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The num ber o f  drug  users within Ireland and the I'uropean Union is increasing. It is 

estimated lliat there are about 14 thousand drug users in Ireland and a total o f  between 

1.5 and 2 millit)n within the I ’uropean Ihiion. Drug related AIDS cases account I'or 

50% o f  all AIDS cases in I'urope. The high prevalence o f  ill  V inlection in the drug 

iising population and the increasing num bers using illicit drugs has posed many 

medical and psychosocial problem s not only for individuals, but also for their families 

and com m unities  especially so over the last two decades.

fhere is a paucity o f  com m unity  based longitudinal studies o f  drug users, the study 

described in this thesis  being the lirst one undertaken in h'eland. I'lie study described 

here is com m unity  based; a sustained attem pt was made to identify all the drug users 

within one district electoral area and to interview them, and longitudinal as the cohort 

was fu'st interview ed in 1985 and again in 1995. f  urther this cohort was identified and 

interviewed prior to MIV antibody testing being available to them and so brings a 

unique perspective to the experience o f  HIV infection in drug users in the Irish 

context. Finally the study w as carried out by a general practitioner who has worked 

within and served the target com m unity  continuously since 1978.

This thesis puts opiate use into a historical, geographic and demographic context and 

then outlines the impact o f the emergence o f  HIV infection on the general population 

and in particular on injecting drug users. As the study is community based it is 

important to understand the history and development o f the target community and 

finally as the work was undertaken by a general practitioner it is necessary to place 

the study in the context o f the job definition o f  the general practitioner. The study then 

details the experience o f a cohort o f  identified drug users from that community with 

various drugs, especially opiates, exposure to blood borne viruses, their continuing 

risk behaviours, impoverished background, experience o f the prison system and their 

levels o f  morbidity and mortality. The method used relies on the testimony o f the 

interviewed drug users; this could be seen as a potential source o f  weakness however 

there are separate clinical records from different agencies to support the main 

findings.
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A coliorl o f  injecting drug users was eslablislied in l ‘)K5 by idcnlilying and 

iiUerviewing as many as possible o f l l i c  drug users vvilliin ihe target district electoral 

division. One hundred and three persons were identilied ol' whom K2 (80% ) were 

interviewed. .All 82 respt)ndents admitted to regular hert)in use by injection. A study 

o f  iion-responders shows that 20 o f  the 21 had attended the only Drug I reatmenl 

Centre in Dublin City centre, and arc similar to those interviewed in socio­

dem ographic characteristics, age range and drug use history. The 1985 interview 

established the basic family, educational, social, medical and drug use history o f  the 

cohort. I'hose in terview ed show  all the stigmata o f  deprivation, that is they com e from 

large i'amilies (m ean size o f  8.2 siblings), many had left formal education early (n=32, 

39%) and there w ere  high levels o f  paternal unem ploym ent (34%). f  urther the cohort 

members had little work experience (n=10, 12%). The age o f  starting heroin use 

ranged I'rom as young as 10 years up to 26 years, the m ean age being 16 years. By 

1989 m ost had attended the only drug  treatment service in the state (n=76). I ’hey had 

suffered other m edical problem s as consequence o f  injecting heroin use, such as 

Hepatitis B infection (n=55, 67%), skin abscesses (n -4 3 ,  52%), overdoses (n=21, 

26%) asthma, epilepsy, sexually transmitted diseases and depression. In total 28 

(34%) o f  the cohort had a total o f  52 admissions to hospital for treatment by 1985. 

Sixty-three (77% ) had served a prison sentence

Twenty-seven (33%>) o f the cohort were dead by the 1995 phase o f the study. Fifty o f  

the remaining 55 were re-interviewed and death certificates were reviewed on all 27 

who had died. By 1995 51(62%>) o f the cohort had tested sero-positive for HIV 

antibodies and 57 (70%)) had evidence o f Hepatitis B infection but only 28 were tested 

for Hepatitis C and o f these 27 (93%>) were positive. The majority of those who tested 

HIV sero-positive had not altered their drug habit significantly, although most 

adopted some harm minimisation strategies, such as needle exchange. Only a 

minority o f the group altered their sexual behaviours.

On comparing this cohort to another one o f Dublin based drug users, derived fi'om the 

records o f  the National Dug Treatment Centre, there are some differences. Chiefly the 

study cohort is slightly older and started drug use earlier and therefore encountered 

problems earlier. When comparing this cohort with others from the same area and 

same background, but who do not have a history of drug use by 1985, the outstanding
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dilTcrcncc is the high level o f  mortality within the drug-using cohort, which is clearly 

related to their drug use.

As can be seen there is a high level o f  mortality and morbidity in this cohort o i 'd ru g  

users, which is closely associated with, but not exclusive to, l l lV infection. Problem 

drug use is found in the m ost marginalised and deprived areas o f  Dublin City; it is a 

social problem with medical sequelae. It is probable that there are other areas o f  the 

city with a concentration o f  older drug users with as high levels o f  111V infection. 

Injecting drug use has wrought a high price on the individuals who first started drug 

use in the early 1980’s. Whilst the health services have latterly begun to make an 

impact on the m edical care o f  drug users they have m ade little impact on the 

underlying problem s o f  social exclusion, inequity and inequality which have 

contributed to the high levels o f  drug taking in the m ore deprived comm unities  o f  

Dublin.
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('hapter t

INTRODUCTION

"AU countries are uffeclcci hy the devastating consequences o f  drug abuse and illicit 

trafficking: adverse effects on health; an upsurge in crime, violence and corruption; 

the draining o f  human, natural and financial resources that might otherwise be used 

for social and economic development; the destruction o f  individuals, fam ilies and  

communities; and the undermining o f  political, social and economic structures. ” 

United Nations 1998 : Declaration on the guiding principles of drug demand reduction.

The problems causcd by illicit drug use to individuals, families and their communities 

are now greater than at any time in recent history. (United Nations 1998, European 

Communities 1997) The growth of illicit drug use, especially by injection, in the last 

twenty years has been described as an 'epidem ic', further it is estimated that there are 

at least 5 million illicit injecting drug users world wide and that this number is 

growing. (Des Jarlais 1998, McGregor S. 1989, Marm and Tarantola 1996) There are 

now 121 countries in which this type of drug use has been reported. (Des Jarlais et al 

1996). This is especially visible in the wealthier industrialised societies, more so in 

the last twenty years, however there is increasing evidence o f an emerging drug 

problem in South East Asia, India, Southern China and Eastern Europe. (Robertson R. 

1998) Societies through their judicial, health and other government services have 

adopted different and various strategies to address the problems caused by this type of 

illegal drug use, with little success. (Des Jarlais et al 1996, Robertson R. 1998)

The advent o f the HIV/AIDS epidemic in the early 1980’s also caused major 

difficulties for societies around the globe. It caused economic devastation in some 

nations and challenged others to recognise behaviours, which many o f its people find 

offensive, and in doing so to put into place services that were acceptable and 

accessible to persons who acquired infection through such behaviours. (Koop E 1998, 

Institute o f Medicine 1988) Those countries affected early in the epidemic currently 

carry the most serious economic impacts. In many countries, particularly Eastern 

Europe, South America and Asia, the full impact has yet to be felt, but will be, as the 

incubation period expires and spread remains high. (O’Kelly F. 1998)

!
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Thus the combination of HIV infection with problem drug use in a sizeable proportion 

of its population has posed particular public health problems for many communities. 

In addressing these important health problems not only have the health services been 

forced to change and embrace new strategies, but also welfare services and society in 

general have also had to adapt. This process of adaptation can be likened to the stages 

of a grief reaction. First there is denial that this could happen in our own communities, 

then anger at certain minority groups, especially when their behaviours are outside of 

the 'accepted' norm. Thirdly there is blame, blame levelled at the health and other 

governmental sei-vices for not anticipating the problem, or for not supplying services 

quickly enough, and finally acceptance that this problem must be addressed in a 

comprehensive, professional and humane way. This acceptance allows for the 

provision of accessible and acceptable treatment for the individual in need of such 

treatment, whilst minimising the spread of HIV infection, (ibid).

There are between 1.5 and 2 million drug users within the European Union and it is 

accepted that this is an underestimation (Office Journal of the European Communities 

1995) Approximately sixty-eight thousand AIDS cases in Europe whose principal 

mode of infection is injecting drug use. (Lomier M. 1991) This represents a 

significant public health problem in that there is a large pool of a serious infectious 

disease in a significant population many of who are not amenable to traditional health 

care strategies. HIV/AIDS in the injecting drug using population could be said to be a 

disease of relative affluence in that it has been a feature of the wealthier industrialised 

nations. However the infected injecting drug users are found amongst the poorest 

within those societies, therefore it is said to be a disease of poverty within an affluent 

society (ibid). Recent reports of the spread of HIV by Injecting Drug Users in Russia 

and India has begun to challenge this concept (UN AIDS 1996).

Ireland

In 1972 Ireland became a member of the Common Market that later became the 

European Economic Community, and is now the European Union. This act heralded 

an era of unprecedented economic development during which time Ireland has moved 

from being one of the poorer countries of Western Europe to one enjoying relative 

prosperity. It is now a dynamic more self-assured economy, a “Celtic tiger” economy, 

with a per capita income, which matches the European average. All the economic
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I'orecasts, both local and international, suggest that in the short to medium term the 

economy will continue to expand. (The Economist 1997)

Alongside this rising prosperity major social change has also been taking place. 

Whilst Ireland is still largely dependant on agriculture there is an expanding and 

increasingly important technological industrial base, which is accelerating the drift in 

population from rural areas to the towns and cities. The Roman Catholic Church is 

losing its once unquestioned dominant position in Irish society, the old more certain 

but stifling conservatism has given way to a new dynamic but less sure secular 

liberalism. These changes have been especially visible in the last decade and have 

given rise to social tensions between groupings of differing ideologies and ages within 

the community as the benefits of this developing economy have been unevenly 

distributed. (Crowley E., MacLaughlin J. 1997).

Irelands history with illicit drug use has taken place against the backdrop o f these 

changes. Problems with illicit opiate use, injecting drug use, first became apparent to 

the general public around 1979. It is known that there were at least 4,865 heroin users 

in the city of Dublin before 1996, a city with a population o f just over one million 

people (Moran R. et al 1996). This figure was accepted by all that work in the field to 

be a definite underestimation of the true level o f the real problem. In 1998 

Commiskey reported the first attempt to measure the prevalence o f opiate use in 

Ireland This was a capture-recapture estimate, based on three 1996 data sets: 

methadone treatment list, acute hospital discharges and police data (Commiskey 

1998). Commiskey estimated that the total number o f opiate users was 13,460 (95% 

confidence interval 12,037-15,306). Illicit heroin use has been confined to Dublin 

until recent times, but increasingly there is evidence of such drug use outside o f the 

capital city (Moran R. et al 1996). Heroin causes major social and medical problems 

to the individual users, their families, and beyond them to the wider society. It use has 

become a major social and political issue and the focus for much judicial, medical and 

social initiatives in the last few years. (Task Force Report 1996 and 1997).

The core of the thesis examines the experience of a cohort o f injecting opiate users 

identified in one small community, the Merchant’s Quay F Ward in Dublin’s inner 

city, over a sixteen-year period from 1979 to 1995. It describes the natural history o f 

injecting drug use in the cohort, which was first identified and interviewed in 1985, 

and then followed over the next decade and re-interviewed in 1995. The experience
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of this cohort with injecting opiate use and the consequences o f such use is compared 

with two groups, the first being a random sample of all drug users with a Dublin 

address, other than in Merchant’s Quay F, who were known to the drug treatment 

services in 1985. The second group comprises all the people from the Merchant’s 

Quay F area, except those in the original cohort but in the same age range, who were 

registered patients in the authors practice in 1985. The study provides a unique 

insight into the consequences o f long term opiate drug use and HIV infection in the 

Irish context, and will inform the future development of both HIV and drug services 

in the city.

In order to place this study in context, that is a historic, geographic, demographic and 

social context, it is first necessary to relate the history o f opiate use, how its use 

became to be viewed as a problem by society and the consequences o f this view. 

(Chapter 2) Secondly it is important to describe the history of the Human Immuno- 

deficency Virus (HIV) epidemic with special reference to injection drug users. 

(Chapter 3) Thirdly it is necessary to describe the historical, social and physical 

characteristics o f the area o f Dublin city (Merchant’s Quay F) from where this cohort 

emanated. (Chapter 4) This chapter also reviews the 1985 study that describes the 

origin o f the cohort. The following chapter reviews research methods used in problem 

drug use studies in the major centres around the world, then reviews the research 

undertaken in Ireland and discusses the need for the present study. (Chapter 5) The 

next two chapters describe the aims, methods and results of the study. (Chapters 6 

& 7). The strengths and weaknesses o f the thesis are discussed as well as its 

implications for future service provision and research. (Chapter 8) Finally the main 

conclusions are presented with a commentary (Chapter 9).
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Chapter 2

OPIATE USE THROUGHOUT HISTORY

“Among the remedies it has pleased Almighty God to give to man to 

relieve his suffering, none is so universal and so efficacious as opium. ” 

(Thomas Sydenham, Physician. 1680)

Since the dawn o f time man has used various substances, derived from plants, to alter 

his consciousness, that is to use these substances as intoxicants for pleasurable 

purposes and as medical remedies to relieve pain and modify suffering. Opium was 

probably the first of these substances and has been used since prehistoric times, pre­

dating the discovery o f alcohol which requires a chemical reaction, fermentation, to 

produce (Booth M.).

In his address to the New York Academy of Science in 1957 Aldous Huxley spoke o f 

the remains o f poppy heads being found in Neolithic sites in Switzerland and stated 

that:

“Stone-Age man had discovered the techniques o f  self-transcendence through drugs. 

There were dope addicts before there were farmers. ” (Huxley A.)

Opium is derived from the juice o f the unripened seedpod o f the opium poppy, 

Papaver Somniferum and it forms a dark brown viscous substance on contact with the 

air eventually drying to a powder. The powder is made up o f various substances; the 

active ingredients being its alkaloids, o f which there are over fifty. The most active o f 

the alkaloids is morphine, which alkaloid is about 10% o f the opium by weight; this 

varies from 4 to 21% according to the country o f origin o f the opium plant. Other 

alkaloids are noscrepine, papaverine and codeine. In order to prepare it for use the 

resinous opium is “cooked” that is it is added to boiling water then filtered and 

reduced down until all that remains is a thick brown paste. The paste is now ready to 

smoke or to eat; it can also be dissolved in a variety o f liquids and taken orally 

(Laurence D.1973).

Opium has been used in India, for over 1500 years, mainly in its raw form and taken 

by mouth. In Turkey opium’s bitterness was disguised by nutmeg and other spices and 

was regarded as both a medicine and an aphrodisiac. In Europe opium was mixed with 

wine, which was sometimes sweetened with honey or sugar. Smoking opium was 

more common in China, the East Indies and the eastern seaboard o f Indo-China. 

Smoking was illegal in certain countries, notably in the Middle East, at this time 

(B enidgeV  1984 & 1996).
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Opium  was probably first produced for its pleasurable and medicinal properties in the 

eastern parts o f  Ivurojie, around the Black Sea and the Balkans, the know ledge o f  its 

properties spreading from here to other parts oF liurope. The opium poppy was being 

cultivated in M esopotam ia  around 3400 BC and was brought from there to b’gypt, so 

that by the year 2()0() B( ' opium  was known in liurope, the Middle Hast and North 

Africa. Opium  particles were found in the tom b o f  Cha, one o f  the ancient tom bs in 

Egypt, dating from 1500 BC. It was known to and used by ligyptian physicians, being 

m entioned in medical texts as a remedy for a m ultitude o f  ailments (Booth M. 1996). 

I'he Greeks were also aw are o f  opium  and used it for medicinal purposes; the medical 

priests o f  A esculapius gave opium  to those seeking a cure from illness but also used it 

in a spiritual or occult capacity. Hippocrates wrote o f  the usefulness o f  opium  in 

treating various ailm ents but w as also aw are o f  its harmful properties i f  used 

injudiciously and so he w arns doctors in the Hippocratic Oath 

“  I  will give no deadly medicine to anyone i f  asked nor suggest any counsel" 

(Hippocrates).

With the decline o f the Greek influence and the rise of the Roman Empire the 

knowledge of opium spread to Rome. Somnus, the god of sleep, is frequently 

portrayed as a small boy carrying a bunch o f poppies and an opium horn and Ceres, 

the goddess of fertility used opium to relieve pain and studies o f her show her holding 

a bunch o f poppy pods. Such was the importance o f  opium that the poppy appeared on 

the face o f some Roman coins (Booth M. 1996).

Opium was also well known to Arab traders and doctors who spread the knowledge of 

its use around the Middle East, North Africa and Spain. The Arabs established a trade 

in opium in this area, with their doctors mostly using it as a medicine. Its use declined 

in Europe through the Dark Ages but was rediscovered by Christian Knights, when 

fighting on the Crusades, who learned of its properties from the Moors.

As Arab influence in trade declined and Venice became the centre o f European 

commerce opium was once again imported from the Middle East. Its use was mostly 

medicinal and was promoted by certain well-known doctors such as Paracelsus, 

whose reputation was enhanced by his use o f the drug (Paracelsus). The name 

“laudanum” from the Latin verb lauder “to press” was first coined by Paracelsus when 

referring to his opium pills, but it was Thomas Sydenham who made the name better 

known for his mixture o f opium dissolved in alcohol, that is red wine mixed with 

herbs (Booth M.).
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I.audaiiuni was tlic main lorm in which opium was taken in Huropc until well into ihc 

1‘)"' ccntury. This was ihc mixture used by I'homas de Quincey whose lamous work 

" I'he Conl'essions o f  an luigiish Opium hlater" llrst alerted the public to both the 

pleasurable clTects ol'opium  use and the less attractive ones o f withdrawal symptoms 

and addiction (l)cO uinccy 1'. 1K21).

I'homas Dover was the inventor o f another opium product, Dover powder, which first 

appeared in the l,oiKk)n Pharmacopoeia o f  1788 and was still in use as a teething 

powder up until the l^)3()’s. Dover had studied under Sydenham but left medicine to 

become a privateer and was responsible for the rescue o f  A lexander Selkirk (on whom 

Defoe based his fictional character Robinson Crusoe). Dover later returned to b’ngland 

re-established his medical practice and promoted his powder, with much success 

(Booth M. 19%).

1*)"' and early 20"‘ century.

During the 19*'’ century Huropean powers continued to colonise the known world and 

set up fleets o f trading ships. Som e o f this trade involved shipping large quantities o f 

opium from India to China in exchange for other high quality goods, the opium from 

India being more plentiful and o f  a superior quality to that found in China. There was 

a ready and increasing market for opium in China so much so that increasing numbers 

o f the population becam e addicted m uch to the alarm o f  the Chinese Em peror, Tao 

Hang, who in 1840 imposed restrictions on opium  shipping and importation. This was 

resisted by the British m erchants, who sought the help o f  their government, which led 

to the so-called Opium  W ars betw een Britain and China (1839 to 1847 and again in 

1856). The British were m ilitarily successful, took possession o f  Hong Kong and 

greatly increased the trade o f  opium from India causing m ore problem s for the 

Chinese. Trade in opium  was very lucrative for the m erchants involved and profitable 

to the British exchequer; which was why such trade continued well into the 20‘*' 

century. Little o f  this opium found its way to Europe or to Am erica and therefore 

d idn’t give rise to the problem s with addiction in these countries as it did in China. 

How ever Christian m issionaries and societies for social reform  working in China 

recognised the problem s caused by unrestricted opium trade and started to agitate for 

som e controls. It was m any years, into the beginning o f  the 20‘*’ century, before they 

m ade an impact and only then when trade was already shifting from opium  to other 

products (Booth M. 1996).
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I’liysicians in llic 19''' ccnUiry prcseribcd opium for a variety o f  maladies, as well as 

tor pain, as it was the t)nly powerful treatment they had to hand and it was therefore 

used widely. O piates were also to he found in a wide range o f  patent medicines, which 

ctuild be bought in a variety o f  sites, that is through pharmacies or drug stores, general 

stores or by mail order. T hese  patent m edicines could easily be bought over the 

counter and did not require the sanction or approval of' a physician or pharmacist 

(Hretcher Iv.). I'he rapid population increase and migration into and across A m erica  in 

the late 19"' and early 20"' century meant that medical services in large areas o f  this 

country were sparse and poorly developed and therefore people had to rely on patent 

m edicines for re lie f  oi' sym ptoms. M ost o f  the opium  consum ed in A m erica  at this 

time was legally im ported and som e was legally grown, in fact Congress did not ban 

the cultivation o f  opium  poppies until 1942 (Ibid). O pium  w as also grown in Britain 

during the 19"' century, especially  in East Anglia (Bcrridge V.).

Morphine, the most pharmacologically active alkaloid, was first isolated from opium 

in 1803 by a German pharmacist, Serturner. He called it morphine after Morphus, the 

(jreek God o f  dreams (Robertson R. 1987). In the 1840’s the hypodermic syringe was 

developed and was used by army medics to deliver morphine to injured soldiers 

during the American civil war. This led to the capability o f  delivering a purer and 

stronger analgesic, with a faster action than heretofore, which in turn led to much 

morphine dependence amongst the surviving combatants, the condition becoming 

known as the 'soldier’s disease' or moiphinism (Berridge V.).

It was not until 1893 that heroin was first synthesised in St Mary’s Hospital, 

Paddington, London, by the acetylation o f  morphine. However it was first produced 

on any large scale, that is manufactured, by the German pharmaceutical company 

Bayer. Heroin is thought to be a more powerful euphoriant than morphine as it crosses 

the blood-brain barrier faster than morphine alone and therefore its action is more 

immediate, it is re-converted into morphine within the body. The word heroin is from 

the German word heroish meaning 'mighty-one, hero' and was first marketed as a 

cure for the problems o f  morphinism, as more people were becoming aware o f the 

problems o f  unrestricted use o f  morphine (Robertson R. 1987).

Throughout the late 19*̂  century a number o f  factors were coming together which led 

the leading world’s governments to act in concert to ‘control’ the use o f  opiates.
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These I'actors were lastly a growing professionaUsni amongst the emerging 

disciplines of pharmacy and medicine. These two emerging disciplines felt a need to 

have some control over the use o f opiates, the most powerful of medical agents, and 

of course this control would also confer some advantage to them over rival 

disciplines. Secondly there was a growing awareness of the problem with addiction to 

morphine, morphinism, which incidentally was mainly iatrogenic in origin. The 

problem of morphinism should however be seen in context, that is, it was a minor 

problem compared with that caused by alcoholism, hideed some doctors, at this time 

treated alcoholics with morphine preferring their patients to be addicted to morphine 

than alcohol, as it was seen to be less detrimental to general health (Brecher E. 1972). 

fhirdly there was an increasing and developing social awareness amongst politicians, 

stimulated by missionary groups and other socially concerned groups, as to the 

evident problems o f poisonings, suicides and accidental deaths, especially those of 

children, from the easily available and indiscriminate use o f opiate preparations 

(Lierridge V. 1984 & 1996). Fourthly there was a growing racism apparent in 

England and America directed at the large number o f immigrants, economic migrants, 

coming to these wealthier countries to work in building the infrastructure of these 

growing economies. The increasing awareness o f the use o f opium, in opium dens; 

especially amongst Chinese immigrant workers in London and America alarmed 

politicians and Church leaders on both sides o f the Atlantic and led to the banning of 

opium used for smoking. These Chinese workers were disliked and feared by large 

sections o f the population and were often blamed for society’s problems. It was felt 

that the more vulnerable members o f society would be attracted to such 'dens' with 

resultant damage to themselves and their families. The opium used for smoking was 

in fact quite weak and when its use was banned it forced those with an addiction to 

use stronger but still legal preparations (Stimson G, Oppenheimer E 1982).

The first legislation in Britain that attempted to control public access to opiates was 

The Pharmacy Act o f 1860. This Act restricted the sale o f opium to pharmacies, that 

is through licensed pharmacists. However this only restricted the sale and distribution 

o f opiates but not the possession, or use o f opiates by any individual. There were a 

number o f international meetings convened by leading governments to discuss the 

problems presented by the then large world wide opium trade. These meetings were 

mainly American driven and were at first resisted by Britain and other European 

powers, who had the larger share o f this lucrative trade. However, in 1912, “The
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I laguc ('onvcnlit)n” was finally agreed, the main proposal being to limit the use ol' 

morphine, cocaine and opium to “ legitimate medical purposes only” . In America this 

led to the passing o f the Harrison Act (1914) which when interpreted by the courts 

made it illegal for a physician to prescribe opiates to their addicted patients for 

maintenance purposes, as the treatment o f opiate dependence was not considered a 

legitimate medical practice. As a result of the Harrison Act many physicians were 

prosecuted for prescribing for their addicted patients, and for the inst time made 

opiate use a secretive, even criminal behaviour. Best estimates of the number o f drug 

addicts in the USA prior to 1914 are about 250,000 persons (Bretcher E. 1972). The 

Harrison Act did nothing to halt or slow the growing number of addicts; it just pushed 

the problem underground and in effect made it a criminal act to use opiates for other 

than strictly medical needs.

In Britain the Dangerous Drugs Act o f 1920 imposed control over importation and 

placed restrictions on the use o f opium. Then in 1926 the Rollerston Committee 

considered the medical use o f opiates and recommended the medicalisation of 

dependence and opposed the criminalisation o f opiate use as in the U.S. Much has 

been made o f these different systems adopted by these two major powers, however it 

should be stated that these were related to different problems. The American response 

to the problems presented by opiate addiction is seen as a judicial, punitive one and 

the so-called ‘British System’ as a more humane medical model. However the 

problem in Britain was confined to only a few hundred addicts rather than the 250,000 

and more addicts in the United States. There was a different response to what was a 

different problem. This situation persisted up until the 1960’s. (Berridge V. 1984, 

1996 and Booth M. 1996).

Opium use in Ireland

On reviewing the literature there is little to persuade one that the experience o f  opiate 

use in Ireland was much different to that in other parts o f Europe except that being on 

the western seaboard o f the continent opiates took a lot longer to arrive into Ireland. 

Alcohol was the first and the chief psychoactive agent used widely by people in 

Ireland, much as it is today.

Prior to the 18*'’ century the medical fraternity in Ireland was organised, as in other 

parts o f Europe into three distinct groups. The Physicians were the elite, the most
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important healers; they were scholars with a University education well versed in the 

classical theories o f medicine and were often trained in theology as well as physic. 

Wealthy families retained them to attend to the medical needs of their family and 

immediate retinue. Others involved in healing were the surgeons, barber surgeons and 

apothecaries. There was rivalry between these groups the Physicians seeing 

themselves as the only properly qualified practitioners. Dermot O ’Meara, physician to 

the Butler family o f Kilkenny and a medical graduate o f Oxford University, wrote on 

his return to Dublin in 1619 that very few Dublin practitioners had any qualifications. 

He described the situation as follows:

“Here not only cursed Mountebanks, ignorant barbers and shameless quack 

compounders but also persons o f  every craft whatsoever loose women and those dregs 

o f  humanity who are either tired o f  their own proper art and craft or inflamed with an 

unbridled passion fo r  making money, all have free  leave to profane the holy temple o f  

Asculapius. ” (Fleetwood J.).

The Edinburgh pharmacopoeia was first published in 1727 and would have been a 

standard reference work for physicians in Dublin at that time, it has a brief reference 

to opium praepartum. In 1730 it is known that a preparation o f Diacodium was used 

as a sedative to quieten orphaned children resident in the Foundling Hospital, now the 

site of the St James’s University Teaching Hospital. In 1791 the Apothecaries Act set 

out to control the sale o f arsenic, because o f its dangerous properties but there is no 

reference to narcotics. Fleetwood in his history o f Irish medicine refers to medical 

students on grave robbing expeditions disarming mourners guarding the grave o f a 

loved one with a mixture o f poteen and narcotics, this mixture was known as a 

'M ickey Firm' (Fleetwood J. 1983).

In 1844 Dr Francis Rynd, physician to the Meath Hospital, first described a method o f 

instilling:

“a solution o f  fifteen grains o f  acetate o f  morphine by using an instrument made fo r  

the purpose ” into a lady suffering from intractable neuralgia. The instrument used 

did not have a plunger and the liquid was infiltrated by gravity only (Berridge V.,1987 

Coakley D.1994, Rynd F. 1845). This was the precursor to the hypodermic that was 

developed soon afterwards in Edinburgh and in America (Coakley D.1994). In 1850 

the Dublin Pharmacopoeia was first published and it details the preparation o f 

morphia from Turkish opium (Fleetwood J. 1997).
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Opium was cultivated in Britain between 1790 and 1820, mainly in East Anglia, and 

Irish labour, which was cheap and plentiful, was sought to harvest the opium. One 

commentator at the time suggested that cultivation of opium in Ireland might be the 

means o f “rejuvenating Irish economic life ”, that is opium cultivation could be the 

solution to the Irish problem! (London Medical Repository). By 1899 the growing 

problem of morphinism was exercising the minds o f the Dublin medical fraternity and 

Dr H C Drury addressed the Royal Academy of Medicine on the subject of 

“Morphinomania” in that yeai’. In his paper he described the problems associated with 

the liberal use o f morphine and said that these problems were particularly prevalent 

amongst the medical profession. (Drury HC. 1899) However in 1924 Boxwell, 

Professor o f Pathology and Purser, Professor o f medicine, at the Royal College of 

Surgeons in Ireland, in their textbook. “An Introduction to the Practice o f Medicine”, 

in a section headed “Drug Habits - Morphine and Cocaine” state:

“I f  the lurid accounts which one reads in the papers o f  what is happening elsewhere 

may be believed, the drug habit is comparatively rare in this country” (Boxwell and 

Purser 1924).

This appears to have been the prevailing situation in Ireland through the early and 

middle parts o f the twentieth century until the relatively recent emergence o f a serious 

problem with opiate use in the 1970’s.

By the early part o f  this century we see governments exercising control, through 

legislation and the medical profession through changes in practice, o f what was seen 

by the public to be a growing problem with easy access to, and abuse o f opiate 

preparations. Strict enforcement o f the Harrison Act by the Treasury Department had 

largely eliminated legitimate sources o f opiates in America, by 1919. People with 

addiction problems had only two options, to go into a government sponsored 

treatment centre for a withdrawal programme or continue getting supplies illegally 

through criminal elements willing to supply their needs, at a price. Many who went 

through the withdrawal programme did not complete the programme or relapsed soon 

afterwards. (Macken U. 1975) Morphine addicts o f the pre Harrison Act era were 

mainly female and had developed a dependence to opiates whilst under medical care, 

whilst those who became addicted to opiates after this time were mostly male, largely 

urban dwellers and drawn disproportionately from minority ethnic groups. It was not 

until 1935 that the American Government instituted a limited rehabilitation
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program me, which was dircctcd at iederal prisoners who were drug dependent. Two 

lacihties were opened to provide this service for prisoners and other voluntary 

patients, one in K entucky in 1935 and a further one in Texas in 1938. These 

program mes met with little success. (Ibid)

M ethadone was the llrst synthetic opiate to be produced; it was m anufactured in 

Germany during the 2"^ W orld W ar, as the German authorities were unable to obtain 

adequate supplies o f  opium  to m anufacture heroin. It was first named Aldolphine, 

after Adolph Hitler. However it w asn’t until 1964 that two New York doctors, 

Vincent Dole and M arie N ysw ynder o f  Rockfellar University began to study the use 

o f  methadone as an opiate substitute in the treatm ent o f  opiate addicted patients 

(Bretcher E.1972). M ethadone has similar properties to heroin in term s o f its 

analgesic effects but does not have the same euphoric effects; it has a longer half-life 

o f  betw een 8 - 1 2  hours and is usually taken orally. Thus it can be used as a once daily 

dose to substitute for m ore frequent heroin or other opiate use and allow  an addicted 

individual to stabilise his or her lifestyle. After a successful trial Dole and N ysw inder 

extended treatm ent facilities to 4,000 affected individuals and soon m ethadone 

m aintenance becam e an important part o f the treatm ent for drug use problem s in 

Am erica and then later in Europe (Dole V.P and N ysw inder E. 1976). How ever 

substitution o f heroin with m ethadone only changes one addiction for another.

In Britain there w as little to worry the authorities about the num bers o f opiate users in 

the early part o f  the century. In 1935 there were 566 illicit drug users notified to the 

Home Office, by 1939 this had fallen to 500 and in 1945 was 191 persons. This figure 

rose to 217 by 1950 and to 322 by 1958. The Governm ent set up the Brain Com m ittee 

to investigate this small but growing num ber o f  drug users and it’s first report assured 

the Government that there was little to worry about (Berridge V. 1987). Heroin users 

at this tim e were under the care o f  a small num ber o f  general practitioners based in 

London w ho prescribed for them . One o f  the m ore famous general practitioners o f this 

time was one Lady Frankau who had very liberal views on the prescribing o f  opiates 

and who in one year was responsible for one sixth o f  all prescribed heroin in Britain. 

(M acken U., Booth M .) The num ber o f  drug users increased dram atically at th is tim e 

and attracted and exercised m uch m edia attention and this led the Governm ent to re­

establish the Brain Com m ittee, which reported in 1965. (Stim son G., Oppenheim er 

E.) This report was quite different in tone and in its recom m endations to its early 

report. This report recom m ended the tightening o f  controls on doctors and lim iting
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their right to prescribe opiates. It recommended the establishment of drug treatment 

units and increased policing of the problem; prescribing for addiction problems was to 

be limited to these units and the names of dependent individuals were to be 'noted' on 

a central register at the Home Office. The changing nature of the visible drug use 

problem and the sudden rise in the numbers o f drug users prompted a major change in 

Government policy from one o f laissez-faire to one of more rigorous control, however 

the policy that addiction was a medical problem persisted. Despite the establishment 

o f these drug clinics in the major towns and cities throughout Britain the number of 

addicts registered continued to grow and was about 3,000 by 1971. This was thought 

to be due to younger people who being better paid than previously were socially 

mobile and had easier access to heroin and other drugs. This remained the picture 

until the 1980’s when drug use became more widespread with the sudden availability 

of good quality cheap heroin brought into the country by organised criminal gangs. 

This increased availability and use o f heroin was to be found concentrated amongst 

the vulnerable youth in deprived inner city communities (McGregor S. 1989).

In contrast to Britain there was no obvious drug culture in Ireland in the early I960’s. 

However Irish society and the economy, under the leadership of the Lemass 

government began to open up and this led to a short-lived era o f relative prosperity. 

This new prosperity, a young population with access to outside cultural influences, 

through travel, the new television service and other media, meant that Ireland would 

have increasing difficulty in avoiding those behaviours manifest in other societies. 

The drug culture prevalent in other societies would find it’s way into Irish life. By 

1967 it was apparent, from pharmacy break-ins, that there was a market for 

amphetamines and barbiturates amongst other drugs. Some o f  the earliest opiates to 

find their way onto the streets were Diconal and Palfium (Carney PA. 1972). In 

response the Government, on advice, set up a special Garda Drug Squad in 1968 

which comprised four officers under the leadership o f Sergeant Denis Mullins. Later 

that year they also set up a working party, under the chairmanship o f Dr Karl Mullen 

to look into the problem o f drug abuse and to advise the government on appropriate 

action. During the first six months o f 1969 there were 40 break-ins at Dublin 

pharmacies, which resulted in the Dublin Health Authority withdrawing all addictive 

drugs from its outlying dispensaries (Macken U. 1975). In the same year the 

government gave funding to establish a drug treatment centre at Jervis Street Hospital,
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which for the first three years was run by social workers until a nicdical director was 

appointed in 1971, in the early years of'operation the drug clinic saw patients who had 

a variety o f drug related problems such as barbiturate dependence, adverse reactions 

to hallucinogens such as Lysergic acid diethylamide (LSD), opiate and 

benzodiazepine dependence (Butler S. 1991). This situation prevailed up until 1978 

when it was apparent that there was suddenly available a large quantity o f  good 

quality heroin onto the Dublin streets. This availability is thought to be due to Iranians 

Qeeing the revolution and bringing heroin as an easy to transport cash crop. Street 

heroin became available in all the major cities across Europe over the next two years 

(Dean G (ii) 1985). This sudden increase in heroin usage in a growing proportion of 

the FAU'opean youth led to swamping of the dedicated medical and drug services. The 

Governments largely reacted in a punitive way introducing tougher penalties on drug 

pushing and possession o f large quantities of any illegal drugs (Butler S. 1991).

When, in 1985, testing facilities for HIV antibodies became widely available it was 

quickly apparent to the Health authorities across Europe and America that many drug 

users were HIV positive and likely to develop AIDS. This was especially so in those 

countries and cities where there was a history o f drug use by injection. Injecting drug 

users were quickly identified as one o f the main vectors o f the AIDS epidemic. The 

advent o f HIV in a large percentage o f drug users changed how the Health authorities 

and Governments were to address the problems posed by drug users.

Summary

Opium has been used since the earliest times to bring relief o f pain in all type of 

ailments. It was also used to bring a feeling o f wellbeing and even a sense o f euphoria 

to lots o f people who used it in a variety o f different ways. The growing 

professionalism o f the medical and the pharmaceutical fraternity made opium a target 

for these professions to control the use and distribution o f the then only powerful 

therapeutic agent. Governments became worried about poisoning secondary to opiate 

use and then the addiction to opiates, when it became apparent that there were 

increasing numbers o f addicts in both Europe and America. These governments set 

about trying to control the supply and access to opiates which resulted in criminalising 

some and medicalising other drug use behaviour, whilst not diminishing the scale of 

the problem. The problems, both criminal and medical, associated with drug use are 

now greater than at any time in history.
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Chapter 3

mv INFECTION

“'I'he epidemic Jonu o f  AIDS is a recent disease, whose naiural history is unfolding 

before our eyes. We lack sufjicienl follow-up, at this time, to predict the outcome of 

the disease beyond ten yea rs”. (Professor Luc Montagnier-1996)

It is now accepted by tlie medical and scientific community that inl'ection by Human 

Immunodeficency Viruses (HIV) lead to the clinical conditions known as Acquired 

Immune Deficiency Syndrome or AIDS. It is thought that there may be co-factors 

such as co-existing infection, which speed up the progress from initial infection to 

severe depression o f the immune system with its consequent clinical presentation.

HIV exists in two main forms, HIV I and HIV2. These two viruses appear to have 

moved over from other primates to humans, HIVl from chimpanzees and HIV2 from 

the Mackay monkeys. HIVl causes most HIV disease worldwide, HIV2 appears to be 

confined mainly to West Africa but cases have been reported from East Africa. 

Europe, Asia and Latin America. Ten different genetic sub types of HIV-1 have been 

found but their biological and epidemiological significance is as yet unclear. These 

two viruses appear to have moved over from other primate hosts to human hosts; - 

HIVl from chimpanzees and HIV2 from Madburg/Mackay monkies (Montagnier L).

