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With many changes in our sector looming large, I thought it might be a
moment just to step back and reflect on a time long before drug strategies,
heroin smoking, crack cocaine, the NTA, needle exchange and all the other
paraphernalia of what has developed into a comparatively comprehensive and
effective treatment system.
In the late sixties, you could have comfortably fitted all the known UK
opiate addicts on the Sicily Isles, there were a few London-based consultant
psychiatrists, some of whom were quite candid in admitting they knew little
about drug addiction, a couple of rehabs and a handful of ‘script’ doctors who
made national headlines. We focus on one of these, John Petro, for our cover
story. But controversy over prescribing didn’t end there.
A new book by Dr Sarah Mars, reviewed on pages 24–25 chronicles the
eighties battle between the now powerful and influential consultants and
the independent prescribers over what constituted good and bad practice
in addiction treatment. There was another skirmish going on too; between
the consultants who believed that addiction treatment was the bailiwick
of specialist care, and general practitioners who had been written out the
treatment script since 1968, but who wanted back in. Peace eventually broke
out after many ‘behind the scenes’ rows over successive clinical guidelines.
While protagonists still fight for the soul of addiction treatment and
recovery, we can be more confident that ever before that treatment, at least in
principle, is more grounded in a solid evidence base rather than falling prey to
the whims of ideology.
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NEWS

In a classic example of ‘unintended
consequences’, the Department for Work
and Pensions (DWP) has acknowledged
that the small print of Universal Credit
could have resulted in the closure of
many supported housing projects and
homeless hostels.
In late 2012, Lord Freud, Minister for
Welfare Reform, announced that the
intention was to ensure the security and
stability of supported accommodation
by putting in additional protection
that would, at least temporarily, keep
it outside Universal Credit (UC) while
other forms of financial support were
investigated.
So why would it be advantageous for
residentials and hostels to be outside
UC? The key underlying principle of
UC is that people will be paid as if they
were in employment. This would mean
a monthly payment to the individual
with no payments made on the person’s
behalf to third parties such as residential
services. In essence the claimant gets
their UC and it is up to them to manage
their financial affairs.
Part of the additional protection
that DWP offered for supported
accommodation would be to exclude
them from monthly assessment periods,
and the various welfare benefit caps and

under-occupancy
measures.
However, in
drafting Universal
Credit Regulations
laid last year, DWP
used the existing
definition of
“exempt supported
accommodation” as
tested by Tribunal
case law, which
could have excluded
many residential
services in the
sector, primarily
those where the
support provider was
not also the owner
of the property.
DWP have acknowledged the problem
and are working to find a solution, which
may be in the form of legislation to take
effect by the planned start of the roll-out
of UC in October 2013. In the longer term,
DWP is exploring a range of options and
will be including local authorities and
service providers to inform their decision
making.
While the intent to provide protection
for the sector has not really been in
doubt, there are still concerns about
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Threat to supported housing averted?

how UC claimants with a substance
misuse problem will be treated. Key to
this will be the extent to which those
claimants can be offered additional
budgeting support such as payments
made to landlords and weekly rather
than monthly payments. DrugScope will
continue to work closely with partners
from other sectors and DWP until these
have been satisfactorily clarified.

Treatment services in funding limbo
Service providers have told Druglink that
they have not received any confirmation
in writing from their respective
commissioners as to what services will
be commissioned from 1st April or what
money is available. Some have been
forced to issue redundancy notices as a
precaution. One provider commented, “in
some cases we are advised to anticipate
some funding cuts leading to potential
redundancies, but we hope these will be
limited and few, but nevertheless as an
employer we are obliged to give notice
to staff in certain services that their
posts may be at risk, which is far from
satisfactory”.
For providers who have previously
delivered DIP related services in London,
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much of this funding now sits with
the Mayor’s Office for Police and Crime
(MOPAC) and boroughs are now having
to bid for this money, but this may not
be approved till late March or April.
Such contracts will include a Payment
by Results element which is a radical
change from the basis on which services
were previously contracted, and so
providers face additional uncertainty as
they wait for details of such contracts
and may find they cannot take on the
risks involved.
Another provider said, “All this change
to commissioning structures, funding
levels and contractual terms creates
an unprecedented level of uncertainty
and potential disruption to services. In

many cases service providers and service
users will be the last to be informed.
Despite pressing for information at every
opportunity, we have little option but
to sit and wait for further news from
commissioners, some of whom may
not even be in post after 31st March.
I expect some providers many find
their cash flow under great pressure
in the next three or four months
whilst commissioning bodies transfer
responsibilities to each other and seek to
organise key internal processes such as
for authorising payments to providers.
Or as another put it, “I’m about to throw
someone out of the window if only I
could work out who”.

NEWS

Smoke and fire
A tobacco-industry funded survey has
claimed that a third of all cigarettes
smoked in London are either smuggled
in or counterfeit. Researchers checked
over 12,000 discarded packs in 105 cities
across the UK and found a 10% rise in
smuggled cigarettes since last year with
London the league leaders. In line with
the claims as to the degree to which
illegal drugs are ‘contaminated’, the
Evening Standard (4 March 2013) reported
unnamed experts as warning that fake
fags can contain ‘items such as rat
droppings and dead flies’.
Further afield, contraband tobacco
is fuelling Islamist violence in Africa
according to The Observer (27 January
2013). Islamist leader Mokhtar
Belmokhtar, otherwise known as ‘Mr
Marlboro’ made a fortune through
smuggling cigarettes. Like much of
the counterfeit brands found in the
UK, Belmokhtar’s supply route starts
in the factories of China and Vietnam
constituting an illegal trade worth an
estimated £632m annually. Terrorist cash
is earned either by charging protection
as the goods make their way from
various west African entry points into
Mali or providing the transport itself.
With so much political attention and

enforcement agency resources focussed
on drug smuggling, cigarette smuggling
has slipped under the radar. ‘No one
thinks that cigarette smoking is serious’,
says Louise Mason from George Mason
University in Washington. But according
to the US Bureau of Alcohol, Tobacco and
Firearms, between 1999-2004, the IRA
made millions of pounds from cigarette
smuggling while Hezbollah managed to
swell its coffers through similar activity.
Questions have been raised about the
role of Big Tobacco in all this. Nobody
is suggesting that they are involved
in profiting from terrorism, although
some have been charged with sanctionbusting by smuggling their products
into Iraq and Syria. The issue concerns
the degree of monitoring required to
ensure that cigarettes reach legitimate
destinations and are not misdirected.
But like the recent scandal over the food
chain has revealed, commodity supply
chains can be very complex and hard
to track. The Observer cited one case of a
middleman with bank accounts, offices
and warehouses in Cyprus, Brussels
Dubai, Malaysia and five other countries
which allows him to move the cigarettes
he buys from major tobacco companies
around the world without being traced.

