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In September 2021, as part of the project co-financed by the Erasmus + program sources,
an international training for specialists working with young people took place.
By combining perspectives from different countries - Poland, Greece, Italy, Spain and
Portugal - it was possible to exchange experiences in the field of work with young people.
The main theme of the workshop was work with marginalized youth experiencing
addiction to psychoactive substances. During 6 days of work with the use of non-formal
education methods, the participants explored the subject of risky behavior of young
people - from building preventive actions to taking interventions and methods
of supporting young people in the process of sobering up and returning to society.
We joined forces as a team that we created together with: Foundation po DRUGIE -
Poland, Associazione AKIRA - Italy, SOPRO - Portugal, Greek Odysseuses - Greece,
Asociacion Juvenil Intercambia - Spain.

Each participant conducted interactive workshops that presented both theoretical outline
and practical application of the concept. The culmination of the training for specialists
is this e-publication, created by the participants of the training.

The importance of addressing problems of addiction, substance abuse and behavioral
compulsive disorders is one of the most important to be talked amongst young people.
The youth of today are the leaders of tomorrow, says Nelson Mandela. They have the
power to break down past stereotypes regarding drugs, alcohol and addictive behaviors,
as well as build new perspectives around societal matters than have never been
addressed before. Information around psychoactive addiction and compulsive behaviors
is essential, that is the reason we decided to participate in this Erasmus+ project titled
“Youth in risk”.

During the progression of the program, we got to meet with new people, exchange
a variety of ideas regarding the subjects we talked and researched about. We also, got
to spend time doing exciting activities, and got to visit some places outside of Zab, which

we found extremely unique.



The importance of early intervention in cases of addiction in young adults, was our subject
of choice. We got to research methods, techniques and ways, to safely approach the
young adults in crisis. Our brainstorming allowed us to define “crisis” as a significant threat
that can lead to negative consequences (personal, financial etc.), if not handled properly.
We learned that some of the important crisis management steps, include actively listening,
measuring the extent of the problem, engaging in building steady relationships, and
talking openly and freely in order to provide stress and trauma counselling to the victim
and their family. Defining the problem, ensuring safety, providing support and making
a plan collaboratively, are also crucial to those kinds of programs.

When it comes to fulfilling the main goals of the intervention projects, it is important
to stabilize the addicted individual (physically, mentally, emotionally) in order to mitigate
the symptoms of distress, and/or restore the level of functioning needed to gain back
his/her independence. It is essential to develop social skills and communication strategies
that will focus on encouraging self-reliance and problem solving. Assessing the crisis
intervention, interpreting the emotional state, determining the level of risk and cognitive
state are also notably and equally of great importance.

The intervention should be provided to individuals exposed to PTSD, addictive patterns
and compulsive behavioral issues equally. When it comes to people with anti-social
personality disorders, and/or anxiety issues, they seem to be twice as likely to get
addicted, so they must be in the center of those early intervention programs. During our
research we got exposed to the different types of intervention, and got to assess the way
each individual is required to develop a sense of discipline and self-worth to copy with
their emotional state, and gain the tools to control any future relapses or addiction
problems.

We are pleased to have been part of this program. We gained a lot of knowledge and
awareness around the topic of addiction, and got to differentiate it to compulsive
disorders. We participated in a lot of discussions that broadened our perception of what
a drug/alcohol addict actually deals with. We gained a lot of experience around the topics
of rehabilitation, reintegration and everything these processes involve. We enjoyed the

process of content creating, discussing and presenting our work, and opinions.



Thank you for offering us this opportunity to engage ourselves in this journey and gain

this experience among the amazing people we worked with. We would love to meet you

again and have the chance to participate in another Eramus+ proj
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ICTION IN A NUTSHELL

There are many concepts for the development of addiction, but for the purpose
of unifying the message on youth work and the purpose of the publication, we provide
a short reminder, prepared from DSM and ICD-10 sources. You can also talk about
the stages of addiction development, which is especially important in the perspective
of preventive work with young people and at further stages - selecting appropriate

support and intervention tools, tailored to the scale of the problem in the client's life.

BASIC CONCEPTS

ADDICTION is an inability to stop using a substance or engaging in a behavior even
though it is causing psychological and physical harm”.
Alcohol and drugs are the most frequent addictions in society. However, we should also

define another related term that may cause misunderstandings.
Compulsive behaviours

“Compulsive behaviors are actions that are engaged in repeatedly and consistently,
despite the fact that they are experienced as aversive or troubling”. Common activities
that can develop into compulsions include shopping, hoarding, eating, gambling, sex,

and exercise.
Rehabilitation

The process by which an individual with a substance use disorder achieves an optimal
state of health, psychological functioning, and social well-being. Rehabilitation follows
the initial phase of treatment (which may involve detoxification and medical
and psychiatric treatment) [...] There is an expectation of social reintegration into

the wider community”.



An addiction is “an inability to stop using a substance or engaging in a behavior even
though it is causing psychological and physical harm.” (Adam Felman: 2021) And there
exist different types of addiction. In this course, we have dealt with the topic of substance

addiction and risks among the young population.

Drug use can have a wide range of short- and long-term, direct and indirect effects. These
effects often depend on the specific drug or drugs used, how they are taken, how much
is taken, the person's health, and other factors. Short-term effects can range from
changes in appetite, wakefulness, heart rate, blood pressure, and/or mood to heart attack,
stroke, psychosis, overdose, and even death. These health effects may occur after just
one use.

Longer-term effects can include heart or lung disease, cancer, mental illness, HIV/AIDS,
hepatitis, and others. Long-term drug use can also lead to addiction. Drug addiction
is a brain disorder. Not everyone who uses drugs will become addicted, but for some, drug
use can change how certain brain circuits work. These brain changes interfere with how
people experience normal pleasures in life such as food and sex, their ability to control
their stress level, their decision-making, their ability to learn and remember, etc. These
changes make it much more difficult for someone to stop taking the drug even when
it's having negative effects on their life and they want to quit.

Drug use can also have indirect effects on both the people who are taking drugs
and on those around them. This can include affecting a person’s nutrition; sleep; decision-
making and impulsivity; and risk for trauma, violence, injury, and communicable diseases.
Drug use can also affect babies born to women who use drugs while pregnant. Broader
negative outcomes can be seen in education level, employment, housing, relationships,

and criminal justice involvement.



Cardiovascular disease
Stroke

Cancer

HIV/AIDS

Hepatitis B and C

Lung disease
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Mental disorders

Generally, we have two types of physiological consequences:

appetite, wakefulness, heart rate, blood pressure, heart attack, stroke,
psychosis, overdose.

heart or lung disease, cancer, mental illness, HIV, hepatitis.

