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The Future of Harm Reduction and Heroin Use in Ireland 

Introduction
Drug abuse first become a noticeable problem in the 1970s in Ireland where opiates such as heroin fast become one of the most commonly abused drugs in the country, especially in different parts of Dublin, its city centre. According to a report in 1983, at least fourteen percent of youth aged 14 to 24 living in certain parts of Dublin were involved with the use of heroin in a year. To date, Ireland has one of the highest levels and incidences of drug abuse and related deaths compared to other countries in Europe (Fletcher et al, 2014). Studies have also suggested that around fifty one percent of youth aged 18 to 29 have tried illicit drugs at least once in the past. Currently, it is estimated that Dublin alone has over fifteen thousand heroin users and roughly one percent of the city’s population is addicted to this opiate. Furthermore, it has been found that heroin is a major contributor to the prevalence of various social problems in Ireland as it serves to impair personal, social as well as economic develop by demoralising the individual and brining devastation to families, communities and the wide society (Connolly et al, 2014). 
To this end, the Irish government moved to an approach which is now commonly known as harm reduction with the introduction of its newly formed committee in 1998, The Government Strategy to Prevent Drug Misuse. The primary aim of this strategy was to shift from traditional abstinence methods to one of harm reduction and called for the Eastern Health Board (EHB) to focus on the health and wellbeing of drug users who were and still are at increasing danger for contracting HIV. This eventually led to the boom in needle exchange clinics where IDUs could safely exchange their used needles for hygienic ones, in an effort to reduce the risk from sharing needles, keeping in view the broad aim of harm reductions strategies which specifically aims to decrease the negative effects of drug abuse (Green et al, 2012).

Discussion
Drug Abuse and Harm Reduction in Ireland
According to the national survey carried out in conjunction with the Drug and Alcohol Information and Research Unit within the Department of Health, Social Services and Public Safety in Northern Ireland and the National Advisory Committee on Drugs and Alcohol on drug abuse in Ireland, the number of respondents reporting drug use between 2006 to 2011 increased from 24 percent to 27.2 percent. Similarly, a capture and recapture study in 2006 estimated that  over 7.1 per 1000 population aged 15 to 64 were opiate users, with almost two thirds hailing from Dublin (Connolly et al, 2014; Stockings et al, 2016). Moreover, according to a study by the National Drug Related Death Index, the death toll for drug abuse has steadily increased since 2003. Where 189 such deaths were reported in 2012, the number rose by a significant 30 deaths in 2014. Majority of the deceased were found to be male, averaging at 36.4 years old. From the toxicology results, majority of these deaths were attributed to the use of opioids, methadone (a drug substitution for heroine) and heroine. Hence, with a drug induced mortality rate at 71.1 deaths per million in 2013, the statistics put Ireland at three times the most deaths in Europe, the second highest of which average at 19.2 deaths per millions (Connolly et al, 2014). 
Hence, it can be said that the number of drug users and heroin addicts in Dublin alone has increased significantly. According to a report by Merchant Quay Ireland (MQI), demand for services such as needle exchange clinics and drug substitution treatment has risen by almost seventeen percent in 2016 compared to the same period in 2009. This has also led to a significant increase in the number of people being supported for homelessness and drug abuse which in turn has been linked to unemployment, rise in HIV rates and other drug related diseases such as Hepatitis C, Hepatitis B and blood poisoning, criminality, gang violence, risk of becoming full time addicts, overdose and even death. Moreover, according to police statistics, various drug related offences have risen since 2003, such as possession of heroin, forged prescription charges, high rates of intimidation of families of drug addicts who have to pay off debts etc. Additionally, this drug abuse is also prevalent in Irish prisons (Stockings et al, 2016). 
Therefore, in order to prevent and reduce the impact of drug abuse and the spread of drug related infectious diseases, policy makers in Ireland adopted a ‘harm reduction’ approach as opposed to the more traditional method of prevention and abstinence. Harm reduction can be defined as a concept which aims to reduce or prevent the negative health consequences associated with specific behaviours (Fletcher et al, 2014). In relation to drug abuse such as injection of opiates like heroin, harm reduction interventions aim to prevent transmission of drug related diseases such as HIV and other infections which can be transferred through sharing of non-sterile injections and drug preparation. To this end, the focus of harm reduction strategies and policies is on lessening the social and personal harm as well as the spread of blood borne diseases such as HBV, HCV and HIV due to drug use. This is a public health approach where users can adopt the safest method of using substances (Erickson et al, 2015). 

