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CHAPTER ONE: INTRODUCTION & RATIONALE
FOR THE RESEARCH STUDY

This opening Chapter aims to introduce the research study, provide a 

rationale for why it was completed and in so doing highlight its potential 

contribution to the knowledge base in the study of illicit drug use. The overall 

research aim alongside the key research questions posed by the study, are 

set out. How the research attempted to address those is presented with 

reference to the structure of the following thesis.

Introduction and Context
After more than twenty-five years of intense political conflict, euphemistically 
referred to as the ‘troubles’ Northern Ireland (Nl) began its ongoing, faltering 
transition toward peace. Precipitated by the arrival of the paramilitary cease
fires in August 1994, this peace process has lead to a major transformation 

of the political and social landscape of Nl. Alongside the declared cessation 

of political violence by paramilitary organisations, there have been substantial 
decreases in military security operations and police numbers (Northern 
Ireland Office, 1999, 2002). The signing of the Good Friday Agreement in 

1998 paved the way for the establishment of the Northern Ireland Assembly 

(currently suspended) and its Executive Committee of Ministers, and the 

devolution of power from the UK Government to locally elected 
representatives. Drug policy was included within this transfer of executive 

authority.

The decrease in political conflict and resolution of the long-standing problems 

associated with the sectarian and divided nature of Northern Ireland culture, 

has been accompanied by a growth in so-called ‘normal’ patterns of crime 

and of social problems hitherto, masked or somehow suppressed by the 

Troubles’ (e.g., Independent Commission on Policing in Northern Ireland, 

1999; McElrath, 2004). A noteworthy example, heroin and injecting drug use, 

which did not emerge in a significant way in Northern Ireland until the mid to 

late 1990s.

1



The phenomenon, whereby drug injection is newly introduced or shows signs 
of rapid increase, has been documented in a range of locations experiencing 

socio-political, economic and cultural change (Donoghoe & Lazurus, 2005; 

Subuta, 2002; Fitzgerald, 2005). The clear existence of a link between these 

two has been evidenced in the international literature (UNODC 2002; Aceijas, 
Stimpson, Hickman eta!., 2004; Fitzgerald, 2005). Northern Ireland 

represents a unique and still under researched example of this phenomenon 
in a UK context. By paying attention to its particular circumstance, further 

study of it affords opportunity to gather ever more nuanced data on the 

emergence and sequelae of injecting drug use in the region. To that end 

through examination of a vanguard location for heroin use in Northern 
Ireland, Ballymena, this study seeks to generate rich description and insight 

into the implications for heroin users, health and social care policy and 
service providers and wider society when significant heroin and injecting drug 

use take grip for the first time. It is proposed that in so doing, the study offers 
a contribution to the knowledge base in the field of addiction, by examining a 
heroin outbreak in a context that has a combination of features rendering it, 
and the data produced from it, including theoretical insights, original.

More specifically, it will add to the corpus of knowledge on heroin use in 

Northern Ireland. No previous research explicitly focusing on this location 

(Ballymena) had been conducted. When the present study commenced only 
one published study into heroin use had been carried out in the whole of 

Northern Ireland. However, McElrath’s 2001 study, which sampled users in 
the late 1990’s from the city of Belfast, corresponded to a study of urban 

users. The sample consisted of many older more established current but 

also former users of heroin. Subsequent research studies completed have 

been regional in scope, had differing focus from the current study (McElrath 

& Jordan, 2005) or concentrated exclusively on quantification of problem 

heroin use (McElrath, 2002; Hay, Higgins, Gannon & Carroll, 2006).

In addition to the uniqueness presented by the Nl societal context, the study 

offers capacity to examine the development of heroin in an area
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hypothesised as atypical in profile for that of the primary site of an outbreak1. 
The research location is one of comparatively low urbanisation (compared to 

cities elsewhere in the UK and Ireland where heroin initially took). Its area 
characteristics are ostensibly those of a prosperous and deeply religious 

community. This potentially adds a new dimension to the base of UK and 
Irish research that has largely been dominated by examination of heroin 

outbreaks in inner city urban areas, characterised by extreme deprivation 
(Parker, Bury & Egginton, 1998; Pearson, 1986; Punch, 2005). More recent 

research has evidenced that heroin use is no longer the sole preserve of 
large deprived inner cities (see Draus, P. & Carlson, Home Office, 2003). 

However, drug diffusion has traditionally been characterised by a pattern 
whereby geographical spread was from cities to towns and then onto rural 

areas (Hunt & Chambers, 1976; Ditton & Frischer, 2001; Frischer & Heatlie, 
1999). That is, it is much less usual for diffusion to follow a pattern whereby 
smaller areas spontaneously emerge as the leading force in their own right, 
as would appear to have been the case for Ballymena.

In sum, the study has capacity to explore how the distinctive combination of 

circumstances in the research location affected patterns of injecting drug use 
behaviour and the societal and professional responses to them. In so doing, 

there is potential to offer rich insights, theoretical contribution and lessons 
that might be of interest to other areas experiencing significant heroin use for 

the first time. Finally, the current research offers opportunity to shed light on 
how some specific features of the transitional status of Northern Ireland, not 

least the legacy of violence, impacted upon users of heroin.

Overall Aim and Research Questions
With the rationale for the study outlined the overall aim of the research was 

as follows:

'Outbreak is used in the context of epidemiological disease surveillance in which the term is 
used to define a more localised problem, with 'epidemic' referring to a larger area, such as 
country. (Parker, H 2001, Personal Communication)
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‘Through examination of one locale, describe a heroin outbreak when it 
occurs in the context where no significant heroin use has previously 
existed’.

In order to address that overall research aim the following research questions 
were set;

■ What are the characteristics of the local area studied?

■ What evidence is provided from official statistics past and present on 
heroin use in the local area studied?

■ What are the key characteristics of heroin use and its users in the 
local area?

■ Does the Nl context effect the initiation, patterns of use and day to day 
life of the heroin users in the area studied?

■ What does the policy and service response to heroin look like in the 
area studied?

■ Has the cultural context shaped that response in any way?
■ What was the level and tenor of media reporting of the heroin outbreak 

in the local area studied?

Structure of this Thesis
How the research study addressed those research questions is now 

presented in the following thesis. The document is divided into eleven 
chapters, and some accompanying information including an overall timetable 
for the study is placed in the appendix. After this short introduction, Chapter 

Two charts the development of heroin within Northern Ireland generally and 

the location of Ballymena in particular, with reference to trends in prevailing 

drug policy. Media coverage of the unfolding outbreak is also presented to 

provide insight into the level of media attention engendered by the 

introduction of heroin. Chapters Three and Four, provide rationale, 

background and detail of the methodology and methods chosen to complete 

the study. Chapter Three rehearses the justification for the overall qualitative 

design while Chapter Four moves on to explain the component parts, 

strengths, weaknesses and ethical considerations of the case study design
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utilised. In Chapter Five, the research setting is presented in detail. Local 
area demographics derived from census data are provided, as well as 

information on deprivation indices. Some images of the location, collected 

throughout fieldwork, also afford insight into the localities studied. Local 

survey data relating to heroin use is used to present some indication of the 
level of community concern about heroin.

Chapter Six is the first of the findings chapters. It initially describes the 

sample of heroin users interviewed for the study. Key trends apparent within 

the drug use histories of the heroin users are then outlined. Following that is 

detail on the purported drug scene in the location prior to the introduction of 
heroin from the perspective of professional and community respondents. 

Chapter Seven provides accounts of respondents’ first initiation to heroin. 
The contexts and circumstances of those first experiences are detailed 

including when and where they took place. The Chapter moves on to chart 
the progression to more regular use and later injection, among the sample of 
heroin users interviewed. Insight into the local drug market in the study 
location are provided by professionals and community respondents 

interviewed. Characteristics of current injecting and health risk behaviours 
are discussed in the final section of the chapter.

Chapters Eight and Nine describe the service response2 to heroin that 

existed at the time of the study. Chapter Eight begins by setting out the 

services available to heroin users in the study location, with reference to 
those available in many other locations in the UK. Central themes to emerge 

from data are then presented. These included capacity issues within the 

existing system to meet the range and volume of need presented, and 

difficulties in a move to include harm reduction options within treatment for 

opiate use.

2 Fieldwork was conducted before many services were in place, and as such captured a very 
interesting and critical time-point in the history of the outbreak. The timing allowed for 
contemporaneous examination of the evolving policy and service response.
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Chapter Nine, further examines the service response to heroin and takes 

further data on the specific challenges related to the introduction of two harm 

reduction initiatives. It brings many of these issues to life by charting the 
story of the rise, defining characteristics and subsequent demise of a 

temporary mobile needle exchange service, a working example of a harm 
reduction initiative, which had developed within the arguably unreceptive 

environment. Inherent tensions between ‘official’ and ‘unofficial’ service 

development are drawn out. In Part Two of Chapter Nine, attention is turned 

to data that emerged regarding the potential introduction of a substitute 

prescribing service in Northern Ireland. Again, the discourse surrounding this 

proposed change illustrates the difficulties encountered in the implementation 
of harm reduction initiatives in Northern Ireland.

Chapter Ten, draws out how one unique legacy of the Northern Ireland 

troubles, paramilitary violence, directly impacted upon heroin users in the 
location studied. It describes how the violence affected the day-to-day 
experiences of heroin users, as well as hindered the efforts of those trying to 
offer help and support. Chapter Eleven brings the thesis to a conclusion. 
Central arguments derived from the thesis are brought to a close and their 
implications discussed. Theoretical contributions derived from the study are 

provided. This Chapter also charts recent developments that have occurred 
with respect to heroin use in the location studied, and the wider policy and 

service changes that have subsequently emerged across Northern Ireland.
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CHAPTER TWO: THE DEVELOPMENT OF HEROIN USE

IN NORTHERN IRELAND

Collaged from a range of available data, this Chapter provides important 

context to the case study by charting the development of heroin use in 

Ballymena Co, Antrim. These developments are located within wider drug 

use trends for Nl as a whole. Presented in a chronological fashion, 

notification, law enforcement and research data are utilised to build a picture 

of how drug use developed over time. It begins with the period throughout 

the Troubles’, moves through the years after the paramilitary ceasefires, and 
ends in 2002 when the study was conducted1. Drawing upon a review of the 
local press2 undertaken as part of the case study, the Chapter also presents 

an insight into the level and tenor of media coverage surrounding heroin use 
in the location. Finally, description of sequential developments in Nl drug 
policy provides an important backdrop to the discussion.

Drug Use & the Years of the Troubles

Significant exposure to community violence (Hayes & McAllister, 2001; 
Jarman, 2004), poverty and social deprivation rivalling the worst in Europe 
(Birrell, 1972; Osbourne & Cormac, 1986; Evanson,1985), as well as close 

geographical proximity to locations characterised by established drug 

markets (e.g. Dublin, Glasgow). This configuration of circumstance 

characterised Nl society throughout the period of the Troubles’. However, 

far from beleaguered by high levels of drug use, evidence suggests that the 

cohesion and the divisions between Northern Ireland’s communities 

somehow contributed to a resistance to the drug trade throughout much of 

the second half of the twentieth century (Northern Ireland Affairs Committee, 

2003; McElrath, 2004). A number of hypotheses to explain the phenomena 

have been posited. The following are most notable among them. First, that 

strong community cohesiveness (see Leonard, 1994) and a sense of

1 Data on developments after 2002 are reserved for discussion in the concluding chapter of 
the thesis.
2 Detail on the local papers reviewed and the methods used to assess them are provided in 
chapter four
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collective efficacy in neighbourhoods throughout Northern Ireland served to 

buffer the effects of deprivation and crime (McElrath, 2004). Second, the 
historic and ongoing roles played by both loyalist and republican paramilitary 

groups in the informal policing and social control of communities (Holywood, 

1987; McEvoy, McElrath & Higgins, 1997; Knox, 2002; McElrath, 2004).
Third, that conditions (including high levels of community segregation) in 

Northern Ireland resulted in considerable restriction of movement, both within 

and between communities, which limited opportunity to engage in drug 

transactions (McElrath, 2004). Finally, added to that was the highly active 

and visible military and police presence, which may also have served as a 

deterrent against the supply of drugs. The Royal Ulster Constabulary (RUC) 
had approximately 11,500 officers, complimented by a police reserve (The 

Independent Commission on Policing for Northern Ireland, 1999). There was 

also a high military presence, principally in the form of the Ulster Defence 
and Royal Irish Regiments. Troop numbers varied throughout the period of 
the Troubles’, but by 1994 some 18,500 members of the British military had 
been assigned to the North of Ireland (CAIN, 2004). The high presence, 
especially in border areas, may have rendered import and transportation of 

drugs problematic.

Evidence in support of a limited drug market throughout the time of the 

troubles is hindered by the absence of empirical research. For example, 
Jones & McCoy in 1989 highlighted the scarcity of data on youth alcohol and 

drug consumption in Northern Ireland throughout the 1980s. They reported a 
public perception that alcohol and drug use in young people was ongoing, but 

added that the absence of research made it difficult to draw conclusions. A 

review of RUC caution and prosecution data by them for under 18-year-olds 

confirmed that numbers were very small (for example, in 1984 only three 

persons were recorded for both offences). From 1983 to 1989 little change 

occurred. While some drug use was ongoing, especially in the 1980s 

(observed first-hand by the researcher on the student scene in QUB for 

example), the lack of supporting survey data prior to the 1990s makes it 

difficult to present a compelling evidence base. McElrath in 2004 concluded 

that there was no strong evidence to imply that drug use was a significant
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problem in the 1970s and 1980s. The lack of studies perhaps did reflect a 
genuinely low level of drug use and an undeveloped drug market in the 
region.

Turning specifically to heroin, the few public health indicators available prior 

to the 1990s confirm that heroin did not have a significant presence on the 

drug scene. As in the case with drug use more generally, evidence that 

some use of the drug took place in this time period can be gleaned from one 

academic study and notification data. McElrath’s 2001 research provided 

retrospective accounts of 43 Belfast heroin users, some of whom reported 
that they had first injected in Northern Ireland during the early 1980s. 
Furthermore, the Northern Ireland Drug Addicts index3 noted that there were 

32 persons registered in 1985 {cited \r\ Murray, 1994) in 1987; that number 

increased to 36, by 1990 still less than 50 persons were registered on the 
index (Department of Health and Social Services (DHSS), Northern Ireland 
Drug Addicts Statistical Information Bulletin Dec 1991). An unpublished 
report by O’Neill in 1995 confirmed a perception that heroin and injecting 

drug use was not a major feature of the Northern Ireland drug scene. What 
did exist appeared negligible when compared to data from the rest of the UK 
and Ireland. Concentrated mostly around the city of Belfast, it did not come 
to the attention of wider society and did not pose a significant public health 
risk. HIV and AIDS statistics for Northern Ireland up until 1990 reveal that 

only 12 persons were infected with HIV infection (Communicable Diseases 
Surveillance Centre, CDSC Nl 1995). In contrast to elsewhere in the UK 

those figures do not reflect any cases attributable to injecting drug use. Law 

enforcement statistics with respect to drug seizures and offences again 

record very minimal or no data relating to heroin (see McEvoy et al., 1997).

The Government’s official drug policy throughout this period was to take a 

low profile approach. In fact, there is no evidence of any policy statement

3 Physicians were required to notify in writing the chief medical officer of the DHSS if they 
attended a patient whom they considered to be or had reasonable grounds to suspect was 
addicted to any of the specified control drugs (14 opiods and cocaine). This information was 
then fed into the Home Office Notification system. By the early 1990s, the Addicts index had 
been phased out elsewhere in the UK and replaced by the Regional Drug Misuse Data Base 
(RDMD) system. In Nl the RDMD only became operational in 2001.
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relating to the issue of illicit drug use in Nl before 1986 (DHSS, 1986). Drug 

education and prevention was given minimal coverage in Nl for fear that ‘high 

profile action would stimulate an otherwise low level of interest in drugs' (Illicit 

drug use in Northern Ireland First report of the Northern Ireland Affairs 

Committee 1996-1997, HC 52 para 3). Despite the very low profile, the 

statement was nonetheless preceded by the formation of the first Northern 

Ireland Committee on Drug Misuse (NICDM), whose principal task was to 

monitor the extent of drug misuse. The circular in 1986 sought to clarify how 

drug misuse could be tackled. The very low and limited level of drug misuse 

in Northern Ireland meant that public information material used in other 

locations throughout the UK were deemed inappropriate for use in the 

location. This decision not to issue education and prevention material, 

particularly on heroin and injecting drug use, meant that a generation of 

young people were provided with no public information on the drug heroin 

and its consequences. This 1986 statement remained Northern Ireland's 

only drug policy for almost a decade.

In contrast, drug policy and practice for Northern Ireland’s closest neighbours 

in the UK and the Republic of Ireland was by then considerably more 

developed. This was largely driven by the opiate epidemics which occurred 

in parts of England, notably the Wirral in 1980s (Parker, Bakx, & Newcombe, 

1988), in Edinburgh and Glasgow (Greenwood, 1986; Haw, 1985) and in the 

Republic of Ireland in 1983 (Butler, 1991). This meant practical interventions, 

such as substitute prescribing (in Edinburgh since 1986; Dublin since 1987) 

and needle exchanges (in Edinburgh since 1987; Dublin since 1989), were 

already operational in these locations in the 1980’s.

The Transitional Years & Evidence of Change
During the early 1990s, Northern Ireland was building up to the 

beginnings of its long-drawn-out peace process. Then, on August 31st 

1994, the Army Council of the Provisional IRA called a unilateral cease

fire, followed one month later by a similar declaration by the combined 

Loyalist Military Command. The accelerated political activity was
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mirrored by observable escalation in the demand for drugs. A range of 

sources indicated increases in drug use, notably cannabis, LSD and 
ecstasy. For example, evidence provided by the Northern Ireland Office 

(NIO, 1996a) showed that the number of drug offences recorded by the 

police increased almost fivefold between 1991 and 1995, and that arrests 
for drug related offences increased by 343 percent over the same time 

period. Seizure data for all major classes of drugs by the RUC were also 
higher than five years previously (RUC, 1995).

However, heroin was still decidedly missing from these data. By this 

time, drug use generally had also found its way onto the research 
agenda. For example, between 1990 and 1995, several repeat cross- 

sectional self-report surveys of drug use prevalence were commissioned, 
particularly in young people (see Higgins, Percy, & McCrystal, 2004 for a 

review). Several of these studies reported moderate to high prevalence 
rates for lifetime drug use. As far as surveys of adults were concerned, 
the Northern Ireland Crime Survey was conducted for the first time in 
1994/1995. Data from that survey show that 23% of males and 16% of 
female reported lifetime use of any substance (NIO, 1996b). That figure 
compared to 33% for males and 25% for female in the British Crime 

Survey (Ramsey & Percy, 1997). So, while use of drugs in Nl appeared 

to be increasing, it still remained low relative to the UK as a whole.

Reflective of the shift in profile in 1995, public attitudes to drug use were also 

examined for the first time in the region (Jardine, 1997). A survey conducted 

in 1995 found that the issue of illegal drugs evoked an interesting response 

from the Northern Ireland public. In contrast to responses to the same 

question in Great Britain, there was widespread agreement that drug use in 

Northern Ireland was more prevalent than five years previously. When 

compared with Great Britain, public attitudes in Northern Ireland were 

deemed to be more disapproving of drug use generally. Significantly, there 

was also a perception that heroin use was more prevalent than it had been in 

the previous five years. Thus, heroin had in some limited way already crept 

into the public psyche. The Northern Ireland Addict statistical bulletin,
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acknowledged as a lagged indicator of use, made note of the ‘overall upward 
trend in the total number of registered addicts in the province’ (Department of 
Health and Social Services, Northern Ireland Addicts Statistical Information 
Bulletin 1995, page p1). Figures increased from 48 in 1990, 51 1991, 60 in 

1992, 80 in 1993, 87 in 1994 and 96 in 1995. These numbers appeared 

small in relation to other parts of the UK and Ireland. However, they 

indicated an exact doubling of registrations in a five-year time period. Most 
of those registered were still from the greater Belfast and Bangor4 areas and 

the majority were over 25 years. Homefirst, the Health and Social Services 
Trust Area in which Ballymena is located, by 1995 still had only 10 users for 

the whole of its area appearing on the Northern Ireland Addicts’ Index.

In May 1995, the UK Government launched Tackling Drugs Together’, a new 
strategy against drug misuse (Home Office, 1995). Around that time drug 
policy was re-energised to some extent in Nl. The Committee on Drug 
Misuse (NICDM) produced a new document entitled ‘Drug Misuse in 

Northern Ireland - a Policy Statement’. Although an improvement on its 1986 

predecessor, the policy statement was far from strategic and lacked a sense 
of joined-up thinking. While it aimed to provide a statement of purpose and 
set out priorities, roles and responsibilities for various organisations, it lacked 
clarity. This ambiguity meant that there was considerable duplication of effort 
and drug policies were crafted by other organizations at this time with little 
co-ordination between them. Key examples were those produced by the 

Education and Library Boards, the Health and Services Boards in Northern 

Ireland, as well as the Royal Ulster Constabulary. However, the 

establishment of the Central Co-ordinating Group for Action Against Drugs 
(CCGAAD) went some way to helping this situation, and there was greater 

opportunity for interagency working, at least between statutory agencies. By 

1996, CCGAAD had developed a programme of activities aimed at 

addressing the drug problem. Also at this time, a Drug information and 

Research Strategy Implementation group (DIRSIT) was formed as a sub 

group of CCGAAD. Additional funding of £1 .Smillion over a three-year period

4 A large coastal town in Co Down, approximately 18 miles from Belfast, with an established 
recreational drug scene.
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was secured and a range of activities planned. The central tenet of the 

campaign was one of information (public Information, drug educative 

materials a research and information strategy). A further development was 

the establishment of the four Drug Co-ordination Teams, whose task it was to 

co-ordinate the efforts of all agencies relevant to drug use at a local level. 

They were formed within the four Health and Social Services Board areas 

within Northern Ireland5. Crucially, a key message noted by the 1995 

statement was a reiteration of the fact that Nl had a low level of drug misuse, 

and confirmation that heroin and injecting use was not present in the location.

The 1995 statement lacked prescience, for not long after the paramilitary 

ceasefires the drug use landscape of Northern Ireland had changed 

considerably. For example, surveys of youth conducted between 1995 

an 1998 (such as the European Schools Survey Project on Alcohol and 

Drugs - ESSPAD (Hibbel, Andersson, Ahlstrom et al., 1999) and the 

Health Behaviour of School Children studies - Currie, Hurrelman, 

Setterobulte et al., (2000), indicated an upward trajectory for drug use 

prevalence in Nl that ran contrary to the declining trends exhibited in the 

rest of the UK and Europe (see Higgins et al., 2004 for a review). A 

similar pattern emerged from data in the Northern Ireland Crime Survey 

(NICS). The NICS data for 1998 suggested that there was a consistent 

rise in levels of drug use for both males and females (NIC, 2000). The 

prevalence rate for males rose from 24% in 1995 to 30% in 1998, whilst 

the prevalence rate for females rose from 16% in 1995 to 19% in 1998 

(NIO 2000). As well as experiencing an upturn in overall drug use 

prevalence, significantly it appeared that Nl no longer had immunity from 

heroin.

5 Northern Ireland has four Health and Social Services Boards (HSSB's) established by 
Government in 1973. The largest is the Eastern HSSB covering a population of 430,909. 
The next largest, the Northern HSSB (in which Ballymena is situated), has 278,037. The 
Southern HSSB covers 199,438. The Smallest HSSB area is the Western, which services a 
population of 182, 272. A review of public administration in November 2005 states that the 
existing HSSB's will be phased out and replaced by a new strategic Health and Social 
Services Authority.
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The Introduction of Heroin & the Location of Ballymena

With the benefit of hindsight, there was firm evidence of change in respect to 
heroin around this period. The diffusion characteristics of heroin epidemics 

suggest that the growth of new heroin scenes can go unnoticed in their 

earliest stage (Hunt & Chambers, 1976; Ditton & Speritis, 1981). In a general 
sense, this appeared to be a truism in the case of Northern Ireland.

However, for some there was acute awareness of the growing problem 

posed by increasing heroin use. As had occurred in other locations 

experiencing development of new heroin scenes (Ditton & Speiritis, 1981; 

Parker, 1988), perceptive community workers anecdotally reported the 

introduction of heroin to certain communities. These reports preceded any 
evidence of an escalation in heroin use within health notification or law 

enforcement data. The speed at which heroin took hold in communities had 

already been well demonstrated in several cities and urban conurbations in 
England and Scotland and the Republic of Ireland, who hosted major heroin 
outbreaks in the 1980s (Gay, 1985; Parker eta/., 1988; Ditton & Speirits,

1988; Haw, 1985; Butler, 1991).

For example, the English community studied by Parker et al., 1988 (the 
Wirral) had historically had ‘no more than a handful of long term drug users’ 

(p.6), but within a few years the number of heroin users had increased 
significantly. Similarly, Ditton & Speirits, (1981) reported significant rises 

within a year in the number of addicts being notified in Glasgow. A similar 

pattern of rapid spread of heroin use in the 1980s is documented for the 

Republic of Ireland. Butler (1991) notes that the first evidence of a heroin 

problem in Dublin can be traced back to 1979/1980, when an upsurge in the 

use of opiates and a needle culture occurred. Citing police statistics, he 

notes that in 1979, 5 persons were charged with heroin offences and two 
years later, in 1981, that number had grown to 177. Likewise, in 1979, 55 

heroin users were recorded as being in treatment at a Dublin Clinic. By 1981 

that figure had grown exponentially to 417. Despite the compelling accounts 

provided by front line workers, the emerging problem in Nl was left to 

develop. With hindsight, assimilation of the lessons learned from the
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experiences of those other cities might have led to increased expedience in 
tackling the emerging heroin scene in Northern Ireland.

Also of note was that the media had already begun to chart developments 

regarding the introduction of heroin. One location in particular appeared to 
be outpacing the rest. It was not in Belfast - the largest and capital city of 

Northern Ireland - that evidence of change was most apparent, but in 

Ballymena, a comparatively small, deeply religious, provincial town with a 

population of approximately 60,000, located 27 miles north of Belfast.

Analysis of press coverage reveals that attention was drawn to heroin in 
Ballymena as far back as 1996, when a story about a heroin find in the 

Ballymena area hit the headlines in two regional papers: ‘Police seize 
heroin haul’ (16th May 1996, Belfast Telegraph) and ’Heroin Found (16th 

May 1996, Newsletter). The significant find of heroin (34 grams) with a street 
value of £10,000 was made by the Royal Ulster Constabulary in the garden 

of a house in Ballymena. By the next year, 1997, police found crack cocaine 
in the same house in Ballymena where heroin had been seized the previous 
year: Police seize crack cocaine in Ballymena’ (24th July 1997, Belfast 
Telegraph): ‘Police seize crack during house raid’ (25th July 1997, The 
Irish News): Man in court on Crack Charges’ (25th July 1997, Newsletter).

There was mounting concern expressed in the local press about what was 

perceived to be the rapidly growing heroin problem in Northern Ireland. 

However, it was stories about heroin use in the town of Ballymena that far 
outstripped coverage of heroin elsewhere in Northern Ireland. On the 25th of 

July 1997, one regional Newspaper - the Newsletter - had extended 
coverage of heroin in Ballymena with headlines such as Drug menace’, 
highlighting how drug use had crossed the land and sea borders and taken 

seed in the local town. The other headline on that day drew attention to the 

unlikely nature of the venue of Ballymena for a heroin outbreak. The amount 

of churches, the high profile of the Presbyterian faith and the homeland of 

Free Presbyterian minister Dr Ian Paisley had contributed to the labeling of 

Ballymena as Northern Ireland’s Bible belt. This unlikely juxtaposition
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between religion and heroin was to become a recurrent theme in local 
headlines on the matter: Fortified dens hide heroin in Bible belt’ (25th July 

1997, Newsletter). Religious division was still ever-present in Northern 
Ireland, and nowhere more so than in Ballymena, where loyalist protests 

outside a Catholic Church in the location of Harryville went on for almost two 

years, running up a policing bill in excess of £2 million pounds. Frustration 

was expressed from both nationalist and unionist-leaning media that the 

huge resource expended on that protest would have been better spent on 
policing the increasing heroin use in the area: Harryville police pill lost 
from drugs war’ (17th December 1997, The Irish news): ‘The price of 

Harryville’ December 1997, Newsletter).

The press also drew attention to personal stories of heroin addiction and the 
problems presented by the lack of help available: ’Our heroin hell’ (15th 

August 1997, Belfast Telegraph). By March of the next year, the toll of heroin 
in Ballymena was evidenced in the reporting of opiate-related fatalities. In 
March 1998, the death of two young Ballymena men attracted significant 
media attention - both died of as a result of opiate overdose: Police Probe 
first heroin death’ (11th March 1998, Belfast Telegraph): Tragic addict 
wanted to warn’ (25th March 1998, Belfast Telegraph).

Despite the newspaper coverage of the growing difficulties presented by 

heroin, the government was slow to acknowledge the emerging problem. In 

March 1998, the then Drug Czar in England, speaking at a public meeting in 

Nl, stated that he was overall optimistic about the heroin issue in Nl, but 

acknowledged that efforts should be increased to further develop drug policy 
here. Drugs war to be extended Meeting held to address problem’ (26th 

March 1998, Belfast Telegraph). In spite of recurrent media representations 

of heroin in the Ballymena area, The Northern Ireland Assembly minutes 

officially recorded: ‘At present there would not appear to be an injecting drug 

culture in Northern /re/and’(Northern Ireland Assembly, Monday 26 October 

1998).
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The press attention about Ballymena persisted, still reflecting a sense of 
incredulity that the location should have emerged as the leading heroin 
venue in the North: A Plague in God’s own town’ (28th August 1998, The 
Irish News): ‘Trade in well to do town (29th October 1998, The Irish News). 

The media was also to highlight the growing sense of frustration in areas 

most affected by heroin use, where meetings with local police to complain 

about the effect of high prevalence of heroin in their area had been sought by 

local residents: Ballymena residents have held a stormy meeting with 
police’ (15th September 1998, The Irish News). Evidence that communities 

were taking informal action against dealers in their own community was also 
forthcoming: ‘Residents warn on marches on dealers’ (28th August 1998, 

The Irish News).

Coverage continued, and by 1999 reports were highlighting the economic 

and social costs of the drug in Ballymena. Ten people per week were being 
arrested for acquisitive crimes relating to heroin use, according to a survey 
conducted by the local police. Heroin Crime the truth’ (7th August 1999, 

The Irish News). Also highlighted was the potential public health threat 
posed by injecting drug use: Call for urgent action to tackle AIDS time 
bomb’ (19th August 1999, The Irish News). The increasing strain presented 

by heroin use on existing treatment services was another issue raised by the 
media: Hospitals Crippled by drugs explosion’ (7th October 1999, The 

Irish News). By 1999, two local television documentaries featured the 
emerging heroin problem in Ballymena (Insight November 1999) (BBC 
Newsline December 1999) and in 2000, Channel Four Television news 

devoted a special report to the new heroin outbreak in the area. Despite the 

mounting attention to the heroin outbreak in Ballymena, there was 

considerable variation in the prevalence figures cited, which ranged from a 

Royal Ulster Constabulary estimate of 600 (RUC 1999) to as many as 1500 

(Together Training Triangle, 2000). An unpublished study, conducted in 

1999-2000 by the Community Addiction Team in Ballymena, estimated that 

235 to 398 heroin users resided in the Ballymena area (Woodhouse, 

McLaughlin, Mulhall ef a/., 2000). Media estimates were also high and 

ranged from 1000 to 1500 in Ballymena.
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By this time, notification data (acknowledged to be a lagged and imperfect 
indicator of heroin use) revealed unequivocal evidence of major change in 

patterns of use in the area. Table 2.1 below presents notification data from 

the Nl register of Addicts. That data confirmed that the spread of heroin use 
was not evenly distributed throughout Northern Ireland. The peak of 

notifications for the whole of the region came in 1999. By the next year, 

2000, notifications for the Ballymena area, covered by the Homefirst Trust, 

constituted over half of those for the whole of Northern Ireland.

TABLE 2.1

Notifications to the Northern Ireland Drug Addicts index 1994-2002 for 
all of Northern Ireland and for the Homefirst Community Trust by year.

Year 1994 1995 1996 1997 1998 1999 2000 2001 2002
Nl total 87 96 120 162 229 306 304 302 296
Homefirst N: 14 10 26 63 102 145 158 138 124

% of Nl Total 16% 10% 22% 39% 45% 47% 52% 46% 42%

* Figures are at 31st December each year 
Source: Statistical Bulletin DAIRU 1/2004

Regionally, the 1998 Northern Ireland Crime Survey data also saw the 

introduction of respondents admitting to the use of crack cocaine (1%) and 

heroin (1%) for the first time. Furthermore, drug seizure data reflected the 

growing profile of opiates in drugs seized (RUC/ PSNI data on drug seizures 

1997/98 98/99 99/2000 2000/2001). The number of acute drug related 

deaths (overdoses) can be used as a simplistic way of assessing a country’s 
drug situation6. In relation to heroin, after 1995 mortality data evidenced a 

dramatic increase in opiate related deaths in Northern Ireland (Health

6 Counting drug related deaths, is a complex process and errors can occur (Advisory Council 
on the Misuse of Drugs, 2000). For example, in many cases, the relationship between drug 
use and death may not be direct and changes over time in the classification process may 
influence trends.

18



Promotion Agency for Northern Ireland (HPANI), 2000). Two opiate related 
deaths were recorded in 1995 by 1999 that figure increased to seventeen. 
Many of these deaths were in people under the age of 25 (HPANI 2000). 
Data were not available by HSBB area and therefore figures specific to 

Ballymena area cannot be provided. Elsewhere in the UK, the profile of the 
drug issue was being raised. Tackling Drugs to Build a Better Britain’ was 

launched by the government (Home Office, 1998) and Keith Hellawell was 
appointed, amidst much publicity, as the new UK Anti Drugs Co-ordinator. 

Against this backdrop of a changing Nl drug scene and high profile UK policy 
campaigns, Northern Ireland policy was also looked at once more. After a 
period of consultation, The Drug Strategy for Northern Ireland was launched 

in 1999, and its change of tenor was notable: ‘Northern Ireland has a drug 

problem. It may not be on the same scale as found in other parts of the 

united kingdom and the Republic of Ireland but it exists all the same’ 
(Department of Health and Social Services and Public Safety, Northern 

Ireland Drug Strategy, 1999, page 5).

However, on page 8 the Strategy highlighted that ‘at present injecting is not a 
significant part of the drug culture in Northern Ireland’. Recall from Table 2.1 
that 1999 was the year that saw a major peak in notification data, generally 

considered to underestimate true prevalence (Hartnoll, 1992; Hay & 

McKeaganey, 1994). However, it did at least make the suggestion that 

heroin may present an ‘incipient’ problem. On that very same page of the 

strategy, it is highlighted that:

‘Government and its agencies accept responsibility to develop 

systems and procedures to identify changes in the drug 

problem, so that the combined effort produces an effective 

approach to tackling the drug misuse problem. In Northern 

Ireland our aim should be to ensure that the problems 

associated with drugs faced by other communities in other 

parts of the world are not allowed to take hold’

(Northern Ireland Drug Strategy 1999, page 9).
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Unfortunately, that ambition was not to stand the test of time. Amidst the 
increasing media attention and growing frustration with the lack of movement 

on the part of government to expand treatment options, around 2000, a 

number of general practitioners from Ballymena began to galvanise efforts, 

with the intention of determining foundations for best practice in the treatment 
of heroin dependence (Northern Ireland Affairs Committee, 2003). Unlike 
their counterparts in other locations in the UK, doctors in Northern Ireland 

operated under a policy imperative not to prescribe maintenance opiates for 

heroin addicts and to focus on detoxification (Clinical Resource Efficiency 
Support Team, CREST 1999). Faced with growing numbers of patients 

presenting to surgeries with heroin dependency and associated health and 
social care problems, and in need of a range of treatment options, this group 

of GPs visited treatment facilities in Dublin, Scotland and England to garner 
advice and evidence for themselves. The urgent need for some 
quantification of the problem was addressed when, in 2002, a leading 
academic was commissioned to undertake a prevalence study of “Problem 
Heroin Use in Northern Ireland”, to provide estimates of the number of users 

during the 12-month period, 1 November 2000 to 31 October 2001. Three 
methodological techniques were used. The capture-recapture approach 
indicated that there were approximately 828 problem heroin users in the 

whole of Northern Ireland. The 95% confidence interval suggested that 
between 695 and 1018 (36% and 52%) of problem heroin users had been in 

drug treatment during the 12-month study period. Combing the capture- 

recapture techniques with a further two multiplier methods (one based on 
mortality data, the other using notification data) the total number of problem 

heroin users in Northern Ireland was estimated to range from 695 to 1250 

(McElrath, 2002). This study produced a regional estimate only, however the 

author did make note that heroin users from Ballymena were more likely to 
be injectors and to be younger, when compared to the sample as a whole.

Around this time, Northern Ireland launched a Joint Implementation Model, 

which rolled up the drug and alcohol strategies into one. No extra money 

emerged for implementation of the alcohol strategy, so efforts were almost 

certainly going to be compromised in efforts to tackle drug use. A further
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development was the implementation of a Regional Drug Misuse Database 

(RDMD) for Northern Ireland, bringing information systems in line with the 

rest of the UK. As with any new system, a range of difficulties were 

experienced (Department of Health, Social Services and Public Safety, 

2002).

Despite the more elevated profile of drug use, heroin users in Ballymena, as 

in elsewhere in the North, were still without the range of treatment services 

available elsewhere in the UK. The media highlighted the increasing difficulty 

placed on professionals tasked with trying to help heroin users: Fight 

against drugs an uphill struggle’ (28th March 2000, The Irish News).

Press coverage of heroin in Ballymena appeared, from the end of 2000, to 

diverge in two separate directions. On one side were a range of stories, 

characterised by a judgmental and sensationalist reporting style that arguably 

contributed to a transitory moral panic7 about heroin in the location of 

Ballymena. On the other, were some very well balanced and challenging 

accounts, highlighting the desperate need for more treatment and assistance 

for users in the area. Considering the former first, coverage highlighted the 

growing spectre of terror presented by infectious disease in the form of 

unsafe disposal of needles by heroin users: ‘Mum of 4 in Junkie jab terror’ 

(15th October 2000, Belfast Telegraph): ‘Mum’s fear of needles’ (20th 

October 2000, The Irish News). In the absence of much discernable 

movement on the part of the statutory sector, Christian-based initiatives 

attempted to step into the vacuum by proposing to set up a rehabilitation unit 

in farmland just outside Ballymena. The ensuing public outcry and panic

7 In his 1972 classic sociological study, ‘Folk Devils and moral panics’, Cohen defines a 
moral panic in the following terms: ‘Societies appear to be subject every now and then to 
periods of moral panic. A condition, episode, person or groups of persons emerge to become 
defined as a threat to societal values and interests; its nature is presented in a stylised and 
stereotypical fashion by the mass media; the moral barricades are manned by editors, 
bishops politicians and other right thinking people socially accredited experts pronounced 
their diagnoses and solutions; ways of coping are evolved (or more often resorted to; the 
condition then disappears, submerges or deteriorates and becomes more visible. Sometimes 
the subject of the panic is quite novel and at other times it is something which has been in 
existence long enough but suddenly appears in the limelight. Sometimes the panic passes 
over and is forgotten., at other times it has more serious and long lasting repercussions and 
might produce such changes as those in legal and social policy or even in the way society 
conceives itself (Cohen, 1972:9).
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about the unit being located in the quiet village made for some 
sensationalised headlines, recounting the abject horror expressed by local 

residents that any such facility would be located in their area: Village Fury 
over drug rehab Plans’ (26th October 2000, Newsletter): Outrage caused 
by rehab unit Plan’ (26th Oct 2000, The Irish News): Slurry attack on 
addicts refuge’ (6th November 2000, Belfast Telegraph); Backlash against 
addicts rehab units (7th November 2000, The Irish News).

The growing threat posed by acquisitive crime was also theatrically covered 

in the local press, highlighting the menace facing society in the form of heroin 
users. Persons who had no compunction about committing odious crimes to 

support their habit became ever more prosaic in story lines: Gunpoint 
Terror in Junkie Town’ (31st August 2001, Newsletter): Addicts raiding 
graves for cash’ (18th April 2002, Belfast Telegraph); Addicts ready for 
Festive Pickings’ (28th November 2002, Belfast Telegraph). The increased 

profile and menace of users was also increasingly evident according to 
reports, with no areas in the town exempt from exploitation by opportunistic 
heroin users: ‘Drug Addicts Shooting up in toilets of hospital’ (10th May 

2002, Belfast Telegraph). In some cases, the tenor of the reporting of drug 
deaths was very insensitive: Drug Haven Body Named’ (7th August 2001, 

Newsletter).

However, on the other hand, press coverage also went some way to 
highlighting the public health necessity of needle exchange for safe use and 
disposal of needles: Needle Scheme to help addicts’ (23rd May 2000, The 

Irish News). The opening of the Needle exchange in the town was well 

covered by the press and provided a balanced account of the aims of the 
service: Needle exchange opens door of hope for addicts (24th August 

2001, Belfast Telegraph). In fact, a prevailing tenet of much of the coverage 

was to highlight the urgency for better and more treatment options for heroin 

users. For example, the heroin-related deaths of more young men from 

Ballymena commanded significant newspaper coverage. The call for more 

varied treatment options formed the parting conclusion to most of these 
stories: ‘Death of Ex addict sparks calls for centre’ (22n6 February 2001,
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Belfast Telegraph); Death Prompts rehab Unit call’ (22nd February 2001, 

Newsletter). Reports also drew attention to the lack of resources in the North 

of Ireland that meant that Ballymena and other local users were being sent to 
locations in England to get assistance: ‘Addict can’t get help in Ulster’ (5ih 

May 2001, Belfast Telegraph). The year 2002 ended with a salutary 

reminder of the social cost of heroin in the town - more deaths related to 
heroin: Heroin Behind the second death in a month’ (22nd November 

2002, Belfast Telegraph).

In 1998 Tackling drugs to build a better Britain’, made specific mention of the 

role played by the media (Home Office 1998). The strategy also noted the 
need to provide responsible and informed coverage of drug stories. In the 

analysis carried out for this study it has to be concluded that media coverage 
served a dualistic function. The sensationalist side of coverage toward the 
end of the period included in this review probably resulted in a moral panic 
about heroin use in the location of Ballymena. However, it is hypothesised 
that a certain sense of panic was perhaps necessary to propel policy makers 

to respond to the emerging problems presented by heroin in the location. 
Media accounts, both the sensational and more balanced, served to bring to 
public attention an otherwise very hidden crisis presented by the drug in the 
area. As well as highlighting the urgent need for more choice in treatment 

and harm reduction responses to benefit users, the public health threat 
posed by lack of those services was also clearly publicised in newspaper 
coverage. In so doing, it is suggested that the media played a very positive 

role in bringing public attention to an issue clearly not being addressed by 

policy makers in Northern Ireland.

Conclusion
In summary, throughout the years of the troubles Northern Ireland 

appeared to have an under developed drug market. Evidence of 

changes in that overall market became apparent in the early 1990’s. 

Specifically signs of an injecting drug scene had been forthcoming since 

at least 1996. By 1999, there was clear indication that a heroin scene
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had taken hold, notably in the Ballymena area. Yet it took until 2001 

before seven needle exchange schemes came into operation throughout 

Northern Ireland - two of which were located in Ballymena. It was not 
until 2003, and almost eight years after the first signs of heroin reached 

Northern Ireland, that methadone or any other substitute prescription was 
permitted. Presented in Chapters Eight and Nine are findings derived 

from contemporaneous analysis of developments in that unfolding policy 

and service response to heroin, including those relating to needle 

exchange and substitute prescribing in the location of Ballymena. The 
legacy created by the policy response on the part of Nl government will 

be teased out in more detail in the concluding Chapter of the thesis. 
However, before coming to any of those sections, the next chapter 

provides very necessary description of the methodology and methods by 

which the research study was conducted in Ballymena.
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CHAPTER THREE: ESTABLISHING THE METHODOLOGY

FOR THE STUDY

This chapter aims to provide a detailed outline of the processes involved in 

deciding upon what methodology was most appropriate to conduct the 

research. Presented in two sections, the first lays out the rationale for the 

choice of a qualitative design. Key features, drawbacks and attempts to 

overcome problems in qualitative designs are also outlined. Section Two 

then moves on to provide justification for the case study method utilised in 

the current study.

SECTION ONE: RATIONALE FOR A QUALITATIVE DESIGN

The research questions for the current study required detailed description 

and examination of a novel, emerging and largely hidden social 

phenomenon: heroin use that was occurring for the first time in a significant 

way in Northern Ireland. What the research questions did not seek to do 

was provide quantification1 of that heroin outbreak. In so doing, it was 

necessary to provide description of how the transitional status of the drug 

market in the location impacted upon patterns of heroin initiation and 

ongoing use and developments around societal, policy and services 

responses to these phenomena. It was also necessary to unravel if the 

societal factors peculiar to Northern Ireland’s transitional status, including its 

legacy of violence, impacted upon the heroin users’ lives and decisions 

around service utilisation. This, it was deemed, required a qualitative 

approach in order to ensure the breadth and depth of information required. 

Furthermore, as demonstrated in the previous chapter, the knowledge base 

on heroin use generally in Northern Ireland and on those research questions 

in particular, was not sufficiently developed to allow for the construction or 

interpretation of meaningful structured questions on which a larger scale 

quantitative study could be based. Even if those questions could have been

1 It was likely that some background quantitative data would be included to inform findings 
generated. For example, drug indicator data and prevalence estimation research.
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developed, the options available for case identification and the construction 
of practical sampling frames would never have been of the type required for 

representative sampling. As will be discussed in more detail below, the 
hidden or hard-to-reach nature of heroin use (a group of informants, key to 

the study) invalidates the use of such techniques. For all these reasons, a 
qualitative approach was decided upon.

Wiebel (1990) describes why qualitative methods have been central 

research tools in the study of drug use. First, the continually evolving 

patterns and trends in society foster a fluid situation in which emergent and 

novel phenomena are integral parts of any contemporary drug scene.
Weibel furthers the point by stating that what is true for researching drug use 

patterns in general, becomes particularly problematic for the study of new or 
just emerging trends. A point made also by Clatts, Welle, Goldsamt et al., 

(2002) in their discussion of the emergence of crack injection. Therefore, 
rare and constantly evolving phenomena - in this case heroin use, poses a 
host of methodological constraints on the research process, which can be 
best surmounted by use of a qualitative design. The second factor which 
endorses the utility of a qualitative approach is that it can provide very 
pragmatic evidence, which can be crucial to informing decision-making and 

is so often the only means available for gathering data from otherwise 

elusive populations (Wiebel, 1990). Upon reviewing the qualitative methods 
literature to inform the study design, a fundamental message to emerge was 
that whatever the actual method chosen, there were several key features 

that appeared to characterise good qualitative design.

Key Features Required from Qualitative Research
Commitment to viewing events, actions, norms and values from the 

perspective of those being studied - Flammersley & Atkinson (1995) 

suggested that this commitment to understanding members’ perspectives 

implies that, in practice, qualitative research seeks to employ methods that 

facilitate access to members’ meanings, rather then obfuscating them. 

Similarly, Drapeau (2003), Patton (1990) have pointed to the practical
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implications of recognising that what people believe to be true may be more 
important than any so-called objective reality.

Emphasis upon description of the setting being studied - A number of key 

authors appear to see description as a central aim of qualitative research 
(Denzin & Lincoln, 1994; Hammersley & Atkinson, 1983). For some, it 

appears that this has meant prioritizing description over explanation, 

perhaps based on the premise that explanatory research should not be 

attempted before a firm descriptive base has been established.
Hammersley (1992) outlined three reasons for the emphasis on description 
in qualitative research. Firstly, the inductivist orientation of much qualitative 
research emphasises the emergence of theory from description of events 

under study. This means that description is likely to be viewed as a vital 

stage in developing theory. Secondly, much interest in qualitative research 
findings relates to the description of events of which the reader is unlikely to 
have had any first hand experience and which would otherwise be 
inaccessible. Thirdly, the emphasis in qualitative research upon the 
importance of context is associated with a concern to offer a full description 
to the reader.