Beyond the harmful consequences for the person with the addiction, drug use can cause
serious health problems for others. Some of the more severe consequences of addiction
are:

Negative effects of drug use while pregnant or breastfeeding: A mother's substance
or medication use during pregnancy can cause her baby to go into withdrawal after
it's born, which is called neonatal abstinence syndrome (NAS). Symptoms will differ
depending on the substance used, but may include tremors, problems with sleeping and
feeding, and even seizures.45 Some drug-exposed children will have developmental
problems with behavior, attention, and thinking. Ongoing research is exploring if these
effects on the brain and behavior extend into the teen years, causing continued
developmental problems. In addition, some substances can make their way into
a mother's breast milk. Scientists are still learning about long-term effects on a child who
is exposed to drugs through breastfeeding.

Negative effects of secondhand smoke: Secondhand tobacco smoke exposes bystanders

to at least 250 chemicals that are known to be harmful, particularly to children. Involuntary



exposure to secondhand smoke increases the risks of heart disease and lung cancer
in people who have never smoked. Additionally, the known health risks of secondhand
exposure to tobacco smoke raise questions about whether secondhand exposure
to marijuana smoke poses similar risks. At this point, little research on this question has
been conducted. However, a study found that some nonsmoking participants exposed
for an hour to high-THC marijuana in an unventilated room reported mild effects of the
drug, and another study showed positive urine tests in the hours directly following
exposure. If you inhale secondhand marijuana smoke, it's unlikely you would fail a drug
test, but it is possible.

Increased spread of infectious diseases: Injection of drugs accounts for 1 in 10 of cases
of HIV. Injection drug use is also a major factor in the spread of hepatitis C and can be the
cause of endocarditis and cellulitis. Injection drug use is not the only way that drug use
contributes to the spread of infectious diseases. Drugs that are misused can cause
intoxication, which hinders judgment and increases the chance of risky sexual behaviors,
such as condom-less sex.

Increased risk of motor vehicle accidents: Use of illicit drugs or misuse of prescription
drugs can make driving a car unsafe—just like driving after drinking alcohol. Drugged
driving puts the driver, passengers, and others who share the road at risk. In 2016, almost
12 million people ages 16 or older reported driving under the influence of illicit drugs,
including marijuana. After alcohol, marijuana is the drug most often linked to impaired
driving. Research studies have shown negative effects of marijuana on drivers, including
an increase in lane weaving, poor reaction time, and altered attention to the road.
Overdose: Even short bouts of substance use have the potential to wreak havoc
on a person’s body.

Immune system: Digestion; handling of vitamins and protein; reduction in white blood
cells.

Family: uncomfortable conversations; a lack of inhibitions; being stigmatized by their

peers; disengaging from social functions and increased willingness to fight or argue.

During the workshops, we exchanged experiences from working with young people who

use psychoactive substances. A dozen or so years ago we said that during the addiction



phases (social experimentation - warning phase - critical - chronic) there was a certain
acceleration of the process, often related to the change in the drug market. This
is particularly important in connection with the change in the content of the drug market
- legal highs. Often, adolescents start their first contact with substances, for example, with
mephedrone, which changes the course of the addiction process to a more drastic one.
Social exclusion can be defined as a combination of lack of economic resources, social
isolation, and limited access to social and civil rights; it is a relative concept within any
society and represents a progressive accumulation of social and economic factors over
time. Factors that could contribute to social exclusion are problems related to labour,
educational and living standards, health, nationality, drug abuse, gender difference
and violence.

Drug use could be viewed as either a consequence or a cause of social exclusion
(Carpentier, 2002): drug use can cause a deterioration of living conditions, but, on the
other hand, processes of social marginalisation can be a reason for starting drug use.
Nevertheless, the relation between drug abuse and social exclusion is not necessarily
a causal one, because social exclusion ‘does not apply to all drug consumers'.

In the literature and research, the following populations are usually considered
to be at risk for social exclusion: prisoners, immigrants (188), the homeless, sex workers
and vulnerable young people. Bias and methodological limitations in the presented

information on drug use and patterns of use among socially
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.2 DEPENDENCE SYNDROME

A cluster of physiological, behavioural, and cognitive phenomena in which the use
of a substance or a class of substances takes on a much higher priority for a given
individual than other behaviours that once had greater value. A central descriptive
characteristic of the dependence syndrome is the desire (often strong, sometimes
overpowering) to take psychoactive drugs (which may or may not have been medically
prescribed), alcohol, or tobacco. There may be evidence that return to substance use after
a period of abstinence leads to a more rapid reappearance of other features of the

syndrome than occurs with nondependent individuals.
Diagnostic guidelines

A definite diagnosis of dependence should usually be made only if three or more of the
following have been present together at some time during the previous year minimum

six months:

a) astrong desire or sense of compulsion to take the substance;

b) difficulties in controlling substance-taking behaviour in terms of its onset,
termination, or levels of use;

c) a physiological withdrawal state (see F1x.3 and F1x.4) when substance use has
ceased or been reduced, as evidenced by: the characteristic withdrawal syndrome
for the substance; or use of the same (or a closely related) substance with the
intention of relieving or avoiding withdrawal symptoms;

d) evidence of tolerance, such that increased doses of the psychoactive substances
are required in order to achieve effects originally produced by lower doses (clear
examples of this are found in alcohol- and opiate-dependent individuals who may
take daily doses sufficient to incapacitate or kill nontolerant users);

e) progressive neglect of alternative pleasures or interests because of psychoactive
substance use, increased amount of time necessary to obtain or take the

substance or to recover from its effects;

11



f) persisting with substance use despite clear evidence of overtly harmful
consequences, such as harm to the liver through excessive drinking, depressive
mood states consequent to periods of heavy substance use, or drug-related
impairment of cognitive functioning; efforts should be made to determine that the
user was actually, or could be expected to be, aware of the nature and extent

of the harm.

Narrowing of the personal repertoire of patterns of psychoactive substance use has also
been described as a characteristic feature (e.g. a tendency to drink
alcoholic drinks inthe same way on weekdays and weekends, regardless

of social constraints that determine appropriate drinking behaviour).

It is an essential characteristic of the dependence syndrome that either psychoactive
substance taking or a desire to take a particular substance should be present;
the subjective awareness of compulsion to use drugs is most commonly seen during
attempts to stop or control substance use. This diagnostic requirement would exclude,
for instance, surgical patients given opioid drugs for the relief of pain, who may show signs
of an opioid withdrawal state when drugs are not given but who have no desire

to continue taking drugs.

The dependence syndrome may be present for a specific substance (e.g. tobacco
or diazepam), for a class of substances (e.g. opioid drugs), or for a wider range of different
substances (as for those individuals who feel a sense of compulsion regularly
to use whatever drugs are available and who show distress, agitation, and/or physical

signs of a withdrawal state upon abstinence).
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G CLASTER

Young people can take drugs because of many different reasons. First of all they
do it because they want to feel good; abused drugs, in fact, can produce feelings
of pleasure and can relieve pain. Sometimes they may take drugs because they want
to be accepted by friends or other groups who are taking drugs. In addition, some young
adults suffer from mental disorders like anxiety, depression or post-traumatic stress
disorder (PTSD), and the use of some drugs can alleviate the suffering. The problem is that
quite often young people don't know or do not consider the risks associated with
psychoactive substances.