Both HIV I and HIV 2 are transmitted in the same way, that is the virus enter the 

body through three main routes. Sexual spread, which is through unprotected sexual 

intercourse between man and woman (heterosexual) or between men (homosexual), is 

the main route worldwide. Incidentally there are to date no documented cases of 

sexual spread between women. The second route is blood borne, that is through 

transfusion o f whole blood or other blood products, or contamination o f shared 

injection equipment. The third route is materno-foetal that is from infected mother to 

her foetus or infant during pregnancy, delivery or when breast-feeding (ibid). HIV-2 

appears to be less easily transmitted than HIV-1 and progression from HIV-2 

infection to AIDS is slower. However clinical AIDS appears to be identical whether 

from HIV-I or HIV-2 infection (Wright E 1996). After entering the body the virus 

appears to have an affinity for and infects the CD4 positive T-lymphocytes, impairs
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the cells, invades, niultiplics and then destroys the cells with resultant 

immunodeficicncics. I'his renders tiie infccled person open to opportunistic infection 

and malignancies, which characterise the acquired immunodeficiency syndrome. The 

average time between infection and death IVom AIDS, if untreated, is about 10 to 12 

years. It would seem lhat there is no dilTcrence in the incubation period despite ihe 

source o f  infection, socio economic indicators and gender but that mortality within the 

injecting drug use group from causes other than l i lV infection is much higher 

(Selwyn P 1992, Prins M 1997).

Epidemiology o f  I l l V / A I D S  in Ireland.

The earliest known cases o f  AIDS in Ireland were reported in 1983, they were two 

males, one homosexual and one bi-sexual both o f  whom developed AIDS with 

Kaposis sarcoma (O ’Keefe Iv et al 1983). Most o f  the earliest AIDS cases were in 

homosexual men

"many o f  whom had, fro m  the late 1 9 7 0 ’s, travelled in Europe and  Africa hut 

especially to the seaboard cities o f  the United States where A ID S f ir s t  became 

apparent. ” (O ’Keefe F. 1983, O ’Briain S. 1988).

However when testing for HIV antibodies became widely available in 1985 it quickly 

became apparent that a large percentage o f drug users were infected with the virus. 

Some o f the earliest cases o f AIDS were in men who were both homosexual and 

injection drug users. Table 3.1 sets out the numbers o f cases o f AIDS in Ireland by 

year and risk category from 1982 to 1997.

By 1997 41.87% o f ever AIDS cases (n=255) are to be found from the IV drug users 

group, 36.65% (n=211) in the Homo/bisexual group, 12.5% (n=76) in the 

heterosexual group and 5.1% (n=31) in the haemophiliac group. Table 3.2 shows the 

level o f HIV infection in the various at-risk groups. (See table 3.1 and 3.2 below)
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Table 3.1 - Cases of AIDS to 31*‘ December 1997

Category

z .-

ws1982

I'W ■

1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 Total

Homo/Bisexual 2 0 1 1 1 6 21 17 22 23 15 13 27 16 34 12 211 :

IV Drug Users 0 0 0 1 I 9 10 21 27 31 27 42 21 23 33 9 255

Homo-Bisexual/ 

IV Drug Users

0 1 1 1 0 1 1 2 0 0 0 1 0 0 1 0 9 !

Haemophiliacs 0 0 1 0 3 3 3 6 1 3 1 1 6 3 0 0 31 !

Heterosexuals 0 0 0 0 0 1 1 2 8 11 7 11 7 10 11 7 76

Babies bom to IV 

drug users

0 0 0 1 1 0 2 1 2 1 0 0 1 2 0 1 12

Other Children 0 0 0 0 0 0 0 0 0 1 0 0 5 0 0 0 6

Undetermined 0 0 0 I 0 0 0 2 1 I 0 0 0 1 0 2 8

Transfiision

Recipient

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 i 1 ;

Total 2 1 3 5 6 20 38 51 61 71
1

50 68 67 55 79 32 609

Source for tables 3.1 and 3.2: Department o f Health (Dublin) 1998
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Table 3.2 -  Yearly HIV Positive Antibody Results from the Virus Reference Laboratory

Category " - i l s g l K j f e y p 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 Total % of 

Total

Intravenous Drug Abusers 221 112 72 58 57 50 34 82 52 20 I 19 20 21 818 44.22

Children at Risk 8 11 16 18 10 11 4 7
1 12 10 :  4 8 10 129 6.97

Homosexuals 39 11 21 17 33 25 1 27 ! 58 48 31 : 33  ̂ 41 37 i  421 22.76

Haemophiliacs 92 13 7 0 0 0 0 1 1 0 0 ; 0 0 114] 6.16

Haemophiliac Contacts 0 0 0 0 0 0 0 0 0 0 1 1 1 1 3 ; 0.16

Hospital Staff (Occupational hazard 

/.Needlestick)

0 0 0 0 0 0 0 0 0 0 1 0 J 4 0.22

Transfusion 0 0 0 0 0 0 0 0 0 0 0 2 1 3 0.16

Blood Donors (specimens 

referred by BTSB)

3 1 3 2 4 1 1 2 1 2 0 5 1

1

26 1.41

i
Organ Donors 0 0 0 0 0 0 0 0 0 0 0 0 j  0 0 j  0.00 ;

Visa Requests 0 0 0 0 0 0 0 1 0 0 1 0 0 2 1 0.11 ;

Insurance 0 0 0 0 0 0 0 0 1 0 0 0 0 1 1 ; 0.05 ,
1  1 I

Prisoners 0 0 0 0 12 0 1 0 1 0 2 2 5 23 1.24 !

Hetero/Risk unspecified 0 21 26 20 0 24 25 50 21 22 30
1

27 40 : 306 i 16.54
1 i

Total 363 169 145 115 116 111 92 201 137 85 91 106 \ 119 1850
i  1
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Again the IV drug users group is the largest single group accounting for 44.22% 

(n=818) of all people with HIV infection. Those children who are HIV positive are 

6.9% (n=129) of the total and make up the 'children at risk group', they are mainly 

children born to mothers who are HIV positive through injection drug use or were 

infected by their partners who are positive through injecting drug use. If these two 

figures are added together, that is 44.22% and 6.97% then just over 50% of all HIV 

infection have been acquired through injecting drug users. The main drug used being 

one of the opiates, mainly heroin.

However these figures disguise the changing epidemiology of this infection. The 

number of heterosexually acquired infections is slowly climbing and the numbers in 

the other risk groups are falling so that, in 1997, 33.6% (n=40) of new cases were 

identified in the heterosexual risk category, 31.1%) (n=37) homosexual and 17.64% 

(n=21) of injection drug users. The infection is no longer restricted to men who have 

sex with men and injecting drug users but is to be increasingly found in the wider 

community whose main risk behaviour is heterosexual intercourse.

Clinical Presentation of HIV Disease

There are no signs or symptoms which are unique to HIV/AIDS as it is a multi-system 

disorder with a variety of manifestations. Therefore HIV disease is now part of a 

differential diagnosis in any unexplained clinical presentation. It has been likened to 

Tuberculosis in its protean manifestations and physicians hold that to know and 

understand HIV diseases is to “know” medicine. Further tuberculosis is one of the 

major opportunistic infections in clinical AIDS.

The natural history of a person infected with the HIV virus is that they will progress 

more or less step wise though a series of characteristic clinical stages in line with 

progressive depletion of CD4 lymphocyte levels. This clinical picture can be radically 

altered with the new anti-viral triple therapies outlined at the Vancouver AIDS 

Conference 1996 (Vancouver 1996). However it is important to remember that up to 

90% of people with HIV disease do not have access to these newer therapies and in 

many areas, especially Sub Saharan Africa they do not have access to basic 

medications for palliative care such as appropriate analgesics, antifiangals and 

antibiotics (Odomgo-Agimya D. 1997).
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HIV spread began to be visible in the late 1970s and early 1980s among men and 

women with multiple sexual partners, in East and Central Africa, and among 

homosexual and bisexual men in some urban areas of the Americas, Western Europe, 

Australia and New Zealand. Today the virus is being transmitted in all countries. It is 

estimated that 22.6 million people world-wide are living with HIV infection or AIDS. 

Of these 830,000 are children and about 42% of the adults are women. This 

proportion is growing. The majority of newly infected adults are under 25 years old. 

Five to 10% of all adult infection results from sharing HIV infected injection 

equipment by drug users. This proportion is also growing, and in many areas of the 

world drug use by injection is the dominant mode of transmission of HIV (United 

Nations 1996).

Table 3.3 shows the regional HIV and AIDS statistics in the various regions of the 

world, as of December 1996. (UN AIDS 1996)
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T able 3.3 -  R egional H IV /A IDS Statistics and Features, D ecem ber 1997

Region p ' Epidemic started
. . . . . .

Adults and 

‘ children living!i$Hti 

 ̂ mV/AIDS 3

Adult prevalence 

rate

Cumulative no of 

orphans

Percent

w'omen

Main mode of 

transmission for those 

living with HIV/AIDS

Sub-Sarahan Africa Late ‘70s -  and early ‘80s 20.8 million 1A% 7.8 million 50% Hetero

North Africa, Middle East Late ‘80s 210,000 0.13% 14,200 20% IDU Hetero

South & South East Asia Late ‘80s 6.0 million 0.6% 220,000 25% Hetero

East Asia, Pacific Late ‘80s 440,000 0.05% 1,900 11% IDU, Hetero MSM

Latin America Late ‘70s -  early ‘80s 1.3 million 0.5% 91,000 19% MSM, IDU, Hetero

Caribbean Late ‘70s -  early ‘80s 310,000 1.9% 48,000 33% Hetero, MSM

Eastern Europe and Central 

Asia

Early ‘90s 150,000 0.07% 30 25% IDU, MSM

Western Europe Late ‘70s -  early ‘80s 530,000 0.3% 8,700 20% IDU, MSM

North America Late ‘70s -  early ‘80s 860,000 0.6% 70,000 20% MSM, IDU, Hetero

Australia and New Zealand Late ‘70s -  early ‘80s 12,000 0.1% 300 5% MSM, IDU

Total 30.6 million 1.0% 8.2 million 41%

Hetero: heterosexual transmission; IDU: Injecting drug use; MSM: Men who have sex with men 

Source: UN AIDS 1996
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Within Europe, the pattern of spread of HIV/AIDS has changed with time, hi the early 

1980s the epidemic was characterised by male homosexual and bisexual cases 

forming the majority of those infected. Through the early 1990’s this changed, as 

injecting drug users accounted for the highest proportion of newly diagnosed cases - 

that is 43% of adult/adolescent cases in 1996. At the end of the first quarter o f 1997 

the WHO (European Region) reported 191,682 AIDS cases of which 4% were 

paediatric cases that is under 13 years old (WHO 1997).

Recently the annual incidence of AIDS cases in Europe appears to have decreased. It 

reached a plateau in 1994—95 and decreased by 10% in 1996. The largest decrease is 

amongst homosexual men, down 20% with a decrease of 7% for injecting drug users 

and a decrease o f 0.4% for heterosexually infected persons. Whilst this is welcome 

news only time will tell if it is to be sustained. It is noteworthy that the greatest fall in 

incidence is in homosexual men, who have been targeted for specific health 

promotion and education, and least in the heterosexual category that has only been 

exposed to general health promotion. As a group they have felt at less risk of HIV 

infection than the other identified 'at risk' groups.

There is a significant public health problem associated with HIV infection in the drug 

using population as there are approximately 68,000 AIDS cases in Europe whose 

principal mode of infection is injecting drug use.

The clinical presentation of HIV in drug users

There is little clinical difference in the presentation of HIV disease in drug users and 

others with HIV infection. There are however additional medical problems that are 

seen in injecting drug users such as abscesses, endocarditis, pneumonia and 

overdoses. Other problems would include concurrent infections such as hepatitis A, B, 

C, and D and sexually transmitted diseases. Many symptoms presented by drug users 

may mimic those commonly presenting in HIV diseases such as respiratory problems 

and gastro-intestinal problems, which are related to their drug use practices rather than 

HIV infection.

However clinical differences do occur, for instance Kaposi’s sarcomas are more 

common among homosexual and bisexual men than amongst drug users. The 

incidence of TB and pneumonia’s other than pneumocystis carinii pneumonia is 

higher amongst drug users, as is infective endoocarditis. This is probably secondary
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to repealed use ol' injecling equipment, poor personal carc and social circumstances. 

Drug users, especially those who remain outside of treatment have a higher mortality 

than is found in their non-drug using peers. I'here is an excess mortality of about 15 

times the expected rate (Carnwath 1997).

Special Issues for Women

“By the year 2000 women will comprise half o f  30-40 million people infected with 

HIV and approximately one third o f their children will also carry the virus. Women 

are biologically more vulnerable lo HIV infection and their low social and economic 

status increases the risk o f infection” (WHO '95).

Female drug users are at an increased risk of medical problem than their male 

counterparts. They are more likely to suffer from sexually transmitted disease, HIV, 

hepatitis and anaemia. In addition there are problems around pregnancy, contraception 

and gynaecology. They have higher stress levels and likely to suffer from anxiety and 

depression -  much of this may derive from low esteem. Many have a background of 

abuse of all types in childhood that may predispose them to self-neglect and substance 

abuse including injecting drug use. These women as well as trying to care for 

themselves often have the added responsibility of children, a partner and keeping a 

home. All these factors make them more vulnerable and in need of appropriate 

supportive care. Some centres now recognises the particular problem of women drug 

users and have dedicated services for these women (Bourke 1997).

Drug Users in Prison

It is widely accepted, in many large urban centres, that there is a close relationship 

between heroin use and crime. Further that drug misuse in prisons is widespread 

(Task Force Report 1997). Recent studies on the British Prison System report on the 

previous underestimation and therefore underreporting on the extent of drug use and 

HIV infection in the prisons. One study showed that over half the male remand 

prisoners in one prison had a history o f drug use prior to their detention and that this 

was under recognised on initial screening. Only 5% of those needing detoxification 

received such treatment (Mason et al 1997). A further study showed that 16 % of 

injecting drug users had shared needles in prison and some had started injecting in 

prison (Beilis 1997).
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In Scotland Yirrcl found using m olecular linkage techniques on viral sam ples taken 

i'rom l l lV positive prisoners that 13 oi' 14 infected men had:

'"viral sequences siniikir enough to indicate that one source o f  infection was 

common to a l l” (Yirrell 1997).

That is these prisoners were likely to have acquired I l lV infection within the pri.son 

through the sharing ol'in jection equipment. I’he author sum m ed up their findings with 

the om inous statement

“Injecting drug use is a potentia lly explosive health care problem  in prison"  (ibid).

■fo address some o f  these problem s the health services in some prison system s arc 

now being shared betw een the criminal justice system and the health care system.

In the Irish prison system  it is estimated that 70% o f  inmates in M ountjoy prison, the 

states largest prison in the state have a history o f  drug misuse. Prisoners appear to 

have a w ell-developed drug habit prior to detention and that approxim ately 50%  of 

them  have no desire to receive treatm ent for their addiction. Further there is evidence 

o f extensive sm uggling o f  drugs into the prison despite controls and screening. As in 

o ther countries the vast m ajority o f  prisoners who use drugs come form economically 

and socially deprived backgrounds (Task Force Report 1997).

The management of HIV/AIDS in drug users

Good management is based on optimal care for the individual to prevent or limit 

further progression o f the disease, and to prevent further spread from the infected 

individual to others. That is, care for the individual, his/her family and for the wider 

public. Such care should involve a variety o f  treatment services both volimtary and 

statutory with psychosocial and educational supports. Many drug users and their 

families fail to access appropriate services for a variety o f reasons; some o f  these 

would include indifference and hostility from sections or individuals working in the 

health care services.

ImportEint advances in the clinical management o f HIV are taking place at an 

increasingly fast pace, especially since the advent o f the newer antiviral therapy first 

brought to public attention at the Vancouver AIDS conference in 1996 (Vancouver 

1996). As yet there is no vaccine available to protect against HIV infection and so 

preventative strategies still rest with health education, that is imparting factual 

information that leads to behaviour modification. This education needs to be targeted
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al the public in general and more especially at cerlain at risk sub-groups, such as 

gay/biscxual men and injecting drug users to get them to alter their sexual and drug 

using behaviour.

I'hc management o f IIIV/AIDS amongst homosexual and bisexual men has been 

aided, and in fact driven, by well organised sell'-help groups who have insisted on 

being recognised as partners in care. By their actions they have challenged the 

paternalistic model o f medical care and have been inlluential in changing this model 

of care to one o f partnership between the clinician and the patient. This is beginning 

to have a beneficial effect on all aspects of clinical care (Pinching A 1989).

This has been achieved because the gay community have been organised, active, 

articulate and health conscious, fhe picture is very different to that in the drug-using 

group, whose activities in most countries are illegal. The illegal use o f drugs and the 

expense of maintaining a habit mean that theft and/or prostitution are often used to 

llnance a habit. Ihis brings drug users constantly up against the criminal justice 

system and therefore as a group they have little trust in state agencies and services.

1 iowever there is an exception to this in Amsterdam where drug users through their 

group Junky Union have engaged the city medical authority in dialogue and have been 

influential in fashioning Amsterdam’s pragmatic drug policy (Bunning E. 1991).

Even when they use services the attendance o f drug users tends to be poor especially 

if drug services and HIV services are separate. By its nature drug addiction tends to be 

a chronic relapsing condition. So the best care for drug users should involve treating 

their drug problem and HIV at the same time. Indeed, treating their drug problem is 

the key to engaging this group so that their HIV disease is properly managed, for their 

ovwi sake and in doing so the potential for infecting a wider population is reduced.

The Role of General Practitioner

The care of drug users is best achieved by treating them as close to their community 

as possible, with secondary support from specialist drug treatment centres and HIV 

services. The general practitioner or family doctor is ideally placed in the community 

to be able to support such a strategy. He or she works in a defined small area, serving 

individual and family medical needs, with knowledge o f local conditions and support 

networks. In reality however the role o f the general practitioner in the care o f  injecting 

drug users has depended largely on the outlook and enthusiasm o f the individual, that 

is care has been:
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"rcact ivc a n d  prciy^Dintic rcUhcr than pUinncd (ind s l r a lc ^ ic"  { ( i l an z  A. 1994).

( i l ’s liavc largely b e e n  rc luc tan l  U> w ork  wi th  druj^ users ,  and  paliei i ls  wi t h  bo th  d rug  

p ro b le m s  and I I IV d i se a se  as ihe  d ru g  use  p r o b l e m  has  been  seen  as ihe  greates t  

de le r ren l  for c a r i n g  lt)r the se  pa t ients  ( S ib b a ld  19X8). H o w e v e r  m a n y  s tu d ie s  into 

( I P ’s a t t i tudes  w e r e  taken  ear ly  into the e p i d e m i c  and  as t ime  has  g o n e  o n  m o r e  and  

m o r e  ( I P ’s h a v in g  b e e n  pre pa re d  to take on  d r u g  users  w i th  or  w i t h o u t  I I I V infec t ion  

w h e n  pr op e r ly  s u p p o r t e d  and  g iv e n  r e so ur ces  (B ury  ,1. 1997,  Bradley  1' el  al 1993,  

1994).  O n e  ol' the  d o c t o r s ’ i'ears is that o i ' p e r s o n a l  sa fe ty  and  this can  be la rge ly  

o v e r c o m e  by  ( i P ’s t rea t ing  in d iv idu a l s  wi th  the  s u p p o r t  o f  de d ic a te d  d r u g  w or ke r s ,  

w o r k i n g  in c lose  c o - o j ie r a t io n  w i th  the  d r u g  serv ic es  a n d  s u p p o r te d  by app ro p r ia te  

specia l i s t  l l l V  serv ices .  I he  ( i P  o r  fami ly  do c to r  sh o u ld  be wel l  p laced  to p ro v id e  

c o n t i n u in g  care  to  the  ind iv idua l  but  a lso  a nd  j u s t  as  im po r ta n t l y  to that  i n d i v i d u a l ’s 

family.

Harm Reduction

Up until the mid 1980’s drug treatment services around the world were mainly 

directed towards “curing” addiction, that is moving the drug user to a drug free state 

and supporting them in this abstinent state to engage in ‘normal’ social behaviour. 

Initial help was provided by medical drug treatment services supported by drug free 

‘therapeutic’ communities such as Day Top in America, Phoenix House in Britain and 

Coolmine in Ireland. It quickly became apparent that there was a large reservoir of 

HIV infection amongst injecting drug users when HIV antibody testing became 

widely available in 1985. This posed a public health threat, not only within the drug 

using community but by sexual spread and vertical (matemo-foetal) spread from drug 

users to a much wider community. This alarmed and prompted the drug services to 

review their approach. To varying degrees over the next decade drug services in most 

Western Countries adopted a more pragmatic approach eind whilst many services 

retain the goal o f abstinence from drugs for the individual they accept that many drug 

users especially opiate users cannot or will not stop using drugs. The reasons for not 

being able to stop include physical addiction and complex psychosocial problems. 

This pragmatic approach is one o f harm reduction -  that is to reduce the harm that 

drug users can do to themselves and to others by their continuing drug use and sexual 

activities.
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In 19KS llic A dvisory  C'ouncil, on Tiie M isuse o f  Drugs (A ( 'M D )  staled:

" The sp rea d  o j I I I V is a ^reciler danger to ind iv idua l a n d  p u b lic  h ea h h  ihan  dru^  

m isuse. A ccordingly , ivc' helicvc lhal serv ices w hich aim  to m ininnim  / I I I '  risk 

l)ehaviour by a ll ava ilab le  m eans sh o u ld  take p reced en ce  in developm ent p lans. "

I he report goes on to say that;

"There needs to he changes in p ro fessio n a l a n d  p u b lic  a ltitudes to d rii^  m isuse". 

I' uvthcr that;

"vvt' m ust be p rep a re d  to w o rk  w ith  these w ho continue to m isuse d ru g s"  and 

"not to do so  w o u ld  have a m ajor effect on our ab ility  to conta in  the sp rea d  o f  lU V "  

( A ( ’MI)). This report has had a m ajor effect on the d rug  services within Rritain and 

beyond. S om e o f  the services w hich  aim  to m in im ise  MIV risk behaviour in injecting 

drug  users are needle  and syringe exchange, oral m ethadone  substitution o f  opiates, 

provision o f  ‘sa fe r ’ sex education  and easy access to condom s, at no financial cost to 

the individual. T hese  services need to relate to the drug  users, that is they need to be 

easily  accessible and  available, i f  they are to m ak e  any  impact.

The experience in Amsterdam (Running 1991) and Glasgow (Bloor 1994) appears to 

show that harm minimisation/reduction programmes helps to keep the sero prevalence 

of HIV amongst drug users in these cities at a low level. Multi-centre studies in 

London (Stimson 1996) and Australia (Hurley 1997) show HIV incidence amongst 

injecting drug users can be reduced by hcirm minimisation programmes. However 

local communities and local businesses have often resisted the implementation of 

these services in affected communities. They fear that setting such services in their 

communities will have an adverse effect on their business and that such areas will be 

labelled as “drug areas” (Barry 1996). So whilst the health authorities and their drug 

services have tried to implement these harm reduction services with varying 

enthusiasm they have met strong sometimes unexpected resistance from communities. 

The lesson which has been learnt is that the drug -services need to enter into dialogue 

with affected communities in which they hope to introduce services, so as to listen to 

legitimate grievances and fears and introduce a service that all can support.

Not all services are as thorough, comprehensive and pragmatic as those are in 

Amsterdam (Buiming 1991). In that city they engage drug users in care by offering
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“ low threshold” and easy access services such as m elhadone substitulion, through the 

m ethadone bus and by visiting police cells, hospitals accident departm ents and other 

places drug users may be I'ound. They also olTer needle and syringe exchange. Once 

engaged and using these services drug users are encouraged into one to one 

counselling around \safer' sex and ‘safer' drug use issues. This is supported through 

i'ree condom  distribution. The drug users are then encouraged to engage with the more 

foinial medical drug services for m ethadone substitution and m aintenance with full 

m edical and social work support, hopefully leading to detoxification and a drug free 

life for those who wish to do so.

I’he Dublin Experience

D ublin’s experience with injecting drug users has been a relevantly recent one. There 

was little injecting opiate drug use in Dublin prior to the early 1980’s. At th is time it 

becam e apparent that there was a growing problem  with injecting opiate use in the 

more deprived, large public authority housing units around the city. HIV infection 

was probably introduced into this group in 1982 (Hillery I. 1990). D rug users form 

the largest group o f  HIV positive individual is Ireland accounting for over 40%  o f  

those who are HIV positive (V irus A lert 1997).

In the mid 1980’s there was only one drug treatment centre (Trinity Court) with ten 

inpatient beds for detoxification. This service struggled to cope with a large and 

growing problem through the 1980’s. Trinity Court at this time only offered drug 

detoxification and had a policy goal o f trying to achieve abstinence in its patient 

group. It became evident that more comprehensive drug treatment services, locally 

based were needed and it is only since 1997 after an injection o f £14 million that we 

are seeing such services emerge. In that interim period many bodies were engaged in 

dialogue, some o f it ‘heated’ dialogue, to initiate appropriate services. This process 

has involved the Department o f Health, The Eastern Health Board, Trinity Court, The 

Irish College o f  General Practitioners (ICGP), Pharmacists and voluntary drug 

organisations. The ICGP through its representatives were central to these discussions 

(ICGP Statement 1991). The new locally based services were set-up against a 

background o f resistance by organised community groups. It is known anecdotally 

that criminal elements that were profiting from illicit drug supply were “supportive” 

o f community resistance to locally placed drug services (Barry J. 1996).
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During the interim period, that is through the mid 1980’s up until 1996 many GP’s 

became involved in treating drug users, some offering normal GP services, but no 

prescriptions for opiates, and others offering methadone maintenance. These services 

were difficult to regulate and were disapproved of by the institutional drug treatment 

services and the Garda (police). A few GP’s who became reckless in their prescribing 

were reported to the Medical Council and some had their right to prescribe opiates 

restricted by the Council.

The drug treatment service in 1998 consists of six centres under the supervision of 

three psychiatrists who are specialists in addiction problems. Each of these six centres 

has responsibility for a number of satellite clinics, twelve in total. I'hese satellite 

clinics are based in the heart of local communities and are run by local voluntary drug 

agencies, and are supported by local General Practitioners. The GP’s work on a 

sessional basis in these clinics, they provide methadone maintenance and 

detoxification programmes, and whilst they provide limited medical support they 

encourage drug users to go to their own GP’s for on-going medical care. When drug 

users are stabilised the intention is that their GP’s would also take over care for their 

methadone maintenance along agreed lines, in line with an agreed national protocol.

There is now a centrally held treatment list o f all drug users receiving methadone 

maintenance and an agreed protocol for implementation of this programme. The 

protocol was agreed between the Department o f Health, the Irish College o f General 

Practitioners and the Pharmacists bodies.

In addition to the services already mentioned there are now 34 in-patient beds for 

detoxification in three units. All the services are supported by community drug 

counsellors and education officers, and are under the direction of three area 

administrators, all reporting to one programme manager. In addition to the services 

listed there is a Gay Men’s Health Project and Women’s Health Project for 

Prostitutes.

Outside o f these services there are a further 75 General Practitioners who treat and 

prescribe methadone substitution in their own practice. These doctors prescribe for 

1,100 drug users whilst the services treat a fiirther 1,400 people (Trinity Courtl997). 

These services are provided in conjunction with community pharmacists who 

dispense either daily or weekly to individuals. The total number of drug users was 

estimated to be 3,600 persons, and is made up of those persons known to be in
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treatment (2,500) and those on the waiting Hst (1,100 persons) (Task Force Report 

1996). This figure of 3,600 only refers to those people in contact with the service. 

Commiskey showed, by using capture recapture methods, that there were 13,460 drug 

users in Dublin by 1996; this is 21 per 1000 of the population. There is a considerable 

number of drug users not presently in touch with services. (Commiskey 1998).

The drug services are to expand further and the stated aim of the providers is to 

reduce the waiting lists to zero within the next few years, that is drug users would 

have easy and early access to full treatment services.

The community studies of drug use problems and HIV infection in drug users in 

Ireland all show that the vast majority o f drug users are young and come from 

deprived urban communities (Dean et al 1992). It is therefore important to examine 

the history of one such community, the community from which the study group is 

drawn, and determine those characteristics that might influence a drug use culture.
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Chapter 4
A HISTORY OF MERCHANTS QUAY WARD F

''Dubliners are wont to describe their City affectionately as 'An Old Lady'. When 

visitors admire her outer garments- the broad streets, the 18'^ century houses, 

Fitzwilliam Square and St Stephens Green- they smile complacently and feel proud.

Lift the hem o f her outer garment, however, and you will fin d  suppurating ulcers 

covered by stinking rags, fo r  Dublin has the foulest slums o f  any town in Europe.

Into these 'quaint old eighteen century houses' the people are herded and live in 

conditions o f horror.” Dr Robert CoUis 1936. (Collis R)

The study is geographically and demographically placed in one district electoral 

division of Dublin, that is the Merchants Quay F Ward. It is one of twenty distinct 

electoral divisions or Wards in the south inner city area o f Dublin; the Ward being the 

smallest sub-division of the city for which there are census figures. The boundaries of 

the ward form a triangle with its base along the South Circular Road, from Dolphin’s 

Bam to the start o f Donore Avenue. One side runs back from the start of Donore 

Avenue to its end, where it meets Cork Street, and the third side from this junction up 

to Dolphin’s Bam. The area is to the west of the main commercial and shopping 

district and close to the heart of the old city (See Maps 1, 2 & 3).

Merchants Quay F Ward is part of the '‘‘ancient Liberty o f  Thomas Court and 

Donore This was the first of Dublin’s Liberties granted by King Henry II, when he 

visited Dublin, in 1171.

“let an abbey be founded and dedicated to our holy martyr Thomas a Beckett”.

He gave the lease o f lands in an area to the west of the then city boundary to the 

Victorine Canons to build this abbey. Laurence O ’Toole, who became Arch-bishop of 

Dublin, laid the foundation stone in 1177 and the abbey soon spread to include the 

lands of Donore. Thomas Street is named after Thomas-a-Beckett, the murdered Lord 

Chancellor of England. The Liberty had the right to raise it’s own taxes, had a palace, 

a church, courts and a prison.

"It owed its allegiance to no one but God and the K ing”.

After the dissolution of the monasteries, during the reign of Henry V 111, the Abbey 

lands and property were ceded to William Brabazon who became Earl of Meath, and

35



thus the name of the liberty was changed to the Earl of Meath’s Liberty (Johnson M. 

1985, Gillespie E. 1973).

Merchant’s Quay F Ward has strong links and associations with the Liberties, the 

oldest community in Dublin, where history and traditions can be traced to the Viking 

settlements. Over the centuries the Liberties have had a mixed history, with periods of 

economic prosperity interspersed with long periods of relative poverty.

The area has had an influx of immigrant labour over the years, bringing a variety of 

skills and trades to the area. Huguenots arrived in Dublin in the I?*** Century, having 

been driven out o f France because of religious intolerance; they introduced the 

weaving trade to the area. This trade flourished during the 18‘*' Century but collapsed 

in the early 19thCentury under colonial trade laws. Out o f this depression the brewing 

and distilling industries began to expand. At one time (1804) there were thirty 

breweries in the liberties. The Guinness brewery was established in 1759 and is the 

last of the breweries in the area. The distilleries in the city have been 'rationalised' 

and re-organised in the last thirty years and are now under one roof in the Smithfield 

area, just across the River Liffey, on the north side of the city.

The influence of the weaving trade can still be found in the area. On Donore Avenue 

there is an Old Weaver’s Meeting Hall. The 'Tenters' is an area of housing, off 

Donore Avenue, which stands on what was an open field until early into this century. 

It gets it’s name from the bleaching green the 'tenters green', where linen cloth was 

stretched on “tenter hooks” to bleach in the sun. Thus, the expression “on tenter 

hooks” is used to describe someone under pressure or strain. The last weaving firm in 

the area was Elliotts, which closed in the 1970’s; and was situated on South Brown 

Street which street joins Weavers Square to Donore Avenue (Gillespie E. 1973).

As a result of political and economic factors the fabric of Dublin City declined 

throughout the 19̂** century. From being a compact elegjint city with fine wide 

Georgian streets and squares, in the early 1800’s, to one pock-marked with tenement 

slums by the end o f the century. These tenement slums were described as late as 1936 

as being “the worst slums in Europe” in a series of articles, on the subject, published 

in The Irish Press newspaper;
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“Thousands of children today face premature death through disease in overcrowded 

tenement houses. From the moment o f  their birth they have to face conditions which 

are fa tal to healthy living” (Irish Press 1936).

Amongst the factors which led to this decline was “The Act of Union” in 1801 and the 

dissolution of the Irish Parliament. I'his Act resulted in a shift of political and 

economic activity away from Dublin to London and triggered the exodus of many 

wealthy and prominent citizens. This in turn led to a fall in properly values and 

resulted in many fine Georgian houses falling into the hands of rack-rent landlords for 

very low prices. These properties were then packed with poor families, living one 

family to a room in totally inadequate and insanitary conditions (Kearns K. 1994). 

I'he famines in the I840’s led to a mass exodus of peasants from the land, many of 

whom emigrated and others who flooded into the towns and cities looking for shelter 

and a chance to work. These people gravitated to the poorer areas of the city into 

already overcrowded sub-standard accommodation.

Some of the worst of these slums in the city of Dublin were in the Liberties area; in 

fact seven of the very worst were to be found in the Liberties in thel 870’s (ibid).

In 1900 there were 6,000 tenement houses in Dublin and one third of the population 

of the city lived in these “fine rookeries.” Sir Charles Cameron, Dublin City’s first 

Chief Medical officer, was appalled by the living conditions of the poor that he 

witnessed and in his memoirs in 1913 wrote:

“/« the homes o f  the very poor the seeds o f  irifective disease are nursed as it were a 

hot house ” (Cameron C. 1920).

These homes were to be found in the overcrowded tenements in the heart o f the city. 

The situation had not improved by 1938 when there were 6,307 tenement buildings 

housing 112,000 people. However despite these appalling living conditions there 

seemed to be a great sense o f neighbourliness in these areas, those having very little 

sharing all, and, as one eye witness would contend that:

“they were extraordinarily happy fo r people who were so savagely poor ”

(Kearns K 1994).

Under these adverse conditions the mortality rates were high, especially so for infant 

mortality, and concomitantly life expectancy was low. Pulmonary tuberculosis was 

rampant and brought devastation to many homes in the Liberties. The history o f 

tuberculosis in Ireland shows that there was a nation-wide epidemic o f the disease, 

which lasted over 100 years. Tuberculosis seems, from historical 'Bills of M ortality',
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to have been a major cause oi'death from around the early 1?"' century and to have 

become endemic by the mid 19*'' century. This was probably in part due to the great 

increase in the population from 4 million persons in 1788 to 8 million persons in 1841 

some 60 years later (Deeney J. 1954). This increase in population was mainly 

amongst the poorer tenant farmers or farm labourers, especially in the poorer districts 

o f the South and West o f the country. This led to continuous subdivisions o f small 

farms that resulted in holdings, which were inadequate to sustain a family. Further 

the majority o f the poorer people existed on a single staple food, the potato, and that 

this crop suffered successive blight with crop failure leading to the Great Famine of 

1847. I ’hus the most favourable conditions for the spread o f tuberculosis existed, that 

is, overcrowding with large families living in miserable conditions at or below 

starvation levels. Many o f these people began to migrate to the large towns and cities, 

others leaving for Britain and North America. Other infectious diseases such as 

Cholera, Typhus, and Typhoid Fever had an enomious impact on the mortality of 

these reduced people and tend to disguise the effects o f tuberculosis.

The tuberculosis epidemic increased in intensity during the second half o f the 19‘*’ 

century and reached its peak at the beginning o f the 20'*’ century, thereafter declining 

to its present relatively low level. This decline has been more or less steady except 

for two periods, during the First and Second World Wars, when the conditions for the 

population became straitened with a resultant rise in the number o f TB cases, (ibid)

Table 4.1 shows the fall in mortality from tuberculosis from 1900 up to 1994. The 

mortality rate for tuberculosis was 266 per 100,000 population in 1901 and had fallen 

to 1.4 per 100,000 by 1994.
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I’able 4.1 M ortality  from I’ubercu losis  1900 - 1994

300

200

70 74 90 94

Year 1970 - 1994

100

1 6 11 16 21 26 31 36 41 46 51 56 61 66 71 76 81 86 91
Year  1901 - 1994

Source; National Report on TB in Ireland 1993

Deeney in “Report of the National Tuberculosis Survey” 1950 -  1953 shows that the 

level of tuberculosis nationally was highest in Dublin and within Dublin in the most 

densely populated areas. The natural decline in the death rate from tuberculosis was 

slowed down by the increasing urbanisation of the population, that is, people 

migrating from country areas into Dublin and within Dublin to those already 

congested areas. The resultant overcrowded living conditions facilitated the spread of 

the disease (Deeney J.).

Lar Redmond in his book “Emerald Square” gives a graphical account of growing up 

in the Liberties area o f Dublin in the 1920’s and 1930’s and of the devastation caused 

by tuberculosis (Redmond L.). Emerald Square consists of a small square o f four 

roomed terraced houses situated just outside the Merchants Quay F Ward area, off to 

the other side of Cork Street.

Dr Robert Collis was one of the first physicians in Dublin to dedicate himself to 

paediatric care; he was also a playwright, biographer and social activist. He was one 

of the first doctors to enter Belsen Concentration Camp at the end of Second World 

War II and set up services there for displaced children. However during the 1930’s he 

was appalled by living conditions that he saw on domiciliary visits to the poor around 

the city. So much so that he v^ote a play entitled “Marrowbone Lane” which depicts a 

family living in poverty and coping with the ravages of tuberculosis (Collis R.). The
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play causcd much controversy, which rcsuhcd in a pviblic fund being eslabbslied 

called the “Marrowbone !>ane Trust’', which raised money to try and alleviate the 

poverty that ('ollis had witnessed. Marrowbone lane runs into Cork Street and is again 

close to the Merchant’s Quay Ward (See map 3).

In 1937 Dublin Corporation acquired the present site o f St. Teresa's (hardens under 

compulsory purchase order, irom the Earl o f Meath and the Religious Society o f 

Friends. The site contained 64 small houses, which were occupied by tenants. I'his 

purchase was part oF a slum clearance plan. It was proposed to demolish the existing 

dwellings and in their place to build 556 Hats at a cost o f approximately five hundred 

thousand pounds. The C'orporation intended to re-house inhabitants of some o f the 

worst tenements in Watling Street, an area close to the river. However the outbreak o f 

World War II or “the Emergency” put a stop to this building programme.

(Clarke M., Dublin City Archivist)

After further delays the (lat complex was completed in 1951 with only 352 flats as 

some o f the land designated for the complex had been sold in the interim, for the 

purpose o f re-siting the local maternity unit, the Coombe Hospital. The complex was 

named Saint Teresa’s Gardens after the parish church o f the same name. The complex 

consists o f twelve blocks o f flats three storeys high and two blocks o f five terraced 

houses. There is one entrance into the complex, on Donore Avenue, with a central 

avenue, which ends at the rear wall o f the 'new ' Coombe hospital that was completed 

in 1967. At this wall is sited a large statue to St Teresa which was erected by the new 

tenants as a testament to their religious witness. (See Map 3)

Over the years a few o f these flats have been converted for other uses, that is as small 

shops and a laundry, and so by 1979 there were 346 flats for tenants, that is 232 three- 

roomed flats and 114 four-roomed flats. Each flat consists o f one living room with a 

small kitchen area, a small toilet cum bathroom and either two or three bedrooms. 