Harm Reduction in Ireland 
While Ireland has been experiencing a prevalence of drug abuse since the 1960s, it is only from the 1980 that the emergence of a culture of intravenous heroin use emerged. This led to various reforms within the social and public health system through policies aiming to reduce harm amongst users (Strang et al, 2010). Now, the public health system in Ireland is based on policies relating to harm reduction services and practices such as needle exchange programs, methadone maintenance and creation of local and outreach services. The main focus of these strategies is to improve both the personal and familial life of those involved in drug abuse with the hope that they will open up to the possibility of rehabilitating themselves. To this end, the aim of harm reduction programs is to encourage less harmful ways of using drugs, bringing about a reduction in the quantity of drugs being taken by the local population, discouraging even more harmful behaviours such as sharing needles and increasingly the quality of drugs such as heroin so that they are not as harmful (Dasgupta et al, 2010). 
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Figure: Overview of Harm Reduction Strategies/Policies in Ireland since 1985 to 2005

Currently, there are three models for needle and syringe exchange services operating in the country. These include fixed site exchanges, outreach and pharmacy needle exchange programmes. Various project such as the HSE and Irish Pharmacy Foundation based partnership additionally strive to provide needle and syringe exchange through community pharmacies. It has been estimated that over 1300 users were serviced monthly in 2014 through such programmes. Furthermore, specialist syringe programmes distributed nearly 400,000 syringes to around nine thousand clients (Green et al, 2012). These programmes additionally provide other medical and personal hygiene sterile equipment such as alcohol swabs, acetic acid, condoms, sterile water, non toxic foil, syringe identifiers, tourniquets etc. Many pharmacies working in partnership with harm reduction programs also provide injecting equipment in packs (Connolly et al, 2014).
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Figure: Overview of the Irish Drug Policies from 2000 to 2008

Review of needle provisions in 2015 provided various recommendations on how to improve these services. Particularly, standardised monitoring of the services and increased testing of blood borne diseases and vaccination were called for as the incidence of HIV and other such illnesses are still on the rise. Statutory instruments such as the Medical Products (Prescription and Control of Supply) (Amendment) Regulations 2005 have also been introduced which allow the supply and administration of various medicinal items by pre hospital emergency care providers. Similarly, in 2014, a new naloxone project was introduced in Ireland which lasted for two years and involved the distribution of pre filled syringes of naloxone on prescription. It also included training opiate addicts on administering the drug (Connolly et al, 2014; Stockings et al, 2016).
Nevertheless, harm reduction strategies have been the subject of great debate and conflict as they can be interpreted as normalising a drug culture. Furthermore, programmes of harm reduction such as the needle exchange strategy have been criticised for posing a threat to the public or a public hazard as needles are handed out without supervision in large quantities (Strang et al, 2010).  However, despite such difficulties, the Irish government launched an initiative from 2009 to 2016, the National Drugs Strategy which is based on five pillars of supply reduction, treatment, prevention and rehabilitation and research/information based on clear aims and objective and key performance indicators. The NDS has made considerable progress, especially in addressing the lack of national data on figures pertaining to the impact of various harm reduction programmes through NACD Work Programmes (Connolly et al, 2014).
On the other hand, despite a wide variety of national programmes and expansion of harm reduction services, the use of opiates still constitutes majority of poisoning deaths. Methadone has also been continuously implicated as the most common opiate to cause deaths – for example, the death toll of poisoning deaths due to methadone increased from 89 to 93 while heroine related deaths rose from 64 to 86 between 2012-2013, averaging at an increase of thirty four percent. Furthermore, a study in 2014 found that most methadone related overdose occurred near methadone clinics (Fletcher et al, 2014).
These statistics validate certain arguments against harm reduction policies such as methadone maintenance as a part of harm reduction strategies are not effective as they serve to embrace low threshold heroin and methadone prescriptions. To this end, Ireland harm reduction policies such as methadone maintenance and prescribed opiates are often criticised as they do not aim to reduce blood borne viral disease amongst users, rather any reduction in infection rates are based on use of clean and hygienic needles/syringes and other such equipment which can be used to inject heroin. However, it has also been argued that these programs serve to increase opportunities for reinforcing harm reduction as they can be taken as a step towards complete abstinence based on clear aim and execution so as not to be seen as encouragement for drug abusers (Erickson et al, 2015).