Drugs, in fact, are really dangerous, especially for young people. Their brains, in particular
the prefrontal cortex, continue to grow and develop until they are their mid-20's. Using
drugs can interfere with developmental processes of the brain, that is why especially
young adults should not take it.

Furthermore, if people start taking psychoactive substances when they are young, there
are more chances of becoming addicted to drugs.

In conclusion, using drugs can contribute to the development of many health problems,
also serious problems, like heart diseases.

So, is there a way to prevent the drug use and addiction in young people? The answer
is yes, but there must be a continued commitment in the part of families, schools
and also media.

The prevention programs should include education and dissemination of information,
in order to help young people understand the risks of the drug.

That is why, in this article, we want to provide a brief description of the characteristic and
effects of the principal modern psychoactive substances: cannabis, cocaine, heroin,
ecstasy and LSD. The information provided here could be used in a prevention program,
but it also can be shown the children by their parents. It can prevent the children from
using drugs, because a good communication about this topic can promote children safety,

self-control and responsibility.
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MARIJUANA

Marijuana refers to the dried leaves, flowers and stems from the “Cannabis Sativa” plant.
Marijuana is the most commonly used addictive drug after tobacco and alcohol
and its use is widespread among young people. In 2018, in fact, more than 11 million
young adults wused marijuana. The main influencing drug ingredient
is THC (tetrahydrocannabinol,  the psychoactive constituent),  which acts
on the cannabinoid system and binds to the CB1 receptor.

THC is a CB1 agonist, that means that THC binds to cannabinoid receptors and mimics the
function and role of endocannabinoids. Essentially, a THC molecule produces its effects
by activating the CB1 receptor to which it binds. Specifically, CB1 is a G protein-coupled
receptor, a large group of cell membrane receptors. The CB1 receptor is expressed mainly
in the central nervous system and peripheral nervous system. Its main role is to control
functions like pain, metabolism, sleep and movement by regulating the release of specific
neurotransmitters. Naturally, the effects of THC when it binds to CB1 receptors depend
on the specific area where CB1 receptions are located.

For example, we have seen that the hippocampus contains a large concentration
of THC receptors. Marijuana is known to affect people’s memory by disrupting the normal
functions of the hippocampus, which plays an important role in memory.

Furthermore, Hampson and Deadwyler (2000) found that the effects of cannabinoids
on a spatial memory task were similar to those produced by hippocampal lesions.
Among many other things, an important CB1 receptor function is to help regulate and
control the brain's limbic and reward circuitry. The CB1 receptor, in fact, influences
dopamine transmission and produces a euphoric high when triggered by THC.

Another example: we have seen that the amygdala contains CB1 receptors. THC bind also
to endocannabinoid receptors in the amygdala. Amygdala is a collection of nuclei and
it helps regulate the response to fear, anxiety, stress and paranoia. When people use
cannabis, their brain suddenly receives more cannabinoids than usual. Research suggests
this excess of cannabinoids may overstimulate the amygdala, making people feel fear and
anxiety. In a few words, experts believe your endocannabinoid system plays a part

in cannabis-related paranoia.
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When a person smokes marijuana, THC quickly passes from the lungs into the
bloodstream. The blood carries the chemical to the brain and other organs throughout
the body. As we said, THC acts on specific brain cell receptors (CB1). In addition to the
paranoia and the impairment of memory, of which we have spoken, other effects include:
Difficulty with thinking and problem-solving, about which we will speak also in the section
relative to long-term effects;

Psychosis (risk is highest with regular use of high potency marijuana): psychotic symptoms
can include visual hallucinations, hearing voices or pervasive delusional thinking.
A convergence of evidence shows that use of Cannabis is associated with increased risk
of developing psychotic disorders, including schizophrenia. Cannabis exposure during
adolescence is most strongly associated with the onset of psychosis amongst those who
are particularly vulnerable, such as those who have been exposed to child abuse and
those with family histories of schizophrenia. Schizophrenia that develops after cannabis
use may have a unique clinical phenotype, and several genetic polymorphisms may
modulate the relationship between cannabis use and psychosis.

Marijuana also affects brain development. In fact, when people begin using marijuana
when they are young, the drug may impair thinking, memory, and learning functions.
Furthermore, the drug affects how the brain builds connections between the areas
necessary for these functions. Researchers are still studying how long marijuana's effects
last and whether some changes may be permanent. Let us see an example:

A study from New Zealand conducted by researchers at Duke University showed that
people who started smoking marijuana heavily in their teens lost an average of 8 I1Q points
between ages 13 and 38. Nevertheless, the lost mental abilities didn't fully return in those
who quit marijuana as adults. Those who started smoking marijuana as adults didn't show

notable 1Q declines.

- Poor school performance and higher chance of dropping out
- Impaired thinking and ability to learn and perform complex tasks

- Lower life satisfaction
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- Addiction (about 9% of adults and 17% of people who started smoking
as teens, so young people have an increased risk of addiction)

- Let us see the specific reasons of these effects!

THC is able to alter the functioning of the hippocampus and orbitofrontal cortex, brain
areas that enable people to shift their attentional focus. As a result, using marijuana
interferes with a person’s ability to learn and perform complicated tasks and causes
impaired thinking. Naturally, this causes also the poor school performance and the higher
risk of dropping out.

ADDICTION: Like the other drugs, THC stimulates neurons in the reward system to release
the signaling chemical dopamine at high levels. So acting through cannabinoid receptors,
THC activates the brain’s reward system, which includes regions that govern the response
to pleasurable behaviors. The surge of dopamine impulse the brain to repeat the
rewarding behavior, increasing the risk of marijuana dependence. So marijuana use can
actually lead to the development of a substance use disorder, a medical illness in which
the person is unable to stop using a specific substance even though it's causing problems

in their life.

HEROIN:

Heroin is an opioid drug made from morphine, a natural substance taken from the seed
pod of the various opium poppy plants grown in Southeast and Southwest Asia, Mexico
and Colombia. Heroin can be a white or brown powder.

When people suffer, their brain produce natural opioid chemicals to help relieve
discomfort and aching. Heroin, precisely, works like a strong natural opioid chemicals,
binding itself to opioid receptors. Opioid receptors are cells located in many areas,
especially in those involved in feelings of pain (Peri-Aqueductal Gray Region, in the mid-
brain), in controlling heart rate (the reticular formation, in the brainstem), sleeping and

breathing.
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Because of heroin’s high potency, the substance releases an a large amount of dopamine
and other neurotransmitters that help people feel happy and relaxed, as well as free from
pain. This is a serious problem, because the more the brain encounters synthetic opioids,
the less the brain will produce natural opioids! Naturally, this process makes it more

difficult for people to get off drugs.