Emphasis on context and holism - On a related point, Bryman (1988) 
argued that contextualism and holism are almost inseparable from one 

another. He defined contextualism as a preference for understanding events 

and behaviour in their context. Holism, on the other hand, entails an 
understanding to examine social entities - schools, tribes, firms, slums, 

delinquent groups, communities - as wholes, to be explicated and 

understood in their entirety (pg 64). Many authors have endorsed the 

importance of both of these concepts (Lincoln & Guba, 1985; Hammersley, 

1990; Hammersley, 1992).

Emphasis on Process - This next characteristic feature of qualitative 

research is an emphasis upon the processual and dynamic nature of social 

life (Hammersley, 1990; Strauss & Corbin, 1994). Quantitative research is 

criticised for treating social phenomena as more clearly defined and static

27



than they really are. Bryman (1988) linked this emphasis on process to a 
view of social life that sees it as involving interlocking series of events that 
are in a state of flux and change.

Flexibility and lack of structure: reluctance to impose a priori theoretical 

frameworks at outset - Qualitative research has been identified with a 

preference for relatively open and unstructured research strategy. Bryman 

(1988) associated this with ‘a commitment to viewing social phenomena 

through the eyes of the participant and a consequent wariness about 

imposing prior and possibly inappropriate frames of reference on the people 
they study’ pg 66. There appear to be close links between flexibility in 
research design and the reluctance of many qualitative researchers to 

impose pre-formulated theoretical frameworks and concepts in advance of 
the study itself. Perhaps most notably, Glaser & Strauss (1967) have 

argued that theories and concepts should emerge from the setting under 
study, rather than being imposed from outside. This they termed grounded 
theory. In simple terms, Guba & Lincoln (1995) used the phrase ‘emergent 
design’ to describe the process of qualitative research. By this they mean 
that rather than being fixed at the outset, the design of qualitative research 
emerges as the study progresses.

Limitations of Qualitative Designs
As is the case with any methodology, qualitative research methods are also 

subject to weakness (Neale, Allen & Coombes, 2005; Miles & Huberman, 

1994; Schofield, 1993). One of the concerns most frequently expressed is 

that qualitative research fails to meet the criterion for generalisability that is 

often held as the hallmark of science. Within quantitative research, 

generalisability has traditionally been pursued via sample to population 

inference, using probabilistic sampling methods. Most qualitative research is 

carried out in a single setting or with a small sample of informants, and thus 

can only fail to meet the assumptions of simple statistics upon which such 

inferences can be based (Miles & Huberman, 1994; Hammersley, 1992).

The absence of probability sampling from most qualitative research has
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given rise to concerns that such research is likely to be merely anecdotal. 
The responses of qualitative researchers to this criticism are varied.

Schofield (1993) noted that earlier generations of qualitative researchers 

disregarded generalisability as both unachievable and unimportant. Others 
have dismissed generalisability as an inappropriate goal for qualitative 
enquiry.

‘For the interpretivist every instance of social interaction, if 
thickly described (Geertz, 1973) represents a slice from the life 

world that is the proper subject matter for interpretive enquiry’ 
(Denzin, 1983, p.133-134)

Similarly, in case study research, Stake (1994) posits that in case studies 
'seldom are we primarily trying to generalise to other cases’ (p.134).
Martin & Stenner, 2004 summarise that historically, qualitative techniques 

promise ecological validity at the cost of reproducibility and generalisability. 
As far back as 1993 however, Schofield noted that qualitative researchers 
were being forced to tackle criticisms regarding the issue of generalisability. 
This she attributes as largely related to the shifting climate in which 
qualitative research must operate, and to changes in the uses to which 
qualitative research has been put. Her point is even more salient in the 

contemporary research climate, where there has been a major up-scaling in 
governance procedures and structures within all types of research 

(Department of Health, 2005). On a related point, a further downside of 
qualitative methodology is the potential for bias and misrepresentation. The 

integrity and honesty of the respondents (in this case heroin users’ 

responses, and health and social care professionals) to interview questions 

can be called into question, along with their ability to recall emotional 

responses and events. These concerns are equally valid in relation to 

quantitative research, and it could be argued that the trust and rapport 

fostered during the process of qualitative studies can help respondents give 
more accurate answers (Neale et al., 2005). Finally, on a practical level, 

data collection, processing, coding and analysis involved in qualitative
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research are all labour intensive and demanding from a resource point of 
view. They also require considerable skill on the part of the researcher to 
ensure effective use of the data generated.

Maximising Rigour in Qualitative Research
In light of the increasingly rigorous research climate, and cognisant of the 
potential limitations of a qualitative design, the onus was on the researcher 

to conduct the study by as systematic a means as possible. The recent 
research literature is reflective of that increased scrutiny of methods, and 

clearly evidences the efforts that have been made to enhance validity and 
maximise rigour in qualitative designs. This, in turn, has resulted in better 
standards and guidelines by which qualitative studies can be assessed 
(Mays & Pope, 1995, 2000). This literature served as a useful guide in the 

planning of the methods for the current study. They provided direction 
regarding what needed to be in place for the study to be deemed worthy of 
merit, and tasked the researcher with thinking carefully about the 
implications and choices in the design, that might impact upon its capacity to 
deliver sound and relevant findings.

The literature reflected ongoing debate surrounding whether the application 

of established criteria for scientific rigor in quantitative research can be 

applied to qualitative studies (Malterud, 2001). Marshall & Rossman (1989) 
and Johnson (2001) have criticised this wholesale application of validity and 

reliability concepts, largely the domain of positivistic approaches to studies in 

a qualitative tradition. They suggest that, in many ways, prescriptive 

application of such principles is counter-intuitive to the very purpose of 

qualitative enquiry.

Nevertheless, as far back as 1985, Lincoln & Cuba constructed criteria that 

provide a useful starting point in the conceptualisation of alternatives to 

those in quantitative studies as listed below.
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Quantitative
Internal Validity 

Reliability 
Objectivity 
Generalisability

Dependability
Confirmability

Transferability

Qualitative
Credibility

Variations of these quantitative/qualitative synonyms have subsequently 

been refined by researchers conducting qualitative studies (for example see 

Hamberg, Johansson, Lindgren & Westman, 1994).

Mays & Pope (2000), however, hold that qualitative research can be 
assessed with reference to the same broad criteria as its quantitative 

counterparts, albeit in different ways. Taking further the work of 
Hammersley (1990) they posit that validity and relevance are of paramount 
importance. Both seem like deceptively easy concepts, but in reality are 
difficult to assess and will always necessitate some subjective judgment to 
be made. However, there are six principles and procedures outlined which 
can be implemented to improve the likelihood of producing valid and relevant 

findings:

1. Triangulation - where comparisons are made between results from 
either two or more different methods of data collection or data 
sources. The researcher must look for patterns of convergence to 
develop or corroborate an overall impression. Whether it is a pure 

test of validity remains questionable. This is because it assumes that, 

firstly, any weaknesses in one method will be compensated by 

strengths in another and, secondly, that the researcher will always be 

in a position to pass judgment on which account is most accurate. 

Because of these elements of doubt, triangulation is probably best 

viewed as a means of ensuring comprehensiveness and facilitating 

reflexive analysis of the data.

2. Reflexivity - where there is a sensitivity to interplay between the 
researcher and the research process in the collection of the data. 

Reflexivity then urges the researcher to ‘explore the ways in which a
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researcher's involvement with a particular study influences, acts upon 
and informs such research (Nightingale & Cromby, 1999, p.228). 
These include the role of prior assumptions and experience, which 
can influence even the most inductive inquires. Personal and 

intellectual biases need to be clearly acknowledged to enhance the 

credibility of the findings. The possible effects of personal 

characteristics such as age, gender, social class, professional status 
and even religion in the case of Northern Ireland need to be 
assessed.

3. Respondent validation - sometimes referred to as member checking, 
includes techniques in which the investigators account is compared 

with those of the research subjects to establish the level of 

correspondence between the two sets. Study of participants’ 
reactions to this analysis can then be incorporated into the findings.

4. Clear elucidation of the methods of data collection and analysis - the 
methods used in the research will have unavoidable impact upon the 
objects of inquiry. Because of this, a clear account of the process of 

data collection and analysis are important. By the end of the study, it 
should be possible to provide an audit trail of how early, simpler 
systems of classification evolved into more sophisticated coding 
structures, and then into clearly defined concepts and explanations of 
the data collected.

5. Attention to negative cases - as well as examining alternative 

explanations for the data collected, a tactic for improving the quality of 
explanations in qualitative design has been to find and discuss 

aspects of data which contradict the emerging explanation of the 
phenomena under study.

6. Fair dealing - the technique serves as a means to ensure that the 

research design explicitly incorporates a wide range of differing 

perspectives, so that the viewpoint of one group is not presented as if 

it represents the sole truth about any situation.

The concept of reflexivity appears to be of major importance, in that it refers 

to the researcher's conscious self-understanding of the research process
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(Atkinson & Hammersley, 1994) and, to a sceptical approach, to the 
testimony of respondents. The main purpose of reflexivity is not to produce 

an objective or value-free account of the phenomenon, because qualitative 
research of this kind does not yield standardised results, but as Schofield 

has suggested, ‘to produce a coherent and illuminating description of and 
perspective on a situation that is based on and consistent with detailed study 

of the situation’ (Schofield, 1993, p.202).

However, while the moves for clearer criteria forjudging qualitative research 

has been widely welcomed by many (Mays & Pope, 2000) they have also 
been subjected to censure by others. The attempts to deflect criticism by 
enhancing claims to rigor in theory and method (Strauss & Corbin, 1994) are 
considered by some authors to be unnecessary or even counterproductive in 
the context of qualitative research. Johnson (1999), for example, cautions 

against what he calls pseudoscience, whereby qualitative research is 
characterised by excessive reliance on precise procedures, strict definitions 
and verification. This, he claims, is merely a qualitative version of positivism.

Throughout the design and execution of the study, attention was paid to the 
principles and procedures outlined above to maximise the rigor (Mays & 

Pope, 2000; Hammersley, 1990). In addition, the researcher remained 
mindful to the dangers of claiming validity and relevance solely through use 

of procedures, and aimed to be as self-conscious and reflexive as possible 
throughout the whole process. It is hoped that this becomes apparent in 

Chapter Four and throughout the rest of this thesis. Explicit examples are 

provided from the study in support of points made to illustrate reflexivity in 

particular. With the principles, key characteristics and shortcomings of 

qualitative design examined, the literature from the addictions field was 

turned to, to look for examples of where qualitative methods had been 

applied to the study of illicit drug use.
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Qualitative Methods in the Study of Illicit Drug Use
The literature revealed the dominance of ethnography in the study of illicit 
drug use. According to Feldman & Aldrich’s (1990) the beginnings of 
modern ethnography can be traced to De Quincy’s Confessions of a English 

Opium Eater, published in 1822, where the method employed was 

comparable to participant observation. In more recent history, key examples 

are provided by Howard Becker’s study of the use of marijuana for pleasure 

(Becker, 1973). Dan Waldorf’s (1973) study of the social setting surrounding 

heroin initiation, as well as Preble & Casey’s (1969) study Taking care of 
business’, where the authors describe the daily activities of heroin users and 

suggest that use of the drug creates a sense of purpose in the users’ lives.
A major shift in the research focus can be linked to the public health urgency 

surrounding the transmission of HIV and AIDS, and the risks posed by 
injecting drug use. This resulted in a shift toward the epidemiological 
mapping of injecting drug use. This era also brought significant 
opportunities for new qualitative methods in research on heroin use (Aviles, 
Barnard, & Rhodes, 2000).

For example, the meanings and practices of needle and syringe sharing 
were found to depend on the influence of perceived social network norms 

and expectations (Barnard, 1993; Quirk & Rhodes, 1998); the social and 
physical setting in which drug use occurred (Wiebel, 1996; Turnball, Power & 

Stimson, 1996) and the wider structural, economic and policy factors 

(Pearson, 1986). Other ethnographic studies, such as those by (Grund,
Stern & Kaplan, 1992; Watters, 1996; Pierce, 2000), illustrated how the 

macro setting influenced the formation of drug users’ social and support 

networks. A further fundamental role played by ethnography throughout the 

1990s in particular has been that it has informed the construction of 

meaningful constructs or measures in quantitative work, as well as to shape 

appropriate analysis and interpretation (Wiebel, 1996). A by now classic 

example in the field of HIV prevention research concerns the practice of 

‘front loading’ and ‘backloading’ of injectable drugs. These are terms that 

describe methods of sharing drug solutions using the syringe as a 

measuring device. These practices were first identified on the basis of direct
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observations of drug injecting in Rotterdam, Holland (Grund, Kaplan, 
Adriaans ef a/., 1991). In a similar vein, ethnographic observations in 

Denver and El Paso in the US identified a number of other indirect sharing 
practices, which until that time had been unexplored (Koester, 1996; Wiebel, 
1996).

The methods literature evidenced a lack of clarity about what was and was 
not ethnography (Hammersley, 1998). In fact, ethnography appeared to be 

a term used to describe almost all qualitative research (Feldman & Aldrich, 
1990). The meaning of the term appeared to overlap with that of several 

others - such as 'qualitative method’, ‘interpretative research’, ‘case study’ 
(Hammersley, 1998, p.1). Examining exemplars of ethnographic work in the 

field commonly regarded as done well (such as those noted above) 
appeared to be characterised by prolonged and highly intensive in-depth 
investigation of a phenomena. They used participant observational and 
unstructured depth interviewing techniques. Using these defining features of 
ethnography (in the absence of very clear specifications in the literature) led 
to the conclusion that there were a number of very practical reasons why a 
purely ethnographic approach was deemed unsuitable for answering the 
research questions posed in the current study. The study would have 
involved gaining access to, and studying over a prolonged period, samples 
of heroin users, professionals of different types and policy makers in the 

drug field. Time and resource were simply not in abundant enough supply to 

facilitate doing justice to such a design. The fieldwork was being conducted 

on a part-time basis, with very limited resource available. Second, other 
very practical concerns, related to the researcher being pregnant at the time, 

allocated for one phase of the fieldwork. Being a pregnant female of 

Catholic background, it was deemed untenable to engage in long-term 

observation in many of the potential locations included in the research. The 

constraints placed by paramilitary influence in many communities meant 

that, even if time and resource were available, the level of paramilitary 

activity might have compromised the success of such a design anyway. Not 

least, the concerns around the personal safety of the researcher; which 

discussed in more detail in the following Chapter.
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The focus then turned to establishing what other qualitative designs would 
be suitable to use for answering the research questions posed. The 

methods needed to facilitate inclusion of a range of perspectives and 
sources of evidence in a systematic manner, but allowed sufficient flexibility 

and depth in the data collection process. Qualitative studies of heroin 
markets in discrete geographical areas, where little was known about the 
phenomena locally, appeared to be achieved using case study methodology. 

An example included ongoing (at that time) English research, which 

examined seven local case studies on the development of heroin and crack 
markets (Wilson, May, Warburton, et al., 2002). Later local area studies 

have confirmed the utility of the case study approach in the study of heroin 
markets (see Cyster & Rowe, 2006). It was decided that this approach was 

likely to be suitable for the current study, and the literature was consulted to 
assess the feasibility of a case study design for the current project.

SECTION TWO: THE CHOICE OF A CASE STUDY METHODOLOGY 
FOR THE RESEARCH

(Yin, 1994, p.13) defines a case study as follows:

‘an empirical enquiry that investigates a contemporary 

phenomenon within its real life context when the 
boundaries between phenomenon and context are not 
clearly evident, it relies on’ multiple sources of evidence’.

Case study research is considered extremely useful when research and 

theory are in their formative stage, where a phenomenon is dynamic and not 

yet mature or settled. All of this applied to the location - or ‘case’ - chosen 

for this study, i.e. Ballymena, Co, Antrim. Justification for why the location 

was chosen for study has already been rehearsed in Chapter Two of this 

thesis. However, from a purely methodological perspective, the location also 

fulfilled a number of conditions.
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1. There was evidence heroin had been introduced in a significant way 
to the location, when there had previously been a low profile of the 
drug.

2. The location was capable of yielding enough of a sample of persons 

using heroin.

3. The location had some service response in place, so that 
professionals could be accessed.

4. The location was diverse enough to reflect the various facets of 

Northern Ireland context (religious, socio-economic factors).

A pragmatic stance was also taken in making these decisions. It was 

deemed appropriate for conceptual and also very practical reasons, not least 

those relating to the limited resource available, that the study would be more 
feasible if conducted in one geographical location, within relatively easy 
access to the researcher. Successful completion of a case study requires 
enthusiasm and intense curiosity about the phenomenon being investigated 
(Yin, 1994). The researcher had experience of examining heroin use in 
another location in the UK, and had a high level of inquisitiveness about the 

development of heroin use in Northern Ireland generally. Ballymena as a 
case study site also held a fascination, not least because of its unlikely 
profile for the scene of Northern Ireland’s first leading heroin venue.

The methods literature confirmed the appropriateness of the technique to the 

current study. The scope of case study design is extensive (Stake, 1995). It 
can be applied to individuals, to organisational groups, to national policies or 
events. It therefore seemed a suitable means of researching the 

introduction of heroin in the location (the event). The unit of analysis (in this 
case the town of Ballymena) would provide for sufficient breadth and depth 

of data to allow the research questions to be adequately addressed. It 

would also allow for analysis of the ‘system of action’ in response to the 

phenomenon (Stake, 1995). In this case, it was how local policy and service 

delivery, as a system of action, responded to heroin in the area. From a 

research point of view, the case study methodology permits description of 

the total situation as a combination of factors. Therefore, it is possible to
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establish the number and variety of properties, habits and qualities 
combined in a particular instance. Case study therefore seemed an ideal 
methodology when a holistic, in-depth investigation, such as that needed for 
the current study, was required (Yin, 1994; Stake, 1994; Feagin, Orum & 

Sjoberg, 1991). The fact that the methodology allows consideration of not 
just the voice and perspective of the actors, but also the relevant groups of 

actors and the interaction between them, again strengthened the rationale 

for how the method fitted the present study. The triangulating of multiple 

sources of data (noted above as playing an important role in maximizing the 
rigour of qualitative research) could be used to confirm the validity of the 

process and act as a means of ensuring comprehensiveness and reflexive 
analysis of the data (Stake, 1995). Case studies can be of varying types2, 

and an intrinsic design appeared to best fit the current study.

Case studies are subject to the same criticisms as qualitative methodologies 
more generally, already described in section one. In particular, case study 
methods fall prey to accusations surrounding generalisability. Yin (1994) 
and Stake (1994) go to great lengths to state that generalisation is not the 
goal of case study research, as cases are not sampling units. Rather, 
theoretical or analytical generalisation is appropriate where case study 
results are used to develop (as was the case in the present study), or test 
theory (Yin, 1994, p.30-32). In discussing generalisabilty from the 
perspective of interpretive case study research, Walsham (1995) identifies 

four possible types of generalisations. First, development of concepts; 
second, development of theory; third, drawing of specific implications and 

fourth, contribution of rich insight. These allow explanation of particular 

phenomena, derived from interpretive research, which may be valuable in 
other settings and organisations as interpretations of phenomena, but which 

are not wholly predictive for future situations (Walsham, 1995, p.79). In

2 Yin (1993) argued that there were three types of case study: first, exploratory; second, 
explanatory and third; descriptive. To Yin's self-evident three, Stake (1995) added Intrinsic, 
when the researcher wants a better understanding of a particular case; Instrumental, when 
the case is used to provide insight into an issue or refinement of theory and Co//ecf/Ve;when 
a group of researchers may jointly study a number of cases in order to inquire into a 
phenomena.

38



relation to validity, the data collection and analysis processes in case study 
research are both subject to the influence of the researcher’s characteristics 
and background, and rely heavily on the researcher’s interpretation of 
events, documents and interview material. However, Yin (1994) posits that 

this is true of any type of research, and that well-conducted and evidenced 
case studies are no more likely than any other method to be unduly 
influenced by the researcher.

On a practical level, the case study methodology implies both a 

comprehensive and intensive study of the subject, usually generating 

massive amounts of data - a problem shared with many qualitative designs 
as outlined above. Methods to ensure appropriate and transparent data 

management and analysis go some way to coping with the wealth of 
material generated. Furthermore, Stake (1995) points out the erroneous 
assumption sometimes made that the methodology is rather informal. On 
the contrary, Stake notes the method requires a distinctly formal set of 

overall procedures, which should not be confused with its flexible approach 
to data collection. Before going into the field, protocols which specify an 
overall master plan for the research must be drawn up. It was on this 
premise that the current study was planned, as will be presented in detail in 
the following Chapter.
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CHAPTER FOUR: METHOD IN THE CURRENT STUDY

With the design debated and selected, this Chapter presents detail on the 
case study completed for the research. Subdivided into sections, the first 

explains how the case was broadly constructed and how case data were 
managed throughout the process. In Section Two, the specific data 

collection methods used are set out alongside their inherent strengths and 
difficulties. Following that is detail on how the samples were achieved for the 

research. Section Three describes processing and later analysis of the data, 

as well as discussing some of the ethical considerations important to 

conducting the case study.

SECTION ONE: COMPLETING THE CASE STUDY OF BALLYMENA

Preliminary telephone calls made by the researcher and her supervisor to a 
number of relevant agencies, on advice from the local drug co-ordination 
team and the then Department of Health Social Services and Public Safety 
(DHSSPS) representatives, had confirmed the overall feasibility of the 
location for the case study. Constructing the components of the case study, 

in order to answer the research questions posed, was the next step in the 
process. Yin (1994) identified six of what he termed ‘sources of evidence’, 
which can be used in case study designs. There is no hierarchy of evidence 

- rather, they are complementary.

• Documentation

• Archival records

• Interviews

• Direct observation

• Participant observation

• Physical artifacts

40



The sources of evidence identified by Yin (1994) were tailored and further 

developed for the current study, and Table 4.1 below deconstructs the source 

of data as well the as techniques of data collection/analysis, to add clarity to 

the process involved in the current research. They are set alongside the five- 

research questions in the study.

Table 4.1 Research Questions, Data Source & Techniques for 

Collection/Analysis

Research Question Data Sources Data

collection/analyses

techniques

1. What are the

characteristics of the

local area studied?

* Census data

* Deprivation indices

* Local council reports

* Local surveys

* Documentary analysis

* Analysis of existing

data

2. What are the official

statistics, past and

present, on heroin use in

the local area studied?

* DHSSPS Addicts index

data

* RDMD data.

* Drug prevalence

Survey data

* Law enforcement

data\RUC HM Customs

and Excise

* Analysis of existing

data

3. What are the key

characteristics of heroin

use and users in the

local area?

* Heroin users

* Professional

respondents

* interviews

4. Does the cultural

context effect the

initiation, patterns of use

and day-to-day life of the

heroin users in the area

studied?

* Heroin users

* Professional

respondents

* interviews

‘Observation
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Table 4.1 contd

5. What does the policy
and service response to

heroin look like in the

area studied? Has the

cultural context shaped
that response in any

way?

* Policy and service
documenation

* Heroin users

* Professional

respondents
* The Temporary Mobile

Needle Exchange

Scheme

* interviews

* Observation

6. What was the level * Three regional * Computerised and
and tenor of media Northern Ireland manual search of

coverage of the heroin Daily newspapers newspaper headlines
outbreak in the local area and stories

studied?
* Content analysis

Each of the sources of data will be discussed and critiqued in turn below. 
Before doing this, the database set up to organise case study data is briefly 

described. It was decided that case study data should be documented and 

organised as it was being collected. In line with guidance set out by Yin 
(1994), a simple case study database was therefore set up before data 
collection commenced. Stored on a password protected computer, this 

database was updated and maintained throughout the period of the study, 

and was a very useful aid to the management of the research process.

The case study database included:

■ Letters of contact, including those requesting formal permission for the 

study from organisations and personnel

■ Letters requesting participation from individual professional and 

community respondents
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■ A brief log of telephone calls made and received, regarding access to 
samples

■ Documents collected and filed (e.g. UK and Nl drug policy 
documentation, Nl census data, Nl deprivation data)

■ List of secondary sources (e.g. Nl addicts index data, RUC statistics)
■ Electronic data received, e.g. local police data, more recent health 

notification data

■ Copies of interview schedules

■ Interview transcripts
■ Field notes

■ A categorisation of local newspaper reports from 1995-2002.

Where feasible, these materials are included in the appendices. A number of 
respondents were snowballed (discussed below) from initial contacts made 

from the research sponsor. In these cases, name, telephone number and at 
times address information was held on those heroin users. These details 
were not stored on computer file, but held in a diary in a locked filing cabinet 
by the researcher.

A key feature of qualitative design, including case study methods noted in 
Chapter Three, was one of flexibility and lack of strict structure. The 

emergent nature of the process of qualitative research means that rather 
than being fixed at the outset, the design of qualitative research materialises 
as the study progresses (Cuba & Lincoln, 1994). Furthermore, rather than 

setting out to test existing theory, one of the benefits of the case study 

method is that it has the potential to produce new theoretical propositions in 

the course of its completion. The contribution to theory development from this 

study is set out in Chapter Eleven.

So, in the present research while the case study procedures were well- 

specified and organised from the beginning, the design still allowed for 

initiative, pragmatism and the ability to take advantage of unexpected events 

during data collection activities. For example, this is exemplified by a 

decision, after data collection had begun, to more effectively use the



observational data that was being gathered spontaneously in order to study 
the temporary mobile needle exchange service (TMNXS) in and of itself, 
rather than going with the initial plan of using it solely as a launch pad for 

sample recruitment. Also any substantive issues to emerge from ongoing 
write up and analysis were incorporated into ongoing data collection. One 
example was that of paramilitary activity against heroin users.

SECTION TWO: DATA COLLECTION FOR THE CASE STUDY

There were five basic means by which data for the study were collected 
(interviews, observation, documentary analysis and reanalysis of existing 

data survey/indicator data and media content analysis) from the six sources 
(heroin users, professionals, TMNXS, official statistics, local survey data, 
newspapers) identified in Table 4.1. The justification for their use, how they 
looked in the study and any problems encountered will be detailed below.

Interviews
Choice of Interview format - A number of qualitative interviewing techniques 

exist and span a continuum from depth interviews to long interviews, semi- 
structured interviews and life histories (see Denzin, 1970; Fontana & Frey, 

1994; Glaser & Strauss, 1967; Jones, 1995; Patton, 1980). Depth 

interviewing is seen as a means of uncovering the insider’s perspective. 
Patton (1980) argued that depth interviews are useful when the researcher 

wants to find out something that is difficult to directly observe. McCracken 
(1988) described the potential of the ‘long’ interview in a similar way, in that it 

gives us the opportunity to step into the mind of another person, to see and 

experience the world as they do themselves. In more general terms, through 

the skilful use of qualitative interviewing, researchers aim to avoid imposing 

their own structures and assumptions upon respondent’s views of the world 

(Britten, 1995). Marshall & Rossman (1989) argued that using qualitative 

interviews, rather than formal structured interviews, allows the researcher to 

respect how the participant’s perspective on the social phenomena of interest
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should unfold as the participant views it, not as the researcher does. The 
common feature of all the types of interview noted is the collection of textual 

data through audio-taping or note-taking (Fontana & Frey, 1994). It 
appeared from the literature that many ethnographers would argue that the 

in-depth interview should be entirely open ended, with at most a series of 
topics to be discussed, but certainly with no pre-conceived questions, as this 
would entail the researcher imposing his/her own definition of the situation, 

rather than enabling the respondents to structure the research. As 

suggested by Jones, pre-conceived interview schedules are unacceptable 

because:

‘...the interviewers have already predicted, in detail, what is 
relevant and meaningful to their respondents about the research 
topic; and in doing this they have significantly pre-structured the 

direction of enquiry within their own frame of reference in ways 
that give little time and space for their respondents to elaborate 
their own’ (Jones, 1995, p.56).

Again, in deciding the choice of format for the interviews, the research 
questions were revisited. It was decided that, although it was desirable to 

cover certain key topics, it was also likely that there would be areas of 
discussion not predictable by the researcher in advance. Flowever, the 

researcher struggled with whether the approach would, in actuality, be 
entirely open, when already there were some topics derived from the broader 

social critique of the issue (included in the research questions). This led to 

some examination of the approach of critical ethnographers. They appeared 
to be keen not to ask leading questions and to enable informants to express 

their views fully, but recognised that the research agenda and scope of the 

study were not, when examined, carefully entirely determined by the 

informants. Rather, a dialectical approach is adopted by critical 

ethnographers, which allows the researcher to oscillate between the world 

view of the informant (e.g. by departing from a broadly themed interview 

schedule to pursue an interesting line of inquiry), and the insights offered by 

the historical and structural analysis, which may enable the constructs and
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categories employed by the informant to be actively deconstructed during the 
course of the interview. So, it was broadly themed schedules that were 

constructed for samples of heroin users and professionals (see appendix), 
with the broad themes derived from a critique of the situation in the location 
studied, and reflective of what data were needed to address the research 
questions.

Heroin User interviews
A degree of flexibility was important to the interview process, and it was 

recognised that respondents’ interests and concerns should be allowed to 
guide the course of the interview (Fontana & Frey, 1994). This meant that 

themes were considered in very differing order, or maybe not at all at times. 
There was, however, basic information that was recorded in each interview. 
Names or other attributable identifiers were not collected. Rather, at the 
beginning of the interview, any characteristics which might serve to remind 
the researcher of the interviewee were recorded. Actual examples of this 

included ‘dressed in Tommy Hilfiger head to toe’, ‘sickly complexion and two 
earrings’. The background information collected from all respondents was as 
follows:

• Basic demographic information - Sex, ethnicity, partnership/marital 

status, area(s) lived, income/employment, qualification & school 

experience, current living arrangements, any children.

The other themes, in no particular order, included

• Perceptions of the evolution of the heroin problem in the local area.

• Subject’s drug use behaviour - onset, natural course of drug use 

initiation to heroin and progression to injecting drug use. Current 

patterns of use (frequency, dosage, methods of administration, main 

types of drugs), risk behaviours associated with use, criminal 

behaviour, treatment experiences.

• The perceived influence of the transitional Nl societal circumstance on 

local drug market/scene.
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• Day-to-day life of the users.

• Main problems being experienced by the heroin-using population in 

the area.

• Perceptions about current services and views of how future treatment 

might look.
As can be seen from the interview guide (see Appendix), it was prepared to 

facilitate discussion. The themes for the interview which were finally included 

were derived from reviewing the literature and analysing the local drug 
situation from documentation and informal talks with a range of professionals 

and researchers working in the general field. Pilot work included going 

through the schedule with colleagues and a local drug worker. Interviews 
were conducted with heroin users by the one researcher, thereby preventing 

any bias being introduced by multiple fieldworkers. The researcher had 
previous training and experience of interviewing injecting drug users’ in a 
range of street and treatment settings. It was clear as fieldwork commenced 
that items requiring detail of respondents’ income and benefits was not 
conducive to developing good rapport. This was clearly demonstrated when 
the researcher was made aware that a rumour had gone around that she was 
from the Social Security Agency. Subsequently those items were covered 

much later into the interview.

The researcher was also conscious that what she brought to the interview in 
terms of her gender and class had potential to affect the social dynamics of 

the interviews with heroin users. It is important to understand that multiple 

factors can shape the relationship of interviewer and interviewee and that 

these in turn can impact upon the quality of the data generated (Manderson, 

Bennet & Andajani-Sutjahjo, 2006). This is why reflexivity on the part of the 

researcher is so important. The researcher must be able to recognise that he 

or she is part of the world being studied and must reflect on the implications 

and effects of this (Hammersley 1983). Such reflexivity leads to a better 

understanding of the ways in which the researcher in interaction with 

research subjects, jointly produce knowledge and interpretation (Malterud, 

2001; Hoskins & Stoltz, 2005).
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Manderson, Bennet et al. (2006) note that research interactions are shaped 
by the social context of the interview. In essence where interviews are 

conducted by whom and in what way all shape the process and the data that 
emerges from it. In terms of the location for interviews, as noted the 

researcher facilitated respondent preference regarding venue. This was 
motivated by a desire to address, in some way, the power differential that she 

was aware can often exist between a researcher and interviewees. In this 

study, interviews were conducted in a range of locations including two local 

community centres (n=9), local hotel/coffee shops (n=4), respondents’ homes 
(n=16) and finally in the researcher’s car (n=2). Interviews lasted on average 

65 minutes, but ranged from 45 minutes to 2 hours 15 minutes.

In response to respondent preference, the majority of interviews took place in 
heroin users homes. Previous research has highlighted that by interviewing 
subjects in their own home it can be possible to alter the perceived balance 
of power associated with the interview (Elwood & Martin, 2000). Use of 
respondents’ home as the interview location can also provide context to their 
lives. Insight into their area, type of property, and introduction to other family 
members or housemates, helped enrich respondent accounts. For example 
the accommodation of around one quarter of respondents (interviewed at 
home) was clearly in a very poor state of repair. Most notably lacking were 
basic furnishings and amenities particularly heating. Many areas in which 

respondents lived were also very clearly dominated by paramilitary 

organisations as evidenced by flags and murals. For the researcher 
interviewing in these settings often brought to life the very difficult 

circumstances in which heroin users led their lives. In contrast, when users 
lived with family members and or partners, the home environment appeared 

comparatively comfortable. Family and friends were many times in other 

parts of the house and chatted to the researcher before or after interviews.

On several occasions the researcher made note of her surprise at the 

relatively ordinary homes in which respondents resided and questioned her 

own reaction to respondent’s circumstances. Debriefing sessions with her 

PhD supervisor helped talk through some of those preconceived ideas about
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respondents as well as how the interviews sometimes influenced the 
researcher’s own behaviour. For example, the researcher noted her 
tendency to try to downplay or deny her affiliation with a more middle class 

status. In one session with her supervisor she questioned and discussed her 
motivation for alluding to the fact that her car was provided by the University 
rather than being her own, when asked about it in conversation with a 

respondent. Helped by growing insight into her own role in the research as 

fieldwork progressed the researcher became more confident and comfortable 
in interviews with respondents.

In some cases being present in respondents homes assisted in 
contextualising comments made during interviews. In one case an account 

of paramilitary attack against a family was more readily understood by the 
researcher when she was shown the door that had been damaged in the 
incident. For others clues surrounding family background added context to 
accounts. Personal items sometimes helped the researcher build rapport, in 
one case discussion of a respondent’s handbag helped build a sense of 
connection before the interview started. In others pictures of children or even 
the television programme that was often on in the background helped in 
making conversation before starting interviews.

With the exception of two, all other interviews took place in locations deemed 

to be relatively anonymous locations and could be described as being semi

private such as rooms in the community centre or local hotels and cafes.
The researcher was nevertheless conscious that these locations, particularly 

the coffee shops and hotel, had potential to influence perceptions of 
confidentiality and may have inhibited the introduction of potentially emotive 

subjects by the respondent. The researcher was also sensitive to the effects 

on the balance of power in the interview by paying for food (when interviews 

took place in coffee shops or the hotel). She made a point of letting 

respondents know that she was grateful for their time and that it was 

appropriate for some compensation to be made.
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In terms of the researchers own characteristics she was aware of the 
potential effects of being female and visibly pregnant throughout this phase 
of field-work. For example, in several places the researcher noted her own 
hesitancy at times when asking male respondents, about sensitive topics 
(such as sexual behaviour). This contrasted to discussions with female 
respondents where there was little unwillingness to introduce similar topics. 

In addition, the researcher found that being pregnant appeared to help 

facilitate access to respondents and to build rapport with most subjects. On 
several occasions sight of the bump interrupted unwanted attention from the 

friends of male respondents and served as a talking point with many others. 

The positive effects of being pregnant when conducting field-work were also 
noted by Reich (2003). She noted how pregnancy and parenthood provided 

a level of credibility with her research respondents.

Methodological Challenges in Interpreting Accounts Provided by Heroin 

Users
The depth interview format used with heroin users in this study brought many 

advantages, including opportunities for building rapport and detailed 
information regarding the context of drug use situations. However, many 
studies suggest that self-presentation bias (whereby respondents attempt to 
present themselves in a more positive light by inflating or downplaying 
aspects of their behaviour) can be minimised under conditions that allow 

more privacy than face-to-face interviewing typically permits, such as self- 
administered questionnaires and computer-assisted surveys (see Turner, Ku 

Rogers et al., 1998). In light of the commentary above, attention had to be 

paid to potential bias inherent in the face to face interviews used in this study 

and the data produced from them.

Questions surrounding use of heroin are sensitive because it is a highly 

stigmatised activity. Modern social scientists have used stigma to denote a 

socially undesirable characteristic. Crocker & Major (1989) identified 

stigmatised individuals as members of social groups “about which others hold 
negative beliefs or which on average receive disproportionately poor
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interpersonal and/or economic outcomes relative to members of society at 
large due to discrimination against members of the social category”' (Crocker 
& Major, 1989, p.609). In his seminal and enduring theoretical analyses of 
stigma, Coffman (1963) defined stigma ‘as an attribute that is deeply 

discrediting within a particular social interaction’ p.3. It is important to bear 
the level of stigma associated with use of heroin in mind when eliciting and 

examining user’s accounts of their drug taking. In relation to issues of self 
presentation bias, several studies have shown that individuals who perceive 

that they might be seen to have done something risky or potentially 
stigmatising can engage in discursive stratagems to resist connotations of 

moral or social odium (Pearson 1987, Plumridge & Chetwynd, 1999). Such 

stratagems can attribute the perceived undesirable behaviour to a range of 

external events and/or circumstances or the characteristics of others 
(Plumridge, Chetwynd & Reed, 1997). Chapters Six and Seven detail the 
accounts provided by heroin users and consider possible examples of where 
these issues may have been evidenced in the current study.

It is also important to acknowledge that self report of past behaviours is not 

without its problems. Data can be affected by differential levels of 
consistency around recollection of drug use experiences with possible recall 
bias resulting from memory failure (Catania etai, 1990). This is 
acknowledged as an issue by many researchers and use of strategies to 

assist respondents to historically reconstruct behaviours through key events 
or landmarks in their lives are commonly utilised (see Samuels, Vladov, 
Anthony et al., 1992). School year or major events recalled by respondents 

were used to help recollect and locate the time of drug use behaviours. Also 
highlighted in methodological research is the phenomenon of telescoping 

whereby an event is often reported to have occurred more recently than it did 

due to the compression of time by the respondent (Friedman, 1993). This 
can have an effect on reports of the temporal ordering of use of the range of 

substances. Again, in this study users were prompted to recall things that 

happened in their lives as a means of checking the time frames given for use 

of specific drugs. Some respondents revised their accounts when they 

recalled events which helped place their use more accurately. For example,
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one respondent placed his use of ecstasy, to an earlier point in time than 
initially given, when he realised that he had first used it when still in a 

relationship with a long term ex-girlfriend.

Also of consideration is the issue of the time that has passed between onset 
of drug use behaviours and the time when they are asked to recall them. For 

some heroin users in this study they were reporting early drug use that had 
occurred for some up ten years previously. Hser, Anglin, Chou et al., 1992 in 

a study of self report of substance use found that drug users provided reliable 

self reports as long as ten years after the occurrence of the behaviours. 
McElrath, Chitwood Griffin (1994) in a methodological study to assess the 
extent to which reliability of self report data is affected over time supported 
the continued utility of retrospective self reports in research with IDUs.

Sampling the Heroin Users for the Study

Background

There are a myriad of strategies for drawing qualitative samples (e.g. Patton, 

1990; Firestone, 1993). Amongst this literature there appear to be at least 
six key features of qualitative samples continually noted:

• Purposive or theoretical sampling criteria rather than on theories of 

statistical probability of selection.

• Sample selection is conceptually driven, either by the theoretical 

framework which underpins the research questions from the outset, or 

by an evolving theory which is derived inductively from the data as the 

research proceeds.

• Samples are characterised by being small but intensively studied, and 

capable of producing large amounts of information.

• Samples are not entirely pre-specified and as such, selection is 
sequential (by a rolling process, intrinsically linked to coding and 

analysis).

• Qualitative research should be reflexive and explicit about the 

rationale for case selection. This is because there are significant
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conceptual and ethical implications arising from choices surrounding 
inclusion and exclusion of cases.

• Qualitative samples are designed to make possible analytic 
generalisations, applied to the wider theory on the basis of how 
selected cases fit with general constructs. However, what they are not 

are statistical generalisations.

Many of the features of qualitative samples appear in the literature, relating 

specifically to study of ‘hidden populations’ like drug users. Lambert (1990) 

suggests:
‘hidden populations euphemistically refer to those who are 

disadvantaged and disenfranchised: the homeless and transient, 

chronically mentally ill high school drop outs, criminal offenders, 
prostitutes, juvenile delinquents gang members run always and 
other street people- those we are all aware of to one degree or 
another yet know so little about’ (Lambert, 1990, p. 1).

A hidden population, has two distinctive characteristics which render 
sampling them very difficult. First, no sampling frame exists, so the size and 
boundaries of the population is an unknown (Van Meter, 1990). Second, 
there are strong concerns around privacy (as membership involves illegal 
and stigmatised activity), which are likely to make persons disinclined to 
participate in research. A range of strategies have been used, singly or in 

combination, when sampling hidden populations. A detailed discussion on 
these is provided by Hartnoll (1992), and Lee (1993). However, the field of 

illicit drug use has been dominated over time by snowball sampling. Erickson 

describes the method in the following way:
‘It starts from the first sample whose individuals are asked to 

name their acquaintances who at their turn will constitute the 

second wave of people interviewed; to these again the same 

questions will be asked in order to set the third wave and so 

on’. (Erickson, 1979, p.276).
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The deficiencies of snowball sampling have, by now, been well documented 
(Hartnoll, 1997; Wiebel, 1990). Biernacki & Waldorf (1981) specified 
concerns particularly in relation to snowball strategies. The first, very 
practical concern is the issue of finding respondents and getting the 

reference chain started in the first place. This was especially difficult in the 
case study location, where agencies dealing with heroin users were not that 

well established. Also, at the time when the fieldwork was being conducted, 
there was little track record of research in the location, and therefore users 

were especially reticent about coming forward to be interviewed.

Another issue is that of the difficulty in verifying the eligibility of potential 

respondents. Resources were scarce in the current project and entry criteria 
(discussed below) were important. Another problem surrounds the difficulties 
in control of the types of chain created and the number of cases permitted in 

any one chain. This is of concern in studies with smaller projected sample 
sizes, as controls have to be adhered to very strictly in order to facilitate as 
wide a range of potential respondents as possible and avoidance of sampling 

only one more visible network of heroin users.

Given the lack of exposure to research in the location and the time and 
resource constraints of the current study, it was decided to use snowball 

sampling techniques combined with another method, so that informants could 

be both accessed and recruited more expediently. To overcome the 
problems outlined above a decision was made to use a gatekeeper, to 
facilitate generation of the sample and who would also assist with gaining 

access to the population.

The Sample

The sample of heroin users for the case study was a purposive one, 

generated through two techniques - the use of a sponsor and snowballing. 

The entry criteria for the study were that respondents were ‘Current 

users/injectors of heroin and/or other opiates who are under 35 years old’. 

‘Current’ was defined as used/injected in the past month. This is because
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the study was particularly interested in the issues for respondents who were 
actively involved in the contemporary heroin scene in Ballymena. The age 

criteria was put in place as pre-study discussions with professionals had 
highlighted the young age of heroin users from the area. Also recent 

research into new outbreaks elsewhere (see Parker ef a/., 1998), had 
disproportionately affected younger people. Although, initially the study 

aimed to recruit only those under 25 the age range was later broadened to 
generate more respondents. However,1 the majority were still under 25 when 

interviewed.

Access and Sample Recruitment Strategies - heroin user sample. To 

facilitate access in advance of the commencement of fieldwork, key 
professionals and agencies in the research area were contacted about the 
study. Material was prepared, providing some background to the research, 
and a number of key agency representatives (the Northern Drug Co
ordination Team/Community Addiction Team/Youth Service) were met by the 
researcher, in order to gain orientation to the local scene and also to 
establish the possibility of those individuals suggesting or acting sponsors or 

gatekeepers and referring heroin users to the researcher.

One particular professional, with over 20 years experience of street 
work/community and youth work within the area, agreed to act as a sponsor 
for the study. As a sponsor for the research he provided access for the 

researcher by vouching for her and providing her with credibility. He was, at 

that time, operating a temporary mobile needle exchange service (TMNXS), 

had excellent knowledge of local heroin users and was well known and 

respected by them and members of the community. Twenty-five of the 

interviews were generated through this contact. This sponsor facilitated 

access to heroin users from a wide range of backgrounds. In the course of 

interviewing several informants from a more middle class background, they 

confirmed that if the sponsor had not made the approach and vouched for the 

researcher, they would not have agreed to be interviewed.

' One older heroin user was interviewed for the study. He confirmed that most users in the 
area were much younger than him.
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Six heroin users were recruited through the snowball sampling strategy, 
whereby individuals who had completed the interview are asked to refer 
others (friends, partners, acquaintances) who are also currently using heroin. 

The use of mobile phones was intrinsic in the communication between users, 
and indeed dealers. All contact details given were mobile phone numbers, 

with only one landline telephone number ever given. Once the number had 

been given to the researcher, contact was made with the potential 

respondents. The success ratio was about 4:1, with many nominated users 
not wishing to take part for various reasons, or the mobile phone numbers 

either being 'no longer in use’ or unobtainable over a period of weeks. Once 

contacted, some potential respondents agreed to participate and a date, time 

and location were set up, but they simply did not show up, and on 

subsequent calls stated that they didn’t think they could make it even if 
another date was set. This occurred on four occasions. Others simply 

declined participation unless payment for the interview would be forthcoming, 
or because they said they didn’t think they could find time for the interview, 
despite attempts to accommodate them by the researcher.

The exchange of needles often takes part in groups, in discrete but 
nevertheless public places, such as outside certain shops in town centres.

On several occasions, the researcher used these opportunities to introduce 
herself to the heroin users, explain the purpose of the study and attempt to 
generate further interviews. The researcher asked for telephone numbers to 
contact the user independently. No interviews were successfully completed 
using this method. Although several numbers were given, they all fell 

through and did not result in an interview.

Limitations of the Strategy and the Sample
The strength of the sample recruited was that respondents were derived from 

a range of locations in the research area (evident from the sample profile 

provided in the following Chapter). A potential weakness may be that more 

than two thirds of the sample was generated through the sponsor. Whilst it 

would have been optimal to have more of the sample generated through
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snowballing techniques, or to have recruited an additional gatekeeper, it is 
argued that the nature of this sponsor and the service he offered resulted in 

accessing a reasonable cross-section of users from throughout the research 
area. They were from different locations throughout the town, some were 

from more middle class areas and backgrounds and almost a third were 
female. Data kept by the sponsor on persons who utilised his service 

evidenced that he had made connections with a wide range of individuals 
throughout the Ballymena area, inclusive of both religion and class.

However, it is interesting that the only non white study participant was not 

directly accessed through this sponsor, perhaps highlighting a more hidden 
population of heroin users from ethnic communities in the area. The 

recruitment of 31 subjects by using both methods was more than adequate 

for generating the data required for answering the research questions. It is 
clear that authors who have successfully utilised these methods have 
recorded only scant mention to the amount of work involved. Biernacki & 
Waldorf (1981) verified the lack of attention given to the enormous difficulties 
of fieldwork with deviant populations. More recently, studies have provided 
better indication (Hartnoll, 1997.). However, it is nevertheless difficult to 
appreciate many of the problems and the amount of work involved until it is 
attempted in a research project.

Professional and Community Respondent Interviews
The aim of interviews with this group of respondents was to gain further 

description and insight into the contemporary heroin market from the 
perspective of those responding to it in a professional or supportive capacity. 

It was important, therefore, to gain the perspective of the range of services 

and agencies involved in the response, as well as those involved in the 

design and implementation of policy. Respondents spanned the statutory, 
voluntary and community sectors and by their nature were multi-disciplinary2.

