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DRUG MISUSE AMONGST SOUTH ASIANS IN
SCOTLAND
'Drug misuse is a complex issue and requires a complex res-
ponse', says Jim Orr, the Director of the new Scottish Drug
Enforcement Agency.' This statement is just as true when consid-
ering drug misuse amongst South Asians, i.e. people who them-
selves or whose ancestors are from the Indian subcontinent. In the
1991 Census, ethnic minorities formed 1.3% of the total popula-
tion of just under 5 million people in Scotland. The largest ethnic
minority groups in Scotland are those of Pakistani origin, fol-
lowed by those of Chinese and Indian origin.' Taken together,
South Asians form over 50% of all ethnic minorities in Scotland.

For South Asians in Scotland, including 'community leaders'
of all hues, it may be easy to deny that drug misuse is a problem
amongst South Asians. Within the South Asian communities
there are misconceptions that drug misuse is a 'white' problem
and that culture, religion and family networks protect young
South Asians from the temptations of drug misuse. However,
given the ubiquitous nature of some drugs (such as cannabis in
Scotland), the use of drugs such as cocaine by some in the public
eye, and the scale of drug misuse seen in the subcontinent, it is not
difficult to imagine that drug misuse affects South Asian commu-
nities in Scotland.

The experience with legal drugs, alcohol and tobacco, sug-
gests that some groups of South Asians have problems of alcohol
misuse, e.g. Sikh men,' whilst Pakistani men smoke as much and
Bangladeshi men smoke significantly more than 'white men'." It
should come as no great surprise that illegal drug misuse is also
a problem. The real question is, 'how much does drug misuse
affect South Asian communities?' The simple answer is that we
do not know. Part of the problem lies with research--or rather the
lack of it-in Scotland and also in the UK, about drug misuse
amongst South Asians. Following on from that is the fact that
although drug services should reflect the diverse communities
they serve, they rarely do so in practice.

The little that is known about drug misuse amongst South
Asians in Scotland,' suggests that young South Asian people are
less knowledgeable about drugs, are more likely to regard drugs
as 'harmful' and are generally less sympathetic towards drug use.
South Asians are also less likely to know someone who uses
particular drugs, and less likely to have actually used drugs.
Nonetheless, although drug attitudes vary and drug use is lower
than that amongst their white peers, drug misuse is a significant
problem; 28% of South Asians having taken amphetamines at
least once (compared to 60% of whites) and 6% having taken
heroin at least once (compared to 9% of whites).

There have also been some limited studies of service provision
vis-a-vis the needs of South Asian drug users." The knowledge
about drug services is generally low, with fears that confidential-
ity in drug services may not be respected. Given that there are a
significant number of South Asian general practitioners in Scot-
land, some of whom have a large number of South Asian patients,
drug users are particularly disinclined to approach their General
Practitioners (if their GPs are South Asian) for advice and coun-
selling. However, drug users appreciate the need for South Asian
drug workers not because of communication problems, but as

someone who would understand their cultural and socio-
economic background without having to explain everything.

The lack of knowledge about drug misuse amongst Scotland's
ethnic minority groups, and the lack of an effective service
response led to the Scottish Drugs Forum (SDF) and the Scottish
Black and Ethnic Minority Drug and Alcohol Forum (SBEMDAF)
to organize the first conference on the issue entitled 'The missing
minorities-promoting an effective response to drug misuse
within black and ethnic minority communities in Scotland'. This
has been the first systematic attempt to bring together people with
an interest in the issue in Scotland to discuss the problems and find
solutions. The conference attracted over 80 participants bringing
together persons from a variety of organizations such as local
authorities, the health service, voluntary organizations, drug
agencies, ethnic minority organizations, Scottish Police Service,
the Scottish Prison Service, and research bodies, along with
interested individuals.

A range of speakers provided interesting insights into the
problem. Rowdy Yates, of the Scottish Drugs Training Project,
offered a historical perspective of ethnic minorities and drugs
with some amusing and thoughtful anecdotes. Ghazalla Haq, of
the Gorbals Addiction Service, and Nagina Malik, of the first
black and ethnic minority drug project in Glasgow called Eshara,
spoke of their experiences in providing a community response to
black and ethnic minority drug use in Scotland.

The most compelling presentation was by Kamlesh Patel, a
researcher from the University of Central Lancashire, who gave
an overview of South Asian drug use based on his experiences as
a drug services worker and researcher in England. It was fascinat-
ing to hear someone place drug misuse in the context of the
diversity of South Asian communities in terms of language,
culture and religion, and the problems of service provision that
this may pose. He highlighted neglected issues such as drug
misuse amongst South Asian women, young people's drug use
and the do-it-yourself (DIY) detox concept. DIY detox describes
a practice where some Scottish South Asians have been intro-
duced to heroin whilst on holiday in Pakistan. They then return to
Scotland having developed the habit and attempt to detoxify
themselves without proper support. The result is that some even
return to Pakistan and continue with the habit. Problems of com-
munity denial-for South Asian communities to accept that a
problem exists-and for the tendency of service providers to
think in stereotypes, do not help and have prevented a rational
response to the problem.