People who use heroin report feeling a “rush”, that is a great increase of pleasure

and euphoria. In addition, there are other common effects, including:

- Dry mouth
- Heavy feeling in the arms and legs
- Nausea and vomiting

- Clouded mental functioning

People who use heroin over the long term may develop these common effects:

Insomnia

Collapsed veins for people who inject the drug
Damaged tissue inside the nose

Infection of the heart valves and lung complications
Abscesses (swollen tissue filled with pus)

Stomach cramping

Sexual dysfunction for men

Irregular menstrual cycles for women

N2 2 2 N U 2 2\

A back-and-forth state of being conscious and semiconscious

Heroin is a highly addictive substance. As we said, when people use heroin their brain
starts to produce less endogenous opioids. Having fewer natural opioids to help can cause

brain to rely on the relief that heroin provides. For this reason, people who use heroin can
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develop a physical dependence. Once the brain becomes chemically dependent
on heroin, people start to experience withdrawal symptoms if they stop using it.

In addition, even the tolerance for the substance may increase as well, so people need
larger doses of the drug to have the same pain-relieving and euphoric effects, and “larger
doses” means higher risks.

People who regularly use heroin often develop a tolerance, which means that they need

higher and frequent doses of the drug to get the desired effects.

COCAINE:

Cocaine is a powerfully addictive stimulant drug obtained from the leaves
of” Erythroxylum coca”. Cocaine can seriously alter brain structure and function if used
repeatedly.

This substance acts by binding to the dopamine transporter, blocking the removal
of dopamine from the synapse. Dopamine then accumulates in the synapse to produce
an amplified signal to the receiving neurons. This is what causes the euphoria commonly

experienced immediately after taking the drug.

For most people who use cocaine, the effects are feelings of excitement and confidence,
but there are also undesired effects during use; cocaine, in fact, can make people feel
upset or aggressive. Furthermore, in some people, even small amounts of cocaine
can cause problems and harmful effects. Let us see the effects of short
and long-term use. Cocaine’s effects appear almost immediately after a single dose
and disappear within a few minutes to an hour. Small amounts of cocaine usually make

the user feel:

- Euphoric and energetic

- Talkative

- Mentally alert and hypersensitive to touch, sight and sound
- The drug can also decrease the need for food and sleep

- Feelings of restlessness, irritability, anxiety, panic and paranoia

18



Short-term physiological effects include:

constricted blood vessels, dilated pupils and increased body temperature and heart rate.

With repeated exposure to cocaine, the brain starts to adapt so that the reward pathway

becomes less sensitive to natural stimuli. Other effects:

- Loss of sense of smell and nosebleeds and an overall irritation of the nasal
septum leading to a chronically inflamed nose

- Lung damage

- Cocaine reduces blood flow in the gastrointestinal tract and this can lead
to ulcerations

- Cocaine has significant toxic effects on the heart and cardiovascular system

- Cocaine use is linked with increased risk of stroke

- Higher risk of intracerebral hemorrhage

Many cognitive functions are impaired with long-term cocaine use: sustaining attention,

impulse inhibition, memory, making decisions and performing motor tasks.

<=

Cocaine is a highly addictive drug and according to the experts the psychological addiction
is often the hardest part to overcome, although there are also undeniable physical
symptoms of addiction.

Once someone becomes addicted to cocaine, it can be very hard to stop, because cocaine
abnormally increases the level of dopamine in the brain, eventually reprogramming the
brain reward system (the mesolimbic dopamine system).

In the normal neural communication process, in fact, dopamine is released by a neuron
into the synapse, where it can bind to dopamine receptors on neighboring neurons.
Normally, dopamine is then recycled back into the transmitting neuron by the dopamine

transporter. But if cocaine is present, it attaches to the dopamine transporter and blocks
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the normal recycling process, resulting in an increase of dopaminergic activity, which

contributes to the pleasurable effects of cocaine and, obviously, to the addiction.

ECSTASY - MDMA

"Ecstasy" (MDMA) and related drugs are amphetamine derivatives that also have some
of the pharmacological properties of mescaline - a hallucinogenic compound. They have
become popular with participants in "raves," because they enhance energy, endurance,
sociability and sexual arousal. This vogue among teenagers and young adults, together
with the widespread belief that "ecstasy" is a safe drug, has led to a thriving illicit traffic
in it. But these drugs also have serious toxic effects, both acute and chronic, that resemble
those previously seen with other amphetamines and are caused by an excess of the same
sympathomimetic actions for which the drugs are valued by the users. Neurotoxicity
to the serotonergic system in the brain can also cause permanent physical and psychiatric
problems. A detailed review of the literature has revealed over 87 "ecstasy"-related
fatalities, caused by hyperpyrexia, rhabdomyolysis, intravascular coagulopathy, hepatic
necrosis, cardiac arrhythmias, cerebrovascular accidents, and drug-related accidents
or suicide. The toxic or even fatal dose range overlaps the range of recreational dosage.
The available evidence does not yet permit an accurate assessment of the size
of the problem presented by the use of these drugs.

As the name implies, MDMA is a derivative of methamphetamine (known by such street
names as “speed,” “crystal” and “meth” among others) and its parent compound
amphetamine.

Ecstasy differs from amphetamine and methamphetamine in one important respect.
As shown in Fig. 1, it has a methylenedioxy (-O-CH2-O-) group attached to positions
3 and 4 of the aromatic ring of the amphetamine molecule (i.e., it is “ring-substituted”).
In this respect, it resembles the structure of the hallucinogenic material mescaline.
As a result, the pharmacological effects of MDMA (and MDEA) are a blend of those of the
amphetamines and mescaline (IMMAGINE SLIDE SALVATA SUL DEKSTOP)

All of these substances resemble the natural neurotransmitters epinephrine (adrenaline)
and dopamine, and most of their biological actions and effects resemble those

of epinephrine, dopamine and serotonin.
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Like amphetamine, MDA and MDMA are completely synthetic substances that do not exist
in nature. The intention was apparently to market MDMA as an appetite inhibitor,
but it was also never marketed and is now used only nonmedically.

The reported effects of MDMA vary according to the dose and the frequency and duration
of use. In general, the effects desired by most users are those produced by low doses

on single occasions.

Desired effects

The desired effects for which MDMA is used are closely similar to those that account for
the continuing popularity of the other amphetamines. Physically, it produces a marked
increase in wakefulness, endurance and sense of energy, sexual arousal, and
postponement of fatigue and sleepiness. The accompanying psychological effects are
described as a sense of euphoria, well-being, greater sociability, extraversion, heightened

sense of closeness to other people, and greater tolerance of their views and feelings

Like the amphetamines, MDMA also has adverse effects on many physical functions, even
when taken in moderate doses for the recreational purposes. Because the basic action
of the amphetamines involves increased arousal and alertness, it is usually accompanied
by an increase in tension, which is manifested as muscular tension, jaw clenching, tooth
grinding (bruxism) and constant restless movement of the legs. Headache, nausea, loss
of appetite, blurred vision, dry mouth and insomnia are other commonly reported
physical symptoms during the drug experience and immediately afterwards. Heart rate
and blood pressure, which are usually elevated during the drug experience, tend
to fluctuate more widely than normal during the following days.

