
parisons with the rest of Europe are often based on data
from a few cancer registries which do not completely
cover the countries concerned and cannot validly be
extrapolated to whole countries.4 12 This crucial under-
pinning of policy needs to be given priority. Health care
has taken the lead in calling for evidence based
decisions; government policy likewise needs to be deter-
mined by a firm knowledge base.
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Dilemmas and choices in facing the drugs problem
“Being truthful about drugs . . . must remain the foundation of drug policy”

This week the Royal Colleges of Psychiatrists and
Physicians, with help from the Joseph Rown-
tree Foundation, have published a most impor-

tant book on national and international problems
caused by the use of illegal drugs.1 Targeted at general
readers, Drugs:Dilemmas and Choices aims to stimulate a
long overdue rational debate on illegal drugs rather
than come up with any solutions. But its authors have
not shied away from making firm recommendations
on law enforcement policies, treatment, and education.

The working party that wrote the book included
doctors from several specialties along with a lawyer, a
sociologist, a teacher, and the chief executive of the
Standing Conference on Drug Abuse. They consulted
a wide range of experts and met members of the inde-
pendent inquiry into the Misuse of Drugs Act, which
was set up by the Police Foundation and also reported
this week (recommending more emphasis on the
health aspects of drugs.2 It is perhaps this multidiscipli-
nary approach that has led to such a comprehensive
and academically rigorous text.

The authors are clearly concerned that they will be
misrepresented as being “soft on drugs.” Is it, for exam-
ple, sending a wrong message to juxtapose the annual
numbers of deaths in the United Kingdom attributable
to various illegal and legal substances: none due to
cannabis, about 20 to ecstasy, many hundreds to
methadone and heroin, and about 30 000 to alcohol?
The book provides extensive evidence that alien drugs
or new formulations of older drugs have tended “to
excite attention disproportionate to the harm they
cause.” This assertion will not reassure parents who go
on to read its detailed discussion of the apparently
inexorable rise in use of these substances.

In 1997 three quarters of the United Kingdom’s
estimated £1.4bn expenditure on tackling drug misuse
was spent on national law enforcement and efforts to
lessen international supply.3 Yet the price of street
heroin is falling and its purity rising.4 The book gloom-
ily predicts that attempts to curb the trade in cannabis,

amphetamines, cocaine, and heroin will be as
unsuccessful in the future as in the past 30 years. It also
raises the possibility that failure to combat the criminal
consequences of drug misuse will eventually force a
radical review of international legislation.

The working party calls for a shift of some of the
money spent on restricting the supply of drugs (which
is failing to achieve its aims) to treatment, which
accounts for about 13% of the expenditure on drug
misuse. There is now good research evidence for the
efficacy of treatment programmes for those addicted to
heroin.5 6 However, “the biggest failing in Britain’s drug
services is the persistent failure to evaluate . . .
treatment approaches adequately or to develop
practice in response to evidence of efficacy, with train-
ing lagging far behind research findings.” This situation
should be improved by the recent guidelines from the
United Kingdom departments of health.7 Interestingly,
those who produced the guidelines considered it
necessary to spell out the instructions of the General
Medical Council that it is “unethical for a doctor to
withhold treatment from any patient on the basis of a
moral judgement that the patient’s activities or lifestyle
might have contributed to the condition.”

Britain spends almost as much on drugs education
as on treatment. Once again, the working party
complains about the dearth of scientific evaluation:
indeed, the best available evidence suggests that the
methods used in Britain do not prevent drug misuse.8

In the United States more elaborate educational
programmes, with multiple components including
involvement of families, can claim success in reducing
drug use,9 but any adaptation of these methods for use
in other countries will require its own evaluation.

Nevertheless, there is one simple educational inter-
vention that could be tried without evaluation. On the
assumption that knowledge about a problem is
desirable, educational authorities should flood second-
ary schools with this book. Parents would need no
encouragement to read such a well written book and to
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discuss it with their children. There is, in fact, some evi-
dence that children (albeit from a different culture) can
influence their family’s knowledge of mental health
issues.10 The parents who are challenged by this book
will include heavily drinking dads who condemn all
illegal drugs; general psychiatrists who are at times
driven to distraction by drug addicted patients but are
not providing the best available treatment; and some
journalists whose simple approaches to complex prob-
lems stifle rational discussion by policymakers.

Nobody is going to disagree that being “truthful
about drugs and their effects must remain the founda-
tion of drug policy.” But there may then be no option
but to face up to the end of the quotation: “even if it
sometimes results in greater acceptance of drugs and
more widespread drug use.” The authors of Drugs:
Dilemmas and Choices seem to have done their best to
give readers the whole truth and nothing but the truth,
but they are hampered by inadequacies in the scientific
research on treatment, education, and international
and national drug control. Even if all the very obvious
research questions were answered there would still be
disagreement about every aspect of the drugs problem.
Nevertheless, every responsible (and irresponsible)
adult and teenager in Britain could do worse than to

take this book as their starting point from now on as
they debate some of these major problems of our time.
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The new primary care organisations: one year on
Some successes—but many issues remain to be resolved

Primary care groups have been with us in
England for a year. In that time we have also had
a winter bed crisis; a general practitioner serial

killer; a new secretary of state; the introduction of NHS
Direct and walk in centres; and, only last month, the
promise of much greater resources for the health serv-
ice provided that it can “modernise.” How have these
events affected the development of primary care, and
what are their implications for the future?

Primary care groups attained several successes in
their first year.1 They have become much more corpo-
rate: interprofessional working has broken out in an
encouraging way at board level, though its progress
beyond board level is less clear. They have generally
done well in managing their prescribing budgets. And
their emphasis on defining and refining primary and
community care has made much progress, with the
boundaries between general practice and community
services now being blurred to the extent that the tran-
sition to primary care trusts is unlikely to cause much
conceptual difficulty.

Nevertheless, not every aspect has seen such
progress. Most primary care groups have not been
greatly involved in commissioning, partly because they
have been concentrating on getting their own houses
in order but also perhaps because purchasing-
commissioning does not seem to have had much
impact in general. Relationships between primary care
groups and their health authorities are mixed, with
wide variations in groups’ management allowances
and in the way responsibilities are apportioned.

These operational issues apply mainly to the
English primary care groups, but the conceptual ones

also hold true for Welsh local health groups and Scot-
tish local healthcare cooperatives. Each overseen by
their own form of devolved government, these have
been slower to rouse and are generally less “driven”
than the primary care groups. A real opportunity has
been missed in formally comparing the three models.

So what about the future? Firstly, the messages
about primary care trusts are now largely consistent,
and it is no longer a question of whether to become a
trust but when, although the issues of size and configu-
ration remain to be resolved. Most primary care
groups seem to be aiming to become level 4 trusts,
responsible for providing community services, which
suggests that deficiencies in these services are the
drivers of change rather than the desire to commission
services (as would be the case in a level 3 trust).
Nevertheless, many groups feel that more time is
needed to consolidate as primary care groups before
they are ready to convert to trusts. Secondly, trusts will
succeed only if enough clinicians—medical and
non-medical—feel sufficiently involved to make a
personal commitment to the concept. This will require
a degree of organisational development and long term
investment outside “core” patient services that has
never before been acknowledged or encouraged.

Thirdly, primary care trusts are not the only
community based NHS development: NHS Direct and
the walk in centres have as yet had little linkage to the
rest of primary care, and one of this year’s key tasks must
be to ensure that these disparate systems come together
in a way that meets the need for better accessibility and
convenience without destroying the NHS cornerstones
of coordination and continuity.
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