2 Despite several attempts to achieve an interview with the local psychiatrist, he declined 
participation in the study. He did telephone the researcher and provide reasons for not 
taking part, and assured the researcher that he thought much of the information he would 
have given could be gathered from agency documentation. He also suggested speaking to 
another health and social care professional who had already been interviewed.
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On several occasions, more than one respondent was interviewed from an 
agency.

Organisations from which respondents were drawn:

■ The Department of Health, Social Services and Public Safety 
(Regional Drug and Alcohol Strategy Co-ordinator)3

■ RUC4 (Regional Drug Squad & local drug liaison Officer)

■ Drug and Alcohol Co-ordination Team (Ballymena Area)

■ Community Addiction Service (Ballymena Area)
■ Probation service (Ballymena Area)

■ Education and Library board (Ballymena Area)
■ Youth Service (Ballymena Area)

■ Local community organisation which seeks to assist users (Ballymena 
Area)

■ Family and addict support group (Ballymena Area)
■ Health Action Zone Manager (Northern Health & Social Services 

Board)

Again, the interview schedule was largely open-ended, with key themes 
covering the areas (see appendix):

■ Situation in terms of Northern Ireland, and Ballymena in particular
■ Description of the past and contemporary scene
■ Current responses to the evolving heroin problem (policy and 

services)

■ Services offered by respondents’ agency

■ Likely service developments

■ Key problems for heroin users
■ Impact of Northern Ireland context on drug scene (transitional society 

and drug market)

3 This respondent was the most influential policy maker in Nl at that time
4 The Royal Ulster Constabulary has been superseded by the Police Service of Northern 
Ireland
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The instrument used in this component of the research facilitated a freedom 

of focus relevant to the perspective of each of the relevant agencies. The 
schedule was piloted with two individuals based outside of Ballymena and 
from differing disciplinary backgrounds in advance of fieldwork. The 
researcher established contact with the relevant agencies and professionals 
in the research area well in advance of fieldwork An initial informal inquiry 

was made as to the relevant person/persons within the agency to be 
interviewed. On occasions, when that was not immediately apparent, a 

senior representative was contacted. A letter requesting formal permission 
from the relevant agency, accompanied by background information for the 

study was issued if requested. Fifteen interviews were successfully 
completed for the case study. With the exception of the psychiatrist noted 

above all other persons approached agreed to take part in the research.

Sampling - Professional and Community Respondents
The sample for the professional interviews was purposive, and was 

constructed so that as many perspectives as possible were included in the 
study. A list of potential respondents was drawn up, based on preliminary 

conversations with key professionals in the drugs field, in advance of the 
research commencing. A small number of respondents were also 
recommended by other professional informants in the course of data 

collection. Individuals who were instrumental in policy-making at a regional 
level and who could influence developments in the range and scope of 
treatment options were also selected for interview, so that the future policy 

and practice directions and decisions could be discussed first-hand. It may 

have been optimal to include a greater number and wider range of 

informants, and it is acknowledged that the study lacks a first-hand 

psychiatric or medical perspective.
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Observational Methods
Background

Observational methods used in social science involve the systematic, 
detailed observation of behaviour and talk (Adler & Adler, 1994). The 

methods can vary in their character among different practitioners, through the 
stages of a research project, in various settings and depending on the 
relationship between the researcher and their subject (Dingwall, 1987; Adler 

& Adler, 1994). Gold summarised the various observational research roles 

as detailed below:

Table 4.2 Types of Observation Used in Research.

Complete participant Covert Observation

Participant as observer Overt observation - mutual awareness

of the research

Observer as participant One shot interview - no enduring
relationship

Complete observer No participation

Source: Gold (1989)

In an attempt to minimise the impact on the environment being studied, the 
researcher sometimes adopts a 'participant observer’ role, becoming involved 

in the activities taking place while also observing them. The degree of 

participation varies according to the nature of the setting and the research 
questions, but broadly corresponds to the first two research roles described in 

Gold's typology. There are obvious ethical considerations that mitigate 

against covert research in the contemporary research climate. As a 
consequence, examples of this type of observational study (see Humphries, 

1970) are almost extinct. Overt research, Gold's 'participant as observer’, 

may pose fewer ethical dilemmas, but this may be offset by the group or 

individuals reacting to being observed.

Yin (1994) and Stake (1995) posit that observational data can be an 

important source of case study evidence. However, constraints placed on
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the current study by the lack of resource meant that any techniques chosen 

had to make the most judicious use of both the case participants’ and the 
researcher’s time. This meant that there was no scope for use of participant 
observation. In fact, the techniques finally used in the current study fell into 

Gold’s final category as complete observer. Nevertheless, the techniques 
were used to very usefully observe and record the day-to-day operation of 

the Temporary Needle Exchange Service (TMNXS). This was achieved by 

accompanying the worker involved over a six week period, recording 

interactions between heroin users and the worker when needles were being 
exchanged, observing and discussing work undertaken as part of the service. 

Use of observational techniques afforded an opportunity to record direct 
observations of the workings of that TMNXS, which provided unique insights 

into its basic characteristics that might have been difficult to assess through 
any other means of data collection. Neale and colleagues (2005) usefully 
point out the value of two or more qualitative techniques in a study’s design. 
These’, they state, ‘can complement, supplement and validate each other’. 
P.1586. The observational data amassed in relation to the TMNXS add 
value to the other sources of evidence accrued in the study and enhance the 

richness and relevance of the data generated.

Documentary Analysis
Textual and documentary sources of data have been relatively neglected 
resources. Atkinson & Coffey (1997) criticised much contemporary social 

research for its failure to take seriously the extent to which many of the 

settings and cultures under study are in fact self-documenting. Various 

types of documentary materials are available for analysis. Hammersley 

& Atkinson (1995) suggest that such sources can be ranged along a 

continuum, from informal to formal and official. The range of documents 

collected to inform the case study was not large and was mostly formal in 

their nature (see appendices). A broad framework (see appendices) was 

constructed to assist with categorising the documentary material 

collected for the study. This essentially served as an aid to organising 

this data in a way that meant it could be more easily cross-referenced to
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other evidence produced by the study - for example, in laying out specific 
Northern Ireland drug policy, or examining what actual services looked 
like in the local area at the time of the study.

Re-analysis of Existing Data
Existing sources of evidence about heroin use in the location were also 
utilised in the current study (see appendices for a list of sources used). Data 

from a range of sources were pieced together to build a picture of heroin use 
in Northern Ireland and Ballymena. Official statistics - provided in the form of 

DHSSPS addict notification data, law enforcement and seizure data from 
RUC and HM Customs and excise data - provided very useful and readily 

accessible background material for the case study. Census data for the local 
area, as well as multiple deprivation indices, provided an insight into the 
characteristics of neighbourhoods and areas within the overall case study 
location. A local survey conducted by the Northern Ireland Statistics and 
Research Agency on behalf of the Ballymena district policing partnership was 

used as a means of getting a sense of local knowledge and concern about 
heroin use. A community survey was not possible within the resources of the 
current study, and existing material was used in an attempt to capture that 
perspective to some extent.

Media Analysis
The study also assessed the amount and tenor of media coverage of the 

development of heroin in Ballymena (already presented in chapter two). The 
current study focused almost exclusively on newspaper articles for a 

pragmatic reason, i.e. newspaper stories tend to be well-indexed and more 

widely available than television or internet reports. Because of the local 

nature of the issue, i.e. drug use in Ballymena, Northern Ireland’s three 
region wide newspapers were selected and searched from 1996-20025. The

5 It was initially planned to conduct a five year review from 1997-2002. However, analysis 
from 1990 onwards revealed that 1996 was the year that the first mention of heroin appeared 
in the Ml press.
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newspapers were: the Belfast Telegraph; The Newsletter - established in 
1737 and a daily paper since 1855; and the Irish News, founded in 1891 - a 
regional morning newspaper and the only independently run newspaper in 
the Northern Ireland6. These newspapers have differing circulation - for 

example, the Belfast Telegraph has the largest circulation figures at 96,435, 
while the Newsletter has 28,616. The Northern edition of the Irish News has 

48,554 (Source-. Audit Bureau of Circulations, 2005). These were regarded 

to collectively represent the differing perspectives from the Northern Ireland 

Catholic/Protestant divide. While the Belfast Telegraph is perceived to have 
no definitive political proclivity, the Newsletter is deemed to represent a 

Unionist (Protestant) perspective, while the Irish News a Nationalist 
(Catholic) perspective.

Although much of this was collected prospectively out of interest by the 

researcher, a trawl of the archiving services provided the Belfast Telegraph 
and the Irish News was also undertaken to ensure comprehensive coverage. 
A similar strategy was in place for the Newsletter, except that in this instance 
it was necessary to use the microfilm newspaper collection housed at Belfast 
Central Library. They were searched using the key words 'heroin Ballymena’ 
and ‘heroin Northern Ireland’. Both were included to ensure the stories were 
accessed, as well as to compare how the issue was being viewed for 
Northern Ireland as a whole relative to the location of the study, i.e. 

Ballymena. A key methodological limitation was the issue of bias introduced 

by having one researcher make judgements about articles. That was 

unavoidable, given that the researcher was the only one engaged in the 

study, but a level of consistency was derived from using a basic rating 
system (discussed in the next section). Given the resource available, it was 

only possible to search three local newspapers. Greater coverage of the 

wide range of local (Sunday papers) and possibly national publications may 

have provided more comprehensive coverage, but that was not possible in 

the current study.

6 It was decided to concentrate only on the regionwide daily papers, and not the Sunday 
newspapers, due to limited resource. However, The Sunday Life and Sunday World - both 
regional papers - provided substantial coverage of the development of heroin use.

63



SECTION THREE: RECORDING, CHECKING AND ANALYSIS OF CASE 

STUDY DATA

Data Recording and Checking - Interview Data

Heroin user sample - The original intention was to tape record all interviews 

and later transcribe the data generated. However, not long into the process it 
became clear that most of the respondents were not prepared to proceed if 

tape recording was a prerequisite of participation. After one interview was 

completed in this way, a rumour went round that the researcher was from the 

police or the benefits agency (because some background questions were 

asked about income). So it was not surprising that the heroin users were 
highly resistant to being tape recorded, given the illegality of the subject 

matter. Some also raised concerns about voice recognition from the taped 
interviews, if they were ever somehow uncovered by the police or indeed the 
paramilitary organisations. The researcher was asked to leave the home of a 
respondent when the issue of tape recording the interview was raised, and 
that individual was lost to the study. Faced with a crisis and unsure how to 
proceed, previous research in Northern Ireland was consulted, and McElrath 

(2001) circumvented these concerns by taking very detailed interview and 
post-interview notes. This method was adopted in the present study and a 

form of short hand was used for note taking. Interviews were written up 
without delay for two reasons: first to enhance recall and second as an 

important means of informing ongoing data collection. Other student 
research completed in Northern Ireland in the area of drug use has also been 
subject to the same problems. For example Duncan encountered refusal by 

participants to tape recording in her study of drug use among school 

excludes (Duncan 2006 personal communication). Similar problems were 

reported by Downes 2003 in his study involving interviews with Russian 

speaking minorities in Estonia and Latvia.

The informal chatting to heroin users while accompanying the TMNXS worker 

provided opportunity to check on the validity of material derived from the 

interviews. For example, one respondent in the interview strongly denied 

that he had engaged in criminal behavior to provide money for his heroin
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habit (despite no onus on him to talk about it). On subsequent meetings, he 
provided very detailed description of his techniques for shop-lifting. This 
information was appended to the original interview notes. Further discussion 
with respondents also often entailed just chatting about their lives rather than 

about their drug use in particular. One respondent, who the researcher 
regularly saw at the community centre and in the town centre, talked about 

the level of distrust felt by some heroin users. He noted the implicit fear of 

the police and people who could ‘interfere’ in their lives, citing people like 

housing executive staff. To ensure that users didn’t get the wrong 
impression and to put them at ease, he suggested wearing more ‘laid back’ 
clothes (not easy with the limited range of maternity clothes available) and 

not carrying a clipboard (which the researcher was using for practicality and 

was not aware that it was off-putting). These suggestions were taken on 
board. A notebook was carried and used to lean on, although the clothing 

crisis unfortunately remained a challenge!

Professional and Community Respondent Sample - All interviews for this 
sample were tape recorded and transcribed. Subsequent interviews with two 

professional respondents were conducted, to check that the emerging 
themes gained from analyses of the interviews appeared to have relevance 

to the location. That respondent was also able to clarify and validate the 
significance of some quite unexpected findings throughout the course of the 
study (particularly in relation to the problems encountered with paramilitary 

groups, discussed in more detail later in the thesis).

Observational Data
Observational data on the TMNXS resulted in detailed field notes, which 

consisted of observations on types and nature of interactions between the 

worker and heroin users. Groups of heroin users who used the TMNXS were 

also observed. There was also often opportunity to informally chat to users 

already interviewed when accompanying the needle exchange worker, or 

when in the community centre where the worker was based. It must be 

noted that the process of writing down field notes was not without its
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problems, and again there appeared to be little in the methodological 
literature to reassure or check one’s work against. In the spirit of wanting to 

write things down as soon as possible, the notes were often made in a 
hurried way. Immediate write up assisted in maintaining accuracy.

SECTION FOUR: DATA ANALYSIS & WRITE UP

Interview and observation data

Basic descriptive data from both the heroin user and professional interviews 

was input into SPSS for windows version 12 and analysed using simple 
descriptive statistics. To facilitate the vast amounts of qualitative analysis 
required, the literature on conducting qualitative data analysis was consulted 
for guidance. The researcher was aware that the analytical process had 
already begun during data collection for the current study, as the interview 
data and fieldnotes were written up immediately, and findings had therefore 

naturally shaped and informed subsequent data collection. One example 
was the finding in relation to significant paramilitary violence directed against 
the heroin-using community. That had not been conceived of as an issue 
going into the field, and informed subsequent discussion on the issue. The 
literature confirmed that this interim analysis was advantageous, and that 
what the researcher had done by going back and refining questions - 

pursuing emerging avenues in further depth - was a feature of inductive 
enquiry (Strauss & Corbin, 1994). Importantly, this process also enabled the 

researcher to look for negative cases (discussed in more detail below, with 

examples provided), noted in the previous chapter as an important tactic for 

improving the quality of explanations in qualitative design.

Grounded theory is used to describe this inductive process of identifying 

analytical categories as they emerge from the data (developing hypotheses 

from the ground or research field upwards, rather than defining them a priori 

(Strauss & Corbin, 1994). The key principles of grounded theory were 

utilised throughout the present study and in the analysis of interview data and 

observational data. At a practical level, Fielding produced an outline (see
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below) of the basic steps involved in operationalising this approach to data 
analysis. How the data were tackled using this approach is presented in the 

following text, broken down into the actual steps taken in the process. The 
analysis phase was extremely time-consuming and took much longer than 

originally anticipated. On hindsight, not enough time was built into the 
original timetable to accommodate completion of this phase.

Fieldnotes/
Transcripts

Search for Mark up Construct
categories and ^ or cut up ^ outline 

patterns (themes) the data (re-sequence)

(Fielding, 1993, p.163)

Step one - involved becoming totally familiar with the data. This meant 

immersion in the raw data, through reading and re-reading notes and 
transcripts from the heroin users’ and the professionals’ interviews, as well as 
studying the written-up fieldnotes when observing the TMNXS. All sources 
were read and re-read on at least five occasions in this initial phase of the 
analysis. Throughout this process, notes were made in the margins of hard 

copies of transcripts (printed in double spaced text). Some basic order to the 

data was already provided, because the research questions had guided 
broad topic areas. From those broad topic areas, key themes were 
identified. For example, one area of investigation examined the past and 
contemporary local drug scene in relation to heroin use. Within that topic 
area, heroin initiation stories provided from the user data and the discussion 

of the heroin in relation to the local scene revealed an overall theme of a 'lack 

of awareness and knowledge about the drug heroin’.

Step two - a basic thematic framework derived on that initial reading was 

then used as a structure upon which to divide chunks of text from all 

transcripts reflecting those broad themes. These were then extracted from 

the MS word versions of transcripts and amassed alongside each other in 

new word documents reflecting the theme. These, in turn, were read and
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examined again using the process called constant comparison, in which each 

item was checked or compared with the rest of the data to establish 
analytical categories. This part of the process was inclusive and meant that 
rather than reducing the data, more and more categories are added to reflect 

as many of the nuances in the data as possible. Taking the example of the 
broad theme concerning ‘lack of awareness about heroin’, further sub

themes to become apparent were, for example: lack of knowledge 

concerning routes of administration; deficient information about how to treat 
heroin use; no knowledge of what the drug looked like; limited understanding 
of the addictive qualities of the drug. From each of these then came other 

categories. For example, from the routes of administration category more 
categories emerged regarding misconceptions about the type of drug being 

smoked. From that came a category on skag - a smokable drug not 
associated with heroin - and so on. Memos (in the form of post it notes) 
were added on an ongoing basis which highlighted emerging wider concepts 

and potential theoretical propositions. Attention was paid throughout this 
step to recording negative cases as well. One example provided in this 
instance was a category created through data on just one respondent, who 
displayed deliberate, organised and (in his own words) ‘well researched’ 

drug-taking behaviour since age 12.

Step Three - when a point of saturation was reached, i.e. no further new 

categories appeared to be emerging, these categories were then refined and 
re-ordered. At the end of this process they were then reconstituted back up 

into more synthesised, overall themes derived from the processes described. 

From there, sequential arguments were then constructed from the data and 

presented with a selection of quotations to illustrate them. Collectively they 

allowed for the construction of theoretical insights. These are presented in 

the findings chapters that follow.

It is acknowledged that the data analysis strategy used in the study has 

limitations. As summarised by Silverman:
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‘attempts made to describe social processes, share a single 

defect. The critical reader is forced to ponder whether the 

researcher has selected only those fragments of data which 

support his argument. ’

(Silverman, 1997, p. 140)

It is hoped that by being sufficiently reflexive throughout the whole data 

collection and analysis phases, and paying attention to negative cases, that 

any bias toward supporting the researcher’s own arguments was kept to a 

minimum. Silverman's preferred solution to this dilemma is to introduce 

simple counting procedures into the analysis - for example, to identify how 

many people referred to a specific theme. But this approach appeared to be 

totally at odds with the principle of qualitative enquiry, and was not utilised in 

the study. On a final note, the literature does not prepare the researcher for 

the amount of quite unusable information that is collected and never used in 

the write-up. Indeed, in many accounts of the research process, 'writing up' 

appeared to receive little attention, or was treated as an activity independent 

from data analysis. In the context of this study, separating the write-up 

process from the rest of the research did not seem logical. Hammersley & 

Atkinson (1983) noted that writing up is inevitably a part of the analytical 

process, suggesting that the structure of the report influences the type of 

analysis, or at least the way it is understood by the reader. In this study, the 

basic structures inherent in the ensuing findings chapters were shaped by 

what emerged from the data analysis processes.

Newspaper analysis - Content Analysis is the most common method utilised 

when examining information embodied in a text. The basic premise of 

content analysis is that it measures the frequency of a word in the text and 

then draws inferences from that measurement (see Manning & Cullum Swan, 

1994). Manning & Cullum-Swan highlight that content analysis ‘struggles 

continuously with the problem of context’ (p.474). The importance of context 

to this present work meant that a traditional content analysis approach was 

unsuitable for the current study, in that it lacked the necessary subtlety. For 

example, it was necessary to have some knowledge about the context and
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perspective taken in the newspaper story, such as whether the story was 
supportive of efforts to support heroin users in the location or was 

inflammatory in tenor, thus feeding societal concern about the numbers of 
heroin users in the location or risks presented to the general public. In light 

of these problems, a simple proforma was designed to extract basic 
information from the article content. The proforma allowed for the detailing of 

key themes of stories (see appendices). Articles were then categorised into 

the two broad categories - 1. heroin use in Ballymena specifically, and 

2. heroin use more widely in Northern Ireland - and recorded. Articles were 
then classified as either ‘Opinion Piece’, 'News Story’, or elements of both, 

and were rated as either judgemental toward heroin use and users or non- 
judgemental. The completed proforma for Ballymena is included in the 
appendices.

Using the main context summarised in the proforma, stories for Ballymena 
could be categorised into five key areas, and this formed the structure for 
how newspaper data was later presented and discussed.

> Growing numbers of heroin use/users in the location
> Threats/costs to society posed by heroin and heroin users (e.g. needle 

stick, criminal behaviour)

> The problems faced by heroin users in the location
> The need for new policy & services

SECTION FIVE: ETHICAL CONSIDERATIONS IN CONDUCTING THE 

CASE STUDY

Traditional ethical concerns have centred on three key domains (Fontana & 

Frey, 1994). First, the issue of informed consent (consent received from the 

subject after he/she has been carefully and truthfully informed about the 

research). Second, the right to privacy (protecting the identity of the subject). 

Third, protection from harm (physical, emotional or other). Considering first
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the issue of consent, the purpose of the research was carefully explained 
before the interviews took place, and respondents had opportunity to ask 

questions or comment upon any issues before interviews commenced. With 
regard to a right to privacy, all data collection, storage and processing was 
compliant with the principles of the Data Protection Act 1998 and the EU 
Directive 95/46 on Data Protection. All participants were informed of these 

confidentiality conditions. Both consent and privacy issues were laid out in 

the participant information sheet before the beginning of the interview (see 

appendices). Data were anonymised and a code assigned to the respondent 

- in the case of the heroin users, a simple three-digit code. Data from 
professionals was initially reported using their title, however, it was clear that 
individuals’ responses could be identified when presented in this way. On 

advice from the study supervisor and other researchers, it was decided to 
report data attributed to professional and community respondents using a 

numerical code (e.g. professional 1). The researcher abided by the 
principles of professional integrity laid out by the university in which the 
researcher was located (see
http://www.qub.ac.uk/home/StudvinqatQueens/PostqraduateOffice/).

Regarding the third point on protection from harm, all respondents were 
interviewed (within reason) at a location chosen by them and were clearly 
informed that they did not have to discuss issues that made them 

uncomfortable. If any issues emerged that appeared to upset respondents, 
procedures were in place (through the study gatekeeper and other local 

professionals) to provide information and telephone numbers of sources of 

help. Nothing occurred in the course of fieldwork that required action to be 

taken on the part of the researcher.

Interviewer Safety
This methods chapter is concluded by some personal reflections on the 

personal safety risk (to a lone researcher) presented by some of the fieldwork 

completed for this type of study. Punch (1994) suggests that as field 

workers, we need to exercise common sense and moral responsibility.
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Those principles, Fontana & Frey (1994) add, should be applied to our 
subjects, to our study and finally to ourselves. That said, it is imperative that 
the researcher exercise certain precautions when interviewing a client group 
such as heroin users, especially when doing so in the home. As noted 
above, respondents were allowed to choose the setting in which they wished 

to be interviewed. This is to ensure that they are comfortable and do not feel 

compromised by the research. It also assisted in redressing the balance of 

power between researcher and researched. This, however, presents a 

tension for the lone female researcher, who also needs to exercise caution in 
such circumstances and make decisions on a case-by-case basis. A basic 

personal safety protocol was in place for the current study, based on that 
used in previous studies in which was researcher had worked. It was clear 
from the outset that fieldwork might include interviewing persons who were 
experiencing the effects of/withdrawals from heroin and other drugs. Many 
have comorbid psychiatric conditions, or potentially have a range of physical 
health problems, including blood bourne viral infection (e.g. FICV). With all of 

that in mind, when interviews were taking place outside of the community 
centre a mobile phone was carried by the researcher, and a nominated 
individual was telephoned leaving instructions as to where the interview was 
taking place and the researcher then checked in when complete. The 
researcher was also aware of techniques to use to diffuse aggressive 

situations.

Despite experience and training there was one incident in which the 
researcher felt at risk. The interview location was in the home of a young 

user with whom the researcher had met on several occasions, and for a 

range of reasons the young man could not be interviewed at another location. 

The researcher came to his home, which was that of his parents. The 

interview was almost complete when three of his friends came in through his 

back door. The respondent and the researcher were keen to complete the 

session, and the young man asked his friends to wait in an adjoining room. 

Just as the interview was concluding, one of his friends came and sat on a 

chair behind the researcher. It became clear from the reaction of the 

respondent that he (the friend) was doing something of concern. When the
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researcher turned round it was evident that the friend was injecting himself. 
When he completed the injection he stood up and was unsteady on his feet. 

He then talked and joked with the respondent, whilst waving his used needle 
close to the researcher. The concern was that he would fall with his needle. 

This did not occur, but then an argument broke out between the respondent 
and this friend, whilst the other friends also came back into the room. The 
situation did become quite frightening and while the researcher remained 

calm, once outside the potential implications of the scene became clear. The 

increasing attention to the issue of researcher personal safety in qualitative 

studies is exemplified by the recent ESRC enquiry, chaired by Professor Mick 

Bloor, to raise the profile of concern and to result in better guidelines for 
conducting this type of research.
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CHAPTER FIVE: THE RESEARCH SETTING OF
BALLYMENA. CO. ANTRIM

Built on land given to the Adair family by King Charles 1 of England in 1626, 

Ballymena, from the Irish Gaelic ‘An Baile Meadhonach’ meaning ‘middle 
townland’, is classified as one of eight large towns1 in Northern Ireland. The 

Borough of Ballymena, created in 1973, saw the merging of the town with the 

surrounding rural area. It maintains its strong farming, agricultural and textile 

industries. Centrally located within the region, Ballymena has a population of 

60,738 and has close proximity to the seaports of Larne and Belfast, 20 and 

27 miles away respectively. Named for its now long gone seven towers, its 

central location meant that Ballymena was historically viewed as the market 

centre of County Antrim. Today, it operates as a major service centre for the 

north/north-east of the Province. The borough is the regional administrative 

centre for many organisations in the north-east of Northern Ireland, including 
the Health & Social Services and Education & Library Boards.

r
1

Figure 5.1 View of Ballymena

1 The definition of a large town is that it has a population of 18,000 people or more and is 
outside the Belfast Metropolitan and Derry Urban Areas.
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Census Data
Based on the most recent Nl census data (2001), the town has the following 

basic demographic characteristics. How they compare with the rest of 

Northern Ireland is detailed in the far right-hand column. Notably, more of 

the population of Ballymena is from the Protestant tradition than for Northern 

Ireland as a whole, and the area has slightly less unemployment than the Nl 

average.

Table 5.1 Demographic profile of Ballymena compared with Nl as a 
whole

(%)

Under 16 years of age 
Over 60 years of age 
Male 
Female
Catholic (Community Background) 
Protestant and Other Christian 
(including Christian related) 
(Community Background)
Born outside of Nl
Ethnic group other than white
Persons with limiting long-term illness
Providing unpaid care
Owner-occupied households
Detached houses/bungalows
Access to a car or van
Degree level education or higher
No qualifications
Persons in employment who are
female
Persons in employment who are male 
Unemployed

SETTLEMENT CLASSIFICATION
BAND N.IRELAND

Ballymena Large Town N.l
21.6 23.7 23.6
19.6 17.2 17.6
47.5 48.3 48.7
52.5 51.7 51.3
24.2 41.2 43.8

72.2 55.5 53.1

7.7 9.1 9.0
1.2 1.1 0.8

19.4 21.1 20.4
9.6 10.4 11.0

68.4 65.5 69.6
31.0 25.3 36.5
71.6 69.4 73.7
14.1 13.0 15.8
45.6 44.0 41.6

46.5 45.6 45.0

53.5 54.4 55.0
3.9 4.3 4.1

The Ballymena Borough Council district covers 630 square kilometres and 

apart from the main centre of population (Ballymena Town), the other main 

urban centres are Ahoghill, Broughshane, Cullybackey and Portglenone. 

The local PSNI District Command Unit comprises two policing Sectors, 
Ballymena North and Ballymena South, and the borough is serviced by four 

Police Stations.There are Community Beat Unit patrols in the town centre, 
estates of Dunclug, Doury Road, Ballykeel, Bailee and Harryville. The
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reason for the higher police presence in these areas is because they are 

those in the town most characterised by deprivation.

Nl Multiple Deprivation Measures
In July 2001, the Northern Ireland Statistics and Research Agency (NIRSA) 

published research on the geographical distribution of relative deprivation in 

Northern Ireland (NISRA 2001). The research was conducted by the Social 

Disadvantage Research Centre at the University of Oxford. The resulting 

measures of deprivation for geographical areas throughout Nl continue to be 

the basis for spatial targeting of programmes, within government and beyond 

(NISRA 2001). There are six summary measures of the overall multiple 
deprivation at Local Government District level (LCDs), describing differences 

between LGDs and focusing on different aspects of multiple deprivation in 
the area.

From this NISRA research, it is clear that Ballymena as a whole is one of the 

least deprived large towns in Northern Ireland. The Ballymena area is one of 
the most affluent areas with an overall ranking of 552 out of 566 (with 1 being 

most deprived and 566 least deprived). None of the Super Output Areas in 

Ballymena (largely based on electoral ward areas) were in the top ten 

percent of the most deprived in Nl. However, in the Ballymena context, there 
were a number of SOAs in which the current research was conducted, and 

where respondents were resident, that represented pockets of multiple 

deprivation in an othen/vise prosperous environment. Ranks for SOAs range 

from 1 (most deprived) to 890 (least deprived). Specifically, the areas of 

Bailee, Ballykeel and Dunclug and Fairgreen were characterised by higher 

levels of deprivation. Bailee was the most deprived in Ballymena (ranked 

137 in Nl), and the least deprived in Ballymena was Ardeevin (ranked 865 in 

Nl). Ballykeel was ranked as 150, while Fairgreen ranked 199 and Dunclug 

as 206. The North side of the town (SOAs Dunclug and Fairgreen) includes 

the housing estates of Doury Road and Dunclug, both acknowledged as key 
areas for heroin use in Ballymena. In these areas, significant portions of the 

Northern Ireland Housing Executive stock were derelict, patches of 

wasteland appeared to be used for illegal dumping and a clear lack of
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facilities such as local shops were apparent. These images taken throughout 

fieldwork better depict the characteristics of some of the areas noted.

Figure 5.3 Doury Road Area, Ballymena Co. Antrim
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Some of the other images, taken around the residential areas of the town 

(where some respondents were resident), show the very stark contrast that 

exists between neighbourhoods.

Figure 5.4 Galgorm Road Area, Ballymena, Co. Antrim

Sectarian Tension
A town with 27 officially recognised places of worship, twelve of them 
Presbyterian - including the Reverend Ian Paisley’s Free Presbyterian 

Church of Ulster - has earned Ballymena the reputation of being the buckle 

in the Northern Ireland ‘Bible Belt’. Ballymena has been a place blighted 

throughout its history by religious sectarianism, with the less than one- 

quarter Catholic population vastly outnumbered by its Protestant 

counterparts. Graffiti, painted kerbs, flags and murals on gable ends all 

serve to demarcate turf as Protestant in the town, as illustrated by the 

images below, taken when completing fieldwork for the study.
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Figure 5.5 (Ballykeel li, Ballymena Co, Antrim)

Figure 5.6 (Harryville Area, Ballymena Co, Antrim)

80



The Loyalist estates of Bailee and Ballykeel 1 & 2, Wakehurst and Harryville 

are in the South of the town, while both major Catholic housing estates are 

located in the North side (Doury Road and Dunclug). A number of high- 

profile sectarian-related incidents have occurred in the town. These have 

included the two-year picket of a Catholic church in Harryville, the expulsion 

of Catholic families from the village of Ahoghill and arson attacks on Catholic 

schools. The ongoing sectarian nature of Ballymena was demonstrated in 

the most brutal fashion in May 2006 with the murder of a 15-year-old 

Catholic teenager, who was set upon by a gang of youths and beaten to 

death.

Loyalist paramilitary activity in the area has also been a consistently reported 
problem. Examples include ; ‘Patrols increased after attacks’ (26th July 

2005, BBC News), ‘Harryville Church in Ballymena daubed with 

sectarian slogans’ 11th July 2005 (Slugger O’Toole, 2005), Petrol bomb 

attack on ‘Half Way House bar’ in Broughshane, Co.Antrim, 21 st July, 

2005, (Slugger O’Toole, 2005).

Community Perceptions of Heroin

A community survey completed by the Ballymena District Policing 

partnership sought to assess community perceptions of crime in the 

Ballymena area. It is clear from the table that ‘drug dealing’ is the major 

concern reported by both Catholic and Protestant respondents.
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Table 5.2 Concern surrounding crime in the Ballymena area

Concern %

Total

Gender Age Religion

Male Female 25 to

40

41 to

60

61 + Protestant Roman

Catholic

1. Drug

Dealing

23% 23% 22% 17% 29% 21% 21% 23%

2.

Domestic

Burglary

22% 22% 22% 20% 21% 27% 24% 19%

3. Drug

Use

11% 9% 12% 15% 9% 10% 11% 11%

4. Attacks

on the

Elderly

9% 9% 9% 2% 5% 20% 10% 5%

5. Assaults 6% 9% 4% 10% 7% 3% 6% 9%

5. Young

People

causing a

nuisance

6% 7% 4% 8% 6% 2% 6% 7%

{Source: Ballymena District Policing Partnership 2003)

The problem of ‘Drug Dealing’ was followed very closely by ‘Domestic 

Burglary’, with ‘Drug Use’ in third position. The results on the basis of 
gender showed little disparity on the top concern and no disparity on number 

two and number four. There is, however, a marked difference of attitude to 

‘Drug Use’, ‘Assaults’ and ‘Young People causing a nuisance’.

The survey authors highlight that the top three concerns identified in the 

survey raises the question as to whether there is a causal link between the 

existence of an established ‘Drug Culture’ and the incidence of crimes such 

as ‘Domestic Burglary’. However, they note that a detailed analysis of the 

information held by all bodies in the criminal justice system will be required 

before any conclusive statement can be made on this issue.
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Table 5.3 below shows where respondents would like the District Command 

Unit to concentrate their resources. The top priority is ‘Beat/Foot Patrolling’ 

at 41%, followed by ‘Enforcing Drug Laws’ at 15%.

Table 5.3 Single Biggest Priority for Local PSNI Resources

Single Priority
for PSNI

Resources

%
Total

Gender Age Religion

Male Female 25 to
40

41 to

60

61 + Protestant Roman

Catholic

1. Beat/Foot

Patrolling

41% 47% 34% 33% 42% 47% 41% 40%

2. Enforcing

Drug Laws

15% 14% 16% 18% 17% 10% 14% 16%

3. Prompt

Response to
Emergencies

12% 9% 15% 17% 10% 10% 14% 4%

4. Investigating
Crime

10% 9% 11% 9% 12% 10% 9% 12%

5. Crime
Prevention

7% 6% 7% 6% 4% 11% 7% 8%

The margin of 26 percentage points between the first and second positions in 

this table shows the depth of the public’s desire for ‘High Visibility’ policing. 

There is, however, a significant disparity in gender perceptions, with a 

greater percentage of males ranking the top priority, whereas females placed 
a greater emphasis on ‘Prompt Response to Emergencies’ and ‘Investigating 

Crime’. In the category of religion, there is a significant disparity on ‘Prompt 

Response to Emergencies’, with 14% of the Protestant respondents ranking 

it joint second with ‘Enforcing Drug Laws’, whereas the Roman Catholic 

respondents ranked this as number five. Finally, some questions were 

posed relating specifically to treatment for heroin use in the town, and 69% of 

respondents agreed that Ballymena needs a Treatment and Rehabilitation 
Centre for heroin users as an alternative to prison.

83



To conclude, this Chapter has provided an overall picture of the location of 
Ballymena, in which the research took place. It highlights its nature as a 

town of contrasts, with some very affluent areas surrounded by those 

characterised by considerable deprivation. The dominance of Protestantism 

is evident from both the demographic statistics of the area and the number of 

places of worship devoted to religious worship within that tradition. That 

dominance has contributed to the high level of religious sectarianism that has 

plagued the locality over time. Loyalist paramilitary activity also continues to 

present a pervasive problem in the location. Now that the context to the 

study has been well described by this and preceding chapters, the next four 

chapters of the thesis move on to present findings from the research.
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CHAPTER SIX: PRIOR DRUG USE EXPERIENCE AND

THE LOCAL MARKET

This Chapter seeks to set out the characteristics of heroin users who took 

part in the study, and to understand their drug use experiences prior to 

initiation to heroin. It is suggested that exploration of previous drug use 

among the individuals interviewed helps contextualise their later use of 

heroin. Furthermore, accounts of drug use are best understood when 

considered alongside the important backdrop of the local Nl drug market. 

The Chapter draws on data from interviews with the thirty-one injecting drug 

users and the range of professionals who participated in the study. Divided 

into two main sections, it commences with an introductory description of the 

sample of heroin users recruited. Subsequently, section two explores the 
history of prior drug use among the sample of injectors interviewed before 

initiation to heroin. This includes some detail on their previous drug use 
histories and the social contexts in which their drug using experiences took 

place. As well as providing a sense of how individuals’ drug use patterns 

looked before heroin featured, collectively these data also afford some level 
of insight into the nature of the historical local drug scene. The perspectives 
proffered by professional and community respondents, on the nature and 

extent of the pre-heroin drug scene, add context to the patterns described by 
users.

SECTION ONE - SAMPLE DESCRIPTION

All but one of the respondents in the study was white, one Asian male also 

participated. The ethnic/racial profile of the sample is reflective of the 

demographic profile of Ballymena whereby as demonstrated in the previous 

chapter, only one percent of the population are from minority groups (NISRA 

Census data 2001). The mean age of respondents when interviewed was 

25.0 years ranging from 17 years to 33 years. There were more male (n=22) 

than female (n=9) injecting drug users interviewed. This gender profile, one 

third versus two thirds male is in keeping with research which has
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documented that males tend to outnumber females in basic prevalence of 

heroin use as well as in those seeking treatment for their use (ECMDDA 

2006). That male female ratio is largely consistent with treatment specific 
data related to Ballymena (Northern Ireland Regional Drug misuse database 

2003). However, the average age of the nine females who took part in the 

study indicated that females were slightly older at time of interview, 26 years 

versus 24 years. This contrasts to several other research studies where 

females tended to be on average younger than their male counterparts 

(Crofts, Louies, Rosenthal etal., (1996).

Table 6.1 below sets out the identification number, gender, age when 

interviewed, age at heroin initiation and number of years injected.

Table 6:1 Gender, Age at Interview, at heroin initiation, & injecting 
career of the heroin user sample

ID NO Gender Current Aqe Aqe initiated No. years Ini

001 Male 25 19 4

002 Male 23 18 3

003 Male 26 19 5

004 Male 20 16 3

005 Male 23 18 4

006 Male 24 18.5 5

007 Male 21 17 3

008 Female 23 18 4

009 Male 17 15 <6 months

010 Male 24 18 4

011 Female 25 <18 5

012 Male 29 Dates inconsistent

013 Male 27 20 5
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(table 6.1 cent.)

014 Female 25 19 5

015 Male 25 19 5

016 Male 26 20 4

017 Removed

018 Male 25 18 5

019 Female 33 Dates inconsistent

020 Female 25 20 4

021 Male 23 17 4

022 Male 23 17 5

023 Male 22 18 3

024 Female 24 18 5

025 Male 24 18 5

026 Male 31 24 4

027 Male 32 25 5

028 Male 26 20 4

029 Male 24 19.5 3

030 Interview terminated by visitors

031 Female 26 19 5

032 Female 28 24 3

033 Removed as respondent over age limit for study

034 Female 33 21 10*
TOTAL = 31

* Injected for three years in Nl but had first injected as a student in England
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The time period between initiation and injection ranged from 6 months to 

around 2 years. The average time period between initiation and injection 
was around 18 months.

Area of Residence
All respondents were currently resident in the Ballymena area and with the 

exception of two (ID015, ID013) had been born in the town. While almost 

two thirds (n=19) had never lived anywhere other than in the Ballymena 

area, several (n=4) of the users reported living for periods of time in other 

places in Northern Ireland (Portrush and Belfast). Six respondents had lived 

outside of Northern Ireland including Dublin, Glasgow, Nottingham, London 

and also Amsterdam and the Isle of Man. Data was not given for two 
respondents.

As regards current residence the sample was drawn from across the 
Ballymena area. About one fifth (n=6) of them resided in the areas of 

Ballykeel 1 and 11 and five respondents lived in Dunclug. Four of the users 
came from one of the outlying rural villages of (Aghohill, Broughshane and 
Clough1). Two were from the Harryville area while a further four resided in 

owner occupier areas interspersed, throughout the town (e.g. Galgorm Road 

area, Ballymoney Road area. Two gave their locations as hostels in the 

town centre but noted that they moved around. The remaining users (n=8) 

choose not to provide any details on their place of residence other than 

confirming that they currently lived in the Ballymena area. The profile of 

town provided in the past chapter provides context to the areas in which 

persons were resident. It is clear that many but certainly not all were drawn 

from neighbourhoods characterised by considerable deprivation. Notably 

several (n=4) one female and three males were drawn from very affluent 

neighbourhoods. This was taken as a crude estimate of their class, and was 

based on observation of their home (where they were interviewed) and in

1 It was decided not to provide detail how many were from each town because of the small 
numbers.
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one case from parental occupation (where the user was not interviewed at 
home).

Of the twenty-three users who provided data on their current 'living 

arrangements’ fifteen respondents (4 females and 11 males) reported that 

they lived in their parental home and a further three stated that they currently 

lived between various friends and parents floors and at times in a local 

hostel. Some of these respondents had spent periods living elsewhere but 

had come back to live with a parent. Five users (n=3 females and 2 males) 

reported that they currently lived with their partner. However, one 

respondent had only two weeks previously separated from his partner and 
children. The fact that many respondents were living on a permanent/semi 

permanent basis with family members or to a lesser extent a partner rather 
than alone or in hostel accommodation perhaps also reflects the 
characteristics of social and family networks in Northern Ireland which are 

perceived to be stronger than in other parts of the UK (Monteith & Pinkerton, 

1995; Daly, 2004). It is also perhaps unusual to have only one third of the 

females IDU’s interviewed currently living with partners, only two of whom 
reported that their current partner was also an IDU. Female respondent 
(034) lived with her non-drug using husband and their children. A further two 

of the females interviewed in common with four males noted that they had 

however lived with a partner in the past. Previous research has clearly 

documented the influence of partners in relation to routes into drug use for 

females and the tendency for females to become immersed in the life of her 

man (Rosenbaum, 1986). Possible explanations for this and some of the 

other observed differences between the accounts provided by females in this 

study and other research are discussed in more detail later in this chapter 

and the next.
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Table 6.2 Employment Status of Sample

Status N*
Unemployed in Receipt of Benefits 25
Full-time Employment 2

Part-time Employment 1
Student (full or part time) 2
TOTAL 30
*One respondent worked in her family business and was also a full-time mother

With respect to employment status, only 6 respondents reported being 

anything other than unemployed. Some described themselves as part-time 

students (although they were also in receipt of some benefits). Two reported 

that they were currently employed full-time, but on a contract basis. The 

majority were in receipt of a range of benefits, including incapacity benefit, 

disability living allowance and jobseeker’s allowance. The remaining eight 
female respondents in the sample all fitted into the unemployed/receipt of 
benefits category. While currently unemployed, several respondents (n=7) 
reported that they had previously been employed in various capacities for 

significant periods of time. The types of jobs held by them had varied by 

gender with females reporting jobs as retail assistants, working in a local 

chicken processing factory and a cook to more typically male oriented jobs 

such as labouring for building firms and kitchen fitting work. This and the 

age profile of the sample are broadly in keeping with findings from other 

Northern Ireland-based research (McElrath, 2002). Between them, the 

sample reported having 13 children, four of whom were in the care of the 
user interviewed2.

2 Fathers in particular noted that they had not seen their children for some time. For two of 
the female users, the care of their children had been legally taken over by their mother in 
kinship fostering arrangements.
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Educational Qualifications

Data on level of educational attainment was collected for 27 of the 
respondents (4 had missing data). It is clear from figure 6.2 that the majority 

(n=18) had left school with no formal qualifications. However, seven 

reported that they had a few GCSEs or NVQ’s and, notably, two (one male 

and one female) reported that they had obtained university degrees or 
HMDs.

Figure 6.1 Level of Educational Qualification within the sample

□ Degree/HND 

■ 1or 2 GCSE

□ No
qualifications

The sample had a slightly higher standard of educational qualifications than 
those reported for samples in several other studies in the UK and Republic 
of Ireland (Parker et al., 1998). Slightly more females than males had one or 

two GCSEs. Other studies of younger heroin users have also noted a lack 

of significant difference in the demographic characteristics of male and 

females (see Mills, Teeson, Darke, Ross & Lynskey, 2004).

Family Circumstances & Experiences of Growing Up

In the interview respondents were asked to comment upon their 

relationships with their families (see appendix). With the exception of five 

individuals all provided detail of the difficulties they had presented for their 

families as their addiction progressed. Aside from the ongoing emotional 

burden placed on their parents and siblings, common admissions were of 

taking money from families. The accounts of five respondents specifically
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alluded to the amounts of cash ‘borrowed’ to sustain their heroin use. 7 have 
stroked (conned) everyone in my family’ \Nas how respondent 003 summed 

up his experiences. For others theft of cash, jewellery and selling of stereo 

equipment and televisions were noted in the case of around one third of 

those interviewed. The type of stealing varied to some extent depending on 

the social class of respondent, or the financial status of their parents.

For example, in the case of 002, this respondent applied for several credit 

cards to his parents’ home address. Fie also attempted to obtain money 

from his parents’ savings account and was only stopped by a staff member 

in the bank who knew his father and realised what was going on. This 

respondent also disclosed that his actions had resulted in his parents 

address being credit blacklisted which he acknowledges has caused them a 
great deal of anxiety and embarrassment. While many individuals appeared 

cognisant of the problems they had created, accounts nevertheless reflected 
a sense of powerlessness in their actions. ‘Heroin becomes your everything, 

your master’ was how male respondent (018) defended obtaining money 
from his family.

In answering this question a number of individuals also disclosed details 

about their experiences of growing up. Although not explicitly covered by 

the schedule it is interesting that four of the individuals interviewed (n=1 

female, n=3 males) revealed that they had spent periods of their lives in 

care. Two of the males had experienced periods of time in a secure 

accommodation training school in Northern Ireland. Five respondents noted 

alcoholism in a parent. Four alluded to the difficulties presented by divorce 

in their childhood. Disaffection from school was also a common feature in 

respondents backgrounds referred to by almost one half of those 

interviewed. From a middle class and stable home as will be discussed 

below, one respondent attributed much of her present difficulties to a period 

in her childhood when she was sexually abused.

One-off traumatic events were noted by two respondents as being 

contributors to their past and present drug use (both male). Respondent 025
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recounted how a car accident changed his life as it indirectly led him to take 

illicit drugs at the relatively late age of 17. Respondent 004 noted that an 

accident, when he was knocked off his bike by a car when aged 8 had 

resulted in a significant period of being off school, left him with slight learning 

difficulties and on his return to school he was bullied. Drug use, he 

suggested, became his defence and his escape.

SECTION TWO: ACCOUNTS OF DRUG USE HISTORIES

Respondents were asked to recall, to the best of their ability, the history of 

their drug use, from onset of any drug use through to their first initiation and 

ongoing heroin use (see appendix for interview schedule). Discussion of the 

onset of heroin use is reserved until the following chapter. Stories of past 

experiences with other drugs provide an excellent context to the individual’s 

use of heroin and facilitate a better understanding of individual’s routes into 

drug use and later uptake of heroin. Furthermore, through the individual 

accounts it is possible to gain some insight into the subjective experience of 

being a drug user in the location studied.

Challenges in Eliciting and Analysing Accounts of Drug Use 

Behaviours
Already outlined in Chapter 4 is that aside from the overall difficulties 

surrounding the sampling and access of a hidden population such as heroin 

users, there is also recognition that eliciting accounts of the onset and 

development of a stigmatised activity such as drug use and particularly 

heroin use, is not a straightforward matter. Data can be affected by 

differential levels of consistency around recollection of drug use experiences 

(Catania eta!., 1990, Samuels, etal., 1992, Friedman 1993, Hser etal., 

1992; McElrath etal., 1994).
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Furthermore, interviews about drug use behaviour, from which data is drawn 

can be affected by the mere presence not to mention, the characteristics of 

an interviewer (Bradburn & Sudman, 1979; Kane & Macauley, 1993; 
Manderson et a!., 2006). Also noted was that persons who perceive that 

they might be seen to have done something risky or potentially stigmatising 

can engage in discursive stratagems to resist connotations of moral or social 

odium (Pearson, 1987; Plumridge & Chetwynd, 1999). Such stratagems, 

can attribute the perceived undesirable or risky behaviour to a range of 

external events and/or circumstances or the characteristics of others. 
Plumridge & Chetwynd (1999) highlight that ‘sensitivity to impugnment of self 

is if anything even greater when it comes to behaviour acknowledged to be 

risky’ (p.330). Therefore, it is possible that recognition of the undesirable 

characteristics of drug use generally and heroin use in particular may effect 

the ways individuals construct and report stories about their own behaviour. 