Undesired psychological acute effects commonly reported during the drug experience
similarly represent an exaggeration of the effects for which the drug is taken.
The increased arousal, if carried to excess, is converted into hyperactivity, flight of ideas
(with a resulting inability to focus one's thoughts in a sustained and useful manner) and
insomnia. Related complaints often include mild hallucinations, depersonalization

(a feeling of separation of the self from the body), anxiety, agitation, and bizarre
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or reckless behaviour. The day or 2 after drug use, the most common mental or mood
complaints are difficulty concentrating, depression, anxiety and fatigue. Despite these
complaints, the majority of users find the overall balance of the experience positive rather
than negative but, with frequent repetition of the experience, the negative effects tend

to become more prominent and the beneficial or pleasurable ones less so.

Serotonin neurotoxicity. Apart from the small number of people who have reported
improvement or resolution of emotional or personality problems after the use of MDMA
in psychotherapy, the long-term effects are virtually all adverse ones.

The ability of MDMA to increase the concentration of serotonin in the synapse probably
underlies its production of improved mood and of sensory alterations. However, at higher
doses the massive release of serotonin not only gives rise to acute psychotic symptoms
(as described earlier) but also causes chemical damage to the cells that released it.

This damage has been clearly demonstrated in animal experiments with MDMA
and related drugs. In humans, there has been only one postmortem study of changes
in the levels of serotonin and its main metabolite in the brain of a single long-term MDMA

user.

It has been suggested that the demonstrated neurotoxic effects of MDMA on the
serotonin system may be the possible cause of a variety of mental and behavioural
problems that outlast the actual drug experience by months or years. These problems
are quite varied in nature, but they all involve functions in which serotonin is known
to play an important role, like: impairment of memory and decision-making, lack
of self-control, panic attacks, recurrent paranoia, hallucinations, depersonalization, and

severe depression.

As is the case for psychiatric problems, there are a number of physical problems that
either appear after drug use is over like: tooth grinding, muscle aches and pains, elevation

of the blood pressure.
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MDMA is predominantly used by males between the ages of 18 and 25. Most use typically
begins at 21 years of age, so we can realize the prime importance of the prevention.
The use of drug prevention programs may be a promising approach to reduce MDMA use
among young adults. New technologies could also help in delivering messages to high

school and college students about the effects of MDMA use.

The most effective treatments for patients with MDMA use disorder are cognitive
behavioral therapy - as we said, this therapy that are designed to help modify the patient’s
thinking, expectancies and behaviors. In addition, also recovery support groups can be
effective to support long-term recovery. The are currently no FDA-approved medications

to treat MDMA use disorder.

MDMA was first administered clinically in the 1970s, at which time there was speculation
that the drug acted to “fortify the therapeutic alliance by inviting self-disclosure and
enhancing trust”. A series of small, uncontrolled studies followed, which together
suggested that MDMA was an effective adjunct to psychotherapy, especially in those
suffering from anxiety. In recent studies we found out that the side effects that include
teeth grinding, jaw clenching, headache, lack of appetite, fatigue, dizziness, and nausea
resolve often after some time without assistance. Early human data indicate that MDMA
could be particularly useful in assisting emotional processing and, therefore, recovery

in people suffering from PTSD.

LSD

The classic serotonergic psychedelic, LSD, induces a profoundly altered state
of consciousness, the neural correlates of which are just beginning to be unravelled.
Combining pharmacological interventions with non-invasive brain imaging techniques

such as functional MRI, affords the dual advantage of improving our understanding
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of a potent psychoactive drug's effects, while providing insight into normal and abnormal
brain function.

In recent years, relevant studies have been carried out with classic 'psychedelic’
(‘mind-manifesting’) drugs, which all share agonist properties at the serotonin 5-HT2A
receptor. Examples of classic 5-HT2A receptor agonist psychedelics include the synthetic
compound lysergic acid diethylamide (LSD), the Psilocybe mushroom constituent
psilocybin, and dimethyltryptamine (DMT), an ingredient of the ritual beverage ayahuasca.
Here, we show that the state of altered consciousness induced by LSD corresponds
to an additional, abnormal increase in functional complexity of the brain as a result
of LSD. Remarkably, this effect is not uniform in time, but rather, it is only observed during
moments when the brain is characterised by a predominantly segregated pattern
of functional connectivity.

Being less constrained by pre-existing priors due to the effects of LSD, the brain is free
to explore a variety of functional connectivity patterns that go beyond those dictated
by anatomy - presumably resulting in the unusual beliefs and experiences reported
during the psychedelic state, and reflected by increased functional complexity.

We discovered that LSD induce ego-dissolution during the psychedelic experience,
and it has been repeatedly found to predict positive clinical outcomes following
psychedelic administration.

The main novel finding of the present analysis is that the effects of LSD on brain function
and subjective experience are non-uniform in time: rather, they depend on the particular
state of the brain at a given point in time. LSD may facilitate the exploration of a more
diverse repertoire of functional connectivity patterns, in concomitance with
an attenuation of reality monitoring processes.

In summary, we have shown that LSD has time-dependent effects on the dynamics
of brain function, and may exert its psychedelic effects differently at different points
in time, based on the brain's state of integration or segregation.

So, as we said earlier, the effects of LSD on brain function and subjective experience are
non-uniform in time: LSD makes globally segregated sub-states of dynamic functional
connectivity more complex, and weakens the relationship between functional and

anatomical connectivity.
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The effects of LSD usually begin in approximately 30 minutes and last eight hours:

Euphoria and wellbeing

Dilation of pupils

Perceptual changes (visual and auditory allucinations)
Confusion and trouble concentrating

Headaches, nausea and vomiting

Fast irregular hearth beat
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Increased body temperature

Some people who regularly use LSD may eventually experience flashbacks. This is when
LSD experience reoccurs usually a visual distortion that involves perceptual or emotional
changes. Flashbacks can happen weeks months or even years after the drug was last

taken. Flashbacks can be disturbing.

LSD is phisically nonaddictive, but users can become psychologically addictes to the drug'’s
effects. Luckly, there are multiple treatments centers that can help. Many different types
of therapy, including cognitive behavioural therapy, have been proven to help with
dependency. Treatment methods, such as support groups like Narcotics Anonymous have
also been prove effective.

Clinical use of the drug: There is evidence from recent studies in rodents that classic
psychedelics, LSD, psilocin, psilocybin, and DMT, create long-term behavioral outcomes
comparable to those of traditional antidepressant treatment in measures of coping
strategy and cognitive function.