Boom! Boom!
Mexican police have confiscated an
improvised cannon they say was used to
fire packages of cannabis across a border
fence into California.
The makeshift cannon was made of
plastic pipe and powered by compressed
air from an old car engine, police in the
border city of Mexicali said. The device
was able to fire cylinders packed with up
to 30 pounds of the drug.
The cannon was discovered after U.S.
officers told Mexican police that they
had been confiscating a large number
of drug packages that appeared to have
been fired over the border.
It’s not the first time drug traffickers
have used a cannon to transport
cannabis across the border. In December

last year, U.S. Customs and Border
Protection officials recovered more than
30 cans of cannabis found scattered
near the Colorado River. Being hit on the
head by 13kgs of flying dope canister
could change perspectives on cannabis
overdose.

n Walk the line
Researchers at the Drug
Control Department of Kings
College, London caused a
minor media stir when it
was revealed that they had
emailed students looking for
volunteers to snort cocaine.
However, users hoping to
form an orderly queue would
have been disappointed to
read that current users were
explicitly barred from taking
part and that any prospective
volunteer would have to
provide a hair sample to prove
abstinence.
The stated aim of the
project was to examine the
distribution of cocaine in
tissue, which you might
imagine was a well-trodden
research and clinical path.
So the question remained
– what’s the point? In fact,
hair-testing is at the root of
the project because drug use
can be tracked for far longer
periods than with either urine
or blood testing and so the
fruits of this research could
well be used for example, for
planned drugs-driving testing.
The Department of
Transport has just published
their expert review panel
consideration of the evidence
for drug-driving in the UK and
some idea of recommended
threshold levels for different
drugs.
To give some sense of how
low the bar will be set for
drug-driving, currently the UK
legal limit for blood/alcohol
levels is 80,000 micrograms of
alcohol per 100 millilitres of
blood.
For THC, the expert
panel is recommending five
micrograms, 80 for cocaine
and 500 for methadone. And
where more than 20,000
micrograms of alcohol is
present, the drug thresholds
will be pretty much halved in
most cases.
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Brighton improved drug death record
Max Daly
Brighton appears to be shaking off its
unenviable position as Britain’s drug
death capital, according to the latest
statistics.
The International Centre for Drug
Policy at St George’s, University of
London figures found the number of
drug-related deaths in the city fell
sharply from 34 in 2010 to 20 in 2011.
In 2009 drug deaths in Brighton had
reached 50.
Service providers told Druglink that
the fall in the number of drug deaths, a
pattern which appears to have continued
in 2012, is a result of an expansion of
naloxone provision for those heroin
users judged to be at high risk of
overdose in venues such as homeless
hostels, increased recovery rates and a
focus on care pathways.
Mike Pattinson, Director of Operations
at CRI which runs key drug services in
Brighton, said that since 2009, CRI, along
with local MPs, other providers and local
commissioners, had come together to
try address Brighton’s terrible drug death
record.

‘We have focused our attention on
people leaving prison and the homeless.
We have become more recovery focused
and extended the provision of naloxone,’
said Pattinson, who said that figures for
2012 were following a similar, reduced
pattern. Now, every resident and

worker in the city’s homeless hostels is
provided with and trained in the use of
naloxone. In 2011, 18 people in hostels
who had suffered heroin overdoses were
given potentially life-saving naloxone
injections.
Brighton has regularly been at the
top of the list of areas with the highest
death rate per number of citizens, above
major cities like London, Liverpool and
Birmingham.
Hypnotics and sedatives such
benzodiazepines were implicated in 12
deaths, methadone in nine and heroin
in seven – almost half the number of
heroin-related deaths from the previous
year. Most of the people who died in the
Brighton and Hove area were men in
their 30s and 40s.
The St George’s figures revealed drugrelated deaths fell in the UK from 1,883
in 2010 to 1,757 in 2011. Heroin deaths
fell from 41 per cent of drug related
deaths in 2010 to 32 per cent in 2011.
However, deaths from methadone and
benzodiazepines have risen.

Public supports drug law reform
More than half of the British public
thinks cannabis should be either
decriminalised or legalised, a survey has
found.
An Ipsos-MORI poll for the Transform
Drug Policy Foundation found 53 per cent
of people support cannabis legalisation
or the decriminalisation of its
possession, compared to 14 per cent who
want tougher enforcement and heavier
penalties for cannabis offences.
Two thirds of the 946 British adults
surveyed in January and February back
a comprehensive independent review
of all the possible policy options, from
legal market regulation to tougher
enforcement, for controlling drugs.
Support for decriminalisation or
legalisation of cannabis, was surprisingly
high among Conservative voters, with 50
per cent supporting these options. Just
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over a third of Conservative supporters
wanted a wholesale review of current
drug laws.
Readers of mid market newspapers,
including the Daily Mail, a paper
recognised for its tough stance on
cannabis laws, were equally open to
change. Nearly half (46 per cent) of Daily
Mail readers supported decriminalisation
or legalisation of cannabis, while 61 per
cent wanted a comprehensive review of
policy.
“Whilst Labour and Conservative
politicians shy away from the
debate on drugs, around half of their
supporters want to see legal regulation
of cannabis production and supply
or decriminalisation of cannabis
possession.”
In December last year prime
minister David Cameron ruled out

a Royal Commission to consider the
decriminalisation and legalisation
of illegal drugs on the grounds that
the government’s current approach
is working. A report by the Commons
Home Affairs Select Committee, said that
after taking evidence from all sides of
the drug debate, “now, more than ever”
there is a case for a fundamental review
of all UK drug policy.
In an unexpected move, the Home
Secretary has ordered an international
review of drug laws which will include a
visit to Portugal by the Liberal Democrat
drug minister, Jeremy Browne. According
to The Guardian (7th March), the study
will also look at the effects of recent
cannabis legalisation decisions in the
USA and the international response to
the plethora of new psychoactive drugs.