These compact flats were a marked improvement on the conditions the earliest tenants 

had endured in the tenements nearby.

The majority o f  the remaining houses in the Ward were built prior to 1919. They 

consist mainly o f two storey houses on South Circular Road, many of which are 

owned by or let to private tenants, terraced houses on Donore Avenue, with smaller 

terraced houses and cottages behind Donore Avenue eind again on Cork Street.
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Ill the early years in St. Teresa 's  (iardens, there was a spirit o f  neighbourliness, 

friendship and co-o|icration. The community benellted from the prosperity o f  (he 

sixties, and many o f  the men. who had earlier emigrated to Ivngland, returned home to 

lake up new jobs in nearby industries. A tenant’s association was organised to look 

after the interests o f  the people and it developed some local amenities such as 

community dances and clubs catering for all different groups. I'he sense o f  

community that was established in those early years in St I'eresa's Cjardens is 

eloquently captured in a feature article “ faking Pride in the Ciardens” (In Dublin 

Magazine 1983). I'hc article gives an impression o f  a strong, stable and tightly knit 

working class community, which was well capable o f  coping with its problems and 

difllculties.

The seventies, however, brought planning decisions to relocate industry and develop 

housing estates in the suburbs, necessary decisions for an expanding city, but a fatal 

body blow' to the inner city, and communities within it, like St. Teresa’s Oardens. fhe 

cycle o f  expansion, development and contraction came full circle and the inner city 

was on the decline, hi an attempt to bring together the published data on poverty in 

Ireland the report “ Poverty and Social Policy” compiled for the Commission o f  the 

European Communities, had the following to say on the effect o f  urban change, 

growth and developm ent on the inner city:

“ With the escalating cost o f  land, transport and congestion problems, new industries 

tend to go to rela tively distant suburban areas. The employment structure o f  the 

centre city becom es increasingly white collar and professional and unsuited to the 

skill profile o f  the traditional city labour force.

Population moves from  the centre city areas to suburbs and the inner c ity ’s 

demographic and community structure declines. In turn, many o f  the services and  

facilities  and buildings become redundant. Residual populations remain in the centre 

city, perhaps the a g ed  who are unwilling or unable to afford to move, or the residents 

o f  the least desirable m unicipal apartm ent block on the low est incomes with the high 

incidence o f  econom ic and social fa ilure ” (Joyce M., M cCashin L. 1982)

In detailing these failures, the report continues

“In inner city areas the housing is older, sm aller and in debilita ted  condition, m ost o f  

the labour fo rce  is unskilled, the level o f  employment is considerably above the 

national average, and ownership o f  cars and telephones is extremely low. ”
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Michacl Mc(ircirs study ol' “Hducational Inequality in Dublin 1974”, highlights 

educational deprivation in the inner city and showed that 73.6% of those living in the 

city centre areas had attended only national schools (McGreil M.1974).

The general pattern of inner city decline and decay has not spared Merchant’s Quay I'". 

A prol'ile compiled by the C'ombat Poverty agency in the Liberties area of Dublin 

identified population decline, unemployment and early school drop-out as major 

problems in a number of south city electoral wards, including Merchant’s Quay 1̂' 

(Combat Poverty 1977).

By 1979 this area of Dublin was at low ebb -  there was continuing depopulation, 

unemployment levels were high and there was a growing youth population. Several 

older industries closed and others moved to 'green field' sites on the edge of the city. 

Many younger couples moved i'rom this area to the newer housing estates closer to 

those industries, fhe features thus described were more marked in the local authority 

Hat complexes. In 1983 the St Teresa’s Gardens Development Committee, made up 

of local residents, published a report “Fighting Back” which included a census 

undertaken by this group (I'ighting Back 1983).

The main findings of this census are reproduced in table 4.2, overleaf.

There was an 85% response rate by the tenants to this survey.

As the table shows there were high level of unemployment especially amongst a large 

youth population. There are poor levels of education attainment, as the report says:

"It is quite clear from  these figures that the vast majority o f  young people leave 

school as soon as they legally can” -  and so the chance of employment is further 

reduced. There was a high level of transience amongst tenants with a 50% turnover of 

tenancy in 5 years. The area had become an “open area” on Dublin Corporation’s 

Housing list, this meant in effect that is a low priority housing area and families who 

had urgent social and accommodation needs were offered housing here. This had a 

destabilising effect on the community.
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Table 4.2 -  Summary o f St Teresa’s Gardens Development Census 1983

(1) Y outh

57.7% of population in St Teresa’s Gardens is under the age of 24 years.

• rhe population distribution by age in St Teresa’s Gardens shows the rate of young 

persons 0-24 years at 57.7% to be greater than the national rate (1979 census) by 

9.8%.

• Only 5% of the age group 15-24 participate in full-time education. In fact nobody

from the age group 20-24 is in full-time education.

. Nobody participates in third-level education.

Only 6 people in age group 15-24 are undergoing training with AnCO (a 

government sponsored training organisation). Two of these are on Community

Workers Training Course.

(2) Unemployment

. The overall unemployment rate in St Teresa’s Gardens is 59.2%.

. The unemployment rate for those in the age group 15-24 is 57.9%.

• The unemployment rate amongst tenants who moved in, in the past two years is 

67%.

(3) Transience

• Almost 50% of existing tenants have been moved into the area in the past five 

yeai’s.

• 55% of lettings in the past two years have been to families who did not indicate 

positive choice.

• 65% of existing tenants wish to leave the area.

• 44.5% of existing tenants are on Dublin Corporation’s transfer list.

(4) Maintenance

Over 50% of tenants are dissatisfied with maintenance service in the area.

There is clear confusion amongst tenants of St Teresa’s Gardens as to which 

Corporation working-sections are responsible to particular maintenance functions. 

There is a corresponding confiision amongst Corporation personnel themselves.

Source “Fighting Back,” St Teresa’s Gardens Development Committee 1983.
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Ms Terry Kearney, a social worker whose allocated area of work was St. Teresa’s 

Gardens, made the first official recognition that there was an emerging drug use 

problem in this area. She identified a group of young people using synthetic opiates, 

Diconal and Palfium; and attempted to set up some youth activities and services for 

the group. She reported her findings to the Health Board in 1980 but her findings were 

largely not believed (Kearney T. 1980, Cullen B 1992). She also wrote, as did the 

author, to the Health Education Bureau, one of whose briefs was to respond to the 

emerging drug problem, to ask them for some funding or other resources to help set 

up a youth service locally (See copy of author’s letter Appendix 5). The Health 

Education Board refused to become involved arguing that the sponsoring of such a 

project was a matter for the Eastern Health Board and that it had not been approached 

by the health board for a response (Cullen B 1992).

At around the same time, this researcher, a general medical practitioner working in the 

area first started to hear of drug use problems in the surgery. The first clinical case 

was an urgent domicilary visit to a young man who had collapsed following an 

intravenous injection of heroin. He was in distress with marked respiratory 

depression; he recovered in the casualty department following treatment with 

Naloxone, an opiate antagonist. Soon after this, the practice was confronted by a 

series o f cases of jaundice, serum hepatitis, which proved to be hepatitis B infection 

secondary to parental drug use. These cases were reported to the Chief Medical 

Officer o f the city An out-break of hepatitis B infection amongst drug users was 

reported at that time from the National Virus laboratory (Arthurs Y. 1981). The 

practice saw 16 cases in all, over an eight-month period in 1981. One particular case 

hghlighted the worsening problem for the practice when a twelve-year-old boy 

presented deeply jaundice and suffering withdrawal symptoms. He gave a clear 

h story of having used heroin for the previous two years, that is he first started to use 

heroin by injection at the age of ten years. This case was reported in a paper written 

bv Ryan who was then working in the Jervis St. drug treatment centre (Ryan W. 

l')82).

Tie two practice partners became involved with other professionals, public health 

nurses, social workers, probafion offices, local clergy and local residents in setting up 

a ‘community response” to this alarming and growing drug use problem.
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In November of 1981 this community group submitted a report to the Eastern Health 

Board detailing numbers of persons known to them to be using drugs, mainly heroin 

which was being used intravenously. This report showed there were one or more drug 

users per family, in a minimum of 10% of the families, in St Teresa’s Gardens. Many 

of these drug users were 16 years or younger (O’Kelly F. 1981, Appendix 4). The 

practice referred patients with drug use problems to the only drug treatment centre 

then situated in Jervis Street Hospital. The partners decided, after much deliberation, 

that the practice could not become involved in prescribing opiates to these drug users. 

It was felt that we could not be sure o f our ability to control such prescribing and be 

assured that those attending were not “double scripting”, that is accessing supplies of 

opiates from other sources. The policy then became one of “empathy, non 

prescription, referral for detoxification and continuing support” (O’Kelly F 1986). 

The practice continued to support and be involved in community efforts to address the 

problem caused by this drug use and to offer full general practitioner services to drug 

users and their families. By April 1985 the practice had records o f 67 individuals who 

had attended with drug use problems and all had used heroin intravenously. The 67 

individuals were drawn from the practice area and were mostly living in local 

authority flat complexes. Thirty-eight o f the 67 came from St Teresa’s Gardens 

(O’Kelly 1986). The Drugs Advisory and Treatment Centre (Trinity Court) also knew 

sixty-two of these 67 individuals (Trinity Court 1985).

In October 1982 the St Teresa’s Gardens Development Committee hosted a seminar 

entitled “Local Community and Drugs” in a local school to which local people and 

professionals serving the community were invited. Matthew Bowden, secretary to this 

group, read a paper detailing his and other residents views of the drug problem 

locally. He started his paper by saying:

“Yes there is a serious drug problem in St Teresa’s Gardens. Yes there is a serious 

drug problem in Dublin 8. Yes there is a serious drug problem in most o f  the fla t 

complex's in the Inner City Area 

He went on to say:

“In vulnerable communities in Dublin, drug abuse is not to do with mere individuals 

getting kick; it is not because a few  people cannot cope with the system and choose to 

drop out. Drug abuse is intimately linked with social, economic and even political
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conditions sun'oundin^ the community. St Teresa’s Gardens is one such community. 

It is vulnerable to dru}^ abuse

I'urther on in his paper he castigates the politicians who talked of the youth of Ireland 

as “the hope o f  the future'' or “the country's most valuable asset" and says that the 

youth of Dublin’s Inner City communities

“are offered no better alternative than a syringe in the darkness o f  a dimly lit 

balcony, a painless experience o f  euphoria, while they escape the lies, the 

contradictions, the hypocrisy o f  a state that once promised to 'cherish all the children 

equally'.... We live in an age o f  ignorant, arrogant and emotional approaches to the 

problem o f  drug abuse (Bowden M. 1982)

In June 1982 the then Minister of Health, Barry Desmond, responding to reports of a 

great increase in heroin use in Dublin, commissioned the Medico-Social Research 

Board (MSRB) to investigate these reports. A quick and 'unscientific’ report was 

prepared by Dr Bradshaw on the two areas of Dublin reported to have serious drug 

use problems, that is the North Inner City Community and the South Inner City, 

especially the Dublin 8 Area. His report was based on information from the local 

committees in each of these areas and cross referenced with figures of attendees at the 

National Drugs Advisory Centre based in Jervis Street Hospital. The report reveals 

that 91% of those aged 1 5 - 2 4  years were estimated to be using heroin in the North 

Central Dublin Area Whilst estimates were not possible for Dublin 8 it was felt to be 

“as high if not higher” (Bradshaw J. 1983). The initial report was followed by a more 

detailed investigation of drug use in the North Central Area carried out by a local 

priest. Father Paul Lavelle, under the auspices of the Medico-Social Research Board. 

Dr Bradshaw had hoped to conduct a detailed study in the Dublin 8 area but met with 

local opposition from the local committee, the “Weavers Square Youth Development 

Project Management Committee” . The author was a member of that committee and 

was keen for this research to be conducted, however local residents had little trust in 

the statutory authorities; they had co-operated in detailing local issues before on the 

promise o f some ameliorating action which had not materialised. Dr Bradshaw and 

the Medico-Social Research Board had some insight into the problems of carrying out 

such a sensitive study in a vulnerable community but in other respects were wide of 

the mark. Dr Bradshaw suggested that:
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“a young person might be acceptable to the community as a researcher, such as a 

medical student dressed in jeans, as he might blend in (Bradshaw J.1983)

A lull study of the prevalence of heroin use in this community had to wait until May 

1985. It had been hoped that Barry Cullen, a social worker who was then working in 

St Teresa’s Gardens would undertake this research, but he was refused any co­

operation from the National Drugs Advisory and Treatment Centre by it’s Director, 

Dr Michael Kelly. This was thought to be due to the fact that Cullen had been 

publicly critical of the sluggish response of the Drug Treatment Centre to the growing 

problem. Dr Fergus O’Kelly, the author o f this thesis, was commissioned by the 

M.S.R.B. to conduct the research. Access to information from the National Drugs 

Advisory Treatment Centre was mediated through Dr Dean, Director of the M.S.R.B. 

A review of the study aims and methodology is detailed at the end of this chapter (see 

page 51). This study, like the North Inner City Study, showed a high prevalence of 

heroin use by the younger members o f this vulnerable community.

Soon after this study finished, HIV antibodies testing became available within Ireland. 

It was quickly apparent that one of the biggest ‘risk groups’ for HIV in Ireland were 

injecting drug users. The practice began to see patients who were HIV antibody 

positive and to offer general medical care in the absence o f specialist care.

A specialist, Dr Fiona Mulcahy, was appointed as Consultant Physician in Genito­

urinary Medicine with special reference to patients presenting with HIV infection, in 

January 1987.

Between October 1985 and May 1988 the researchers general practice saw 54 

individuals with HIV disease. Forty-eight o f these were injecting drug users, four 

were children o f injecting drug users and two were other individuals who were 

infected through sexual contact, one male homosexual and one female a partner o f an 

injecting drug user. The practice also had records of 137 injecting drug users who 

attended the practice in the decade 1978 -  1988. By 1988 three had died and 48 were 

HIV positive. This gives a sero-prevalence of HIV of 35% at this time (Bury G., 

O’Kelly F., 1989). In 1992 the author in conjunction with Dr Dean, by now Director 

Emeritus o f the M.S.R.B., examined the known HIV sero-prevalence o f three 

community cohorts o f intravenous drug abuse identified between 1982 and 1985. One 

hundred and one (n=101) out of the total number of 203 persons, identified in these 

studies as injecting drug users, had been tested for HIV antibodies. Eighty-seven of
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the 103 tested were HIV antibody positive, that is 43 of the total (n=203) of drug 

users from these distinct communities were HIV positive. By 1992 it is quite clear 

there was a substantial level of HIV infection amongst those drug users who had 

started injecting drug use before 1983, within Dublin (Dean et al 1992).

Summary

In 1991 the South Inner City Co-Operative Development Association (SICCDA) 

applied to the European Commission Programme “Quartiers en Crise” 

(Neighbourhoods in Crises) to partake in its programme. Michael Memagh, a lecturer 

in sociology and member of SICCDA, was the chief author of a submission for 

funding under this scheme In the submission to the EC programme the South Inner 

City area is described:

“the Liberties and Medieval City are at the heart o f  Dublin’s historical and cultural 

heritage ” ...

"There is still, despite the dramatic depopulation o f  these neighbourhoods, a strong 

sense o f  traditional community values and identity. These communities have been 

decimated in the past 20 years by accelerated urban decay, high unemployment, drug 

abuse, lack o f  social and recreational facilities, out-migration o f  young couples 

leading to population imbalance ” (Quartiers en Crises).

These few sentences sum up the recent social history of this area. It is not difficult to 

see why the vulnerable youth of this area embraced opiate use when heroin became 

freely available. Nor that a significant number of these drug users became infected 

with the HIV virus, when it was introduced unbeknowTi to them, into the drug using 

population around 1981 or 1982 (Hillery I. 1990).

This next section briefly reviews the original 1985 study into the prevalence of 

injecting heroin use in an area of Dublin’s south irmer-city, the Merchant’s Quay 

Ward of the city. This study was commissioned by Dr Dean for the Medico-Social 

Research Board and commenced in June 1985.

The aims and methodology used are described below. The results of this study are the 

base line data for comparison with the second, follow up study (1995), and are 

reported in the “Results” section (P.71).
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A Review of “Merchant’s Quay F. A study of the extent of heroin use in 

the Ward 1979-1985.”

The aim of the study was to determine the extent of heroin use in this district electoral 

Ward between 1979 and 1985 during which time it became apparent to local health 

care professionals that there was an emerging and serious problem with heroin use 

(Dean (i) G.1985, O’Kelly F. 1986).

Objectives: The objectives of the study were:

1) To determine the prevalence o f  heroin use -  that is to determine the extent of 

heroin use in Merchant’s Quay F ward for the period 1979-1985, and to determine 

separately the prevalence of heroin usage in the ward for the years 1979, 1981, 

1983 and 1985.

2) To determine a profile o f  those using heroin -  that is to obtain a profile of the 

heroin user, including information on family and social background, and further to 

compile information on the medical and drug history of the individual heroin user.

Target Area: Why Merchant’s Quay F?

The records from the Drugs Advisory and Treatment Centre at Trinity Court show 

that an area of Dublin comprising three adjacent electoral wards, including 

Merchant’s Quay F (MQF), had the highest number o f people from any one area 

attending its service by 1985. The Drugs Advisory and Treatment Service was the 

only drug treatment facility in the country at that time (Trinity Court). Further a local 

youth development project had recorded a high level of heroin use in St. Teresa’s 

Gardens, the only public authority housing project in the MQF ward. Local people, 

with the support of professionals working in the area, had set up this “Youth 

Development Project” to respond to the growing problem of drug-abuse amongst the 

local youth. (Fighting Back 1983) The author of this study. Dr. Fergus O’Kelly, is a 

family doctor who has worked in the area since 1978 and is familiar with the area and 

it’s attendant problems. He completed a study on the profile o f drug users within his 

the practice population, many of them whom were living in the MQF ward, in 1984 

(O’Kelly F. et al 1986). The author was also a member of the management group of 

the Youth Development Project. Finally the study was confined to one electoral ward, 

as this is the smallest area for which detailed census figures on population and age 

structure are available (CSO 1981).
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Subjects:

The target group was persons who had used heroin and who had a settled address in 

the Merchant’s Quay F ward during the time period 1979-1985. 1979 was selected as 

the first year for the study as this was the first year that health and social care workers 

became aware of heroin use becoming a problem for the area. The method of study 

was similar to that used by Bradshaw in the studies conducted for the Medico-Social 

Research Board in North Central Dublin and Dun Laoghaire in 1983 and 1984 

(Dean (ii) G., et al 1985). In Bradshaw's study a committee o f persons with local 

knowledge of the heroin problem were brought together. They were asked to compile 

a list of suspected heroin users living in the target area. The researchers then validated 

the list, by approaching the individuals who agreed to be interviewed and admitted to 

heroin usage during that interview.

Bradshaw supports this methodology in his paper:

“It became clear that the members o f  the committee had a unique combination o f  

qualities relevant to the investigation proposed: first, detailed local knowledge o f  the 

people and the goings on in the area and, more particularly o f  who was abusing 

heroin, pushing it and so on; second, the quality o f being trusted by the heroin users, 

and o f  being able to establish a rapport with them; and third, a willingness to co­

operate in an investigation... ” (Dean (i) G., et al 1985)

The MQF study proceeded through four stages:

Firstly the identification of the target group and secondly establishing that those 

identified had a settled address within the ward, between the years 1979 and 1985. 

Thirdly the administration o f the questionnaire and fourthly establishing the reliability 

and validity of the data obtained at interview.

Identification of the target group

In 1984, a study of the number and characteristics of drug users attending a local 

general medical practice was undertaken by the author o f this study. Thirty-eight of 

the sixty-seven who had attended the practice with a drug related problem in the 

previous five years had an address in MQF ward (O’Kelly F., et al 1986).
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The author was a member of the steering committee of the Youth Development 

Project (YDP), which was set up by the local community in MQF ward, to address the 

escalating drug problem amongst its youth. A sub-group of this committee 

comprising two voluntary community workers who lived in the area; a social worker 

and a priest who served the community, had compiled two separate lists of people that 

they believed were using heroin, for the years 1981 and 1983 and living in the district. 

This study had the full support of the YDP committee and so the researcher had 

access to the names on these lists. This numbered 61, some of whom were already 

known to the researcher. Additional names were suggested by other health and 

welfare personnel, that is, community based nurses, social workers, drugs counsellors, 

and doctors. Further names were put forward by those being interviewed during the 

course o f the study. A total of one hundred and eleven names were collected from 

these various sources.

To establish the residency of the named individuals for the years 1979, 1981, 

1983 and 1985.

Those agencies and individuals that had supplied names to the study were also able in 

most cases to supply addresses for those so named. This information was augmented 

from the researchers own clinical records. Further each respondent was asked for 

information about his/her current and past settled addresses at the start of each 

interview. A small number of those named were found not to fulfil the residency 

criteria and were therefore not interviewed; their inclusion would have distorted the 

prevalence figures.

Administration of the questionnaire.

A structured questionnaire (Appendix 1) was designed to cover three broad areas: 

Social and family history, that is age, marital status, and number of children, 

educational record, employment history, legal history and family history.

Drug use history that is smoking, drinking, opiate and other drug use history, such as 

variety, frequency o f use and route of delivery.

Medical history i.e. general medical history, medical sequelae secondary to injecting 

drug use, use of medical and dedicated drug treatment services.
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The reliability and validity o f  the interview data:

It is now accepted that drug users can be reliable informants about their lifestyle, drug 

usage and problems (Ball J.C. 1967). Bradshaw in his 1983 study on the prevalence of 

“heroin abuse” in North Central Dublin discussed the question o f validity o f the 

interview data in that study and stated that

“  A mere willing participation in the completion o f  a heroin-positive questionnaire in 

respect o f  h im self would he very strong evidence that the person in question was 

indeed a heroin abuser: possession and use o f  heroin are serious illegal activities, 

and it is difficult i f  not impossible to envisage what circumstances would encourage a 

heroin non-user to admit to use o f  the drug (and therefore possession)  ”

(Bradshaw J. 1985)

In this study corroborative evidence was sought from the records o f the only drug 

treatment facility in the city and also from the medical records in the researcher’s own 

practice. At this time there was very little opiate prescribing by doctors for addiction 

problems other than those doctors working in the Drug Treatment Centre, as this was 

actively discouraged by the Medical Director o f this unit, the Medical Council and the 

police. (Kelly M.1985)

The findings o f this study form the first part o f the result section, as it establishes the 

basic data about the cohort for comparison over the decade 1985 to 1995.
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('haptcr 5

RKSEARCH METHODS IN PROBLEM DRUC; USE STUDIES

This chapter describes the main research methods used in problem drug use studies, 

it highUghts the various strengths and shortcomings o f these methods and how the 

present study fits into this framework. The appHcation o f these methods in identifying 

the current position in the United States and Europe is then outHned and then the 

history o f research and policy formation in Ireland is discussed, 

l lartnoll in his review article “Opiate: prevalence and demographics” suggests that 

there are two broad approaches

"to measure the prevalence and profile o f  problem drug use ” (Hartnoll 1994).

The first involves surveys o f representative samples o f the general population. Such 

surveys would include censuses, household surveys and school or college surveys. 

The second approach involves the use o f more targeted methods which focus on 

particular patterns o f drug use in a certain subgroup within the population. As the 

percentage o f drug users within the population is relatively low, general population 

studies measuring drug use. especially heroin users, are in effect largely studies of 

non-users. The household and school surveys from America and Europe show self- 

reported prevalence o f  heroin use to be less or near to 1 % o f the population and the 

rate o f recent drug use is lower still (K orf 1995, Hartnoll 1994). The information from 

such studies is therefore o f  limited value in that very large samples are needed to 

obtain enough cases for analysis. As heroin use is illegal and a stigmatising activity it 

is likely to be under-reported in such studies (EMCDDA 1997). However repeated 

surveys over time using the same methodology do provide a usefiil indication o f 

trends o f heroin use (Hartnoll 1994, K orf 1995).

The second approach o f using more targeted methods aimed at specific subgroups is 

more efficient in achieving large samples and therefore will generate more extensive 

and reliable data in the groups studied. However there are obvious limitations to such 

studies in that the groups may not be representative o f  others and it is therefore 

difficult to generalise from the conclusion o f  such studies. The various types o f study, 

which have been used to describe the prevalence and characteristics o f  opiate users, 

are case registers (Robertson 1984, O ’Kelly 1986), active case finding techniques 

(O ’Mahoney 1986,1995), samples (K orf 1995), ethnographic research (K orf &
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Wicbel W. 1990) and statistical estimate techniques such as capture-recapture 

(Drucker 1989, K orf 1995, Bloor 1991, l-'rischer 1991 & Commiskey 1998).

The present study, which was initiated in 1985, is an active case-fmding study -  in 

that the researcher set out to identify and interview all the drug users in one small 

geographic area. It also borrows from other research methods in that the researcher 

could be seen as a “privileged access interviewer” (Griffiths 1993) as he works as a 

general practitioner in the area and was actively involved in promoting and supporting 

a community response to the emerging drug problem (O ’Kelly 1986). Local 

community activists saw him as someone they could trust and who had the 

com munity’s best interest at heart. I'he researcher also used the “nomination 

technique” in that each person identified and interviewed was asked to nominate 

others who also used drugs and lived within the same area. Dr Geoffrey Dean, then 

director o f the M edico-Social Research Board, described the method used as “sandals 

epidemiology”(Dean G. -  personal communication). I'his method is now more 

commonly termed “snowballing” in that a person is asked to identify another with a 

similar problem or condition (K orf DJ. 1995)

Whilst the study uses methods from other types o f research it is also unique to general 

practice in that it uses the privileged access that only a community based physician 

can evoke. The problems o f this methodology are those o f other ethnographic studies, 

which attempt to study “hidden populations” that is those populations which are not 

obvious to or easily accessible through other methods. Stimson and Oppenheimer, in 

their study on heroin addiction in London (1969-’79) outline some o f the difficulties 

in conducting qualitative research with drug users over time:

“  There is no easy way to do research. Despite the recipes offered in the research 

textbooks, the actuality involves countless decisions about what sort o f  material to 

collect, how to collect it, how to use it, and how to write about it. Data do not ju s t 

appear before the investigator, to be collected and then reported fo r  the reader. 

Rather we think it more realistic to view data as actively generated, assembled, or 

produced. Research is a way o f  acting on the world, and because we can act on the 

world in so many different ways we can therefore produce different accounts and  

versions o f  it. Hence when we come to undertake a study o f  what happens to heroin 

addicts, the way we proceed becomes an exercise in method. ”

(Stimson, G. Oppenheimer, E 1982).
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The potential problems with such research have been summarised by GrilTiths et al as 

follows; (G riniths 1993)

“The problem of resources.

The work is lime consuming and labour intensive. The researcher often has to work 

slowly in building up the trust o f  the study population to gain access fo r  interviewing 

and observation. ”

In this study such trust had largely been achieved by the researchers work as a doctor 

serving the community from which the study population emanates.

"The problem of idiosyncrasy.

The focus is on small networks that may be distinct ... The need for generalisation 

requires consideration o f  the extent to which a subcidtural population may be 

considered representative ... can lead to peculiarities o f  the selection process which 

might be distorting. ”

There is in deed a question as to whether the cohort identified in the M erchant’s Quay 

Ward can be considered representative o f Dublin drug users. This is explored in 

comparing and contrasting this cohort to a representative sample of other Dublin drug 

users who attended the Drug services in 1985. (Study 2)

“The problem o f  cohesiveness.

...Any sampling strategy that exploits subcultural networks will work best in those 

groups that exhibit a high degree o f  social cohesiveness. Individuals who shy away 

from group involvement may be missed or under represented”

The M erchant’s Quay F cohort are by definition from the same area. Many are also 

blood relatives and so share a high degree o f social cohesiveness. Further the study set 

out to identify all the drug users within the area and not ju st a 'representative' sample. 

“The problem o f  distortion.

Studies o f  such groups tend to focus on accessible and vocal elements o f  a 

subculture. ”

In order to establish whether the group interviewed is representative o f  all drug users 

in the M erchant’s Quay F Ward a study o f the non-respondents was undertaken from 

available clinical records.

“The problem o f  quality

Findings may be heavily influenced by the quality o f  the researcher. ”
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In this study the researcher is a medical practitioner, working within the target 

community, with a history o f research into problem drug use and other medico-social 

problems. Whilst this might seem to be advantageous it could also have introduced 

bias into the study (O ’Kelly 1986, &1988).

The study described in the following chapters strives to avoid some o f the more 

obvious pitfalls o f the methods above.

Prevalence of drug use in the USA and in Europe.

If we now look at the practical application o f such methods to the study o f problem 

drug use in various situations and countries it is seen that in USA “National household 

surveys” o f populations over the age o f 12years old have been conducted regularly 

since 1971. There have also been annual “National surveys o f  high school seniors” 

since 1975 (H artnolll994). These surveys give some idea o f trends o f drug use over 

time, 'fhe lifetime prevalence o f heroin use as reported from the “National 

households” surveys has been around the one-percent (1 %) mark since 1971. Recent 

drug use, defined as drug use within twelve months, is considerably less and current 

drug use, that is drug use within the last 30 days, is loo lovv' to have any reliability. 

Whilst life-time prevalence has remained stable the prevalence for specific age groups 

have changed: for instance in the 18-25 year age range the prevalence declined from a 

high o f 4.6% in 1972 to 1.2% in 1982 and 0.6% in 1990. However Ufetime prevalence 

increased in the older age group during this time reflecting the ageing o f the cohort 

who used heroin in the 1970’s.

These trends are supported by the high school surveys, which show a decrease in 

lifetime prevalence from over 2% in 1974 to around 1% in the 1980’s. The 'last 

twelve months prevalence' also fell from 1% to 0.5%. At the end o f the 1980’s there 

were signs o f increasing heroin use in 12-17 year olds in certain ethnic groups such as 

black and Hispanic American youth (National Institute o f Drug Abuse, 1988,1989 and 

1991). By the mid 1970’s the prevalence o f  heroin use, was estimated to be about 

500,000 heroin users in the USA or 250 per 100,000 o f the population. This estimate 

was based on more targeted methods, that is by collecting data from more focused, 

problematic or dependant users, that is using ethnographic methods (Hartnoll 1994). 

Prior to the enactment o f the Harrison Act o f 1914, which effectively outlawed the use 

o f  opiates for non-medical reasons, there were estimated to be 250,000 opiate users in 

America. The number o f heroin users had doubled in the intervening sixty years. This
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figure was estimated to be 900,000 by 1985. The 1991 household survey estimated 

that 700, 000 had used heroin in the past 12 months alone (National Institute of Drugs 

1991). Since 1990 there are reports of an increased availability of high purity heroin 

and that its price is falling (ibid).

Hartnoll concludes that the extent of problematic heroin use in the USA. probably lie 

between 600,000 and 1,200,000 persons or 300 to 600 persons per 100,000 of the 

population (Hartnoll 1994).

In Europe the picture is less clear. The European Monitoring Centre for Drugs and 

Drug Addiction (EMCDDA) is presently grappling with the problem of trying to 

unify data collection schemes in the various countries so that it can present an 

equivalent picture o f the situation across Europe (EMCDDA 1997).

Most adult general population surveys suggest a life time prevalence for heroin of 

about 1% or less (Korf 1995, Hartnoll 1994 and Sandwijk 1991). This runs to about 

2% for young adults, 1% to 3% reported in three studies (Sandwijk 1991,Cattaneo et 

al 1993 and Korf 1995). In some European clinics the lifetime prevalence amongst 

young people appears to be high, in Madrid the level is 4-5% and in Lisbon it is 5-6% 

(Madrid 1990, Rodrigues 1988).

Using more targeted methods it is found that in some northern European cities such as 

Amsterdam, Copenhagen, London and Paris heroin addiction amongst groups of 

young people first began to emerge in 1960’s and the early 1970’s. However it was 

not until the late 1970’s and early 1980’s that there was a major increase in prevalence 

of heroin use in most Western European countries (EMCDDA 1995). This prevalence 

appeared to level off by the mid-1980’s and then rise in particular countries thereafter, 

notably Germany France, Portugal, and Greece. Spain and then Britain quickly 

followed these countries (ibid).

However few European countries have reliable prevalence estimates for heroin use in 

problematic/dependant users. Hartnoll makes a personal 'guesstimate' that suggests in 

the European Union (pop 350 million) there are between 500,000 and 1,000,0000 

dependent or problematic drug users. He suggests that there are between 150 and 300 

heroin users per 100,000 of the population across Europe, however these figures 

would be significantly higher in some cities and countries and lower in others. This is 

less than the figure for the USA (Hartnoll 1994).
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Research and policy formation in the Irish context

Prior to 1970 there was little evidence of illicit drug use in Ireland. A study in the 

mid-1960’s showed that 0.9% of admissions to psychiatric hospital were due to 

amphetamine dependency, there were no admissions for opiate dependency (Walsh D 

1966). The Department of Health working party on drug abuse (1969) reported that 

there were about 350 persons abusing drugs and that these drugs were primarily 

amphetamines and barbiturates. These drugs were obtained mainly from “raids on 

pharmacies” (Dean (i) G. et al 1985). Through the 1970’s there was an increase in the 

use of opiate and synthetic opiates such as dextromoramide and dipipanone, which 

again were got from pharmacies and a small number of doctors (Dean 1985, 

O’Gorman 1998).

The ready availability o f large quantities of heroin on the world market following the 

Iranian revolution led to the importation into Ireland of some of this heroin.

Criminal elements moved in quickly to control the supply of heroin and it was 

marketed in the more deprived areas of Dublin’s inner city, both north and south of 

the River Liffey (O’Kelly 1988, Deanl985).

The increasing numbers of drug users attending the only drug treatment centre in the 

country is evidence that there was a dramatic increase in heroin use at this time. This 

drug treatment centre was first based in a pre-fabricated building placed within the 

Jervis St hospital site in central Dublin. The average attendance in 1979, for heroin 

use, was 5 per month and by 1983 this had risen to 239 per month. In all 2,057 people 

attended the drug treatment clinic for the first time between 1979 and 1987, 1440 

because o f opiate use problems (Trinity Court). During this time the number of 

younger people, aged between 12 and 19 years, increased dramatically from 11 (6%) 

in 1979 to 203 (19.7%) in 1983. In 1979 103(46.5%) of those attending the Drug 

Treatment Centre were 25 years and older by 1983 the percentage o f older users had 

fallen to 39% although the total numbers had risen to 513 (39%) -  in other words the 

percentage of new younger users seeking help was dramatically increasing.

From the criminal justice perspective there was evidence o f a growing problem with 

heroin use, in that five persons brought before the courts were charged with offences 

involved with heroin in 1979. This rose to 47 persons in 1980 and 177 persons in 

1981 (Report on crime 1982, Dean G. 1985).
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In 1982 the Minister for Health in response to anecdotal evidence of an increased drug 

problem in Dublin City commissioned the Medico-Social Research Board to instigate 

a prevalence study in four areas of Dublin City and in three other towns and cities, 

that is Sligo, Galway and Cork. This report was published in 1983 and is generally 

known as “The Bradshaw Report” named after its author. In the end Bradshaw was 

only able to complete one study in Dublin’s north inner city. The chief finding was 

that 10% of the population in the 15 - 24years age group had used heroin in the years 

since 1982. Other findings were that 95% of heroin users identified were less than 24 

years old, 93% of heroin users said they used on a daily basis and that 74% said that 

intravenous use was the preferred route of administration (Bradshaw 1985).

This report and the publication of the paper “The opiate epidemic in Dublin 1979-88” 

finally made the general public and health authorities aware of the existence and 

possible scale of the problem of heroin use in the city (Dean 1985). Two other 

community studies, one in the south inner city area and one in DunLaoire were 

completed and supported Deans findings (O’Kelly 1986, Power 1986).

However the statutory bodies reaction to these findings could at best be described as 

careful and uncertain. In many ways the authorities reacted, as did the general 

population, with alarm but inaction. Drug abuse and abusers were unpopular; most 

people hoped the problem would just go away or that it could be dealt with by 

increasing police attention and the existing medical services (Greenwood 1992, Bury 

G 1991). Shane Butler in his seminal paper “Drug Problem and Drug Policies A 

Quarter of a Century Reviewed” describes the official reaction and the development 

o f policy to deal with the emerging drug problem. He attempts to explain the genesis 

and formation o f this policy in the light of the prevailing social and political views 

(Butler 1991). The first major change in policy was brought about by the realisation in 

1985 that a high percentage o f drug users were HIV antibody positive; 30% of 

injecting drug users were HIV positive (DOH statistics). Slowly but surely a harm 

reduction policy, a public health strategy emerged to try to contain the virus to certain 

risk groups. It became apparent that untreated drug users, because of their high 

exposure to HIV infection, were a real threat to the general population 

( 0 ’Gormanl998).
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I'he study described in the subsequent chapters is based in one community conducted 

at two points ten years apart. It details the experience o f a cohort o f drug users over a 

16-year period. It is unique in the Irish context and adds to our understanding of the 

factors closely associated with problem drug use. It should inform the present drug 

services o f areas o f need, which still have to be addressed.
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Chapter 6

AIMS, OBJECTIVES and METHODS:

The aim of this thesis is to determine the natural history and consequences of injecting 

opiate use in a cohort o f drug users. In order to accomplish this the work is divided 

into three sections. The first describes the main characteristics of the cohort and 

changes over time (Study 1), the second compares this cohorts experience with that of 

other Dublin drug users (Study2), and the third compares this cohort with others, not 

known to be drug users, but living in the same community (Study3).

A review of the main characteristics of a cohort of heroin users over the ten year 

period 1985 to 1995. (Study 1)

The objectives are:

a) To establish any change in the socio-demographic background and characteristics 

of this cohort over a ten year period. To describe the change in drug use in the 

same time period (Study la).

b) To determine the mortality in this cohort over a ten year period (Study lb).

c) To determine the extent o f HIV infection in this cohort. Further to review the 

range and extent o f other medical problems, including other virus infections, and 

determine the use o f medical services by this cohort (Study Ic).

d) To describe the changes in certain ‘risk behaviours’, such as drug use, needle 

sharing, and sexual practices over this time period (Study Id).

Study 2 and 3 were executed in order to put the natural history of this cohort into the 

context of its drug using peers in Dublin, and into the context of its local community.

To compare and contrast the experience of the index cohort to that of other 

Dublin drug users. (Study 2)

The objectives are:

To measure any differences between the index cohort and other Dublin drug users 

from the same era, that is 'known' to the drug treatment services in 1985.

The important areas for comparison are (a) socio-demographic characteristics 

(b) drug use history (c) mortality and (d) HIV disease
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To compare and contrast the experience of the index cohort to others from the

same community, of the same age, who were non-drug users in or before 1985. 

(Study 3)

The objectives are:

To establish any differences between the index cohort and a sample of non-opiate 

users drawn from the same community, who are within the same age range and 

therefore subject to many of the same life influences.