International Models for Reduction of Harm and Drug Abuse
Various countries across the globe have started to provide medical prescriptions for pharmaceutical heroin to people who are dependent on heroin in order to address the issues allied with the illegal utilization of the drugs (Greenfield & Paoli, 2012). According to the literatures and empirical evidences, this form of treatment can significantly enhance the social as well as health circumstances confronted by the consumers. In addition, it also diminishes the cost incurred by health interventions, incarceration and criminalization. Switzerland in order to diminish the harm and drug abuse have designed and integrated the heroin assisted treatment within their national health system (Hutton, 2012). The heroin maintenance programme of Switzerland is globally considered as the most beneficial and at the same time successful component of the overall approach of the nation to diminish the harm caused by the illegal use of drugs. 
A research carried out in Germany focusing on long-term heroin addicts illustrated that in contrast to methadone, diamorphine is more effective in improving the social and health circumstances of the patient (Paek et al., 2014). The study revealed that a significant division of the patients after this treatment have started their family, and were even able to search for employment.  Subsequently, the treatment with diamorphine continued in the cities. 
In order to diminish the ham and drug abuse, United Kingdom has also endeavored to establish a heroin maintenance programme as these efforts are dated back to 1920s when the drug addicted was viewed as major health issue (Polosa et al., 2013). However, during this era, the addiction of opiates was limited to middle-class people. Nevertheless, in 1950s and 1960s, the number of drug-addicted individuals started to grow exponentially. As a result, the government of U.K introduced more restrictive drug legislation (Harris & Rhodes, 2013; Fletcher et al, 2014). 
The empirical researches clearly illustrate that treatment by the means of methadone is not suitable for all the people dependent opioid drugs whereas heroin is a feasible maintenance drug that contributes more successfully towards harm reduction (Labandera et al., 2016). In order to affirm this and evaluate the efficacy of the heroin maintenance treatment, the government of Norway had critically assessed the research reports that were available internationally.  In the year 2011, the group of researchers deduced due to limited information and numerous uncertainties, it is not appropriate to introduce the heroin maintenance treatment (Briozzo, 2016; Adkison et al., 2013).
On contrary, there is an extensive implementation of the heroin maintenance projects in different regions of North America including Quebec, Montreal and Vancouver (Erickson et al., 2015). Nevertheless, the critics argued that there is relatively high cost allied with the provision of heroin to users as a treatment source (Connolly et al, 2014). 
These ongoing maintenance programmes were contrasted with the investment as well as commitment made by Sweden in establishing a drug-free society. Within in this society, the rehabilitation of the drug addicts was an integral part and it had in fact yielded one of the lowest levels of illegal use of drugs (Vos et al., 2013). The successful rehabilitated users treated under this model required no further maintenance cost to their society. 
Across the globe, there have been substantial evidences proving the benefits of the harm reduction. For paradigm, Australia, UK and Switzerland being the early implementers of the harm reduction programmes have significantly minimized the number of HIV infections among the consumers of drugs. More recent statistics demonstrate that the Nepalese government by scaling up its harm reduction programme have successfully reduced the prevalence of HIV among the drug consumers from 68 percent in 2002 to 6.3 percent in 2011 (Maziak, 2014). Similarly, the harm reduction programmes introduced by China were able to reduce the number of new HIV cases among the consumers of drugs by 75 percent. On the other hand, the same period witnessed a significant rise in the prevalence of HIV among the drug consumers from 1 percent to 41.6 percent in Philippines. This is particularly because the country lacks adequate harm reduction programmes (Dutta et al., 2012).       
In 2004, Ukraine successfully introduced its first harm reduction programme and since then there has been a momentous expansion in these programmes. In fact all through this era, there was a significant decline in the HIV prevalence rates from 41.8 percent to 19.7 percent in 2014 (Polosa et al., 2013). Various researches in the past have clearly illustrated that harm reduction programmes are cost-effective solution to HIV prevalence. This can be further explained in the light of the example of Australia where every dollar invested in “ Needle and Syringe Programmes” returned 4$ in healthcare savings (Greenfield & Paoli, 2012). A recent research conducted across various countries in Central Asia and Eastern Europe discovered that the savings returned from the Needle and Syringe Programmes were between 1.6 and 2.7 times the original investment (Erickson et al, 2015). 
Among different model discussed above, the Swedish harm reduction programme is recommended for reduction of harm and drug abuse in Netherland for the reason that the drug addicts treated under this model do not place additional cost to community after they are successfully treated (Fletcher et al, 2014). 
 