Analysis of the accounts provided by respondents as presented in this 
Chapter and the next, were therefore mindful of the potential effects of those 
factors noted.

Exploration of the conditions or contexts under which findings hold is an 

important means of clarifying the validity and relevance of data produced 
within a qualitative study. To that end, when accounts of drug use were 

provided by the sample of heroin users interviewed, care was taken to 
examine any differences in findings for male and female respondents and 

where relevant by the class of users interviewed. Aside from those a priori 

categories, the researcher was cognisant of the possibility of other 

conditions or cases which were not consistent with the main findings to 

emerge from the data. Deviant cases are therefore highlighted as 

illustrations of exceptions to the main findings throughout the Chapter. Data 

from interviews is now presented to describe the chronology of respondents’ 

engagement with drug taking and the circumstances surrounding those 

experiences.
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DRUG EXPERIENCES ON THE WAY TO HEROIN USE

A considerable body of longitudinal research - mostly US based - has for 

two decades charted the developmental stages of substance use behaviour, 

from adolescence through to young adulthood and beyond (see for example 

Johnston, O'Malley, Bachman & Schulenberg, 2006; Kandel, 1980; Kandel & 

Raveis, 1989; Donovan, Jessor & Jessor, 1983). Similarities in progression 

patterns have been observed in samples of youth from other countries, for 

example Australia (Blaze-Temple & Lo, 1992). For the most part, these 

studies identified a stage sequential pattern whereby use of alcohol was first 

followed by cannabis, which was then proceeded by other drugs. Of 

significance is that the proportions of subjects who used other illicit drugs 

prior to cannabis/marijuana were in the region of less than 5%. However 
there is accumulating evidence to suggest that the initiation of ‘hard’ drug 

use does not always follow the same sequential pattern. In fact, increasingly 

research that has retrospectively examined the sequencing of drug use 
among ‘problematic drug users’ has served to question the relevance of a 
stage sequential model to that population of users. In these cases, a more 

atypical pattern of use was reported. For example, Blaze-Temple & Lo 

(1992) reported that a substantial proportion of those who used what they 

termed 'hard drugs’, including cocaine and heroin, had reported that they 
had never used cannabis. Mackesy-Amiti, Fendrich & Goldstein (1997) 

found that ‘serious’ drug users were more likely to have used other drugs 

before using marijuana, more likely to have used marijuana before using 

alcohol and had greater lifetime drug involvement than that found in 

research on other population-based samples. A quarter of a British clinical 

sample reported that they started to use cocaine and heroin before they 

began to use licit drugs (Sanju & Hamdy, 2005). The stage sequential 

model could not best characterise drug initiation sequences reported by a 

US population of arrestees (Golub & Johnston, 2005).

Furthermore, changes in the overall drug scene, particularly in the UK, had 

been brought about by the so-called ‘pick and mix’ phenomenon of drug use 

(Parker et al., 1998). This phenomenon is characterised by a flexibility on
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the part of the drug consumer to choose and use a range of different drugs. 

This diversification and concurrent use of a range of substances has 

occurred to such an extent that ‘recreational’ drug use by young people has 

become normalised in the UK (Parker et al., 1998). Parker’s hypothesis 

questions the continued utility of a stage sequential model of drug use, but 
remains the subject of debate. For example, the normalisation thesis has 

been the subject of harsh criticism by Shiner & Newburn (1999) on the basis 

that it represents a gross oversimplification of the young people’s drug 

consumption and is based on biased research. Even, if these criticisms 
hold, it is nevertheless true that drug use plays an increasingly important 

part in the contemporary culture of consumerism and hedonism in modern 
societies (Blackman, 2002; Measham, 2004). As demonstrated in Chapter 

Two, as it moved from conflict toward peace, Northern Ireland was gradually 
becoming more similar to other societies. Overall cultural trends are 

significant in the sense that they help locate developments in the drug scene 
in Ballymena, and are important to bear in mind when examining the findings 

of the current research. So what did the accounts provided by users about 

their drug experiences before their uptake of heroin reveal in the current 
study? Data highlighted the significant drug use histories of the individuals 
studied, histories that were characterised by use of multiple substances. 

Accounts, which were on the whole well recollected, also engendered two 

main themes. First, the very social nature of their drug use activity and the 

importance of friends’ use of drugs. Second, the perception by almost all 

respondents (n=26) of very good and increasing availability of a range of 
drugs in the location.

Significant Previous Drug Use Histories
With few exceptions, respondents had significant drug use histories prior to 
using heroin (n=26)3. A common pattern, particularly among the males in 

the sample, was that of early onset of substance use (for some, cannabis, 

but for a number other drugs - Lysergic Acid Diethylamide LSD/valium) and

3 Data on four respondents early drug use histories was inconsistent and it was decided not 
to use it in the analysis.
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relatively quick progression to quite heavy use of so-called recreational 

drugs such as ecstasy, LSD and amphetamine sulphate (speed). Magic 

Mushrooms and volatile substance abuse appeared to feature in early but 

not recent drug use history. Steady escalation was evident in their drug

taking behaviour as they grew older.

Interestingly females in the sample reported slightly later onset of any drug 

use prior to heroin, 14.5 versus 13 years of age. This age differential 

appeared to hold up until the point when they tried heroin, as will be 

discussed below. Aside from this difference in age of onset, data on later 

nature and extent of drug use among females showed more similarity than 

difference from males. For example proportionately females reported prior 

use of speed comparable to males (female n=7, male n=13) LSD (female 

n=6, male n=18) and Ecstasy (female n=8, male n=18) and cannabis 

(female n=7, male=18). Two females and two males reported prior use of 

benzodiazepines notably diazepam. The only observable difference 

appeared to be that males (n=19) reported more prior use of alcohol at high 

levels.

Moreover, this use of alcohol was for the most part in conjunction with other 

substances. Three out of the nine females also reported that they had 

engaged in heavy alcohol use often in combination with other substances. 

Several respondents (n=11) noted that they had frequently used ecstasy in 

combination with alcohol, with LSD and at times with amphetamine. 

Cannabis had been used by almost all respondents (n=25) on an ongoing 

basis throughout their drug careers.

' It was when I was still in P7 (aged 11 j... it was cannabis, and me 
and my best friend and these two girls were babysitting, and they 
had a 10 deal’.
(004 Male)

‘first had a go and some speed when I was only about 12, got it 
from my cousin’.
(009 Male)

97



As noted females in the sample tended to report slightly later onset of drug 
use (average 14.5 years). Below the example by these female respondents 

who recalled her first experiences with drugs in her early to mid-teens. Of 
significance was the drug used.

‘It was valium me and my sister took from my mum’s cabinet. Took 
some with my sister from time to time, then at school I would have 
experimented with acid’
(034 Female)

Was about 15 I think it was ecstasy or maybe acid, I can’t remember 

if I had cannabis before that time’.

(008 Female)

Increasingly the US and UK literature has noted the narrowing of the gender 

gap with regard to substance use. The recent ‘Monitoring the Future’ results 
report little male/ female difference in the use of LSD, cocaine crack, heroin, 

Ritalin and GHB. While rates of some drugs namely amphetamines, 

inhalants and tranquillisers were slightly higher for females (Johnston, 
O'Malley, Bachman & Schulenberg, 2006). Similar findings have been 
reported in English and Northern Ireland studies among samples of young 

people of 15 years and over (Fuller, 2005; Higgins, Percy & McCrystal,

2005). So aside from the later onset of use there was little to distinguish 

between genders in the types and amount of drugs used before onset of 

heroin use. However, close analysis of the accounts provided did reveal 

some subtle variations between some male and female behaviour’s on the 

situational context of drug taking experience. However, it is also important 

to recognise the reasonably high level of commonality of experiences of drug 

use in the location for both genders. These will be discussed in the relevant 

sections below.

Characteristics of Respondents’ Drug Experiences
The very social nature of their drug use activity and the relevance of friend’s 

use of drugs featured in the accounts provided by both females (n=7) and
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males (n=17) when analysed. Drug taking experiences for some occurred in 

mixed gender groupings in a variety of locations (disused buildings in the 

area, friend’s homes, a local park, the street and in school). Talking of their 

early drug taking experiences respondents accounts made reference to their 

friendship groupings and how as a group they negotiating drug taking.

This female respondent was taking about a group of male and female friends 

from (name of community centre).

‘the five of us did everything together sort of egged each other 

on, decided what we was up for’.

(014 female)

‘we were the cool ones from (name of estate)we tried most 

things like one couldn’t fart without the other. ’

(007 Male)

Interestingly note was made in the accounts provided by 5 of the females 
and 10 of the males that their drug taking took place in mixed gender 
groupings. One female reported that only some of her early drug-taking 

experiences were solely in female company and that was with her older 

sister (034 female). Accordingly, it more likely for females to experience 

drug taking in the company of males. Interestingly, these males they were 

not necessarily boyfriends or sexual partners of the females. In fact only two 

females (011 and 020), explicitly made note of a boyfriend on these initial 

accounts. However, older drug taking peers featured in the stories of 

several male (n=9) and female (n=4) users. This is and the other noted 

points are further illustrated in the stories provided in boxes 6.1 and 6.2 

below.
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BOX 6.1

001 Male interviewed when 25 years old. Had initiated heroin in Ballymena aged around 19

He was brought up in a small village outside of Ballymena. He had one younger sister and an older 
brother and both his parents were still alive. He currently lived with his father in his parental home.

He reported being a daily smoker while still at primary school (aged < 12). He found school boring 

(later he was assessed as being dyslexic) and often ‘mitched’ played truant. His older brother (age 

not given) had been in a lot of trouble and had been in a young offenders centre in Northern Ireland 

but often came home for periods of time. He recalled that his brother and his friends had offered him 

cannabis on a day he returned home early from school pretending to be sick. He was between 13 and 

14 years old. He said that they would often be around his home in the periods when he brother was 
there are would have offered him a alcohol and cannabis on numerous occasions. Around that same 

time, he and a group of friends began drinking a lot at weekends in an unused hall where they would 

also meet girls. Some of these friends regularly used solvents but he reported that he didn’t like the 
effect they had on him. While 14/15 he reported using (order unclear) LSD Amly nitrate (poppers) and 

speed. He reported that he had a natural curiosity to try these substances and often times was the 
one in the group who sought out the drugs (due to his connections through his older brother). He said 
he thought everyone was at it, ‘it was what you did here'. He said that they took the drugs sometimes 

just in friends houses, or around the local park but they were careful to move around. He appeared to 
recognise his lead role in the drug acquisition and recalled that he was often the one to introduce his 
friends to new experiences. Some of them ‘peeled off the group’ over time ‘got girls and wanted to 

look good’. He said he at times knew little about the substances he was taking but developed a really 
‘fuck it’ attitude. He recalled that there were a lot of drugs about the Ballymena area and he had no 

trouble accessing them most of the time. He left school as early as he could with one GCSE, he had a 
very negative experience with school. He laboured casually for an uncle. His drug use escalated after 

about aged 16 and he took ecstasy a lot at weekends often with alcohol and then his drug use and 
drinking was no longer only weekends. He fell in and out of differing crowds of friends and for a time. 
His drug use was causing some problems with his job but because it was his uncle he was allowed 

‘more chances than I should’ve got’.

When he was around 17 he went often to several of the bars around Ballymena town and his local 

village, but by this stage he had reconnected with two of his old school friends and by then he would 

have described himself as more of a drinker in those days but still took ecstasy and speed but less 

regularly than before. It was when out in a local pub that he first heard about ‘skag’ and he reported 

that he has to admit he was keen to try this new drug almost straight away.
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Box 6.2
011 Female interviewed when aged 25 from Ballymena town. Had initiated heroin aged just 

under 18 in Ballymena.

She was brought up with her parents and two younger siblings in a very attractive home in a nice 

neighbourhood in Ballymena town. She described her childhood as being 'picture perfect’ up until the 

time when she was sexually abused by a family friend on an ongoing basis for several years. This she 

blames for her 'difficulties’ with alcohol and drugs and her para- suicides. She initially attended 

grammar school but was moved out on account of her disruptive behaviour. She began using 

cannabis aged approximately 14/15 and had subsequently engaged in very heavy drinking at 

weekends with a group of friends and continued to use cannabis through the week. She reported that 

at the height of her drinking she would often at times wake up with no idea where she was and on 

occasions with ‘men she wished she hadn’t met’. Her friendship network had both males and females: 

two of the males she became sexually involved with introduced her to a further range of substances. 

Her crowd were strongly disapproved of by her parents and she said she felt more at home with these 

people as she felt she had nothing in common with friends her parents wanted her to associate with. 

She went on to regularly use a range of substances (ecstasy, speed, cocaine) with this group of 

friends some from school, some friends of her then boyfriend who had a flat in the centre of town 

where they would often gather before going out. That flat then became the place they went to 

socialise and she semi moved in with her boyfriend, as living with her parents became more difficult. 

Her then boyfriend got money from her and sourced the substances, she recalls that it was just a case 

of finding the money. Then when her parents refused to help her anymore she became more 

dependent on her boyfriend. She said she was so angry with her parents and for a long time felt that 

they deserved to feel worried. It was while staying at her then boyfriend’s flat that she was first 

introduced to heroin.

While both of the respondents’ drug use appeared similar in nature and 

extent, the female user appeared much less proactive in seeking out the 

range of substances used. In fact almost all the females in the group 

reported receiving drugs when someone else had sourced them. This 
finding is in keeping with other research (Pellissier & Jones, 2005).

There were however exceptions. Respondent (024) reported that she was 

the leader of her group in sourcing and trying a range of drugs. An only child 

of older parents and a heavy user of alcohol at age 12 she reported swift 

progression through a wide range of substances between aged 13 and 16. 

These included speed, ecstasy, poppers, acid and a range of (unknown 

prescription medications). She experienced periods of being in care but still 

described her home-life as good. She states that she was often out of the
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control of her parents and ran away from home on several occasions just 

because she was angry. The search for pleasure though and not escapism 

was her self-reported motivation for taking a wide range of drugs. 7 just liked 

the way they made me feel, made me feel just good’.

Development of the Local Club Scene
Within this sample it appeared that for some, escalation of drug use was 

directly linked to the growing clubbing culture that was occurring in the area. 

For a number of respondents in the sample, the experience of nightclubs in 

a neighbouring North Antrim Coastal resort town, as well as one local venue, 

did lead to very frequent use of a range of drugs. These respondents 

tended to be from more ‘well off backgrounds’. In such instances escalation 

of drug career did seem to be linked social class or at least those with more 

disposable income.

7 took loads of E and speed and then ecstasy, just ecstasy, for a 
while., places like, wherever was the place on whatever the night we 
would be there, ’
(012 Male)

We used to stay down at the caravan all summer so we had a free 
reign really and we did try a lot (of drugs). They were so easy to 
come by. ’
(Male 018)

‘(Nightclub venue) was only for when we came into a few quid, 
otherwise we just stayed around (name of estate)’
(Male 004)

While most users started using substances at a young age, there were 

exceptions. In this study, one male user reported that he did not take any 

drugs at all until he was around 17/18. He noted that his first use of 

cannabis was to relieve chronic back pain he had suffered after a car 

accident.
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‘/As a body builder, I probably wasn’t giving my body enough time to 
heal before I was back training and that. I was on these steroids., 
then one night someone was suggesting that I take a smoke to give 
those a boost”
(025 Male).

This respondent then reported an accelerated pathway through significant 

ecstasy use and then quite quickly on to what he later knew to be heroin.

Previous research has indicated that heroin use is usually preceded by early 

onset of drug use and consequently a high level of prior drug involvement 

(Mackesy-Amiti et al 1997). The findings in this study would largely concur 

with that observation. Almost all had connections to the drug scene at a 

comparatively young age and, significantly, their drug use escalated rather 

than diminished after age 16/17 (Bachman, O’ Malley, & Schulenberg,
2002). The data are also suggestive of an atypical drug onset and 
sequencing pattern for some, but not all, users. Several respondents (n=5) 
in this sample reported using a drug other than cannabis first (notably, 

valium, acid and VSAs). The pattern, reported by the respondents, of later 
mixing and matching of drugs such as ecstasy, amphetamine and acid, 

appears consistent with Howard Parker’s ‘pick and mix’ culture (1998) and 

would point toward a thriving drug market in Ballymena. No survey data are 

available at a local level to check if these findings broadly concurred with 

overall trends in Nl.

Also important was the very socially driven drug taking activity and the mixed 

gender friendship groups. It appeared that club based drug taking was 

reserved for the better off users however, drug taking was still group based 

activity irrespective of venue, be in friends homes, youth clubs or in local 

bars. While female drug users reported equal levels of drug taking, they 

were (on the whole) less likely to initiate drug taking occasions than their 

male counterparts, but when offered appeared just as willing to try the range 

of available drugs.
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Burgeoning Local Drugs Market

Also noted was the perception by almost all respondents (n=26) of good and 

increasingly availability of a range of drugs in the location and the vibrancy 

of the local market.

‘ never had any bother getting sorted in Ballymena’

(001 Male)

‘ sure there were ones down from Belfast to Ballymena at times 
it was a good place to get what you needed with no hassle”

(031 female)

These data provide a sense that there were groups of young people who 

had engaged in reasonably high levels of drug involvement before and 

around the time heroin had a profile in the location of Ballymena.

As concluded by one local drug professional:

‘There was no 20 year old who started using heroin here out of the 
blue, it usually emerged as a process from the kids using soft(er) 
drugs at an earlier age, em, and it seems that that whole notion of 
getting that info from the bottom up is missing, there were many 
young people here who were text book cases waiting to happen’ 
(Professional Respondents)

Interviews with the range of professionals confirmed a perception of a pre

existing and rapidly growing drug scene in the town. What was also 

apparent was that until the mid-1990s, that scene did not include heroin or 

other opiates.

'so / think things actually shifted quite quickly in a five-year period, say 
from sort of late 80s into the early part of the 90s, and then more so 
up until 1994ish, I think that in general, drugs became more readily 
available in Ballymena, and certainly Ecstasy and Cannabis would 
have been a bit tame. But to be fair, I wouldn’t have been aware of 
coke or heroin being readily available in Ballymena at that stage’ 
(Professional Respondent 1)
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Also commented upon was that although the Northern Ireland drug scene 

may have been initially developmental when drugs became more readily 

available, it developed thereafter at a very rapid speed.

‘But I think by the time the 90s, eh came, what we had at that point was 
a hungry market, so when drugs started to filter in, there was already a 
market for them. And I think what we perhaps had, in terms of the 
years where we didn’t have a problem over everybody else, we more 
than made that up by the speed in which the drug culture took hold in 
Northern Ireland. Drug culture I’m referring to really, the so called 
social and recreational drugs, like of ecstasy and LSD’
(Professional Respondents)

A further observation was that because of the primarily alcohol-based scene, 

lack of experience of drug use meant there was a sense of naivety on the 
part of clubs and the general public when drug use generally became more 

prevalent. When appointed to his job, in order to familiarise himself with the 

prevailing scene, this informant visited a range of venues and concluded 

thus:

‘when I first came here I couldn’t believe how freely drugs were being 
used in pubs and clubs... many people smoking dope or taking a load 
of speed in venues and the landlords, and the venues just didn’t really 
have a clue, and that really shocked me, ‘cause coming from London 
and stuff, if you smelled of a bit of pot, you would have been wolfed 
out., so that really shocked me’
(Professional Respondent 2)

Some linked the transitional status of Northern Ireland generally to changes 

in the more local drug scene, and noted a sense of surprise that the 

developing scene hadn’t been picked up on sooner.

‘but it’s like it (drug usej was never there at all until there was a 
ceasefire (slight laughter). It doesn’t really ring true with a lot of 
individuals’
(Professional Respondent 3)

Some professional respondents went as far as to provide theories to account 

for the changes in the nature and extent of drug use in the Ballymena area, 

not just in relation to heroin. The significance of changes as a result of
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Northern Ireland’s transitional context were raised - particularly the role of 
paramilitaries in the drugs issue.

‘There has been an increase certainly in drug use availability here 
post ceasefires, in the say mid 1990’s. But I think that is because 
Loyalist paramilitaries, who I would know more about given this area 
that I work in, the Johnny Adair (a leading loyalist paramilitary) crew 
as I call them, have spread their wings and did buy into a lot of 
operations when he was out (of prison) in Ballymena, Craigavon etc, 
and they did try to muscle their way into other areas as well, with less 
success. I think in order to compensate, if you like, for the loss of 
earnings, lets say from other terrorist activity, from other sources, 
extortion and so on, drug dealing and use as a consequence has 
definitely increased. ’
(Professional Respondent 6)

Noted by this same respondent was that the insidious but incremental 

growth in the overall drug scene in Northern Ireland generally, and in this 

location in particular, meant that services were playing catch-up. The role 
played by voluntary sector organisations in this initial service development 
was also noted.

‘The overall thing I would say is that the whole gambit of services and 
agencies that are responding to drug use/users was still very much in 
its infancy’.
(Professional Respondents)

‘But between 1990 and 1995 eh, any em, response to the growing 
drug culture in Northern Ireland was largely eh, down to the voluntary 
and community sector. Everybody else (the statutory agencies) were 
chasing their tails or burying their heads in the sand’
(Professional Respondent 11)

To summarise, the sample of heroin users in the study was over two thirds 

male and with the exception of a few respondents began their drug careers 

very young. All were from the Ballymena area and most had grown up in the 

location. Both males and females in the sample of users interviewed had 

considerable previous drug-taking experience, with drug use being 

conducted in a very social or recreational context. Accounts revealed that 

for some financially better off users their drug use was associated with the 

growing club scene in the location, while for many others it took place in
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existing friendship networks in a range of domestic or street locations. That 

the location of Ballymena had a reasonably vibrant drug market in the period 
leading up to the introduction of heroin appears evident from accounts 

provided. Notably, the relative ease of access to drugs was noted. 

Confirmation of that burgeoning drug scene in Ballymena was provided by 

professional respondents.

Highlighted at the beginning of the chapter was that attention must to paid to 

the possible methodological problems in eliciting accounts of previous drug 

use. With a few exceptions, individuals in this study recalled the history of 

their use in reasonable detail, autobiographical markers, helped clarify the 

point in time in which they experienced certain drugs. It is interesting that 

some respondents highlighted a range of past life events as linked to their 
drug use either directly or indirectly. Sexual abuse, problems with school 

and one off traumatic events were highlighted. It is possible that in so doing 
these respondents were, even at a subconscious level, removing some of 

their own responsibility for their behaviours. For many others however there 

did not appear to be evidence in their accounts of efforts to present 
themselves in a more positive light. In fact many presented their early drug 
use simply part of a growing drug culture in the location that was taking 

place among them and their friends.

Respondent’s uptake of heroin, as described in the following Chapter is 

explored as an interaction between individual’s previous drug use history 

and the factors brought to bear by the historical and prevailing local drug 

market.
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CHAPTER SEVEN: FIRST EXPERIENCES AND LATER

PROGRESSION OF HEROIN USE

This Chapter commences with a brief record of when and where the 

sample of heroin users interviewed encountered their first experiences 
with the drug. Thereafter, Section One documents in detail how 

respondents recounted their first involvement with heroin. Section Two, 

moves on to report their descriptions of progression to more regular use 

and first injection experiences. The Chapter concludes with section three 

which explores the current pattern of heroin and other drug use among 

respondents. The methodological difficulties in eliciting drug use histories 
from respondents noted in the Chapters Four and Six are important to 

bear in mind here also. Where relevant attention is drawn to some of 
these noted factors in relation to the stories provided. By examining 
respondents’ accounts it is possible to gain some insight into the evolving 
culture of heroin use as it was being experienced be the range of 
individuals interviewed for the research. Interpretation of accounts is 

informed by the context provided by the location of Ballymena. Where 
appropriate the perspectives provided by professional respondents are 
also added to enhance the discussion.

Heroin Initiation - Where and When?

All but one of the respondents interviewed for the current study initiated 

their heroin use and later injection in Ballymena. One female respondent 
(034), initiated use in England as a student. This is in contrast to previous 

work conducted by McElrath in 2001. Using data collected in the late 

1990s in Belfast, McElrath found that almost all of the users interviewed 

initiated their use in locations outside of Northern Ireland. Later research 

by McElrath & Jordan (2005) found greater numbers of heroin users who 

had initiated in Northern Ireland. The earliest initiations into heroin use 

were dated end of 1994 beginning of 1995. For several other 
respondents, initiation of injection took place later - as can be seen from 

the figure below.
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Figure 7.3* Years of heroin initiation **

-*— Year of initiation to
herein

1994/1995 1996-1997 1997/1998 1999/2000

* Year of initiation was not given for two respondents

**One respondent initiated use as a student in England in the very early 1990’s

These data are consistent with the impression that there was an outbreak 
of heroin use in a new cohort of users in the mid-1990s. While most 
respondents had a history of other drug use, they did not have a history 
of use of heroin prior to this time. Several studies have noted that 

curiosity to use heroin is often prompted or aroused by use of other drugs 
previously. (Parker ef a/., 1988; McElrath, 1999). Evidence from the 

current study detailing respondents’ previous drug use histories, detailed 
in chapter six would strongly support this observation. Furthermore, it 

was clear from the perspective provided by professional respondents in 
the preceding chapter, that a vibrant drug scene was already a feature in 
the town.

SECTION ONE: FIRST EXPERIENCES OF HEROIN USE - KEY 

FACTORS AND THEMES

Young Age of Onset
In exploring the accounts provided it is important to take note of the 

relative youth of the sample at first initiation to heroin (included in Table
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6.1 in the previous Chapter). Of those who provided consistent data on 

the timing of their heroin use (n=29) it is evident that most began their 

heroin careers quite young. Male addicts in this study averaged less than 

18 years of age when they began using heroin. Fifteen years was the 

youngest age at which any male reported initial use of the drug. While for 

females, it was 19 years, making females older at time of first initiation to 

heroin. Similar findings have been reported in the US as regards the later 

heroin onset pattern for females compared with males (Messina, Burdon. 

& Prendergast, 2003). Their age at initiation has relevance in terms of 

the life stage, social influence and in many cases the level of structure 

inherent in their lives. For example, many were still living at home with 

their parents when they first began experimentation with heroin. In 

helping to locate their heroin use temporally, three respondents (two 

female and one male) specifically noted that they were still in attendance 

at school when their initiation to heroin took place. A further two males 

noted their attendance at government training programmes around the 

time they first started using.

Experiences with heroin occurred at early age for this sample of heroin 

users. As such individual level data from this study may be more similar 

in nature to that found in research which has examined heroin use 

specifically among young people1. For example Parker et al. (1998) 

study of new heroin outbreaks in England highlighted high levels of heroin 

uptake among 16-18 year olds. In Crofts, Louies, Rosenthal efa/.'s 

(1996) Australian study of a new cohort of heroin users, respondents 

were on average aged around 16 years, at time of first heroin injection. 

These studies contrast to previous research into heroin outbreaks in the 

late 1980’ in the UK and Scotland where heroin initiation mostly affected 

slightly older groups of drug users. It is also a dissimilar to recent US 

studies which have examined heroin diffusion. For example, Furst, 

Flerrmann, Lueng et al. in their 2004 study in the mid-Fludson region in

The entry criteria for the study was originally set as aged <25 but was later extended to include a few older 
users. The original criteria best suited the hosting of the project within the ICCR, but was also in keeping with 
pre- study discussions with local professionals who highlighted the importance of examining younger users 
among whom most heroin uptake had occurred.
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New York reported a higher onset age (>21 years) for the users 
interviewed. Furthermore that sample of users averaged age 36 years at 
time of interview.

Studies have also evidenced that younger heroin users are likely to have 
differing social influences surrounding their drug use than their older 
counterparts (Crofts ef a/.,1996; Sherman Smith, Laney, Strathdee et al., 

2002). Some of these factors may account for the gender similarities 

inherent in the description of very initial use of heroin: specifically, the 
relative influence of friends in drug-taking behaviours as compared with 

that of partners. At the time of first use most users were still living with 
parents and not living with a partner.

Heroin Onset in Relation to the Phase of the Outbreak
Also of significance is the observable variation in themes to emerge from 

respondent accounts depending on the time period at which they first 
began experimentation with heroin. In essence, the stage of the outbreak 
in which they initiated appeared to contribute to differential experiences 
for many of these earliest users when compared to counterparts who 
initiated slightly later. Accounts revealed a constellation of themes linked 

to the conditions engendered by the historical Nl drug market and the 
novelty of heroin use in the location. Wider themes that become 

apparent included the important role played by the social networks in 

which heroin use initially occurred. These key themes and their 
relationship with each other will now be discussed below.

Lack of Awareness and Knowledge about Heroin among Earliest 
Initiates
One strong theme to emerge from interviews with male and female early 

initiates to heroin (n=12) and strongly supported by professional and 

community respondents was of a significant lack of awareness and 

knowledge about heroin at the time of initiation. The reasons for this
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appeared to be rooted in the historical context of the Northern Ireland 

drug market and particularly the low profile of heroin on that scene prior 

to the mid-1990s. This lack of overall societal exposure to opiate use, 

and the fact that no public information of any description relating to heroin 

was issued, meant that young people and service providers in Northern 

Ireland were largely ignorant about the drug. Culturally, there endures a 

powerful association between heroin and needle use (Griffiths, Gossop, 

Powis & Strang, 1994). It is likely that knowledge about the various other 

forms of administration particularly smoking of heroin was negligible.

Routes of Heroin Administration

By way of context and important to the ensuring discussion, this section 

first presents information on the differing routes of administration of 

heroin. Heroin exists in different forms, which vary not only in their 

country of origin and their purity, but also in their suitability for use by 

either injecting, snorting, sniffing or by ‘chasing’ (Strang, Griffiths & 

Gossop, 1997a; 1997b). Although there are many different forms of 

heroin, it remains the case that there are two key types into which they 

can nearly all be categorised. First, the variety that is about 80-90% pure 

‘heroin hydrochloride’ and is intended principally for injection, although it 

can also be sniffed or snorted. This is the variety found in South East 

Asia, Australia and the United States. Heroin hydrochloride is a 

diamorphine salt, a compound produced by reacting diamorphine with an 

acid - in this case hydrochloric acid. It is soluble in water, but not in 

alcohol or fat. It has a high melting point and tends to decompose with 

heat rather than turn into vapour. As a consequence, this type is most 

suited to injecting. It can also be sniffed through the nose where it 

dissolves easily in the mucous secretions.

The second type consists of heroin base, which starts out between 65%- 

70% pure, but is often cut locally and reduced in purity. This is intended 

for smoking, although it is often injected. Because heroin base is pure 

diamorphine, it is relatively unstable. Soluble in fat and alcohol but not in
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water, it is more volatile and has a lower melting point and is therefore 
suitable for smoking, although it is also often injected. Because this 

‘brown’ heroin (which is soft, fine powder, beige to darker brown in colour) 
is heroin base and does not dissolve in water, an acid has to be used to 

convert it into salt before it can be dissolved and drawn into a syringe. 
Most commonly, citric acid is used. Since the late 1980s, this type of 

heroin has been smoked in the UK, Spain, Holland and Italy (Strang et 
al., 1997a). That brown heroin was most commonly used in this location 

in Northern Ireland is confirmed by law enforcement data noted in 

research (McElrath, 2002) and is in keeping with the wider UK patterns 
(Strang et al 1997b). Heroin smoking, by chasing2, using brown heroin, 

was how all but one of the users in this sample were initiated to the drug3.

In the early days of the outbreak the implications of that lack of 
awareness concerning heroin were manifold and produced several spin
off themes that will now also be explored.

The Introduction of Heroin as ‘Skag’
Narratives provided by these earliest users in the sample presented a 
perception that heroin was first introduced to the location of Ballymena as 
a drug called ‘skag’. Drugscope (see www.drugscope.org.uk) provides 

up-to-date information on the current street names for the drugs in a UK 
context. ‘Skag’, also spelt ‘Scag’, is a slang term used in the other parts 
of the UK to refer to heroin. ‘Skag’ can mean both the substance itself 

and also users of the drug - users being called 'Skag' or 'Skag-head'. 

Previous research in Northern Ireland does not make reference to the 

slang term, perhaps suggesting more localised use of the word in 

Ballymena. Respondents suggested that it was a lack of association with 

injecting use that enabled the swift introduction of heroin as another new

2 Chasing the dragon was first noted in 1958 in Hong Kong. Heroin is placed on 
creased tin foil and heated with a lighter. The art of chasing is to make heroin run 
smoothly over foil and to vaporise rather than let it burn and decompose. The smoker 
chases the vapour round the foil and inhales it through a thin tube.
3 The remaining user had previously injected amphetamine and had injected himself with 
heroin the first time he used it.
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smokable substance and facilitated a very simple strategy where heroin 
was initially known as a new drug named ‘skag’ in the location of 

Ballymena. They alluded to the timeliness of the introduction of ‘skag’ in 

that it coincided with rapid developments within the overall drug scene, as 

discussed earlier in chapters two and six. It is therefore possible that 
heroin was introduced to the nascent Ballymena market as just another 

new experience, allied in some way to drugs such as cocaine that were 

becoming increasingly available. Extracts from respondents display a 

sense of naivety about what they were taking.

Accounts provided by 9 out of the 12 (n=4 females and n=8 males) 
respondents who first initiated in 1994/1995 evidenced this naivety about 

heroin and the effect of it not being injected. Male and female accounts 
alike made note of this lack of awareness.

‘There was this friend of my mates. We were all just having a 
laugh, drinking. He asked us if we wanted a smoke. I thought 
he meant dope (cannabis), which I had never really taken to. 
Anyway, and I said no, that dope wasn’t for me, and he said 
no it was this thing ‘skag’ and I thought “that sounds good, 
sure its just a smoke’”
(022 Male;

We were at a party one night and they were smoking this 
other drug called ‘skag’, and they says to me, you know, “try it, 
you’ll like it”, so to me it was a natural progression, smoking 
cannabis and this other drug. You smoked it. And I was 
smoking the Skag, and maybe after a few weeks or whatever, 
this talk came around about heroin, and I says “oh that’s the 
one drug I wouldn’t touch’”
(014 Female)

Curiosity about ‘skag’ quickly spread throughout the location, fuelled by 

positive local stories about the buzz that could be obtained from it. The 

importance of the local reputation of a drug has been noted in 

ethnographic research as an important factor in driving the spread of use 

within a location (Agar & Wilson, 2002; Hunt, 1974). Agar & Wilson 

(2002) note that the local story can be more important than drug

114



education, media or indeed any other outsider messages. The reputation 

of a drug is conveyed from person to person in the form of stories, advice 
and observations (Agar & Wilson, 2002; Furst, Herrmann, Lueng, etal., 

2004).

This is especially true in the case of Ballymena, where there were almost 

no competing messages at the time when initiation took place for many of 

the 12 respondents noted. The first stories were simply of this smokable 

drug, ‘skag’, which was good value for money. Probably, because 

several of the users interviewed onsetted at a similar time, they made 

note of the fact that the local stories about skag, were in the beginning, 

very positive.

Furthermore, extensive prior research has indicated that a person’s 
actual use of a substance is strongly influenced by the prevailing local 
subcultures and a person’s relationship to them (Johnston & Muffler, 
1997; Musto, 1987). So for users familiar with the drug scene in the 

location studied, the local story about ‘skag’ was a persuasive one.

It is also clear from respondents accounts that ‘skag’ was being perceived 

as something interchangeable with other drugs such as ecstasy and 

stories evidenced a real curiosity to try it.

7 heard them all talking about this skag (heroin), this skag that, 
There was this friend 1 had, 1 hadn’t seen him in a while, and he 
says he had ’’changed from e to skag at weekends forgoing 
out, it was more of a hit and he just enjoyed it for a change”. So 
the more pints I have the more curious I am getting, and I asked 
him where he gets it, he said if I was interested there was a boy 
he knew who would sort me out. I said aye take me up, and we 
jumped in a taxi and went up to his house.., so then we went 
over to this other boy’s house and he let us smoke it in his flat.’ 
(013 Male)

‘it was her boyfriend and me and my mate. They had done it a 
few times beforehand. They had been going on and on about 
how great this skag was, and asked me if I wanted to try 
smoking it with them. ’
( 006 Male)
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A further interesting issue alluded to in the accounts of several of those 
earliest initiates (n=4) interviewed was a perception that existing 

users/dealers in some ways exploited that culture of ignorance and the 
initial wave of enthusiasm for the drug. An instrumental part of that 
perceived exploitation was the success of their re-branding strategy. Re

branding of heroin as ‘skag’ was made possible because the route of 
administration was not intravenous. Although the window of opportunity 

was always going to be time-limited, new users were initiated with little or 

no awareness of what this drug ‘skag’ actually was. It appeared to be 
some time before the reality about it emerged, by which time addiction 

had already commenced for some users.

‘After that, at the same flat a few weeks later, I smoked this 
stuff I thought was cocaine. I had done it for about three 
weeks when I went to score some more, he said he couldn’t 
get hold of it (cocaine,) for a good while now, I told him sure I 
had it last night and he just looked at me and said “sure you 
know that’s heroin, did I not say?”, and I couldn’t believe it’ 
(024 Female)

‘we were going to a concert in Belfast and we were all in the 
one car.. I trusted him.. I thought he would be looking out for 
me. I say hand on heart I didn’t know what I had taken that 
first time, and I am still annoyed thinking about it. So we were 
on our way in the car, we pulled over like and I didn’t know this 
boy (name removed) was into heroin, not at all like, and they 
said “try this skag, it is really great”. So we’re doing this stuff 
in the car. I stupidly thought that it was some kind of fancy 
coke. After I had been sick my mate tells me what it was’
(026 Male).

We had been spending about £80 a weekend on ecstasy, and 
I went up and asked him (the dealer) would he have anything 
else that might be worth a go that would be a bit cheaper - we 
were saving for a motor you see. He sorts me out with this 
skag, “£20” he said, “and you will be sorted for the weekend.’” 
(003 Male)

A few months later, this respondent reported that he had a £80 pound-a- 

day habit and expressed a sense of anger that he had been duped. A 

similar account is provided by another respondent:
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‘There was this night and me and my friend needed some dope 
and we couldn’t score any, so this other mate offered me this 
‘skag’ and he told me it would do the same job, it would really 
just be the same effect and all, so I said “aye go on ahead” and I 
took the skag, me and my mate both did. He showed us how to 
smoke (by chasing it), we hadn’t seen that before’
(032 Female)

The arguments presented above relating to those who reported initiating 

earliest were supported by the majority analyses and were true for both 

male and females interviewed. However, it must be noted that there were 
some exceptions to the main findings noted. An example is provided in 
the case of one informant (018, Male). In recounting his drug use history, 

he displayed very considered and deliberate drug-taking behaviour. He 
noted that he had planned his first use of cannabis at aged 12, and that 

he had ‘researched’ heroin before first trying it and had estimated that he 
could take it without becoming addicted to the drug. In taking heroin for 
the first time he and (according to him) his acquaintances were fully 
aware of what it was.

'we were all very keen to try it, this one friend had made such 
a big deal about it the suspense was killing us‘
(018 Male)

It is interesting that this respondent took full responsibility for his own and 

his friends actions. Also of note if that this user was from a more middle 

class background. This was in contrast to the many other accounts 
provided by those early users of heroin, who presented their stories with 

little discussion of their own role in that drug taking. Enticing users into 

buying heroin at a comparatively cheap price was a further strategy 
noted, but only by a minority of respondents. This respondent was the 

youngest in the sample and most recent to onset heroin use:

He asked us if we would like to have a go, that he would only 
charge us a fiver for a score bag. I had been asked a couple 
of times, me and my mate were just all curious, so we said yes 
and took it off his hands and went to a flat with this other boy 
and he showed us how’.
(009 Male)
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Evidence of the desire to initiate willing others into heroin to share the 
experience has been reported in other studies and is not new (Courtright, 

Joseph & Des Jarlais, 1989; Waldor, 1973). However, deception4 of 

persons in order to get them to use a drug appears to be less common.

A review of the literature uncovered one study, conducted in New York 

State, where deception or ‘trickery’ was used to deceive a friend, 

acquaintance or even a sibling into using heroin (Furst et al., 2004). 

Interestingly consistent with the findings of the present research, the drug 

which suppliers were purported to be offering was also cocaine. On a 
related point, Parker et al. (1998) note the creativity of drug marketing 

strategies to enhance the perception that heroin is similar to other drugs, 

including pricing at levels similar to ecstasy and cannabis. Parker (1998) 

and Shapiro cited in BBC news (2000) also makes note of the re
branding of heroin as ‘brown’ or ‘browns’.

The Importance of Smoking - Blurring the Boundaries between 
Heroin and Other Drugs
Described above was the fact that ‘skag’ was perceived as a drug 
somewhat aligned to many on the recreational scene. It also appears 
that smoking, as opposed to injecting, was important even for those who 

were aware that they were taking heroin. Disassociation with injecting 

somehow continued to facilitate a blurring of boundaries between drugs 
found on the recreational scene and cocaine and heroin. Thereby, 

promoting a misconception, that smoking of heroin was akin to the level 

of risk posed by consuming recreational style drugs. This is something 

that appeared relevant across many respondents not just those earliest 

initiates.

4 The perception provided by respondents was that they had been either by omission or 
commission deceived into using heroin. It is possible that the user/dealers themselves 
were unaware of the drugs they were selling. Study data could not confirm that 
possibility.
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Respondent (012) noted that his first exposure to heroin was when he 

and a group of friends who were regular ecstasy users started a routine 

of going back ‘to another mate’s house after nights out at (a local coastal 

night club)’. The group began to frequently smoke heroin to come down, 

he reported that ‘he wasn’t interested’ and for several weeks didn’t join in. 

Soon he was the only one in his regular group not doing it and one night 

decided to try. It went on to become a part of ‘their going out and coming 

in ritual’.

Elsewhere, there has been growing suggestion that the traditional 

boundaries between recreational and problem drug use are being eroded. 

This emanated from the work of Howard Parker as a consequence of his 

mapping of the geographical and social parameters of the new heroin 

outbreaks in the 1990s (Parker et al., 1998). The proposition has been 

subsequently tested and elaborated upon to some extent by McDonald & 

Marsh whose Teeside study suggested that increasing numbers of young 

people are ‘crossing the Rubicon’ between recreational and problem drug 

use in drug careers that extend to heroin use (McDonald & Marsh, 2001). 

It is acknowledged that other drugs and heroin are not usually equally 

available, and the techniques of administration are usually different. 

However, in the case of this location, it appears that association with the 

drug subculture was enough to facilitate an introduction to heroin.

‘As long as you got hold of the phone numbers and get the nod
from someone to say your legit you can get anything you need’
(025 Male)

Heroin came in on the back of the evolving and expanding general drug 

scene, with dealers/user dealers appearing initially to be selling a range 

of drugs. This, in turn, facilitated the initial removal of much of the stigma 

associated with heroin use. The stigma associated with heroin and 

injecting use has by now been well documented. Before the emergence 

of crack, heroin represented a drug problem at its most horrible (Kaplan, 

1983), with heroin users demonised by many other types of drug user 

(McElrath & McEvoy, 1998) and society more generally (Perretti Watel,
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2003) . The increasing trend toward disassociation - at least in the first 
instance - with injecting use, has led to an attempt to afford heroin a level 
of respectability in the UK context. Carnwath & Smith (2002) make note 
of the repackaging of heroin in £5 and £10 wraps, indicating a marketing 

attempt to appeal to the casual, more mainstream users.

The significance of non-injecting routes of administration in heroin uptake 

has been commented upon in other locations. For example, Golub & 

Johnston (2005) observed that new heroin users in Manhattan exhibited 

differing modes of consumption, depending on their race and ethnicity, 

with sniffing more common practice among new users from Hispanic and 
black origin. Crucially, this trend of initial non-injection of heroin has been 
attributed to the rise of its use internationally (Parker, 1998; ECMDDA,
2004) .

Heroin Smoking ‘Not That bad’
Perhaps it is not surprising, that even for the two thirds of respondents in 
this study who used heroin (by this stage knowing what it was), that 
initiation through smoking provided them with a false sense of control.

7 thought it couldn’t be that bad, not if you didn’t inject it’

(007 Male)

Talking about smoking heroin this female respondent stated thus;

' thought it was pretty harmless anyway, sure I could walk away 
when I wanted’
(031 Female)

A further important factor to initiation was that it was perceived to be as 

readily available as many substances. This has for some time been 

documented by other research (see Stephens & McBride, 1976).
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‘ there was a lot (of heroin) about the town’

(020 female)

‘really bad, hard shit wouldn’t be that easy to get a go at’

(002 male)

While the significance of smoking as a route of administration and a 
perception of availability has been evidenced in previous research, it is 

particularly important in the location studied, because the relatively recent 
onset of heroin in the location meant that for many, there were no highly 

visible users who looked unwell and who were clearly suffering the 
severely negative consequences of their use. In sum, it was occurring in 

a place where the effects of heroin addiction were not yet readily seen. 
Because any competing information was unavailable about heroin, it was 
only when time passed and the local stories themselves started to reflect 
the negatives about heroin that persons realised its risks, by which time it 
was too late.

7 thought this was something you could take or leave, just 
smoke it like nothing heavy, everyone was going on about how 
good it was, it took me a while before I realised I was as stupid 
as the rest, by then I was well sucked in by it’
(003 male)

The lack of a visible presence of older and more addicted users to inform 
initiates was noted by professional and community respondents also. As 

illustrated by the extract below.

' when the first ones were going on it they were the first in 
Ballymena to use it and they had nobody to look to say "oh 
look if we smoke this here, that’s how we’re going to end up”.
(Professional Respondent 4)
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The Importance of Social Networks to the Heroin Outbreak

As was the case for use of other drugs, among the stories of heroin 
initiation noted above was, almost without exception, the importance of 
the social networks in which it occurred. Many first contacts with heroin 

appeared to come about in those social /and or recreational contexts 
where drug misuse was already an accepted feature of the persons life. 

As in the previous chapter, the historical conditions as well as more 

contemporary developments in the local drug market serve as important 
contextualisation for these accounts.

Data from this Chapter when combined with that already described in 
Chapter Six presents a picture whereby heroin (or for those early users 

‘skag’) was for the large part introduced into a social context where drug 
use was already the ‘group norm’ for the young people involved. With the 
exceptions noted below accounts highlight heroin taking in a variety of 
domestic settings among groups of existing friends. Friends’ use of 
heroin has been identified as a factor that contributes to initiation to use 
(Wardorf, 1973; Parker, 1988). The important role played by social 
networks in relation to initiation and progression of heroin has been 
highlighted in previous research (Pierce, 1999; Sherman eta!., 2002). In 

fact many of the male (n=13) and female (n=5) heroin users in the current 
study alluded to the presence of and importance of friends and/ or groups 
of friends heroin use in relation to their own initiation to the drug. This 

was interesting in relation to the females in the current study whereby in 

contrast to other research fewer than half of respondents made note of 

partner influence in their introduction to heroin.

Respondent (019 female) recounted how two of her long-term friends 

started smoking heroin initially at weekends having been taught how to 

prepare the heroin by one of her friend’s brothers. Initially she and 

another friend were hesitant but decided on encouragement from her 

(already initiated friends) to join in at a party sometime later.
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Several others made note of having a few groups of friends whom they 
had known from growing up and who formed the centre of drug taking 
experiences. As related by male respondent 015 ‘they were all at It, so I 
was like I might as weir he reported that he felt that if he hadn’t started 

using heroin he would have been left behind by his friends. Pearson 

(1987) in discussing the importance of local heroin networks, focuses on 

the way heroin as a problem almost always begins amongst a network of 
friends. Thus, there is active decision making among friends regarding 

initial experimentation and if they choose not to discontinue how they 
create a life style that facilitates acquiring and taking the drug on an 

ongoing basis. Noted by Pearson was the importance of familiarity in the 

establishment of heroin at a local level, being a familiar face on the local 

scene. These factors were important in the location studied as heroin 
appeared to spread through pre-existing networks and the fact that many 
were familiar faces on the scene probably assisted in accessing heroin.