NEWS FOCUS

Foiled again
Max Daly

On the 10th November 2010, the Advisory
Council on the Misuse of Drugs (ACMD)
submitted a detailed report to the Home
Secretary Theresa May on the provision
of foil as a harm reduction intervention
for drug services. It recommended that
the law be changed to reflect “evidence
of the benefits of foil provision” with “no
evidence of the dis-benefits”.
In contravention of the protocol
between the ACMD and the Government
over response times, whereby
Government agreed to respond to ACMD
recommendations within three months,
nothing was heard until a request from
the Department of Health in August
2011 asking for more information on
the known risks of smoking drugs.
The ACMD duly replied, emphasising
that while smoking is far from safe,
the harms “are significantly less than
those associated with injecting”. Again
no response from Government until
November 2012, when Theresa May
requested further clarification: “what
evidence [is there] that provision of foil
would get people off drugs?”
The ACMD dutifully responded again
to reiterate that the evidence shows
that foil can support transitions away
from injecting and can improve service
engagement. They continued, “it is
important to recognise that foil provision
is an established practice at many needle
exchanges. Also, guidelines provided
by the National Treatment Agency and
National Institute for Health and Clinical
Excellence promote ‘reverse transition’
(the switch from injecting to smoking
heroin). The current statutory prohibition
of foil provision prevents those
delivering treatment from providing it
legally as part of a tailored intervention”.
The statutory prohibition referred
to is Section 9A of the Misuse of Drugs,
whereby it is a criminal offence to
supply or offer to supply articles for
administering or preparing controlled

drugs such as crack
pipes, grinders
and bongs. But the
law provides for
exemptions for
items associated
with treatment
provision; needles
and syringes,
swabs, filters, citric
and ascorbic acid,
spoons and water
ampoules. So how
many prosecutions
are there under this
provision? Release
say they have never
been involved in
such a case and
an examination
of Misuse of Drugs
and Drug Trafficking
Offences by Rudi
Fortson, the leading criminal law
barrister on drugs law, reveals no case
law relating to Section 9A. Jamie Bridge,
Chair of the National Needle Exchange
Forum says, ‘The law serves no real
function any more and is not enforced,
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Government still dragging
its feet over foil

but remains a technical barrier for
services. There is an overwhelming case
for its repeal. I can’t help feeling that the
government’s delay in adding foil to the
list of legal exemptions is a reflection of
ideology rather than evidence”.

Going fjord-ward on smoking
heroin?
The Norwegian health minister Jonas
Gahr, has proposed that the smoking of
heroin should no longer be a criminal
offence in order to encourage users
to switch away from injecting. He has
suggested that there should be special
heroin smoking rooms across the
country where the drug could be legally
smoked. Mr Gahr says he is concerned

about the number of overdose deaths. He
told The Norway Post that the death toll
was ‘a discredit to Norway’. Back in 2000,
Norway had more than double the rate
per million of overdose deaths of any
country in Europe. This has come down
considerably since then, but Norway still
tops the European drug mortality chart.
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Druglink interview

Baroness
Molly Meacher
Events worldwide prompted Baroness Meacher to try to move the
drug law reform debate on in the UK. Interview by Harry Shapiro
How and why did your All Party
Parliamentary Group (APPG) for
Drug Policy Reform come about?
It came about because we decided
there was a need for a global debate
on drug policy, that this country was
never going to move unless there was
a wider move towards reform and we
therefore organised an international
meeting in Parliament in November
2011 attended by members of the Global
Commission on Drug Policy including
a former President, also Ministers
and ambassadors from nine Latin
American Countries and five European
Countries. That seems to have played
some small part in stimulating the Latin
American initiative by the countries
that were actually at our meeting,
most particularly Mexico, Colombia,
Guatemala, and Uruguay. And then it
seemed as we began to organise that
meeting that we needed a status. We
had an informal group of 30 peers which
was established in February 2010. In
February 2011, we created this APPG so
that the international meeting was being
organised by an APPG (with Release and
other NGOs) rather than just 30 peers.
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There have been developments
worldwide and various countries
have unilaterally instituted reform
to a greater or lesser extent. But as
you have just said in this country,
neither this government nor the
last (apart from the blip around
cannabis reclassification), have
even engaged in the debate, let
alone been open to any ideas of
change. Recent reports including
the Home Affairs Select Committee
report and others, have just been
dismissed.
But I believe we may be at the tipping
point. Paul Flynn asked a question at
Prime Minister’s Question Time about
drug policy and the PM replied that on
legal highs we need to look carefully at
the evidence on what will work best.
Now you can say, ‘so what?’ but actually
we have a perspective on this and we
believe that legal highs are a non-toxic
way into a reform of drug policy. That’s
why we did our inquiry into legal highs.
All our witnesses said you can’t look at
legal highs without looking at all the
drugs because most of the legal highs
are substitutes for cannabis or ecstasy.
So will the government engage? We

have a coalition government and the
Liberal Democrats are very much on side.
Having got our report out with very clear
recommendations we feel we now have
a policy platform. Now we can engage
with the politicians and this is what we
are going to do over the next period and
what I hope we can achieve, and I am
not completely pessimistic about it, is
a cross-party initiative on drug policy,
because this is not a party political issue
nor should it be.