The Potential in Utilising Consumption Rooms
For years, countries such as Germany, Spain, Netherlands and Switzerland have adopted a model of harm reduction which are based on supervised injection facilities. The aim of these facilities is to reduce the incidence and spread of blood borne infectious disease, to improve the general health of drug users and to increase the frequency of their visits to social and health care services (Hutton, 2012). However, the objectives vary according to the setting they are being provided in – for example, in Australia, consumption rooms on a trial basis were introduced in 2000 to fight the increasing incidence of heroin overdose through legislation passed by the NSW government. Similarly, consumption rooms in Netherlands focus more on reducing the incidence of street drug use while providing social support in informal settings, as the rates of overdose and injecting are comparatively lower (Polosa et al., 2013). 
To this end, the Ana Liffey Drug Project (ALDP) and Voluntary Assistance Scheme at the Bar Council of Ireland in Ireland has also been fighting for the introduction of consumption rooms (illegal at the moment under the 1977 Misuse of Drugs Act) so as to provide safe ways of injecting drugs and to reduce the incidence of overdose which was recorded to be one person per day and therefore the highest death per capita due to overdose in Europe (Greenfield & Paoli, 2012). Nevertheless, the evidence on consumption rooms lessening drug overdose is not conclusive, although the Swiss and German centres reported no deaths due to overdose in supervised injectors. In Australia, no improvements were found relating to ambulance overdose attendance around the consumption room facility and despite its presence, the rates of HCV continued to worsen by 11 percent yearly. However, majority of deaths related to injection of heroin are attributed to the lack of medical care which consumption rooms seek to provide as a primary aim (Briozzo, 2016). Hence, within the Irish context, consumption rooms could significantly improve harm reduction programs and ultimately improve the lives of individuals suffering from drug abuse by offering a safe and hygienic place and by ensuring that incidences of drug overdose do not occur (Polosa et al., 2013). 

Conclusion
All in all, although programs of harm reduction have been implemented in different countries over the years, unlike Ireland they have had some previous history relating to policies based on harm reduction. Hence, such policies did not bring about a major ideological change or shift in healthcare processes and so Ireland’s implementation of these practices have been widely debated in and often deemed as ineffective. Nevertheless, strategies such as the introduction of consumption rooms can potentially play a significant role in lowering the incidence of deaths due to heroin overdose or even the incidence or spread of blood borne viruses such as HIV due to safe injection methods. 
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