This sense of connection among networks, perhaps came across most 
strongly in the analysis of accounts from the small number of heroin users 
interviewed from villages outside of Ballymena (n=4). There was a clear 
sense of friendship on telling about his first experience with heroin 001 
reports that he ‘used It (heroin) with him (Tiis friend) the first time’ and 
subsequently he reports that he always uses with this friend and at 

various times with three other persons from their village. Above all he 

reports he and his friend in particular look out for one another and score 
and use together. Similar accounts were provided;

‘It really is a team effort we would have never seen each other
short’
(009 Male)

This sense of connection among small networks has been reported in 

other research among rural communities of heroin users in Scotland 

(Haw & Higgins, 1998) and in the US (Draus & Carlson, 2006). The role 

played by these networks in facilitating injection is discussed later in the
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Chapter. Finally, an interesting comment to emerge from one respondent 
was that heroin networks spanned the religious divide in Northern Ireland. 

He reported using heroin with a group of individuals from Belfast who 
were a different religion and political persuasion. He reports that when 

they came to the town to source heroin

‘they got to know the two of them sort of vouched for them til
they became familiar faces’
(Male 018)

There were some instances however where the contexts of their 

introduction to heroin were very different. This seemed most notable in 
the examples provided by following two female users interviewed. 
Interestingly, only three out of the nine females interviewed (011, 020, 
034) noted the role of the role of a boyfriend/partner in their introduction 

to heroin. This changes slightly in relation to first injection as will be 
highlighted below. This woman alluded to a sense of privacy surrounding 
her heroin use as set apart from the very social nature of her previous 
drug taking experiences. Respondent (034), who initiated in England 
noted that her first experience was with her then boyfriend. She 
recounted that she and her boyfriend were in his flat and his housemates 
were away. They had both used other drugs including cannabis and 

ecstasy with their group of friends. However, her boyfriend had used 

heroin on several occasions with his older brother. While she had been 
curious to try it, he had strongly discouraged her use of it but had talked 
about it with her and not with their friends. After asking him on several 

occasions, however he eventually relented and on this night brought it 
with him, showed her what to do. She ’ felt sick with the smell of it’ but 

described it ‘as really divine’ and use of heroin made her feel really close 

to her partner.

Another female user (020) described her motivation to try as caught up 

with her insecurities with her partner at the time. She reported that he 

had been smoking heroin for a few months before she found out about it. 

When she did she felt that she didn’t want it ‘to become another thing she
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didn’t feel part of, it was nice being just him and me’. She and he went on 

to smoke on a regular basis thereafter. Taylor (1993) made note of the 
fact that, contrary to common perceptions of females being passive 
victims of their partner’s use, women were often strongly discouraged by 

their partner from using heroin. But concomitant male use could make 
the females use of heroin much more socially acceptable once it had 
occurred.

Smyth, Barry & Keenan (2005) noted the very social nature of heroin 

networks in Dublin, Ireland and theorised that the socialised nature of 
heroin injecting in Dublin was contributing to the HCV epidemic in this 
population. Interestingly the importance of established networks to the 

occurrence of a heroin outbreak was strongly supported by Mott &

Rathod (1976) in a study of 80 heroin misuers in Crawley, West Sussex. 
They suggested two notable factors, among those necessary for an 
outbreak of heroin misuse to occur in a community. The first was the 
availability of the drug and the second a population of socialising drug 

users. Mott & Rathod’s finding appear important in this study also. 
Availability was good and existing social networks helped smooth the 

progress of heroin throughout the location.

Professional Perspectives
These overall themes of ignorance about heroin, particularly among early 

initiates, were confirmed by several professional and community 

respondents when discussing the introduction of heroin to the area.

There was a sense from those working on the ground that it 
kind of crept in through the back door, a bit of a, what’s that 
saying, a wolf in sheep’s clothing - with young people thinking 
it was something other than heroin’
(Professional Respondent 1)
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Y..........) said to me that it M/as 3 months after she was
smoking it that she realised that she was smoking heroin. /\s 
far as she was concerned, she was smoking ‘Skag’ and she 
said ‘Oh I do drugs....I never take heroin’. They laughed at 
her and said ‘‘what do you think you’re smoking?" “it’s Skag 
drug" she said. They said “this is heroin love”. And this is a 
23 year old who’s been using, who’s educated, the whole 
score, and didn’t even know and, and that to me is an absolute 
shock. It is an absolute shock’
(Professional Respondent 7)

There was also a reflection that the speed at which the local drug market 
grew, and the increasingly pick and mix culture, contributed to the ease of 

the introduction of heroin:

‘Em, but within this area, certainly a group that were going 
fairly hard on the dance, clubbing scene em, then started to 
use some heroin. That kind of progressed further to - you 
would find now that the individuals who would come in and tell 
you that they initiated their drug use very quickly into heroin at 
maybe 15, 16, it wasn’t necessarily as a result of recreational 
use, but it M/as a case of kind of initiated into heroin as well, as 
an alternative to another drug’.
(Professional Respondents)

SECTION TWO: REGULAR USE AND FIRST INJECTION OF HEROIN

By the time they were interviewed for the study, respondents had been 
injecting for on average around four-and-a-half years. Heroin users had 

on averaged smoked the drug for around 12-18 months before going on 
to inject. For some progression was much quicker while just under a 

quarter recollected that they had smoked for around a two year period 

before going on to inject.

‘Heroin creeps into their lives by stealth, slowly and imperceptibly’ 

(Pearson, 1987, page 5). The quotation from Pearson well describes the 

tenor of the respondent accounts in the current study. Use appeared 
incremental, initially centred on weekend or occasional use but for many

126



it quickly became more frequent. Particularly noted by several 
respondents was the lack of association between feelings of withdrawal 
and their use of heroin.

For example, once started female respondent (011) initially used only at 
weekends and joined in with the drug taking activities in the flat she 

shared with her boyfriend. Some weeks into this routine she spent 
periods of time feeling very ill. Thinking she had a really bad cold she 

had decided that heroin would probably make her feel better and she 

medicated herself with it. Her boyfriend was by then doing a bit of dealing 

and availability was not a problem. She said she really did not equate 
withdrawal or sickness whatsoever with how she was feeling as she had 
only been using heroin for a period of weeks. When I feel better 7 will 
knock this on the head’ she kept saying until she had escalated her use 

to an extent where it was almost daily and she realised she was not as in 

control as she thought.

Similar points were made by other interviewees who initially failed to 
make the connection between heroin and feeling ill. Having smoked a 
few times a week over a period of less than one month and trying to 
decrease using on account of returning to school after the holidays, 
respondent 009 reported that ‘Thought I had a ‘flu that was going round 

at the time and couldn’t shift it’.

Excitement and Status from Using Heroin
For some, (mostly male), respondents, more regular heroin use fulfilled 

their desire for excitement, diversion and indeed afforded status in an 

otherwise dull existence in Ballymena. Again much of this was made 

possible because respondents had a perception that smoking heroin was 

relatively safe pursuit.

‘it was such good crack in the beginning, everybody was 
having a great time’
(027 Male)

127



‘Ballymena is a shit hole It (heroin,) made life here a lot better’
(029 Male)

For this respondent there was a perception of certain gravitas associated 
with being a user of heroin

' / thought It set me apart as a thrill taker, someone different’
(018 Male)

TRANSITION TO INJECTING

Both heroin users and those from professional and community 

backgrounds presented a perception that it took time for an injecting 

culture to emerge in the location, but once established quickly progressed 
through heroin using networks. More generally common reasons given 
for the transition were reported. Seventeen respondents (n=5 female, 
n=12 male) specifically noted that their reasons for moving toward this 
technique centred on the better value gained from injecting heroin, linked 
to the increasing expense of smoking just to stave of feelings of sickness. 

This finding is consistent with other studies that have documented 
changes in routes of administration (Griffiths, Gossop, Powis & Strang, 
1994; Grapenall, 1992). For some however, a sense of curiosity was a 
key driver in the quest to experience the more intense hit promised from 

injecting the heroin. Also important was the fear and stigma associated 
with injection, these will all be detailed below.

Earliest Initiates and Lack of Injection Know-How
Teachers frequently play a pivotal role in the initiation of others to 
injection of heroin (Griffiths, Gossop & Strang, 1994; Warldorf, 1973). 

Again the earliest initiates interviewed in this study made note of several 

points that appeared unique in their accounts perhaps because they were 

among the first to use heroin in the location. For example, four of these 

early initiates highlighted the lack of experienced users in the location to
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instruct them on how to inject heroin and this they attributed as a causal 
factor in the length of time many of them spent smoking heroin.

' there was only a few boys who knew what you had to do to 
dig (Inject,) properly’
( 003 Male) .

‘we couldn’t keep it (smoking heroin) going but we were a bit 
feard (afraid) of the injecting and didn’t know how to sort it’
(014 Female)

Two professional respondents noted that they were aware of heroin users 
from Ballymena travelling to England to learn how to inject correctly.

‘Eh, we knew ones that went to England because they didn’t 
know here how to do it. Marked out over there for 25 pounds a 
shot’
(Professional Respondent 4)

For others most initiations to injection were facilitated by friends or in the 
case of two respondents (both male) by a family member. Almost all 
reported that it was a male who first injected them, (n=26) but in the case 
of almost half (n=4) of the females interviewed this male was interestingly 
not a partner but rather a male friend or associate. Only one respondent 
stated that their first injection was performed by a female. It is interesting 

that slightly more females noted the role played by boyfriends or partners 
in first injection experience compared with when they first experimented 

with heroin.

Male respondent 001 reported that he was injected by his older brother 

who was by then an experienced injector who had learned how to inject in 

prison in England. This respondent reported that he assisted his friend 

by injecting him the next day.

In the case of female respondent (034) her then boyfriend had begun 

injecting before her and on a particular occasion was feeling ill. He said 

that he couldn’t waste the heroin he had on her smoking it, and that he
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would put it all in (to his works) and they could share it. She thought she 

would inject only on this occasion out of necessity.

Another female user reported that she was injected by her then partner 

after he dared her to try it (008 female).

‘it was like a game of chicken he thought I would never do it 
(inject)’

Female 011 as described above was first introduced to heroin by her then 

boyfriend also a heroin user. Her progress to injection of heroin she 

reports largely mirrored his. He injected her the first time ‘he sorted me, 

he was so gentle’.

Many others were injected by friends and noted by seven interviewees 

(n=2 females and n=5 males) was the importance of feeling they could 

trust that person responsible for their first injection.

Injecting - fear, stigma and curiosity
Fear and stigma concerning the dangers of injection before the 

commencement of injecting activity, were touched upon in the accounts 

of several respondents (n=7). Some fears were related to needles 

themselves, some to what would happen if an overdose was caused 

when injecting.

‘seems stupid but I was always heart scared of needles’

(020 Female)

‘what if I OD’ed and the kids came in from school and saw 
me lying there in a heap, even dead’
(032 female)

Other fears were related to the stigma associated with injection and 

concerns surrounding HIV and AIDS.
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‘in my mind I thought I would never stoop to that. Injecting 
u/as truly for the lowest of the low’
(034 Female)

‘that (injecting) was for junkies with Aids’
(002 Male)

For other respondents an overriding curiosity to experience the hit of 

injection was noted. Male respondent (007) had reported that he resisted 
injecting thinking it was unnecessary and against he and his friends’ 

internal code as he described it. However, he recounted that two of his 
friends had recently tried injecting and talked up the thrill of injection 

compared with smoking. He thought he would try it once to have the 

experience of the ultimate hit. He reported that he did revert to smoking 
for a period after that first injection but that his friends had all moved 
toward injection and for him once ‘that barrier had been broken’ injection 
quickly became the norm. As highlighted by this respondent 'It was so 
intense (when injected,) it was hard to go back’.

SECTION THREE - CURRENT HEROIN AND OTHER DRUG USE

This Section moves on to precis current injecting and other drug use 

behaviours reported by heroin users in the sample. Detail of experiences 
of treatment for heroin use provided by accounts is reserved for the 

following two Chapters. By the time they were interviewed for the study, 
respondents had been injecting for on average around four-and-a-half 

years and there was little variation by gender. All respondents currently 

injected heroin as their drug of choice, with the majority reporting at least 

once daily injection (n=25). Female respondent (034) reported a pattern 

of only occasional injecting of heroin.
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Heroin and Benzodiazepine Use
One factor that appeared to characterise current drug use patterns in this 

location for both males and females was the exceptionally high level of 
benzodiazepine use. It has been well documented that Temazepam in 

particular is a drug often used by heroin users as a complement to their 
main drug of choice (Darke, 1994; Ruben & Morrision, 1992). However, 

as has been indicated in Chapter Two, the voluntary ban on substitute 

opiate prescribing on the part of Nl physicians appeared to create a 

situation whereby users (who had a willing GP) were being prescribed 

unusually high dosages of Diazepam, Temazepam and Dihyrocodine 

(referred to by users as DHCs). Of the sixteen users (n= 4 females, n=12 
males) on a weekly prescription, many reported being prescribed 20mls 

of Diazepam per day, as well as between 10 and 20 mis of Temazapam. 
A minority (n=5) four males and one female reported being prescribed 

DHCs, and again the prescription of those was, at times, in conjunction 
with the weekly benzodiazepine script. Against Department of Health 

Guidance Drug Misuse and Dependency Guidelines (1999) (referred to 
as the Orange Book), this erratic and usual prescribing practice was 
engendered by prevailing conditions, and was the best that could be done 
within those circumstances. However, it contrasted starkly with the 
clinical management and prescribing practice elsewhere in the UK. The 
high level of use of Temazepam, Diazepam and Dihyrocodine was 

confirmed in professional interviews.

A further nine respondents (n=2 females, n=7 males) reported common 

weekly use of a high amount of Diazepam and Temazepam (up to 20mls 

per day), obtained through street sources. There was also significant use 

of cannabis reported by nineteen informants (n=15 males, n=4 females). 

Both cannabis and benzodiazepines were described as a means to eke 

out supplies of heroin. Little gender differences were observed in terms 

of levels of current drug use behaviours.
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Health Risk Behaviours
It became clear very early into fieldwork that heroin users were not very 

comfortable discussing sharing behaviour and chose not to explore it in 
their interviews. This was possibly exacerbated by the fact that the 
research sponsor operated the TMNXS, the express purpose of which 
was to ensure access to clean equipment. After several interviews, it was 

decided that rather than have no data on sharing behaviour, a fairly 

closed question could be included, along the lines of ‘Do you think you 

have shared needles, over say the last year?’ (‘Probably not’/'probably 
have’.) ‘Do you think you have shared things for injecting other than pins, 
say spoons, over say the last year?’ (‘Probably not’/'probably have’.) 

Users seemed happy to answer that closed-ended question, although 

data on sharing behaviour was, as a consequence, rather limited and was 
not capable of unpicking subtle gender differences around sharing 
behaviour.

Twelve individuals (n= 9 males, n=3 females) reported that they 

‘probably’ shared needles only, while a further eighteen (all males) 
reported that they had ‘probably' used other injecting equipment over the 
last twelve months. Data on sexual risk behaviour was equally 
incomplete. In fact, when the topic was introduced, several users (n= 4 
males n=1 female) talked about an almost total loss of sexual appetite 
and preferred not to talk about it further. ‘Heroin takes away your horn’ 

was how one user (012 Male) described it. For those who disclosed that 

they had sex with either steady or casual partners in the last year (only 

eleven talked about it), condom use was reported as only ‘occasional’ or 
‘never’, and fear of infection very low.

Supporting a Heroin Using Life Style
Qualitative studies have for some time noted the extent to which a heroin 

users’ life is structured around activities which prioritise the drug. The 

disproportionate time spent using heroin compared with the activities 

surrounding fund raising and its acquisition has been noted by many
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(Preble & Casey, 1969; Pearson, 1987; Taylor, 1993). Almost all (n=24) 
of the respondents in this study freely disclosed that they were currently 
engaged in criminal behaviour as a means of raising money to buy heroin 

and that getting sorted out for heroin in as safe a way possible was what 

defined their activities. The offences reported were primarily shoplifting 
(n=22). Reporting of shoplifting was proportionally similar among both 

male and female respondents (n=6 females, N=16 males), however 
females were more likely to report this as their only means of generating 

additional income. Several respondents noted the increasing difficulty in 

generating income this way. While they tended to start out locally their 

faces quickly became known in the relatively condensed retail centre of 
Ballymena. Accordingly they moved onto towns such as Antrim, Belfast 

and Coleraine. One respondent (029) reported a successful spree of 
shoplifting where he managed to hire a car, book a ferry to Scotland and 

buy goods on the back of a stolen credit card. Cheque card fraud was 
reported by five respondents, four males and one female, some of whom 
were also engaged in shoplifting. Some credited themselves on being 
highly successful at shop lifting and told the researcher of techniques 

they used.

KH field note Monday 3rd April 2001

‘Was being educated today about how they get stuff out of shops without 

the alarm going off. Apparently you line a big bag with tin foil then place 
another one the same colour as the outer one over the top of the foil and 

it stops the buzzer going off.

Three users disclosed that they had gotten into heroin dealing to fund 

their heroin use. It is highly possible that some of the users who did not 

disclose criminal behaviours were nevertheless involved in some sort of 

criminal activity to fund their use. One female (034) noted that she did 

not engage in any criminal activity to fund her heroin use.
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Everyday Activity
Notable in the interviews undertaken and evidenced in field-notes was the 

fact that users of heroin were engaged in everyday activities that were 
going on in conjunction with their daily heroin use.

(KH Field note Thursday 29th March 2001)

Struck me as just so strange that this woman was fussing about cleaning 

toys when there she was in a house where the door was all damaged 

from being kicked in and she was sitting there talking about injecting 
heroin.

For some caring responsibilities appeared to moderate levels and 
circumstances surrounding heroin consumption. ID034, who began her 

heroin career outside of Northern Ireland, was unusual in that she was 
now married to a non drug using partner and only injected heroin on 
special occasions and otherwise led a life untouched by drug use. 
Pregnancy she reported had been a major turning point in her heroin 
career. Three further respondents, one male and two female alluded to 
keeping their heroin use under control because of their children or caring 
responsibilities. One of the female respondents (014) highlighted that 
she needed to ensure she was viewed by her child’s school as a worthy 
parent. Her child had only recently been returned after a period in care 

and consequently, although she still used, she had cut down considerably 
after a period of nine months of being clean. The other female 

respondent (032) noted she took heroin only in one bedroom in the house 

in an effort to conceal, as best as possible, this aspect of her lifestyle 
from her wider family and children. In the case of male respondent (028) 

his brother was in prison and his two nieces were being looked after by 

his parents (i.e. the children’s grandparents). He picked the eldest child 

up from school everyday and walked her home. He said that this 

commitment helped structure and control his use to some extent. When 

the researcher went to this respondent's home to conduct the interview

135



he had to leave for 15 minutes in the middle of the session to collect the 
child.

Nine respondents noted that they had attempted self detox to keep their 

use under control so that they could achieve better order in their lives. 
However, while they in common with many users interviewed said they 

had also experienced formal detox (and had achieved some periods of 

abstinence), the struggles to gain appropriate help with their heroin use 

was a common feature of many users’ stories. The difficulties created by 
the treatment context in which the heroin users struggled to deal with 

their problems are the subject of the following Chapters.

Concluding Comments
To recap, this Chapter has drawn out some of the key themes to emerge 
from user’s accounts of their first experiences, ongoing use, first injection 

and current use of heroin. Where appropriate the comments of 
professional respondents have been added to substantiate points made 
by the heroin users interviewed. As highlighted in Section One, accounts 
revealed the relative youth of respondents when they first initiated their 
use of heroin. This, it is hypothesised, had a bearing on the contexts and 
social influences surrounding their first use of heroin. There also 

appeared to be some experiences that were peculiar to those in the 
sample who were the earliest to use the drug in the location. That is, a 

temporal relationship existed between date of heroin onset and certain 

emergent themes. For the earliest initiates, both male and female alike, a 
range of factors (naivety surrounding heroin, heroin as skag, feelings of 

being duped into use) were made possible by the concatenation of 

factors emerging from historical conditions in the Northern Ireland drug 

market (negligible use of heroin, low profile prevention activity, low level 

of awareness about heroin among addiction professionals) and the 

contemporaneous rapid developments occurring within the local 

Ballymena market.
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Also of significance, regardless of timing of initiation, but linked to the 
novelty of heroin to Northern Ireland, was that the progress of heroin 
uptake was facilitated by factors related to smoking rather than injecting. 
These included the perception of smoking as being less odious and 

addictive as well a sense that smoking helped create a blurring of 
boundaries between heroin and the growing range of drugs available of 

the recreational scene. Also of importance was the fact the progress of 
heroin throughout the location appeared to be facilitated by the existing 

and strong drug using networks in the location. For example, these 
appeared to feature more strongly in the early experimentation of several 

of the females than was partner influence. All of these factors must be 
considered in the context of the location where for some time initiation 
and even more ongoing use was occurring where the visible effects of 

heroin addiction were not yet commonplace. Much of what was noted by 
heroin-using respondents was substantiated by professionals 
interviewed.

Section Two, highlighted that after initial experiences with heroin, in 
common with reports from other locations, heroin crept into their lives in 
an insidious and gradual fashion. Notably, accounts reflected a sense of 
surprise at the speed at which the effects of withdrawal could be felt.
Also reflected were the initially very positive experiences and the 

excitement surrounding heroin use in the location. Drug use was a group 

activity taking place in many cases within those existing friendship 
networks. As regards transition to injecting, it appeared from accounts of 

the earliest initiates that a lack of injection know-how existed in the 
location for some time, simply because older more experienced teachers 

were not in abundance because of the newness of the outbreak. It was 

also alluded to that for some, this lack of knowledge accounted for slightly 

longer periods of heroin smoking than might otherwise have been the 

case.

Motivations for moving toward injection were linked to economic pressure 

caused by growing dependency and were for the most part facilitated by
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friends and less so by family members. Most injections of other persons 
were undertaken by males, partner assistance was noted in the accounts 

provided by five of the females and it appears that partners assumed 
more of a role in the woman’s lives by the time it came to injection. This 

may be in part a function of the different developmental stage of the lives 
of some of the young woman at time of first experimentation compared to 

later injection of heroin. While early use took place when several were 

living at home, they were older and more involved in a drug using lifestyle 

and with sexual partners by the time they commenced injecting. It is also 

possible that the findings in relation to gender were an artefact of the 

small sample of nine females interviewed for this research study. In 
common with heroin users internationally, users from the Ballymena area 

were aware of the stigma of injecting drug use, some feared needles, but 
some also reflected the genuine curiosity to obtain the hit that could only 
be achieved from injecting heroin.

Section Three, detailed the present profile of drug use among the sample. 
Current daily use of heroin was a common feature of respondents’ lives. 
Heroin was taken eked out by high dosages of benzodiazepines and 
dihydrocodine. Again, a product of the extant context provided by this 
Northern Ireland location, was that prescription of these drugs appeared 
connected to the voluntary ban on substitute prescribing and was an 
attempt by local GP’s to assist users within the constraints of the ban. 

Health risk behaviours were ongoing although data from the study on 

these elements of the respondents’ activities were not as comprehensive 

as would have been hoped. However, a lack of stability appeared a 

feature of many respondents’ lives with criminal activity to support their 

heroin habits commonplace. Though juxtaposed with the deviant 

lifestyles glimpses of everyday activity particularly caring responsibilities 

were noted in the case of several female and one male respondent.
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Important Caveats in Interpreting Accounts
Pearson (1988, page 83) notes that users and former users of heroin 

present retrospective accounts of their conscious choices and decisions 
around sustained regular use as if they were passively caught up in a 
‘relentless pharmacological process’; ‘they rarely embrace any 
recognition of their own motivation and agency’. Furthermore, noted at 

the beginning of the previous chapter was the importance for a 

researcher to be aware of the various methodological issues in 

interpreting drug users’ accounts of their behaviour. Use of auto 
biographical markers to help locate drug use in relation to time worked 

well in the study and with the exception of two accounts where dates and 

ordering of heroin use were in places contradictory, respondents 

appeared to recollect their heroin using experiences with clarity. The 
possibility that heroin users will reconstruct events or employ stratagems 
to present themselves in a better light must always be considered in 
research of this type. Particularly because it was conducted using face to 
face interviews asking questions about a highly stigmatised activity.

In the current study early initiates presented retrospective accounts of 
being naive about many aspects of heroin use. Particularly notable were 

the group who portrayed themselves as victims of skag. It is always 
possible that retrospectively they constructed this rationale, even at a 
subconscious level, to downplay their own responsibility for using heroin.

It is however interesting that professional and community respondents 

also made note of this in their interviews. It may be that the unique 
circumstance created by the historical Northern Ireland drug situation, did 

create this unusual situation where those initial users were totally 

unaware of the properties of heroin or skag.

Respondent 018 was quite unique in that he took full responsibility for his 

initial heroin use. Perhaps this was a function of his detailed knowledge 

of a wide range of substances or a better insight into his own behaviours. 

He was also one of the most highly educated users and was from a more 

middle class background. Aside from naivety or deception noted by
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earliest initiates many other accounts reflected a sense of going with the 
prevailing behaviours within their networks ‘they were all at if and little 

note of their own role in their heroin taking. As regards the inevitable 
path to sustained use, accounts did commonly highlight the highly 

addictive properties of heroin and the haste with which it took hold, 

notably that there was a sense of the inevitability in moving toward 
injection as addiction to heroin increased.

With some insight gained into how respondents first experienced and 
progressed with their heroin use, the next Chapter moves on to detail the 

treatment context in which users in the current study sought assistance 
with their addiction.
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CHAPTER EIGHT: RESPONDING TO THE INTRODUCTION OF HEROIN
- CHALLENGES FOR POLICY & SERVICE DEVELOPMENT

When heroin was first introduced in a significant way to the Northern Ireland 

drug market, a set of previously unknown needs emerged, challenging 

existing drug policy and service paradigms. Viewed through the lens of the 

situation in Ballymena, Co. Antrim, this Chapter presents findings from 

interviews with professional and community respondents on how local drug 
policy and services initially responded to the introduction of heroin. Data 

from interviews with heroin users shed light on that unfolding service 

response from the perspective of those it sought to help. Two central themes 
emerged from data, the detail and implications of which will be discussed 

below. The first was of the lack of capacity and appropriate culture within the 
existing system to meet the range and volume of need rather suddenly being 

presented. Data also betrayed a perception of a lack of expediency in 
attempts to expand the existing system. A contributor to the pacing of that 
response, and the subject of the second very dominant theme to emerge, 
was a difficulty in moving toward a system which permitted harm reduction to 

co-exist alongside that which promoted abstinence only. This was perceived 
to be occurring on the part of ‘official’1 drug policy makers and some key 

service providers in Northern Ireland.

By way of context and to provide a rudimentary comparison, the Chapter 

locates the services available to local users at the time of the study within the 
framework of those in place for drug users in other parts of the UK2. The 

Chapter is then divided into two sections. The first unpicks the first major 

theme, difficulties in coping with heroin within the existing system. Section 

Two details the struggles to move toward inclusion of a harm reduction ethos 

in Northern Ireland.

1 ‘Official’ refers to statutory agencies funded for and tasked with implementing government 
policy on drug misuse.
5 The National Treatment Agency Models of Care is summarised here. However, the 
Scottish and Welsh frameworks also reflect this integrated care model.
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Treatment Options for Heroin Users
Reference to the treatment available to heroin users elsewhere in the UK 

(around the time the study was conducted, 2001-2002) is important, as it 

provides a sense of what could potentially be offered to meet their needs.

The National Treatment Agency (NTA) for England was created in 2001 to 
improve the availability, capacity and effectiveness of treatment for drug 

misuse in England. Parallel structures have been created in the Scottish 

Executive (Substance Misuse Division, 2005) and the Welsh Assembly. In 

2002 , the NTA set out a National Framework for the commissioning of 

treatment for adult drug misusers. Based on current evidence, models of 

care advocate a systems approach to meeting the multiple needs of drug and 
alcohol misusers. The framework of models of care comprises the four tiers3 4, 

integrated care pathways, care planning and co-ordination and monitoring. 
The four tiers and services within each are set out below.

Tier 1 - Non substance misuse specific services requiring interface 

with drug and alcohol treatment
• Full range of health (primary and secondary), social care, housing, 

vocational and other services

• Drug and alcohol screening, assessment, referral mechanisms to drug 

treatment services from generic health, social care, housing and 

criminal justice services

• The management of drug misusers in generic health, social care and 

criminal justice settings (e.g. police custody)

• Health promotion advice and information

• Hepatitis B vaccination programmes for drug misusers and their families

3 A 2005 Update of Models of Care has been produced by the NTA www.nta.nhs.uk
4 The four tiered model of drug & Alcohol treatment was developed from the four tier 
approach for a variety of mental health and drug misuse services for young people outlined 
by the Health advisory service (1996).
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Tier 2 - Open access drug and alcohol treatment services
• Drug- and alcohol-related advice information and referral services for 

misusers and their families, including easy access drop in facilities

• Services to reduce risks caused by injecting drug misuse, including 

needle exchange facilities (in treatment services and pharmacy based 
schemes)

• Other services that minimise the spread of blood borne diseases to drug 

misusers, including service based and outreach facilities.

• Services that minimise the risk of overdose and other drug- and alcohol- 
related harm

• Outreach Services (detached, peripatetic and domiciliary) targeting high 

risk and local priority groups

• Specialist drug and alcohol screening and assessment care planning 

and management

• Criminal justice screening, assessment and referral services (e.g. arrest 
referral)

• Motivational and brief interventions for drug and alcohol users

• Community-based low threshold prescribing services

Tier 3 - Structured community based drug treatment services
• Specific community care assessment and care management

• New care co-ordination services for drug misusers with complex needs 

(provided by suitably trained practitioners)

• Specialist structured community-based detoxification services

• A range of specialist structured community-based stabilisation and 

maintenance prescribing services

• Shared care prescribing and support treatment via primary care

• A range of structured care, planned counselling and therapies

• Community-based drug treatment and testing order treatment

• Structured day programmes (in urban and semi-urban areas)
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Tier 4 - Residential Services for drug and alcohol misusers
• Specialist drug and alcohol residential rehabilitation programmes 

(including a range of 12 step, faith-based and eclectic programmes)

• Generic and drug specialist semi-structured residential care (e.g. half 

way houses, semi-supported accommodation

• Specialist drug treatment and testing order treatment (residential 
options)

• Inpatient drug misuse treatment, ideally provided by specialist drug 

misuse units, or alternatively by designated beds in generic mental 
health services

• Highly specialist forms of residential rehabilitation units or other 

residential services (inpatient prison) with a drug misuse treatment 

component (e.g. women and children crisis intervention dual diagnosis)

• Relevant tier 4b services, including HIV or liver disease units, vein 
clinics, residential services for young people

SECTION ONE: CAPACITY TO RESPOND

Services Available to Local Users at the Time of the Study
The operationalisation of the tiered system noted above has not been without 

its problems (see Audit Commission, 2002). However, models of care (even 
if parts remain aspirational5) represented an important attempt to provide the 

framework for an integrated approach to meeting the needs of heroin users. 

Several years after the initial reports of a heroin problem in the location, 

services available to local heroin users at the time of the study reveal that 

users in Northern Ireland still had limited options available to them, compared 

with what was - in theory - available to those elsewhere. It is by no means 

suggested that Northern Ireland should have had equivalent services in 

place, reflective of the historically lower prevalence of use in the region and 

relative infancy of drug services. However, some years into dealing with the

5 Audi Commission - Changing Habits 2002, viewed the disparity in service provision in 
some parts of England and Wales as unacceptable.
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problem, there were still considerable gaps and a lack of an integrated
approach in service delivery.

The services available to local heroin users at the time of the study were:

• Primary health and social care through general practitioner/health and 

social services trusts (Tier 1)*

• Drug and alcohol related advice and information and referral services 

for misusers and their families, including easy access drop in facilities 

(through the local community addiction team) (Tier 2)

• Motivational and brief interventions for drug and alcohol users (through 
the local community addiction team) (Tier 2)

• Specific community care assessment and care management (in a some 
limited way through the local Community Addiction Team) (Tier 3)

• Inpatient drug misuse treatment, ideally provided by specialist drug 
misuse units or alternatively by designated beds in generic mental 
health services (inpatient detox at the local hospital) (Tier 4)

• Generic and drug specialist semi-structured residential care (e.g. half 

way houses, semi-supported accommodation, regional facilities based 
in Belfast open to users from all of Nl (Tier 4)

• as will be indicated below, increasing numbers of heroin users were being denied registration at GP

practices

Attempts to fill those gaps were evidenced by the efforts made by the 

community sector at this time. Specifically, as clearly demonstrated by the 

media coverage in Chapter Two, there was a strong presence of Christian- 

based initiatives that attempted to offer faith-based community and 

residential detoxification services. There was also a range of small-scale 

local community groups aimed at supporting users. Still absent from the 

range of services at that time was any statutory or official needle exchange or 

substitute prescribing service. The unofficial Temporary Mobile Needle 

Exchange Scheme (TMNXS, described in detail in the next Chapter) was in 

operation.
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Service Utilisation
Including contact with the unofficial temporary needle exchange, almost all 
(n=29)6 of the sample reported that they had attempted to get some help with 

their heroin use, through contact with the range of agencies/services listed 

above (categories are not mutually exclusive and some had experience of all 

services on offer). Twenty-three of them had at some point accessed the 

local inpatient detox facility. Sixteen of the respondents (n=4 female and 12 

males reported that they were currently being prescribed Temazepam and 

Diazepam by their general practitioner. Four respondents also reported 

having been prescribed dihydrocodeine (referred to as DHCs) by their local 

doctor (all attended the same general practitioner in the town). Most N=6 

females and 15 males noted that they had some contact with the community 

addiction team in the town. Five respondents noted that they were currently 

not registered with a general practitioner. All but two respondents had at 
some point used the unofficial needle exchange. These data demonstrate 
willingness on the part of both male and female users to access and utilise 

many of the services that were available. The significant point is that the lack 
of variation in available treatment options, made it difficult to respond to 
needs by heroin use presented in a comprehensive fashion.

Stigma, Alarm and Training Need
Data proffered description of some of the features that appeared to 

beleaguer the very initial attempts to respond to the introduction of heroin. 

Some of these related to the tensions between the role played by existing 

agencies and the one they were suddenly forced to fulfill in light of changes 

presented by heroin. For example, it appeared that dealing with heroin users 

engendered a sense of alarm in some professionals, led to problems of 

stigmatisation of users and demonstrated a clear training need for staff in the 

location. The perceived lack of expediency in revising the prevailing system 

caused extreme frustration for individuals working in front line agencies.

6 The remaining two reported that although they had not accessed any of the services 

personally, they had acquired clean works from a friend who was in contact with the TMNXS.
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Stigma and the Sense of Alarm
Scholars have for some time highlighted the social construction of the heroin 

'problem’(Musto, 1987; Beckett, 1994; Elliot & Chapman, 2000). While it is 
accepted that heroin users are a client group with difficulties who can present 

challenges, it has also long been recognised that the stigma, prejudice, and 

misunderstandings surrounding persons with addictive disorders can present 

a major barrier to their treatment and proper care (see Stimson, Hayden, 

Hunter ef a/., 1996; Marsden, Stewart, Gossop, 2000). In the immediate 

wake of the introduction of heroin, data suggested that professionals 

struggled to address issues of stigma within themselves and other 

professional groups tasked with tackling the growing heroin problem.

7 remember 4 years ago, having community meetings to try 
and tackle this growing problem., and people were petrified to 
come into the building, and these are the, you know, the Head 
of the Housing Executive, you know, people from Victim 
Support, from Wave even, you know, church groups, and 
people just scared for the fact that they come through, 
someone by association would think they have the heroin 
problem, their friend has a drug problem or there’s something 
going on here, or they will be attacked by vigilantes on the 
outside’
(Professional Respondent 2)

‘In the early days, it was about really trying to get these people 
(professionals) to take, to deal with this sort of stigmatisation 
they themselves were associating with heroin and its users. I 
think also there was a need to listen to the individuals who 
have got the problem, and that wasn’t happening because 
they didn’t want to get too close’.
(Professional Respondent 12)

This highly stigmatised group of heroin users in need of attention engendered 

a sense of alarm and crisis in services in the area.

‘people were panicking about a whole lot now, in terms of 
trying to get information about that (heroin use in the area). 
What do you mean ‘people’? Well, community addictions, 
the Boards, the Trusts, people were kind of talking about this 
massive issue, but people weren’t coming up with facts and
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figures, weren’t able to.. .therefore what you did have was all 
the scare-mongering stuff
(Professional Respondent 1)

‘but everyone was like, mythical stories of you know all these 
heroin users, what were we going to do with them’
(Professional respondent 2)

Accustomed and experienced in dealing with the problems presented by 

alcohol addiction, professionals were then faced with individuals using heroin 

and other drugs, and were not skilled in dealing with these new sets of needs 

presented.

' ..as professionals in a society that had major problems with 
alcohol, we all accepted alcohol as a legitimate problem .. l/l/e 
sort of knew what to do. Whereas heroin had a major, major 
shock factor, a real stigma and we were all learning’
(Professional Respondent 14)

'a lot of people who dominated the addiction scenes in 
Northern Ireland have worked with alcohol and it’s not 
surprising given our history, but it meant that they were all a bit 
in the dark about drug use, nevermind heroin’
(Professional Respondent 10)

Because treatment of alcohol problems had dominated service provision, this 

led to heroin users being treated in a similar way to individuals being treated 

for alcohol problems.

7 would have had users’ reports, they would have been given 
general hospital admissions and prescribed Librium, which is 
what would be prescribed for an alcoholic... Em, so it was not 
geared up to looking at the needs of drug users’
(Professional Respondent 12)

This finding was supported by McElrath’s study (2001) of Heroin users. The 

effects on the stigmatisation of users by some professional groups, as well as 

the local police, were noted by a number of respondents.
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‘One of my biggest bug bears is the way that heroin users 
have been treated in the past, you know, they have had their 
rights and civil liberties contravened by the police, so-called in 
the promotion of cleaning up areas you know’
(Professional Respondents)

’You know, we have a young guy that’s up in court this week 
because he has a syringe taken off. Em, now he was stripped 
searched actually in a public place, they made him take his 
trousers down and pulled the syringe out of his boxer shorts. 
Now the syringe had minute traces of heroin in it. ’ 
(Professional Respondent 11)

Some respondents reported major difficulties encountered by users in 

dealing with primary health care during that initial wave of panic about 

heroin. One family worker, whose daughter was a recovering heroin addict, 

recounted the response received from a family GP, with whom they had 
been registered for years, when she and her daughter first sought help.

‘whenever we went up to see the doctor, because I had not a 
clue how to get this sorted out. /.. He said to me, eh, ‘‘you get 
rid of her”, in front of her “you get rid of her, she’ll kill you’”
(Professional Respondent 15)

The long-drawn-out processes involved in accessing a General Practitioner 
were also highlighted, as well as the difficulties presented by the policy of a 

ban on heroin users from registration at General Practitioner surgery’s.

‘you have to go through the CSA (Central Services Agency) if 
you can’t get a doctor, so then they appoint a doctor. And em, 
some doctors, before even there’s an appointment made, eh, 
a letter’s back saying they don’t want the person on their list.
And I mean to say, I can see, I can understand a GP if a 
patient’s going in and being abusive to them, you can 
understand that. But a doctor just saying “no, I don’t want this 
patient on my list” without even knowing them and giving them 
a chance, eh, that’s taking away people’s human rights.’ 
(Professional Respondents)

This naivety about heroin on the part of parents and law enforcement is well 

demonstrated from the recount of a support worker below, who talked about
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how she found out her daughter had been using heroin. On finding a small 
package at her door, she and her husband had been concerned.

‘well I’m going to ring the Police and ask them about this wee 
package and see what it is. And at first two policemen came 
down and said to me “you’ve nothing to worry about”, he said 
“that looks like soil, but I’ll take it away and have it tested and I’ll 
come back and see you in a week, the tests will be back in a 
week, and just to put your mind at ease”. Well, I thought “I’m 
glad I did that”. They were back at my door inside an hour, and 
they searched the bedroom and they found the syringe and 
there was a note for her coming home and everything...’ 
(Professional Respondent 13)

The training need for many professional groups was clearly evident. Again, a 

legacy of the historically low prevalence of drug use in the North meant that 

drug addiction hadn’t featured significantly in the education and training of 
professional groups within Northern Ireland.

‘At first it really was a case of the blind leading the blind’.
(Professional Respondent 2)

‘Em, and some of the practices that they were doing perhaps 
weren’t the best. Some of their hearts were in the right place 
but no it wasn’t good looking back, there was a such a major 
training need throughout the whole system - social workers, 
nurses doctors, midwives, community care, police sector, 
probation, the lot’
(Professional Respondent 10)

We didn’t know how best to respond, didn’t know really at all 
how we should have been dealing with them’.
(Professional Respondents)

There were several professionals who had experience in the addiction field 

through working outside of Northern Ireland, who saw the future problems 

caused by the lack of expedience and appropriate intervention, as succinctly 

summarised in general terms by this respondent:

‘What we have done and continue to do is nurture a problem.. 
I think that the evidence is there and because of the lack of 
pragmatism, because of the fear of heroin., we lost the
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opportunity to put in place services that were going to be able 
to respond to the level of the problem of opiate use that you 
know is finally emerging’
(Professional Respondents)

Some of the key features of that initial service response were commented 
upon by heroin users interviewed, who recounted their initial help-seeking 

experiences, as demonstrated by the excerpts below. For example, the 

following quotations relate to how a sense of stigma characterised their 

experience with health care professionals.

‘the doctor ("General Practitioner,) made me feel like a piece of 
shit on his shoe, I didn’t deserve no sympathy or help, sure I 
brought it all on myself’
(005 Male)
‘first time I went into ("detox facility,) the nurses looked at me 
like I was pure evil, left me sitting there, and when I was trying 
to get her attention she was just looking through me.... It was 
much better the next time’
(014 Female).

The lack of experience on the part of professionals in dealing with their 

problems was also sensed by several heroin users interviewed.

‘Nice as they were, the ones from ("name of service removed) 
were as green as the hills and I didn’t see the point in talking 
to them., it wasn’t worth the taxi fare down”
(26 Male)

When I first went to ("name of service removed), God it was 
like they were learning from me, and I was thinking “hold on a 
minute, what can you do for me other than sit there talking 
shite?’”
("006 Male)

Finally, the effects not adequately responding to the needs of heroin users 

had tragic consequences, as demonstrated by this male user who talked 

about the circumstances surrounding the death of his friend. The fact that 

this user had sought help was also verified by several professional 

respondents.
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‘he went to them other ones (name of service removed) and 
was saying how depressed he was, really crying out for help, 
he told them he was so desperate that he wanted to kill 
himself. Those boys sent him home, said they could do 
nothing for him, and he was found hanging in his garage the 
next day. You see, I blame someone for that. It is different 
when somebody just gets up and does it and there is nothing 
that could be done, but for him I think he was desperate for 
help for someone to take over, but they left him, sent him 
packing and that was the end of it for him’.
(026 Male)

Neale (1998) notes the importance of gaining service users’ views on the 

treatment provided to them. A small-scale local study conducted by 

McLaughlin and colleagues (2001) did just that. Views of heroin users in that 

study included a perception that some professionals in the addiction field in 
Northern Ireland lacked education, skills and knowledge about drug 

problems. As well as acknowledging the challenges of treating drug users, 
the study also conferred a perception that some heath care workers 
‘abhorred’ and ‘dreaded’ working with users of heroin.

SECTION TWO: DIFFICULTIES IN MOVING TOWARD HARM 
REDUCTION IN NORTHERN IRELAND

A backdrop of alarm, stigma and lack of awareness of the needs of users 
was accompanied by a perceived lack of expediency in expansion of that 

service response. A likely contributor to the pace of development, and the 

subject of the second very dominant theme to emerge, was a lack of 
receptiveness toward harm reduction on the part of ‘official’7 drug policy 

makers and some key service providers.

An introductory section first sets out the concept, policy and practice of harm 

reduction. Part Two then further unpicks and explores what appeared to

7 ‘Official’ refers to statutory and/or voluntary agencies under their auspices funded for and 
tasked with implementing government policy on drug misuse.
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contribute to that resistance. Chief among those factors was that an 

abstentionist ethos held by key decision-makers and practitioners dominated 

existing service provision and impaired the development of additional 

treatment options based on harm reduction principles.

Harm Reduction - Conceptualisation, Policy and Practice
Harm related to injecting drug use represents a major challenge 

internationally (United Nations Office for Drug control and Crime Prevention - 

UNODCCP 2002). The range of drug-related harms is varied:

Infectious diseases - HIV/AIDS, viral hepatitis B and C, (HBV, HCV) as well 

as local and systemic bacterial infections (abscesses and cellulitis) caused 

by poor injecting hygiene.

Overdose - this remains the leading cause of premature death among IDU in 

many countries (EMCDDA, 2002).

Dependence - on opiates, notably heroin, results in an elevated risk of illness 

and mortality.

Crime - dependence is also associated with high criminal activity, with the 

costs of acquisitive crime borne by the community.

Social costs - these include public nuisance as a result of discarding of drug- 

related litter such as needles and syringes. Open drug scenes can affect the 

real and perceived safety of the general public as well as users themselves 

(Hunt, Ashton, Lenton et ai, 2003). Finally, the harms caused by the 

criminalisation of drug use, disenfranchisement, exclusion from health 

housing and the social impact of imprisonment (Hunt et ai, 2003).

Internationally, until the 1980s, drug services were characterised by attempts 

to ‘cure’ addiction, with treatment focused on the cessation of drug use as the 

only goal. A growing recognition of the failings of that system, and 

acknowledgment of the chronic nature of drug dependency for some 

persons, led to the emergence of the idea of harm reduction. Expanded
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upon below, it is clear that harm reduction represents both a goal (the 

reduction of the number of harms associated with drug use for an individual) 

and a strategy (a specific public health approach that focuses on the negative 

consequences on drug use rather than the use of the illicit substance itself).

Definitions of Harm Reduction

Since the 1980’s, largely driven by the emergence of HIV, harm reduction 

has gained popularity as a policy paradigm throughout most of the 

industrialised world. First used as a phrase in 1987 (Newcombe, 1992), the 

term harm reduction has by now an almost twenty year history. Hunt et al. 

(2003) note that despite being established vernacular, no definitive definition 

of it exists. Furthermore, the literature on harm reduction evidences a lack of 

agreement about its essential components and how they are operationalised 

as an approach (Wodak & Saunders, 1995). For example, The World Health 

Organisation (WHO, 2003) defines harm reduction as a concept aiming to 

prevent or reduce negative health consequences associated with certain 

behaviours. The definition provided by the UK Harm Reduction Alliance (a 

branch of the International Harm Reduction Alliance8) is more comprehensive 

in its scope, draws upon the work of several authors and embeds the social 

and economic dimension in its descriptors of harm reduction. As such, it is 

this definition that was deemed most useful in the current study.

The UK Harm Reduction Alliance statement is set out as follows:

‘Harm reduction is a term that defines policies, programmes, services and 

actions that work to reduce the health social and economic harms to 

individuals, communities and society that are associated with the use of 

drugs’ (Newcombe, 1992). Using several sources, the UK Harm reduction 

Alliance (UKHRA) instills the principles associated with harm reduction 

(Canadian Centre on Substance Abuse [1996] and the work of Lenton & 

Single, 1998). These are laid out as follows:

8 Since the 1980’s, persons espousing harm reduction policies have gathered within a social 
movement which was given impetus by the first conference on the reduction of drug-related 
harm in Liverpool 1990. The IHRA was subsequently formed as an interdisciplinary 
membership organisation to advance international harm reduction policies.
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Harm reduction is ...
Pragmatic, and accepts that the use of drugs is a common and enduring 

feature of human experience. It acknowledges that while carrying risks, drug 

use provides the user with benefits that must be taken into account if 

responses to drug use are to be effective. Harm reduction recognises that 

containment and reduction of drug-related harms is a more feasible option 

than efforts to eliminate drug use entirely.