The important areas for comparison are (a) socio-demographic characteristics 

(b)drug use history (c) mortality (d) HIV disease

Methods 

Study 1

There are two main sources of data for this study. The first source is the structured 

questionnaires, one in 1985 and the second in 1995. These questions focus on the 

individuals socio-demographic characteristics, family background, and education, 

their work history, experience of the criminal justice system, past and present medical 

problems and drug use history. The emphasis in the questions is on relatively simple, 

unambiguous objective information in the main, although some room was given for 

subjective comments by the interviewee (See Appendix 1 and 2).

The second source o f data for the study is from a variety of clinical records. The 

majority of the cohort has a medical record at Trinity Court, the oldest and largest 

drug treatment centre in the State and the only centre for such treatment in 1985.

As a majority o f this cohort were or became patients in the author’s practice, within a 

short time o f completing the first study in 1985, there are medical records available 

fi-om this source. Another source o f clinical records were those held in the 

Genito-Urinary Medicine service in St James’s Hospital, which has provided 

dedicated care for HIV sero-positive individuals since 1987. This was the only service 

providing such care unfil recently, and is still providing such care for the area south of 

the River Liffey, which bisects Dublin City. Finally there are laboratory records of 

HIV and viral hepatitis testing available from the National Virus Reference 

Laboratory, University College Dublin; however the Virus Reference Laboratory 

would only release total figures on the study group and not individual results.
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In all there are additional clinical records available for study on all but two o f the 

cohort. For some individuals there were clinical records held in all three sites, so for 

the purposes o f the study the relevant clinical information is that which is the most 

recent in time, especially when this is supported by laboratory findings.

Study Design:

I'his is a descriptive longitudinal survey over ten years o f eighty-two injecting drug 

users from one Dublin District Electoral Division (DED) who were first identified in 

1985.

The Study Population

I'he M erchant’s Quay F (MQF) study (1985) studied the prevalence o f drug use in 

one District Electoral Division (DED) o f Dublin city. This identified a population that 

were thought to have a history o f injecting drug use; all those available were 

interviewed. All gave a history o f  injecting opiate use and had a settled address 

within the MQF DED prior to 1985.This study was completed in 1985, prior to 

HIV testing being available in Ireland. The group identified and interviewed in 

1985 forms the study cohort.

Methods used

In order to determine changes in the main characteristics o f  the study population 

during the ten-year period it was necessary to re-interview the cohort using the same 

questions as used in 1985 questionnaire. Information on those who were not available 

for interview, through death or who could not be found, was obtained, where 

available, from clinical and public records.

Since 1985 the researcher has maintained contact with the majority o f  this group both 

formally and informally. The majority o f  the group became patients o f the 

researcher’s medical practice by 1985 study and so contact was maintained. Informal 

contact was maintained with most o f  the other fourteen o f the group through their 

family members, local community workers, drug addiction counsellors and other 

medical services. This method was used as 'form al' tagging o f patient’s medical 

records is not available in the Irish health care system as it is in other jurisdictions 

(Robertson R. 1994).
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Timescale:

The follow up inlcrvicws were started in May 1995, ten years after commencement of 

the original interviews. The original interviews took six months to complete, but the 

second interviews took one calendar year to interview those alive and available for 

re-interview. The researcher took six weeks study leave from practice to initiate this 

review. Information from death certificates was collected from the Office o f the 

Register General in Ireland and the General Registrar’s Office in London. I'his work 

started in April 1997 and was completed in July 1997.

Administration o f the questionnaire^

A structured questionnaire was designed to cover the same three broad areas as the 

1985 MQF one but expanded to include additional questions on HIV infection and 

behavioural changes over the decade (See Appendix 1).

The main areas o f inquiry are;

Social and fam ily history. Age, marital status, number o f children, education record, 

employment history, legal or forensic history and family history.

Drug use history^ Use of tobacco, alcohol, marijuana, cocaine, lysergic diethylamide, 

opiates and other illegal drugs. Details were sought as to the variety, frequency o f use, 

and route of delivery.

Medical history^ General medical history, medical problems arising secondary to 

injecting drug use, use of medical and dedicated drug treatment services. Specific 

reference was made to HIV infection and other viral infections.

Behavioural changes. Use of condoms or other protective sexual practices; needle 

exchange and sharing of injecting materials

Ethical considerations

In 1985 the original cohort was given verbal assurances of complete confidentiality of 

any information divulged. This was repeated when the cohort was re-interviewed in 

1995. No member o f the cohort refused an interview when approached in person by
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the author. Any member o f the cohort who wished to have a copy o f the completed 

questionnaire was forwarded the same. I'he researcher is the only person to have 

access to the names o f the various groups and the information remains confidential, in 

his care.

The purpose o f the questionnaire was fully explained to the respondents prior to 

interview, as it was in 1985. They were advised that corroborative information would 

be sought from the records o f the drug treatment services.

I he author was conscious o f the need not to add to the burdens o f this group and 

therefore attempted to make the interview process as easy as possible, the 

questionnaire being completed in the place most convenient to the respondent and at a 

pace which was comfortable to them. No respondent found the process difficult; in 

fact many seemed pleased o f the opportunity to talk about themselves, their lives and 

their problems.

rhe Ethics Committee o f the Irish College o f General Practitioners granted approval 

for the study.

Pilot study:

A pilot study was undertaken in 1995 to test the acceptability and appropriateness o f 

the questionnaire. Four patients o f the practice with long histories o f problem drug 

use, from the Dublin 8 area but outside o f the M erchant’s Quay F Ward which is 

within Dublin 8, agreed to be interviewed by the researcher. The patients found the 

process acceptable, and were willing to participate even though questioned about 

illegal acts, sexual history and prison records. The only adjustments made to the final 

questionnaire were linguistic, that is clarifying and simplifying language.

The Interviewer

Consideration was given to using a previously unknown researcher to carry out the 

interviews. However the unique circumstances o f the individuals and problems 

dictated that the researcher should be known and acceptable to the respondents.

The author is such an individual who is known and trusted in the community and 

additionally could offer the security o f medical confidentiality. Throughout the study 

period the author’s general practice had a formal policy o f  non-prescription o f  opiates 

for the treatment o f  opiate addiction. However patients with drug related problems
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were welcome in the practice, and were rei'erred to specialist drug treatment services, 

as appropriate. Normal general practitioner services were provided for all other 

problems presented. No inducements were offered to participate in the study.

Non-rcsnonders study

In order to determine if the non-responders are different to the responders group it 

is important to establish some base line data on the non-responders group. I'heir 

names and last known address (1985) were forwarded to the I'rinity Court Drug 

Treatment service in 1999 to establish il'any of them was known to that service. The 

information sought on the individuals was their date of birth, gender, address and 

history of heroin use.

To determine the mortality in this cohort over a ten vear period. (Study 1 b)

Death records are a matter of public record and any one record can be accessed by any 

member o f the public if they know the name of the individual and the date and place 

o f death. However, in order to access a large number of records for research purposes 

permission has to be sought from the Minister of Health, as the Office of the Register 

General is part o f the Department o f Health.

Permission was sought in writing from the Minister of Health, and granted under the 

proviso that:

“The Minister consents to the release o f  the necessary information subject to the 

conditions that strict confidentiality be observed with regard to information obtained, 

that relatives o f  the deceased are not contacted and that in any published work it 

would not be possible to identify any individual or individuals. ”

A  colleague, based in London, went personally to the General Register Office in 

London and applied for and forwarded copies o f the death records of the two 

individuals who died in England.

To comply with the Minister’s proviso, the name and surname of the individual, and 

the date and place of death is not recorded in this document. Place of death is recorded 

as ‘home’, ‘hospital’ or ‘other’. Date o f death has been substituted with ‘year of 

death’.
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The death record is laid out in the following format:

“dale and place o f death” , “name and surname”, “sex”, “condition”, “age last 

birthday”, “rank, profession or occupation” , “certified cause o f death and duration of 

illness” , “signature, qualification and residence o f Informant” , “when registered”, 

“signature o f registrar” (Appendix 2).

“condition” on the record refers to civil status.

“rank, profession or occupation”; the official convention is that this column is left 

blank if  no rank, profession or occupation is nominated by the informant, however the 

term unemployed is often entered where the deceased had no obvious occupation.

To measure any differences between the index cohort and other Dublin drug 

users, known to the drug treatment services in 1985 (Study 2)

Method:

A comparison cohort o f individuals attending the drug treatment centre from within 

the Dublin City boundaries whom gave a history of opiate use, was identified from the 

records o f  The National Drug Treatment Centre. It was decided to exclude any 

individual from M erchant’s Quay F Ward from this comparison cohort, so that local 

differences would not be obscured.

The National Drug Treatment Centre (previously an annexe o f  Jervis St. Hospital) 

was the only drug treatment service in the state in 1985.This centre is now sited at 

Trinity Court and the service is now more usually known as Trinity Court. It is known 

from earlier community based studies that between 80 to 90% o f all drug users 

identified in these studies had attended the Drug Treatment Centre services and 

therefore there were records available (Trinity Court). The researcher, with the 

permission o f the Board o f the National Drug Treatment Centre, at Trinity Court, 

applied to the medical director for permission to review charts o f any patient who 

attended their service in 1985. A simple data collection instrument was designed to 

collect specific information on each individual, that is demographic detail, history o f 

drug use, hepatitis and HIV infection and mortality. In tremscribing this information 

the author made this information anonymous by allocating a study number to each 

individual record. No information on any one individual is used, but rather pooled 

information, as a group, will be reviewed.
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The number of individuals attending the Drug Treatment services in 1985 was 1424, 

of whom 798 gave a history o f heroin use. A random sample of one hundred people 

attending the service in 1985, who did not have a settled address in Merchant’s Quay 

F, was taken to be an adequate representation of drug users using the service that year. 

However the whole year was not taken as HIV testing was introduced to Ireland in 

October 1985, and people attending the service after this time could have been 

motivated by their need to know their HIV sero-status. The number of patients 

attending the Drug Treatment services with a history of heroin use and who gave a 

Dublin address, between January 1̂ ‘ and August 31^‘ 1985, is 359. The sample of one 

hundred records o f individuals, all o f whom attended the centre between January to 

August 31^' 1985, was drawn using a random numbers scale. This represents a random 

sample of between 1 in 3 and 1 in 4, (1:3.6 or 28%) o f the possible 359 records. 

Fortunately 1985 is the first year that the Drug Treatment service, Trinity Court, has 

computerised records of those attending its service. Any patient from the MQF cohort 

was excluded from this group and a new record sought using the next random 

generated number. The group so identified is known as the “Trinity Court cohort”.

A similar data collection was undertaken using the records held in Trinity Court on 

those o f the MQF cohort who had ever attended the drug treatment service. No 

information known to the author from other parts of this study was entered into this 

new record. This group is known as the “MQF cohort at Trinity Court” .

Thus it is possible to compare these two cohorts as only information drawn from the 

same source is used.

To establish any differences between the index cohort and an age matched 

sample of non-opiate users drawn from the same community. (Study 3)

Method:

A comparison cohort o f residents living in the MQF ward who were not known to be 

drug users in 1985 was identified within the researchers general practice. The practice 

is a three-doctor service and teaching practice located close to the MQF ward. The 

practice has been in continuous service since the 1950’s and this researcher joined it 

as a Principal in 1978.

The comparison group consisted of all residents of the ward known to the practice in 

1985 who were age matched with the original cohort.
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This group was identified in 1996 using three separate reviews of all current and 

inactive medical records.

Since 1978 it has been standard practice to maintain detailed clinical records on all 

patients attending and to retain these records in the event of a patient moving out of 

the area or on the death o f a patient. Under the National Health System in Britain 

medical records are the property o f the Family Health Services Authority, which is the 

administrative arm of the General Practitioner service. Patients’ records must be 

returned to this body if a patient moves away or dies. In Ireland, medical records 

remain the property o f the doctor. When a patient moves away and the patient or 

his/her new doctor requests clinical details a summary of the relevant notes is made or 

photocopied and forwarded to the doctor. A secondary filing system to store files not 

in current use has been established within the practice.

The researcher did a manual search o f all records, current and in the secondary 

system, to identify patients who had lived in MQF in 1985. The secretarial staff 

repeated the search and this provided some additional records. The author then 

undertook a third manual search but no new records identified. This procedure 

identified 100 individuals aged between sixteen and thirty years in 1985, which 

matches the age range o f the original cohort.

This community comparison group forms the basis for the objectives o f Study 3 to be 

explored. The same data collection instrument as used for the “Trinity Court” cohort 

was used to capture basic demographic data, employment status, history of smoking, 

alcohol use, drug use, history of HIV infection or risk o f infection, and mortality.

Vital statistics are available for district electoral areas from the Central Statistics 

Office (CSO 1981, 1986). Vital statistics from the ward Merchant’s Quay F were 

obtained for the years 1981 as the original study looked at drug use between 1979 and 

1985. This will allow comparisons to be made between the original cohort, the 

community group identified from the practice and the data available for the MQF 

ward from the census figures.

Analysis

A word processing, database and statistics system Epi-Info 6.02 has been used to 

generate the various data collection instruments, to store the data and analyse this 

using the appropriate statistical methods (Epi-Info).
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Chapter 7

RESULTS

“Live in contact with dreams and you will get something o f  their charms:

Live in contact with facts and you will get something o f  their brutality. ”

George Bernard Shaw, from John Bull’s Other Island 1904,

Study la : (i) 1985 Questionnaire

A total of 111 names o f individuals known or suspected of using opiates were 

collected by the author from the various sources previously mentioned (see pages 51- 

52). Eight of the 111 individuals were found not to meet the residency criteria and 

were excluded. This left a list of 103 names that were the target group for this study. 

Dr. F. O ’Kelly identified thirty-eight persons, who had used heroin and lived in 

Merchant’s Quay Ward F, from a previous audit of his own practice (O’Kelly et al 

1985). A sub-committee o f a local Youth Development Project, consisting o f a Health 

Board social worker, a local Catholic priest, and two community workers had two lists 

of names compiled in different years that were known or thought to be using heroin. 

Fifty-seven neimes were identified from the first list compiled in 1981 and 39 from 

one in 1983. These two lists supplied additional 49 names to the 38 already identified 

from the researcher’s practice. Further names were suggested by health and welfare 

professionals working in the area, such as public health nurses, social workers and an 

area drug counsellor. This amounted to 10 further names. The respondents were 

asked, at the end o f the interview, to nominate people who they knew to have also 

used heroin. This resulted in a further six names who fulfilled the criteria. The names 

of 103 individuals were identified as having had a settled address in Merchant’s Quay 

F and in the view o f the key informants were likely to have used heroin on a regular 

basis over a period o f a few months (See Table 7.1).

Table 7.1: Key Informants (1985)

Source Number (%)

Local sub-committee 49 (47.6)

Local General Practitioner 38 (36.9)

Health and welfare workers 10(9 . 7 )

Interviewees 6 ( 5 . 8 )

Total 103 (100)
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Eighty-two (80%) questionnaires were completed out of a possible 103 (See 

Appendix 1). The researcher completed 70 (85%) of these 82 questionnaires in face 

to face interview with the desired respondent. A Health Board social worker, working 

as an addiction counsellor, completed a further two (2%) questionnaires with a couple 

known to her as they were not prepared to meet with the researcher. This social 

worker studied the questionnaire in the presence of the researcher prior to her 

interviewing the couple. The researcher interviewed the spouse or sibling o f a further 

seven (9%) of the respondents, as they would not agree to take part in a direct 

interview but gave permission for the spouse or sibling to answer the questionnaire 

with the researcher. Five of these were completed by the spouse, in each case the 

desired respondent was in the house at the time of the interview and available to the 

spouse. In a further two cases a sibling o f the desired respondent completed the 

questionnaire and were confident in their replies. Three (4%) questionnaires were sent 

by post, two to a married couple and one to another individual, all with an address in 

England. The couple completed the questiormaire with the help of a local priest. All 

three individuals were patients o f the researcher’s practice prior to their move to 

England; the questionnaires were returned completed.

The researcher interviewed 82 of the target list between 1st of May and the 31̂  ̂ o f 

October 1985. The gender break down is 62 males to 20 females. Twenty-one, of the 

103 identified as possible heroin users, were not interviewed as they either refused 

interview or could not be found by the researcher; these are the non-responders. The 

non-response rate was 20.4% (See table 7.2).

Table 7.2: Non-responders -  Reasons for Non-Response_______________________
Reason for non-response Number (%)

M oved from the area ( no forwarding address) 9 (8.7)

Refused to be interviewed 10(9.7)

M oved to England ( postal address known, 

two letters sent but no reply)

2(1.9)

Total 21 (20.4)

In order to determine if the non-responders were different to the responders some 

basic information was sought about them from the records of the Trinity Court Drug 

Treatment Service. A list of their names and last known address (1985) was
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forwarded to Trinity Court to establish if any of them were known to the service. 

I'wenty of the 21 have a record of attendance at Trinity Court and data is available as 

to address, age, gender and drug use history. Only one of the group is not known to 

the Trinity Court service, which was the only drug treatment centre in the country in 

1985.

The two groups have similar age-ranges (chi2=2.36, p=0.50). 

A comparison is shown in table 7.3 below.

Table 7.3: Age of Responders and Non- Responders.

Age range Responders Non-Responders

1 5 - 1 9  years 4 (4.9) 2 (10)

2 0 - 2 4  years 43 (52.4) 7 (35)

25 -  29 years 24 (29.3) 7 (35)

30 years and over 11 (13.4) 4 (20)

Total 82 (100) 20 (100)*

* No information is available on one o f the non-responders

There are 15 males and five females in this group. The ratio of male to female is 

similar to that found in the responders group, that is 15m to 5f (3: 1) in the non­

responders group and 62m to 20f (3.1: 1) in the responders group.

All 20 have a recorded history of heroin use by injection in the Trinity Court records 

and all had an address within the target area. In three important areas, age, gender, 

and heroin use, the responders and non-responders are similar. Therefore it is 

reasonable to conclude that the results of the analysis of responses to the 

questionnaires are not biased to any significant degree by the absence of 

questionnaires from the non-responders group.

Place of interview: The researcher had to make repeated efforts in a variety of 

different settings over a six-month period to effect these interviews. Initially he took 

six weeks study leave from the practice in order to initiate the study. At the time of 

interview 18 respondents were interviewed in prison, with a further two on 'temporary 

release' from prison being interviewed in their homes. A further five were resident in 

the Coolmine Therapeutic Community in Navan, Co. Meath. Coolmine is a drug free 

residential rehabilitation unit for persons with a history o f problem drug use; it is run 

by a voluntary organisation supported by government funds. Others were interviewed
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in their homes (n=39), the author’s medical practice premises (n=8), a priest’s house 

(n=3), community offices (n=4), a hospital ward (n=l), and in the researcher’s car 

(n=2). Some o f these interviews were pre-arranged and others were completed 'in the 

field' that is at the time of meeting the respondent, at the place most convenient to all 

concerned. This accounts for the varied places used for the interviews.

Prevalence: All 82 gave a history of injecting heroin use at interview. Of these 76 

were known to the only drug service in the city to have a history of heroin use by 

1985. The other six individuals had attended the author’s medical practice with 

problems related to injecting heroin use, so there is corroborative evidence of 

injecting heroin use in all 82 persons interviewed. The total population of Merchant’s 

Quay was 3241 persons in 1981, according to the census figures for that year (CSO 

1981). As all 82 respondents confirmed regular heroin use, this gives a prevalence of 

'ever heroin use' in this community o f 2.5% and in the age group 15 to 24 years it is 

6.3%. In the male population this rises to 10.7% and in the female population is 3% 

for the 15 to 24 years age group. In the age range 25 -  34 years the overall prevalence 

is again 6.3% but the male rate rises to 11.6%. The prevalence amongst males in the 

age range 1 9 - 3 4  years is 11%. (See table 7.4).

Tables 7.4:Prevalence of lifetime heroin use (Merchant’s Quay F ward in 1985)

Age group Persons ever using 

heroin

Population of the 

Ward

Prevalence

(% )

All ages 82 3241 persons 2.5

15 -  24 years 44 694 persons 6.3

15-24 (males) 32 males 299 males 10.7

15-24 (females) 12 females 395 females 3.0

25 -  34 years 37 592 persons 63

25 -  34 (males) 29 251 males 11.6

25 -  34 (females) 8 341 females 2.3

1 9 - 3 4  (males) 61 550 males 11.0

Table 7.5 shows the prevalence of heroin use by year and residence in the Ward. 

Whilst all 82 respondents had lived in the Ward by 1985, that is had an established 

domicile, there was some movement in and out of the Ward between 1979 and 1985.
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All 82 had started using heroin by 1983. Some had stopped by 1983 and by 1985 only 

41 (50%) were still taking heroin. The other 41 reported having stopped using heroin 

for at least one month.

Table 7.5:Numbers of Heroin Users by Year and Residence in the Ward.

Year No. resident 

in the Ward

No. resident 

and using heroin

No. using heroin 

in that year

No. ever used 

heroin

1979 75 45 46 46

1981 75 68 74 76

1983 61 52 67 82

1985 45 19 41 82

Table 7.6 shows the year of first heroin use and the number of the cohort first using 

that year.

Table 7.6:Year of First Use of Heroin

Year No. of First Time Users 

(% )

Year

(continued)

No. First Time Users 

(% )

1969 1(1.2) 1978 12(14.6)

1970 1979 17(20.7)

1971 1980 18 (22.0)

1972 2(2.4) 1981 12(14.6)

1973 1982 4 (  5.0)

1974 1 (1.2) 1983 2 ( 2.4)

1975 4(5.0) 1984

1976 2 (2.4) 1985

1977 7 (8.5) Total 82 (100)

This is represented in graph form in Figure 7.1.
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Fi^ure 7.1

Year of First Time Use of Heroin
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Table 7.6 and figure 7.1 show that there was a hidden population of heroin users prior 

to such drug use being identified by health care workers. There were 10 of the cohort 

who were using by 1976 and 29 by 1979, the first year that there is any official 

documentary evidence of a local drug problem (Kearney T. 1980). The five years 

from 1977 to 1981 are the years of highest 'first time heroin' usage, with 66 of the 

cohort giving a history of starting injecting heroin use between these years.

Drug use history; All eighty-two admitted to injecting drug use. Eighty-one admitted 

to daily drug use. One female respondent claimed to use heroin less often than on a 

daily basis but more than once per week that is regular use. Table 7.7 shows the age at 

the first time of heroin use.

Table 7.7: Age and frequency of First Time Heroin Use

Age at first heroin 

use

Frequency

(%)

Age at first heroin 

use

Frequency

(%)

10 years 1(1.2) 19 years 9(11.0)

13 years 1.(1.2) 20 years 5(6.1)

14 years 8 (9.8) 21 years 5(6.1)

15 years 10(12.2) 22 years 4 (4.9)

16 years 12(14.6) 23 years 2.(2.4)

17 years 11 (13.4) 24 years 2 (2.4)

18 years 11 (13.4) 26 years 1(1.2)
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This is represented in graph Ibrm in Figure 7.2 

Figure 7.2

Frequency and Age of First Time Heroin Use
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One individual had started to use heroin by injection at the age of ten years. Ten 

others (12.2%) started to inject heroin by aged 14 years and a further 53 (64.6%) by 

the time they were 19 years of age. All except one individual had started by age 24 

years; this person did not start until he was 26 years o f age.

Drug preference: When asked about their preferred drug of use 74 (90%) replied 

heroin, with four saying Diconal, a synthetic opiate, three saying a mix of heroin and 

cocaine and one giving cocaine as the drug of choice. The most preferred route of 

administration in 1985 was by intravenous injection with 73 (89%) o f respondents 

opting for this route, seven (8.5%) replied that 'skin popping' or subcutaneous 

injection as their preferred route and two (2.4%) others gave 'snorting' or per-nasal 

route.

All the respondents gave a history o f poly-drug use that is they used a variety of drugs 

especially if the one they sought was not available to them. The commonest family of 

drugs used in addition to their drug o f choice was benzodiazepines. When asked about 

the first drug they had used, other than tobacco or alcohol, 54 (65.8%) of the group 

said cannabis, however 15 (18.3%) said they had started with heroin, and a further 10 

(12.2%) said opiates other than heroin. A further two said benzodiazepines and one 

person said cocaine.

The age breakdown at interview in 1985 is shown in Table 7.8
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Fable 7.8:Age of 1'Respondents (1985)
Age Number (%)
< 20 years 4 (  4.9)

20 -  24 years 43 (52.4)

2 5 - 2 9  years 24 (29.3)

> 29 years 11 (13.4)

Total 82 (100)

The mean age o f respondents is 25 years (median = 24 and mode = 24 years.)

The youngest person identified was 16 years old at the time o f interview and the 

oldest person was 37 years. Sixty-two were single, 12 were married and eight were 

separated from their spouses. Thirty-six lived at their parent’s home, 28 with a spouse 

or partner, and 18 either alone or with other relatives or friends. Twenty members o f 

the group were married to, or living with another person in the group, that is there 

were ten couples in the interview group.

As a group the 82 respondents had 68 children between them: 37 had no children, 

sixteen had one child, 18 had two children, five had three children, five had four 

children and one had five children -  this is seen in table 7.9.

Table 7.9:Numbers of children per respondent (1985)

Numbers of children Number (%)

(per respondent)

None 35 (42.7)

One child 18(22 )

Two children 18(22 )

Three children 5 ( 6 )

Four children 5 ( 6 )

Five children 1 ( 1.3)

Total 82 (100)

The ten couples in the group had 24 children by 1985. In total the cohort had 68 

children between them  by 1985 -  the ten couples in the group had 24 children. In 

1985 only 26 (38%) o f  the 68 children were living with the respondent, 34 (50%) 

were being reared by the other (non-drug using) parent, by a grandparent, or other
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relatives. Twelve (17.6%) o f these children were in statutory care. This shows a high 

level o f absent parenting by many o f the cohort, in that 42 (63%) o f the children born 

to the cohort were not living on a daily basis with at least one o f their parents.

Education: Thirty-two (39%) o f the cohort had left school before the official school 

leaving age o f 14 years. A further 24 (29%) left at 14 years and 19 (23%) at 15 years. 

Only 7 (8.5%) remained in school after 15 years. Sixty-eight (83%) described 

themselves as being able to “read well”, however 14 (17%) said they were poor or fair 

at this task. Only 11 (13%) had taken any public examination and none had a third 

level education. What emerges is a picture o f early school leaving with many o f the 

group finishing formal education with poor literacy skills and little in the way of 

achievement at any level o f public examinations.

Employment: Using the same categories as deployed in the census tables, by 1985 

only 10 o f the group were in employment, six were awaiting their first job  and 50 

were unemployed. For 15 women house duties were their main occupation and one 

individual was unable to work due to permanent disability, see table 7.10.

Table 7.10:Employment status (1985)
Category o f Em ploym ent Num ber (%)

Unemployed 50(61)

House duties 15 (18.3)

Employment 10(12.2)

Awaiting first job 6 (7 .3 )

Unable to work 1 ( 1 . 2 )

Total 82 (100)

There is a high level o f unemployment in this cohort, 61% compared with 13% for the 

same age cohort in the Ward. (C.S.O. 1981).

Family history: The respondents come from families that ranged in size from one to 

15 children in number. The mean family size is 8.2 and the median 8.0. Fourteen o f 

the cohort had seven siblings, and 13 had eight siblings. The position o f each 

individual varied in each family, with no particular grouping towards the beginning,

78



middle or end. Twenty-nine (35%) o f the cohort had lost a parent through death, 22 

(27%) had lost a father and seven (8.5%) a mother) by 1985. Eighteen (22%) were 

raised in a lone parent household, up to the age o f 18 years, fhirty-two (39%) replied 

that their father was in employment, whilst 28 (34%) said their father was 

unemployed. Respondents gave a history o f alcohol related problems in 37 (45%) of 

their families, that is 31 (38%) o f fathers and six (7.3%) o f  mothers.

The femily history shows that the cohort comes from large families, with high levels 

o f paternal unemployment, or single parent households and many with a history of 

alcohol abuse; all conditions associated with social and material deprivation, that is 

poverty.

Police and prison record: Seventy-four (90%) o f the cohort had experience o f the 

criminal justice system, that is they had been brought before the courts, on a charge, 

and found guilty o f  some offence, by 1985. Sixty-three (77%) had served a prison 

sentence, 25 (30%) o f  them serving a sentence prior to any involvement in drug use. 

This group had served a total o f  214 years in prison by 1985, that is an average of 3.4 

years in prison

Prior M edical History: Thirteen (16%) o f the cohort suffered medical problems prior 

to their drug use history. Five (6%) had psychiatric problems and had been under the 

care o f the psychiatric services. A further two (2%) suffered epilepsy, two (2%) with 

asthma and one each with insulin dependent diabetes, pulmonary tuberculosis and 

peptic ulcer disease.

Pregnancy: Seventeen (85%) o f  the 20 women in the group had had one or more 

pregnancies by 1985. They had a total o f 36 children by 1985. Fourteen (70%) o f the 

women admitted to using drugs during pregnancy. In all these 14 women had 16 

pregnancies whilst using heroin.

Attendance at dedicated drug treatment services: By 1985 seventy-six o f  the 

cohort had attended the Drug Treatment Centre at Jervis St. Hospital, which was the 

only drug treatm ent service in the city or indeed in the State at that time. Clinical 

records held at that unit verified this attendance in 1985. Six o f the group had not
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attended at the drug treatment centre, however all six individuals were patients o f the 

researcher’s practice, and their admission to regular heroin use is supported by clinical 

records from the practice.

Thirty-nine (48%) o f the cohort had been admitted to the drug treatment centre as an 

in-patient for one or more detoxification programmes. In total this group o f  39 

underwent 96 in-patient detoxification programmes. A further 54 (66%) had 

undergone one or more outpatient detoxification programmes, a total o f 191 such 

programmes. Seventeen (21%) had received both in-patient and outpatient

programmes.

Medical problems related to drug use: All 82 had attended their general practitioner, 

the drug treatment unit or one o f the city hospitals for a medical problem related to 

their drug use. Fifty-five (67%) had developed jaundice at some time, 43 (52%) had 

attended with skin abscesses, and twenty-one (26%) had suffered a respiratory arrest 

due to an overdose o f heroin. Ten (12%) had asthma attacks possibly secondary to 

ingestion o f some foreign powder or other material and seven (9%) suffered 

epileptiform seizures secondary to sudden withdrawal from heroin. Other problems 

encountered were seven (9%) cases o f sexually transmitted infections and 12 (15%) 

sought psychiatric help for a variety o f disorders. Twenty-eight (34%) o f the cohort 

had a total o f 52 admissions to hospital by 1985 for treatment o f some o f the above 

problems. There is a noticeable increase in the morbidity within the group after they 

started to use heroin. Much o f the morbidity, such as hepatitis and abscesses are 

secondary to infection mediated by the sharing o f Injection equipment.

(ii) 1995 Questionnaire

Twenty-seven (33%) o f the original cohort o f 82 persons interviewed in 1985 were 

dead by 1995. O f the possible 55 remaining 50 (91%) were re-interviewed in 1995. 

Death certificates were obtained for all 27 who had died.

Non-interviewed group: Five (6%) o f the original cohort o f 82 could not be found to 

be interviewed in 1995. Two o f these five, one male and one female, could not be 

located despite repeated enquiries through a variety o f  sources such as family, friends, 

former neighbours, drug treatment services, welfare services and hospital clinics. The
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male had failed to return to an open prison after being allowed leave to attend a family 

funeral in 1995.Two further people, a married couple, had moved to the North of 

England according to drug treatment workers, however it was not possible to establish 

their address, despite repeated enquiries to various members of both families. The last 

of these five non-respondents a female had moved to London and despite repeated 

requests through a family member, contact was not made. All of these five are alive 

according to family members and community drug workers. Although not interviewed 

in 1995 there is some history on each of the individuals available through clinical 

notes.

Interviewed group: The author interviewed 49 of the 50 who were available for re­

interview, using a second structured questionnaire (see Appendix 2). The 50^ person 

available for re-interview answered the questionnaire in the presence of the doctor in 

charge o f her medical care. Dr Dasgupta, a consultant psychiatrist in the drug 

treatment unit o f St Mary’s Hospital, London. The author travelled to London to 

interview this female, as arranged, only to learn that she had availed of a place in a 

respite unit on the south coast o f England the previous day. Doctor Dasgupta agreed 

to conduct the interview on her return and familiarised himself with the questionnaire 

in the presence of the author.

Place of interview: The interviews were conducted over an eight-month period from 

June 1995. Again the interviews were conducted in a variety o f settings, dependent on 

the whereabouts of the respondents. Four of the respondents were interviewed in 

prison. Permission to interview these individuals was sought and granted from the 

appropriate authorities, in writing. Two respondents were in Mountjoy prison, one in 

the maximum-security prison in Portlaoise, and one in Brixton prison in London. 

Seventeen were interviewed in the author’s ovra practice, 15 in their own homes and 

six in drug treatment centres in Dublin. Two more interviews were conducted in 

London, in a drug treatment centre. Three interviews were completed by telephone 

with respondents living in England. The author knew all three respondents from the 

previous interviews in 1985. The author made initial contact, and arranged an agreed 

time to complete the questionnaire. The remaining three respondents were in hospital 

at the time of the interview, one in a respite hospital care unit. See table 7.11 below.
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Table 7.11:Piace of interview 1995

Place of interview Number (%)

GP practice 17(34)

Respondents home 15 (30)

Drug treatment centres 8 (16), [2* in London]

Prison 4 ( 8), [1 in London]

Hospital 3 ( 6 )

Telephone interview 3 ( 6 )

Total 50 (100)

• *Dr Dasgupta interviewed one of these individuals 

Changes in social / demographic characteristics 1985 - 1995

In 1985 three o f the cohort were living in England; by 1995 all three had returned to 

live in Dublin. Since 1985 24 (29%) had lived outside Ireland for one year or more. 

Twenty-two lived in the United Kingdom, one in the United States o f America, and 

one in Australia and Japan. Forty-four continued to live in Dublin. No definite 

information is available on the movements o f 14 people during this ten-year period. 

All these 14 persons died prior to 1995.

As would be expected more o f the cohort were married, separated and widowed with 

time. Seventeen more of the cohort had married, eight had separated, three widowed 

and 31 remained single between 1985 and 1995. Five members o f the cohort were not 

available for interview, however the marital status of three of this five was known 

from clinical records and therefore the information is included. See table 7.12 below. 

Table 7.12(a): Changes in Marital Status

Marital Status 1985 Number (%) 1995* Number (%)

Single 62 (75.6) 25 (30.5)

Married 12(14.6) 24 (29.3)

Cohabiting - 17(20.7)

Separated 8 (9 .8) 10(12.2)

Widowed - 5 (  6.1)

Unknown - 1 ( 1.2)

Total 82 (100) 82 (100)

* marital status in 1995 or at the time o f death, i ' earlier.
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Table 7.12(b) The change in civil status over the decade.

single married cohabiting* separated widowed Don’t know Total
(1985

single 25 14 17 2 3 1 62

married - 7 - 4 1 - 12

separated - 3 - 4 1 - 8

Total
(1995)

25 24 17 10 5 1 82

*In 1995 respondents were offered the choice to describe themselves as cohabiting, in 

addition to being single or married, reflecting the change in social norms over the 

decade since they were first interviewed.

By 1995 the total number o f children, who have been bom to these respondents, had 

risen, from 68, to 142. Forty-five (55%) of the cohort had children in 1985 and this 

number had risen to 57 (70%) of the cohort by 1995. In 1995 a greater percentage of 

the respondents were living with their children, that is 54 (38%) of the respondents in 

1995 compared with 26 (28%) in 1985. There appears a greater willingness to accept 

the responsibilities of parenthood by 1995 compared with 1985. However o f the one 

hundred and forty-two children bom to this cohort, 93 have at least one parent who is 

HIV sero-positive. See table 7.13

Table 7.13: Respondents who have children:

Respondents with children 1985(Number (%) 1995(Number (%)

Nil children 35 (42.7) 14(17)

Have children 47 (57.3) 68 (83)

Total 82 (100) 82 (100)

Total number of children born to 

respondents 68 142

Respondents living with their children 26 (28) 54 (38)
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Table 7.13(b) shows the change in the number of children born to respondents over 
the decade

1995
1985 0 1 2 3 4 5 6 Don’t know total

0 14 7 6 2 0 1 0 5 35

1 0 5 9 1 1 1 0 1 18

2 0 0 3 6 1 3 0 5 18

3 0 0 0 3 1 1 0 0 5

4 0 0 0 0 2 0 1 2 5

5 0 0 0 0 0 0 1 0 1

total 14 12 18 12 5 6 2 13 82

• D K = don’t know, that is there was no information on these 13 people who had

died or were lost to follow up.

Table 7.14 shows the work experience o f the cohort in 1985 and over the decade

Table 7.14(a): Work Experience in 1985 and 1995 ( or as recorded on the death certificate).

Work Experience 1985 Number (%) 1995 Number (%)

Employment 10(12.2) 17(20.7) [*6]

Awaiting first job 6(7 .3)

Unemployed 50(61) 48 (58.6) [*19]

House duties 15(18.3) 12(14.6) [* 2]

Unable to work 1(1.2)

Missing data 0 5 (6.1%)

Total 82 (100%) 82 (100%)

[*] denotes that this number had died by 1995

There is a small increase in the number o f the group in work in 1995, from 10 to 17. 

Further, 24 (29%) o f the group have worked for some time between 1985 and 1995, 

and 49 (60%) have not worked at any time.

Table 7.15 shows the cohorts experience with the prison system by 1995 and since the 

first interview in 1985.
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Table 7.15: Prison experience

Prison experience Number (%)

Ever in prison (1995) 67 (8 2 )

Prison by 1985 63 (7 7 )

Prison since 1985 37 (45 )

Not in prison since 1985 28 (3 4 )

Never in prison 1 5 ( 18 )

Total 82.(100)

In 1985, sixty-three o f  the cohort had been to prison, by 1995 this had risen by four to 

sixty-seven (81.7%). Thirty-seven (45%) o f the group are known to have been in 

prison since 1985, twenty-eight (34%) not been to prison since 1985. There is no 

information about seventeen (8.5%) o f the cohort.

Table 7.16 compares drug use in 1985, 1995 and the decade intervening. 

Table 7.16(a): Drug Use in 1985, 1995 and the intervening decade

Drug Use

1985 

Number (%)

1995 

Number (%)

1985-1994 

Number (%)

Current drug use 42 (51) *30 (37) 63 (77)

Abstinent 40 (49) *22 (27) 16(20)

No data 0 5 ( 6 ) 3(3)

R.I.P. 0 25 (31)

Total 82 (100) 82 (100) 82 (100)

• One person in eac 1 group died in 1995 prior to interview.

Table 7.16(a) describes the known drug use in the cohort from 1985 to 1995 and is 

derived from interviews at two points (50 people), from the researcher’s own GP 

clinical records (68 people) and from drug treatment services records (75 people). 

Current drug use means that the individual was using heroin on a daily basis. 