Finally, there is a need to recognize that the underlying reasons
as to why people use drugs need to be tackled. These reasons such
as social exclusion and poor employment or education prospects
must be tackled amongst all drug users including South Asians.

The conference provided an important first step to bring drug
misuse amongst South Asians into the mainstream of both the
South Asian communities and drug agencies in Scotland. How-
ever, many more steps need to be taken before it can be said that
the problem is being dealt with effectively and appropriately.
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IATROGENIC DEATHS-AN AMERICAN CONCERN
A national furore spread through the USA following a startling
report by the Institute of Medicine, the premier health entity of the
National Academy of Sciences based in Washington, DC. The
report, presented to President Clinton on 7 December 1999,
revealed that medical errors caused 44 000 to 98 000 deaths a
year-more than the number resulting from automobile acci-
dents, cancer or AIDS, and far more than the numbers killed or
injured in plane crashes each year. The National Academy of
Sciences called for a new federal law requiring hospitals to report
all mistakes that cause serious injury or death to patients. The
report also recommended that information on medical errors be
made available to the public. President Clinton instructed federal
health officials to evaluate the proposals and report back by
5 February 2000, after considering which of the Institute of
Medicine's recommendations could be implemented in their
areas.

The error rate publicized by the Institute of Medicine does not
call into question whether the USA has the best health care system
in the world, the President said, but it does question 'whether
we've done everything we can to invest the kind of money in
avoiding errors that other big complex systems have', such as
aviation and occupational safety.

Safety experts have long known that medical errors were a
major cause of death and suffering. Actually, the Harvard Medical
Practice Study and other research in the early 1990s placed the
number of medical errors at 44 000 to 98 000 per year and a flurry
of well-publicized errors in 1995 sparked a number of industry-
wide efforts from leading medical organizations. The Institute of
Medicine's recommendations generated renewed controversy,
resulting in screaming newspaper headlines and considerable
debate on television. And it heightened awareness of the issue,
adding concrete recommendations to a debate that, to date, has
been largely mired in theory.

Reaction was swift. Several prominent legislators immedi-
ately scheduled hearings on the issues. One was quoted as saying,
'the magnitude of the problem so exceeds what anyone under-
stood to be the case that the American people will demand that we
do this, this year'. Plans are under way to discuss a National
Center for Patient Safety, with an annual budget of US$ 35-100
million, that would set national safety goals and serve as a
clearing-house; mandatory reporting on a nationwide basis by
hospital and health care groups to state governments of errors that

caused serious harm and death; voluntary reporting of near-
misses or errors that do not have serious consequences with peer-
review protection of reporting analysed solely to improve safety.
Currently, 20 states require hospitals to report serious mistakes. A
stated objective for these initiatives is to reduce deadly medical
errors by 50% in 5 years.

The Institute of Medicine estimated the cost to the nation at
about US$ 37 billion annually and a tremendous loss of trust by
the public in an industry that is already heavily regulated and
subjected to licensure and accreditation. Causes have been attrib-
uted to budget constraints and many other problems in health care
delivery systems, but mostly on litigation.

Perhaps the old adage of 'doctor knows best' continues to
convey a culture in which the physician leads and others follow.
Quality control experts cite the sea-change that followed the
automobile industry's instituting quality management programmes
that brought together the management and workers. And they
believe that physician arrogance is a major barrier to reducing
errors and improving the quality of health care. Virtually all hos-
pitals already have quality programmes in place. However, the
number of serious injuries and deaths suggest that these pro-
grammes do not work efficiently.

The review of deaths or injuries takes place after the fact and
changes in this facet of inquiry are being advocated. Health care
professionals are so afraid of lawsuits, the report's authors say,
that they hide errors rather than report and find ways to prevent
them. Malpractice attorneys continue to accuse medical profes-
sionals of a conspiracy of silence, where they cover up and protect
each other.

The Institute of Medicine's recommendations include a chal-
lenge to all hospitals to reduce the number of medical mistakes by
half in the next 5 years. Medical organizations are reacting with
suggestions that would move away from the political and funding
issues of a governmental organization. A concept of a public-
private partnership for a centre of research similar to those already
extant in areas where safety is a priority, is gaining some ground.
A medical research firm found that 81% of residents they sur-
veyed want objective information about how their doctors and
hospitals perform. There is a broad national desire to deal with this
important problem as well as a feeling that this can be done in a
way so that an excellent quality of health care is provided while
protecting the public.
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