Additionally, animal studies pointed out that psychedelics can enhance associative
learning, a cognitive function commonly impaired by neuropsychiatric disorders,
particularly major depressive disorder (MDD). However, a gold-standard protocol
for assessing the behavioral effects of psychedelics has yet to be established, and
a number of factors may confound the results, including which animal model and

behavioral measures are used, as well as the kind of psychedelic drug tested.
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LSD showed promising results in patients with depression and anxiety, and clinical trials
are ongoing for MDD. Along with the potential use of hallucinogenic compounds in the
clinic, it is undeniable that they also represent an important tool to better understand the
neuronal circuitries, brain connectivity, pharmacological targets, and signaling cascades

behind the pathology of mental disorders.

While we were writing this research we had the possibility to deepen our knowledge
on this topics. As the Italy team, we think that in our country prevention is not being
applicate enough and we can see in our daily life works the consequences. This happens
of a cultural factor. Many times the schools and teachers request the prevention programs
only when they already have problems in the schools. This kind of behavior makes
ineffective the real work of primary prevention. In this situation the school need a different
approach to manage the situation in an effective way. Since this is one of the most import
topic about the youth, we were pleased to be part of a project that has the design

to improve the society and the education of young people.

Source:

https://medlineplus.gov/drugsandyoungpeople.html

The pharmacology and toxicology of “ecstasy” (MDMA) and related drugs - Harold Kalant
(2001)

LSD alters dynamic integration and segregation in the human brain - Andrea I. Luppi,a,b,x
Robin L. Carhart-Harris,c Leor Roseman,c loannis Pappas,a,b,1 David K. Menon,a,d and
Emmanuel A. Stamatakisa

Hallucinogens in Mental Health: Preclinical and Clinical Studies on LSD, Psilocybin, MDMA,
and Ketamine - Danilo De Gregorio, Argel Aguilar-Valles, Katrin M Preller, Boris Dov

Heifets, Meghan Hibicke, Jennifer Mitchell and Gabriella Gobbi.
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CTIVE PREVENTIVE
EASURES

In this part of the training we got the chance to explore the effects and the measures taken
to prevent the critical damage that occurs in drug users as well as alcoholics and other
types of addicts.

Substance use disorder, is a disease that affects a person's brain and behavior and leads
to an inability to control the use of a legal or illegal drug or medication. Some side effects
may lead to permanent psychological and physical injurys and brain damage.

Drug addiction begins with exposure to prescribed medications or receiving medications
from a friend or relative who has been prescribed the medication.

Prevention is the best way to keep people from becoming addicted to drugs. When
it comes to drug and alcohol consumption, holding the notion that “I'll do it only once”
may prove to be quite dangerous. And for those that do it the first time, it's equally
as dangerous to say “l can stop at any time.” Many people can, but those unlucky few that
cant end up with a dependence that spirals out of control.
Prevention is an important part of a comprehensive harm reduction approach to reduce
alcohol and other drug harms, particularly amongst young people.

We can encounter 6 examples of Prevention methoths, the first being “Learn to deal with
life’s pressure” thats is resumed in the inability to deal with normal life pressures, that
is one of the major reasons that drive people to drugs and alcohol. For many people, drug
and alcohol consumption is a way to escape the harsh realities of life. Learning to cope
with life’s pressures will go a long way when it comes to helping people stay away from
drugs and alcohol.

Next in the list, we can find “Don "t give in to peer pressure” that targets particularly
to teenagers and young adults, that experiment with drugs just to portray a cool image
in front of others. They do it to fit in among their circle of friends. Some adolescents

wrongly believe that doing drugs or consuming alcohol will make them more acceptable
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and popular among others. Not giving into peer pressure can and will prevent drug
addiction.

Moroever, “Develop close family ties” is also an important prevention measure,
as the research indicates that people who share a close connection with their families are
less likely to become drug addicts. The guidance and support provided by the family
makes it easier for a person to deal with life pressures and stay away from all types
of harmful substances. The same is true for having a close relationship with good friends
that are responsible and trustworthy.

For instance, “Develop healthy habits” such as eating a balanced diet and exercising
regularly is another way of preventing drug and alcohol addiction. Being healthy and
active makes it easier for people to deal with life stresses. This in turn, reduces the
temptation to rely on drugs and alcohol to deal with stress. A healthy diet and regular
exercise promotes feel good chemicals in the brain.

Take the case of “School Based drug abuse prevention programs” that consist in drug
abuse prevention should be addressed as early as preschool. Preschool children can
benefit from learning how to handle aggression, solve problems, and communicate better
so that they can avoid putting themselves at risk for drug abuse later in life. Middle and
high school programs should focus on peer relationships, communication, assertiveness,
drug resistance skills and developing anti-drug attitudes. School based prevention
programs should be repeated often for the best level of success.

Lastly, “Aftercare” can be a formal part of the recovery process, and it also serves
as a form of prevention. In aftercare, some people may live in sober living homes, where
as others may live in their own homes but continue to attend outpatient therapy
in the community. The main goal of aftercare is to help a person continue to cope with
the challenges of recovery without returning to drug or alcohol use.

In conclusion, drug prevention programs are designed to provide the education
and support necessary to diminish drug dependency in communities, schools and the
workplace. Drug abuse prevention has become an important first step in informing
specific individuals about the dangers of addiction, prevention techniques and where

to find recovery help if it should be deemed necessary.

28



IAL REHABILIATION AND
DICTION TREATMENT

Rehabilitation programs must follow some principles. Therefore, we want to present them

below.
PRINCIPLE 1

Prevention programs should enhance protective factors and reverse or reduce risk
factors.

The risk of becoming a drug abuser involves the relationship among the number and type
of risk factors (e.g., deviant attitudes and behaviors) and protective factors (e.g., parental
support).

The potential impact of specific risk and protective factors changes with age. For example,
risk factors within the family have greater impact on a younger child, while association
with drug-abusing peers may be a more significant risk factor for an adolescent.

Early intervention with risk factors (e.g., aggressive behavior and poor self-control) often
has a greater impact than later intervention by changing a child’s life path (trajectory) away
from problems and toward positive behaviors.

While risk and protective factors can affect people of all groups, these factors can have
a different effect depending on a person’s age, gender, ethnicity, culture,

and environment.
PRINCIPLE 2

Prevention programs should address all forms of drug abuse, alone or in combination,
including the underage use of legal drugs (e.g., tobacco or alcohol); the use of illegal drugs
(e.g., marijuana or heroin); and the inappropriate use of legally obtained substances

(e.g., inhalants), prescription medications, or over-the-counter drugs.
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PRINCIPLE 3

Prevention programs should address the type of drug abuse problem in the local

community, target modifiable risk factors, and strengthen identified protective factors.

PRINCIPLE 4

Prevention programs should be tailored to address risks specific to population
or audience characteristics, such as age, gender, and ethnicity, to improve program

effectiveness.