We have a drugs minister who is
a Liberal Democrat. Have you had
any hint that he is willing to engage
in this in any way?
Well, let’s put it this way, Nick Clegg as
Leader of the Liberal Democrat Party
has certainly indicated that there is a
need for a review of drug policy. That’s
important. I don’t think the Labour Party
will move unless it’s on a cross party
basis. But according to the journalist Ian
Birrell, the cabinet has been discussing
its stance and he thinks that it makes
sense for the Tories to embrace reform as
some Republicans in the States are now
doing. He used to be a speech writer for
David Cameron. There is an awareness

that there is a shift of opinion across the
Western world, I’m not talking about
Russia or the Far East, but in Europe and
the US. So let’s not assume that nothing
will happen in the next few years.

OK, but thinking about this issue in
terms of ‘tipping points’, the point
at which government is willing to
engage in the subject of reform,
In South America, clearly for the
Colombians, the tipping point is
that the violence they experienced
is now hitting countries in
Central America prompting some
serious and very understandable
discussion about reform across the
whole region. The situation is very
different for us in the UK.
In this country, there are two factors
which could contribute to bringing about
a tipping point. One is the squeeze on
funding and the other is the views of
young people on drugs. There is also
general public opinion. I think the
Transform poll is interesting (see page
4). The fact is that a majority of people
would support either decriminalisation
or legalisation of cannabis.
Parliamentarians of all political parties
have always been terrified of being
soft on drugs, now if you at least did
something about cannabis, you would be
seen as responding to public opinion. I
went to a meeting recently at an Oxford
college where after a show of hands, all
but three thought our views on reform
were correct.

But if you took that argument say
to a WI meeting in Gloucester, you
wouldn’t get the same show of
hands, would you?
No. But I’m talking about young people. If
political parties want to appeal to young
people then they need to start thinking
about some of these things, because
at the moment they seem really out of
touch.

But in this country, we have a
particularly voracious tabloid
press and I am wondering whether
for politicians, the views of young
people will trump say The Daily
Mail.
Except the Transform poll did refer to
Daily Mail readers in an interesting way.

Daily Mail readers are much more open
to reform than you would think and
that could be a serious tipping point.
And in relation to that, we published our
report on 14th January. And since then
there have been three full page articles
in the Daily Mail. Yes, they misquoted
me spectacularly and made me look a
complete idiot, but the third of those
articles looked at Tim Hollis’ evidence to
our Inquiry and quoted him extensively
and I thought for Daily Mail readers to
read all this from a very senior police
officer about drugs and how useless
it is to just to keep banning one drug
after another was a very useful. So I
ask myself, ‘Is something significant
happening?’

Looking at your report, in essence
you are saying that legal highs
should be made safer for young
people to use. But all the statistics
for drugs are on the way down
and successive governments have
made smoking in public next to
impossible and are trying to curb
binge drinking. So doesn’t your
plan go against those trends in
public health?
My understanding is that the main fall
has been in cannabis use in the last few
years, but over the same period there
has been a spectacular rise in the use of
legal highs. And that is not a good thing.
We should not be celebrating a reduced
use of cannabis, if all that is happening
is that people are using something even
less understood, more dangerous.

One of your recommendations
was for the Temporary Class Drug
Orders to be renamed Drug Supply
Control Orders. Can you explain
that?
The good thing about the temporary
banning orders as they are called, is that
they do not criminalise the user. So if
you extend that out, if there is a really
dangerous legal high, OK ban it until
you understand what’s going on – don’t
automatically after 12 months put it into
the Misuse of Drugs Act and criminalise
the user. And just giving the ACMD a
year to consider it is nothing like long
enough. The ACMD told us that they
can only look at two or three drugs in a
year anyway and most of these will take
much longer to get to the bottom of. So
a year was just plucked out of the air

and doesn’t make any sense. And just
banning these anyway, only stimulates
the development of a whole lot of new
ones.

But surely Government can just
take the view, ‘we will just keep
adding these new drugs to the
Misuse of Drugs Act’. What’s the
problem?
The problem as we saw it, was that by
doing this, all you are doing is potentially
putting more and more people through
the criminal justice system which is
crazy. If the police stop somebody with
a white powder, neither the person
nor the police know what it is. As Tim
Hollis from ACPO said, this is a mess
for the police; the law is effectively
unenforceable. So we have to sort this
out; we need a review of the Misuse of
Drugs Act and we need sensible policies
around legal highs. If you had some
kind of legal ecstasy-type drug available,
properly labelled about dosage with
information about drinking water and so
on, it would be much, much safer. So we
would want to see these drugs put in a
lower class D and regulated.

But as we saw with mephedrone,
some people were switching to
using it because it was ‘purer’ than
amphetamine or cocaine and has
since caused numerous problems
which suggests that purer does
not equal safer. If you had in
effect, government sanctioned
recreational drugs and somebody
died, you can imagine the uproar.
Which is why the New Zealand
government is proposing that it should
be the manufacturer that has to prove
the relative safety of the product,
produce all the information about
possible side effects and harms, present
this to government via the ACMD for
a rationale scientific decision about
classification and not one driven
by political fear of public opinion.
The process would be like any other
medicine. The pharmaceutical company
has borne all the cost, you get a product
made here rather than in China. The
whole market would change.

To download the APPG report on legal
highs go to www.drugpolicyreform.net
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Reality check
A snapshot survey of people in drug treatment provides the
latest figures on topping-up, unemployment, crime, supervised
doses and psychosocial support. But it also reveals that a lack of
flexibility may inhibit successful recovery.