Priorities Goals: harm reduction responses to drug use incorporate the notion 

of a hierarchy of goals, with the immediate focus on proactively engaging 

individuals, targeting groups and communities to address their most 
compelling needs through the provision of accessible and friendly services. 

Achieving the most immediate realistic goals is viewed as an essential first 

step toward risk-free use or, if appropriate, abstinence.

Has humanist values: the drug user's decision to use drugs is accepted as 

fact. No moral judgment is made either to condemn or support the use of 
drugs. The dignity and rights of the drug user are respected and services 
endeavor to be user-friendly in the way they operate. Harm reduction 
approaches also recognise that for many, dependent drug use is a long-term 

feature of their lives and that responses to drug use have to accept this.

Focuses on risks and harms: on the basis that by providing responses that 

reduce risk, harms can be reduced or avoided. The focus of risk reduction 

interventions is usually the drug-taking behaviour of the drug user. However, 

harm reduction recognises that people’s ability to change behaviours is also 

influenced by the norms held in common with drug users, the attitudes and 

views of wider community. Harm reduction interventions may therefore 

target individual’s communities and wider society.

Does not focus on abstinence: although harm reduction supports those who 

seek to moderate, reduce, or stop their drug use, it neither excludes nor 

presumes a treatment goal of abstinence. Harm reduction approaches
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recognise that short-term abstinence-oriented treatments have low success 
rates and, for opiate users, high post-treatment overdose rates.

Seeks to maximize the range of intervention options that are available and 

engages in a process of identifying, measuring and assessing the relative 

importance of drug-related harms, and balancing costs and benefits in trying 

to reduce them.

Key services delivered under the auspices of harm reduction can be 
described as typically including;

Information, education and communication on the health risks associated 

with drug use, which will assist drug misusers to avoid or modify their drug 
taking behaviour.

Health care in relation to infectious diseases associated with drug misuse, 

which as well as providing screening and interventions for specific 

interventions, offers support information and education.

Needle exchange programmes which aim to ensure that those who continue 

to use drugs have access to clean injecting paraphernalia, as well as provide 
safe disposal of used equipment. These programmes offer a range of 

equipment including needles, syringes, filters, cookers/spoons, sterile water, 

swabs and citric acid.

Drug Substitution treatment involves the medically supervised treatment of 

individuals with opiod dependency, based on the prescription of opiod 

agonists such as methadone.

International developments in harm reduction services have in some 

countries been extended to include more controversial services. These are: 

the provision of supervised drug consumption rooms/safer injection rooms in 

the Netherlands (Mol & Trautman, 1991); Switzerland (Klingemann, 1996); 

Germany (de Jong & Weber, 1999) and Spain (Kimber, Dolan & Wodak,
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2002) - as well as in Australia (Dolan, Kimber, Fry et al., 2000); the 
prescription of injectable opiates (see Strang & Gossop, 1994, 1996; Sell, 

2001; Hunt et al., 2003; McCusker, Davies-Rehm, Gshwend et al., 2001; 

Strang & Metrebian, 2003) and finally, making Naloxone available to drug 

users. Naloxone is a mu receptor antagonist which reverses respiratory 

depression - the most common cause of heroin death when overdose occurs 
(see Simini, 1998).

Harm Reduction as a Policy Paradigm

Work in the Netherlands, the UK and Australia has paved the way for 

incorporation of many aspects of harm reduction in the public health policies 

and medical practice of many countries (Robertson, 1998; Uitermark, 2004). 

For example, it has been twenty-five years since absolute abstinence was 
abandoned as a primary goal of drug misuse treatment in Dutch drug policy 
in 1981 and replaced with a focus on harm reduction (Uitermark, 2004). The 

Canadian government followed suit by officially adopting a harm reduction 
framework in their National drug Strategy (Riley, 1993; Single, 1995). Even 

though the origin of drug treatment in Ireland was from a total abstinence 
perspective, harm reduction principles gradually changed that policy direction 

which has been in place there for almost twenty years (Cox, Lawless, Cassin, 
et al., 2000). Evidence of harm reduction policy paradigms is evident in Asia 

(Robertson, 1998) and in other developing countries such as Nepal in India. 

Notably absent from these developments is the United States where, 

although some harm reduction initiatives are in place, they still operate within 

the broadly abstentionist policy context whereby there is aspiration for a 

drug-free society (Nadelmann, 2001).

Difficulties with Harm Reduction
Opponents of harm reduction keep alive the ongoing debate about which 

harms to which people should be reduced, and whether abstinence-based 

policies reduce harm more effectively than those which focus on safer 

behaviour (Loxley, 2000). Chief among the moral arguments against harm
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reduction is that it encourages drug use. Another argument is that it is the 

first step toward legalisation of illicit drugs. Another is that harm reduction 

keeps addicts stuck in the cycle of addiction (see Hunt et al., 2003 for 

discussion). Harm reduction can also be subjected to accusations of 
collusion with drug-taking instead of seeking solutions, as highlighted by 

Robertson (1998).

Furthermore, harm reduction interventions do not lend themselves to 

evaluation in the way now expected of most treatment interventions - notably 

through randomised control trials (RCTs). Practical, methodological and 

ethical problems surround any attempt to undertake RCTs with hidden 

populations of people involved in highly stigmatised activities within 
community settings (Hunt et al., 2003). Other designs used in their 

evaluation then fall prey to criticisms of failing to produce conclusive 

evidence of effectiveness (see Robertson, 1998; ECMDDA, 2004). Lack of 

specificity over definitions has also rendered the harm reduction movement 
vulnerable to criticism, for example, the lack of specificity between what is 
harm reduction and what is treatment, and a lack of distinction between 
public health agendas and those seeking to help the individual have also 

been put forward (see Robertson, 1998).

On a related point recent research has also questioned the long term 

outcomes for harm reduction initiatives. In a seminal study McKeganey, 
Morris, Neale et al., (2004) interviewed 1007 drug addicts from 33 drug 

treatment agencies across Scotland starting drug abuse treatment in 2001. 

Fifty seven percent of those interviewed identified abstinence as their sole 

reason for contacting drug treatment services. Seven per cent were looking 

for stabilised drug use and one per cent was looking for advice on safer drug 

use. This study created controversy as well summarised by McKeganey 

(2005). The research was nevertheless extremely useful in highlighting that 

the operationalisation of the theory of complimentary abstinence and harm 

reduction can in practice be very problematic. McKeganey (2005) contends 

that within the past decade in the UK, there has been an over emphasis on
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the idea of reducing the harm of individuals drug use at the expense of 

questioning their eventual recovery.

This research has proved an important contribution to the literature on drug 

treatment and brought firmly into the limelight that services with a harm 
reduction focus should not see an initiative such as substitute prescription as 

the end goal. Rather, as McKeganey et al. highlights, it should be prepared 

to enable ‘drug users to move over time from a concern with reducing the 

dangers of their continued use toward a position where their drug use 
ceases’ p434.

A further important conclusion drawn by McKeganey and colleagues (2004) 

with direct relevance to the findings to emerge in this current study relating to 
harm reduction was the importance of ensuring ‘that drug users have access 
to an array of services, both those which have a harm reduction focus and 
those that are more explicitly oriented toward abstinence' (McKeganey et al., 

2004, page 434). This was precisely the problem that existed at that time 

period in Northern Ireland. The service response was characterised by a 

prevailing lack of choice in treatment options. Data from interviews in this 

study also highlighted the difficulties this lack of choice caused for 

respondents and professionals alike.

In sum, it is acknowledged that doing harm reduction can be contentious 

(Loxley, 2000). That said, by the time Northern Ireland was in need of harm 

reduction initiatives, there were decades’ worth of international evidence 

available for consultation. Any harm reduction projects could have been very 

carefully chosen, implemented with little delay (because models already 

existed from other jurisdictions in the UK, of which Northern Ireland is a part), 

piloted, monitored and evaluated by those developing the policy and service 

response in the location. Close monitoring mechanisms could have been 

built in from the outset. So too could methods for eliciting information to 

assess drug users own expectations from treatment. These measures might 

have mitigated against some of the concerns raised by McKeganey and 

colleagues to ensure that eventual aim for a heroin user to become free from
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drug use was not lost along the way. Stimson (1998) highlights the 

importance of fine-tuning interventions to adapt them to local circumstances, 
but confirms that in broad terms, ‘what works’ has by now been well 

established. Yet data from interviews with professional respondents in the 

study recounts a service era characterised by a lack of expediency and 

difficulty in accepting the possibility of a harm reduction ethos. Again, it is 

important to note that Northern Ireland is not unique in this regard (see 

Nadelman, 2001; Broadhead, Van Hulst & Heckthorn, 2001; Wodak & 

Saunders, 1995; Wellbourne-Wood, 1999 for discussion of the difficulties 

experienced in the United States and Australia). It was, however, very 

unique in the overall UK context, where harm reduction has for some time 

formed a guiding principle of national drug policy (Stimson, 1998), and where 

the range of services available to users was much wider.

The Strength of an Abstinence Ethos in Northern Ireland
A central tenet of harm reduction noted above is that it does not focus on 

abstinence as the only acceptable treatment goal. However, it is important to 
note that it does subscribe to the important role played by abstinence in the 
effective treatment of opiate use. In the case of Northern Ireland, it appears 

that policy - and as a consequence, practice - struggled to move away from 

an abstentionist only paradigm, thus hindering the development of specific 

harm reduction services. At the time when this study fieldwork was being 

completed between 2001-2002, and several years after the first reports of 

problem heroin use surfaced, the treatment focus remained virtually 
exclusively on detox and abstinence9. Medical detoxification was offered as 

an inpatient facility in a local hospital. Treatment (at that time) relied on the 

use of agents such as Lofexidine,Thioridazine and Buscopan (Crest, 1999) 

which were administered in relatively short courses to suppress withdrawal 

symptoms. In the past, detoxification had been used quite widely in various 

locations, in spite of the fact that evidence had for some time concurred that

9 Only in exceptional cases were users prescribed a substitute opiate (e.g. pregnant and/or 
post natal women, or in the case of serious illness that required urgent stablisation of the 
user).
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on its own it is one of the least effective treatments for drug addiction 

(Simpson & Friend, 1988; Newman & Whitehill, 1979). Research had also 

demonstrated that total abstinence could not be achieved or sustained by the 

majority of persons dependent on opiates (Farrell, Ward, Mattick et a/.,1994, 

McKeganey et a!., 2004).

This point is well demonstrated by the following citation from a counsellor 

from a local support group for addicts and their families. She is recounting 

her thoughts when her daughter first went into detox.

We all thought, you know, the first time going in - my daughter 
the first time going in... it was then, and em, I says ‘‘oh thank 
God that’s her going in now, to get cured” and little did I realise 
that six years down the line that I was still going and doing the 
same thing, and em, it’s em, it’s a long, long road. And as I said 
before, the longer to me they’re in that lifestyle, they become 
addicted to the lifestyle, and it’s even harder to get out of it, so it 
is, without some other kind of help’.
(Professional Respondent 15)

Of the 31 respondents interviewed for the study, 23 of them had experienced 

the inpatient detox facility. Nine respondents reported that they had been 

admitted on three or more occasions (eight was the most occasions 

reported), ten on two occasions, and the remainder had one experience of 

the unit. Treatment at this time appeared to be characterised by the 

revolving door phenomena, whereby patients are treated, released and 

readmitted on multiple occasions because of relapse. This has been 

observed in several studies that have examined the efficacy of detox (for 

example see Kertesz, Florton, Friedmann et al., 2003).

'the detox facility, you know, every time they get arrested they 
go and do stint in detox, come out clean for about four days, 
back using again until a crime problem arises again, then you 
know they volunteer to go back in again, and so on. And they’re 
on this kind of merry-go-round, and taking up what is a resource 
that’s not really having much impact on them, so I think the view 
would be that the service that exists there needs to be 
expanded so that there’s less of a waiting list and more people 
can be accommodated, but also recognition that that service is
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not the only answer and that there has to be a better support 
package for individuals who have chosen to find assistance’
(Professional Respondent 12)

Three professional respondents noted the lack of understanding and 
acknowledgement of the problems with detoxification from heroin, as well as 

the difficulties of the ‘all or nothing’ approach to treatment, as highlighted by 

the excerpt below.

‘It’s really all we got.. But I find it really depressing as well 
because then he (a consultant psychiatrist) went on to describe 
detoxification from heroin as being relatively uneventful. Em, to 
which I said ‘uneventful for who?’ So I think there is this sense 
that even if people do get access to treatment, that well they’re 
self-seeking deviants and therefore we can’t really trust that 
they probably are experiencing pain or anxiety or, you know the 
emotional trauma of withdrawing from things like that’. 
(Professional Respondent 10)

The Perspective of Heroin Users on Detox

Heroin users interviewed for the study indicated a sense of frustration with 

the lack of choice within the prevailing treatment culture, as demonstrated by 
the following quotations. They highlight the point that users are at times not 

ready for a drug free state.

‘There isn’t really anything other than detox, and I think they 
have to realise that it is getting us nowhere, and even that when 
you come out the options are pretty limited and there is only so 
much you can do to help yourself. I have tried it (the detox 
facility) three times now’.
(018 MaleJ

‘Its detox or f*** off, man but I don’t want it yet anyway, maybe 
some day soon, you never know’
(021 Male)

‘did go in again (bn the third occasion to detox,) last October.. I 
went in on the Friday night and I had signed myself out by the 
early hours of Saturday morning, it was awful’.
(012 Male)
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'Well I have never been to (detox ward) or that, I personally 
think it is all a bit of a waste of time, sure people are in and out 
of there like yo yos and back on the minute they get out, and I 
just know it wouldn’t work for me’.
(025 Male)

7 have but I haven’t lately. I was up with (psychiatrist) the once it 
was ok and all but I didn’t even stick it out, I got my mate to 
come up and I was digging in the car before I even got as far as 
the round about.
(022 Male)

Treatment Predicated on an Abstentionist Ethos
A treatment structure in which abstinence from drugs is the only acceptable 

outcome has been highlighted as an impediment to the progress of harm 

reduction internationally (Stimpson, 1998; Nadelman, 2001). It appeared 

from data that abstinence defined policy and service delivery in Northern 
Ireland at that time.

‘One of the difficulties that I have experienced, and is reflected 
in a lot of the relationships I have with various services I deal 
with, is the bottom line as I call it. Now here, in a lot the 
services for them, the bottom line is abstentionism.. it is about 
we won’t do anything until you abstain.’
(Professional Respondents)

The same respondent recounted the history of trying to set up a harm

reduction alliance (noted above) in the North of Ireland. It appears that the

dominance of abstentionism on the policy agenda shaped the strategies of

local drug support agencies. In order to remain funded, it was at that time

politically expedient to maintain an abstentionist only philosophy, rather than

develop a harm reductionist stance.
‘We are trying to set up a Northern Ireland harm reduction 
alliance here at present, and at the first meeting there were a 
variety of say 30 people all coming forward expressing interest 
and so on, who were from a range of services and agencies, 
including those with an interest in young users. But we 
gradually saw a dwindling of numbers as people who thought 
well this might compromise us in the funding race if we are seen 
to be supportive of harm reduction’
(Professional Respondent 6)
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‘What is impinged by policy (existing abstinence requirements) 
is the things like harm reduction issues.... It’s like, really you got 
to be physically cleaned from drugs then we might want to help 
you kinda move forward’.
(Professional Respondent 2)

The requirement of total abstinence meant that for some, long-awaited 

additional treatment options were hard to access. When interviewed, this 

respondent was due to take up a place in a regional residential facility, which 

was only available when a person had successfully completed detox and 
could demonstrate that they were opiate-free.

7 haven’t a pup’s chance of doing Carlise house (a regional facility 
for users based in Belfast which has a significant waiting list,) 
tomorrow, as I am not going to be clean for my admissions test’.
(012 Male)

In summation, limited treatment options made it difficult to respond to the 
needs of heroin users in a comprehensive way. Services in the early days 

were characterised by a sense of alarm and a stigmatisation of users. The 
reluctance on the part of some key professionals to move away from a solely 

abstentionist perspective created problems for heroin users, while also 
hindering the prospects of a general harm reduction agenda. There was 
recognition that a unified approach and sufficient resource would be required 

to shift toward a broader based treatment paradigm which was inclusive of a 

harm reduction focus.

‘It actually involves quite substantial resources when you’re 
talking about heroin use, and it also involves the fairly well 
informed and educated folks. It involves a commitment from not 
just one drugs worker, but a number of professionals that em, 
who all need to have the same kind of view, be operating the 
same model, pretty opposing views here at the minute, that’s 
why there’s no movement 
(Professional Respondent 3)

Discussed in the next Chapter is the practical antidote to that delay in 

movement toward harm reduction in official drug policy. This is the 

phenomenon whereby the practice of harm reduction emerges in an unofficial 

capacity and forces change from the bottom up, as a pragmatic attempt to 

reduce drug related harm.
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CHAPTER NINE: SPECIFIC HARM REDUCTION INITIATIVES -
NEEDLE EXCHANGE AND SUBSTITUTE PRESCRIBING

An important corollary of the ‘official’ resistance to expansion of available 

treatment options to include harm reduction was the spontaneous emergence 

of an ‘unofficial’ harm reduction initiative, the temporary mobile needle 

exchange scheme (TMNXS) - the first in Northern Ireland. A brief account of 

the concept and practice of needle exchange is presented, Section One of 

the Chapter then moves on to chart the story of the rise, defining 

characteristics and subsequent demise of that service. The study examined 

the TMNXS in and of itself, as it represented a working example of a harm 

reduction initiative in the location that had developed despite the testing 

environment. The story also brings to life the inherent tensions between 
‘official’ and ‘unofficial’ service development within Northern Ireland. In 

Section Two, attention is turned to data that emerged regarding the potential 
introduction of a substitute prescribing service in Northern Ireland. Again, the 

discourse surrounding this potential change to prevailing policy and practice 
illustrates the difficulties encountered in implementation of harm reduction in 

Northern Ireland.

SECTION ONE - THE HISTORY AND EXPERIENCE OF NEEDLE 

EXCHANGE INTERNATIONALLY

The concept of needle exchange was first introduced in Amsterdam in 1984 

as a pragmatic answer to the risks of HIV and Hepatitis patients in IDU who 

share injecting equipment (Buning, 1991). Sharing of injecting equipment 

can include the sharing of needles, syringes and other equipment used in 

preparation for injection - such as spoons, cotton and water containers, and 

the allocation of drugs by transferring some of the contents from one syringe 

to another, now commonly known as front or backloading (Grund et al.,

1991). The underlying philosophy of needle exchange is that if the misuse of 

drugs cannot be prevented, at least the risk to users and the public can be
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reduced by ensuring they have access to clean injecting equipment. In the 
UK context, needle exchanges have been in operation for two decades. The 

first needle exchange was opened twenty years ago in 1986 in the Mersey 
region of England, by the Drug Training and Information Centre. A review by 

Stimpson in 1998 estimated that by then there were some 2000 separate 

outlets for needle exchange in England and Wales. Further increase in that 

provision was evidenced in more recent research (Parsons, Hickman, 

Turnball et al., 2002). Northern Ireland’s close neighbour, Scotland, had its 

first needle exchange opened in Edinburgh in 1987, and provision there has 

substantially expanded since. Dublin city, also in close proximity to the North 

of Ireland, saw its first exchange opened in 1988. By 2003, Dublin had 14 

exchanges serving the area. In Ireland, as in many other locations 

internationally, needle exchange is currently offered through a range of 
different facilities (Cox et al., 2000). In Dublin, outreach workers frequently 

practice backpacking - a process whereby staff in the absence of a local 
clinic or mobile unit, carry supplies of drug-taking paraphernalia. Flexible 
service models are also in place in many locations. In Glasgow for example, 

needle exchange has for some time been provided at four facilities which 
collectively offer a range of options for the user. First, pharmacy-based 
needle exchanges opened five days a week, the Glasgow Drug Problem 

Service needle exchanges (consisting of seven community needle 
exchanges, with some evening service provided), Base 75 (a female only 

service for street workers, operational six evenings per week) and the 
Glasgow Drug Crisis Centre (open 365 days per year and a 24-hour facility). 

The range of facilities have been subjected to ongoing monitoring and 

research, which have been on the whole positive in their effectiveness (Hay 

& McKeganey, 2001, Effective Interventions unit, Evaluation of Greater 

Glasgow Pharmacy needle exchange 1997-2002, 2002). More generally, it is 

acknowledged that broader efforts are often made by needle exchange 

programmes to engage injecting drug users in treatment and increase their 

social inclusion. For example, there has been a role played by some needle 

exchange programmes in the drive to prevent overdose deaths by using 

information campaigns (Advisory Council on the Misuse of Drugs, 2001).
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Needle exchanges now exist all over both the developed and developing 

world. A needle exchange was implemented in 1995 in Katmandu, Nepal 

(Peak, Rana, Maharjan et al., 1995) and they have even been introduced to 

the hill tribes of Northern Thailand (Gray 1995). For some time, evidence 

has been forthcoming in support of the public health benefits of needle 

exchange programs (Bluthendal, Krai, Gee et al., 2000; Des Jarlais, Marmor, 

Paone et al., 1996; Hurley, Jolley, & Kaldor, 1997; Klee & Morris, 1995). 

Parsons et al., 2002 highlight the importance of the continuing role played by 

needle exchange, and highlight the need to further upscale needle exchange 

provision throughout the UK. Ashton 2003 notes the increasingly important 

role played by needle exchange in reversing the Hepatitis C epidemic.

Gibson, Flynn & Perales, 2001 conducted a review of a wide range of studies 

to explicitly answer the question of whether needle exchange schemes are 

effective at reducing risk behaviors and HIV infection in IDUs. Of the 42 
studies included in the review, 28 evidenced positive effects, with 14 finding 
either no association or a combination of positive and negative effects. 
Considered as a whole, this body of research provides convincing evidence 
of the positive impact of needle exchange schemes. Research has provided 

no empirical foundation for criticisms of needle exchange, namely that 

increases in drug use will occur when needle exchanges are opened (see 

Watters Estilo & Clark, 1994; Paone, Des Jarlais, Gangloff, Milliken & 

Friedman, 1995), that the existence of needle exchange will obstruct 
treatment uptake (Wolk, Wodak, Guinan ef a/.,1990; Heimer & Lopes, 1994), 

or that the public nuisance of drug use will be heightened with discarded 

needles found in the street (Doherty .Garfein & Vlahov, 1997; Broadhead et 

al., 2001; Ksobiech, 2004).

Scholars have, however, also highlighted that needle exchange alone will not 

prevent sharing of injecting equipment. Notably, it has been demonstrated 

that needle sharing is rarely random but highly patterned, and influenced by 

circumstance and social relationships (Barnard, 1993; McKeganey, Abel 

Taylor, Frischer, Goldberg & Green, 1995). The weight of evidence in 

support of needle exchange programmes has resulted in them being
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endorsed by numerous independent scientific and professional bodies, for 

example the National Institute of Health and The Royal College of 

Psychiatrists.

Northern Ireland was therefore equipped with a preponderance of scientific 

findings, documenting the effectiveness of needle exchange programmes in 

reducing the risk of infectious disease from unsafe injecting practices. Yet it 
took until March 13th, 2000 before needle exchange was officially authorised 

by the Department of Health, Social Services and Public Safety in Northern 

Ireland. Well before the date when they were formally endorsed, convincing 

local evidence of need for such a service had been forthcoming. Equally 

accessible were the historical accounts of what had occurred, for example in 

Edinburgh, when exchanges were not introduced in a timely fashion. It is 
acknowledged that the introduction of needle exchange facilities can be 

problematic and has been shown to have met with resistance elsewhere - 
notably, in climates where fear toward heroin users was endemic (see 
Broadhead and colleagues, 2001). Ballymena, the location where heroin use 

was most prevalent, was to wait more than a further year before the official 
needle exchanges were to finally open their doors, in the summer of 2001. 
The delay in implementation meant that there was a growing population of 

heroin users in the area (recall from Chapter 2 that by the middle of 2000, 

Ballymena users accounted for over half of the notifications for the whole of 

Northern Ireland) who had increasingly limited access to clean injecting 
equipment (pharmacies in the location refused to sell needle and syringes to 

heroin users).

The Story of the Temporary Mobile Needle Exchange Scheme
Prior to this official sanctioning of needle exchanges, growing evidence of a 

need to intervene, and of frustration with the increasingly protracted plans for 

the needle exchange service, led a youth worker to set up a temporary 

mobile needle exchange scheme (TMNXS). The emergence of needle 

exchange, in difficult contexts is a phenomenon documented in other 

locations. For example, the first needle exchange in Australia was illegal in
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its status but continued to operate (Wodak & Saunders, 1995), and in 

Hungary it functioned against the wishes of official government policy (Honti 

& Ban, 1998). The difficult status of needle exchange in the United States 

has also been well illustrated by Broadhead etal., 2001. Bluthenthal (1998) 

goes as far as to describe the development of needle exchange in California 

as a ‘social movement’ that emerged and endured despite a very hostile 

climate.

Reasons for the Formation of the TMNXS
The initiator of the service stated that his motivation to start the exchange 

was fuelled by the obvious need for it in the area. He noted that syringes had 

become increasingly difficult to acquire in the town (since pharmacies 

stopped selling them) and he was seeing more and more heroin users 

sharing pins (needles) and re-using blunt injecting equipment, in some cases 

not even aware of the risks they were taking. For these reasons, he 

expressed a great deal of disappointment with the time it took to set up the 

official needle exchange.

‘those who create policy were eventually forced, in a sense 
were forced to show their hand and respond. I think one of the 
kind of evidential factors that I would point to would be the fact 
that they had in place the money to establish needle exchanges 
in Nl certainly, but in relation to Ballymena - where the crux of 
the problem existed - they sat on the money for whatever 
reason, you know, and I just don’t know, while people were 
sharing and all the rest’.
(Professional Respondent 6)

This sentiment was echoed by other respondents:

‘It seemed to take a long, long time to set the cogs in motion. It’s 
a blessing that HIV and all sorts weren’t in the town, for if they 
were, God knows it would have been a bad situation then’
(Professional Respondent 15)

‘There was a need just not being met and (youth workers name) 
stepped in, could see that things couldn’t wait’
(Professional Respondents)

169



The data from interviews with users concurred with the obvious need for the 
facility.

‘There was a time not that long ago in the town, when the pins 
were nearly dearer than the skag.. it was like buying a great car 
and having no money to put the diesel in., credit to him he 
stopped all that’
(028 Male)

There was ones making a killing selling the pins, never mind 
the skag”
(032 Female)

When asked by the researcher if they were confident that the purchased 

syringes were new and unused, both of these respondents admitted that they 
hadn’t questioned their source. The reliance on street sources for obtaining 

syringes was a far from optimal situation. Broadhead and colleagues (2001) 

drew attention to the problems caused by the development of a black market 

in syringes, including increased risks of HIV infection. Furthermore, Wood, 
Tyndall, Spittal et at. (2002) reported that IDU who obtain needles from 

sources other than a needle exchange were significantly more likely to share.

Using blunt syringes increases the potential for bacterial infection and makes 
the injection process more difficult (Wood, Tyndall, Spittal eta!., 2001). It 

was clear that necessity meant that for some, repeated use of the same 
syringe was not uncommon.

‘he has been a Godsend, you see before (name removed) came 
along you couldn’t get hold of pins anywhere, we were using 
them so many times they were blunt as hell and yeah, we were 
passing them about - no choice you see’
(008 Female)

‘If I had one I would have got the value of it, at least 10 digs 
(injections), it would have lasted me a right few days’
(026 Male).
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Key Features of the TMNXS

The TMNXS operated for 18 months and was staffed by one worker, who 

offered a seven day a week, flexibly timed mobile service. By mobile, it 

meant that he delivered directly to a heroin user’s address if required, or to 

another designated meeting point if preferred by the user. While the 

programme had no official time at which it was closed, a tacit arrangement 

existed whereby users did not call late at night, although the worker did on 

occasion have to respond to night-time requests for syringes. Needles for 

the initiative were donated in the early days from a Gay project in Australia. 
They were delivered and collected1 by the worker from his car. The flexible 

exchange policy employed was justified by the worker as a response to 
police activity against users. The local police were at that time stopping and 

searching users, and prosecuting them if traces of heroin were found on 
confiscated syringes. Flexible exchange arrangements have been utilised in 

other locations piloting new schemes to circumvent police pressure (Nigro, 
Casciaro, Matalone eta!., 2000; Connors, 1992). Later in the life of the 

service, the worker collected and returned bulk supplies of needles and 
syringes to and from a local hospital pharmacy.

The researcher accompanied this worker over a seven-week period, and in 

that time used the worker as a research sponsor and helped with sample 
recruitment, while also examining the operation of the service by observing 

the work conducted on a day-to-day basis. These observations were 
recorded as fieldnotes and are presented within shaded boxes below. 

Examination of the basic characteristics of this service, supported by 

examples from the observational data, demonstrate that while not without its 
problems2, it provided a much needed stop-gap to heroin users, in a way that 

was flexible, creative and responsive to its users’ needs. It was also clear 

that it did more than simply hand over and collect needles. In fact, its 

hallmarks appeared to be those that went some way toward addressing

1 The return was more flexible than a strict 1 in 1 out policy implemented by pharmacies and 
some other exchanges, but did actively and strongly encourage returns, which increased 
over the course of the life of the TMNXS
2 For example, the service relied entirely on one staff member and couldn’t have sustained 
itself in its existing form indefinitely. Arrangements also had to be made to accommodate 
days when the worker was away from the location or was ill.
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reasons given for a lack of uptake of needle exchange identified by previous 

research. For example, a large-scale study of needle exchange by Wood 

and colleagues (2002) identified a range of factors contributing to problems 
with needle exchange facilities. These are outlined alongside how TMNXS’s 

operation appeared to overcome some of these problems. First, noted by 

Wood et a!., inflexible operating hours of needle exchange programmes - the 

TMNXS had highly flexible hours. Second, even if a service was mobile, 

Wood et al highlighted the difficulties in meeting, say, an exchange van - the 
TMNXS delivered to a user’s home if necessary and notably, accommodated 

users with child care responsibilities. Third, they identified problems for 

users of mobile units when they were away from an area on exchange days 

when a van came - the TMNXS had special arrangements for users if they 

were going to be out of town, by giving out extra packs. Also noted above 

was the success of some needle exchange programmes in engaging 

injecting drug users in treatment, promoting safer injecting practice and 
increasing the social inclusion of users (Advisory Council on the Misuse of 

Drugs, 2001).

Some details of the observations made throughout that fieldwork serve to 
bring to life how, in simple ways, the service responded to the needs of its 

users, and offered further description in support of points raised regarding, 

for example, promotion of safer injecting practice. Observational data 

showed that there were some very brief and business-like handovers noted 
in the course of fieldwork. Flowever, for the most part, observations recorded 

that users engaged with the worker, and updated him on recent events and 

news about themselves and other heroin users in the area. It was also 

clearly apparent that in the course of delivering needles this worker did a 

great deal to support and engage with users in other ways.

(KH Fieldnote Tuesday 3rd April 2001)
(drug user’s namej mother dying of cancer (youth worker) asking how chemo 
was going and discussing who and how good some nurse was coming into 
the house etc. Seemed to know all about them.
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Conversations ranged from discussion about recent overdoses in the town, to 
problems in getting citric acid, to who was going into detox and so on. He 

had good knowledge of individuals’ drug histories and treatment experiences.

(KH fieldnote Monday 19th March 2001)
We are turning at the back of the (shopping centre) just done a swap of 
needles with a group of three and apparently (drug user’s name) here has 
just come out of (the detox facility,) just this a.m. (youth worker) spots him at 
the back of the shopping centre waiting for the user to arrive, he tries for a bit 
to talk him out of scoring straight away to give himself a chance but he 
seems determined to score and have a hit. (name removed) gives him some 
needles and syringes. We leave as this other guy walks over (youth worker) 
says he is his dealer. _______________

On three separate occasions noted by the researcher, leaflets on safe 

injecting practice were handed out and advice sought by some users on 
specific issues, e.g. groin injection techniques. The users who asked about 

use of the femoral vein, according to the youth worker, had been some of the 

first to commence using heroin in the town.

(KH fieldnote Wednesday 28th Feb 2001)
(youth worker) was explaining to this guy (refused to be interviewed) wasn’t 
as savvy about injecting as he liked to think he was. Apparently he had been 
complaining about pain and swelling in his groin. Tells him to get it looked at. 
He also says some of them don’t even know about not sharing spoons etc.

The worker offered some other very practical responses, and demonstrated a 

willingness to be flexible so that users could access clean needles as well as 

remain engaged with other services.

(KH fieldnote Tuesday 27th March 2001)
(Youth Worker) just got a call from someone who needs clean works it seems 
like they are having a bit of a row over a place to meet, turns out this guy is 
late for an appointment with probation really needs to turn up today 
apparently so (name removed) says he will meet him and give him a lift on 
over. ____
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(KH Fieldnote Wednesday 28th March 2001)
(Name removed) gives out a double pack to this girl. She is going to be 
away and worried she will run out while away. Says he doesn’t do it normally 
just in circumstances like this.

The volume of calls to the worker’s mobile phone was considerable (on one 

afternoon, in the space of two hours, nine calls were counted by the 

researcher). As well as responding to requests to deliver needles, there 

were also calls made by the worker advocating for heroin users to assist 

them in treatment access, usually the detox facility. On one occasion, the 

worker spent almost a whole afternoon attempting to access support for a 
heroin user who was under 16, after a call from the young person’s parents.

(KH Fieldnote Tuesday 20th March 2001)
(Youth worker) is on with the child protection team apparently they are his 
last way of maybe getting this young fella some help. (Hospital facility) 
because of his age won’t touch him and (youth worker) has been round the 
houses trying to get something sorted out. Still not looking hopeful.

Perceptions of the Services by Professionals
The profile of the service was high among professionals in the local area, and 

commented upon by almost all professionals who took part in the research. 

Impressions of the service were gathered from comments made by 
respondents interviewed.3 Clearly contentious, it was supported by more 

progressive professionals and frowned upon by others.

‘he was prepared to take the risk to do that. Em, and I’ve seen 
this type of activity, not necessarily in the drugs arena but in 
other fields where activists feel they have to do something, so 
and you could argue that his initial steps led to proper needle 
exchange and facilities being made available in the Ballymena 
area’
(Professional Respondent 1)

3 Respondents were not explicitly asked to evaluate the TMNXS, rather comments made in 
interviews were extracted to present an overall impression of the service from their 
perspective.
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’Outreach, Needle Exchange, actually was a very effective ways 
of reaching people at an earlier stage. It is a shame that it is 
gone because it’s an enormous effort to walk through the door 
of the pharmacy, and you know, you’ve somebody at the 
counter going “what do you want?” Em, and four or five people 
in the queue’
(Professional Respondents)

Some professionals portrayed a sense of disapproval for the scheme, notably 

its unofficial status, as summed up by the impressions of this respondent:

‘Maybe they could have waited to get it done properly, you 
know, above board., that might have made things simpler’
(Professional Respondent 14)

While there was little doubt that the service was necessary, its controversial 

nature meant that it met with considerable resistance locally. The worker 
recounted that in the course of his work, he had his car vandalised while on 
local estates, and was approached on more than one occasion by local 
paramilitaries questioning the purpose of his work and asking him to stop. 

His initiative produced major tension within his own agency and was also at 
odds with the ethos of some other local professional groups, particularly 

some medical professionals who held onto the desire to help heroin users 

abstain from use.

In a very practical sense, his work was made difficult by a lack of 

understanding on the part of local police. The police at times targeted the 

worker’s car, presumably as a means to access drug users. An example of 

one such incident is recorded below.

(KH fieldnote Thursday 22nd March 2001)
‘Been driving round Dunclug for a while and there is a blue car following us 
for a good while. Ask (youth worker) why we are not stopping where we said 
we would meet the user to hand over needles he tells me it’s the police and 
that they - the heroin user - have probably gotten off side. Tells me that they 
do that quite a lot._______________________________________ _
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Lovell (2002) in her study of IDU in France, highlighted the difficulties 

presented by law enforcement officers keeping track of mobile Needle 

Exchange as a means of tracing drug traffic.

The Demise of the TMNXS

When the official pharmacy-based schemes were finally approved and came 

into effect, the TMNXS was disbanded almost immediately, with little 

recognition of its achievements by those in the statutory sector with whom 

responsibility to deliver the service now lay. In a place that clearly had 

difficulties with inclusion of harm reduction initiatives, the TMNXS 

demonstrated what could be achieved in spite of the climate. Instead of 

building upon what seemed to work well in that service, it appeared to be 

shelved by those in authority, with little more thought. Indeed, there was a 

sense of regret expressed by some professional respondents interviewed 

that many of the lessons learnt from this work were lost when needle 

exchange did become formalised in Northern Ireland. Also, that it seemed an 

opportunity had been missed to develop the new service based on Northern 

Ireland specific data and experience.

‘One of those disappointing things was that, em, the needle 
exchange that was in place with (name removed,), whatever 
people’s personal views about (name removed) providing the 
service, it was a service that the Health Service failed to 
provide. And I’m not sure whether that was fear or whether they 
were frightened or whatever, but it looked like the bottom line 
was they weren’t concerned with the needs of those individuals. 
But I just found it amazing that, sort of em, that sort of eh, a 
pharmacy-based needle exchange was agreed to put in place 
before any negotiations with (name removed) or any, any sort of 
discussions with users who were actually using the Service, 
which to me should have been the first place you went to. Em, 
but it was off to Scotland to do some research, even though 
they thought we were different here anyway’
(Professional Respondents)

Limited Needle Exchange Provision

When needle exchange schemes were put in place throughout Northern 

Ireland, they totaled seven and were all pharmacy-based. Two community
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pharmacies in the town of Ballymena became the sole distributors for the 
area. Around the time of their implementation, while developments were 

wholly welcomed, concern was expressed that they a//followed the 

pharmacy format, and that a more flexible response should also be 

considered in the immediate future.

It’s a very, very big step to have this and take away the other, 
eh, because of the close community that Ballymena is, that if 
you’re seen using “oh such and such is” eh, you know “taking 
heroin”, so sometimes the service that (name removed) offered 
eh, was maybe more confidential, It would be great to have 
both. But it is great that the service is there, that there’s 
something there, but over time I would hope It would maybe 
have something a bit like what was before as well’
(Professional Respondent 4)

However, when interviewed for the study, the most senior policy maker in the 
drugs field indicated no further plans for developments in needle exchange.

We have them, em, and I would feel at this stage that we have 
an adequate needle and syringe exchange schemes..’
(Professional Respondent 5)

The concern about the fact that exchanges were solely based in the 

pharmacy, as well as a sense of apprehension about the confidentiality of a 

pharmacy-based scheme in the location studied, was expressed by heroin 

users, notably relating to privacy.

‘but yeah, you would need places that are not going to put off 
going and I’m not sure about that chemist, it should make it 
easy so that they have no excuse not to be arsed using your 
own clean pins’
(010 male).

‘ This place come on, everybody knows everybody, knows your 
business they will be in snooping to see who’s on the skag and 
it will be all round the town’
(014 Female)
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The difficulties presented by the legacy of the Northern Ireland conflict in 
relation to potential needle exchange utilisation is discussed in more detail in 

Chapter Ten, and shows the concern some respondents had in accessing a 

pharmacy scheme in an area with a different religion. Finally this user put in 

words the added value of having a needle exchange scheme that does more 

than simply swap needles:

‘what I like about the other (TMNXS) is the clean pins yes, but 
the advice and just a friendly face that doesn’t make you feel 
like the scum of the earth because you were on the skag’
(031 Female)

The pharmacy exchanges opened just as Phase One of the fieldwork was 

being completed. While it appears from official data that they have been 

reasonably well-utilised, academic research has revealed problems with the 

service, notably around privacy (McElrath & Jordan, 2005). It is appreciated 

that there may have been unknown prevailing circumstances that militated 
against building upon the strengths of the mobile needle exchange scheme. 
However, it does in hindsight seem that some valuable lessons could have 

been learnt from Northern Ireland's first ever harm reduction service.

SECTION TWO: A MOVE TOWARD SUBSTITUTE PRESCRIBING IN 

NORTHERN IRELAND

A characteristic of the initial service response noted in the previous chapter 

was of lack of expediency in revising the range of services in place to better 

respond to heroin use in the location. Unlike the rest of the UK and Ireland, 

doctors in Northern Ireland had voluntarily agreed not to prescribe 

maintenance opiates for heroin addicts. It appeared that there was a great 

deal of reluctance toward change of that system. While not officially 
implemented within the fieldwork period of the study4, a great deal of rhetoric 

at that time was ongoing, regarding whether a change in favour of permitting

4 Substitute prescribing was finally officially authorised in February 2003.
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an opiate substitution service should occur. This section will commence with 

description of some background material examining the literature on 

substitute prescribing, and then move on to focus upon what occurred within 
Northern Ireland in relation to a substitute prescribing service.

Substitute Prescribing, Theory and Practice
In other locations, recognition of the recurring failure of detox in treating 

long-term heroin use led to the introduction of substitute prescribing, which 
involves the administration of a (usually not injectable) long-acting opiod5 

drug to an opiod dependent person. Hunt et al. (2003, p 24) posit that the 

aims of opiod substitution treatment are tenfold:

■ to assist a patient to remain healthy until, with the appropriate care 
and support, they can achieve a drug free status;

■ to reduce the use of illicit or non-prescribed drugs by the individual;
■ to deal with the problems related to drug misuse;

■ to reduce the dangers associated with drug use - overdose, HIV, 
HCV, HBV and other blood borne infections from sharing injecting 

equipment;
■ to reduce the duration of episodes of drug misuse;

* to reduce the chances of future relapse;
■ to reduce the need for criminal activity to finance use;

■ to stabilise a patient, where appropriate, on a substitute medication to 

alleviate withdrawal symptoms;

■ to improve participation in other medical care;

■ to improve overall personal, social and family functioning.

Methadone is perhaps the most widely used and researched replacement 

therapy, and forms part of a treatment for people whose use of heroin or 

other opiates dominates their life. Methadone is a long-acting opioid agonist, 

which is used to prevent withdrawal symptoms. An agonist is a compound

5 Opiod is the collective term used for all opiates (drugs derived from the opium poppy) but 
also includes synthetic narcotic analgesics (e.g. methadone) that exert a similar effect to the 
opiates.
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that binds to a .receptor within the nervous system and produces a full 
pharmacological response. Persistent use leads to cross-tolerance and 

reduces the reinforcement effects of illicit opiates. Like in any harm reduction 

initiative, the issue of ‘maintenance’ as opposed to ‘abstinence’ as a 

treatment goal engenders ethical and moral debate. Foremost among the 

criticisms is that it merely replaces one drug of dependence with another, and 

legitimises drug use. There has also been a fear expressed by critics about 

the leakage of methadone onto the street markets, as well as the concern 

that it predisposes users to overdose and leads to more deaths than heroin. 

Recent research has found no evidence in support of this claim (Hickman, 

Madden, Henry efa/.,2003; Brugal,'Domingo-Salvany , Puig Barrio’ef a/., 

2005). A key defence to criticism levelled against substitute prescribing is 

that efficacy research has consistently supported methadone maintenance as 
effective for opiate dependence (Farrell, Ward, Mattick et a!., 1994). Farrell 

and Colleagues noted that research studies over the years clearly evidenced 
that clinics based on maintenance had better outcomes than those with 

abstinence as their primary goal. Also, that longer stays in methadone 

maintenance treatment are correlated with better outcomes and that, 
conversely, premature restriction of methadone treatment produces poorer 
outcomes after treatment (Anglin, Speckhart, Booth eta!., 1989; Rosenbaum, 

1988). Furthermore, that patients whose treatment ends with staff approval 

do better than those who leave for other reasons (Dole & Joseph, 1978; Des 

Jarlais, Joseph & Dole, 1981). Rigorous research and evaluation of its use 

over the last four decades have amassed a wealth of literature on its 
effectiveness as a treatment (Ward Hall & Mattick, 1999; Mattick, Kimber, 

Breen et al., 2003). Many studies have shown the advantages of methadone 

maintenance in reducing drug use, criminality and blood borne virus infection 

(Dole & Joseph, 1978; Gunne, 1981; Simpson, 1979) and improving general 

health and social status. The median death rate for addicted individuals 

maintained on methadone is 30% of that for those who are not in treatment. 

Urine analysis from one sample of 435 methadone maintenance clients 

showed that almost half were able to stop using heroin daily after 12 months 

(Simpson, Joe, & Rowan-Szal, 1997). The average number of'crime-days' 

fell from eleven per month to four. Two large cohort studies suggest that the
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odds of HIV infection were five times greater among those who were not in 
methadone maintenance treatment than among those who were (Ward et a!., 
1999).

Newman & Whitehill (1979) conducted a double-blind study of 100 heroin 

addicts in Hong Kong who were randomised to methadone maintenance or 

methadone detoxification at 1 mg/day. Retention rates were 60% in the 

maintenance group and 5% in the detoxification group. Urine analysis at a 

two-year follow-up indicated that 70% of subjects in the maintenance group 

had abstained from illicit opiate use in the previous month. Methadone doses 

above 60 mg per day are often required to prevent heroin use. However, 

initial methadone doses should be less than 40 mg per day, to prevent 

accidental overdose in individuals who have not developed a high tolerance 
to opiates. One study concluded that patients who receive doses of less than 

60 mg of methadone have nearly five times the risk of dropping out as those 

who receive doses of 80 mg or more (Capelhorn & Bell, 1991). A double
blind trial of 193 intravenous opiate addicts revealed that 53% of the urine 
samples after 30 weeks were heroin-positive in those randomised to 80-100 
mg methadone, compared with 62% of those on 40-50 mg (Strain, Bigelow & 
Liebson, 1999).

Buprenorphine is a partial opioid agonist and partial antagonist that is given 

sublingually (under the tongue). Research has indicated that it might have a 

lower risk of overdose than methadone and produce less severe 

dependence, allowing a smoother withdrawal than methadone. First licensed 

for use as recently as 1996, it lacks the mass of evidence that underpins 

methadone. However, three systematic reviews of its effectiveness have 

been undertaken, including one by the Cochrane collaboration in 2003. A 

meta-analysis identified five randomised clinical trials, involving 540 patients 

over 16-26 weeks. This showed that buprenorphine was comparable with 

methadone in preventing illicit drug use, although it was more expensive 

(Barnett, Rodgers, & Bloch, 2001). It was also acknowledged that 

methadone maintenance treatment at high dose was associated with higher 

rates of treatment retention, and that buprenorphine maintenance should be
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supported only where higher dosages of methadone cannot be administered 

(Mattick, Kimber, Breen & Davloi, 2003). Around 50% of urine tests were 

positive for illicit opiates. Doses of 8-12 mg per day of buprenorphine have 

been shown to be as effective as 60-90 mg of methadone (Schottenfeld, 

Rakes & Oliveto, 1997). The risk that oral buprenorphine will be injected is 
greater than that for oral methadone and to deter this, a combination of 

buprenorphine with naloxone has been developed (the naloxone nullifies the 

buprenorphine only when injected).

Injectable opioid treatment - Heroin is available to addicts in the UK from 

licensed specialists. Injectable methadone is also available, with licensing 

not required. Hartnoll, Mitcheson & Battersby (1980) reported a 12-month 
follow-up trial of intravenous heroin v. oral methadone on 96 heroin-addicted 

individuals in London. Those on heroin maintenance were twice as likely to 
remain in treatment (74% v. 29%). However, the proportion remaining 
dependent on opiates (prescribed and illicit) at 12 months was higher in the 
heroin maintenance group (90% v. 70%). There were no differences between 

the groups for self-reported criminal activity, health or employment. This 

report led to greatly reduced enthusiasm for injectable opioid treatment. 