Abstinent means the individual has not used any opiates for at least one month.
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Table 7.16(b): Comparison of drug use in 1985 and the change by 1995

Drug use (1995)

Drue use (1985) Yes No Don’t know Dead Total

Yes 17 7 4 14 42

No 13 15 1 11 40

Total 30 22 5 25 82

Summary and conclusions: Of the 40 abstinent drug users in 1985 only 13 were 

abstinent between 1985 and 1994 and only 10 remained abstinent throughout the 

whole study period. On the other hand of the 42 current drug users in 1985 38 used 

during the decade between interviews but only 17 continued to use throughout the 

study period. There was a high level of episodic heroin use within the cohort over the 

decade o f the study.

In 1995 30 (37%) of the cohort were regular drug users. One person died in 1995 prior 

to interview, but was in a drug treatment programme at the time of death. Of the 42 

using drugs in 1985, 38 had used drugs between 1985 and 1994, and 17 were still 

using in 1995.Most o f the episodic and current drug users since 1985 were active 

users in the year 1985. Twenty-four (57%) of the 42 using drugs in 1985 were alive 

in 1995. Sixteen (38%) of the 42 are known to have died, and about two others there 

is no definite information, although it is most likely they were alive in 1995, as they 

were known by drug counsellors to be alive in the previous year, before they left the 

country.

O f the 40 abstinent in 1985, 25 had used drugs between 1985 and 1994 and 13 were 

current users in 1995. 28 of the 40 who were abstinent in 1985 were alive in 1995, 

and 11 (27.5%) had died. O f those who were abstinent in 1985 a greater percentage 

(70 %) were alive in 1995 in comparison to those who were using drugs at the time o f 

interview in 1985, that is (57%). However this is not statistically significant (p=0.27). 

Twenty-five of the 40 abstinent in 1985 restarted drug use between 1985 and 1994, 

further only 10 of this 40 were still abstinent in 1995, the other 5 had died. Therefore 

there is a high level o f relapse into drug use over the decade. Twenty-nine o f the 42 

(69%) who were using drugs in 1985 were found to be HIV positive. Further 22 o f the

86



40 (55%) who were abstinent in 1985 are also HIV positive. There is a higher 

prevalence of HIV in those using drugs in 1985 than in those who were abstinent at 

that time, however this is not statistically significant (p=0.19).

Twenty-one o f the 42 who were using drugs in 1985 continued to use drugs over the 

decade and are alive. Sixteen o f the 21 are HIV positive and 5 are HIV negative. 

Continuing drug use is associated with a high level o f mortality and morbidity.

O f those 10 who are still abstinent in 1995, 2 are HIV positive, 1 tested HIV negative, 

and 7 did not test or did not return for the test result so the level o f HIV infection 

appears to be low in the group abstinent through the decade.
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Stu dy  1 ( b ) : Mortal i ty

The prime objective o flh is  part o f the study is to determine the mortality in the MQF 

cohort over a ten-year period. In addition the study reports:

• The cause o f deatli, age at the time o f death, and recorded place o f  death.

• The numbers oi'those who had died who had HIV infection,

• The length o f lime since first using opiates to the date o f death.

Deaths:
Twenty-seven (32%) o f the original cohort o f eighty-two had died by 1995. The cause 

o f death for each individual was transcribed from the official death record. Twenty- 

five o f the deaths occurred within the city o f Dublin, one in London and one in 

Birmingham. A legal colleague, attending the General Register Office in London, 

obtained the death records o f the two individuals who died in England.

To comply with the M inister’s proviso, the name and surname o f the individual, and 

the date and place o f  death arc not be recorded in this document. Place o f death is

recorded as hom e', 'hospital' or 'o ther'. Date o f death has been substituted with 'year 

of d ea th '.

Table 7.17 below gives details o f  individual death records rendered anonymous as 

directed. The last column details the HIV sero-status o f  the individual where it is 

known and has been added by the researcher to indicate the possible relationship 

between HIV status and the cause o f  death.
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Table 7.17: Death Records and HIV status

PlaceA'ear Sex________ Condition Age Occupation_________  Certified cause of death____________________HIV status
Home
1993

Male Single 32 Painter & decorator Pneumonia. HIV disease Positive

Home
1993

Male Single 33 Unemployed Lung abscess, 
Pneumonia

No record

Other
1991

Male Married 32 Unemployed Severe respiratory depression,
Combination of opiates and benzodiazepines

No record

Home
1993

Male Single 29 Labourer Acute viral myocarditis,
Disseminated mycobacterium disease

Positive

Hospital
1993

Male Single 33 Unemployed Acute encephalomyelitis, recurrent pneumonia Positive

Hospital
1992

Male Single 34 Unemployed Cardio-respiratory depression, overdose of drugs -  
accidental

Positive

Hospital
1993

Male Single 37 Unemployed Cerebral anoxia, cardiac arrest 
Heroin overdosage

Positive

Hospital
1989

Male Married 34 Labourer Pneumonia 
Vacuolar myelopathy

Positive

Hospital
1991

Female Widow 30 Housewife Endocarditis, pneumonia, AIDS,HIV Positive

Hospital
1993

Male Single 28 Shoe-maker Intracranial haemorrhage, epilepsy, 
thrombocytopenia

Positive

Hospital
1988

Female Married 24 Home duties Streptococcal pneumonia, quadriplegia 2o to 
vacuate myelopathy

Positive

Other
1992

Male Widower 31 Unemployed Haemothorax and haemopericardium. single stab 
wound in the aorta and heart, single stab wound in 
the chest

Positive

Hospital
1988

Male Single 25 Unemployed Bronchpneumonia, aspiration of vomitus Positive
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Table 7.17 continued
PlaceA"ear Sex Condition Age Occupation _________Certified cause of deatli_________________________ HIV status
Hospital
1993

Male Single 32 Bronchopneumonia, immunosupression Positive

Hospital
1992

Male Single 27 Unemployed Severe head injuries, fell from height No record

Hospital
1994

Male Single 31 Encephalopathy Positive

Hospital
1992

Male Single 26 Unemployed Shock and haemorrhage, multiple injuries, 
road traffic accident

No record

Hospital
1994

Male Married 34 Status epilepticus, respiratory arrest- 2hrs.
Spastic quadriplegia grand-mal epilepsy -)3yrs. Prolonged 
hypoglycaemia -  3years. Diabetes mellitus 17yrs

No record

Other
1991

Male Single 22 Unemployed Drug overdose Positive

Home
1991

Male Single 27 Unemployed AIDS -  4 years
HIV infection, (known since 1983)

Positive

Hospital
1994

Male Married 34 Labourer Acute respiratory distress s>ndrome. 
Pneumonia cirrhosis

Positive

Hospital
1995

Male Married 32 Unemployed Encephalopathy -  6 months, lower respiratory tract infection Positive

Hospital
1995

Male Single 33 Security Pneumonia cerebral lymphoma. 
Chronic acquired immuno suppression

Positive

Home
1993

Male Single 38 Unemployed Probable overdose of drugs No record

Hospital
1994

Male Single 33 Respiratory arrest 2o to opiate administration Positive

Hospital
1992

Male Single 39 Unemployed Cirrhosis of liver Positive

Hospital
1994

Male Married 33 Unemployed Respiratory failure, due to acute tracheo bronchitis and acute 
alcohol intoxication. Accident.

Negative
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O fthe 27 who died two (7.4%) were female. The majority (n=18, 66.7%) were single, 

seven (25.9%) were married and two (7.4%) were widowed. One of the women was 

married and one was widowed at the time of death.

Rank, profession or occupation;

Eight (29.6%) were described on the death certificate as having an occupation (see 

table 7.17 for details). The remaining 19 (70.4%) were described as unemployed or 

this column was left blank. The convention in recording deaths on the official 

certificate is that the column “rank, profession or occupation” is left blank if the 

informant does not nominate an occupation. However, in practice the term 

“unemployed” is often entered where the deceased has had no obvious occupation.

Certified cause o f death:

The frequency of conditions entered on the death certificates is as follows:

Pneumonia / bronchitis n=l l  cases, respiratory depression or drug overdose n=6 

cases, AIDS, HIV infection n=3 cases, immuno-supression n=2, encephalopathy n=3 

vacuolar myelopathy n=2, cirrhosis n=2 cases, and epilepsy n=3 cases. There is one 

case o f each recorded for cerebral lymphoma, mycobacterium disease, diabetes and 

thrombocytopenia. As can be seen from table 7.17 there is, more often than not, 

multiple pathology recorded. These certified causes of death do not describe the 

relationships of these deaths to HIV disease, it is only when the registered cause of 

death is read in conjunction with the known HIV sero-positivity of the individual that 

the link to HIV disease can be recognised. See table 7.18

When reference is made to the HIV sero-status o f the individual the cause o f death 

can be summarised into four main groups, as a consequence of;

• HIV disease (n=14).

• Opiate overdose (n=7)

• Accident or violence (n=3)

• Medical other than HIV related (n=3)
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Table 7.18: Frequency o f recorded medical condition and known HIV sero-status

Medical condition HIV positive HIV negative No record 1 Total

Pneumonia / bronchitis 9 1 1 11

Overdose o f drugs 5 0 1 6

HIV / AIDS 3 0 0 1 3

Encephalopathy 3 0 0 3

Immunosupression 2 0 0 2

Injury / violent death 1 0 2 3

M yo/endocarditis 2 0 0 2

Vacuolar myelopathy 2 0 0 2

Epilepsy 1 1 2

Cirrhosis 2 2

Lymphoma I 0 0 1

M ycobacterium disease 1 0 0 1

Diabetes 0 0 I 1

Fourteen (51.9%) o f  the 27, that is twelve males and two females, died as a result o f 

HIV disease. Seven (25.9%), all male, died as a consequence o f  opiate overdose, and 

three (11.1%), all male, died violent deaths. These three deaths were the result o f  a 

road traffic accident, falling from a height and a fatal stabbing. The remaining three, 

all males, died from medical causes which were non-HIV related.

Place o f death:

Twenty (74.1%) o f  those who died did so in a hospital, however two o f these were 

serving prisoners in M ountjoy gaol at the time o f their death and had been taken to 

hospital when found to be in a collapsed state in their prison cell. An additional four 

(14.8%) died at home. The remaining three (11.1%) died elsewhere and were recorded 

as “brought in dead” to the hospital, one o f  these three was a serving prisoner in 

Mountjoy prison at the time o f  his death.

See table 7.19
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Table 7.19: Place of death

Place of death Number (%)

Hospital 20 (74.1) *Note two were prisoners at the time o f death

At home 4(14.8)

Elsewhere 3 (11-1) *Note one was a prisoner at the time o f death

Total 2 7 (100)

The ages o f the individual at the time of death is given, in three groups, in table 7.20 

Table 7.20: Age at last birthday:

Age range Number (%)

Less than 30 years 9 (33.3)

30 -35years 15 (55.6)

More than 35 years 3(11.1).

Total 27 (100)

Nine o f this cohort died before their thirtieth birthday and 24 (88.9%) before their 

thirty-fifth birthday.

The mean age o f death is 32.2 years (standard deviation is 4.1 years, median age is 

32 yeeirs and the mode 33 years.)

Table 7.21: Year of Death

Year Number (%)

1988 2 (7.4)

1989 1 (3.7)

1990 0

1991 4(14.8)

1992 5(18.5)

1993 8 (29.6)

1994 5(18.5)

1995 2 (7.4)

Total 27 (100)

The first deaths in this cohort occurred in 1988 -  one male and one female, both had 

advanced HIV disease, and were patients o f the researcher’s own practice.
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One male died in 1989 as a result o f HIV disease. Three males and one female died in 

1991, two males from drug overdoses, and the other two from HIV disease.

In 1992 five males died, 2 were HIV positive, 1 was HIV negative and the other 2 

there is no record. O f these 5 males 3 died violently, 1 through an overdose and one 

from cirrhosis o f the liver. This last man gave up heroin in 1983 but became 

cross-addicted to alcohol. 1993 was the year with the highest number of deaths; there 

were 8 males, 6 o f who was HIV positive and 2 for whom there is no record. The 

cause of death was HIV related in the 6 who were HIV positive, a medical cause 

(Lung abscess and pneumonia) in one and the remaining individual died of a 

respiratory arrest secondary to a drug overdose.

HIV sero-status

The HIV status o f only three individuals is recorded on the death certificates, however 

from other clinical notes it is known that:

• 21 of the 27 (77.8%) of the group were HIV sero-positive

• 1 of the 27 (3.7%) o f the group was HIV sero-negative

• 5 of the 27 (18.5%) of the group the HIV sero-status is unknown

Table 7.22 shows the relationship between the HIV status and the cause o f death using 

the four categories described.

Table 7.22: HIV status and cause of death

HIV status HIV related 

deaths

Overdose

deaths

Violent

deaths

Medical deaths 

(non HIV )

Total

positive 14 6 1

negative 0 0 0
' *

unknown 0 1 2

Total 14 7 3 27

There are 14 HIV related deaths to 13 non-related deaths and 21 deaths in people 

known to be HIV positive and six deaths in which HIV sero-status is unknown (n—5) 

or negative (n=l). HIV infection is a significant cause of death in this cohort 

(chi2=3.98, p=0.046)
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The length of time since first using opiates to the date of death.

The survival time for this group, from first heroin use to their death, ranges from 

between 10 and 23 years.

This is shown in table 7.23 below.

Table 7.23: The interval in years from 1*‘ heroin use to death

Interval between 1®‘ heroin 

use and death

Number who died

10 years 2

11 years 3

12 years 6

13 years 6

14 years 3

15 years 3

18-24 years 4

Total 27

The mean survival time is 13.8 years.
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Study 1 (c): HIV and other virus infections

The objectives o f this study are to determine

• the extent oi' HIV and other virus infections in this cohort

• medical problems encountered by the cohort, other than virus infections.

Clinical record support:

Thirty-eight o f  the original cohort o f 82 persons were registered patients o f the 

author’s practice prior to the first interview in 1985. Following this interview a further 

26 o f this cohort registered with this practice in the course o f  the next few years. The 

practice therefore holds a medical record for each o f 68 (83%) o f the original cohort. 

The drug treatment services (Trinity Court) hold clinical records on 78 (95%) o f the 

82 members o f the cohort.

These two sets o f  clinical records provide corroborative evidence for the key clinical 

events recorded in the interviews. In total, supportive evidence was available for 80 o f 

the 82 persons from these two clinical records. The two individuals for whom there 

are no records were not interviewed in 1995, as they were lost to follow-up.

Table 7.24 sets out the results o f  the three different virus antibody tests, the chief 

clinical support for these test results and the self-reported history o f hepatitis given in 

1985. The last column shows whether the individual was alive or dead by 1995.
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Table7.24: E V ID E N C E  O F V IR A L  IN FE C T IO N S (H B V , HCV and HIV)

Id
number

(1985)Hx of 
hepatitis

HBV test HCV test HIV test Clinical
Support

Alive /dead 
(1995)

1 Yes Neg No test Neg * GP Dead
2 Yes Pos Pos Pos GP Dead
3 No No test No test No test GP Alive
4 Yes Pos Pos Pos GP Alive
5 Yes Pos No test Neg GP Alive
6 Yes Pos No test No test GP Alive
7 Yes Pos No test No test GP Dead
8 Yes Pos No test Pos GP Dead
9 No Neg No test No test GP Dead
10 Yes Pos Pos Pos GP Dead
11 No Neg No test Pos* GP Alive
12 No Pos Pos Pos GP Dead
13(F) Yes Pos No lest Neg GP Alive
14 Yes Pos Neg Pos GP Alive #
15 Yes Pos Pos Pos GP Alive
16(F) No Pos No test Neg GP
17(F) Yes Pos Pos Pos GP Alive
18 Yes Pos No test Pos GP Dead
19 Yes Pos No test Pos GP Dead
20 No Pos No test Pos GP Alive
21 Yes Pos Pos Pos GP Alive
22 Yes Pos Pos Pos * GP Alive
23.(F) Yes Pos No test Pos GP Dead
24 (F) No Pos Pos Pos GP Alive
25 No Pos Pos Pos GP Dead
26 No No test No test No result GP Alive
27 (F) Yes Pos No test Pos Trinity Court Dead
28 No Pos No test Pos Trinity Court Dead
29 (F) Yes Pos Pos Pos GP Alive
30 No Neg No test Pos Hospice Alive#
31 Yes Pos No test Pos GP Alive
32 Yes Pos Pos Pos GP Alive
33 No Pos No test Pos GP Alive
34 No Pos No test Pos GP Alive
35 Yes Pos No test Pos GP Dead
36 No Neg Pos Pos GP Dead
37 Yes Pos Pos Pos GP Alive
38 Yes Pos No test Pos GP Alive #
39 No Neg No result Negative GP Alive
40 No No result Pos Positive GP Alive #
41 Yes Neg No test Negative GP Dead

* denotes an HIV test taken in another country
# denotes some one who has died since 1995

(F) denotes a female

97



Table 7.24 continued

Identity
Number

(1985)Hxof
Hepatitis

HBV test HCV test HIV test Clinical
Support

Alive /dead 
(1995)

42 No Pos Pos Pos GP Dead
43 Yes Pos No test Pos GP Dead
44(F) Yes Pos No test Neg GPr Alive
45 No Neg No test No test GP Dead
46 (F) Yes Pos No test Pos * GP Alive
47 Yes Pos No test No result GP Alive
48 Yes Pos No test Neg* GP Alive
49 Yes Pos No test Pos GP Alive
50 No No test No test Neg GP Alive
51 Yes Pos No test Pos GP Dead
52(F) No Neg No test Pos GP Alive
53 Yes Pos No test Neg Trinity Court Alive
54 Yes Pos Pos Pos GP Alive
55 (F) No Neg No test Neg GP Alive
56 Yes Pos No test No test Nil Alive
57 Yes Pos No test Pos Trinity Court Dead
58 No No test No test No test Trinity Court
59 Yes No test No test No test GP Alive
60 Yes Pos No test Pos Trinity Court
61 No Neg No test Neg GP Alive
62 Yes Pos Positive Pos GP Dead
63 No Neg Pos Pos GP Alive
64 No No test No test No test GP Alive
65 (F) Yes Pos Pos Pos Trinity Court Alive
66 No Neg Pos Pos Trinity Court Dead
67 No Neg No test Pos Trinity Court Dead
68 (F) No Pos Pos Neg GP Alive
69 No Neg No test Neg Trinity Court Dead
70 Yes Pos No test Neg Nil Alive
71 Yes Pos No test Pos GP Dead
72 Yes Neg Pos Pos GP Dead
73 (F) Yes Pos Pos Pos Drug clinic Alive
74 Yes Pos No test Pos * Drug clinic Alive
75 (F) No Neg No test No test GP
76 Yes Pos No test No test GP Alive
77 (F) Yes Neg No test No test GP Alive
78 (F) Yes Pos No test Neg Trinity Court
79 Yes Pos Pos Pos GP Alive
80 (F) Yes Pos Pos Pos Drug clinic Alive
81 Yes Pos Pos Pos Drug clinic Alive
82 (F) No Pos No test Neg GP Alive
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Hepatitis B virus (HBV) infection

Fifty-one of the cohort of 82 gave a history of hepatitis, or jaundice at interview in 

1985, 17 o f these had died by 1995. Fifty-seven (70%) gave a history and have 

clinical evidence o f HBV infection, by 1995,of whom 18 are dead by that year 

(p-0.37).

I'able 7.25: Results of HBV screening and source of clinical support material.

HBV GP Drug services Self-reported Other Total

positive 44 11 2 0 57 (18 dead)

negative 14 3 0 1 I S  (9 dead)

no test or 

no report

6 1 0 0 7 (nil dead)

Total 64 15 2 1 82 (27dead)

Hepatitis C virus (HCV) infection

Twenty-seven of the 82 have a history and clinical evidence of Hepatitis C (HCV) 

infection, of whom 9 are dead However 54 (66%) had not tested or do not have a 

record o f a test result. It should be noted that testing for Hepatitis C antibodies has 

become more widely available since 1995 and further that 27 of the 28 tested for 

antibodies to the Hepatitis C virus are sero-positive. Twenty-two (26.9%) are HCV 

positive o f whom nine are dead (p=0.53).

Table 7.26: Results of HCV screening and source of clinical support material.

HCV GP Drug services Self-reported Other Total

positive 22 5 0 0 27 (9 dead)

negative 1 0 0 0 1 (nil dead)

no test or 

no result

41 10 2 1 54 (ISdead)

Total 64 15 2 1 82 (27dead)
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Human Immuno-deficencey Virus (HIV) infection

Fifty-one of the original cohort of 82 (62%) have a history or laboratory evidence of 

HIV infection, as already stated 21 of whom are dead. Seventeen (21%) had tested 

negative for HIV antibodies, and 14 (17%) have no record of testing, or have not 

sought the test result.

Table 7.27: Results of HIV screening and source of clinical support material.

HIV GP Drug services Self-reported Other Total

positive 39 11 0 1 51 (21 dead)

negative 13 3 1 0 17 (3dead)

no test or 

no result

11 1 1 1 14 (3dead)

Total 63 15 2 2 82 (27dead)

Twenty-six o f the 27 persons found to be Hepatitis C positive were also HIV positive. 

Forty-two of the 57 persons found to be Hepatitis B positive were also HIV positive.

Table 7.28: Virus sero-status and gender

Gender HIV positive(%) HCV positive(%) HBV positive(%)

Male (n=62) 40 (64.5) 20 (32.3) 45 (72.6)

Female (n=20) 11 (55) 7(35) 12(60)

Total (n=82) 51 (62) 27 (34) 57 (70)

The level of these various infections in both male and female are similar, and are 

independent o f gender.

Comparison of the rates of HIV sero-positivity for the same study cohort 

reported at different laboratories or treatment centres.

HIV testing was introduced into Ireland in October 1985 and was undertaken by the 

Virus Reference Laboratory (VRL) as a national service. All treatment centres and 

agencies forwarded blood samples to the VRL for HIV antibody testing. As the 

demand for, and the volume of, HIV testing increased a number of hospital
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laboratories began to perform their own testing. However in order to retain a central 

register o f positive findings sera that tested positive is forwarded from these 

laboratories for re-testing and confirmatory tests. The first test performed is the 

ELISA’S test and if positive a further confirmatory test, the LINE ASSAY test is 

undertaken. A positive test is only given if both tests are reported as positive. This 

ensures a high specificity.

In October 1994 the names and dates of birth of the study cohort (n=82) were 

forwarded to the VRL to check for HIV sero-positivity. As individual results are 

confidential to the patient or referring doctor the VRL would only release total figures 

for anyone year. See table 7.29 below.

Table 7.29: M QF study cohort — results o f HIV testing by year at the VRL

Year Number positive

1985 6

1986 7

1987 4

1988 2

1989 3

1990 2

1991 1

1992 1

1993 2

1994 1

Total 29

The total numbers, who were found to be HIV positive according to the VRL data, are 

29 persons.

The same information, that is names and dates o f birth, about the study cohort (n=82) 

was forwarded to the HIV medical service in St James’s Hospital and a total o f 39 

individuals were found to be HIV sero-positive.

On reviewing the medical records of the MQF study cohort held in Trinity Court 

(n=78), it is found that 41 of the cohort are recorded as being HIV sero-positive.

As shown earlier at interview and from the researchers practice records the researcher 

determined that 51 o f the study cohort of 82 persons are HIV positive. See table 7.30
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Table 7.30 Numbers of the study cohort recorded to be HIV positive at the 

different agencies.

Agency Virus Reference 

Laboratory

HIV clinic 

St James Hospital

Trinity

Court

MQF cohort 

1995 (Study 1)

Numbers 

HIV positive

29 39 41 51

There is a marked difference in the numbers identified as being sero-positive at the 

different agencies, ranging from 29 to 51 persons. The researcher was not allowed 

access to the VRL or the HIV clinic data for reasons o f confidentiality but was 

allowed access to the Trinity Court records under the clear undertaking to respect any 

one individuals confidentiality, as detailed previously. There are ten persons 

identified as HIV positive in 1995 (see table 7.30) but not known to be positive (n=8) 

in the records o f Trinity Court, or not to have a record (n=2) in Trinity Court. These 

ten individuals’ questionnaires were examined to determine where they underwent the 

HIV antibody test. Five of these individuals tested outside of Ireland and the other 

five tested with their ow'n general practitioner or with the prison authorities. Of the 

five tested outside o f Ireland two had died by 1995, o f HIV related causes and three 

now attend specialist HIV services in Britain. The remaining five tested in the early 

years after 1985 with their GP’s or whilst in prison. Three of these five were dead by 

1995 and the other two are having shared care, between their GPs and specialist 

hospital clinics for HIV related problems. Therefore the figure of 51 HIV positive 

individuals out o f the original cohort o f 82 is the more reliable figure.

Other Medical Problems:

Hospitalisation

Forty-nine (98%) o f the fifty surviving members o f the cohort, who were interviewed, 

have been in-patients in hospital. Twenty-four (48%) o f them in the last twelve 

months, 12 of these 24 had two or more admissions in that year.

Medical Treatment

Thirty-seven (74%) o f the surviving cohort were receiving some form of medical 

treatment at the time of the interview, 28 (56%) were on a drug treatment programme.
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• In treatment (generically) n = 37 (74%)

• Drug treatment programme n -  28 (56%)

• Medical treatment, for one or more medical conditions n = 30 (60%)

• Psychiatric treatment n= 7 (14%)

• Treatment for HIV disease n = 25 (50%)

Medical problems:

HIV disease, 29 (58%) of the fifty interviewed are known to be HIV positive and 25 

of this number are getting treatment for HIV disease. Five are not in any treatment 

programme. Other medical problems include asthma/bronchitis (n=7), peptic ulcer 

disease (n=3), gynaecological problems (n=3), deep vein thrombosis (n=2), epilepsy 

(n=l), cirrhosis (n=l), alcoholism (n=l), valvular heart disease (n=l) and pulmonary 

tuberculosis (n=l).

Opiate detoxification programme:

Twenty-nine (58%) of the group have been on one or more detoxification 

programmes in the last ten years. Eight of the 21 who have not had a detoxification 

programme were on a methadone programme or using “street heroin” at the time o f 

interview.

Conclusions

Fifty-seven (70%) o f the original cohort is Hepatitis B positive, 51 (62%) are HIV 

positive and 27 (33%) are Hepatitis C positive. (This last percentage figure will 

probably be much greater when more o f the cohort undergo HCV testing.) There are 

high levels o f blood borne virus infections in this cohort, which are related to their 

method o f drug use.
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Study 1 (d): Behavioural changes in the cohort over a ten-year period

The objectives o f this study are to determine;

• the extent of any current risk behaviours such as drug use, injection equipment 

sharing and unprotected sexual practices.

• to determine any modifications that have been made in the ten-year period since 

the advent of HIV testing.

Fifty o f the fifty-five surviving members o f the original cohort were re-interviewed in 

1995. The answers to those questions related to risk behaviour changes are collected 

in the following tables. The fifty people interviewed are made up of 35 (70%) males 

and 15 (30%) females.

Table 7.31 shows the use o f drugs in prison since 1985

Table 7.31: Use of drugs in prison since 1985.

Prison Yes

Number %)

No

Number (%)

Total

Ever in prison 42(84)

(33 m, 9 f)

8(16) 

(2m, 6 f)

50 (100) 

(35m ,15f)

In prison since 1985 29 (58)

(23 m, 6 f)

21 (32) 

(1 2 m ,9 f)

50

(35m ,15f)

Drug use in prison 

(since 1985)

22 (34) 

( I8 m ,4 f)

28 (56)

(17 m, 11 f)

50

(35 m,15 f)

Injection equipment sharing 

In prison(since 1985)

14 (28) 

(1 0 m ,4 f)

36 (72)

(25 m, 11 f)

50

(35m ,15f)

Twenty-nine (58%) of the surviving cohort had been in prison since 1985 and 22 of 

them had used drugs whilst there. Fourteen o f them admitted to sharing injection 

equipment during this time. This shows a high degree o f risk behaviour, that is 

injecting and equipment sharing, amongst those o f the cohort who had been in prison.
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Table 7. 32: Use of Drugs since 1985

Drug use behaviour Yes

Number (%)

No

Number (%)

Total

Currently using any opiates 

(1995) including methadone)

29 (58)

(19 m, 10 f)

21 (42)* 

(16 m, 5 f)

50 (100%) 

(35 m,15 f)

Currently on a methadone 

programme

24(48)

(14 m, 10 f)

26 (52)

(21 m, 5 0

50

(35 m,15 0

Currently using street drugs 

(heroin)

13(26)

(10 m, 3 f)

37(74)

(25 m, 12 f)

50

(35 m,15 f)

Injection equipment sharing 8(16)

(5 m, 3 f)

42 (84)

(30 m, 12 f)

50

(35 m,15 f)

Injection equipment sharing 

in the last 5 years

18(36)

(10 m, 8 f)

32 (64)

(25 m, 7 f)

50

(35 m,15 f)

Use a needle exchange 22 (44)

(15 m, 7 f)

26 (52)

(18 m, 8 f)

50

(35 m,15 f)

Family history of drug use 

(that is sibling drug use)

32 (64)

(21 m, 11 f)

18 (36) 

( 1 4 m , 4 f )

50

(35 m,15 f)

Drug use in pregnancy 10(66.7) 5(33.3) 15 f

* Abstinent from drug use (see 'No' column above) means abstinent from  drug use for 

at least one months duration.

Twenty-nine (58%) o f the group continue to use opiates in 1995 and of these 24 were 

on a methadone programme. However eight o f this group o f 24 persons admitted to 

using ‘street drugs’ whilst on a methadone programme, that is one in three persons 

on a methadone programme felt the need to use heroin or other opiates on top of 

those prescribed for them. In total 13 (26%) were using street drugs, that is heroin. 

Only eight (16%) persons admit to sharing needles in 1995, but 18 (36%) have 

shared needles in the previous five years. The dangers o f infection, through sharing 

injecting equipment, were well known to the majority of drug users by 1990. 

Twenty-two of the 29 who have been in prison since 1985 have used heroin whilst in 

prison and 14 of these 22 shared needles whilst in prison.

Thirty-two (64%) gave a history of a sibling with a drug use problem.
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Table 7.33: Sexual Practices

Sexual practices Yes

Num ber (%)

No

Number (%)

Total

Currently in a sexual 

relationship

30 (60)

(22 m, 8 0

20 (40)

(13 m, 7 f)

50 (100) 

(35 m,15 f)

Use any form of 

contraception

26 (52) 

( 1 7 m , 9 f )

24 (48)

(18 m, 6 f)

50

(35 ni,15 0

Use condoms 22 (44)

(16 m, 6 f)

28 (56%) 

( 1 9 m , 9 f )

50

(35 m,15 f)

Change in sexual habits 

since HIV

24 (48)

(15 m, 9 f)

26 (52)

(20 m, 6 f)

50

(35 m,15 f)

Twenty (40%) were not in a sexual relationship at the time o f interview. However all 

but two o f the cohort had one or more sexual relationships in the last ten years.

Table 7.34: Sexual partners (1986-1995)

Number of partners 

Between 1986 and 1995

N um ber (% ) Gender

None 2 (4  ) ( I m ,  I j )

One 23 (46) (13m, 10j)

Two 10(20) (7m,3f>

Three 2 (4 ) (1 m, W

Four, or more 13(26) (13 m, Of)

The males had more sexual partners than the females in the decadc 1986-1995, 

eleven (73.3%) females have remained monogamous or have had no partner, only 

four (26.6%) females have had more than one partner in the decade.

One male claimed to have had 60 and another that he had over 100 partners in the 

decade.

Condom use

Twenty-two (44%) in total say that they use condoms, but when asked if  they 

'alw ays' use them only 11 replied affirmatively, the other 11 use them 'som etim es'.
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However three o f the 28 who rephed that they did not use condoms also claimed to 

use them 'som etim es'. When asked why they only 'som etim es or never' use 

ccndoms eight replied that they 'did not like using them ', all male, five replied that

there was no risk to them ' and a further four replied that their partner did not like

tham', all female.

Gender issues

W omen were more likely to use some form o f contraception, that is nine (60%) o f  the 

women used some form o f contraception compared with 17 (48%) o f the men, 

al'.hough this is not statistically significant (chi2 = 2.16, p=0.14).

Only six (40%) o f women used condoms, however when asked why they do not use

them four o f the remaining nine said their male partner did not like to use them.

Only 16 (46%) o f the men say they use condoms, at any time.

In the decade since 1985 the women were more likely than the men to have changed 

sexual practices to less risky ones. Nine (60%) o f women have changed sexual habits 

and 15 (43%) o f men have changed sexual habits.

Of the 24 who have changed sexual habits seven have had fev»er partners (3 males, 4 

females). Two have become abstinent (1 male, 1 female), and 15 now use condoms 

(11 males 4 females).

Other Risk Factors

Ten (67%) o f  the women admitted to using heroin during pregnancy.

Hepatitis B: Thirty-six (72%) o f the cohort o f 50 persons is Hepatitis B positive, and 

12 (24%) is Hepatitis B negative.

Hepatitis C: N ineteen (38%) o f  the cohort is Hepatitis C positive and one (2%) is 

Hepatitis C negative. Thirty (60%) did not test or no result is available.

O f note 17 o f those 19 persons who are Hepatitis C positive are also HIV positive.

HIV: Twenty-nine (58%) o f the group are H W  sero-positive, 12 (24%) are 

HIV sero-negative and nine (18%) did not test or did not want their test result. 

Seventeen o f the 29 who are HIV positive have used heroin in prison since 1986, this 

is statistically significant (p = 0.0081). Further 11 o f  those 17 have shared needles in 

prison in the decade since 1986.
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Twenty-four (83%) o f those known to be HIV positive are also Hepatitis B positive 

and this again is statistically significant (p = 0.016).

Again 24 (83%) o f those known to be HIV positive were using opiates at the time of 

interview (p value < 0.001), and 20 (69%) o f these are on a methadone programme, 

fen HIV positive persons were using street heroin and o f these 10 using street heroin 

6 are also on a methadone programme.

Fifteen (51.7%) HIV positive persons were in a sexual relationship at the time of 

interview, this is statistically significant (p = 0.02).

Conclusions

Whilst there is some evidence that this cohort is limiting risk behaviours there is still a 

high level o f such behaviours.

The women are more likely to use some form o f contraceptive measure, but use fewer 

condoms than the males. I'h is is due to their male partner’s apparent unwillingness to 

use condoms. Women are also more likely to have changed sexual practices than the 

males.
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Study 2: Are the MQF drug users different to their Dublin peers?

I'he objectives are to measure any differences between the index Merchant’s Quay F 

(MQF) cohort and other Dublin drug users, known to the drug treatment services in 

1985. A random sample of one hundred drug users from Dublin, but excluding any 

from the Merchant’s Quay F Ward, were identified from the records of Trinity Court 

in the year 1985 and form the I’rinity Court (TC) cohort. The areas studied were the 

socio-demographic characteristics, drug use history, viral infections including HIV 

and mortality.

Table 7.35: Socio-demographic characteristics
Date of birth Trinity Court 

Cohort
MQF Cohort Comments

1950 and before 
1951-55 
1956-60 
1961-65 
after 1965

I'otal

4 (4%)
13 (13%)
21 (21%)
40 (40%) 
12(12%)

100 (100%)

I (1.3%)
II (14.1%) 
23 (29.6%) 
42 (53.8%) 
1 (1.3%)

78 (100%)

38% of the Trinity Court 
cohort were 25 years or 
more in 1985.The MQF 
Cohort is older. 45% were 
25+ years in 1985 
However this is not 
statistically significant 
(chi2=3.76,df=4,p=0.440).

Gender

Male
Female
Total

80 (80.0%) 
20 (20.0%) 
100(100%)

59 (75.6%) 
19(24.5%) 
78 (100%)

Gender breakdown is 4:1 
in the TC cohort and 3:1 
in the MQF cohort. This is 
not statistically significant. 
(chi2=0.4S7,df=l,p=0.485)

First Address From most Dublin 
Postal districts.

From MQF Ward, 
Dublin 8.

Last Address

Total

88 (88%) Dublin 
10(10%) in the UK 
2 (2%) other 
100(100%)

74 (95%) Dublin 
4 (5%)in the UK

78 (100%)
Civil Status

Single 
Married 
Co-habiting 
Other (separated, 
widowed, other) 
Total

57 (57.0%0 
20 (20.0%) 
16(16.0%) 
7 (7%)

100(100%)

32 (41.0%) 
24 (30.8%) 
12(15.4%) 
10(12.8%)

78 (100%)

More members of the 
MQF Cohort are married. 
This Is to be expected, as 
they are older, however 
the differences in the 
groups are not significant 
(chi2=5.857, df^3, p^O.119)
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Table 7.35 cotinued.

Trinity Court Cohort MQF Cohort Comments

Number of children

Nil
One
Two
I'hree or more 
[Not recorded]

Total

12(12.0%) 
18 (18.0%) 
15 (15.0%) 
13 (13.0%) 
[42 (42.0%)]

100(100%)

5 (6.4%)
18 (23.1%) 
12(15.4%) 
18(23%)
[25 (32.1%)]

78 (100%)

Total number of children 
born to the TC cohort is 
89 per 100 persons.
Total number of children 
in the MQF cohort is 112 
per 78 persons. The 
differences are not 
signiHcant (chi2=3.805, 
df=3, p=0.283)

Employment

In work 
Unemployed 
[Not recorded] 
Total

17(17.0%) 
74 (74.0%) 
[9 (9.0%)] 
100(100%)

4(5.1% )
58 (74.4%) 
[16(20.5%)] 
78 (100%)

Less of MQF Cohort in 
employment, however 
this is not significant 
(chi2=4.658, df=l, 
p=0.031)

Prison Record

Yes
No
[Not recorded] 
Total

65 (65.0%) 
13 (13.0%) 
[22 (22.0%)] 
100(100%)

60 (76.9%) 
14(17.9%) 
[4 (3.1%)] 
78 (100%)

More of the MQF Cohort 
had a prison record, 
however this is not 
statistically significant 
(chi2 = 0.132, d f=  1, 

0.7170)

The MQF cohort is slightly older than the TC cohort is, and the gender breakdown is 

3:1 male to female in the MQF cohort and 4:1 in the TC cohort. There is little 

difference in the last known address o f either group in that the majority o f both groups 

stayed in Dublin, with 12% of the TC cohort moving out o f the country compared 

with 5% of the MQF cohort.

More of the MQF group are married, that is 31% compared with 20% (TC cohort), 

they have more children, less work experience and more o f them have been to prison. 

However none o f these differences are statistically significant, therefore as far as 

broad socio-demographic characteristics are concerned the MQF cohort is similar to 

other drug users o f the same era. This supports previous studies that show Dublin drug 

users largely came from a relatively deprived background, with little work experience 

and a probability o f a prison sentence.
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Drug use history

The two cohorts have a similar history o f age of first illicit drug use (see table 7.36), 

however the MQF cohort started using heroin at an earlier age (see table 7.37). This 

difference is statistically significant (p = 0.03). The MQF cohort also started to attend 

the drug treatment centre at an earlier time than the TC cohort did. This probably 

reflects their earlier start in using heroin (see table 7.38)

There is no statistical difference between the two cohorts as to their last year of 

attendance at the drug treatment centre, however 40% of the TC cohort had not 

attended since 1985 compared with 24.4% of the MQF cohort. This was the only drug 

treatment centre until 1993 and one of it’s functions since then is to keep a central 

register of those in treatment for drug problems. The individuals in the TC cohort who 

did not attend since 1985 were not on this register in 1995.