Fewer young people are using drugs,
fewer under 30s are dying from drug
misuse and more people are completing
treatment. That was the encouraging
news from the 2012 National Treatment
Agency (NTA) report. However, it is
also important to measure success in
terms of the three principles of recovery
outlined in the UK government’s 2010
Drug Strategy – wellbeing, citizenship,
and freedom from dependence.
Determining our progress towards these
goals is key, and to do this we need to
assess what’s actually happening on the
ground.
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Project Access UK, a national survey
carried out in 2011, aimed to provide
new insights into the current state
of opioid dependence treatment in
the UK. It wanted to find out what
motivates patients to seek opioid
maintenance treatment (OMT), how
many are continuing to use heroin, how
many have misused their medication
or diverted it to others, as well as the
answers to a range of questions on
health, employment and crime.
The survey canvassed the opinions
of three groups: patients in opioiddependence treatment, users outside of

treatment and physicians involved in the
treatment of opioid dependence. More
than 500 people participated, and formed
part of a wider survey analysis involving
3,888 participants across 10 European
countries, the European Quality Audit of
Opioid Treatment (EQUATOR).
Project Access found that three of the
most common reasons given by patients
for starting OMT were to improve their
health, end their dependence and stop
committing crimes. Other reasons
included wanting to gain work, change
social circles, and take better care of
their family. Patients said the benefits
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Treatment

of OMT were reductions in criminal
behaviour, psychosocial and social
support, improvements in health,
reductions in drug use and management
of withdrawal symptoms.
Despite patients’ strong recovery
ambition and their recognition of
the benefits of OMT, the survey also
highlighted that patients still had
close associations with the illegal drug
market. More than a third (39 per cent)
of patients still took an illegal drug at
least once a week. Forty-three per cent
reported that they had ever taken heroin
on top of their OMT and many also
reported that they had at some time
used cannabis, crack, benzodiazepines
or cocaine during treatment. A quarter
of patients admitted to having ever
misused (injected or snorted) their
OMT medication, while 30 per cent had
diverted (sold, given away or swapped) it.
So why do so many individuals
continue to use illicit drugs or engage
in misuse or diversion of their
prescribed OMT medication? One
possible explanation is insufficient
psychosocial support. Two fifths of
patients reported that they were not
receiving psychosocial interventions. Of
those receiving such help, almost three
quarters found it helpful. Inadequate
doses of the prescribed opioid may also
contribute to continuing opioid misuse
during treatment, although it is not
possible to determine whether this was
the case in this survey.
Notably, success in achieving
abstinence from illicit drug use differed
according to which OMT medication
patients were receiving. Those taking
methadone showed the highest ontop use (51 per cent) compared with
buprenorphine (21 per cent) and
buprenorphine-naloxone (13 per cent).
It is unclear whether this finding
reflects differences in the pharmacology
of these medications (for example
buprenorphine’s capacity to block the
effect of opioid agonists) or differences
in the types of patients that receive each
option.
It is clear that supervised dosing,
which more than 70 per cent of patients
in the survey underwent, does not
eliminate misuse and diversion entirely
and may constitute a barrier to opioiddependent individuals beginning and
remaining in treatment. Daily dose
supervision was the condition of staying
in treatment cited most frequently by
patients as having the biggest impact
on daily life and was the number one
reason out-of-treatment users gave for

not entering treatment.
On average patients had been in
treatment four times before. Three
quarters had previously been prescribed
methadone, compared to 29 per cent
who had received buprenorphine or
buprenorphine–naloxone. Almost half of
patients reported asking their doctor for
a specific medication, which was usually
given, but while almost all patients
were aware of liquid methadone before
starting treatment, far fewer were aware
of other treatment options.

Two fifths of patients
reported that they
were not receiving
psychosocial
interventions
The 2010 Drug Strategy recognises that
improvement in mental and physical
health and wellbeing are one of the
best-practice outcomes of a recoveryorientated system. Although more
than 70 per cent of patients considered
their physical and mental health to be
average or better, a substantial minority
were in poor health. While the majority
of patients reported that they were
receiving psychosocial interventions of
some kind, 40 per cent of patients were
not receiving any psychosocial support.
This is particularly important given that
many individuals come to treatment
with pre-existing, often complicated,
health problems. In this survey, the vast
majority had experienced depression or
anxiety.
Just one in ten (eleven per cent) of
patients in the survey reported that
they were in employment, training or
education, with only four per cent in fulltime employment. These figures are the
worst among all ten European countries
in which similar surveys were conducted
as part of the EQUATOR analysis.
Although treatment supervision has an
acknowledged role to play in ensuring
the safety of and compliance with OMT,
especially early in a patient’s recovery, it
can also constitute a barrier to recovery.
The requirement to attend a clinic or
pharmacy regularly for supervised
consumption of their OMT medication
is unlikely to allow a patient to maintain
employment and therefore achieve this
important element of recovery. When
patients reach the point in their recovery
at which employment is a feasible

option, the use of medication options
that require less supervision may be
more conducive to employment.
With regard to prison, the Drug
Strategy states that, ‘the sentencing
framework must support courts to
identify options, other than prison,
which will help an offender tackle their
drug or alcohol dependence, whilst
recognising that, for some offenders,
custody is necessary’. Imprisonment
was, however, a frequent experience
for patients, with more than half
having been in jail. Most of these prison
terms were for drug-related offences.
Many individuals who had been jailed,
reported they had not received treatment
for drug addiction while in prison. In
addition, almost a third of patients who
were receiving OMT before going to
prison had to stop taking it completely
once inside.
Patients seeking treatment for opioid
dependence aspire to recover. However,
under the current system, many are
struggling to achieve sufficient progress,
evidenced by high levels of on-going
drug use, diversion of medicine, low
levels of employment, high rates of
drug-related imprisonment and repeated
cycling through treatment.
But this survey provides clues as
to what needs to be done. We need
to ensure patients are adequately
informed of the full range of treatment
options and to encourage them to take
advantage of psychosocial support
opportunities. The need for supervised
dosing needs to be assessed on an
individualised basis to avoid negative
consequences, and services should
take advantage of the availability of
abuse-deterrent formulations, such as
liquid methadone and buprenorphine–
naloxone.
Important changes in drug
treatment in the UK are on the horizon:
responsibility for drug treatment shifts
from the NTA to Public Health England
in April 2013 and local authorities will
take charge of commissioning. The key
message coming from Project Access
is that, regardless of who is ultimately
responsible for drug treatment in the UK,
the current gaps between aspirations
and reality need to be addressed.