Another subsequent UK trial found no advantage between injectable 

methadone and oral methadone (Strang, Marsden & Cummins, 2000). 
Injectable opioid treatment is claimed by some enthusiasts to engage users 

in treatment more effectively than oral alternatives. Opponents suggest that it 

perpetuates injecting behaviour and thereby postpones eventual abstinence 

from heroin, and also, in effect, endorses injecting. The treatment is 

expensive, and there is a risk of deep-vein thrombosis and infection. The 

prospect of being offered injectable opiates may also provide some users with 

a vested interest in poor compliance with methadone maintenance.

Relatively few patients are ever likely to receive the treatment, so the overall 

effects on crime will be small. The available evidence does not support the 

widespread adoption of injectable opioid treatment (Ali, Auriacombe, Cassas, 

eta!., 1999).
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‘We Are Different Here’ - Rationale for No Substitute Prescribing in 
Northern Ireland
As was the case with needle exchange, by the time Northern Ireland needed 

to tackle the issue of substitute prescribing, there was a considerable 
literature that covered both the effectiveness and potential problems of such 

a system. Data revealed that there appeared to be a lack of willingness to 

accept evidence from elsewhere. This seemed to be predicated on the 

assumption that the needs of heroin users, and any solution to meet those 

needs, would be ‘different here’ than in other locations. As noted above 

Stimson (1998) supports the importance of fine tuning interventions to adapt 

them to local circumstances, but highlights that the evidence of what works in 

this regard has been well documented. A local academic was commissioned 

to produce a review of the evidence for and against substitute prescribing. 

While an important and well-conducted review (McElrath, 2003), there was a 
range of existing studies that could have been examined to answer the 

questions more expediently. Perhaps more importantly, until that was 
completed any developments with regard to prescribing were put on hold.

The currently ‘manageable’ number of heroin users in the North of Ireland 
was a recurrent theme that appeared in discourse as a justification for not 
rushing into policy change. Meanwhile, those ever-increasing numbers of 

users in Ballymena were leading chaotic lives, and the wider potential 

societal costs of heroin use crept up.

7 mean the.research is in three parts., and I believe that 
substitute prescribing is something that we need very, very 
seriously to look at and address. And it’s something that we 
need to get right. Because there are too many examples of how 
it, you know, became a disaster. If you look at the figures for 
example, at parts of Scotland in the past number of years, and 
the higher number of deaths, that have been attributed to 
methadone than actual heroin. Em, you look at the leakage 
onto the streets and so on, so there’s a whole lot of things that 
need to be considered when you’re considering substitute 
prescribing, if you’re going to get it right. And I think that 
Northern Ireland has had a fabulous, you know, opportunity to 
get it right, because we’re not dealing with overwhelming 
numbers of people, we’re dealing with a group of injecting drug 
users and it’s manageable regionally, so we do have the perfect
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opportunity to get, to take time to look at substitute prescribing, 
and if it’s deemed that it’s necessary to get it right’
(Professional Respondent 5)

The delay in implementing change, and the perception of Northern Ireland 

being different, clearly produced a sense of frustration for professionals trying 

to help users in the location studied for the research. On the subject of 

substitute prescribing and the ‘we are different here’ premise, this respondent 

summarised as follows:

7 think we lack pragmatism., we didn’t even learn from Dublin 
which is on the same piece of land, it is even closer than the 
mainland. Well, do you know it was maybe a case of, its as if 
‘it’s a country with a different ethos in terms of religion we don’t 
want to go down that road’ right. We didn’t really look to 
mainland Britain either, or to Scotland, to learn the lessons, you 
know, that they experienced, because we are different here - 
what a joke'
(Professional Respondent 6)

‘And I’ve often been talking to professionals about this 
('substitute prescribing) here and they would say ‘urn, that’s 
England, very different’. And I’ve worked both in England and 
here and what I find is, the commonality is that sort of, a heroin 
user in England tends to experience identical problems to a 
heroin user in Northern Ireland. Now I’m not saying there isn’t 
differences, but there’s so many similarities it’s scary, em, and 
to be of the view that it would never work here ‘cause that’s 
England is really small minded, you know, and a bit of a cop out’ 
(Professional Respondent 3)

There was also a perception that the power to effect change was vested in 

too few individuals, some of whom were opposed to the ideas of harm 

reduction generally and substitute prescribing specifically. This has been 

noted by several authors, notably also in countries in transition. Subuta 

(2002) highlighted the difficulties encountered in post-Soviet countries in 

accepting the principles of Substitution treatment. The historically low 

prevalence of opiate use in the location was proffered as evidence, by some 

leading opponents, against changing the system. Others betrayed views 

which opposed the service in principle:
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7 mean there was a consultant psychiatrist that was at a 
National primary care conference, he opened it by saying ‘the 
reason we don’t have an opiate problem (In Northern IrelandJ is 
because we don’t have methadone’
(Professional Respondent 10)

‘don’t particularly favour maintenance. I think maintenance, you 
know, is not more than legal dealing in my view.’
(Professional Respondent 5)

Rationale was provided by some respondents to account for why this might 
have occurred:

‘They’ve (a local consultant psychiatrist name removed,) done 
something for a certain way for some time and they think it’s the 
right way. They have read months and months and months, 
years and years about the journals or substitute prescribing, and 
say ‘we’re not going to go down that route because I personally 
think it’s wrong’. Irrespective of the fact that maybe people are 
coming through the services, five, six, seven, eight, nine times’ 
(Professional Respondent 2)

‘Unfortunately what tends to happen in Nl, because of its 
parochialism, is that it tends to come down to certain individuals 
who have power, whether it be those who are creating policy or 
providing a service. These people were reluctant, for whatever 
reason, and I question it in terms of its morality and how it 
contravenes peoples, young people, at that’s right to have 
access to different treatments and so on. But I am also aware 
that a primary concern was that we didn’t want to be seen to be 
pouring money into services that were a response to a social 
evil that was self induced, if you like’
(Professional Respondents)

7 think, firstly, perhaps a number of people remain 
unconvinced that it really works or makes any difference at all. 
I would say that quite a few service providers working in the 
arena are possibly not convinced that it is the answer.
(Professional Respondent 1)

The disparity between service provision for local heroin users compared to 

that available to others in the UK was clearly evident from the information
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provided at the beginning of the previous chapter. The issue of this lack of 

equality was raised by respondents regarding substitute prescribing.

‘Now whether that’s about personalities or medical training or 
people wanting to stay out on a limb or not, I don’t really know. 
What I do know is that it is not giving people an equitable 
service. .. .injecting drug user living just across the water could 
get that service and over here they very clearly can’t, and when 
you start linking that into housing and social services, they’re 
saying people on prescription, substitute prescribing work 
significantly better than those that aren’t’
(Professional Respondent 2)

When asked about substitute prescribing, some other professionals 

interviewed were highly reticent about the possibility of its introduction in the 

area:

7 honestly couldn’t answer that because there’s such 
ambivalent messages about methadone. With some people it’s 
the answer, and other people say that methadone’s caused 
more deaths than heroin and therefore more dangerous’
(Professional Respondent 8)

There was also an acknowledgement that change can be too difficult:

‘People are very, very scared and they need to be not scared, 
but they need to be very clear about what they’re doing and how 
they’re going to do it’
(Professional Respondent 13)

The need for a more strategic view to service delivery in Northern Ireland 

was also highlighted, with substitute prescribing viewed as part of a more 

integrated care package for users of heroin.

7 think there has to be a much better thought-out structure in 
terms of substitute prescribing and maintenance prescribing, 
and a better structure in terms of the whole infrastructure 
around that in terms of tests, and there has to be a much better 
joined up service between what the health service and through 
GP’s, and inpatient treatment to community addiction, and I 
think there has to be a bigger development in terms of 
partnerships and communication between organisations and 
that, from my point of view, that is between criminal justice and
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the health. The control has primarily been in health over a long 
period of time, and I think it is very difficult for health then to see 
that there is a broader issue there and I think it is important that 
people have different focuses within this partnership., you have 
people whose job is purely to assist in treatment and 
counselling, so their focus isn’t about the crime and the criminal 
justice and the risk of re-offending and so on, but there needs to 
be a broader understanding by health professionals on the 
implications of addiction within the CJS and the other way 
around as well. I think what’s difficult to avoid, and I think that’s 
where things could be going now, is the whole drug thing seems 
to be becoming a criminal justice matter’
(Professional Respondent 12)

Heroin User Perspectives
Finally the lack of exposure to any substitute treatment led to myth-making 
about its effects among users.

7 heard it’s worse than the skag to come off and it rots your 
teeth and all’

(003 Male )

‘Saw this boy once when I was I Dublin, should have seen him, 
he was in a right state - his hair had fallen out and all., he’d 
been on the methadone for years’
(011 Female)

Others provided more positive comments on the utility of the treatment:

‘Something like methadone here might be good but I know 
people are scared of it. There are a few stories going round the 
town about it but some of it is from not knowing. . ’
(018 Male)

An official policy change to allow opiate substitution treatment finally occurred 

in February of 2003, after fieldwork for the study had been completed. 

Although pilot schemes were implemented that year, it took until 2004 before 

the service was rolled out throughout Northern Ireland. The level of 

opposition to that change, clear from the description provided above, is much 

clarified by the parliamentary debates on the issue (see Select Committee on 

Northern Ireland Affairs, 2003).
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The real-life difficulties in attempts to find solutions to engage supporters of 

harm reduction with advocates of an abstinence only approach have been 

documented elsewhere (Small, Palepu & Tysdall, 2006). Furthering those 

debates, Wodak (2006) highlights the local nuance of drug policy responses. 

It is clear, then, that these difficulties are not unique to Northern Ireland. Yet 
the perception that 'we are different here’ regarding heroin, failed to 

recognise the many commonalities with other locations experiencing heroin 

use and the potential for knowledge transfer. It also evaded the question of 

why established evidence on reducing harm through needle exchange and 

substitute prescribing (with appropriate checks and balances built in) were 

not assimilated and perhaps acted upon more quickly by those making 
decisions - again an issue raised in the context of other countries in transition 

(Donoghoe eta!., 2005). Certain artefacts of the Northern Ireland situation, 

notably its legacy of paramilitary violence, presented additional challenges to 

the service response, as will now be detailed in the following Chapter.
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CHAPTER TEN: PARAMILITARY VIOLENCE AGAINST THE
HEROIN USER COMMUNITY IN BALLYMENA

This Chapter highlights how one unique aspect of the Northern Ireland 

context, its legacy of paramilitary violence, affected heroin users in the 
location of Ballymena. The Chapter describes, both from the perspective of 

the heroin users and the professionals seeking to help them, the violence 

and intimidation perpetrated by the paramilitants. The impact this rough 

justice has on their day-to-day lives is explored, as well as the difficulties it 

presented in influencing their decisions with respect to service utilisation.
The chapter commences with scene-setting information on the historical role 

played by paramilitary organisations in Nl communities. By way of 

conclusion, it discusses the relationship between wider societal 
transformation in Northern Ireland and changing paramilitary influence in 
communities.

Ongoing Paramilitary Violence
The extant peace in Northern Ireland has been labelled as ‘imperfect’ and 
one in which ‘acceptable levels’ of ongoing violence still persist. Systematic 

beating, exiling (where persons are given 24 hours to leave their 

communities) and torture by paramilitaries are ongoing (Knox, 2002).
Despite the transition toward peace, paramilitary violence pervades in many 

communities where paramilitary groups have malign impact through their 

attempts to exercise control and to operate what amount to alternative justice 

systems (Cavanagh, 1997; Knox, 2002; Independent Monitoring 

Commission, 2004). The historic relationship between paramilitaries and the 

various communities in Northern Ireland is a complex one. Many 
communities have, for some time, not just tolerated but expected paramilitary 

input in the control of their area (Brewer, Lockhart & Rodgers, 1998; Dunn, 

Morgan & Dawson, 2000). Noted in Chapter Two was the hypothesis that 

the high levels of paramilitary involvement in many communities assisted in 

keeping drug markets under-developed in the North of Ireland. It has been 

argued that this communal cohesion was caused by a lack of national state
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legitimacy and faith in the police in some communities, and that as a 

consequence, paramilitary involvement in the social control of them was 

demanded (Cavanagh, 1997; Dunn eta!., 2000). However, this research 

also notes the fine line between acceptance of such groups and rejection by 

communities, and goes on to state that administration of too much rough 

justice risks alienating or reducing the paramilitant support base. Research 

has also indicated a lessening of support for paramilitary involvement in 

some communities after the cease-fires (Dunn eta!., 2000). Unfortunately, 

eliciting the views of the specific communities in which the research took 

place, regarding the paramilitary violence against heroin users, was beyond 

the scope of the present study. Although detail was not sought in interviews 

it appeared to be paramilitary groups from the loyalist tradition who were 

reportedly perpetrating this violence against heroin users, with mostly 

Protestant users targeted. Some Catholic users also reported being 

attacked.

The Day-to-Day Impact of the Paramilitaries in the Lives of Heroin Users

The extent and level of concern expressed by heroin users about the threat 

posed to them at that time by paramilitaries was notable. They were mostly 

raised by respondents as part of discussions about problems currently facing 

users in the Ballymena area. Issues highlighted by the heroin users were 

supported by comments made by professionals working in the area. The 

profile of the violence and intimidation reported by respondents was wide- 

ranging. It included punishment style beatings, systematic intimidation of 

users in their homes, paint bombing (where homes were attacked with home

made bombs filled with paint), petrol bombing and, in some cases, exiling 

from estates where users lived. Many reported varying incidents relating 

directly to themselves (n=18), while many more (n=27)3 recounted news of 

or commented upon some incident or event which had been perpetrated 

against a friend or relative, and appeared aware of the problems presented 

by paramilitarism in the user community more generally at that time.

3 The N does not add up to 27 as some users made note of more then one type of 
paramilitary activity in relation to them or their extended family
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Evidence of injuries was apparent on a small number of respondents when 
interviews took place. It was notable that respondents from more middle 

class neighbourhoods did not report any attacks in relation to property. 

However, one male respondent deemed to be from a middle class 

background (018) reported being assaulted.

Over a third (n=11) of respondents, all male, reported that they had been 

directly targeted and roughed up by paramilitaries. It must be noted that 

these incidents were of, varying degrees of severity and not all resulted in 
injuries. None of the female users reported that they themselves had been 

physically attacked. However, females in the general population are on the 
whole less vulnerable to personal physical attack than their male 
counterparts, as evidenced by crime statistics. For example, young men run 
a higher risk of being victims of violent crime (including assault) than any 

other group. According to the British Crime Survey, one in five males aged 
16 to 24 in England and Wales were the victims of violence in 1999. A similar 
pattern is evident from the most recent Northern Ireland data (French 2002).

The following extracts highlight the more serious incidents reported by 
respondents.

‘...I have been nearly killed. They put me in intensive care for a 
fortnight, they thought I was a goner, they done it to loads of 
people, I know it isn’t just me’
(002 Male)

Several other respondents reported similar stories:

‘The paramilitaries, I hear they will, the police I mean, will turn a 
blind eye [to users] but the paramilitaries are a different story, 
and they are the ones who are doing all the damage. One night 
in January there, I was walking up the road home, and they 
turned on me and beat the shit out of me. I went to casualty but 
they said it was just severe bruising and that I was very lucky 
because another person had been admitted the same night, he 
was on the skag [heroin] too and had been in a terrible way on 
life support and all’
(018 Male)
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Others users appeared to believe they had been fortunate to date and the 
beatings were almost viewed as an occupational hazard that came with being 

a drug user living in the area at that time.

‘I was beaten up by the UVF’ers [Ulster Volunteer force] twice, 
the last time wasn’t so bad there was a couple of months back 
and I just had to go in and getX rayed and that, there wasn’t 
much I needed fixed I had a broken nose but that is it, you take 
it, that’s the way it is’
(023 Male)

Some respondents talked about the constant targeting of users like 
themselves, and the feeling that they would continue to be under attack until 

the paramilitaries got a result.

7 was sort of got at one night, but I ran like hell before they 
could get me, and it felt like they shot at me like when I was 
running and that scared me shiteless. It is only a matter of time 
before they get me for real’.
(004 Male) ^

7 pay attention now, you know, when I am out and about and I 
keep all that in mind when I am making plans to score, you 
know, making sure I meet up the town where I know they aren’t 
likely to spot me, they mark your card as it were’
(005 Male)

There were also many users who reported that they constantly feared being 

beaten, although to date they had not been attacked.

‘Users are really scared, you know - they live in fear. Touch 
wood I have been ok, till now, but I am getting a bit worried to 
be honest, you know what these places are like - everybody 
knows your business and I would be worried..'
(001 Male)

Systematic Intimidation
A number of users both male and female also reported damage to their 

homes or in more cases recounted that the homes of a family member 

sometimes, cousins for example had been targeted. Two females and seven
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males highlighted this in their accounts. These they perceived as intimidation 
techniques, often used to force users to vacate their homes and estates. 

There was a sense of outrage that nothing could be done, and yet there 

appeared to be reticence on the part of users to report such incidents to the 

police. This appeared to be linked to fear of further activity against them as 
detailed here;

‘They’ve put people like me out of our homes, beat us up.., they 
watch people like me going in and out of town, they watch 
everything’
(024 Male)

However, In the case of the two female users who had children, there was an 

unwillingness to come forward due to fears of exposure to Social Services.

‘You are scared what else they might do, and with the wee uns 
[children] it doesn’t bear thinking about. I didn’t want to let on in 
case the social workers came sniffing round again’
(014 Female)

There was also a sense that the paramilitary groups knew how to play on the 
fears of the heroin community by utilising subtle and non-violent tactics, while 
also having the capacity for direct vandalism and criminal activity.

They put us out of our first flat, they started by coming round at 
night say if I was on my own or even when we were both here 
and just standing at the gate then they would come and ring the 
doorbell maybe a couple of times during the night. Then they 
spray painted the whole front wall with ‘skaghead’ and that ...by 
that stage my nerves were shot and we got re-housed to here it 
isn’t half as nice, he [her partner] was all for putting up a fight 
but I just wanted out of there’
(031 Female)

There was evidence of a feeling of ambivalence about police help to the user 

community. As was demonstrated above, some users appeared to perceive 

that they had more to lose by reporting such incidences, especially when 

there were additional concerns regarding children. Furthermore, there 

appeared to be a perception that there was little the police could - or would -
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do to apprehend the perpetrators. For example, after a beating incident, one 
user noted:

‘Police were helpful enough but I think they know who does this 
but can’t do much about it’
(023 Male)

Others were more critical of the police response:

’It’s like you desen/e it when you are a user it is like the police 
don’t really see you as a victim it is like you had it coming to you’
(022 Male)

Difficulties in Service Access and Treatment Adherence
Research has suggested that significant portions of heroin users are not in 
contact with treatment services (Frischer et al., 2001; McElrath, 2002). The 
various barriers to help-seeking among intravenous drug users have been 
well documented (National Institute on Drug Abuse, 2000). Often-cited 

barriers range from a lack of readiness, stigma associated with treatment, 
distrust and lack of faith in the services on offer. There are also factors 
concerning psychiatric conditions and psychosocial instability. For female 
users, there are the additional barriers (McLellan, Hagan, Levine et al., 1998; 
Marsh, D’Aummo & Smith, 2000). For example, for drug-using mothers, 
there are fears of the loss of dependent children if they seek help for their 

drug use. Finally, the social stigma for female users is also greater than for 
their male counterparts (Powis, Griffiths, Gossop et al., 1996). Measures to 

reduce drug-related harm require active participation by the users, such as 

return and collection of injecting equipment at designated pharmacies or 

clinics. Moreover, compliance with any service generally requires attendance 

at specific times normally in the working hours (if an outreach service is not in 

place). As is the case for many heroin users, the barriers outlined above are 

applicable to the users in the Ballymena area. However, for users in this 

location they have the added dimension of working to accommodate their 

fears concerning the paramilitaries. One example pertains to access to clean 

injecting equipment. As noted in Chapter Eight, after the phasing out of the
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TMNXS, two pharmacy-based exchanges were put in place. One of those 
pharmacies is located in the middle of an area known to be a paramilitary 

stronghold. Several of the users expressed major concern about accessing 
equipment from that location, which is of closest proximity to their home, due 

to fears that it was under surveillance from the paramilitary group.

‘This is quite a small nosy place like, and then you have the 
added crap of the paramilitaries and Harryville [the estate] is 
politically dodgy you know. I know quite a few ones who are 
saying that they would be too scared to go there, not because 
the police would be watching out for users, but the paramilitaries 
will’
(001 Male)

The difficulties prompted some users to suggest that they would rather share 

equipment or use blunt needles than attempt access from this location.

‘If it was going there or having a dig with my mate’s pin [needle],
/ think I would have to say nothing would drag me over there’
(Male 003)

There was also the difficulty caused by having to alter routine in an attempt to 
safeguard property and family from paramilitary threats, as demonstrated by 

the extracts below.

7 am afeard [afraid] of sleeping at night in case they come back, 
so I try to get some sleep during the day so that I am up at night 
to keep an eye. They paint bombed us the last time, but you 
are scared what else they might do and with the wee uns 
[children]... then I am shattered and the wee uns are late for 
school and I have missed another appointment and they think I 
don’t want help’.
(032 Female)

7 miss appointments here and there with the GP, and that even 
with the probation boy you know, which is while bad ‘cause I fall 
asleep. I am so knackered I am convinced they will come back 
at night, you see that is when they come’.
(003 Male)
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Professional Perspective
Several of the professionals interviewed confirmed paramilitary violence 

against the heroin user community as an ongoing and pervasive problem, as 
this extract from an interview with a local drug worker demonstrates:

‘For those at the coalface dealing with users of heroin, one of 
the major issues coming up time and time again, and maybe 
more important in their minds than lots of stuff we would be 
going on about, is the violence and intimidation against them 
[heroin users] from the paramilitaries. There is such a fear, 
there are such a sense of injustice that nothing has been done’ 
(Professional respondent 6)

The scope of the violence and intimidation described concurred with that 
reported by heroin users interviewed for the study. This is typified in an 
extract from an interview with one respondent:

‘So you talk to families who are being victimised because a 
cousin of theirs is a heroin user and the petrol bombs have 
come through the door. I asked [name removed] in Ballykeel II 
[a housing estate], to keep a community diary for a month to find 
out the amount of attacks. I was mainly asking to see how 
many community detox’s, how many community OD’s were 
happening. What did come out was that yes, that was 
happening, but that there were more people being petrol- 
bombed and intimidated and those kinds of things. Em, now I 
mean, it’s never a thing that I’ve got into, ‘cause I’m not going to 
put my neck on the line, but like I’ve raised the possibility of 
maybe moving the location of one of the new needle 
exchanges. They [the heroin users] are scared, because 
needle exchange punters came in and two doors up I think you 
have the UVF headquarters’
(Professional Respondent 10j

Professionals reported having to deal with the consequences of heroin users 

who were being intimidated out of communities by, for example, acting as 

advocates on their behalf to the Housing Executive, for re-housing and 

problems associated with keeping appointments due to physical assaults.

‘There would be some days [name removed] wouldn’t show up 
to the session and then the phone call might come a few days 
later to say he had been got to [by the paramilitaries] a few
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nights before, and what can you say? It is frustrating for all of 
us, maybe he was close to getting a place in detox... our hands 
are just tied. ’
(Professional Respondent 12)

There were also problems reported in getting forums or events involving 

users organised. For example, one respondent talked about trying to 

facilitate a treatment user group to provide input into future services:

We had to change the venue four times because of the fear of 
paramilitaries, they [the heroin users] feel they are being 
watched and all of them came in the end,... had cuts and 
bruises on them, ...I don’t blame them for being scared’
(Professional Respondent 14)

Heroin users are known to be a client group with difficulties, and in many 
cases compliance with treatment or probationary conditions proves 

challenging within the context of their chaotic lifestyle. Those professionals 
interviewed for this study that sought to help those with addiction expressed 
extreme frustration at having to deal with yet another extraneous hurdle 
posed by the activities of the paramilitaries against their client group.

‘it is always a bit fragile, you know, getting them to stay with you 
when there isn’t much on offer in the first place, but then they 
get beaten up again or they are frightened they are going to 
come back and put a petrol bomb through their ma’s window, 
and you just think, how much more complicated can this get?' 
(Professional Respondents)

Moving Forward
As a result of the peace processes, the various paramilitary groups have 

been forced to revise their raison d’etre. The informal policing of 

communities may have been reduced post cease-fires, but it remains to 

some extent (Dunn eta!., 2000). Fearing a dwindling support base and 

sense of control, it could be argued that at that time some paramilitary 

groups began championing the cause of what they viewed as a source of 

social evil in their communities, in an attempt to win back followers. The 

result is that heroin users became demonised by paramilitaries, as
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appeared to be the case in Ballymena. This sense of demonisation has 

been documented elsewhere, albeit at a more general level (Peretti- 
Watel, 2003; Bryan, Moran, Farrell eta!., 2000; Finnigan, 1996). As 

noted earlier, for the users in this location, the well-documented 

difficulties pertaining to service access are further complicated by the 

paramilitary threat. The importance of transport in relation to treatment 

attendance is often cited in the literature (Jacobson, 2004). In the area 

studied, although geographically small, respondents were observed 

taking taxis to treatment venues close to their homes, for fear of walking 
through areas where paramilitaries were known to be active - thus 
further adding to the cost of attendance.

The association between substance use and violence has been 
documented in treatment populations, and it is acknowledged that the 
connection is complex (White 1997, Boles & Miotto, 2003). While this 
substance use/violence nexus has been explored and theorised, it has 
mainly been restricted to intra-user/dealer violence (for example 
Goldstein, 1985), or aimed at heroin dealers. In the South of Ireland, for 

example, a wave of anti-drug protests and community vigilantism against 
heroin dealers took place in the 1980s (Bennett, 1998) and 1990s 
(Peillon, 2002). The violence against heroin users described in this 
chapter appears to be unique. Scholars have postulated that acceptance 

of violence per se was not uncommon in societies in which political 
institutions have emerged from war or conflict (Hayes & McAllister, 2001). 

An important postscript to that theory is that such support is largely 

transitional. Once the principle of orderly transfer of political power 
following democratic elections becomes established, support for violence 

fades (Munger, 1975). It has been argued, by some researchers and 

political figures, that the government has until now been turning a blind 

eye to such violence, in an attempt not to jeopardise the broader political 

process (Knox, 2002). However, that position no longer seems tenable, 

given the ongoing work of the Independent Monitoring Commission (see, 

for example, the Independent Monitoring Commission Report, 2004) 

which highlights the necessity to move on, from questions surrounding

198



breaking the conditions of the cease-fires, to a focus on the totality of 
illegal paramilitary activity, including organised crime, and the impact it 
has on individuals and communities in Northern Ireland.

In summation, the paramilitary activity against heroin users in this 

research highlighted a particularly unique aspect of the transitional Nl 
context and how that directly impacted on heroin users in the location 

studied. That situation could not remain indefinitely and indeed signs of 

change became apparent after fieldwork had been completed. The major 

changes that have occurred since data collection for the study are added 

in the next Chapter as an important post-script to the findings detailed in 
this thesis. Some of these relate to the reduction in paramilitary activity 
against heroin users in the location. These, and the implications of those 
other main findings presented, will be wrapped up in Chapter Eleven, 

which draws the thesis to a close.
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CHAPTER ELEVEN: CONCLUSIONS AND FUTURE DIRECTIONS

This Chapter aims to conclude the thesis by presenting a final summary of 
its core chapters, draw together the central messages to emerge and in so 

doing provide a contribution to theory development with regard to the 
introduction of heroin to new locations. The Chapter also serves as a post

script to data collected in analysed in the study, in that it describes the most 
recent developments and knowledge generated with respect to heroin use 

in the location of Ballymena, and of Northern Ireland more generally.

As highlighted in chapter two, despite exposure to community violence, 
poverty and social deprivation and close geographical proximity to locations 

characterised by established drug markets, throughout the years of the so 
called troubles (1969 until the mid-1990s) Northern Ireland appeared to 
resist the development of a drug trade. A number of hypotheses to explain 
the phenomena have been posited including the following:

• that strong community cohesiveness and a sense of collective 
efficacy in neighbourhoods throughout Northern Ireland, served to 
buffer the effects of deprivation and crime;

• that the historic and ongoing roles played by both loyalist and 
republican paramilitary groups in the informal policing and social 

control of communities hindered development of a drug market;

• that conditions (including high levels of community segregation) in 
Northern Ireland resulted in considerable restriction of movement, 
both within and between communities, which limited opportunity to 

engage in drug transactions;

and finally,

• added to all of the above, the highly active and visible military and 

police presence, which may also have served as a deterrent against 

the supply of drugs.

Conclusive evidence in support of a limited drug market throughout the time 

of the troubles is hindered by the absence of empirical research. However, 

from the limited information that is available, there appears to be no strong
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evidence to imply that drug use was a significant problem in the 1970s and 
1980s. The lack of studies it is suggested, were reflective a genuinely low 
level of drug use and an undeveloped drug market in the region.
Turning specifically to heroin, the few public health indicators available prior 

to the 1990s confirm that heroin did not have a significant presence on the 
drug scene. For example, the Northern Ireland Drug Addicts index noted 

that there were 32 persons registered in 1985 (cited in Murray, 1994) in 

1987; that number increased to 36, by 1990 still less than 50 persons were 

registered on the index (Department of Health and Social Services (DHSS), 
Northern Ireland Drug Addicts Statistical Information Bulletin Dec 1991).

The Government’s official drug policy throughout this period was to take a 

low profile approach. In fact, there is no evidence of any policy statement 
relating to the issue of illicit drug use in Nl before 1986 (DHSS, 1986). Drug 
education and prevention was given minimal coverage in Nl for fear that 
high profile action would kindle an otherwise low level of interest in drugs.

The cease-fires and beginnings of the peace process were accompanied by 
observable escalation in the profile of drug use in the region. Drug use had 
by then found its way onto the research agenda and a number of surveys 
reflected an upward drift in drug use generally. Importantly, a new policy 
statement in 1995 made note of the fact that heroin and injecting use were 

still not present in the region.

With the benefit of hindsight, there was firm evidence of change in respect to 

heroin around this period. As had occurred in other locations experiencing 

development of new heroin scenes, perceptive community workers 

anecdotally reported the introduction of heroin to certain communities. These 
reports preceded any evidence of an escalation in heroin use within health 

notification or law enforcement data. Also of note was that the media had 

already begun to chart developments regarding the introduction of heroin. 

One location in particular appeared to be outpacing the rest. It was not in 

Belfast - the largest and capital city of Northern Ireland - that evidence of 

change was most apparent, but in Ballymena, a comparatively small, deeply
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religious, provincial town with a population of approximately 60,000 located 
27 miles north of Belfast. Analysis of press coverage reveals that attention 

was drawn to heroin in Ballymena as far back as 1996, when a story about a 
heroin find in the Ballymena area hit the headlines in two regional papers. 

Overtime there was mounting concern expressed in the local press about 
what was perceived to be the rapidly growing heroin problem in Northern 

Ireland. However, it was stories about heroin use in the town of Ballymena 

that far outstripped coverage of heroin elsewhere in Northern Ireland.

In spite of recurrent media representations of heroin in the Ballymena area, 

The Northern Ireland Assembly minutes officially recorded: ‘At present there 
would not appear to be an injecting drug culture in Northern Ireland’

(Northern Ireland Assembly, Monday 26 October 1998). The press attention 
about Ballymena persisted and by 1999, notification data revealed 
unequivocal evidence of major change in patterns of use in the area. By the 
next year, 2000, notifications for the Ballymena area constituted over half of 

those for the whole of Northern Ireland.

Despite the more elevated profile of drug use, heroin users in Ballymena, 
as in elsewhere in the North, were still without the range of treatment 
services available elsewhere in the UK. The media highlighted the 
increasing difficulty placed on professionals tasked with trying to help 
heroin users, the growing public concerns over heroin use in the area, 
and the urgency for better and more treatment options for heroin users.

As it turned out Government took until 2001 to sanction seven needle 

exchange schemes throughout Northern Ireland - two of which were 

located in Ballymena.

Even though a very interesting context was provided by the location of 

Ballymena, no studies explicitly examining the development of heroin use 

there had been conducted. With a decision to investigate heroin use in this 

location made, chapters Three and Four provided detail on the steps taken to 

construct the methodology and method for the current study. An overall
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qualitative methodology was selected because it had capacity to yield the 
breadth and depth of information required. The knowledge base on heroin 

use generally in Northern Ireland was not sufficiently developed to allow for 
the construction or interpretation of meaningful structured questions on which 

a larger scale quantitative study could be based. Even if those questions 

could have been developed, the options available for case identification and 
the construction of practical sampling frames would never have been of the 
type required for representative sampling.

Out of the available qualitative methods, a case study design was selected. 
Case study can be applied to individuals, to organisational groups, to national 
policies or events. It therefore seemed a suitable means of researching the 

introduction of heroin in the location (the event). The unit of analysis (in this 

case the town of Ballymena) would provide for sufficient breadth and depth of 
data to allow the research questions to be adequately addressed. Case 
study therefore seemed an ideal methodology when a holistic, in-depth 
investigation, such as that needed for the current study, was required and 
comprised of interviews, observation, documentary and media analysis. The 
case study was emergent in its method, ongoing analysis of data assisted in 
ensuring that data collection was responsive to emerging themes. Reflexive 
practice on the part of the researcher also attempted to ensure maximum 

rigor and relevance of data collected.

The rest of thesis essentially set about constructing the story of the 

introduction of heroin to the location of Ballymena as experienced by a 
range of individuals interviewed, and whatever data could be gleaned from 

documentary sources. Chapter Five, served to highlight how Ballymena 

was a town of contrasts. Many aspects of the location rendered it an 

unlikely one to emerge as a leading venue for heroin use in Northern 

Ireland. Its twenty-seven officially recognised places of worship, had earned 

the town the reputation of being the centre of Northern Ireland’s ‘Bible Belt’. 

Furthermore its overall area characteristics presented it to be one of the 

least deprived in the North of Ireland. However, there were also pockets of 

considerable deprivation and the level of sectarian tension in the town was
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noted as an enduring problem. With all its contrasting characteristics, this 
town emerged as a forerunning venue for heroin use in the North of Ireland.

Chapter Six, drew out the characteristics of the sample of heroin users 

interviewed for the study. It revealed many (but not all) of the 22 males and 
9 females in this study had characteristics that rendered them vulnerable to 

drug use. Most, were currently unemployed and had been for some time, 
had left school with few if any qualifications and began their drug careers 

quite young. Some had histories of being in care or experienced ‘one off 
traumatic events, to which they attributed their drug use. The majority of 

males and females interviewed had significant previous drug use histories, 
before using heroin and were part of friendship groupings or networks were 
drug use had become the norm. The development of a local club scene, at 
the time, appeared as a significant feature in the lives of a few of the users, 
notably those from higher income families. Data from professional 
respondents also revealed a perception that the location had a vibrant drug 
using scene, where availability was perceived to be good.

Chapter Seven, moved on to chart the introduction and later progression of 
heroin to the location. This was constructed from the initiation stories of 

heroin users interviewed and complimented evidence derived from interviews 
with professional and community respondents. Accounts highlighted that 
with one exception, respondents all initiated their use of heroin in Ballymena. 

Earliest initiates dated their first use to 1994/1995. Key themes to emerge 
from user’s accounts of their first experiences, ongoing use, first injection and 

current use of heroin were as follows. The first was the relative youth of 
respondents when they first initiated their use of heroin. This, it was 

suggested, had a bearing on the contexts and social influences surrounding 

their first use of the drug. The age of onset may, in part, explain some of the 
lack of gender variation in accounts of first use of heroin. For example, few 

of the females were living with partners and what led them to heroin 

appeared to be their involvement in a social scene that encompassed drug 

taking. Furthermore, some experiences appeared peculiar to those in the 

sample who were the earliest to use the drug in the location. Accounts of
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those male and female early initiates highlighted naivety surrounding heroin 
including the phenomenon where heroin was introduced to them as another 
drug called skag. For a smaller number there were feelings of being duped 

into using heroin as a consequence of this rebranding as skag. Also of 

significance, regardless of timing of initiation, but linked to the novelty of 
heroin to Northern Ireland, was that the progress of heroin uptake was 

facilitated by factors related to smoking rather than injecting of the drug. Also 

of importance that progress of heroin throughout the location appeared to be 

facilitated by the existing drug using networks in the location.

After initial experiences with heroin, accounts revealed that heroin crept into 
the lives of respondents at variable but progressive pace. Reflected were the 

initially positive experiences and the excitement surrounding heroin and the 
social or group activity that surrounded its use. Transition to injecting was 
reflected by some as an evitable step to accommodate the increasing cost of 
heroin. It also appeared that because older more experienced teachers were 
not in abundance because of the newness of the outbreak, that early initiates 
alluded to a lack of injection know how. Most injections of other persons 

were undertaken by males.

The present profile of drug use among the sample revealed them to be 
mostly current daily users of heroin. Health risk behaviours were ongoing 

and an overall lack of stability a feature of many, but not all of the heroin 
users lives. For example one respondent demonstrated that she now 
injected heroin only occasionally. In addition juxtaposed with the deviant 

lifestyles reported by users were glimpses of everyday activity. Particularly 

caring responsibilities were highlighted in the case of several female and one 

male respondent.

Note was made of the importance of acknowledging the inherent complexity 

involved in both eliciting and interpreting drug use histories. Data can be 

affected by interviewer characteristics and the level of recall of past events. 

Additionally, previous research has highlighted the tendency for users to 

present accounts that downplay their motivation or own agency in drug
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taking experiences to present themselves in a better light (see Pearson, 
1987; Plumridge & Chetwynd, 1999). Crucial to this is recognition of the 
highly stigmatised nature of heroin use. Discussion of these factors within 

the current research was provided. Auto-biographical markers appeared to 
help users locate their use in time and place. An example was provided of 

the possibility of more socially desirable presentation of behaviour in the 

case of early initiates of heroin and the issues surrounding lack of 

knowledge. There is always a possibility that these earliest initiates 
attempted to exonerate themselves by reporting naivety and being duped 
into taking heroin. However the unique context and circumstances provided 

by the location and corroboration from professionals left some room for 
acceptance of the veracity of their accounts.

Chapters Eight and Nine detailed the difficulties presented by that initial 
introduction of heroin to local support services in the location. A lack of 
knowledge concerning heroin, and of personnel skilled and experienced in 
dealing with opiate use led to the perception that the initial service response 
was inadequate and at times stigmatizing in nature. Additionally, data 
highlighted a perception that policy makers and some service providers had 
difficulty in acceptance that no one way exists for treating heroin addiction1. 

Accordingly there were problems encountered in moving toward a broader 
based treatment service that allowed elements of harm reduction to exist 

alongside those promoting abstaining. The problems that occurred in 

attempts to move policy away from an almost exclusively abstentionist 
model, toward one that also included harm reduction were reflected by 

professional and community respondents interviewed. The implication of 
the slow pace of change was that heroin users in this location were, for 

several years, not permitted to have the same types of treatment as those 

available for their counterparts in other UK jurisdictions. Data also 

highlighted the phenomena whereby a spontaneous harm reduction 

initiative emerged, despite the policy environment, driven entirely by local

1 As already highlighted in chapter four the key policy maker in Nl at that time was 
interviewed for the study. However, despite several requests by the researcher, the local 
consultant psychiatrist declined participation. The researcher therefore made every effort to 
ensure coverage of that point of view but was unable to obtain it
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need: a service which was much appreciated by those in receipt of it, and by 

other front line professionals operating in the area. The Northern Ireland 

context formed an important backdrop to much of the discussion of research 

findings throughout the thesis. The very direct implications of the Northern 

Ireland conflict and overall legacy of violence were perhaps nowhere more 

apparent than in Chapter Ten, when paramilitary violence against the 

heroin-using community was clearly described. The complexion of the 

activity appeared to vary slightly by gender and class, however the issue 

appeared as a concern at that time for many individuals interviewed. This 

affected the every day lives of users, for a period of time, and also impacted 

to an extent on the operation of services that had been set up to help them.

Theoretical Developments

So what can the analysis from this research contribute to the knowledge 

base concerning heroin outbreaks in locations experiencing them for the 

first time? As noted in Chapter Four, the case study was not guided by 

existing theory but rather was emergent in its design. Accordingly, the aim 

was for the study to yield interesting new theoretical developments with 

regard to the introduction of heroin to a new location. Detailed below are 

the conceptual propositions derived from the detailed analyses of the 

current research findings that have capacity to offer insight that is potentially 

of benefit to further work.

Dimensions of the Outbreak
The development of heroin use within any location is highly complex2. 

However, an important finding to emerge from this study is that an interaction 

between past and present, and individual and structural level factors appear 

central to its understanding. Individual level data are conceived of as being 

related to the persons engaged in heroin use in the area, while structural

2 It is acknowledged that the scale of this study and the paucity of local data from which to 
draw upon, when combined with inherent dangers created by researching paramilitary 
activity mitigated against comprehensive coverage of all potential dimensions relevant to the 
introduction of heroin to this location.
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level variables refer those at a more macro level such as those relevant to 

the prevailing drug market or drug policy.

Figure 11.1 Inter-related dimensions of the outbreak

PAST

HEROIN
USEINDIVIDUAL

LEVEL STRUCTURAL
LEVEL

PRESENT

Factors that Facilitated the Introduction of Heroin
A central product of the historical conditions (past/structural) in Ml was a 

lack of awareness about heroin among persons initiating (present/individual) 

and professionals within the addiction services. When set against the 

backdrop of rapid developments occurring in the more contemporary drug 

market (present/structural), this knowledge deficit assisted the progress of 

the heroin outbreak. Notable in this equation was the role played by the 

route of administration (smoking) of heroin. This hitherto unknown method 

of use proved pivotal in the introduction and development of heroin in a 

number of ways. First, because it inadvertently contrived a disassociation 

with injecting drug use, it allowed for the introduction of heroin as another 

drug, ‘skag’. Second, for similar reasons it also served to obfuscate the 

boundaries between heroin and drugs becoming available as part of the
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burgeoning recreational drug market. Third, it led to a perception that 
heroin could be taken in a safer or less addictive way.

Availability of heroin within the local drug market (present/structural) and 

opportunity to use also emerged as essential ingredients for the occurrence 
of an outbreak, so too did the need for a population of experienced and 

networked drug users. In this case, it appears that existing networks (where 
drug use was already the norm) became effective agents for the initial 

introduction and subsequent progression of heroin in the outbreak area.
Data suggest that this may be an even more important variable when 

persons initiating are relatively young, thereby being most sociable and 
most susceptible to peer effects regarding their drug use. As patterns of 

drug use and demands of addiction changed among members, for many 
these networks also fostered the development of injection practice within the 

outbreak location.

Figure 11.2.represents a model of the range of factors noted as relevant to 
the occurrence of the outbreak. These are arranged according to their 
past/present and individual/ structural dimensions.
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Figure 11.2

PAST PRESENT

Individual

Vulnerable young people

Experienced drug takers Non-heroin wise initiates

Pre-existing drug-using networks Young and socialising 
drug users

Heroin smoking

Structural

Underdeveloped drug market Burgeoning drug market

Negligible heroin market Lack of Knowledge 
among addiction profession 
about heroin when it emerged

Low profile drug policy Although amended no 
change in policy to 
accommodate opiate use

Abstinence model - Limited care options for 
heroin users

- Difficulty in integrating harm 
reduction along side still 
prevailing philosophy of 
abstaining only

Political violence Paramilitary activity - heroin 
users
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Data also revealed that artifacts of local circumstance can influence the 
escalation of an outbreak and shape its development. Notably, in locations 

such as this, experiencing significant heroin use for the first time the initial 
stages of an outbreak may occur without the presence of a cohort(s) of 
more experienced users. This means there are no visible examples of 
people suffering the ill effects of heroin addiction to inform local stories, 

potentially important in influencing the uptake and progression of heroin 
use. Moreover, as addiction progresses the lack of experienced users may 

effect levels of injection know- how among the cohort of first initiates to 
heroin.

Factors that Influence Outbreak Effect
How the demands created by the introduction of heroin are responded to 
can shape the outbreak and its effects in a given community. For example 
a swift and integrated response might mitigate the potential effects (public 
health, criminological) of an injecting opiate culture in a community. In this 
case the legacy of the historical drug market and policy response (low 
profile, no significant opiate use, dominated by treatment for alcohol) led to 
a range of factors which led to problems in responding to the needs created 
by the introduction of heroin. These are described here as exacerbators. 
On the other hand are factors that potentially ameliorated the potential 
harms created by heroin, these are described as moderators.

Exacerbating Factors
Drug policy predicated on relatively low levels of drug misuse and certainly 

not inclusive of heroin, remained in place for several years after heroin use 

became evident within the location. While there were reasons why this 

occurred, the impact of this mismatch between old and new was clear.

Addiction professionals were primarily experienced in treating disorders 

related to alcohol and data revealed a perception that a culture of stigma 

characterised the early service response to heroin. Further, the promotion
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of a philosophy of abstaining only, among several leading medical 
practitioners and policy makers meant that in practice there was little 
variability in care pathways for users who presented for assistance with their 

addiction. It took considerable time for change to occur and move toward a 

service model that allowed harm reduction services to co-exist alongside 
those which promoted only abstaining. The effects of delay and the 

prevailing lack of choice coupled, with the increasingly apparent lack of 
efficacy of the existing option (detox and abstinence) was evidenced by the 

continuing heroin use, risk behaviours of users, the growing frustrations of 
many tasked with helping them and the potential impact upon on the 

surrounding community (increased crime in local area, risk of infectious 

disease).

There may also be conditions that are entirely unique to the context created 
by a new heroin outbreak in a given location. In this case, a further 
exacerbator was linked to the interaction between a feature of the past 
(political violence) and a condition of the present (novelty of heroin use). In 
this case paramilitary activity perpetrated against heroin users within the 
area of study. As demonstrated this violence, for a period of time, 
compounded the difficulties of heroin users in the location, as well as those 

offering treatment and support services.

Moderating Factors
Activism on the part of progressive practitioners appeared to play an 
important intermediary role in response to the new outbreak situation. In so 

doing such behaviour can be viewed as playing a moderating role. This 

activity was not sanctioned by the statutory sector but was necessary to 

address the emerging need. This took the form of the temporary needle 

exchange service, organizing instigated by a group of local general 

practitioners to inform themselves about best practice elsewhere (as further 

detailed below),and even that by religious organisations to provide some 

additional support to heroin users in the area. This action served to, even
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temporarily, address some of the gaps existing within the service response. 

It was also arguably instrumental in effecting eventual change.

Post-script
Since the data collection for the fieldwork took place, several notable 

changes occurred relating to heroin use in Ballymena and in Northern 

Ireland more generally. To construct this post-script, the researcher 

contacted two of the professionals interviewed for the study, to verify and 

elaborate upon data gleaned from policy documentation and research 

publications. It appeared that since 2003 onward, there were significant 

drug policy advances in Northern Ireland. A review, completed in 2002 by 

McElrath (McElrath, 2003), clearly reiterated international evidence in 

support of substitute prescribing and recommended bringing Nl in line with 

the rest of the UK in this regard. A local drug counsellor confirmed the 

significance of that report in formally assisting change. However, he 

suggested that the decision to reverse the non-prescribing mandate was 

also achieved with a potent combination of lobbying on behalf of users and 

the very practical action orchestrated by local practitioners in the Ballymena 

area. Between 2002 and 2003, local agencies and General Practitioners 

simply stopped recommending detox as the only viable option for the 

treatment of heroin users. Faced with the reality of the need to expand the 

existing system, the key consultant psychiatrist in the area also ultimately 

moved to support change. Eventually, in February 2003, substitute 

prescribing was officially sanctioned in the North of Ireland. Although pilot 

schemes were implemented that year, it took until 2004 before the service 

was rolled out throughout Northern Ireland. In the case of Ballymena, the 

existing Community Addiction Service, in liaison with the local consultant 

psychiatrist, set up a twice-weekly prescribing service. As well as coming 

for a script, users were seen by project staff and availed of other services 

(notably counseling) on site. A joint Probation Board for Northern Ireland 

(PBNI)/Northern Health and Social Services Board funded project was also 

funded within the Community Addiction Team, here for example PBNI 

clients, identified as using opiates, would be offered an assessment by the
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treatment service and, as a consequence, have an introduction to the 

treatment on offer. Perhaps associated with this, the level of media 
reporting on heroin in the location of Ballymena has reduced in more recent 
years. A local drug liaison officer (from the Ballymena District Command 

Unit) recounted the dramatic difference made by the implementation of 
substitute prescribing in the town. Heroin users were no longer ‘so in your 

face’ as he described it. The effect of CCTV cameras installed in the central 

shopping area (in response to the high levels of drug dealing and 

shoplifting) also contributed to a feeling that the town was no longer 
besieged by heroin users.