More women in the MQF cohort have a recorded history o f drug use in pregnancy 

than in the TC cohort, that is 12 (63.3%) in MQF cohort compared with? (35%) in the 

TC cohort. The figures, however, are too small to show any statistical difference.

Table 7.36 Age of first illicit drug.
Trinity Court cohort M QF cohort Commeiit

1 0 - 1 4  years 16(16%) 11 (14.1%) There is no significant statistical 
difference between the two groups 
as to the age at which first illicit 
drug use took place. (  chi2 = 6.80, 
d f=  3 andp.=.0.078)

1 5 - 1 9  years 51 (51%) 53 (67.9%)

20 -  24 years 24.(24%) 12(15.4%)

25and over 09 (9%) 02 (2.6%)

[Total] [100.(100%)] [78 (100%)]

Table 7.37 Age of 1̂ * heroin use
Trinity Court cohort MQF cohort Comment

10 -  14 years 04 (4%) 01 (1.3%) The MQF cohort started using 
heroin at an earlier age than the TC 
cohort did. 66.7% by the age of 20 
years compared to 53"/o. This is 
statistically significant 
(cfti2 = 8.73, d f  = 3 andp  = 0.033)

1 5 - 1 9  years 49 (49%) 51 (65.4%)

20 -  24 years 32 (32%) 23 (29.5%)

25 and over 15 (15%0 03 (3.8%)

[Total} [100 (100%)] [78(100%)]
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Table 7.38; Year first attended drug treatment centre
Trinity Court Cohort M QF Cohort Comments

1974- 1978 

1979- 1983 

1984- 1993

4 (4%)

47 (47.0%)

49 (49.0%)

Total 100 (100%)

8(10.3%)

61 (78.2%) 

9(11.5% )

Total 78 (100%)

88.5% of M QF cohort had 
attended by 1984, where as only 
50% of the
TC cohort had attended. This is a 
statistically significant difference 
( chi2 = 28.94 ,d f=  2 and
p  < 0.001)

Table 7.39: Year last attended drug treatment centre
Trinity Court Cohort M QF Cohort Comments

Pre 1986 

1986- 1990 

1991 - 1995 

[Total]

40 (40.0%) 

26 (260%)

34 (34%) 

[100(100%)]

19(24.4%) 

22 (28.2%) 

34 (43.6%) 

[78 (100%)]

There is no significant 
difference between the two 
groups as regards to their last 
attendance at the drug 
treatment c e n tr e .chi2 = 4.32, 
d / = 2 a n d p  = 0.11)
However 40% of the TC 
cohort have not attended since 
1985, where as this figure 
drops to 24.4"/o for the MQF 
cohort.

Virus infections.

There is a greater number o f the MQF cohort with a history of jaundice compared 

with the TC cohort, 45% of MQF cohort with 29% of TC cohort. This is reflected in 

the numbers who are sero-positive for hepatitis B antibodies, 57.6% in MQF cohort 

compared with 32% of TC cohort. The difference is statistically significant 

(p=0.003).

In both groups there is a high number of tests recorded for hepatitis B antibodies, 

which reflects the routine nature o f such tests on attendees at the clinic.
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Table 7.40; History of virus infections
History of jaundice Trinity Court 

Cohort
MQF Cohort Comment

Positive 
Negative 
[Not recorded] 
{Total}

29 (29%) 
55 (55%) 
[16(16%)] 
[100]

35 (45%)
24 (31%)
[19 (24.4%)] 
[78 (100%)]

The MQF cohort have a 
stronger history of 
jaundice, which is 
statistically significant 
(chi2 = 8.62, d f = 1,p  = 
0.003)

Test for Hepatitis B

Tested 
No test
[Not recorded] 
[Total]

85 (85%)
4 (4%) 
[11(11%)] 
[100(100%)]

71(91%)
1 (1.3%)

[ 6 (7.7%)] 
[78 (100%)]

There is a high level of 
test requests recorded 
for both groups, which 
reflects the routine 
nature of such tests in 
the clinic. There is no 
significant difference 
between the groups.
( chi2 1.28, d f = l ,  and 
the p = 0.259)

Result of Hepatitis. B test

Positive
Negative
[No test or record]
[Total]

32 (32%)
50 (50%) 
[18(18%)]
] 100 (100%)]

45 (57.6%)
25 (32.1%)
[ 8(10.3% )] 
[78 (100%)}

57.6% of the MQF 
cohort are sero-positive 
for the Hepatitis B 
virus, as compared to 
32% of the TC cohort 
This is statistically 
signiHcant
(chi2 = 9.64, df=  1 and 
the p = 0.002)

Test for Hepatitis .C

Tested 
No test 
Not recorded 
Total

14 (14%) 
5 (5%) 

81 (81%) 
100

6 (7.7%)
2 (2.6%) 

70 (89.7%) 
78

The routine testing for 
Hepatitis had only been 
introduced into this 
service in 1994? 
Therefore there are too 
few recorded to make 
any comment.

Result o f Hepatitis C test

Positive 
Negative 
Not recorded 
Total

12 (12%) 
1 (1%) 

87 (87%) 
100

6 (8%)
1 (1.3%) 

71 (91%) 
78

See comment above. 
There are only 20 
records of Hepatitis C 
tests between the two 
cohorts of which 18 are 
sreo-positive. This is an 
early indication of the 
high level of hepatitis 
infection amongst 
injecting drug users.

113



Table 7.40: continued.
Test for HIV Trinity Court 

cohort
MQF cohort Comment

Tested 
No test
[Not recorded] 
[Total!

48 (48%)
7 (7%)
[45 (45%)] 
[100]

53 (67.9%) 
02 (2.6%) 
23 (29.5%) 
78

A greater % of MQF has 
been tested, but this is not 
statistically significant. 
(chi2 = 3.025, d f = l  and
p = 0.082)

Result of HIV test

Positive 
Negative 
Not recorded 
Total

20 (20%) 
27 (27%) 
53 (53%) 
100

41 (52.6%) 
12(15.4%) 
25 (32.0%) 
78

There is a significant 
difference in the level of 
HIV infection recorded in 
the two groups. 52.6% of the 
MQF group are HIV 
positive as compared to 20% 
in the TC group. (chi2 = 
12.68, d f = l , p <  0.001)

Drug use in pregnancy

Positive 
Negative 
Not recorded 
Total

7 (35%) 
4 (20%) 
9 (45%) 
20

12(63.1%0 
01 (5.3%) 
06 (31.6%) 
19

There are more women who 
had a recorded history of 
drug use in pregnancy in the 
MQF group but the 
numbers are to small to be 
of any significance.

Comments:
53% of the MQF Cohort tested positive for HIV compared with 20% of the Trinity 

Court Cohort. However, for 53 of the 100 of the Trinity Court cohort there was no 

record of any test or result. Therefore 20 o f the 47 o f the Trinity Court cohort, who 

were tested for HIV infection and for whom there are documented results, tested 

positive (43%).

41 of the 53 of the MQF group were HIV positive (77%).

More females in the MQF Cohort used drugs during pregnancy.

Table 41: Deaths
Deaths Trinity Court Cohort MQF Cohort

Yes 14 (14%) 14(18%)
No 30 (30%) 31 (40%)
Not recorded 56 (56%) 33 (42%)
Total 100(100%) 78 (100%)
Year of death
1 9 8 5 - 1989 3 2
1990 -  1995 inclusive 7 10
Year not recorded 3 2
Total 14 14

114



Summary

The medical records held in Trinity Court Drugs Treatment and Advisory Centre 

show that the MQF cohort is slightly older than other Dublin opiate users who 

attended the service in 1985. The gender breakdown is similar. The MQF Cohort are 

less likely to have left the country since 1985, more o f them are married. They have 

more children, are less likely to be employed and a greater percentage hold a prison 

record.

The members o f the MQF group were known to the Drug services from an earlier 

time, and are more likely to have attended over a fifteen-year period. They were more 

likely to have used illicit drugs, used them at an earlier age, and they w'ere more likely 

to have used heroin at an earlier age.

Medical history:

More of the MQF group gave a history of jaundice and more had been tested, and 

were positive for Hepatitis B. Only a small percentage o f both groups were recorded 

as having had a blood test for Hepatitis C. Those who did test were more likely to be 

positive for the Hepatitis C virus.

More females from the MQF group gave a history o f drug use during pregnancy. 

There were an equal number of deaths recorded in both groups, however in both 

groups there are large numbers where there is no record.

Forty percent (40%) o f the Trinity Court cohort have not attended since 1985, and 

24% of the MQF cohort have not attended since this time.
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Study 3 : To compare and contrast the experience of the index cohort to others 

from the same community, within the same age range, who were non-drug users 

in and before 1985

The objectives o f this study are to estabhsh any differences between the index cohort 

(MQF cohort) and an age-matched sample o f non-opiate users drawn from the same 

community (comparison cohort). The population o f Merchants Quay F Ward, between 

the ages o f  15 and 34 years, is 984 persons in 1986, according to the census figures. 

(C .S.0.1986)

The comparison cohort is made up o f all the non-opiate users, within the same age 

range as the index cohort, from the Merchants Quay F Ward who attended the 

author’s medical practice in 1985. This numbers 201 persons, that is 201 o f  984 or 

20% of the Ward population between the ages o f 15 and 34 years attended the 

author’s practice in 1985.

Table 7.41: This table compares the socio-demographic characteristics o f the MQF 

cohort (cases) the comparison cohort (non-opiate users) and the census figures (1986) 

for the MQF Ward 

(See overleaf)
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Table 7.41:Comparison of socio-demographic characteristics of MQF cohort, 

comparison cohort and the Ward (MQF).

MQF cohort

cases (%)

Comparison cohort 

non-opiate users ’85 (%)

Ward Census figures 

1986(15-34 years)

Total 82 (100) 201 (100) 984 (100)

Male 62 (76) 103 (51) 402 (41)

Female 20 (24) 98(49) 582 (59)

Age 1985 1985 1986

15-24 years 47 (57) 93 (46) 472 (48)

25-34 years 35 (43) 108 (54) 512(52)

Employment

At work 10 (12.2) 70 (35) 420 (42.6)

job seeker 6(7.3) 39(4 )

Unemployed 50(61) 73 (36.3) 205 (21)

Student 102(10)

House duties 15 (18.3) 45 (22.3) 204 (21)

Unable to work 1 (1.2) 4 ( 2 ) 14 (1.4)

No record 9 (4.4)

Marital status 1985 1986

Single 61 (74.4) * 596 (60.6)

Married 12(14.6) * 357 (36.3)

Separated 8 (9.8) * 3 0 (3 .0 )

Widowed 1(1.2) * 1(0.1)

Total 82(100) 984(100)

*There are no accurate figures for this comparison cohort for 1985 or 1986.

The marital status o f individuals has been updated in their medical records as they 

attend the practice, and as 60% of this group have attended in the last five years it is 

not possible to be certain of their status in 1985.

The majority o f the comparison cohort, that is 180 of the 201, had an address in St 

Teresa's Gardens, the local authority flat complex in the Ward. All were from the 

Ward. Eighty-one o f the 82 opiate users from the MQF cohort also had an address in
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Si I'eresa's Gardens. The majority o f both groups came from the same community 

within the Ward, that is St Teresa’s Gardens and therefore shares the same socio- 

demographic profile.

In the comparing the three groups the male to female ratio is closer in the comparison 

and the census figures ( chi2=7.37, df=l and p=0.007 ), however these two groups are 

significantly different to the ratio pertaining in the MQF cohort group.(chi2= 14.22, 

d f= l, p< 0.0001). This probably reflects the fact that young males are greater risk 

takers than their female peers.

General practice workload studies have shown that there is a higher attendance rate 

amongst females then males in this age range (Fry J. 1979). However attendance rates 

are not the same as registration and it might be that the higher percentage o f males in 

the comparison cohort compared to the census figure is more a reflection o f the 

particular GP practice patient profile. This practice had a large number o f patients, 

over 3,000 who are covered by the General Medical Services. The majority o f its 

workload is made up o f patients entitled to care under this scheme. By definition they 

are o f low income and have a higher level o f medical and social morbidity than do the 

rest o f the general population. The first name on the medical card is the head o f the 

household and so many men would be registered with the practice but would not have 

attended regularly (Lyons).

Table 7.42: The outcomes of certain key behaviours in the MQF cohort and the 

Comparison cohort

Merchants Quay F 

Cohort

Comparison Cohort

Opiate drug use 82 (100%) 8 (4%)

HIV infection 51 (68%) 2(1%)

Mortality 27(33%) 4(2%)

Total 82 (100%) 100(100% )
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lught individuals, out o f the comparison cohort, have a recorded problem with 

opiate drug use since 1985. One female used opiates occasionally in 1984 but was 

not identified in the original study. The other seven started drug use since 1985 

(5 females, 2 males)

Only two persons from the comparison cohort are known to have HIV infection.

The source o f  HIV infection in the first case is most likely to be through the sexual 

route, as this man has a history o f sex with other men. The second case was probably 

infected through injecting drug use.

Four o f the comparison cohort (2 males and 2 females) is known to have died by 

1995. Both females died o f neoplastic disease, one male from acute ischaemic heart 

disease and one committed suicide.

Summary

The total number o f persons with detailed records from the comparison cohort and the 

index cohort amounts to 283, all in the age-range 15 year -  34 years.

There were 984 persons in this age range in the W ard in 1986 (Census figures 1986). 

This represents 29% o f the Ward population (age range 1 5 - 3 4  Years).

I'he majority o f  the comparison cohort and the index cohort (MQF cohort) all lived in 

the one local authority-housing complex and therefore share certain social and 

physical influences. However their experience with drug use, HIV infection and 

mortality are markedly different. The markedly increased level o f HIV infection and 

mortality in the index cohort (MQF cohort) result from injecting opiate use.

Conclusion

The high levels o f HIV infection and mortality in the MQF cohort are as a result o f 

injecting drug use.
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Chapter 8

Discussion

“Science is always a socially negotiated and socially interpreted endeavour. ”

"We should he aware that sometimes underneath the cool description o f  scientific 

research and i t ’s brilliant discoveries, there are intense human dramas. ”

Peter Gould (1993). “ I'he Slow Plague”

The thesis describes the emergence and consequences of illicit drug use in one Dublin 

community between the years 1979 and 1995. It comprises of a longitudinal 

descriptive study (study 1), which is supported by two comparative studies; which 

compares the study cohort with other Dublin drug users (study 2) and a community 

based cohort (study 3). The research was undertaken by a general practitioner and is 

the only such study executed in the Irish context. The researcher’s position as a 

general practitioner, actively serving the medical needs of this community and those 

adjacent to it. brings a unique perspective to both the recognition and identification of 

the major factors associated with what has been described as an “epidemic of heroin 

use”. (Dean G. (ii) 1985) To understand how this study adds to the body of knowledge 

and understanding o f problem drug use within Dublin it is necessary to recognise the 

unique role of the general practitioner within the practice of medicine. Further it is 

important to recognise the potential of the research methods used to ask significant 

questions of people and conditions, not immediately available to other researchers but 

accessible through the particular vantage point o f general practice.

The Work of General Practice

In 1974 a group of family doctors drawn from the academies of general practice from 

twelve European nations met in Leeuwenhorst to describe the work of the general 

practitioner or family doctor as follows:

“  The general practitioner is a licensed medical graduate who gives personal, 

prim ary and continuing care to individuals, fam ilies and a practice population, 

irrespective o f  age, sex and illness. It is the synthesis o f  these functions which is 

unique...  ”

120



The document then describes this work and where it takes place, it continues: 

"Prolonged contact means he (the GP) can use repeated opportunities to gather 

information at a pace appropriate to each patient and to build a relationship o f  trust 

which he can use professionally... ”

Finally:

"He will recognise that he has a responsibility to the community. ”

The Leeuwenhorst description has been followed by a statement from the World 

Organisation o f National Colleges, Academies and Academic Associations o f general 

practice/family physicians (WONCA 1991) and by the Royal College of General 

Practitioners which published a report “The Nature o f General Practice”(RCGP 1996). 

These statements reflect the changing nature o f general practice, however the 

Leeuwenhorst definition is still closest to the reality o f Irish general practice. The 

Leeuwenhorst description, o f which only selected parts are reproduced here, is still 

widely accepted within Europe as the definition of the work of general practitioner 

(Leeuwenhorst 1974).

The selected parts quoted above show that general practitioners, through their work 

over many years with individuals and families from a defined geographical area, are 

in a unique position to witness the unfolding o f ill-health and disease from its earliest 

manifestations through all stages until resolution or death. The GP is also witness to 

the psychosocial effects o f illness on the individual, his or her family and its effects 

on the wider community. Therefore the general practitioner is able to bring a unique 

perspective to the epidemiology o f certain diseases and disorders. Marinker in an 

article on “Medical Practice” in the British Medical Journal states:

"The medicine o f  general practice has to be most closely applied to the configuration 

o f  the culture which it serves. " and further “ general practitioners (who) work on the 

boundary between clinical manifestations and the idiosyncratic life o f  our individual 

patients “ (Marinker 1983).

This study is an individual general practitioner's observations on the problems caused 

by illicit drug use first seen in his pracfice in 1979 and systematically recorded since 

that time. The main study instruments used were two similar questionnaires collected 

at two different time periods, ten-years apart.
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Research in General Practice

Individual general practitioners have made significant contributions to various aspects 

of medicine through simple observations over long periods o f time. William Budd, a 

country family doctor first described typhoid fever in 1873 (Budd W. 1873).

James Mackenzie (1853-1925) a general practitioner, who practised in Burnley in the 

heart of the industrial North o f England at the turn of the century, described many 

conditions affecting the cardiovascular system. He did this by careful observations, 

over many years, which he recorded and published in peer reviewed medical journals. 

He received the acclaim of the profession and was rewarded with a position in the 

prestigious Edinburgh medical faculty, his alma mater, and further was appointed 

“Physician to the Queen in Scotland” (Mackenzie J. 1916).

William Pickles was a country general practitioner who served a group of three small 

villages in rural Yorkshire from 1913 until he retired in 1964, six months before his 

eightieth birthday. He made meticulous notes o f observations on a number o f common 

infectious diseases, their incubation period and routes of transmission, over his 

lifetime in general practice. His book describing this work has become a medical 

classic. In the book he describes the work o f a general practitioner as follows:

“ The general practitioner is in the forefront o f  the battle and his experience must 

necessarily be personal and vital. No consulting physician can ever have the 

opportunity to follow  the whole course o f  such a disease as epidemic myalgia in the 

same way as the general practitioner, because o f  the latter’s more intimate 

association with his patients. ’’ (Pickles W. 1939).

William Pickles became the first President of the Royal College o f General 

Practitioners (London) ini 953. He was so honoured by his peers in recognition of his 

seminal work. Another general practitioner W.G. McBride, practising in Australia, 

first pointed to the link between congenital abnormalities in newborn babies and the 

ingestion of Thalidomide by their mothers during pregnancy. His suspicions and 

observations were reported in a letter to the Lancet in 1961. (McBride, W. 1961)

“There is a long tradition o f  recording morbidity in British general practice, which 

has produced impressive evidence about the frequency with which different sorts o f
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illnesses are met by doctors in the community, and we can relate these to base 

populations, so that we may calculate crude measurements o f  incidence and 

prevalence”. (Marinkerl983)

Records of patient’s consultations, made over many years by general practitioners, 

have long been recognised as a potentially rich source o f morbidity data. (Fry J.1979 

Hodgkin K.1978). Several studies have collected information from large numbers of 

general practitioners over long time periods resulting in the accumulation o f very 

significant material, which has contributed to the knowledge about particular 

conditions, and the impact of certain treatments on the community. The best known of 

such studies is the RCGP study on the combined contraceptive pill usage by women 

attending general practice. This study was first started in 1970 and is still collecting 

data. (RCGP 1974)

General practitioners are the main source of data for the National Morbidity Survey in 

Britain, these annual surveys have added greatly to the understanding of ill health in 

the community. (McCormick A. 1995)

General Practice research into problem drug use

In Britain, following the Brain Committee’s recommendations of 1965, general 

practitioner involvement in the treatment, maintenance and care of drug users was 

effectively halted (Stimson & Oppenheimer 1982). The subsequent Dangerous Drugs 

Act o f 1967 gave legislative effect to the Brain Committee’s proposals and led to 

general practitioner involvement being actively discouraged and their role reduced to 

one of referring problem drug users to the drug clinics which were run by specialists, 

usually psychiatrists. These clinics largely offered detoxification to the addicted drug 

users; there was little maintenance treatment offered. (Glanz A. 1994)

In Ireland two services developed; the Drugs Advisory Treatment Centre sited in 

Jervis St Hospital in Dublin which offered medical care and the Coolmine 

Therapeutic Community which offered social and psychological support within a 

‘therapeutic community’, modelled on the ‘Day Top’ organisation in America. Both 

these services advocated ‘abstinence’ as the long-term answer to the drug use 

problem. (Butler S. 1991).

This type of clinic based care for problem drug users was different to the care offered 

in the 1950’s and 1960’s by general practitioners and other doctors. It was more
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concerned with controUing the levels of addiction in society and less concerned in 

responding to individuals wants or needs, that is it was more public health control 

than personal care. Through the 1950’s and early 1960’s the addicts were largely 

middle-class and were addicted usually as a result of therapy prescribed by doctors. 

However by the m id-1960’s the number of heroin users had greatly increased and now 

constituted a “distinct sub-culture within society” (Glanz A. 1994). Prior to the 

Dangerous Drugs Act doctors were free to prescribe with few controls, after the Act 

the clinics took over the responsibility for treating addicted patients. The new 

treatment system was geared to ‘‘social control o f  the addiction" (Stimson & 

Oppenheimer 1982). This clinic based system worked reasonably well up until the 

late-1970’s because as Robertson puts it there was in reality “little problem -  little 

service” (Robertson R. 1994).

Throughout the 1970’s the drug problem increased slowly in Dublin, but was not of 

obvious concern to the authorities, although it was apparent and alarming to local 

community activists (Bowden M. 1982). However by 1979 there was a definite, 

visible and growing problem, which rapidly escalated over the next few years. This 

can be deduced by the increasing number of people charged with possession of heroin 

and the numbers attending the drug treatment centre.

See table 8.1 below:

Table 8.1 Persons charged with heroin offences and persons attending drug 

treatment services by the year (1979 -  1981).

Year Persons charged with 

heroin offences

Persons with heroin problems 

attending drug treatment centre

1979 5 55

1980 47 213

1981 177 417

(Dean G. et al 1983)

The number o f persons charged with possession of heroin increased from five to 177 

in two years, an increase of 35 times. The number attending for treatment at the only 

drug treatment centre in the country increased from 55 to 417 in the same period, an 

increase o f eight times.
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A similar picture was emerging in Edinburgh when the numbers o f injecting drug 

users rose: “from 50 or so to several hundred by 1979" and as in Dublin the 

treatment services were: “unprepared and overloaded fo r  the sudden dem and fo r  

support” (Robertson R. 1990).

In Edinburgh legal sources o f injecting equipment had been available through a 

number o f pharmacies, however, in line with recommendations from the 

Pharmaceutical Association, these outlets ceased to supply drug users -  the last 

supplier closing in 1982 (Robertson R.1994). In Dublin the drug users supply o f 

clean injecting equipment was obtained mainly from break-ins to pharmacies or from 

the casualty departments. There was no experience o f pharmacists selling injecting 

equipment to drug users prior to the 1980’s; however during the early 1980’s one or 

two pharmacies began to sell small amounts o f injecting equipment to drug users 

(Boles J. 1997). In both cities a culture o f injecting drug use was growing in the 

absence o f  any reliable supply o f  sterile injecting equipment.

Robertson has documented the Edinburgh experience with drug use problems from a 

General Practitioner perspective. He practises in one o f Edinburgh’s deprived working 

class areas, an area and a community very similar in profile to the one described in 

this Dublin study. The author has visited Dr Robertson’s practice and observed the 

obvious similarities between the two communities. Robertson’s principal contribution 

was to establish a cohort o f  203 drug users attending his practice in 1985 and to 

follow them since that time. He reported on this study in 1994 (Robertson R. 1994). 

Other Scottish general practitioners have also published studies on drug users 

attending their service, Neville et al reported on three general practice’s experience in 

Dundee and Gruer et al have also reported on methadone maintenance in Glasgow 

(Neville RG.1987, Gruer 1997). Cohen et al described the profile o f 150 drug users 

presenting to a central London general practice and their management between 1988 

and 1990 (Cohen 1992). M artin et al in Bedford reported on 192 patient presenting to 

their practice with drug use problems, the practice having been involved in offering 

maintenance and general care to drug users since 1986 (M artin E.1998).

At the recent world conference hosted by the World Organisation’s o f National 

Colleges and Academies o f  general practice (WONCA) in Dublin (June 1998) there 

were a total o f 17 presentations, from seven different countries, by general 

practitioners on various aspects o f their work with problem drug users (WONCA
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1998 abstracts). Further, there were another 11 presentations on aspects o f HIV care 

in general practice, many of these papers referring to HIV infection in drug users, 

(ibid). Therefore it can be concluded that general practitioners have been offering 

care to drug users and reporting on this care since it became apparent that there was a 

growing problem in the late 1970’s. Often this care was offered in the absence of 

adequate statutory services and sometimes GPs were the only doctors offering care. 

This care was often given against the wishes and advice of other sections of the 

medical profession and opposed by them. General Practitioners have also been 

involved in treating people with HIV disease, often before secondary services were 

instituted, and have recorded their work in the medical journals. This was certainly the 

case in Ireland (Bury G. 1989, 1991).

“A subject is constituted by its research, and this research in turn determines the 

boundaries and configurations o f  the discipline. ” (Marinker 1983).

In summary one o f the essential components of any academic discipline is that it is 

capable of sustaining research into its own area of expertise. This research is essential 

for the critical evaluation o f accepted knowledge and practices. General practitioners, 

by the nature of their work, have a close relationship and frequent contacts with their 

patients, and are therefore ideally placed to observe the natural history of disease or 

conditions as they arise in the individual and in the communities they serve. There 

now exists a substantial international literature of original research from general 

practice that exploits the opportunity of longitudinal research. Further there is now a 

growing literature, emanating from general practice, from those who have been 

involved in all aspects of care o f drug users. The results o f these studies have 

challenged what was accepted 'best' practice and accelerated change in the care and 

our understanding of the nature o f problem drug use. The present study is an 

important addition to the literature, especially in the Irish context, as it is the first 

community based study in Ireland to address the problem of drug use in a defined 

community. The study looks to identify a 'hidden population'; that is one not 

obviously known to or easily accessible to the drug treatment services.
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Methodological considerations:

“ history is nothing more than the thin thread o f  what is remembered stretched out 

over a sea of what is forgotten. " (Milan Kundera 1965. The Joke.)

Self-reported drug use: The question o f the reliability and validity o f  interview data 

obtained from 'deviant populations' has exercised the minds o f  many in the social 

sciences. Deviant refers to any population whose behaviour is illegal or so different to 

their peers that the behaviour or activity is covert. Two differing views are advanced: 

Firstly that 'deviant' groups especially those involved in illegal activities will deny or 

underreport these activities or behaviours (Becker H. 1963). Secondly that in the 

appropriate setting, with a skilled interviewer, the respondent will accurately report 

illegal activities and behaviours (Diskind MM. 1964). Non-medical problem drug use 

is, by its nature, illegal and therefore those who engage in this activity, and who do 

not attend a treatment facility, are not available to the usual research methods and 

instruments. Therefore self-reports are often the only practical means o f assessing 

behaviours (De Irala et al 1996).

Several studies have evaluated the reliability and validity o f self-reported drug use 

(Ball J. 1967, Brown J. 1992& Hyser Y. 1992). M ost o f these studies agree that drug 

users can be reliable informants o f  their own drug use history if  interviewed under the 

right social conditions and that these are ones familiar and agreeable to the 

interviewee. Further that the interviewer is knowledgeable about problem drug use 

and acceptable to the interviewee and finally the interviewer should use a structured 

questionnaire to be consistent and ensure that important questions are asked o f all 

respondents. Ball, writing on this subject, states:

^^they could recall events o f  ten to twenty years ago with surprising a ccu ra cy  and 

^'It appears that the firs t shot o f  heroin or the fir s t fe lony arrest were drastic events in 

the addicts life"' (Ball J. 1967).

In a review article “A digest o f  memory phenomena for addiction research” 

Hammersly states:

“/? is often impossible to observe substance use over time in its natural setting; even 

when possible observation may alter behaviour. Available objective indices o f  use do 

not provide details o f  use pattern over time. Furthermore, some addiction issues are 

not amenable to experimental study. Thus self-reports are likely to remain an 

essential research tool. ” (Hammersly R. 1994).
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1 le points out tiiat self-reported data can producc an over estimate (Skog O. 1993) or 

an under estimate (Poikoainen K. 1983) o f substance use.

I lowever, he recognises; -

"Studies that have attempted to validate self-reported data, have in general found  

self-reports are reliable and often to he more complete than most objective sources, 

such as hospital or police records. ” I'his supported by Collins et al study (Collins JJ. 

1983). Further he adds that if possible: -

"independent contemporaneous sources should be used fo r verification". And 

importantly "that research using self-reported data understands the limits o f  such 

data. ”

Korf in his published thesis “Dutch I ’reat” details two cohort studies, one among 

“Foreign daily opiate uses” in Amsterdam and the second “Heroin Tourists field 

studies” . He describes in detail the methodology used to establish these cohorts and 

their subsequent follow-up over time, that is one to two years. Self-reported reliability 

was tested for “source-demographic variably” and “criminal career” and found to be 

high in both studies. Further he found that reliability for income and expenditure: 

"correspond to each other with sufficient consistence" (K orf DJ 1995).

However consistency in drug career variables was on the low side, but if  a one-year 

margin is allowed: “/7 is enough to satisfy the requirements very well".

The reliability o f self-report o f specific HIV risk drug behaviour has been established 

in at least two studies (M cElrah K. 1994, De Irla J. 1996). However Kokkevi found 

self-report for drug use behaviour was reliable but that HIV and hepatitis sero-status 

were reported less reliably than most other studies (Kokkevi A. 1997).

The current study m ust be measured against the criteria outlined above to determine 

its validity and reliability. In this study there are fifty pairs o f  questionnaires available 

for comparison, com pleted one decade apart. The questionnaire used in 1995 is based 

on the 1985 version but with new questions covering additional areas (Appendix 2). 

However there are 23 key questions which are common to both questionnaires 

covering such topics as personal characteristics, education, prison record, family, 

medical and drug use history with special reference to drug use in pregnancy.

Twenty-seven (54%) o f  respondents gave an identical set o f answers in 1995 to those 

in 1985, or their answers were consistent with time. The only question where there 

was a sizeable disagreement in the answers on the two questionnaires was 'the history
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of drug use', with seven (14%) respondents giving a history of 'first drug used' as 

cannabis in 1985 and as heroin in 1995. This difference could be due to memory 

lapse, as there would be some difficulty remembering events back as far as twenty 

years ago. f’urther cannabis smoking has been regarded as a fairly harmless 

recreational activity for many years; a drug that causes few if any serious problems 

and therefore the respondents might not have thought it worthy of note (Bretcher EM. 

1972).

Sixteen (32%) other respondents gave their 'age of first heroin use' as being younger 

in the 1995 replies than in the 1985 ones. This again might be due to difficulty in 

remembering accurately an event so far removed in time. Alternately that respondents 

in 1995 may have mistaken the date of their 'first illicit drug' use (any drug including 

cannabis) for their 'first use o f heroin', that is the question could have been 

interpreted differently by the respondents than intended by the questioner. In 1985 

the public perception was that the opiate use problem in Dublin was a recent 

phenomenon and so possibly the interviewees responded to what they thought the 

researcher might want to hear -  that is 'acquiescence bias' and therefore gave a more 

recent date of drug use onset. Three (6%) of the respondents who gave different 

replies in the two interviews were ill at the time of the interview in 1995 all of them 

had advanced HIV disease, and this might have had an effect on their ability to recall 

events with accuracy. Each of these three respondents gave two or three answers that 

were at variance with prior answers. In all other cases there was only one answer that 

differed in the two questionnaires. The researcher did not bring the first completed 

questionnaire to the second interview and so was unaware of these discrepancies at 

the time of the second interview.

The method used in the first part o f this study (1985) is similar to other community 

studies conducted in Dublin, for the Medico Social Research Board, in the early 

1980’s (Bradshaw J. 1985). It is the first community based study of problem drug use 

undertaken by a general practitioner in Ireland. The researcher had little difficulty in 

interviewing respondents once they were located; the interviews took place at a time 

and place convenient to the respondent, and at a pace and in a manner most likely to 

put the interviewee at ease. The researcher was initially siuprised by the openness and 

frankness o f the replies of the interviewees and their willingness to answer personal 

questions about themselves and their lives. He was known to nearly half o f the group 

prior to the study, as their family doctor, and was possibly recognised by others as a
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local doctor serving members of their extended family. At the end of the interview a 

number of respondents were asked why they had agreed to be interviewed and it was 

apparent that they had relative trust in doctors in general, but more particularly with 

one who worked within the area

Overall there is a high level of consistency between the fifty paired questionnaires 

taken at a ten-year interval. The figures from this study are similar to those derived 

from the other studies previously cited, so there is good reason to accept that the 

replies to these two questionnaires are valid and reliable.

Natural History

In attempting to describe the natural history and consequences o f injecting opiate use 

in this cohort of drug users, it is necessary to recognise certain limitations when 

attempting to generalise from the study. By its nature this is a study of a select, 

specific group of drug users identified geographically, demographically and in time. 

Care was taken to define the group in terms of a known population -  that is the study 

was confined to one district electoral division for which there are population statistics 

available from the Government Central Statistics Office (CSO 1981).

Eighty-two (80%) out of the identified target group of 103 were interviewed in 1985 

and formed this cohort. The number of non-respondents is 21 (20%). There were 

legitimate concerns that the non-respondents might differ in some important respects 

from those interviewed; such as in their age range or in their drug career histories. 

Local community workers, both professional and voluntary, were o f the opinion that 

the respondents and non-respondents were similar in age, family background, social 

history and drug use history, however, it was felt important that the opinions o f these 

'key informants' should be supported by an independent source. This independent 

source was sought through the records o f Trinity Court where it was found that 20 of 

the 21 non-respondents had a record of attendance.

The records of the non-respondents held at Trinity Court support the 'key informants' 

view that the non-respondents were similar to those interviewed in a number of 

important respects these being age-range, gender balance address and positive history 

o f heroin use by injection. Therefore it can be taken that the interview group is 

representative o f all the drug users in this community at that time (See page 73). 

Further the people living in St Teresa’s Gardens, despite or because o f having many
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social and infrastructure problems, formed a tight-knit community with many of its 

residents being related by blood or through marriage. Three o f the key informants 

who were born in and living within the community had clear insights into all aspects 

o f the community, its people and problems.

It is difficult to be sure that the 103 individuals identified in 1985, who make up the 

target group, were all the drug users in this community. However local knowledge, 

derived fi:om key informants o f whom the author is one, would support this notion. 

Further this contention is supported by “Study 2” in which the researcher reviewed a 

random sample o f all the records of people attending the drug services in 1985 in 

order to identify a comparison cohort o f 100 drug users from Dublin, but from outside 

the Merchants Quay F Ward. O f the 1045 individuals who attended the drug treatment 

services, in the twelve months of 1985, just under half (n=514) of whom attended in 

that year with heroin problems. Twenty-six o f these 514 patients were from the 

Merchants Quay F area and were all knovm to the researcher, that is they were part of 

the original cohort, so there were no new names identified. Since the time o f the first 

study the researcher has identified only one other person who admitted to heroin use 

in or before 1985 from his practice records. This person, a female, reported that her 

drug use in 1985 was only occasional and so she did not come to the attention o f the 

community activists or the treatment services. It is therefore likely that the author 

identified, with the assistance of other key informants, most if not all the individuals 

using drugs during the study period.

Heroin Use Prevalence

The 1985 study provides prevalence figures on heroin use within the electoral ward. 

Merchant’s Quay F, during the period 1979 -  1985. This is based on informafion from 

the 82 respondents with a cross analysis using the relevant census of population 

figures, 1981 (CSO 1981). The study shows the first incidence o f heroin use, from 

within the study group, to have occurred in 1969 and there was a gradual increase in 

this until 1976 when nine (11%) of the 82 respondents were using heroin. After this 

time there was a rapid escalation in heroin use amongst the cohort, numbering 66 

(80%), by 1981. Thereafter there was a dramatic fall in the numbers of new heroin 

users, with only four new users in 1982, two in 1983 and none at all in 1984 and 1985.
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Therefore by 1979 there was already a very serious heroin use problem in Merchant’s 

Quay F, that is there were 45 regular heroin users in this one electoral ward when the 

entire case load o f opiate users attending the Drugs Advisory and Treatment Centre in 

that year was 182 (Trinity Court).

Eighty-one o f the 82 respondents gave an address in St Theresa’s gardens, the only 

local authority housing in the Merchant’s Quay Ward. This is similar to another 

community-based study conducted in two electoral wards in Dun Laoghaire in 1984 

which showed that the majority o f drug users in the area either lived in local authority 

flat complexes or other local authority housing (Power B 1986). Dean et al in their 

study of attendees at the Drugs Advisory and Treatment Centre between 1979 and 

1983, showed that the greatest incidence of “drug abuse” was in the north and south 

central city area o f Dublin. This analysis did not make any distinction between those 

residents in local authority housing or other, private, housing, however these areas of 

the city have large numbers o f public housing projects which were built in or around 

the 1950’s, to replace the older inadequate tenement buildings (Dean G (i) 1985).

The Merchant’s Quay F study clearly demonstrates that in Dublin City, the area and 

type o f housing within it, is an important factor in an analysis of heroin use. The 

social and economic deprivation o f inner city communities and the building o f large- 

scale local authority housing estates should inform a significant part o f a deeper 

analysis o f Dublin’s heroin problem (Joyce & McCashin 1981).

The male to female ratio o f 3:1 is similar to that found by Bradshaw’s 1985 analysis 

of attendees at the Drug Advisory and Treatment Centre (Bradshaw J. 1985). 

However Bradshaw reported a higher prevalence of heroin use amongst females in the 

age range 15-19 years than in males o f the same age in the North Dublin inner-city 

study. This is not replicated in the Merchant’s Quay study for any o f the years studied, 

which shows heroin use in 1979-1981 to be concentrated in the under 25 years age 

groups. In this study there is a high prevalence in males, aged 15-19 years, in both 

1979 and 1981, when the age-specific heroin use prevalence figures were 14.4% and 

16.9% respectively. Both these figures are greater than in Bradshaw's study, for the 

same sex and age groupings, but when the figures for both females and males are 

combined Bradshaw’s age-specific heroin use prevalence figures are greater. This 

figure is 11.9% whereas then the Merchants Quay F figures are 10.7% and 11.2% for 

the years 1979 and 1981 respectively.
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Significantly, while those under 25 years o f age continue to dominate the figures for 

'current' heroin users in 1983 and 1985, there is a dramatic decrease in the numbers 

o f persons under the age o f 20 years initially using heroin. The age-specific heroin 

use figure for males, 15-19 years, had fallen to 6.8% in 1983 and to 0.8% in 1985. 