PRINCIPLE 5

Family-based prevention programs should enhance family bonding and relationships and
include parenting skills; practice in developing, discussing, and enforcing family policies
on substance abuse; and training in drug education and information.

Family bonding is the bedrock of the relationship between parents and children. Bonding
can be strengthened through skills training on parent supportiveness of children,
parent-child communication, and parental involvement.

Parental monitoring and supervision are critical for drug abuse prevention. These skills
can be enhanced with training on rule-setting; techniques for monitoring activities; praise
for appropriate behavior; and moderate, consistent discipline that enforces defined family
rules.

Drug education and information for parents or caregivers reinforces what children are
learning about the harmful effects of drugs and opens opportunities for family
discussions about the abuse of legal and illegal substances.

Brief, family-focused interventions for the general population can positively change

specific parenting behavior that can reduce later risks of drug abuse.
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PRINCIPLE 6

Prevention programs can be designed to intervene as early as preschool to address risk

factors for drug abuse, such as aggressive behavior, poor social skills, and academic

difficulties.

PRINCIPLE 7

Prevention programs for elementary school children should target improving academic

and social-emotional learning to address risk factors for drug abuse, such as early

aggression, academic failure, and school dropout. Education should focus on the following

skills:

N
N
N
5
N

self-control

emotional awareness
communication

social problem-solving

academic support, especially in reading

PRINCIPLE 8

Prevention programs for middle or junior high and high school students should increase

academic and social competence with the following skills:
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study habits and academic support
communication

peer relationships

self-efficacy and assertiveness

drug resistance skills

reinforcement of anti-drug attitudes

strengthening of personal commitments against drug abuse
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PRINCIPLE 9

Prevention programs aimed at general populations at key transition points, such as the
transition to middle school, can produce beneficial effects even among high-risk families
and children. Such interventions do not single out risk populations and, therefore, reduce

labeling and promote bonding to school and community.

PRINCIPLE 10

Community prevention programs that combine two or more effective programs, such as
family-based and school-based programs, can be more effective than a single program

alone.

PRINCIPLE 11

Community prevention programs reaching populations in multiple settings—for example,
schools, clubs, faith-based organizations, and the media—are most effective when they

present consistent, community-wide messages in each setting.

PRINCIPLE 12

When communities adapt programs to match their needs, community norms, or differing
cultural requirements, they should retain core elements of the original research-based

intervention27 which include:

- Structure (how the program is organized and constructed);
- Content (the information, skills, and strategies of the program); and

- Delivery (how the program is adapted, implemented, and evaluated)
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PRINCIPLE 13

Prevention programs should be long-term with repeated interventions (i.e., booster
programs) to reinforce the original prevention goals. Research shows that the benefits
from middle school prevention programs diminish without follow-up programs in high

school.

PRINCIPLE 14

Prevention programs should include teacher training on good classroom management
practices, such as rewarding appropriate student behavior. Such techniques help to foster

students’ positive behavior, achievement, academic motivation, and school bonding.

PRINCIPLE 15

Prevention programs are most effective when they employ interactive techniques, such
as peer discussion groups and parent role-playing, that allow for active involvement

in learning about drug abuse and reinforcing skills.

PRINCIPLE 16

Research-based prevention programs can be cost-effective. Similar to earlier research,
recent research shows that for each dollar invested in prevention,

a savings of up to $10 in treatment for alcohol or other substance abuse can be seen.

Drug addicted patients used to present a poor physical condition. An individual and
progressive program of physical exercise can produce protective and preventive effects
on them, improving some symptoms such as abstinence, depression or anxiety.
Also, other activities like yoga seem to reduce craving. Actually, exercise also improves
their social reintegration, because they have to be part of a group, talking about their

interests, doubts, desires...
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Experts recommend practicing a combined program, based on aerobic and strength

exercises. This program should be individualized to control intensity, volume and

frequency.
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4 PHASES OF THE
BSTANCE ADDICTION
RECOVERY PROCESS

WITHDRAWAL SYNDROME

- ltis the first abandonment of the use of the substance.

- Physical detoxification of the substance.

-> Between 1-2 weeks.

- Sympthoms: Desires to consume, anxiety, depression, low energy,

irritability, paranoia, problems with memory, insomnia, etc.
Early abstinence or Honeymoon

- Presence of a state of well-being and euphoria when feeling that their
problems with the substances are resolved.

- From 4-6 weeks.

- It causes increased energy, increased optimism, mild paranoia and excess
ofconfidence which leads to consume another type of substance different
from the one that caused the addiction.

- lItis very important family members know these characteristics of this stage

and support the patient.
Prolonged abstinence or Wall phase

- The most feared one.

> It causes low energy, emotionally the person feels apathetic,
sad and anhedonia.

- Between 3-4 months.

- Believe in never recovering which increases hopelessness in relapse.
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> It is important to emphasize that all these changes follow the adequate
stabilization of brain neurochemistry and that the symptoms will pass over

time.

Overcoming the symptoms of physical withdrawal, improving the effects, however the
recovery process has not ended. This being a false belief.

Between 4-6 months.

The main objective of this phase is maintaining the lifestyle that has been gradually
implemented.

It is very important that different supports (family, friends) and themselves, develop

and maintain a balanced lifestyle in order to social reinsertion action and resolution.
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PORT PLAN

Each of us has our own history. Each of us perceives the reality around us differently, just
as each of us has different needs, goals or dreams. Due to this, every treatment or support
plan for a person who wants to fight an addiction problem will be different. Sometimes
the structure in which support is provided will also count - the rules and possibilities
of action may differ significantly, which translates into the course and purpose of working
with another person in a crisis.

Regardless of the chosen path, the same values that should guide us during the aid

relationship will always count:
Care
Authenticity

>
>

- Engagement
- Curiosity

>

Subjectivity

The above-mentioned features are the absolute basis on which we will build
a relationship and quality of contact. If we omit even one point, our client / recipient
of activities will probably notice what will affect further meetings. To be able to support
a person in the sobering-up process, they must first believe us - that we are there for
them, that they have support in us, that we really want to act on their behalf. Building
a relationship may take months - but without it, we will never create a partnership with
our client. Building an individual action plan requires cooperation and trust. But most
importantly - the plan must come from the client, not us. They are the best experts in their
person!

The more they plan than we are, the greater the intrinsic motivation, the more the person
will be involved in the process of change ... the more we hope that the main goal will
be achieved. The individual plan is based on the diagnosis of difficulties and resources.
To be able to build anything, we need to know what the client's goal is and how

he would like to achieve it.
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The very willingness to change should be put in a broader context. In the diagnosis of the

situation, it is worth including a description of the situation:

Family
Residential
Social

Legal
Psychological

Financial
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Health.

The important question is "for what" - not "why". Being aware of the function
of behavior - e.g. active substance use - we can influence the goals and indirectly the cause
itself. The axis of support may be the creation of new, alternative experiences that may
have a similar function. Addiction is never the only problem - it is usually the result
of other difficulties, difficult experiences, or a feeling of missing something important.
Running away, forgetting, experiencing things that are hard to feel without a substance -
different functions will affect our plan to support a person in crisis. This is an area
for in-depth therapeutic work that we, as youth workers, want to support.