Project Access was funded by Reckitt
Benckiser Pharmaceuticals and
carried out by Chive Insight & Planning,
Synovate Healthcare and Health
Analytics. Writing support was provided
by Caroline Barnett, senior medical
writer at Real Science Communications.
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Performance-enhancing drugs

Every day and
every way….
Max Daly investigates the growing market in drugs
that claim to put you on top of the game.
When hairdresser Claire Squires emptied
a scoop of the now banned sports
energy supplement Jack3d into her water
bottle before running last year’s London
Marathon, she had no idea she was
putting her life on the line.
“If I hit a bit of a wall, I might take this
drink and see if it pushes me through
the end,” she told her boyfriend Simon
Van Herrewege before the race. When
Claire had bought it over the internet,
the blurb had informed her that Jack3d
“kick ass” and was “backed by multiple
University studies, including doubleblind, placebo-controlled research”.
But a mile from the finish line Claire,
a 30-year-old fitness enthusiast who
was raising money for the Samaritans,
collapsed and died of a heart attack. In
January, a coroner ruled that DMAA, a
stimulant contained in Jack3d, was a key
factor in her death, as it had been in
other deaths around the world.
The market in drugs used to
enhance the human mind and body is
a burgeoning one selling a plethora of
substances to cater for our every need.
From the internet, the local gym or under
the counter at your local health shop,
you can buy anabolic steroids to build a
six-pack and human growth hormones
to get toned and trim. There are powders
to make you thinner and solutions to
make your skin lighter...or darker. There
are supplements to enable you to run all
day, to have sex for hours, and ‘smart’
drugs to give you unnatural powers of
concentration.
The industry in human enhancement
drugs is, unlike the trade in psychoactive
drugs, all about functionality. These
substances do not promise to free the
mind and enable the user to lose control.
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They claim to enable people to take
control over their body and mind, to
achieve a means to an end, to be better
than ‘normal’.
In a society where it is possible to
buy powerful Red Bull caffeine shots
in your local newsagent and have a
super quick boob job in your lunch hour,
manufacturers and retailers are tapping
into a growing desire by people to
optimize their minds and bodies.
“It’s empowering. While they have
less and less control of the social issues
around them, people are finding they
can have control over their own body,”
says Jim McVeigh, deputy director of
the Centre for Public Health at John
Moore’s University and co-author of its
2012 report into the phenomenon of
enhancement drugs.
“People are under a
lot of pressure from the
society to look a certain way.
And largely because of the
internet, there is increasingly
the ways and means of getting
hold of a range of potions to try
and do this.”
Compared to the trade in
illegal drugs, the enhancement
drug industry attracts nothing
like the same stigma. It exists in
a legal grey area that provides it
with an air of respectability and
scientific legitimacy. Most products
are officially legal to use or possess,
but more often than not they are
bought from an illicit, unregulated
market that can make them as
unreliable and dangerous as their
illegal counterparts.
As with the rapid expansion of
the industry in the new wave of

psychoactive drugs such as mephedrone,
the enhancement drug trade has
hitched a ride on the coat tails of the
internet and globalization to provide a
wide variety of cheap, easily available
substances. The raw ingredients to make
anything from anabolic steroids to Viagra
counterfeits are sourced from a vast
array of unregulated and underground
chemical laboratories around the world.
While some are legitimate brands
stolen and diverted onto the illicit
market, the vast majority, as with
new psychoactive substances, are
unregulated products made on the cheap
in chemical laboratories in China, SouthEast Asia, India, Pakistan and Eastern
Europe and marketed over
the internet.

Some products may be counterfeits sold
as legitimate products such as Viagra,
others may be marketed as versions of
underground brands that have a good
reputation within the trade.
Taking these drugs is as much of a
lucky dip exercise as buying one of the
new psychoactive drugs online. Despite
what they may say on the tin, these
products often contain banned and
harmful substances or experimental
and adulterated drugs that can cause
allergic reactions, liver damage, mercury
poisoning, brain damage and even death.
Although the enhancement drugs
business is mired in criminality, to a
large extent it escapes the glare of the
media. For politicians and the police, the
issue of enhancement drugs sits way
down on the list of priorities compared
to tackling the market in illegal drugs.
Despite the widespread dealing of
steroids in gyms across the country,
there are, for example, only a handful of
convictions for steroid supply each year
in the UK.
Moreover, trying to keep a lid
on the trade is, as the police and
consumer standards regulators have
discovered with the online trade in
new psychoactive substances, no
easy job. Websites and products are
constantly changing, and it is difficult
for investigators to pin down the guilty
parties.
The human desire to be more
attractive, fitter, stronger and intelligent
goes back to ancient civilizations, as
does the myriad of weird and wonderful
potions that have claimed to achieve
these aims. Our ancestors drank liquid
gold to recapture their youth and
munched on animal testicles to achieve
strength and sexual prowess.
Later, the Victorian era was awash
with high street hawkers offering
remedies and salves claiming to be
anything from ‘elixirs of life’ to ‘nerve
tonics’. While some contained active
ingredients such as cocaine, cannabis or
opium, many were mere placebos made
up of inert ingredients, part of a long
history of quackery that has thrived on
the need to improve on the human body.
“In a way we have come full circle
from the age of the remedies and tonics
sold in the Victorian age,” says McVeigh.
“Now you have the same showmanship,
with manufacturers making bold claims
about what their potions can do for you,
but it’s operating on an entirely new level
because of the growth of the internet”.
Whatever the product, they will often
be accompanied by reams of pseudo