Clearly after 1981 young people in the 15-19 age group in the Ward did not embrace 

heroin use to the same extent as their older siblings or neighbours in previous years. 

There is a clear fall-off in the extent o f heroin use within the Ward, which starts 

sometime between 1981 and 1983. So by the time of the interview in 1985, some 40 

(49%) of the respondents claim not to have used heroin during that year and 32 of the 

40 had not used heroin for one year or more. The fall-off in the number of first time 

users begins in 1981 and by 1984 this has fallen to zero. Possibly the researcher failed 

to identify them but this is not thought to be likely by him or the other informed 

sources. It is more probable that, by 1983, all the vulnerable youth o f the area had 

already been introduced to heroin; this possibility has been termed “exhaustion of the 

susceptible”, by epidemiologists. (Barry J. 1997) Further the younger siblings o f the 

drug users and their peers could see the damaging effects of drug use and therefore 

were not attracted to such a life-style. Again it may have been due to a lack of supply 

of heroin but there is no evidence from police sources o f a fall off in supply. (Garda 

Siochana 1983) Other factors that might have contributed to this fall off in drug use 

were, firstly that there was a growing awareness in the area of the problems associated 

with drug use not only for the individual, but also their family and the wider 

community. Secondly there had been a revival o f St Teresa’s Gardens Development 

Committee in 1980, which actively fostered local sporting, recreational and youth 

development activities. Lastly a government sponsored training course for 

community/youth leaders was set up in 1982 in order to improve the skills base and 

the effectiveness o f local community leaders.

Alongside the fall in first-time users, between 1981 and 1983, there was also a decline 

in the numbers who continued to use heroin. This may have occurred for reasons such 

as change o f address, police activities and the raising o f public awareness. However, 

a number o f community developments may also have been important in this decline, 

such as the formation of the 'Concerned Parents Against Drugs' group (1983). This 

group tried to encourage drug users into treatment but also acted as a vigilante group 

who targeted those they suspected of drug pushing and expelled them fi-om the
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community (Cullen B. 1992). Other developments include the setting up of the Youth 

Development Project in “The Small Club”, St Teresa’s Gardens in 1983, whose main 

aim was to offer other local youth alternatives to drug use. Finally there was the 

establishment o f a Drugs Counselling service in St Teresa’s Gardens (1983), by the 

Eastern Health Board.

There are no specific prevalence figures for The Merchant’s Quay area after 1985 but 

the researcher is aware that after a fall off in dug use, from around 1983 to 1986, it 

started to become a significant problem once again. Figures from Trinity Court 

support this contention and they show a lull and then rise in drug use across the city 

and in particular in the south inner-city area (Trinity Court).

Changes in the socio-demographic characteristics of the cohort

There are no significant unexpected changes in the socio-demographic characteristics 

of this group over the decade. More are married, some have separated and others are 

widowed. There appears to be an increase in the number o f the cohort who held 

employment since the first interview. However most o f this increase is probably due 

to the fact that some of those who died had their status recorded as employed on their 

death certificates -  even though they had not worked at these jobs for any significant 

length o f time or for many years.

Study 1 shows that the cohort has a socio-demographic profile similar to other 

community studies within Dublin (Dean ‘85 & Power ‘84). The profile is also similar 

to that reported for attendees at the drug treatment centre in 1983 (Trinity Court). The 

male to female ratio is 3:1 for this study. The respondents are mostly from large 

families with concomitant features o f material and social deprivation, such as high 

levels o f paternal unemployment, single parent household and high levels of alcohol 

misuse by one or other parent. There is a history of poor education with only seven 

remaining in school beyond 15 years o f age, and 14 respondents admitting to having 

poor literacy skills. The employment record is equally poor and this does not change 

over the decade.

By 1995, 82% of the cohort had been in prison -  this was four more than in 1985 with 

45% of the cohort having been in prison after 1985. The average length in prison was 

between three and four years (n=3.4years) for those in prison by 1985.If this is costed
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at £42,000 per annum, the cost o f one years confinement in 1994 (Dept o f Justice) this 

amounts to a £10 million bill for the State.

The profile o f the cohort is very similar to that o f M ountjoy prisoners interviewed by 

O ’Mahony in 1986 and again in 1996. O ’Mahony points out that;

‘‘the prison population comes from  five specific areas o f  Dublin noted fo r  severe 

levels o f  socio-economic and cultural deprivation and fo r  other problems such as 

drug abuse and chronic unemployment”

One o f those areas referred to by O ’M ahoney is the south inner city, an area that 

includes the M erchants Quay wards. He also found that one major difference in the 

prison populations in 1986 and 1996 was as a result o f drug use:

“the great increase in the number of prisoners with severe drug problems'’’ (O ’Mahoney 

1996).

The similarity o f  the profile o f the Merchants Quay F cohort to that o f  the Mountjoy 

prisoners is therefore not surprising as many o f the Merchants Quay F cohort were in 

prison at the time o f O ’M ahoney’s study.

Drug Use

All 82 o f  the cohort gave a history o f opiate use by injection, however 40 (49%) 

reported that they had stopped using for at least a month when interviewed in 1985. 

This figure looked promising in 1985, however 63 (77%) o f the cohort had used 

heroin between 1985 and 1994 with 29 (35%) used during 1995. As some o f this 

cohort had died by 1995 this figure o f  35 %, if  measured in tenns o f  those who were 

interviewed (n=50), would be much higher at 58%. That is 58% o f the survivors 

interviewed were still using some form o f opiate in 1995. Twenty-four o f  the 50 were 

on a methadone programm e and the other five were using 's treet' drugs only. These 

figures support the W orld Health Organisation’s contention that opiate addiction is 

“A chronic relapsing condition ” (WHO).

Only 16 (20%) o f  the cohort were abstinent between 1985 and 1995. Ten o f  the 40 

respondents abstinent in 1985 were still abstinent in 1995, two o f these 10 having 

tested HIV positive, one HIV negative and the other seven had not tested or not 

returned for test results. All the respondents who had not tested were offered tests by 

the researcher, at the time o f the 1995 interviews, to be done then or at a time 

convenient to them -  all declined. However it is probable that these seven people are
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uninfected by the HIV virus as they all had stopped drug use before 1983 when it is 

thought that the HIV virus was introduced into the drug using community in Dublin 

(Hillery I 1990).

The picture that emerges from the study is one of long-term opiate addiction in the 

majority of this cohort, with only 16 of this cohort able to be drug free for the decade 

between interviews. Further only nine of these 16 give a history of being free of any 

infections or other physical problem.

Mortality

“The morbidity and mortality associated with illicit heroin use result principally from 

the chemical and microbiological contamination o f  injected substances and 

accidental overdose which is a consequence o f  the uncertainty o f  street-drug 

concentrations. ” (Wolk J et al 1990).

Numerous studies from both Europe and America have shown mortality among heroin 

users to be much higher than amongst their non drug-using peers, by as much as 10 to 

30 times (Perucci C.et al 1991, Eskild A. et al 1993). Korf cites papers from 

Germany, Denmark, Sweden and Netherlands, which confirm these high death rates 

amongst heroin users (Korf D 1995). Studies of cohorts of drug users seen in general 

practice vary in the mortality rates. Robertson an Edinburgh general practitioner 

recruited a cohort o f 203 drug users between 1980 and 1985 from within his practice 

area. This cohort has been followed up since that time and when re-interviewed it 

was found that there had been 40 (19.7%) deaths in the 10 years from 1982. Fifteen 

of these deaths were attributed to overdose and 16 due to AIDS related deaths, the 

other nine deaths are not attributed (Robertson R. 1994). Two other studies from 

general practice, one in London (Cohen 1992) and one in Bedfordshire (Martin 1998) 

give death rates of 2% and 3.8% respectively.

The present study, the only one undertaken in Irish general practice, shows the 

mortality over the 10-year period is 27 (32%). O f interest in the period from 1995 to 

the end of 1998 a further four of the cohort died that is a total o f 31 (38%) o f the 

original cohort o f 82 persons. This figure is much higher than other general practice 

based cohorts. However, there are important differences -  the cohorts in the British 

studies were all practice based. All the patients were recruited from their own practice 

population and each of the practices offered methadone substitution as a treatment for
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the heroin dependent patients. In contrast the Merchants Quay F study is a community 

based, not practice based, study even though 68 o f  the cohort at one lime had become 

patients in the researcher’s practice. Further general practice based prescribing and 

community dispensing was not adopted as Heahh Board poHcy until 1996. Prior to 

1996 and certainly throughout the 1980’s the mcdical profession as a whole, and 

particularly those doctors working in the drug services, actively discouraged general 

practitioners from prescribing opiates for maintenance purposes (Kelly M.). As the 

extent o f the FIIV infection amongst drug users became apparent and the obvious 

potential public health risk emerged a more pragmatic approach was adopted. This 

was some 12 years after the U.K. Advisory Council on The Misuse o f Drugs 

(A.C.M.D.) reported that

‘‘the spread o f  H IV  is a greater danger to the individuals and public health than their 

drug misuse ” (ACMD 1988)

In the Merchants Quay F study, 14 (52%) o f those who died did so as a result o f HIV 

disease. This compares with 16 (40%) in the Edinburgh cohort. The last report on the 

Edinburgh cohort was at the end o f  1993 so that it is probable the death rate by 1995 

had risen and may have moved closer to that found in this study. Table 8.2 compares 

the mortality in the Edinburgh and Dublin groups, both drawn from general practice.

Table 8.2: Mortality and HIV in the Dublin and Edinburgh GP Based studies

Numbers Dublin 1985-1995 Edinburgh 1982-1992

Cohort numbers 82 203

HIV positive 51(62%) 98 of 180 (54%)

HIV related deaths 14(51.9%) 16(40%)

Deaths from overdose 7(25.9%) 15(37.5%)

Other deaths 6 (22.2%) 9 (22.59%)

TOTAL 27 (100%) 40 (100%)

The 'condition' or cause o f  death on the death certificate states AIDS, HIV or 

immuno-suppression in only four (14.8%) o f  cases; although it is known that 20 o f the 

cases were HIV positive at the time o f death. Fourteen o f  these (20) deaths can be 

assigned to HIV disease when the 'condition' on the death certificate is read in 

conjunction with the known HIV sero-status. This anomaly has serious implications 

for further research, as it is clear that death certification o f HIV disease is not
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accurately recorded. When the first deaths from HIV disease or AIDS started to occur 

soon after 1985, family and friends were horrified at the possible stigmatisation and 

its consequences o f  this diagnosis being known. A death certificate is a public 

document and anyone is entitled to access the information on such a document. So 

individuals and voluntary groups who provided help for persons with HIV infection 

brought pressure to bear on individual physicians and the statutory health authorities. 

It was therefore, agreed in consultation with officials from the Department o f Health 

(DOH), that a physician could write some condition related to HIV disease but avoid 

writing the term AIDS or HIV disease in order to spare relatives and friends the 

embarrassment o f such terms. However the physicians agreed to notify the Assistant 

C hief Medical Officer (DOH) o f the death, the cause o f death but with the name o f  the 

individual withheld. In this way the Department had accurate figures on deaths from 

HIV disease but parents and relatives were saved the embarrassment o f such labelling 

(Mulcahy F 1998). This practice has now largely ceased and death certificates, where 

appropriate, use the appropriate diagnosis. It should be noted that whilst it is the usual 

practice for relatives to notify the civil authorities o f the death o f a family member by 

registering the death, there is no statuary obligation to do so in Ireland, as is the case 

in Britain.

HIV Infection.

The levels o f HIV infection in different cohorts o f injecting drug users vary 

enormously. On a national scale il is low in such countries as the Netherlands, 

Germany and Britain, and high in southern European countries such as Spain and Italy 

(EM CDDA 1997).

The level o f HIV sero-prevalence also varies from city to city being high in 

Edinburgh, low in Glasgow, low in London but high in N ew  York.

Table 8.3 below shows the percentage o f  all AIDS cases related to injecting drug use 

across Europe. As can be seen there is a wide variation from 3.8% in Greece to 65.8% 

in Spain. The figure for Ireland is 43.8%.
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I’able 8.3: Percentage of Aids cases related to injecting drug use in EU countries

Country % all AIDS cases related to injecting drug use

Austria 26.2

Belgium 6.5

Denmark 8.1

I'inland 4.0

France 24.0

Germany 14.0

(jreece 3.8

Ireland 43.8

Italy 63.5

Luxembourg 15.5

The Netherlands 10.6

Portugal 40.4

Spain 65.8

Sweden 11.6

United Kingdom 6.4

Fifty-one (62%) o f the Merchants Quay F cohort have a cHnical record or laboratory 

evidence of HIV infection. This rate is very high and compares with Edinburgh 

(54%) as one of the highest levels o f infection. However this rate does not appear to 

be representative o f the Irish or Dublin figures as the estimate of HIV infection in 

drug users in Dublin is of the order o f 15-30% (Bury G. 1989). There are a number of 

possible explanations for this discrepancy, the first is that this cohort comes from one 

small area and within that area is concentrated in one Local Authority housing 

complex. Secondly many of this cohort, n=63 (77%), are related through marriage or 

by blood and therefore, are likely to have had more opportunity to share injecting 

equipment. Thirdly they are one o f the oldest cohorts in the city in that they started to 

use heroin soon after it became available in Dublin. The Durme family, a well-known 

criminal family that was widely believed to have started the importation of illegal or 

'street' heroin into Ireland, lived in and around the Merchant’s Quay area (Flynn S., 

Yeates P. 1985). Fourthly, from this and other community studies, it is apparent that 

it was the norm to share injection equipment in the early 1980’s as injecting
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equipment was not available for purchase through any outlets at that time. Injecting 

equipment was only available to people, outside of the medical or nursing professions, 

through theft from hospitals, pharmacies. Health Board clinics or general practice 

premises. A similar situation arose in Edinburgh with the closure of the only 

pharmacy in the city dispensing needles and syringes in the early 1980’s 

(Robertson R.1994).

1 lowever if a broader picture is taken the high level of HIV infection in this cohort 

may not be so unusual. Merchants Quay F, as stated earlier, is part of an area in the 

South Inner City o f Dublin that has the highest number o f attendance’s at the Drug 

Treatment Services from any one area. This picture has not changed over the years 

and this area o f the city still has high levels o f attendance at the drug services (Trinity 

Court). Further Keogh from the Garda Research Unit reported in 1997 that the South 

Central A Garda District which “includes the inner city area of the Coombe, Dolphins 

Barn and Inchicore” has the highest number of known drug users in any one area. 

There are 623 individuals from this area known to the local police to have a drug 

problem; this represents 3.81% of the population aged between 15-35 years. This is 

the second highest rate within the city. The North Central C District with a small 

population has 237 known drug users with a population of 3,779 persons, aged 

between 15-35 years. This is a 6.27% rate (Keogh E. 1997).

Dean reported on three community based studies in 1995 and found that there were 

high levels of HIV infection in all three areas (Dean et al 1992). This would suggest 

that within Dublin, in certain areas known to have had a long history o f drug use 

problems, there are populations of older drug users with very high levels of HIV 

infection. Further that these pockets o f high infection are lost when the figures 

available for the whole city are reviewed. Dublin as a whole has low levels o f HIV 

infection compared to many other European cities.

A comparison o f the rates of HIV sero-positivity in the MQF cohort at various 

laboratories or treatment agencies.

The comparison o f recorded rates o f HIV sero-positivity o f the MQF cohort at various 

laboratories or treatment agencies shows a marked difference ranging from 29 to 51 

individuals found to be HIV positive. The Virus Reference Laboratory has records of
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29 of the cohort being HIV positive whereas 51 o f the same cohort give a verbal 

history o f being HIV positive at interview in 1995 or from clinical records. In the 

majority of cases clinical records from the drug treatment services or GP records 

support their histories. It is important to determine how this difference may arise. 

When HIV testing became available at the end o f 1985 the authorities sought to 

determine the level o f infection in the community in order that they might plan 

services. As there was little to offer in the way of treatment at that time, except 

support and symptomatic care it was important to encourage individuals, thought to be 

at risk o f infection with the HIV virus (HTLV3 virus as it was known at that time), to 

come forward for the testing. Individuals were therefore offered anonymity at the 

various clinics offering such tests in order to encourage their participation. Three main 

groups were thought to be at most risk at that time, these being men who have sex 

with men, patient groups being treated with blood products, especially haemophiliacs, 

and injecting drug users. Many individuals who tested in the early years used false 

names, initials, different dates of birth or some other code to protect their anonymity. 

Bury in his thesis “HIV infection and Irish General Practice” details this at length 

(Bury G. 1991). It is reasonable to assume that some of the cohort described in this 

thesis gave different names or used some other identifier at the testing agency to 

protect their anonymity. Therefore the VRL figures cannot be expected to accurately 

reflect the prevalence o f HIV sero-positivity in this cohort as information on 

identifiers used by the cohort when they tested is not available to the laboratory. 

From clinical records at Trinity Court it is known that 41 of the 78 individuals who 

attended that service from the MQF cohort are HIV sero positive. However at 

interview and, or, from clinical records 51 o f the cohort were determined to be HIV 

positive in the main study described here.

On reviewing the questiormaires o f the ten individuals identified as HIV positive from 

the 1995 study, but not recorded as HIV positive in the Trinity Court records, it is 

found that five o f them tested outside o f the country and the other five tested with 

their GPs or the prison service (see results page 103).

In a study executed in 1992 it was reported that:

"After adjusting for sample differences in gender, race, ethnicity and age group we 

found a two-fold risk o f HIV sero-positivity amongst community recruited IDU’s 

compared with entrants to drug treatment programmes in Chicago. This 

demonstrates the importance o f examining multiple local sources o f serological data
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from  ID U ’s and suggests the need to extend surveillance efforts to include IDUs 

outside treatment settings. ” (Des Jarlais D 1992).

Therefore this thesis demonstrates that the study and follow-up over time, of a 

community based cohort of drug users shows a higher level o f HIV sero-positivity 

than is apparent from other sources.

Self reported HIV status amongst drug users from a variety of countries and treatment 

settings show that there is an under-reporting o f HIV status amongst drug users 

(Donoghue MC 1993, Rhodes TJ 1993, Kokkevi A 1997). Injecting drug users, not in 

contact with treatment centres are more likely not to have tested and to have a higher 

sero-positivity, when tested, than drug users in contact with treatment agencies. It has 

also been stated that relying on HIV prevalence studies drawn from samples o f drug 

users in treatment “may be biased” (Donoghue MC 1993).

The study reported in this thesis is observational and non-interventionist. The 

participants were not asked for blood or saliva to test for HIV status as it was thought 

to be intrusive and might have adversely influenced the acceptability o f the interview 

process. This is an obvious shortcoming in that the veracity o f the verbal reports of 

the various virus antibody tests is difficult to determine. This shortcoming is 

compensated by having such a large percentage o f supportive clinical evidence for the 

verbal reports o f sero-status, within the clinical notes, that is there is supportive 

clinical evidence for 80 o f the original 82 respondents. Each of the respondents who 

replied that they had not tested for HIV or Hepatitis C antibodies was offered the 

opportunity to so test by the researcher. They all declined to do so at the time although 

one individual did avail o f this offer at a later date.

Other Virus Infections

Fifty-seven (70%) of the cohort are Hepatitis B positive, 51 (62%) are HIV positive 

and 27 (33%) are Hepatitis C positive. The proportion o f the cohort who are Hepatitis 

C positive is probably much higher than is recorded here as testing for Hepatitis C 

was not initiated until 1992 and by 1995 only a small percentage of the cohort had 

tested. In other studies the level o f Hepatitis C infection in injecting drug users is 

very high, approximately 80% in Dublin, 56% in a German study and 74% in a Dutch 

study (Smyth R 1995, Polyuka S .1991, Von de Hock JA. 1990). Twenty-one (25.6%) 

of the cohort are infected with all three viruses, that is Hepatitis B, C, and HIV and a
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further 21 are infected with Hepatitis B and HIV infection. It can be assumed that the 

known Hepatitis C levels in this cohort are low because o f the low level o f testing by 

1995, that is only 28 had tested and o f these 27 were positive. This means that this 

cohort have a considerable level o f viral infections which will pose further medical 

problems for the individuals, but also with the potential for infecting partners and 

relatives in the long-term.

It is apparent that this group has a heavy reliance on hospital and other medical 

services for treatment of both their problem drug use and its medical consequences. 

All but one o f the surviving cohort (98%) had been an in-patient in the ten years 

between 1985 to 1995 and 24(48%) o f them in the previous 12 months. Their use of 

services is at a much higher rate than their non-drug using peers. This finding is 

supported by Bury’s study on the use of medical services by a group of HIV positive 

individuals attending a general practice (Bury G., O ’Kelly F. 1989).

Risk Behaviours

Many studies have shown that drug users can and do modify their risk behaviour, 

especially injecting risk behaviour, when offered methadone substitution treatment. 

However the best results are obtained from well run methadone programmes which 

offer support, counselling and medical follow-up as an adjunct to methadone 

stabilisation, maintenance or detoxification (Farrell M et al 1994). The group under 

study had modified some of their risk behaviours over time. Twenty-four of them 

were on a methadone programmes and therefore should not have been injecting, 

however one third o f this number admitted to using street drugs while on such a 

programme. A small but significant group (n=5) continued to use street drugs and did 

not avail o f any treatment progreimmes. Sharing of injection equipment in 1995 had 

fallen significantly (n=8) however more admitted to having shared needles in the 

previous five years (n=18) -  this at a time when the dangers of sharing equipment 

were well knovm and when needle exchange facilities were increasingly available 

(Barry J.1998). Most o f this group who served a prison sentence shared needles and 

other injecting equipment whilst within the Irish prison system (n=14). The easy 

availability o f drugs and the paucity o f methadone programmes within the prison 

systems do nothing to discourage continuing risky injecting behaviour. In fact the 

sharing o f injecting equipment in prisons has been recognised as a public health risk
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and it has been proposed that the prison authorities should actively considering 

making injecting equipment and condoms available to serving prisoners (Task Force 

1996, 1997).

Although a significant minority of the surviving cohort were not in a sexual 

relationship at the time of interview (n=20) all but a few had one or more sexual 

relationships in the previous ten years (n=48). The level of condom use was low in 

both male and female respondents. Some 60% of the women reported a change in 

sexual practices to some less risky ones, compared with 43% of the males however 

there was still a significant level of risky sexual behaviour. This finding is in keeping 

with other studies, which show that drug users may and do change injecting practices 

but are much slower to change sexual practices (Cassin S 1998, Hickey A et al. 1994). 

The difficulties o f effecting behavioural changes in sexual practices to less risky ones 

has received little attention to date in the Irish context, aside from making condoms 

available to those who attend drug, HIV or Sexually Transmitted Disease services. 

Certainly it is an area which needs further study in order to find appropriate methods 

o f achieving sexual behaviour change in HIV sero-positive drug users especially now 

that the newer treatment regimes mean that treated individuals are going to survive 

with relatively good health for many years to come (RCGP HIV/AIDS Newsletter 

1998).

Is the experience of the Merchants Quay F (MQF) cohort representative of that 

of other Dublin drug users from the same era?

Seventy-eight individuals fi'om the MQF cohort have a clinical record at the Trinity 

Court Drugs Treatment and Advisory Centre. A review o f these 78 medical records 

reveals that the MQF cohort is slightly older than other drug users whom attended the 

treatment centre in 1985, but this is not statistically significant. The gender balance is 

similar as is the socio-demographic background although the Merchants Quay F 

cohort are less likely to have been in employment and are more likely to have a prison 

record, this difference is again not statistical significant. The two cohorts have a 

similar history o f age of first illicit drug use although the Merchants Quay F cohort 

started to use heroin at an earlier age, again this difference is not statistically 

significant. However more o f the MQF cohort had attended the drug treatment centre
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by 1984 than other Dublin drug users, that is 86% compared with 50%. This is 

statistically significant (Chi  ̂= 28.94, df = 2 and p < 0.0001). Most o f the Merchants 

Quay F have a recorded history of jaundice, 52.6% compared with 32%, p value = 

0.002, which is statistically significant and more have a record o f HIV sero positively, 

52.6% compared with 20%, p value = 0.0001 which is again statistically significant. 

The number of deaths by 1995 in both groups is similar, that is 14% of the Trinity 

Court cohort compared with 18% of the Merchants Quay F cohort. This is of no 

statistical significance, however, the numbers are small and the missing data for both 

groups is high.

It can be concluded therefore that the MQF cohort differs from other Dublin drug 

users attending Trinity Court in just two respects, that is they started using heroin at 

an earlier age and first attended the Drugs Treatment Centre earlier. More of them, not 

surprisingly, became infected with HIV virus. However, in all other respects they are 

similar. The MQF area of the city was one o f the first areas to experience heroin use 

and this cohort exhibit the problems associated with uncontrolled illegal injecting use 

of opiates. They are simply manifesting at an earlier stage what probably awaits other 

groups o f drug users in different peirts of the city, as time unfolds.

It should be noted that many o f those in the comparison cohort did not attend the drug 

treatment services after 1985. They all gave a history o f dependant heroin use and 

there was only one drug treatment service until 1992, so the question must be raised 

as to what happened to those who did not return. It is unlikely that this number 

continued to use illicit opiates and not need the attention o f the drug services, nor is it 

likely that this number of users were treated by general practice. General practitioners 

had actively been discouraged from treating drug users up to 1996 at which time the 

Irish College o f General Practitioners and Department o f Health agreed a protocol to 

involve GPs in the long term care o f drug users. This protocol, together with a fee 

schedule, encouraged a number o f general practitioners that had been treating patients 

with drug problems, privately, in their practices to enter the names o f such patients 

onto the central treatment list that is held in the Drug Treatment Centre. This list is the 

direct responsibility o f the medical director o f the Drug Treatment Centre and is a 

confidential document. It is possible that many of this comparison cohort have died 

and that their deaths would be unknown to the drug services, however Dublin is a 

relatively small city, the drug world is smaller still, informal networks exist and word 

of the death o f an individual would be known to other drug users attending the
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treatment agencies. It may be that many have “matured” out of drug use and/or 

emigrated. Inirther research, which is beyond the scope of this work, should be 

initiated to see what happened to these non-returnees. This important piece o f research 

would further inform our understanding o f the natural history of drug use.

How do this cohort differ from their non-drug using peers?

A second comparison group of non-opiate users was drawn from the researcher’s 

practice. All the patients living in the same community (MQF Ward) were selected. 

This numbers 283 people who attended the practice in 1985 and were all within the 

same age range, that is 15 to 34 years. None had a history of drug use problems in 

1985. However, by 1995, eight had started to use heroin by injection, one o f who 

developed HIV infection. One other male developed HIV infection but did not use 

drugs. His source o f infection is likely to have been through the sexual route as he had 

a history o f sex with other men.

Four of this comparison cohort is known to have died by 1995 that is two males and 

two females. The two females both died as a result of neoplasic disease, one male 

from acute coronary heart disease and one took his own life.

The majority o f the comparison cohort and the index cohort (MQF cohort) all lived 

within the one local authority housing flat complex and therefore they share certain 

social and cultural influences. However their experience with drug use, HIV infection 

and mortality are markedly different. The markedly increased level o f HIV infection 

and mortality in the index cohort (MQF cohort) result from their history o f injecting 

opiate use.

Drug Policy in Ireland

Official drug policy in Ireland has evolved cautiously, slowly and has largely been re­

active rather than pro-active. This is in marked contrast to the speed and scale of 

increasing drug use over a relatively short time period. The policy has also been 

changed with little public debate and little explanation o f any changes. Butler in a 

paper read at a “Fourth International Conference on the Reduction o f Drug Related 

Harm” in which he outlined official government policy in the area stated:

‘‘the changes were made quietly, almost deviously but they were at least made
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I'hese changes in drug poHcy can be broken down into four distinct periods which 

mirror the evolving poHcy or Ireland’s, more specifically, Dublin’s, drug problem. 

These phases are the first or early one, the second phase covering the time o f the 

'epidem ic o f heroin use' and the third phase covers that period when it was realised 

that a large number o f drug users were infected with HIV. Finally the present phase 

which deals with the current situation and the services now available. This is shown in 

table form overleaf, table 8.3. The table is a modified and expanded version o f 

Butler’s table (Butler S. 1993). The table above outlines the different phases.

In the early phase the first specialist led drug treatment centre was set up, and was 

similar to other services in the U.K. at that time (1969). The Coolmine Therapeutic 

Community was also started soon after this time and the M isuse o f Drugs Act 1977 

was enacted. This was the first Bill enacted by the Dail in relation to anything to do 

with drugs. The second phase, the “epidemic o f heroin use in Dublin” first became 

apparent to the Authorities in 1979. However, there was no increase in services but 

legislation was toughened to increase penalties for drug dealing. This was enacted in 

the Misuse o f Drugs Act 1984.
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Table 8.3: Chronological development of drug treatment and HIV services in Dublin

Early Phase 
1968-1978

Opiate Epidemic 
1979 -1 9 8 4

HIV Infection 
1985-1995

Present Phase 
1996->

Type o f  illicit 
drug use

Mainly cannabis, LSD, 
barbiturates, amphetamines, 
little opiate use, little 
injecting.

M ainly heroin and other opiates, 
when heroin not available. 
Injecting drug use was the 
normal method o f  delivery.

Opiates -  heroin, morphine 
sulphate tablets, buprenorphine 
and methadone. Some cocaine 
use. Injecting opiates still the 
normal pattern.

Opiates -  especially heroin and physeptone. 
Physeptone diverted from the clinics onto 
the streets. Opiate use outside o f  Dublin 
first apparent. Injecting still popular but 
sharing much reduced. Y ounger users 
smoke more heroin. All drugs easily 
available.

Structures and 
Philosophy o f 
the treatment 
services

1

Two treatm ent centres. One 
is a medical model, based on 
“British Clinic System” . 
The second is a voluntary 
therapeutic community, like 
“Day Top” in the U.S. Both 
had a total abstinence 
philosophy.

Two centralised services 
continue to dominate with 
limited development o f 
community based services. A 
small number o f  GPs try to 
prescribe for limited numbers o f 
addicts -  most stop due to 
problems -  no support. 
Philosophy o f  total abstinence 
still dominant.

HIV antibody testing available 
Oct ’85. High levels o f  infection 
in two main groups: - gay men 
and injecting drug users. HIV 
specialist appointed in 1988. 
GPs give general medical care 
until services started. Some 
harm minimisation strategies 
and services introduced by 
Health Board services -  limited, 
very slowly and cautiously 
introduced.

Condom s made legal in 1993. 2"“̂ HIV 
Specialist appointed. Significant 
developm ent o f  drug services at local, 
district and city level. Thirty more beds 
available for detoxification. At district and 
com m unity level these services are GP led. 
Over 70 GPS actively treating drug users in 
their practices. Closer links between GPS 
statutory and voluntar>' services.
Still further service development needed. 
Care is still largely reactive, with little 
preventative care.

Source: adapted and expanded from an earlier version by Butler (Butler S. 1993)
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It was the advent ol' HIV infection and the realisation that a large percentage of 

Ireland’s HIV infection was related to injecting drug use. That prompted a change in 

the philosophy behind service provision. This change was slow to emerge in 

comparison with drug services in Britain where the role o f the Advisory Council of 

the Misuse of Drugs (A.C.M.D.) was influential and persuasive in changing policy. 

The A.C.M.D issued two reports; “Treatment and Rehabilitation 1982” and 

“Prevention 1984” which each presented a case for drug policies other than those in 

which abstinence was the sole aim. Both reports were published before the HIV 

connection was apparent, fwo further reports; “AIDS” and “Drug Misuse in 1988 

and 1989” developed this argument stating that

“ the spread of HIV is a greater danger to the individual and public health than drug 

misuse ”.

Butler in his paper “Drug problems and drug policy in Ireland” (1991) gives a detailed 

account o f the development o f drug policy by the Irish Government over a 25 year 

period. He further explains issues in the paper on “Harm Reduction in the Republic 

of Ireland 1993”, in summary he states:

“the particular circumstances o f  drug policy making in a society (Ireland) where: - 

(i) formal policy making on social and economic issues has generally been seen as 

weaker than certain, (ii) illicit drug use is o f  relatively recent origin, (Hi) imported 

harm reduction ideas, despite their perceived value in reducing the transmission o f  

Human Immune Deficiency virus (HIV) appear to run contrary to a communitarian 

ethic which, more than in other European societies, is firm ly rooted in traditional 

religious values” (Butler S. 1993).

Throughout this period, change in treatment was initiated by the services involved in 

day to day care o f drug users, but only as needs became pressing. An AIDS Resource 

Centre sited in a community hospital, The Royal Hospital Baggot Street, began to 

dispense low dose methadone to a number of drug users. Some GPs became involved 

in methadone maintenance with the tacit support and some limited resource from the 

statutory treatment agencies. These changes, from the ground up, eventually pushed 

changes in policy, which were taken cautiously with a wary eye on the reactions o f a 

conservative society. In 1992 Dean et al reported on the known HIV status of three 

community based cohorts first identified between 1982 and 1984 (Dean et al 1992). 

O f the 203 opiate users identified 87 (43%) were HIV positive. If this 87 is expressed
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in proportion of those known to have had an antibody test, this becomes 86%. Table 

8.4 shows the main findings of the study.

Table 8.4: 1991 follow up of Intravenous Heroin Users originally studied in three 

community studies in Dublin in 1982 -  1984

Area of the City Number

HIV

positive

Number

HIV

negative

Number

Sero-status

unknown

Total

North Central Dublin 31 (22m,9f) 4(3 m. If) 50 (32m,18f) 85 (57m,28f)

South Central Dublin 47 (37m, 1 Of) 9 (4m,5f) 26 (21m,5f) 82 (62m,20f)

Dun Laoghaire 9 (5m,4f) 1 (Om,lf)_ 26(19m,7f) 36 (24m,12f)

Total 87 (64m,23f) 14 (7m,7f) 102 (72m,32f) 203 (143m,60f)

This paper and the report o f the National Aids Strategy Committee (NASC) in 1992 

confirmed the importance of injecting drug use as the largest risk group or category in 

the HIV prevalence in Ireland. By 1992, 1,156 persons were known to be HIV 

positive and o f these 619 (53%) were injecting drug users (NASC 1992). The most 

recent phase of service development has been the most dramatic with the Eastern 

Health Board finally appointing a Programme Manager, with proper fiinding, 

responsible for the development o f drug services. The reasons for the failure to 

develop the drug services sooner are complex and varied but would include the 

services being overwhelmed by a sudden emergence o f a large number of drug users 

(1979-1983) with marked addiction and medical problems. The Courts also used the 

drug service as a reference point for offenders claiming drug problems before the 

Courts. This sudden explosion in work, a policy of complete abstinence as the 

treatment goal and a conservative management team, including its two medical 

directors meant that the service was slow to adapt to the changing nature of the drug 

problem. All these factors taking place within a rapidly changing society are some of 

the reasons why the Health Board had to step in and put in alternative services. The 

Irish College o f General Practitioners and the Eastern Health Board agreed a policy 

for the inclusion o f general practice in the care and maintenance o f drug users in 

primary care. This involves GPs maintaining stabilised drug users on methadone 

within their practice to an agreed protocol. GPs undertake specific training run jointly 

by the I.C.G.P. and the Eastern Health Board. The GPs who are thus trained are
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allowed to care for 10 and 15 patients under the protocol and are remunerated by the 

Health Board for doing so. Other GPs who wish to treat up to 30 drug users undergo 

a special level o f training prior to them being incorporated in the drug services (ICGP 

1997). Drug treatment now takes place within many GPs surgeries across the city and 

within satellite clinics, which are small community drug treatment centres. These 

satellite clinics treat up to a maximum of 50 clients and are usually staffed by GPs and 

other ancillary staff. One o f their policy aims is a close working relationship with 

local GPs. Community groups are represented on the monitoring committees and are 

actively involved in supporting these clinics. Above this there are addiction centres 

and these centres have a larger catchment area than the satellite clinics and cater for 

large numbers o f clients. They are also staffed by GPs, supported by one of the 

Psychiatrists specialising in drug addiction problems. As well as psychiatric support 

there is a team of addiction counsellors, HIV counsellors, outreach workers, nurses, 

community welfare officers and other assistance. There is also onsite dispensing by a 

full-time pharmacist. These centres are a resource for the satellite clinics as clients 

can be referred from the satellite clinic to the addiction centre and vice-versa. Further 

there are three central clinics which are each staffed by a Psychiatrist, specialising in 

substance abuse, and complemented by junior staff, which act as primary care as well 

as tertiary care centres. In all there are now about 3,600 drug users in treatment and 

yet there is still a waiting list o f anything up to six months before new clients can be 

assessed by these services.

The role of the General Practitioner and the management of opiate users in now 

central to the Eastern Health Board’s and Government strategy. They are supported 

in this by the various clinics listed above and by an array o f ancillary healthcare 

workers. This strategy and policy have developed within the broad terms first 

outlined by the I.C.G.P. policy statement of 1991 (ICGP 1991). The conditions and 

supports are now in place which allow general practitioners to involve themselves in 

caring for drug afflicted individuals in a professional way with adequate specialist 

support and encouragement. The author’s practice have now amended their practice 

policy to include prescribing methadone to such patients under the agreed protocol. 

These service developments have had an impact on the incidence of HIV infection. 

Between January 1997 and June 1998 a total of 181 new cases o f HIV infection were 

confirmed by the Virus Reference Laboratory. O f these, 125 were male, 55 female
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and one case o f unknown gender. The male to female ratio is 2.3:1. The incidence 

rates for the various categories were as follows, see table 8.5; -

Table 8.5: New cases of HIV infection by risk category (January ‘97to June ‘98).

Risk Category number (%)

Heterosexual 61 (33.7%)

Homosexual 57 (31.5%)

IV Drug Users 29(16% )

Other 34(18.8% )

Total 181 (100%)

These figures show that the transmission patterns have now changed with 

heterosexual spread being the most common route and followed by homosexual 

spread and then in third place IV drug use. A report detailing these findings, from the 

Department of Health, for the National AIDS Strategy Committee says:

“the declining incidence amongst drug users maybe in part due to a huge expansion 

o f  drug treatment services particularly in the Eastern Health Board area where the 

majority o f  drug users reside. The figures would also indicate that the Board’s 

strategy o f  needle exchange/methadone maintenance is proving effective in reducing 

the incidence o f  H IV  in IV  drug use risk category”. (NASC 1999).

The cumulative figures for HIV infection still shows that IV drug use is the largest 

risk group. The numbers o f new cases of HIV infection appears to be falling and the 

profile o f the risk groups is changing probably due to the relative success o f the drug 

treatment services. However, the realisation that the drug treatment services need to 

be financed on a regular recurring basis and will probably require further new funding 

has yet to be fully realised by the public at Itirge.

Alex Wodak, Director o f Alcohol and Drug Service in St Vincent’s Hospital (Sydney) 

sums up the complex problems associated with HIV infection in drug users thus: 

“Illicit drug use is associated with a multitude o f  serious adverse health, social and 

economic consequences. Consideration o f  the health sequelae o f  illicit drug use 

requires some thought about social and economic complications o f  drug use, as they 

considerably influence health costs and are also considerably influenced by them.

