
Leader: Martin Evans, 
Director, 
TACADE, 
Manchester. 

Features of Teenage Life 
Teenagers share many common features including significant physical 
change and its implications for sexual awareness, awkwardness, conflicts 
about identity and authoritY,idealism, looking for amusement and 
novelty, experiencing pressures at home and school, both internal and 
external, feelings of diSillusionment, mood swings, adopting fantasy 
roles, hero worship, and modelling themselves on various cult figures. 

Task 
To list significant factors of development for specific age groups and to 
identify the .educational implications arising. 

1. 12-14 years 
This is a transition time emotionally, socially and physically. There is 
sexual development and awareness. body image problems, perhaps; peer 
group influence is strong, physical and mental maturity not in parallel, 
and authority may be challenged. 

Educational Implications: 
General plan may need tailoring to meet specific group or individual 
needs: parental education needed so that they understand what is 
happening in their developing child; ideally all significant adults should 
be part of an educational plan and process. 
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2. 14-16 years 
Many of the problems and needs of the previous age group still present. 
plus more overt experimentation with the trappings of growing up e.g. 
clothing. language. smoking. There is a tendency to rebel and test 
authority. It may be a time of confusion and frustration due to lack of 
pocket money and independence. 

Educational Implications: 
More home/school co-operation needed. More interpersonal skills 
training for teachers needed. Decision-making skills should be taught. 
role play could be a good method. 

3. 16-18years 
Now the maturity/independence gap is closing and many of the 
adolescent problems are lessening. There may be apprehension about 
the school-to-work transition. about unemployment. Religious and 
political values are being questioned. New leisure education needs 
emerge. Boy/girl relationships tend to be more serious and lasting. 

Educational Implications: 
Many different approaches are needed to cater for this group and the 
programme should challenge the group to give their own responsible. 
practical self-help responses. 

4. 18-20 years 
Much has been worked through at this stage. though developmental 
needs will remain. There may be job/relationship problems. financial 
independence for some. dole queue for others. 

Educational Implications: 
The student element in this group makes third level health education 
programme necessary. The media could offer programmes to reach a 
wide young audience and employers could be involved in 'workplace' 
education. 

Conclusion 
The group were pessimistic about the willingness of the Department of 
Education to adapt a new education for living curriculum. Politicians 
should be lobbied for this change. The cause would be helped by small 
groups identifying local needs and carrying out research to give a data 
base. 

Workshop 4: DRUG EDUCATION AND MID-LIFE 
Leader: Stanley Mitchell, 
Scottish Health Education Group. 
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Definition 
The mid-life population was defined as people between mid-twenties and 
sixty, who during this forty year span would experience a number of 
age-related events such as buying a home and raising a family, coping 
with teenagers, children leaving home, caring for elderly relatives. All are 
bound to be subjected to stressful events, either long or short-term. 

Use of Drugs 
Whiie habituation may be a serious factor in drug.use, it was considered 
that use was more likely to be related to feelings of inability to cope with 
specific events - drug use being a symptom of a more serious problem. 

By and large, mid-lifers have a range of socially and legally acceptable 
drugs at their disposal, tend to keep their drug use under control, do not 
deal in illicit drugs, and tend to use the primary care system even when 
self-help would be more appropriate. 

Role of Professionals 
In relation to misuse of legal drugs, G.P.'s and pharmacists have a key role 
to play to this age group, in how they prescribe, in what they say. 

EHect of Media 
Much of the advertising of alcohol and over-the-counter drugs such as 
analgesics is.aimed at mid-lifers, often oHering an easy solution to a 
problem. Such media advertising should be controlled. 

Education about Drugs 
Community education seems to be the most relevant kind forthe mid-life 
age group. The formation of informed multi-disciplinary groups at local 
parish level would provide mutual support for a professional team and a 
consistent approach to patients, especially those at risk. 

Conclusion 
Education in basic·lifeskills was considered the best way to tackle drug 
use/misuse for this age group. The feeling for a need to tackle the 'hidden 
curriculum' of life came through whatever the context of the discussion 
-be it the school, the family home, the health care system, place of work, 
adult commitments. 

WorkShOp 5: DRUG EDUCATION AND THE COMMUNITY 
Leader: Nicholas Dorn, 
Head of Education and Research Unit, 
Institute for the Study of Drug Dependence, 
London. 

Introduction 
The workshop looked at published literature and at participants' experi-
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ences in four areas with implications for the development of 'community 
education' touching on drug and alcohol~related problems, 

1. Drug Literature: 
There is a danger of over-reaction that imposes stereotypes and labels 
that can be counter-productive. There is the need to realise that popula
tion is made up of diverse groups, with differing styles of drug use. 

2. School Health Education: 
It was agreed that education does not necessarily reduce drug use, 
though it may affect circumstance of use. There is a need, therefore, to 
clarify aims of drug education programmes in schools, e.g. reduction of 
harm? 

3. Social Science Literature on the Mass Media: 
It was agreed that using national media to reach target groups with health 
messages does not work. There is a need to regard people as active 
participants in planning and giving messages. 

4. Community Development: 
Self-help groups have been successful in the past and there is already 
some Irish experience in applying this approach to drug-related 
problems. The same approach could be applied to health education 
training. 

'Community Education' Approach - Broad Guidelines 
The group offered dos and don'ts for a community education approach. 
These included starting from experience and the felt needs of the group, 
trying to develop social channels with outSide institutions such as the 
local schools, and extending the role of existing community development 
people, rather than creating a new narrow set of 'experts'. 

Unresolved tssues 
There was uncertainty/disagreement over the following: 
1. Do we need more information about the long-term effects of drug use 

and misuse. (Some felt a HEB version of the ISOO's Drug Abuse 
Briefing might usefully be produced). 

2. Do we believe that if we change self first, societal changes follow, or 
political and economic change must come first? 

3. Is drug use immoral? 

Many remaining issues involved discussion on the need for further 
training in drug-related problems and the kind of training this should be. 
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