During the sobering-up process, it is worth supporting solutions to other problems.
The consequences of previous behaviors can be demotivating for customers when they
begin to confront reality. The offer of arranging free consultations with a lawyer, bailiff
or other specialist may be an equally important support that will pay off in the future.
Different goals should be completed in smaller steps. The possibility of experiencing small
successes is sometimes more motivating than the end goal! It is also extremely important
in building a new sense of self-confidence and agency. It is worth remembering that even
the best-built plan can crumble suddenly and unannounced.

We will never be able to be sure that it will succeed - it depends on the client himself and
his environment. Relapses, the need to bear the consequences of previous wrong
decisions, a decrease in motivation or an external change, e.g. in the client's immediate

environment - this will probably happen more than once or twice. We cannot fully protect
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the client from failures, but definitely - we can help to experience them and deal with
them.
Sometimes we can only be here and now, listen, accompany. Sometimes it is this factor

that will make a person stand up and keep trying.
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M REDUCTION

In the 21st century, there is still a belief that the only way out of addiction is to start the
sobering-up process and enter the path of full abstinence from psychoactive substances.
We often meet with the assumption that in order to recover from addiction you have to hit
the "bottom" - to fall very low, so low that there is no other choice but to start addiction
treatment.

In many situations, this is indeed the path of the users of psychoactive substances - the
spiral of losses, the loss of loved ones and accumulating problems (or in the final
stages - life threatening) make addicts decide to seek help. In some people this process
takes several months, in others - several or several years.

In practice, addicts hear from people dealing with social assistance a characteristic
sentence - "come back when you want to sober up", "we will help you when you stop
drinking or taking drugs". Effect? Individuals are left to themselves without any source
of support. The spiral of losses grows - there is social, health, professional and legal
degradation.

Over time, solving problems that arise indirectly from addiction takes years - often this
is another reason not to start the sobering process. Making a decision to change your
lifestyle does not take several minutes. It is a complex process, often very fragile and
shaky, due to the fact that addiction is a disease recognized by the ICD-10. Already over
100 years ago it was noticed that thinking "come while you are sober" has
drawbacks - it leaves a person in need to himself, without any support leading to making
this socially expected decision. We are talking here about the beginning of an alternative
current of working with addicts - harm reduction.

Harm reduction is a set of practical strategies and ideas aimed at reducing negative
consequences associated with drug use. Harm Reduction is also a movement for social
justice built on a belief in, and respect for, the rights of people who use drugs. Harm
reduction incorporates a spectrum of strategies that includes safer use, managed use,
abstinence, meeting people who use drugs “where they're at,” and addressing conditions

of use along with the use itself. Because harm reduction demands that interventions and
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policies designed to serve people who use drugs reflect specific individual and community
needs, there is no universal definition of or formula for implementing harm reduction.

The term first appeared in 1973, during a WHO addiction experts meeting in 2001, the
United Nations General Assembly adopted a resolution to make harm reduction
programs for injecting drug users generally available in member states by 2005. This line
of work is NOT a silent pursuit of the legalization of psychoactive substances, facilitating

their intake, or providing addicts with information that their course of action is approved.

PHILOSOPHY OF HARM REDUCTION

- accept reality as it is - addictions phenomena will be always present
- help an addicted person in problems in which he expects us to help,
and not in those in which we would like to help him
- only a person who wants to get out of addiction can make it possible;
it cannot be done against the will of the "client,
- Replace an idealistic goal with a pragmatic one
» |dealistic goal : total sobriety
» Pragmatic goal: if they aren’t ready to start the sobering proces,
we can do what we can do to reduce the possible harmful

concequences of using PAS.

Harm reduction practice is one of the first steps in the process of working with a person.
Situation in which a person is caught is usually not an easy one to solve.
It can not be done overnight. Harm reduction street worker often can not change
it immediately, but he can offer a person some materials and informations to ease it a bit.
If for example a person already is sleeping on the street and for any reason can not just
go to the shelter, offering him a blanket and a meal, combined with informations on places
to stay is a beginning. Also if he already is using psychoactive substances, moralizing
on how bad this is for him will not change anything.

But giving him a clean needle or a syringe to dose the substance more accurately and

informations on less dangerous use is something that can at least reduce potential harm.
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It is also a way to show people that you understand their needs and that you are willing
to listen to them and consider their point of view - not to make a project for them,
but to co-create one WITH them. It involves providing resources and educating about
possible ways of reducing the harm associated with behaviors such as risky sexual
behavior and the use of psychoactive substances. This approach allows for the
minimization of individual and social damage without the need to radically change the

lifestyle of the recipients of preventive measures.

Harm reduction is based on companionship and education. Its approach is flexible and
personal - always based on the group or individuals it is working with.
It doesn't judge - it observes, learns and tries to connect to the population it is working
with. It never comes to an environment imposing its own rules and making decisions for
people. Instead, it comes and adapts to the subcultural specifics of the group and then
each individual's needs. It tries to understand the specific situation behind the person’s
problem from as many angles as possible. From the relationship it constructs with the
people, new opportunities for both of them arise. Street worker becomes a link between
services and people who could use them. Most common methods (except
companionship) is education to have less negative, behavioral or health consequences
(f.e. syringe exchange programs - reduction of HIV and other blood-transmitted infections
or methadon programs).

All of harm reduction approach is based on one sentence: “dead drug users do not
recover”. Truth behind this sentence can be shown in numbers - for example, in Lublin,
Poland, before the start of the methadone program in Lublin, 120 patients were qualified,
the program began 2-2.5 years later - 42 people were already dead. Also, what can
increase these numbers, is proven facts about co-occurring disorders, suchg@Si@epends

on type of preferred substance):
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50% of opiate addicts have personality disorders (antisocial, dissocial
personality)

12% of heroin abusers are depressed ; 30% of ex-IDUs are depressed

70% of cocaine users - psychotic symptoms, 50% - depression

50% of those taking sedatives - depression, 80% - anxiety

30 - 75% have thoughts of suicide (10 times more often than

in the non-addicted population)

Research shows that comparing non-help/be sober help and HR help indicates that

HR recipients live longer, have less blood transmitted infections and more of them

in perspective goes sober.

v v vV
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Improvement of the epidemiological situation

Improving functioning in social roles

Less criminal behavior and behavior contrary to decency (f.e. sexwork)
Less social expenses for the treatment of medical complications
and the administration of justice, prison costs, costs resulting from crime

Satisfaction with the effects of substitution treatment

Annual Cost of Living for an Opiate Drug Addict in New York:

On the street, it costs $ 43,000
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- In prison, $ 43,000
- In a drug-free in-patient program - $ 11,000

- In the substitution treatment program: $ 2,400
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