152



Health complications o f  injecting drug use threaten individual drug users, their 

partners and families. In the case o f  HIV, complications o f injecting drug use also 

threaten the general community. " (Wodak A. 1998).

A recent disturbing footnote to the seemingly improving situation, in the level o f HIV 

infection in drug users in Dublin, is the emergence of a cohort of second generation 

drug users, that is children of the older first cohort of drug users. Whilst there are no 

figures to date from the drug treatment services, there are figures available from 

within the author’s practice and from one of the adjacent general practices. Both 

these practices provide services for approximately the same area which includes the 

Merchants Quay F area. There are seven individuals, known to these practices, to be 

injecting drug users all o f who have one or more parents that has been or still is a drug 

user. This seven consists of four females and three males all bom between the years 

1976 and 1980. Two, o f this group, are known to be HIV positive and also Hepatitis 

C positive; one o f them has Hepatitis B positive. The viral status of three of the group 

is as yet unknown, one o f these three having refused any blood test. The seventh 

individual is known to have tested HIV negative. Hepatitis B and C negative also. 

These seven individuals have originated from just five families. Futher, two of those 

families are related. There are two sets of siblings within the group of seven.

Table 8.6: HIV infection and other virus infections in 2"*̂  Generation Drug Users

Number Virus Infections

2 HIV Pos. & Hepatitis C Pos.

1 Hepatitis B Pos.

1 HIV Neg. & Hepatitis B Neg. & Hepatitis C Neg.

3 Virus Status Unknown

Total 7

Out o f the ten parents, seven of these parents are known to be drug users and all seven 

are HIV positive.

These small but disturbing figures could be the start of a second wave of HIV 

infection amongst injecting drug users.
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Chapter 9

Main Conclusions and Commentary

The main conclusions of the study are that;

• The cohort studied (MQF cohort) is similar to other Dublin drug users, their peers, 

of the mid 1980’s. They started to use heroin by injection at an earlier date than 

others and therefore became exposed earlier to the medical consequences o f such 

“risky” behaviour.

• Injecting drug use as a life style is very hazardous and results in a high mortality 

(32% mortality in a ten-year period).

• There is a high level of chronic disease, chiefly secondary to three viral infections, 

HIV, Hepatitis B and C.

• The study confirms that opiate drug use is a chronic relapsing condition. There is 

a high level of continuing opiate dependence ten years later.

• There is a continuing high level o f “risky” behaviour within the cohort, although 

needle and other injection equipment sharing has fallen. Risky sexual behaviour 

remains worryingly high.

• The profile of this cohort is similar to other identified cohorts in Dublin in that it 

emanates from a poor marginalised area of the city.

• Problem drug use is costly to both the individual and to society in general. For the 

individual it is costly in physical and social terms and for society in the provision 

of ongoing medical and prison costs. It is also costly in economic terms, in that 

there are a large number of individuals who are lost to the work force and who are 

largely dependent on state subsidies.

• The cohort shares many of the same characteristics o f the comparison cohort of 

non-drug users drawn from the Merchants Quay F Ward. There are no obvious 

distinguishing features that would help determine why the study group were more 

likely to embrace risky drug use than their peers were.

• It demonstrates the feasibility o f conducting research on a 'hidden' population, 

over time from a general practice base.

The study details high levels of morbidity and mortality associated with injecting drug

use over a ten-year period in one cohort o f drug users. These high levels o f mortality

and morbidity are closely associated with, but not exclusive to, HIV infection, which

was probably introduced into this cohort around 1983. This group was unaware o f the
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potential dangers of drug use when they first started injecting heroin making them 

different to other later cohorts of drug users in the city who have started their drug 

using careers in more recent times. This is shown in the relatively low levels of HIV 

infection in these newer drug users, however it is worrying to note the high levels of 

Hepatitis C infection in these same groups.

The MQF cohort of drug users is little different to their Dublin peers of the 1980’s, 

except that they were one of the earliest cohorts to embrace street heroin when it was 

first introduced into Dublin. It is almost certain that there are numerous other small 

pockets of drug users, scattered across the city, with equally high levels o f HIV 

infection and Hepatitis C infection. This view is supported by Dean’s follow up report 

on the three community based studies undertaken in the 1980’s. (Dean et al 1992). 

These pockets are most likely to be concentrated in the North Inner City, the South 

Inner City and in other densely populated deprived communities across the city and so 

the potential public health risk from the spread of these virus infections is obvious. 

These areas are well known to all who work with drug users and so it is a cause of 

continuing concern that more is not being done to target them for more focused social, 

educational and health services.

Problem drug use in Dublin was and still is to be found in the most marginalised and 

deprived areas o f the city. As Butler states;

“It should also be clarified that epidemiological studies have consistently revealed 

that, within Dublin, drug problems are not the prerogative o f  hedonistic students, nor 

are they randomly distributed; instead they are associated with poverty, 

unemployment and general social disadvantage, and are largely located in a handful 

o f identifiable ‘problem neighbourhoods ’ in the inner city and in some out suburban 

areas” (Butler S. 1993).

The Health Board is now, at last, fully committed to developing a comprehensive 

treatment service for problem drug users, however they have not dealt with, nor can 

they be expected to deal with, the fundamental root cause of the drug use problem in 

Dublin, which is poverty. Problem drug use is a social problem with medical sequlae. 

Until now society has treated the 'drugs problem' as a medical or legal one, that is 

putting in to place treatment services for those who need and want to seek care and 

prison sentences for those who continue to break the law to feed their habit. Even then 

it still took the medical authorities twenty years to develop anything approaching
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adequate treatment services. In those intervening twenty years drug users had to rely 

on an over-stretched drug treatment unit and a small number o f general practitioners 

I'or any type o f  care. The paucity o f  care and the largely indifferent attitude o f those 

who should have been responsible for care during this time greatly added to the 

burden o f those individuals caught up in drug use. As a society we need to face up to 

social inequity and tackle some o f the worst aspects o f inequality at local and national 

level. Sir Douglas Black, former C hief Medical Officer in the Department o f Health 

(United Kingdom) and author o f “The Black Report”, a seminal work which clearly 

linked social inequality to ill-health and premature death, in the 1980’s wrote:

"But to study a problem  is not the same as trying to solve it. My own approach to a 

solution is likely to he challenged as simplistic hut here it is:

Social problems call for social solutions. So far as they manifest themselves in ill- 

health they can to some extent he palliated by health services; but they cannot he 

abolished" (Black D.1993).

Ideally to tackle the worst aspects o f the drug use problem in Dublin would mean 

improving the physical infrastructure, providing suitable sporting and other 

recreational facilities, attracting sustainable employment opportunities and improving 

the skills base o f  the already identified vulnerable communities. In the absence o f the 

commitment and political will to do this, much could be done, relatively 

inexpensively by tcirgeting the educational services, such as providing pre-school 

facilities, remedial teaching services and in lowering class sizes in these areas of 

obvious deprivation.

In 1990 the Irish College o f General Practitioners adopted and issued a “policy 

statement on illicit drug use and problems o f drug addiction” which stated:

“The origins and effects o f  illicit drug m e  are prim arily social problem s which have 

m edical consequences. To ignore the social milieu in which these problem s are found, 

and to concentrate remedial efforts on the medical aspects, is a blinkered approach 

which is doom ed to fa i l"  (ICGP 1990).

A t the present time there is little evidence to suggest that the statutory authorities are 

paying more than lip service to the idea o f seriously trying to address the issues of 

inequity in our society.

Dublin is a small city that is growing at a fast pace and which, in recent years, has 

become increasingly wealthy. There have been many gains associated with this 

relative and sudden affluence such as an increasingly confident workforce, high
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employment rates and more disposable income. I'here have also been some problems 

such as increasing house prices and worsening traffic problems. I'he country has been 

informed by its political leaders that

the first time in our history we are able to decide what we want and go out 

tomorrow and get it. ” (An faoiseach, Bertie Ahern 1999)

1 lowever despite this new found confidence and wealth there are still areas o f Dublin 

city which are largely unchanged, that is they continue to be as deprived as they were 

throughout the 1970’s, ‘80’s and ‘90’s. fhese areas o f deprivation within the city are 

well known and visible to all that have open eyes. It should not beyond the wit and 

capabilities o f our civic and political leaders to address and moderate the word aspects 

o f this relative deprivation and in doing so address the major root cause o f Dublin’s 

continuing drug problem.
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D R .  I'.D. O ’KE LL Y ,  D R .  M.K.  O ’D O H E R T Y

2 Dol[)l i i i is Barn Street,  
Dubl in  8.

SOCIAL HISTORY
A p p e n d ix  1

1. Mo.

1 . D.O.D. AGH: SEX: n

■) c • Mo-vital S ta tu s ,  M. o li. Sptd.

4. l / it l i  vilrtDĥ  do you l i v e ?  
(q) (b) SpousQ (c )  b /g fr io n d  (d) othar

5. Number o f  ch ild ren . AGES:

(}. ch ild ren  l iv ifu j  (a )  v/ith you, (b) v i t l i  tBpouso/partnor ( c )  grand parents,

(d) in  caro ,

7. Ago on le a v in g  s c h o o l .

8. Did you attend reg u la r ly ?  '

9. R./W. poor f a i r  good

10. Typo o f  school l a s t  in  (a )  Primary (b) V ocation a l (c )  Socondary

Any exams.

11. llf.iploynront e ta tu s ,  now (a )  unenmloyGd Jb) employed 

12c Longej.t period in  employment

13. tiui'nths s in co  l e s t  ouployinent

14. F ather's  (a )  occupation  (b) h o a lth /p a y c h ia tr ic

15. Hothor’ s (a) occupation  (b) H oolth /psy ich iatr ic

16. Parents -  Do they g e t  on w ell?

17. I f  Father/Mother dead -  your age a t  death

iii. P o l ic e  record YesA^o. C onvictions ,Yes/No (a )  before  drug use
(b ) a f t e r  drug use

19. Prison record Yes/No

20. T otal time in  prison  (a )  before drug use (b ) a f t e r  drug use

21. prjinily s i z e  and a g es .  M. ■ F. . .

22. VIhore do you cofne in  the family?
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JUui'M ( O u t  o f  1 l ou r s )



30U2‘1'I ( O i i c  o f  I l o u r s )

Dll.  l-.D. O ’KI-LLY, DR. M.K. O ’DOllERTY

2 D o lp h in s  Barn Street ,  
Dub l in  8.

SOCLfll, HISTC.IY CO^JTir^ED

23. Any hobbies? Belong to any clubs?

24. How many friends have you?
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r
DR. I ’.D. O ’KELLY, DR. M.K. O ’DOHERTY

2 Dolphins Barn Street,
Ui l ! (( iiii of Hums) Dublin 8. _

DRUGS HISTORY

Do you smoko? How many /d ay?  lo ss  5 , 5 -1 0 , 1 0 -2 0 , 20+-^

How o ld  u t f i r s t  c ig .?

Do you d rin k ?  How m<iny d r in k s /S o s s io n ?  1 , 1 -3 ,  3 -5 ,  5+

Hew o ld  when f i r s t  drank?

/’d . A ^
y o iT  ra th e r  d rin k ?  

, Doea ' j Rjother d rin k ?

[, D r in k  e v e r a problem  fo r  e i t h e r  o f  your p aren ts?
I

I Do e i t h e r  o f  your p a ren ts  ta k e  m e d ica tio n  on a r e g u la r  basis?

; I f  yes, what m ed ication?

9. Type o f,d ru g s  you have used:
Aj}]'). Bar Mor !“P e t Phy D ie  P a l Can Coc A le  D F llB  
( a )  Once (b )  Occ. ( c )  Reg.

i. Whtft is  5 your drug o f  cho ica?

Hu i/o you ever used heroin';, ?

3. Ago th a t  you f i r s t  took hero in?

L  P re fe rre d  ro u te : O ra l,  I . V . .  I .M .  S n o rtin g ?

5 . How o fte n  do you use h e ro in ? : Once w eek ly , 1 -5  p e r week, d a i ly ,  more

6. When was th e  la s t  tim e  you used hsx^oin?

7 .  Have you ever stopped using  hero in?  . YesA^o

B. How long  fo r?

How many tim es hove you stopped?

0 . I f  stopped using h e ro in , Why? ^
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88
44 (Out  o f  Hours)

DR. F.D. O ’KELLY, DR. M.K. O ’DOHERTY
2 Dolphins Barn Street ,  

Dublin 8.

DRUGS HISTORY C C W I W E D  
Did you take cannabis oic. other drugs (a) prior to using heroin

(b) after stopping heroin

Was it due to (a) sickness, (b) poronts, (c) J.S.H./CooltniBiiio
(d) Local Dr. (e) local counsellor, (f) concerned

par-jnts (g) lack of supply, (h) community support 
(i) prison u ) ^

Are you using any drugs at present?
How do you think the local community >,ha3 reacted to the drug 
problem?

Are drugs availabi*’ locally?
Sibling drug use
How do you feel about the future?

|c\ icV
l)o you think drugs are causing you cny problem?

lA.A
Why do' you take drugs ?

Wf' jid.'you like to stop?

hy?
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DR. F.D. O ’KELLY, DR. M.K. O’DOHERTY
,83188
)0O244 (O ut o f  Hours)

]2. Would you support the concarned parents group?

MEDICAL HISTORY

1. Ever b«ir«)n to J.5.H. drug treatment Centre?
I. Ever in Hospital? When? Why?

3 . Ever detoxified (a) inpatient (b) outpatient? ''

I. Number of times 1,  ̂ 1 '5̂  5-10 , 10+
5 . Medical problems:

(a) Hepatitis (b) Abcesses , (c)
(d) Endocarditis (e) Resp. arrest (f)
(g) Psych, problems (h) Asthma (i)

Pregnancies/Deliveries - Number 
h Pregnant vhen on heroin/ or other opiates (Phy Die 
8. Dates and Hospitals

Any medical problems with any of children? 
lO. Medical problems predating heroin use?
U Ever on any long term medication?

If so what?

2 D o lp h in s  Baxn Street,  
D u b lin  8.

Epilep:iy
STD
Other

Pal)
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Ward Questionnaire

Appendix 2

Demographic Data

1.1 Date of Interview: .................................................

1.2 Identity Number: ...............................................

1.3 How long have you been at your present address:

1. less than 1 year 2. 1 - 2 years

3. 2+ -5 years 4. 5+ -10 years..............

1.4 How many times have you moved in the last 10 years:

1.5 Have you Vwed ou\s\de o\ Dublin in the last 10 years?

1.6 If yes was it in

1. Ireland (1 =yes 2-no) ......................................

2. UK ..............................................................

3. US ..............................................................

4. Japan .............................................................

5. Australia ..........................................................

6. Other .............................................................

1.7 If yes for how long? (months) ...................................

1.8 Date of Birth: ...............................................

1.9 Age: .................................................

1.10 Sex (1= Male 2=Female): ........................................

mm

mm
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1.11 Are you?;

1. single 2. married 3.cohabiting

4.separated 5.divorced 6.widowed 7. other ...

1.12 Has your marital status changed in the last 10 years?

1.13 Are you living with?:

1. spouse 2. b/gfriend 3. parents

4. alone 5. other

1.14 Do you have children?

1. Yes 2. No 3. DK

4. WS 5. NA 
(if no go to 2.1)

1.15 If yes, how many? ...................

child 1 M/F ..................... age

child 2 M/F ....................  age

child 3 M/F ..................... age

child 4 M/F ..................... age

child 5 M/F ..................... age

1.16 Do they live with you?

1.17 If no, who do they live with?;

1. other parent 2. grandparents

3. other relative 4. foster family

5. adoptive parents 6. in care 

7. other 9. N/A ..... n

□ 
□ 

□ 
□ 

□□□□□□ 
□



Education:
I would now like to ask you a few questions 
about your education:

2.1 At what age did you leave school? .............................

2.2 Can you read and understand a letter or newspaper;

1.easily 2.with difficulty 3.not at all 

4. no response ..........................

2.3 Did you do any exams? .............................

2.4 If yes;

1.1o Cert 2. Group Cert 3. Inter Cert

4. Leaving Cert 5. Diploma 6. Degree

7. None 8. don't know 9. won't say ......

Work History:
I would now like to ask you about your work experience.

3.1 Are you presently em ployed?.................................

3.2 If no, when did you last work:

1. within the last year 2. within last 5 yrs

3. within last 10 yrs 4. over 10 yrs ago

5. never 6. DK

8. won't say 9. NA ..................

□
□

□

□

□
3.3 What is the longest period in work (in months)?
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Family
I would now like to ask you about your family:

4.1 What was/is your father's occupation?:

1. labourer 2.skilled worker 3.clerical 4. nil

5. DK 6. won’t say ..........................................

4.2 What was/is your mother's occupation?:

1. housewife 2. cleaner 3. skilled 4. clerical 

5. nil 6. DK 7. won’t say ..................

4.3 Did you live with both parents all the time as a child?
(if yes go to 4.6)

4.4 If no, who did you live with?:

1. one parent only 2. other relatives

3. in a childrens home 4. foster parents

5. other 9. NA .................................

4.5 If 1 was it

1. father 2. mother 9. NA ................................

4.6 Is your mother alive? ......................................................

4.7 If no, what age were you at mother’s dea th? .............

4.8 Is your father alive? ......................................................

4.9 If no, whiat age were you at father’s dea th? .................

4.10 Do you have brothers? ..............................................

4.11 If yes how many? ......................................................

4.12 Do you have sisters? ...................................................

4.13 If yes how many? .....................................................

4.14 Would you describe your childhood as being happy?

□

□

□
□
□
□
□
□
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Prison

5.1 1 lave you ever been to [)risoti? ..............................
(i( no (JO to M edica l 1 listory)

5.2 II yes, when was the last time? ................................

5.3 What is the total time spent in prison:

1.nil 2. less than 1 y r 3. more than 1 year

5.4 If 3, time in months ...........................................................

5.5 If you have been in prison in the last 10 years

did you use drugs in prison? ....................................

5.6 If yes did you share needles in prison?;

1. always 2. frequently

3. sometimes 4. never ................................

Medical History:

If female:

6.1 Have you ever been pregnant? .....................................

6.2 If yes, how many times? .........................................

6.3 Were you ever pregnant when on drugs? ..................

All

7.1 Have you ever been in hospital as a patient? ..............

7.2 If yes, how many times in the past 12 months? ........

7.3 If yes, how many times in total? ...................

7.4 How many detox’s in the last 10 years? ...................

7.5 Are you getting any medical treatment at the moment?

□n
□

□

□

□
m□
□

□
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7.6 If yes, is tliat treatment for:

1 .drug related problem  ........................

2. other physical problem  ........................

3. mental illrwss ........................

4. other ........................

9. NA ........................

7.7 Do you tiave any medical prol)lems? ...................

7.8 Problem 1.......................................................

Problem 2  .................................................

Problerr) 3 ......................................................

Problem 4 .................................................

7.9 Have you ever had jaundice? .................................

7.10 If yes, have you ever tested for Hepatitis B? ....

7.11 Is the result

1. positive 2. negative 3. DK 4. l/\/S

7.12 If yes, have you ever tested for Hepatitis C? ...

7.13 Is the result

1. positive 2. negative 3. DK 4. WS

HIV Infection

8.1 Have you ever been tested for the HIV virus?
(if no go to 8.10)

8.2 Where did you take the first test?:

1. GP 2. Hosp/ciinic3. Drug R Centre

4. prison 5. other .....................

□□□□□
□

□□
□
□
□

□

□
8.3 When did you test? (what year)



8.4 Did you have coutiselling before tlie lest? ..........

8.5 Why did you test?

1. was asked to test by dinic/doctor ..........

2. I thought I should for my family ..........

3. I was ill and thought it best ..........

4. I was worried about hiIV ..........

5. I was made to test ..........

6. don’t know  ..........

7. won 7 say ..........

8. other ' ..........

8.6 If 8 please specify

8.7 If yes to 8.1 when was your last test?

1.<3 months ago 2. 3-6 months ago

3. 6-12 months 4. between 1 & 5 yr s

5. between 5 & 10 yrs

6. more than 10 years 9 NA .......................

8.8 What is the number of times you have tested? ...

8.9 Do you know the result of your last test? ..........

8.10 If yes, was it

1. positive 2. negative? 3. IVS .......

8.11 If you haven't tested, would you like to test? ....

8.12 If no, is it because

1. don't want to 2. was never at risk

3. can’t be bothered 4. afraid

5. afraid for the family 6. insurance

7. other ..................................

8.13 If 7 please specify __  ____________

□
□□□□□□□□

□
□
□□

□
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8.14 Have any of your tatnily been affected by HIV? .
(it no go to 9.1)

8.15 If yes, Is it

1. spouse 2.bmtl)ei 3 .sister 4 cousin

5. child 6. o tfw r ........................

8.16 no. of brothers infected HIV ................................

8.17 no. of sisters infected HIV ....................................

8.18 no. of cousins infected fllV  ....................................

8.19 no. of children infected HIV ....................................

8.20 no. of others infected HIV ....................................

Past Drug History

9.1 What was the first drug you used (exc. alcohol);

1. heroin 2. cocaine 3. hash

4. acids, other opiates 6. other

9.2 At what age did you first take heroin? ...........

Current Drug History

10.1 What is the longest period you were drug free?: 

1. <4 weel<s 2. more than four weel<s

□

□

□
□
□
□

□

□
10.2 If 2, time in months ..........................................

10.3 Are you presently attending any drug sevice? □



10.4 If yes, is it

1. Trinity Court

2. Satellite Clinic

3. MQP

4. Ana Liffey

5. prescribing GP

6. small club

7. St. Andrew’s

8. other

10.5 Are you on a methadone programme? ...................

10.6 Are you currently using street drugs ..........................

10.7 If yes what drugs are you using?

1. heroin ......................................................

2. cocaine ......................................................

3. crack ......................................................

4. ecstasy ......................................................

5. LSD (acid). .....................................................

6. hash ......................................................

7. methadone ......................................................

(Route key: 1. intravenously 2. smoking 3. snorting 4. skin pc

10.8 How long is it since you used drugs?

1. today 2. this week 3. one month

4. one year 5. one to five yrs 6. five to ten yrs

7. more than ten yrs. .....................................

□□□□□□□□
□□
drug route□ □□ □□ □□ □□ □□ □□ □
pping 5. orally 6. other)

□
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10.9 If you are still using what is your drug of choice?
*

1. heroin .............................................

2. cocaine .............................................

3. crack .............................................

4. ecstasy ............................................

5. LSD (acid) ............................................

6. hash ............................................

10.10 Do you share needles?

1. always 2. sometimes 3. never ....

10.11 Have you shared needles in the last 5 years? .

10.12 Do you use a needle exchange?

1. always 2. sometimes 3. never ....

10.13 Do you clean your works?

1.always 2.sometimes 3.never  

10.14 How much does your habit cost per day in £s?

10.15 To fund your habit do you need to steal? ......

10.16 Do you take any prescribed drugs other than 

methadone from your GP/Hosp/clinic? .........

10.17 If yes how many (past and present)? ........

10.18 If yes

Benzodiazepines (tranquilizers)? .........

Anti-depressants? .........

other (specify) ................................

10.19 Do any of your family use drugs? ........
(if no go to 11.1)

□□□□□□□ 
□ 

□ 
□ 

□ 
□□ 

□ 
□ 

□□□ 
□



10.20 brother 1 type & main route:-

/. heroin ....................................................

2. cocaine ....................................................

3. crack ....................................................

4. ecstasy ....................................................

5. LSD (acid). ...................................................

6. hash ....................................................

7. methadone ...................................................

(Route key: 1. in travenously 2. sm oking 3. snorting  4. skin pc

10.21 brother 2 type & main route:-

1. heroin ...................................................

2. cocaine ...................................................

3. crack ...................................................

4. ecstasy ...................................................

5. LSD (acid) ...................................................

6. hash ...................................................

7. methadone ...................................................

(Route key: 1. in travenously 2. sm oking 3. sno rting  4. sli

10.22 brother 3 type & main route:-

1. heroin ...................................................

2. cocaine ...................................................

3. crack ...................................................

4. ecstasy ..................................................

5. LSD (acid)..............................................................

6. hash ..................................................

7. methadone ..................................................

(Route key; 1. in travenously 2. sm oking 3. snorting 4. skin pc

drug□ route□□ □□ □□ □□ □□ □□ □
pping 5. ora lly  6. other)

drug route□ □□ □□ □□ □□ □□ □□ □
( pping 5 ora lly  6. other)

drug route□ □□ □□ □□ □□ □□ □n □
c pping 5 ora lly  6. other)
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1 0 .2 3  s is te r  1 ty p e  & m a in  ro u te  - drug route

1. heroin □ □
2. cocaine □ □
3. cracl< □ □
4. ecstasy □ □
5. LSD (acid) u U
6. hash u u
7. methadone □ □
(Route key; 1. ntravenously 2. smoking 3. snorting 4. skin pt pping 5. orally 6. other)

1 0 .2 4  s is te r  2 ty p e  & m a in  ro u te : - drug route

1. heroin □ U
2. cocaine □ □
3. crack □ □
4. ecstasy □ □
5. LSD (acid) u u
6. hash □ u
7. methadone □ □
(Route key; 1. intravenously 2. smoking 3. snorting 4. skin p( pping 5 orally 6. other)

1 0 .1 9  s is te r  3  ty p e  & m a in  ro u te  - drug route

1. heroin □ □
2. cocaine □ □
3. crack □ □
4. ecstasy □ □
5. LSD (acid) □ □
6. hash □ □
7. methadone □ □
(Route key; 1. intravenously 2. smoking 3. snorting 4. skin p pping 5. orally 6. other)
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Sexua! H i^ o ry :

11.1 Are you currently having a sexual relationship? .....

11.2 If yes

1. with one person 2. with more than 1 person

11.3 How many sexual partners have you had

in the last 6 months? .........................................................

11.4 How many sexual partners in the last 10 years .........

11.5 Do you know if any have tested for the HIV virus?....

11.6 If yes was the result

1. positive 2. negative 3. Don’t know  .....

11.7 Do you use any form of contraception? ...................

11.8 If yes Is it?

1. barrier (condom,cap) ........................................

2. p ill (ocp) ...........................................

3. coil (lucd) .........................................

4.1 njection (Depo-provera) .......................................

11.9 If you use condoms how often do you use them?

1. always 2. sometimes 3. never ...........

11.10 If you use condoms only som etim es or never why?

1. Don't like them, ...........

2. no risk to me ...........

3. pa iiner won’t use them ...........

4. want to have a baby ...........

5. no point ...........

11.11 Have you changed your sexual practices since HIV?

□
□

□
□
□
□□□□
□
□□□□□□



11.12 How changed?

1. less partners .........................................  I— 1

2. become abstinent .........................................  I— i□3. use a condom

11.13 Are you happy?

11.14 What does the future hold for you?

□
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TRINITY COURT COHORT

Demographic Data

1.1 Chart No..............................................................

1.2 Address 1985 _________________________

Postal Code ‘85 ...........................................
(Dublin d is tric t no. o r W  fo r Co. Dublin)

1.3 Address last kno w n ____________________

Postal Code last known
(D ublin  d is tric t no. o r ‘9 9 ’ fo r Co. D ublin)

1.4 Date of Birth: ........................................

1.5 Age; ...................................................

1.6 S e x  (1= l^a ie  2 = F em a le )’. ...............................

1.7 Marital status

1.s ing le  2 .m arried  3 .cohabiting

4.separa ted  5 .d ivo rced  6 .w idow ed  7. other

1.8 Do you have children?

1. Yes 2. N o 3. D K

4. NR 5 . N A  .....................................................................

1.9 If yes, how many? .....................................

Work History

2.1 Presently employed ? ( u y b s ,2=:No) .................

2.2 If no, last in work

1. w ith in the las t ye a r 2. w ith in last 5 yrs

3. w ith in las t 10 yrs 4. ove r 10 yrs ago

5. neve r 6. D K

8. N R  9. NA  ......................

Appendix 3

□

□

□

□

□
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Prison

3.1 Has record (yes/no/DK/nut recorded)

Medical History

4.1 Ever had jaundice? ........................................

4.2 If yes, ever tested for Hepatitis B? ...........

4.3 Result

1. positive 2. negative 3. DK 4. NR

4.4 If yes, ever tested for Hepatitis C? .............

4.5 Result

/ .  positive 2. negative 3. NR

4.6 Ever been tested for the hflV virus? ..........

4.7 Result

1. positive 2. negative 3. NR

4.8 1st recorded attendance ...................................

4.9 Last recorded attendance

4.10 Total number of attendances

4.11 RIP (yes/no/DK/NR):-

Females only:

4.12 No. of children 1985

4.13 History of drug use in pregnancies (yes/no/DK)

Drug History

5.1 First used drugs

5.2 Age first used heroin

□

□□

□
□
□
□

dd

□

□
yy

mm yy
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1^’8 Co til S t r e e t  i
Inibl i i i  8 !

Appendix 4
. ’9 . 1 0 .  ' 8 l

To V;(hom I t  May Concei ' j i : -

Tl i i ' ee y e a r s  ai-;,o t i i e r e  v;at  ̂ no s m  i o u s  l o c a l  drut" a b u s e  pi 'obleiri .  
bu r ' i ng  t h i s  p e r i o d  and e s p ( ; c i a l L y  Iho l a s t  e i g h t e e n  mon t hs  t h e r e  
l ias  deve l o j ) ed  a wi des p i ' ea k  and vei\y s e r i o u s  d r ug  p r o l be i n .

'I'lie d r u g s  j tbused a r e  ' l i a r d '  di 'Ugs -  e s p e c i a l l y  h e r o i n  and c o c a i n e .

The d r u g  a b u s e r s  ai 'e be t we e n  IZ y e a r s  and 2̂ ? y e a r s  o l d .

T h i s  p r a c t i c e  h a s  s e e n  approjsi i ie- . t t i ly s i x t e e n  c a s e s  o f  serum 
h e p a t i t i s  s e c o n d a r y  t o  d r u g  a b u s e .  T h e r e  li;)ve Vieen r e p o r t e d  to  
P r o f .  O ' L o n n e l l  ( C h i e f  Medical .  O f f i c e r  -• J Jubl in  C i t y )  and a r e  a 
t i iat tei-  o f  r e c o r d .

T h i s  p r a c t i c e  h a s  d i r e c t  kno w l e d g e  o f  t h i r t y  s e r i o u s  d r ug  a b u s e r s .  
They i n c l u d e

1) 12 y r . o l d boy - sei 'um l i e p a t i t i s  - 2 y r  h i s t o r y  o f  h e r o i n  a b u s e
2) l'( y r . o l d boy - s t i l l  a b u s i n g

3) 15 y r . Old g i r l -  serum h e p a t i t i s -  s t i l l  a b u s i n g

15 \' ̂  ^ o l d boy -

5) IG y r . o l d g i r l -  serum h e p a t i t i s -  h a b i t u a l  a b u s e r .

'i'lie o t h e r s  i -ange i n  a [ e  fi'oi.i 17yi -s .  to  25 y r s .  F i v e  f en i a l ee  

f i f t e e n  m a l e s .  I ’Dne o f  them ai'O i n  empl oyment .
Amongst  t l i i s  g r o u p  ar'C t h r e e  f a m i l y  u n i t s ;  w i t h i n  t h e s e  u n i t s  a r e  
c h i l d r e n  who a r e  ' a t  r i s k ' .

( 1 )  Mot he r  o f  two s m a l l  c h i l d r e t i .  Husband i n  p r i s o n  f o r  t h r e e  y e a r s .  
Ho t l i e r  i s  a b u i d n g  d r u g s  f o r  t h e  l a s t  s i x  mont i is  -  a l l o w s  h e r  
f l a t  to  be used  f o r  t h i s  p u r ' pose .  Now a p p a r e n t l y  d e a l i n g  i n  
h e r ' o i n .  Has b r o k e n  o f !  c o n t a c t  w i t h  t h i s  p r a c t i c e  and t h e  
i ' u b l i c  H e a l t h  Nui ' se ,

( 2 )  Young c o u p l e  wi t l i  a 5 y e a r  o l d  c h i l d  -  b o t h  a b u s i n g  d r u g s .  The 
c h i l d  ha s  w i t n e s s e d  t h e  p a r e n t s  i n j e c t i n g  t h e m s e l v e s .  T h i s  
c h i l d  would be i n  s e r i o u s  n e g l e c t  i f  n o t  f o r  h e r  g r a n d m o t h e r  
and a u n t  who s u p p l y  h e r  b a s i c  n e e d s .  Doth p a r e n t s  unempl oyed  
p r o b a b l y  s u r v i v e  by ' d e a l i n g '  i n  d r u g s .

( 3 )  Young c o u p l e  -  un ma i ' i ' i e d . l 8  y e a r  o l d  g i r l  was u s i n g  h e r o i n  
wlien p r e g n a n t  -- a g r e e d  t o  d e t o x i f i c a t i o n  b e f o r e  d e l i v e r y .
Baby was b o r n  ' i r r i t a b l e '  and was k e p t  u n d e r  o b s e r v a t i o n  f o r  
a c o u p l e  o f  weeks .  Mo t h e r  b a c k  on h e r o i n .  baby a t  p i - e s en t  
i n  S t .  U l t a n s  H o s p i t a l  -  p a r e n t s  s low t o  t a k e  t h e  c h i l d  home.
Tlie l)aby h a s  been  hosj)!  t a l i s e d  f o r  n e a r l y  f o u r  o u t  o f  t h e  f i v e  
mon t hs  o f  l i f e .  i . o th  p a r e n t t  a b u s e  h e r o i n  and p r o b a b l y  ' d e a l '  
i n  i t .

Most  o f  t h e  p e o p l e  we h a v e  d e t a i l e d  coirie f rom one  f l a t  complex  
t h e  r e s t  from n e i g l i b o u i ' i n g  f l a t  comj j l exes .

T ' r V '  F . b V U ' K E b L Y  L . R . C . r , £ < S . I ; .  . I ; 6 b e  . . D . C . l l .
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128 Cork Street 
Dublin 8.

DR. A. P. O'KELLY 
DR. F. D. O'KELLY

16, Larchfield Road, 
Dundrum.
Dublin 14.
Tel: 983301

Appendix 5

Dear Dr. Crawley (1981)
We recently learned qf a local project concerned with 
curbing drug abuse in a local flat complex (St. Theresa's 
Gardens, Dublin 8.)

This group was set up by residents in St. Theresa's who 
were concerned with the increasing drug abuse in the area. 
Their chief concern is that the young teenagers do not 
experiment with these ptimulants and eventually end up 
with some, or all, the drug related problems.

We were pleased to learn of this inovation, as we have 
been in contact with some of tlicse drug abusers in the 
course of our work.

This organisation came to our notice from parents who 
were involved in this group. They appear to be well 
organised and have contacted various authoratative bodies 
i.e. Jervis Street drug centre, the "Drug Squad",
Coolmine etc.. We had separately advised different 
involved personnel to contact the H.E.B. as we felt that 
your organisation would be able to support this group, 
practically and financially in tlieir aim. It was, therefore 
with dismay that we learned from Terry Kearney (Social 
worker and co-ordinator to the project) that she had 
contacted your organisation and had received little 
practical encouragement.

Your recent H.E.B. diary states the function of the bureau.
We would like to draw your attention to sections d,e, and f. 
This seems to us to imply a statutory obligation, on the 
part of the H.E.B. to actively support projects such as this 
one.

Conti nued/
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128 Cork Street D R . A . P. O K E L L Y  16, LArciifiuld Hodd,
Dublin fi. D R . F, D . O K E L L Y  Durxirum, r

Dublin 14.
Tel: 983301

Page 2. <•

We would see this, as an obligation, to provide'a structured 
prograinme, and educational aids necessary to sustain this 
group in their efforts.

This well-intentioned (nou-professional) organisation is 
about to founder for lack of direction and resource. We 
would see this as an opportunity for the H.E.B. to actively 
support the group, who aim to prevent tl>e further spread of 
drug abuse among their children and local coimnunity.

If "co-operation with local area Health Board" is necessary 
we would see that it is the responsibility of the H.E.B. to 
evaluate the scheme and recommend to the Health Board that 
it is deserving of full and active support.

In writing to you, we are assured of the support of local 
General Practitioners who serve this area.

Yours sincerely.

Fergus D. O'Kelly,
LRCP + SI D. Obs. D.C.H.

Kevin O'Doherty,
LRCP + SI U. Obs. D.C.H.

202



Name:

( U u r i c i i l d m v u  ak : Appendix 6

I 'crgus D esm ond O ’Kelly

D a teo l 'H ir lh :  24/01/1948

Medical liducation: Royal College o rS u rg e o n s  in Ireland. (1968-1974)

Pre-Registra tion year: St. l .au rence’s Hospital, Dublin 7 (1974-1975).

Postgraduate 'I 'raining: D ublin  Regional Vocational i 'raining Schem e (1975-1978)

Assistant in (leneral  Practice, D o lph in ’s Barn, Dublin  8 (1978-1979).

Principal in ( leneral Practice, Dolpiiin’s Barn, D ublin  8 (1979-to date).

Positions o f  relevance held:

1. M em ber ol' St. Teresa’s Ciardens Youth Development.

2. C o-ord inator o f  primary care l l lV  Research Project

3. C hairm an o l 'H IV /A lD S  subcom m ittee  Irish College ol'CJeneral Practice

4. G overnm ent appoin tm ent to (a) National AID S Strategy C om m ittee , (b)
Expert G roup  on M ethadone Prescription, (c) Board o f  the N ational Drugs 
Advisory  and Treatment Centre, Trinity Court.

5. L.ecturer (part-time) D epartm ent o f  C om m unity  Mealth/General Practice, 
Dublin University.

6. Director o f  the Dublin  Regional Vocational Training Scheme.

Relevant publications:

1. O ’Kelly F, O ’Doherty K, Bury G, O ’Callaghan E. H eroin use in an  Inner City 
Practice. IMJ 1986; 79: 85-87.

2. O ’Kelly F, Bury G, Cullen  B, D ean G. T he Rise and Fall o f  Heroin  Use in an  
Inner City A rea  o f  Dublin. IM JSc 1988; 157 :35-38 .

3. Bury G, O ’Kelly FD. HIV Infection in a D ublin  General Practice. JR C G P. 
1989; 37: 101-103.

4. O ’Kelly FD. HIV infection and the role o f  the GP. Forum  (Journal o f  IC G P) 
1 9 9 0 ;6 :4 9 -5 0 .

5. D ean G, Lavelle P, O ’Kelly F, Pow er B. Follow  up o f  a C ohort  o f  In travenous 
I leroin users in North  and South Central Dublin and in Dun L.aoghaire. IMJ 
1992; 85: 9-10.

6. O ’Kelly F, Bury G. An Analysis o f  the Effects o f  HIV Infection in a C ohort o f  
Intravenous Drug Users. IMJ 1996; 89: 112-114.
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Appendix 7 

Map I

Dublin DEDs with Merchants Quay F DED shown in black
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Appendix 8 

Map 2

U / C J U / C 7
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Dublin's inner city showing location of Merchant's Quay F DED in black
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Appendix 9 

Map 3