scientific claims about their potency and
trustworthiness. Unfortunately for those
who buy into this industry, much of the
blurb is not backed up by solid evidence.
A team of researchers at the
Centre for Evidence-Based Medicine,
Department of Primary Care Health
Sciences at the University of Oxford,
investigated claims made by the UK’s
rapidly expanding sports supplement
industry, which grew from £70.2m in
2004 to £91m in 2009. They found that
around a third of the scientific claims
were baseless, but that of those who did
refer to research, 8 in 10 of the studies
were judged to be at high risk of bias.
The spread of the use of anabolic
steroids and human growth hormones
has been a central plank in the growth
of the enhancement drug industry in the
UK. Used since the 1940s, steroids mimic
the way testosterone works in the body,
triggering protein synthesis and building
more muscle tissue. Users say steroids,
either orally or injected, can help people
get bigger muscles within weeks, instead
of months.
Needle exchanges were originally
set up for heroin injectors. But in the
past five years, these sites have seen a
dramatic transformation in clientele.
Now some needle exchanges are
seeing more steroid using clients than
heroin injectors. Feedback from the
Druglink Street Drug Trends Survey 2012
revealed several towns and cities of the
20 surveyed – Birmingham, Liverpool,
Cardiff, Luton, Nottingham, Newcastle
and Penzance – had seen big rises in the
number of steroid and human growth
hormone users on their patches.
Echoing McVeigh’s experiences as
one of the UK’s leading experts on the
growing use of enhancement drugs,
needle exchange workers say that in
the past decade they have witnessed a

new breed of steroid injector coming in
to pick up clean syringes, alongside the
old school body builders who have spent
years in the gym. These are generally
teenagers and young men after a quick
fix to get a six-pack, usually in readiness
for the summer months.
David Biddle, Deputy Chief
Executive at CRI warned that the rise
in enhancement drugs had not been
ignored by last December’s Home Affairs
Committee Report on UK drug policy.
“There is one area that does not seem
to have been sufficiently addressed.
Performance and Image Enhancing
Drugs are becoming the new hidden
addiction,” he said.
“In CRI’s services around the country,
an average of 46% of service users that
visit our needle exchanges are injecting
steroids and other PIEDs. Unfortunately
they often don’t believe they have
a potential problem or understand
the harm they may be causing to
their health. There needs to be more
education on this so that PIEDs users are
alerted to the fact that steroid use can be
addictive.”
Steroids and human growth
hormones have a more direct link to the
criminal world than other enhancement
drugs. This is in part a result of the fact
that steroids are attractive to people
whose job relies on being heavily
muscled. Not only are steroids popular
with bodybuilders, wrestlers, doormen,
police and soldiers, but also those
involved in organized crime.
In February the Association of Chief
Police Officers (ACPO) revealed that
steroid abuse was one of three major
threats of corruption to the police
service. The report, carried out by
Transparency International, found many
of the 43 police forces in England and
Wales were investigating officers who are
using steroids and that the drug posed
“a significant threat” to the integrity and
professionalism of the police service.
New laws introduced in April last year
to clamp down on steroid availability
and tackle illegal supply by making it
illegal to import them for personal use
using postal, courier or freight services,
McVeigh admits, appear to have had
little effect in reducing availability. Like
the enforcement and regulation of the
trade in new psychoactive substances, it
is largely a needle in a haystack exercise
which is struggling to cope with the ever
expanding globalized market in potions
where better strength, intelligence and
looks are only a mouse click away.

n Max Daly is a freelance journalist.
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Internet

Do you trust
the Dark Side?
Online drug discussion forums such as Bluelight offer free
advice for people who are struggling with drug problems.
But, says John Bagshaw, can this advice be trusted?
The internet has revolutionized many
aspects of our lives and drugs are no
different. Drug users are not only using
the web to buy drugs, they are also firing
up their laptops in order to get relevant
information. There are now a number of
sites that specialise in discussion about
various aspects of drug use, from heroin
treatment and the nature of addiction to
complex chemistry and the latest legal
high brands.
One of these sites is Bluelight. In one
forum its members will be dissecting
the latest media news, while in another
they may be discussing the chemical
structure of a brand new psychoactive
substance. What has attracted most
attention from outsiders is Bluelight’s
function as a place to share drugtaking experiences and for psychonauts
to document, in public, the effects
drugs have on their minds and bodies.
Members openly discuss the fun that
drugs can bring, complete with guides on
how to use drugs safely.
There is a lesser-known section of the
site, called The Dark Side, where advice
and experiences are shared. It deals with
complex issues such as addiction and
the psychological problems caused by
drug use. But to some observers, it is this
part of the site that is beyond the pale,
especially because some people posting
on the site are in such a delicate, and
possibly life threatening, state of mind.
‘The Dark Side part of this site
is dangerous,” says Dr Sameer Jain,
a surgeon based in Leeds who has
experience of working with addicts.
“There is nothing more dangerous than
people with these problems offering
advice...of any sorts.” Dr Jain compares
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it with a recent failed attempt by NHS
services to set up an online and physical
community where severely depressed
patients would meet for discussion in
an attempt to relieve suicidal ideation.
“What actually ended up happening
was the sharing of ideas on how to
commit suicide in an unmediated forum.
Unsurprisingly, suicide rates rose shortly
after the schemes introduction.”
But is this an unfair comparison?
Bluelight is not a free-for-all, says
Alasdair Manson, the site’s Director
of Public Relations. He says Bluelight’s
team of moderators have in the past
been quick to close down posts where
people are seeking advice on suicide.
Moderators refer such members to their
nearest crisis centre, he adds.
Looking at The Dark Side forum you
get a sense that people are genuinely
concerned when their fellow posters
need help. Often the community will
repeatedly ask for the original poster to
keep in contact if they seem to be at risk
of harming themselves.
In contrast, a thread asking how to
quit crack was answered with a fairly
uninspired, ‘hopefully you’ll learn to hate
it’ and in one thread discussing how to
taper alcoholism, one solution proffered
was to use more alcohol. However, there
were far more sensible suggestions
handed out to people seeking advice on
quitting and the negative effects of drug
use. But even so, these are amateur drug
counselors, and someone has to take
charge if the advice becomes unhelpful,
or if a discussion heads towards
mayhem. So who monitors The Dark
Side?
“In the specific case of The Dark Side