So too had paramilitary activity against users abated over more recent 

months. Moreover, in the interim, treatment services in the location had 
responded in a very pragmatic fashion to the problems of violence and 
sectarian tension in the area. For example, a second site for substitute 
prescribing (to accommodate heroin users from the Catholic community) 
was opened in the North of the town, in response to reports of users feeling 
intimidated when using the initial location. A further example included 
dialogue between a General Practitioner and a local paramilitary leader, 
with the GP asking that the paramilitary organisation discontinue threats and 
intimidation against his patient (Flannagan, 2005).

Recent research conducted by the University of Glasgow generated 

estimates of the prevalence of problem opiate use by Health and Social 
Services Board Area in Nl (see Hay et al., 2006). In contrast to the 

previous, ‘regional’ prevalence estimate produced in 2002 (McElrath, 2002), 

these were based on Health and Social Services Board (HSSB) areas for Nl 
(see Table 10.1 below). The research estimated that there are 1,395 opiate 

users in Northern Ireland in 2004. This corresponds to 1.28 per thousand 

population, aged 15 to 64.
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Table 11.1 Estimated number of opiate users by HSSB area

Area
Population

(15-64) Known Estimate 95% Cl
Eastern 430,909 207 725 462 1,308
Northern 278,371 200 360 289 472
Southern 199,438 45 130 54 480
Western 182,272 58 180 87 656
NORTHERN
IRELAND 1,090,990 510 1,395 1,3161 1,9101

Source: Hay eta!., 2006

The research indicated that the Northern Board Area where Ballymena is 

located has the second highest prevalence of heroin users in Northern 
Ireland. The Eastern HSSB has the highest figure. A particularly interesting 
observation was made about the location of Ballymena by the authors.
They concluded that while Ballymena still does have higher prevalence of 
heroin use than many places in Northern Ireland, that its heroin using 
community is fairly visible in terms of contact with treatment services. While 

it is not impossible that a remaining 'very hidden’ population of opiate users 
exists, it seems unlikely. There does remain a marked difference in the 
estimated proportion of drug users known to treatment in the Ballymena 
areas as opposed to the rest of Nl. For example, it was estimated that 75% 
of opiate users in the Ballymena area were known to treatment. That figure 
is not only high compared to the Nl average (30%), but to other parts of the 

UK, where it is typically around 40%. One interpretation would be that 
Ballymena’s drug services have been increasingly successful in engaging 

with the town’s relatively stable and established heroin-using community. 
Local media seized on data from that study to suggest that Ballymena could 

be used as a model for other locations in dealing with heroin use. Ulster 
town could be drug research model’ (27th April 2006, Newsletter). This 

headline provides such a stark contrast to those in the late 1990’s 

recounting tales of the horrors of heroin: A Plague in God’s own town’ 
(28th August 1998, The Irish News).
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Even though it is possible that a highly hidden population of heroin users 
still exists in the location, the results of the study are suggestive of a latter- 

day success in engaging users in treatment. This must be taken as a 
positive step. However there is still considerable room for improvement not 

least with regard to needle exchange facilities. Indeed the public health 
legacy of the initial delay in service implementation is yet to be revealed. 

While IDU-related HIV transmissions in Northern Ireland remain very low 
(only around 3% of total HIV infections, Health Protection Agency, 2005), 

there have been substantial rises in the number of persons infected with 

Hepatitis C in Northern Ireland where injecting drug use is a known factor 

(Health Protection Agency, 2005). It is encouraging that a ‘Strategic 
Framework and Action Plan for the Prevention and Control of Hepatitis C in 
Northern Ireland’ was drafted and put into effect in 2004 (Department of 
Health Social Services and Public Safety, 2004). However, the success of 
that campaign may be limited by the still-developing and restricted nature of 
some services in Nl. The UKHRA for example, in their response the 

strategy, noted that

‘the targeting of injecting drug users would require that the 
existing services provided to this group be significantly 
developed. Services currently in place are still in their initial 

phases of development and do not engage with a sufficient 

proportion of those currently injecting drugs, to facilitate an 
effective information campaign. Opportunities to provide 
injecting drug users on information about Hepatitis C are being 
lost by the poor provision of needle exchange within Northern 

Ireland. While pharmacy based needle exchange provides an 

essential service to drug users, the failure to expand needle 

exchange to out-reach, primary care, drug arrest referral, and 

statutory and voluntary agencies providing services for drug 

users is reducing opportunities for drug users to receive 

lifesaving information and advice outside of a pharmacy 

environment. There is also a large group of people who have 

used drugs intravenously in the past but no longer do so. This
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group will be much more difficult to reach and some thought 
needs to be given to how these individuals can be provided with 
information/testing without stigmatizing them.’

(UKHRA 2004, page, 2)

An important, final question posed by the research, then, is what messages 

might be learnt from the Ballymena experience to provide insight to other 
locations experiencing significant uptake in heroin use for the first time?

Messages and Implications
Policy & Practice - An important inference gleaned from the research 

findings (particularly in chapters eight and nine) was that a lack of clarity 
and expedience in policy development created a service vacuum, which 
potentially compromised both public health and the health and welfare of 
individual heroin users in the location. Wodak (in 2006) noted that all drug 
policy is local. Indeed a highly local tenor appeared to epitomise the early 
Nl policy response to heroin. This equated to a regionally variable reaction, 
which for some time facilitated the medical professionals who led the 
addiction scene to implement their own system of treatment. This system 
did not offer choices in the treatment for heroin addiction and for some time 

did not include any harm reduction as a viable option for users. Some 
researchers have argued that a drift in policy and service development may 

be attributed to the fact that it was occurring in a milieu characterised by 

lack of accountability for policy decisions, created by the on/off nature of 
Northern Ireland’s devolved assembly (Parker, 2005). As recently as 2005, 

another location in Northern Ireland that was evidencing upward trends in its 

heroin prevalence became the subject of court proceedings, where heroin 

users successfully fought the local consultant psychiatrist and the Board for 

withholding alternative available treatment (Madden, 2006).

A central lesson in relation to policy, then, is that an evidence-based, 

consistent approach to policy and its operationalisation is fundamental to
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the success of efforts to tackle heroin use in any location. Without it, in the 
case of Nl, there is potential for more of the same to occur in every location 
in the region that experiences significant upturns in heroin use within its 
drug market. It is hoped that in Nl the New Strategic Direction for Alcohol 

and Drugs leaves significant room for optimism in this regard. This New 
Strategic Direction was launched in October 2006. The new direction is 

ambitious in its scope and will be watched with close interest by those 

delivering services for heroin users. The replacement of four Health and 

Social Services Boards with one new strategic health authority may assist in 
creating more consistency in approach.

Noted in the research (Chapter Nine) was the strength of a pragmatic 

needs-led response to heroin by some more innovative local health and 
social care workers. Through the example of the TMNXS and the efforts of 
local general practitioners, it appears that much of the change that occurred 
was driven from the bottom up. How, for example, the TMNXS arrived at a 

locally sensitive solution to heroin use was an interesting case study in its 
own right. While international and national experience and evidence must 
always be used to inform policy and treatment decisions, so too should 
available local data not be overlooked, as it may provide an important key to 
fine-tuning interventions in order to adapt them to home-grown 
circumstances. For example, further development of treatment modalities 
such as outreach facilities seems imperative for a host of reasons, including 
the facilitation of users who are intimidated when utilising existing services.

In a more general sense, the importance of expedient and broad based staff 

development and training to provide appropriate treatment to those in need 

also appears to be an important message. Such training may have 

ameliorated some of the initial problems encountered in the early days of 

service development in Ballymena. Derived from the findings presented in 

Chapter Six, with respect to drugs education, prevention and early 

intervention, it appears that Northern Ireland would be wise to upscale the 

level of input provided, with reference to heroin and infectious disease that 

can result from injecting use. While it might seem unlikely that heroin could
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be marketed under the guise of another name in any other location, in 
Northern Ireland (or elsewhere), it is still not beyond the realms of 
possibility. For that reason, the importance of emphasising potential street 

names and, importantly, the addictive properties of heroin (regardless of 

route of administration) seems essential to disentangling heroin from the 
increasing range of other drugs available for consumption by young people. 
Early intervention to prevent transition from smoking to injecting may also 

prove important, if the comparatively low level of infectious disease in 

Northern Ireland is to be maintained. On a more general note, Nl has to 

date never had a public information campaign regarding heroin. While a 

level of stigma will always remain surrounding heroin use, a more educated 
public attitude and a greater understanding of the issues presented by 

heroin use may lead to better public awareness and support of the need for 
treatment and harm reduction services.

Research - Central to informing policy and practice is the building of 
research knowledge and capacity in the region. Peer reviewed publications 
concerning heroin in Northern Ireland remain limited. The range of research 
approaches utilised has been equally restricted. Ethnographic research in 
particular has been undeveloped possibly as a consequence of the still 

palpable sectarian tension and violence in many communities). If an 
ethnographic tradition is to be built with time, research funders and 
sponsors will have to remain mindful of the legacy of NTs conflict, as well as 

of the wider risks posed to the personal safety of researchers when 
conducting research on illicit drug use (as highlighted in Chapter Four). On 

a more strategic level, a key question is whether the onset and course of 

future heroin problems could be predicted, thereby allowing hotspots to be 

highlighted, new drug use patterns to be identified and service responses 

targeted accordingly. Although the UK has seen significant advances in 

knowledge since the onset of its last major heroin epidemic, it still falls short 
of achieving successful early warning systems (Parker et a!., 1998). What is 

in place in Nl is less well-developed again. It is only as recently as 1999 

that Northern Ireland had its own database of treatment episodes (Drug
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Misuse Database), as discussed above, which has been in place for over a 
decade elsewhere in the UK.

In comparison to the situation in the UK, the US has a more comprehensive 
drug use early warning network, comprising Drug Abuse Warning Network 

(DAWN), Arrestee Drug Abuse Monitoring (ADAM) and PULSE CHECK 

(Parker et ai, 1998). The purpose of DAWN is to monitor trends in drug- 

related episodes and deaths derived from Accident and Emergency and 

Coroner’s Office data (Substance Abuse and Mental Health Services 
Administration, 2002). ADAM provides a snapshot of the extent of drug use 
among the criminal justice system population, based on urine testing of 
arrestees (Hunt & Rhodes, 2001). Finally, PULSE CHECK reports on 

discussions with a wide range of ethnographers and epidemiologists 
working in the drugs field (Office of National Drug Control Policy, 2001).

Parker and colleagues (1998) drew attention to the lack of comparable data 

sources in the UK. Additionally, they argued that even with more 
sophisticated manipulation of current systems, the best that can be 
achieved is a jigsaw of secondary indicators. Again, Northern Ireland falls 
short of even that. NEW-ADAM (New English and Welsh Arrestee Drug 
Abuse Monitoring) is operational in several places in England, Wales and 

Scotland (Bennett, 2000; Bennett, 1998). It is only since 2005 that similar 
pilot projects have been put in place for Nl, and it would seem sensible that 

they are rolled out to Northern Ireland more generally. One of the benefits 

of such a program is that it would provide data comparable with other 

regions of the UK and the USA (e.g. Taylor & Bennett, 1999). In the longer 
term, Northern Ireland and elsewhere in the UK should consider operating 

other systems comparable to those in the US, such as DAWN and PULSE 

CHECK. These would all assist in providing a forewarned and hopefully 

more systematic response to emerging trends in drug use

In summation, Northern Ireland’s society and its drug market is still in 
transition post-conflict. The wax and wane of its new devolved government
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has been accompanied by major shifts in the nature and extent of health 
and social care needs presented. Specifically, important changes have 
been engendered by the introduction of heroin to the location in a significant 
way for the first time. Health and social care systems, and wider society, 

have struggled to respond to this new type of illicit drug use. Developments 
have been noteworthy and, given the low baseline from where they 

commenced, remarkable in some ways. However, they are still in the 

enviable position of having the benefit of years of research from elsewhere 

to draw upon to inform future directions. Lessons might include the 
recognition of the need for varying ways of responding to heroin use, and 

also that close monitoring of substitute treatment initiatives is important to 

ensure that the hope of eventually getting heroin users off the drug is not 
lost along the way. As it stands however there is still some way to go before 
Northern Ireland achieves parity of response with other locations in the UK 
and Europe in addressing the individual and public health needs presented 
by injecting drug use.

221



HEROIN USE IN BALLYMENA 
INTERVIEW GUIDE

PART ONE

Eligibility check

Age? O

Current user? D

• Thanks again for taking the time today to help me with my 
research. I am from QUB doing some research on heroin use in 
Ballymena, I am not part of the youth service, and I have nothing 
to do with police, your GP, social services or any other agency. The 
research project is looking at heroin users in the Ballymena area. I 
will tell you a bit more about the sorts of questions but first I want 
to stress that

• Everything you tell me is totally confidential. That means I will not 
pass on any information to anyone else. I will not be writing down 
your name so

• Everything you tell me is also anonymous.
• You can stop me at any time if you don't feel that you want to

keep going with the interview

What we will be doing: I will be asking you to tell me something's
about yourself.
• The area you live in
• Living arrangement (who you live with etc)
• Your family/friends and social life
• Your drug use over time leading up to taking heroin
• Your current heroin use
• What health/social services you currently get



• What you think are the major problems facing heroin users in the 
area

And to give your views about things like
> Your perceptions of the Ballymena drug scene
> What services you think are needed for people in your 

circumstances in Ballymena
I also want to let you know that I would like you to raise anything 
else you feel is important to discuss throughout the interview and if 
that means not talking about what I have outlined that is absolutely 
fine. There are no right or wrong answers and you don't have to talk 
about anything you don't feel comfortable with. You can bring up 
other issues as we go along.

Does this seem ok with you?

Any questions you would like to ask me?

Happy to proceed?



ID Number:

Date: /

Time Started:
Time finished:

Gender M/F

DOB □□□□□□

Race/ethnicity: (write in)

/ /oi

Marital/partnership Status: (write in)



Some Background Questions About Where 
You Live

1. Were you born here in NI?

la. Have you always lived in 
Ballymena? (If not where else?)



2C. Who are you living with now?

2d. In what area of Ballymena do you 
live? (assure them that this is being used 
only for area level information.



2e. Current living arrangements? 
(prompts with parents, family, partner 
etc)

3. Any children?
(prompts with them at the minute, how often 
see them



Some Questions about Employment and 
Money ?

4. You are not working today do/have you 
ever worked for money?
Prompts (If yes what do you do? How long 
have you been doing this? If no ever worked?

5. Benefits?
(prompts- Income support/Job 
seekers/incapacity benefit?)



6. Do you usually get money from any other 
means?
(Prompts: Dealing/stealing etc)

7a. (If yes) Would you mind telling me how 
much would you get in an average week ?



8. Could you estimate for me how much you 
spend on drugs in an average week?



9. Ask about Education 
experiences/qualifications?



Some questions on friends and family

Family
10. How is your relationship with your family? 
living with them etc

11. What about friends you have living locally?
(prompts: Users /non users etc)



Some Questions About Your Drug Use

12. I am interested in your heroin use now but 
also drugs you have taken in the past. I want 
to recollect for me as best you can what drug 
you first took, how your drug use continued 
over the years leading up to when you first 
tried heroin.
(Prompts: what used, who, first second etc 
how much, sequence of use, drug 
combinations?)



HEROIN USE

13. Now I wanted you to talk me through your 
very first experiences with heroin 
(prompts: When,what year, how they took it, 
how easy it was to get, thoughts on how it 
felt)



14. Can you talk me through how your heroin 
use went from that first experience 
(Prompts: How long was it before you first 
injected etc describe all of that for me

15 What about when you first injected? 
(Prompts: who what where who helped 
inject yourself etc? positive and negative 
aspects of the experience)



CURRENT DRUG USE
15. I want to talk now about drugs you take
now as well as heroin
(Prompts: Drugs, frequency, amount
prescribed non prescribed^)

16.Could you tell me on average how much 
alcohol you would drink in a week?



17. What is your preferred drug?

Sharing Behaviour

(These questions were changed as a response 
to reticence on the part of users to report 
sharing).

Do you think you have shared needles, over 
say the last year?' Probably not/probably 
have.

Can you tell me about the last time?

Do you think you have shared things for 
injecting other than pins, say spoons, over say 
the last year? (Probably not/probably have.)



The original questions were:
18. Did you ever use works already used 
by someone else?
(where did you get them from?
(Friend sexual partner etc)

19. Did you try and clean them first How? 
Do you know about cleaning methods?



20. Have you ever used works already 
used by someone else works to divide 
drugs -

21. Have you ever used other equipment 
already used by someone else in 
preparing for injecting spoons etc?

22. Have you shared recently (past six 
months)
Can you talk me through when the time 
you last shared what the circumstances 
were etc?



Relationships and Partners

23. Have you got a partner at the moment, 
tell me a little bit about you're partner? 
(Prompts: drug using status, length of 
relationship condom use with partner etc)



CRIMINAL BEHAVIOUR AND PRISON

24. Have you been in prison since starting to 
take drugs ?
(Prompts: Charged with/what prison/Did you 
take drugs /did you inject when you were in 
prison?



HELP FOR YOUR DRUG USE

25. Can you talk me through what help you 
have ever had for you drug use 
(Prompts: what? Where? What they thought 
of it?
Get them to describe their experiences)

26. What are you currently getting by way of 
help for your heroin use? Can you tell me how 
you feel about that?



27. What services do you consider would be 
most needed in Ballymena or indeed 
throughout NI for drug users ?

28. Do you currently have a GP 
When did you last seen him/her



29. Have you ever personally known anyone 
with HIV/HBV/HCV

30. Have you ever been tested yourself for
HIV/HBV/HCV
Clarify which



Ballymena

J am also interested in the drug scene in 
Ballymena in general

31. Prior to the introduction of heroin what 
was the drug scene like here? Involved in it?

32.When so you think heroin was introduced 
in Ballymena 
by whom?

33. Do you think things have changed 
regarding drug use more recently since the 
peace



34. Where are the main areas where heroin 
users live/hang out?

35. Where do you usually go to score?

36. Have you/ do you inject anywhere outside 
of Ballymena



37. Do you have any contact with users from 
outside Ballymena

38. Main problems for users in Ballymena at 
the minute ?



HEROIN USE IN BALLYMENA 
PART TWO: 

INTERVIEW GUIDE

Post interview comments:

Characteristics of user :

Contacts made for other interviews?

Attached all extra sheets with ID NO 
marked on each?



PART 1: PROFESSIONALS INTERVIEW GUIDE

Agency and
Respondent details: (write in) 
(Job title etc, discipline)

Date:

Time Started:

Location:

Preamble:
• Introductions
• Description of the research project (IDU’s interviews completed)
• Interview format (Key areas but they are free to raise issues salient 

to them and /or agency/ I hour in duration)
• Tape recording of sessions/also taking notes
• Opportunity to raise questions
• Happy to consent?
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SECTION 1: GENERAL INFORMATION

(This section asks generally about your perceptions of the extent and 
nature of problem drug use across Northern Ireland presently and over the 
last decade and then more specifically about the Ballymena area. When I 
say problem use I mean ‘intravenous drug use or long duration/regular use 
of opiates, cocaine and amphetamines’ EMCDDA 1997.)

1a. What are your perceptions of the overall nature and 
extent of problem drug use in Northern Ireland at the present 
time? How would you say that has changed over the past 
decade? Evidence for assertions?
(Prompts: changes over time in drug use patterns, profile of specific drugs role of 
the cease-fires and peace process, estimated prevalence)

2



1b. What are your perceptions of overall trends in problem 
drug use in the Ballymena area? Would you say this has 
changed over the past decade?
(Changes over time drug use patterns, profile of specific drugs, cease-fires, 
and heroin scene)

3



2. POLICY CONTEXT:

This section asks you to comment at a general level on Northern Ireland 
drug policy both historically and in relation to the Current ‘Drug strategy 
for Northern Ireland’
Themes: Nl and overall GB policy comparisons, substitute prescription, 
harm reduction etc

2a.What are your views on drug policy in Northern Ireland generally?

2b. Are there any changes to policy that you would particularly 
welcome

4



3. SERVICES
(This section asks for you views on service provision both regionally and 
then specifically in relation to the Ballymena area. I will ask about services 
specific to your organisation in a moment.

3a. What are your general views on the current provision for problem 
drug users in Northern Ireland? (Range and types of service, coverage, 
access etc),

5



3b. What different types of services are available at the moment for 
drug users in Nl generally/Ballymena in particular?

3c. What overall service developments (if any) would you most welcome 
in the Ballymena area?

6



3d. In your view how much co-operation exists between the different 
agencies involved in dealing with drug use. In Ballymena specifically but 
also regionally.

3e.Training needs (if any) of the various agencies? Discuss

7



4. YOUR ORGANISATION:_____________________________
The following section asks for you to describe more specifically what 
services you offer to problem drug users.

4a. Can you briefly describe what services are offered by your 

particular agency?
(Range, type, role in Shared care arrangements, general working arrangements, inks with other 

agencies)

4b.What about accessing the range of services

(Prompts: professional referral only, open access, Current demand 

(waiting list, waiting times)

4c. Future development of service plans

4d. User involvement in drug services?

8



5. NEED & THE PROBLEM DRUG USER

This section aims to gain a better insight into the needs of problem drug 

users in the Ballymena area.

5a. What is the general profile of clients currently on your books (if not 

agency specific general view of user profile?

(Prompts: changing profile, age of onset of heroin use drugs used, route of administration criminal 

Behaviour, employment status, educational attainment, social exclusion)

5b. Mental/Physical Health status (Dual Diagnosis)

5c. Special groups (women, Mothers, young users).

9



Sd.What are your thoughts on the prevalence of Risk behaviours 

(sharing of equipment, sexual risk)

5e. HIV infection HBV/HCV?

5f. What do you think are the main problems for heroin users in Nl and 

specifically in this area at the moment?

10



6. The Ballymena Area

There has been a lot of attention devoted to the Heroin outbreak in 
Ballymena. The following section focuses on gaining your views on this 
perceived outbreak there.

6a Do you believe that there is a major heroin outbreak in Ballymena?

6b.What in your opinion was the reason for Ballymena becoming a 

leading venue (Prompts: Geography, existing scene and supply network)

6c. Is heroin use particularly prevalent in key areas in the town 

(concentrated pockets or all over). Reasons for use in each.

ll



6d. When do you think heroin first became a significant issue in 
Ballymena?

6d. Role if any of the paramilitaries in the policing/supply and 
distribution?

6e. Costs of heroin to Ballymena (social, local business acquisitive crime 
etc)

12



7. Future Directions

7a. What in you opinion could be done in the short to medium term to 

prevent and or minimise drug related harm in the Ballymena area.

7b. Do you think there are any lessons learnt from the experiences in 

Ballymena that could be shared with other locations in Northern 

Ireland?

ANYTHING ELSE respondent wishes to raise
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PART TWO: PROFESSIONALS INTERVIEW GUIDE

(Use this section to note how the interview went, provide comments on 

the process difficulties encountered particularly interesting comments/ 

areas raised by respondents)
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Analysis of heroin use in Ballymena in the Northern Ireland Press

Newspaper Date&Headline&
type

Key themes Judgemental Non
judgemental

OP/News 
Story or 
both

Belfast telegraph 16th May 1996
‘Police Seize 
heroin haul’
News report

Reports on a 
major seizure of 
heroin in 
Ballymena

V NS

The Newsletter 16th May
1996’Heroin Found’ 
News Report

Heroin with 
street value of 
10,000 found in 
Ballymena

V NS

Belfast
Telegraph

24,n July 1997
Police seize crack 
cocaine in 
Ballymena
News report

The emergence 
of Crack 
cocaine and 
heroin in 
Ballymena

yf NS

The Irish news 25,n July 1997
Police seize crack 
during house raid 
News report

The emergence 
of Crack 
cocaine and 
heroin in 
Ballymena 
scale of the 
problem major

V NS/OP

The Newsletter 25,h July 1997
‘Man in Court on 
Crack
Charges’News & 
Opinion piece

£6,000 of drugs 
found in one 
mans flat crack 
cocaine and 
diamorphine

sf NS/OP

The Newsletter 25,n July 1997 
‘Drug Menace’

Sinister 
developments, 
in Ballymena 
drug scene.
Fears that the 
heroin and 
drugs menace 
has crossed the 
border and the 
Irish sea.
Warning to 
parents

V OP

The Newsletter 25'n July 1997 
‘Fortified Dens hide 
heroin in Bible belt'

The heart of 
Ulster’s bible 
belt gained 
reputation of 
being the heroin 
capital dealers 
live in steel 
fortified doors

y/ OP

Belfast
Telegraph

15mAugust 1997
Our Heroin Hell

Ballymena 
addicts in 
desperate plea 
for help and the 
absence of any 
help available

yf NS/OP



Belfast
Telegraph

15'n August 1997
Help fight our 
heroin horrors

Lack of 
assistance in 
helping deal 
with heroin in 
the Ballymena 
areas in Nl 
generally

NS/OP

Belfast
Telegraph

16th August 1997
Robert on Road to 
recovery

Personal 
testament of 
heroin user who 
reports to be 
helping fellow 
addicts

•J OP

Belfast
Telegraph

16th August 1997
Crackdown call on 
drugs

Story of how an 
ex rugby player 
is joining the 
war on heroin 
threatening the 
bible belt

sf OP

Belfast
Telegraph

25m September
1997
‘ RUC quiz two after 
crack drug seizure’

Arrests 
following a 
second seizure 
of crack cocaine 
and the fear of 
both crack and 
heroin’s 
growing profile 
in the town

si NS/OP

Irish News 17tn December
1997 ‘£2m
Harryville Police Bill 
lost from drugs war’

Ballymena sub 
divisional 
commander 
superintendent 
highlighting that 
that money 
could have 
been spent on 
the fight against 
heroin

si NS

The Newsletter 17,n December
1997
The Price of 
Harryville’

How money and 
police time 
spent on the 
Loyalist protests 
outside catholic 
church could 
have been 
better spent on 
tackling heroin

sf NS

The Belfast 
Telegraph

11,h March 1998’
‘Police Probe first 
heroin death’

News of first 
opiate related 
death to hit 
Northern Ireland 
with a young 
man from 
Ballymena 
being the first 
reported death

si NS

The Belfast 
Telegraph

25,n March 1998
Tragic Addict 
wanted to warn

News of the 
dealth of 28 
and 31 year old 
male heroin

si NS/OP



addicts form 
Ballymena who 
wanted to warn 
young people

The Belfast 
Telegraph

26?h March 1998
‘Drugs war to be 
extended Meeting 
held to address 
problem’

Mike Trace 
speaking at the 
lodge hotel on 
how Nl would 
upscale its 
attention to 
drugs but that 
things presently 
in control

V NS

Irish News 28th August 1998
Residents warn on 
Marches on dealers

How
communities in 
Ballymena have 
responded by 
marching on 
dealers feeling 
that police 
aren’t taking 
enough action

V NS/OP

Irish News 15'n September
1998
Ballymena
Residents have 
held a stormy 
meeting with police

Residents from 
one location in 
Ballymena - 
Dunclug meet 
with local chief 
inspector to 
complain about 
the level of 
heroin use in 
their area

sf NS/OP

Irish News 28tn August 1998 ‘A
Plague in Gods
Own Town’-

Highlights the 
growing 
problem of 
heroin use in 
the unlikely 
location of 
Balymena

si OP

Irish news 29,n October 1998 
‘Trade in Well To
Do Town’

The unlikely 
location of NTs 
heroin problem 
in the prosperous 
North Antrim
Town

si OP

BelfastTelegraph 16m April 1999
‘RUG Crackdown 
on Drugs Crime

Special Unit of 
the RUC drugs 
squad tackles 
heroin dealers 
in Ballymena

si NS/OP

Irish News 11,h May 1999
Families Flee from 
Drug ridden estates

A report on the 
exodus of 
families from an 
estate in 
Ballymena

si NS

Belfast
Telegraph

4'n August 1999
‘Arrests as RUC 
blitz heroin Network

News of RUC 
operation on 
dealership 
network in

si NS



Ballymena
Belfast
Telegraph

5,n August 1999’
Heroin Swoop 
Suspects Due in 
court’

Announcements 
on the court 
appearance of 
seven people 
arrested for the 
supply of heroin 
in Ballymena.

4 NS

Belfast
Telegraph

6,n August 1999
‘More Charges in 
Heroin Swoop’

Follow on from 
previous days 
story on heroin 
arrests

yf NS

Irish News 7,h August 1999
Heroin Crime the 
truth

Reports on a 
local study 
completed by 
the DCU in 
Ballymena 
which says that 
10 people a 
week arrested 
for crime 
relating to 
heroin

V NS/OP

Irish News 10th August 1999
Seven charged with 
drug offences after 
heroin busts

News of the 
court
appearances of 
six men and
one woman 
from Ballymena

yf NS

Irish News 19th August
1999Call for urgent 
action to tackle
AIDS time bomb

Heroin ravaged 
Ballymena is 
set to explode 
its aids time 
bomb is 
something is 
not done

nA NS/OP

Irish News 19mAugust 1999
War of Wits in
Battle against 
heroin

News of the 
spread of heroin 
use in the town 
of Ballymena 
causing major 
concern.

yf NS/OP

Irish News 08 September 1999 
Addicts targeted in 
needle initiative

News of the 
possibility of 
needle
exchange for Nl
including
Ballymena.

yj NS

Irish News 15m September
1999 Drug Expert 
rejects calls for 
detox centres

Health expert 
says there is 
nor a need for 
more detox 
facilities.

yf NS/OP

Belfast
Telegraph

21st September
1999 ‘Disturbing 
evidence of a 
growing market’

Fear about the 
growing heroin 
market in Nl 
and Ballymena 
in particular

7 OP



Irish News 7lh Oct 1999
Hospitals Crippled 
by drugs explosion

Leading 
consultant 
psychiatrist in 
hospital close to 
Ballymena 
discussed the 
level of demand 
for inpatient 
services

V NS/OP

Belfast
Telegraph

15,n October
1999’Plans to set 
up needle exchange 
for Drug Addicts

Ulster Officials 
apply for 
funding for 
needle 
exchange 
schemes some 
of which will be 
located in 
Ballymena

V NS

Irish News 6th Nov 1998’Get 
the dealers pleads 
mother

The mother of a 
Ballymena 
young man who 
overdosed on 
heroin pleads 
for more 
support for 
addicts in the 
town

V NS/OP

Irish news 22nd Nov 1999
'Community
Fighting back from 
negative drug 
image

Community 
leaders from 
Dunclug the 
area most 
famed in the 
town for drug 
dealing have 
joined forces to 
restore the 
district

V NS

Irish News 28,n March 2000
Fight against drugs 
an uphill struggle

Probation 
officers tell their 
story of limited 
resource in 
dealing with 
heroin users 
referred to them

NS

Irish News 21s' April 2000 learn 
Dublin drugs lesson 
Ballymena Urged

Local
clergyman who 
resided in
Dublin when 
they had a 
major heroin 
outbreak urged 
that Ballymena 
should learn 
lessons 
regarding 
infectious 
disease

V NS/OP

Belfast
Telegraph

26m April 2000
Community

Tackling drugs 
in a united and

V NS



Strategy to Tackle 
Drugs

strategic way 
should help 
Ballymena 
communities in 
war against 
drugs

Irish News 23™ May 2000
Needle Scheme to 
help addicts

News of two 
pilot needle 
exchange 
schemes to be 
set up in 
Ballymena by 
the end of the 
year

V NS

The Newsletter 23rd May 2000-
‘Needle Exchange’

Two pilot 
needle 
exchange 
schemes for 
heroin addicts 
to be opened in 
the Ballymena 
area

NS

Irish News 29th June 2000
‘22 Heroin Dealers 
are Jailed’

Report of an 
undercover 
police officer 
being praised 
for his bravery 
in assisting with 
a major 
smashing of 
supply of heroin

sf NS/OP

Belfast
Telegraph

29m June 2000
‘RUC Hero
Smashes Drug Ring

As above V NS/OP

Belfast
Telegraph

29™ June 2000
‘Mum 47 brains 
behind drug ring

Report that a 
local women 
was heavily 
involved in the 
organisation of 
local drug 
supply network

V NS/OP

The Newsletter 30th June 2000-11-
04 Rehab Centre 
planned

An anti drugs 
group in 
Ballymena 
called the
Healing hand 
Christians 
together 
submitted a bid 
to local
government for 
a 8 bed 
rehabilitation 
unit which will 
help people on 
heroin through 
spiritual healing

V NS/OP

The Belfast 
Telegraph

30™ June 200 Drugs 
Group makes Grant

As above NS/OP



APPeal
The Newsletter 30th June

2000’Catch the Big 
Fish in drug Trade

Reports of the 
smashing of a 
heroin dealing 
ring in
Ballymena

yf NS/OP

The Belfast 
Telegraph

17th September
2000 Heroin Addict 
Plan for schools 
warning

Hard hitting 
plans to expose 
Ballymena 
school kids to 
heroin addicts is 
one of the tough 
new initiatives 
suggested to 
help stop next 
generation of 
heroin addicts

yf NS/OP

Belfast
Telegraph

15,h October 2000
Mum of 4 in Junkie 
jab terror

Used needles 
discarded by 
addicts are 
found by a 
Ballymena 
mother

yf NS/OP

Irish News 20th Oct 2000
Mum’s fear of 
heroin needles

Discarded 
needles are 
feared to have 
been used by 
addicts and left 
in a garden of a 
vacant property 
in Ballymena

yf NS/OP

The Newsletter 21SI October
2000’Addicts Ode to 
Drug Hell’

How a 3 year 
old female 
Ballymena
Addict writes 
poetry about 
how her life has 
been destroyed 
by heroin

OP

Irish News 23rd Oct 2000
Christian Farm to 
aid drug addicts

A Christian anti 
drugs group 
Christians 
Together hopes 
to open the first 
heroin rehab 
unit in Northern 
Ireland creating 
a 10 bed rehab 
farm for 
recovering 
heroin addicts 
at a remote 
hillside location 
outside 
Broughshane

yj NS

The Newsletter 26Ih October 2000’
Village Fury over 
drug rehab Plans

Major Public 
Backlash 
against a 
proposed heroin

yj NS/OP



rehab unit in 
Aughafatten 
Broughshane.

Irish News 26th Oct 2000
Outrage caused by 
rehab unit Plan

The small 
community of 
Aughafatten 
near
Broughshane 
has been in 
uproar since the 
Ballymena 
based
Christians 
Together Group 
unveiled plans 
to turn a run 
down
farmhouse into 
a 10 bed unit for 
recovering 
addicts

NS/OP

Irish News 3rd Nov
2000Agencies Unite 
in war on heroin

A multi agency 
policy initiative 
launched by 
Ballymena 
Borough council 
in response to 
growing heroin 
problem in the 
area

V NS

Irish News 4tn November 2000
Maze is the answer 
for drug addicts

A heroin rehab 
centre should 
be located in a 
secure specially 
customised 
facility like the 
empty maze 
prison not the 
middle of a 
country area,
Ian Paisley Jnr 
MLA states

OP

Belfast
Telegraph

6,n November 2000
Slurry Attack on 
addicts refuge

The potential 
rehab unit if 
attacked with 
farm slurry as a 
protest

sf NS/OP

Irish News 7,h November 2000
backlash against 
addicts rehab 
units

An Co Antrim 
farmer moved 
to distance 
himself from 
plans to build a 
heroin rehab 
unit on his land 
amid a huge 
backlash form 
residents

V NS/OP

Belfast
Telegraph

9in February
2001 Former drug

Town centre 
hostel in

NS



addicts hostel 
damaged in Arson 
attack

Ballymena 
maliciously ser 
on fire.

Belfast
Telegraph

10th February 2001'
We have got stoned 
with one holy joint’

Report of the 
Christian based 
movement in 
Ballymena 
offering help to 
addicts.

OP

Belfast
Telegraph

16m February 2001
‘Heroin dealer goes 
on the run’

Reports of the 
escape of a 
Ballymena 
dealer while at 
a court 
appearance

OP

The Newsletter 19th February 2001’
Councillor tacking 
drugs scourge ‘

Former Irish 
rugby captain 
now a DUP 
councillor states 
that he plans to 
take on 
Ballymena 
heroin problem 
he meets with 
representatives 
from European 
cities against 
Drugs

•J NS/OP

The Belfast 
Telegraph

22nd February
2001Dealth of Ex 
addict sparks calls 
for centre

Death of 27 
year old former 
addict found 
hanged shows 
the need for 
follow up of 
addicts

NS/OP

The Newsletter 22na February 2001’ 
death Prompts 
rehab Unit call

The death of a
27 year old 
Ballymena 
heroin addict 
found hanged in 
is home 
highlights need 
for rehab 
facilities.

sf NS/OP

Irish News 22na February 2001
‘Call for rehab 
facilities

Calls made for 
more urgency in 
providing rehab 
for heroin 
addicts in 
Ballymena 
following 
addicts death.

sf NS/OP

Belfast
Telegraph

27m February
2001 Fugitive Heroin 
dealer is captured

Posting on the 
internet lured 
fugitive
Ballymena 
heroin dealer 
out and police 
sent him back 
to prison

yf NS



The Newsletter 1 st' March
2001 Prisoner 
caught up in net

Heroin dealer is 
back in prison 
after being 
tracked through 
the internet.

V NS

Irish News 1st March 2001
escaped Prisoner 
on web wanted

A country 
heroin dealer 
caught on\the 
web

yf NS

The Newsletter 3rd March 2001
Rehab Unit Vital in 
war on drugs

A call from local 
campaigner for 
a rehab centre 
for the
Ballymena area

V NS/OP

The Newsletter 28'h April 2001’
Police Probe Mans 
death’

Report of a 
young heroin 
addict found 
unconscious in 
a Ballymena 
shopping centre 
car park who 
later died in 
hospital

yf NS

Belfast
Telegraph

28'h April 2001
Heroin death sparks 
call for a centre

Death of 
Ballymena 
addict highlights 
need for better 
services

yf NS/OP

Belfast
Telegraph

3™ may 2001 rehab
centre would help 
addicts beat 
addiction

Mother of a 
young heroin 
addict who died 
in Ballymena 
lends her 
support to a 
plea for a rehab 
centre

yf NS/OP

Belfast
Telegraph

5,n May 2001Addict
cant get help in
Ulster

Story drawing 
attention to the 
lack of facility in 
Northern Ireland 
and this addicts 
mother tells that 
addicts must be 
sent to England 
for help.

yf NS

Belfast
Telegraph

6,n May 2001’Drug
Crusader takes 
heroin battle to the 
poles

Story of local 
drug
campaigners 
quest to gain a 
council seat 
with his 
manifesto 
based on 
tackling heroin 
use

OP

The Newsletter 8'n May 2001
Saving Grace for a 
Heroin Addict

Story of a 
Christian based 
facility run from 
a farm offering 
help to a

yf OP



Ballymena 
addict who has 
been through 
detox locally on 
multiple 
occasions

The Newsletter 8in May 2001
Anti drugs stand in 
bid for council seat

Story of a vocal 
ant drugs 
campaigners 
bid for a council 
seat.

sf OP

Belfast
Telegraph

21st June 2001
Addiction centre 
opens at Holywell

First designated 
detox for opiate 
addiction is 
opened in 
Holywell 
(Ballymena 
area)

sf NS

The Newsletter 6th August 2001
Body found near 
drug abuse estate

Body
discovered 
between Doury 
Road and 
Dunclug 
estates. The 
body was found 
on a popular 
dealing site.

sf NS

Belfast telegraph 6m August 2001’
Plea for drugs 
centre after body is 
found

The discovery 
of another 
addicts body in 
the Ballymena 
area prompts 
further calls for 
services for 
addicts

sf NS/OP

The Newsletter 7,h August 2001
‘Drug Haven Body 
Named’

Highlights that 
this is the fourth 
heroin related 
death in 
Ballymena in 
the past year.
This 36year old 
addict had been 
released from 
rehab 48 hour 
before his 
death.

V NS/OP

The Newsletter 14th August 2001’
‘Housing chiefs 
helped create 
drugs capital

Housing 
executive chiefs 
have been 
accused of 
playing a key 
role in
developing the 
Ballymena 
heroin problem. 
The Doury
Road, Ballykeel 
and Dunclug

OP



areas in which 
addicts are 
rehoused.

The Newsletter 30Ih August 2001
‘Parents fury at 
system failing their 
son’

Story of a 
Ballymena 
mans parents 
and their quest 
to help their 
heroin addicted 
son. Failure of 
rehab and 
criminal justice 
system to act

NS/OP

Belfast
Telegraph

24m August
2001’needle 
exchange opens 
door of hope for 
addicts

Reports on the 
opening of two 
facilities in 
Ballymena

V NS

The Newsletter 30tn August 2001
War Against Drugs 
hasn’t even started 
says Jim

Testimony of a 
newly appointed 
community drug 
information 
officer stating 
the long way to 
go in tackling 
the heroin crisis 
in Ballymena

sf NS/OP

The Newsletter 31s' August
2001Gunpoint
Terror in Junkie
Town

Story of a 
pensioner being 
robbed by a gun 
wielding drug 
addict

NS/OP

The Newsletter 1s' September 2001
Drug death mum 
pleads for help

A woman 
whose 28 year 
old heroin 
addicted 
daughter died of 
an overdose

V NS/OP

The Newsletter 17,n September
2001 Christians hold 
vigil in crusade 
against drugs

Members of the 
Christians 
together in 
Ballymena held 
a candle light 
vigil in he town 
centre .

V NS

Belfast
Telegraph

6,n October 2001’ 
Prayers for drug 
addicts

The growing 
response of the 
christaun sector 
ro helping 
heroin addicts

sf NS

The Newsletter 29m January 2002
Special issue 
entitled Junkie
Watch Murder 
Victim’s lips super 
glued

Report of a 
murder in 
Ballymena in 
which both the 
victim and 
assailant were 
heroin addicts

NS/OP

Belfast
Telegraph

30Ih January 2002’
Job chance for 
heroin addicts

Funding by 
Training and 
employment

sf



agency to 
enhance job 
prospects of 
heroin users

The Newsletter 31st January 2002 
’New job hopes for 
drug addicts

Finding by the 
Training and 
employment 
agency 
announced to 
give assistance 
to recovering 
addicts

sf NS

The Newsletter 2™ March 2002’ 
Alleged drug 
dealers banned 
from nightlife

Police offensive 
against
Ballymena and 
Belfast heroin 
dealers

xA NS

The Newsletter 2na March 2002’
Horrifying image of 
what every parent 
must dread

Led by the 
pictures 
released of the 
dead English 
heroin user 
Rachael 
whitells, links 
are then made 
to local
Ballymena 
context and 
recent raids on 
drug dens.

sf NS/OP

The Belfast 
Telegraph

8,n March 2002’Julie
Killer faces 
sentencing

Report of the 
sentencing of 
the killer of a 
young
Ballymena
addict

sf NS

The Newsletter 15m March 2002
Town boxes clever’

New boxing 
club in
Ballymena 
aimed at 
minimising 
heroin related 
crime

sf NS

Belfast
Telegraph

15m March
2002Boxing Club 
for Ballymena

Officials at a 
new boxing club 
based in a 
crime ridden 
area of
Ballymena say 
it will help 
young people 
avoid drugs.

sf NS

Belfast
Telegraph

20th March
2002Call for 
Crackdown on
Drugs

A co Antrim 
councillor 
claims the 
community has 
bottled out of 
dealing with 
heroin addicts

sf OP

Belfast 21s' March Fears that V NS



Telegraph 2001’Needle 
exchange scheme 
will not be closing

needle 
exchange 
programme in 
Ballymena and 
across Nl will 
be closed 
because of lack 
of funding are 
calmed when 
government 
announce they 
will remain 
open.

The Newsletter 23™ March large 
double page spread 
on heroin in 
ballymena2002’drug 
Users costing 
councils Millions

As the number 
of heroin 
addicts grows 
spending spirals 
and crime is on 
the increase

sf OP

The Newsletter 23 ™ March 2002
'Addict’s will do 
anything to get a hit’

Presentation of 
desperate users 
who will stoop 
to any level to 
fund their habit

sf OP

b

Belfast
Telegraph

18m April 2002
‘Addicts raiding 
graves for cash’

A heartbroken 
husband 
believes drug 
addicts are 
stooping to 
grave robbing in 
despicable raids 
to sell
memento’s in
heroin-ravaged
Ballymena

V NS/OP

Belfast
Telegraph

10™ May 2002 ‘
Drug Addicts 
Shooting up ion 
toilets of hospital

Drug addicts 
have stooped to 
a new low by 
injecting 
themselves in 
the toilets of the 
Braid Valley 
hospital.

V NS/OP

The Newsletter 7™ June 20o2 Man
Charged over drugs 
haul’

Heroin
paraphernalia in
Harryville
Ballymena

sf NS/OP

The Newsletter 14,n June 2002
‘Heroin Users on 
the Increase’

Queens
University Study 
conducted by 
Karen McElrath 
reveals 1,000 
addict’s in 
Northern
Ireland. High 
proportion of 
injectors in

sf NS/OP



Ballymena
The Irish News 14'n June 2002

‘Drug Accused 
refused Bail’

When refusing 
bail to local man 
charged with 
heroin supply 
high court told 
of nine drug 
fatalities in 
Ballymena and 
two drug related 
suicides’

sf NS

The Irish news 14,n June 2002’
Heroin Abuse 
‘Under control’ in 
the North

Report on QUB 
study - 
interprets as 
Heroin abuse 
still under 
control on the 
North despite 
1,000 people 
being hooked.

V NS/OP

Belfast
Telegraph

1s' October 2002
‘Ballymena Cleared’

How a local 
counsellor 
quotes the 2002 
QUB study as 
clearing 
Ballymena as 
drugs capital

UNCLEAR OP

The News letter 2oth November
2002 ‘Help from 
drugs cash’

Money raised 
from Ballymena 
raids to be used 
in anti drug 
abuse 
campaigns

V OP

Belfast
Telegraph

22na November
2002 ‘Heroin
Behind second 
death in a month

Overdose death 
of a young 
Ballymena man 
reported.

NS/OP

Belfast
Telegraph

28m November
2002 ‘Addicts ready 
for Festive Pickings’

Drugs
campaigner 
warned that 
Ballymena 
addicts licking 
their lips in the 
run up to 
Christmas more 
to steal over 
this time

OP

Belfast
Telegraph

7tn December 2002
‘89 people per 
month use heroin 
needle exchanges’

The uptake of 
needle 
exchanges In 
Ballymena

hr~ NS



Institute of Child 

Care

Research

5A Lennoxvale 
Belfast 
BT95BY
Tel: (028) 9033 5401 
Fax: (028) 9068 7416 
cccr@aub.ac.uk

Dear

Thank you for taking the time to speak with me today. It was a very 

informative and interesting interview. I will forward a copy of the transcribed 

text to check for accuracy. Many thanks again.

Kathryn Higgins

Research Fellow & 

PhD candidate



Institute of Child 
Care
Research

5A Lennoxvale 
Belfast 
BT95BY
Tel: (028) 9033 5401 
Fax: (028) 9068 7416 
cccr@aub.ac.uk
www.qub.ac.uk

Dear

I am currently conducting a study within the Ballymena area that examines the 
evolution of the heroin problem in that location. Just over 9 months ago I completed 
the first phase of fieldwork, which involved interviewing heroin users from the area. In 
this next phase the perspectives of those from the professional community are sought 
to provide detail on how the introduction of heroin impacted upon the services you 
provide. Therefore I was hoping that you would be willing to participate in the research 
by allowing me to come and interview you. It should take no longer than one hour and 
will be confidential. I will contact you by telephone in a few days to check if you are 
happy to participate and if so to set up a time that would be convenient to you.
I have included a brief outline of the qualitative study for your information.

If you have any queries I can be contacted on 02890 274608.

Your Sincerely

Kathryn Higgins 
Research Fellow & 
PhD candidate
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