forum, criteria for selection includes,
but is not limited to: ability to devote
time daily to forum duties, integrity,
compassion; consistency and positivity,’
says Manson. There is no mention of a
desire for people to be abstinent: being
a former or even current drug user
would aid your chance of becoming a
moderator.
“Generally speaking, when a
moderator vacancy opens on Bluelight,
candidates are invited to apply for the
position in a Staff Vacancy thread in
the forum,” says Manson. “There will
be a short period of private discussion.
If a clear candidate emerges from that
discussion then great. If not, a vote
may ultimately select the successful
candidate”. The final decision to make
the appointment is taken by a senior
member of the site.
Some Bluelight moderators have
personal experience of the damage that
addiction can cause. One moderator
on the site, who goes by the name of
Herbavore, spends her time exclusively
monitoring and posting on The Dark
Side, advising people on the edge, with
no clinical or professional training. In her
60s, she lost her son, a former Bluelight
poster, to a drugs overdose in 2011 when
he was 20 years old.
Is she the best person to advise
others? “Being on Bluelight has replaced
painting at this point in my life and
that is OK with me,” she says. “This is
the way I live my life: I give myself fully
to whatever feels right at the time. I’ve
learned that is the healthiest way to live.”
An addiction specialist with a
successful practice in west London
is concerned about the moderator
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issue. “I am unable to find any details
on moderator’s credentials and
qualifications”. He thinks that Bluelight
moderators should have at least a
medical degree in order to offer advice to
people who are experiencing difficulties
with addiction and mental health.
Yet are the motives of those who
say professionals are the only people
qualified to give advice on addiction
matters as altruistic as they at first
appear? Rehabilitation is a big business:
the US addiction treatment industry is
mostly privately funded and expected to
have revenues of $34bn by 2014.
Bluelight isn’t a commercial
operation. It’s a community of people
that seems intent on looking after each
other, free of charge. You can post about
the delightful time you had on 2CB, or
you can reveal that a benzodiazepine
problem is destroying your life. In each
case, you’ll have someone respond
with a degree of insight. It may not
come from someone with a medical
degree but given the moderator checks,
it will at least be someone with some
understanding your dilemma or
experience.
Bluelight provides tips on how to use
drugs safely. It doesn’t allow people to
post sources of drugs or even discuss
prices, although there are sites that do.
Daily Mail readers might be outraged
by a step-by-step guide to injecting

criteria for
selection includes,
but is not limited to:
ability to devote time
daily to forum duties,
integrity, compassion;
consistency and
positivity
heroin safely, but harm reduction
is the underlying ethos of the site.
This means for example, allowing a
discussion on how to inject subutex, a
heroin substitute, by getting rid of the
fillers put into the pills so you can inject
the medication ‘safely’. Other threads
discuss the use of buprenorphine as
a recreational drug. One poster has
provided a guide on how to extract pure
codeine from co-codamol. This method
of use may cause someone less damage
to their liver rather than swallowing
the pills, which contain high levels of
paracetamol, but is this carrying the
virtues of harm reduction too far?
The site’s bosses are quick to deny
allegations that it is promoting drug use.
“I’d reject that claim absolutely,” says
Manson. ‘Standards vary from forum to
forum, but threads promoting substance

abuse are simply not tolerated.”
From its humble beginnings as a
message board about MDMA in 1997,
Bluelight has grown from to a thriving
community with over 200,000 members
and nearly 5,000,000 posts in 225,000
threads. The site, thought to have a
Russian domain name, bluelight.ru,
for legal reasons, has two owners, one
engineer, five administrators, nine
senior moderators and over 80 forum
moderators. All of them are volunteers.
Sites such as Bluelight are not going
away any time soon. They are part of a
larger online revolution in the world of
drugs; from buying and selling on Silk
Road, to new products tried and tested
by psychonauts, to advice given by drug
users themselves. Users of its forums
see it as an invaluable sounding board
– a far more interactive way of learning
and discussing drug issues than the
government’s own drug information sire,
Talk to Frank.
Although Bluelight is perhaps a rare
example of altruism in an avaricious
world, users of the site must be made
aware that it s a resource that is far from
infallible, and one that is best used in
conjunction with more professional,
regulated services that can be held to
account.

n John Bagshaw is a freelance
journalist
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The human
cannabis farm
Cannabis smokers have been indirectly responsible for important
developments in nervous system medicine. Richard Shrubb on
how the body’s own cannabinoids have the potential to treat a
range of conditions, including psychosis.

You will probably be aware that the
body makes its own opiates, such as
endorphins. But it also makes its own
cannabis too – endocannabinoids (ECBs).
ECBs were discovered in the 1960’s
when scientists asked the question:
why do people get stoned from
smoking marijuana? New types of
neurotransmitters, chemicals that
pass messages between nerve cells,
were found which were similar to the
psychoactive elements of cannabis.
They named the neurotransmitters
after the cannabis plant – the word
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‘endocannabinoid’ literally means ‘the
body’s internal cannabinoid’.
The introduction to a series of papers
published in the Philosophical Transactions
of the Royal Society last year suggested
that the ECB system affects a huge range
of functions in the brain and body. It
said: “Among other functions, the [ECB
system] is involved in…regulation of
motor activity,…synaptic plasticity and
the control of certain phases of memory
processing.” Synaptic plasticity (synapses
are the gaps between nerve cells) has a
bearing on illnesses such as psychosis,

multiple sclerosis and dementia because
of its influence on motor control and
memory processing.
Professor Maurice Elphick, a
neurophysiologist at Queen Mary and
Westfield College, University of London
says the ECB system is a primeval one,
active long before we came out of the
trees. “Endocannabinoids evolved in
animals very early – perhaps 500 million
years ago. Humans have it, but so do very
basic animals such as sea squirts.” There
are only two receptors in the ECB system,
CB1, found mainly in the brain and CB2,
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Cannabis therapeutics

predominantly found in the body.
ECBs are not the same as other
neurotransmitters, such as dopamine,
in that they travel both ways through
the synapse. Experts describe them as
“synaptic moderators”, which control the
amount of neurotransmitter chemicals
that pass across the synapses. If you
are able to accelerate or stop messages
being passed through the gaps between
neurons, you can control a variety of
functions throughout the brain and body.
The weight loss medication
rimonabant uses the ECB system. It
works by blocking the reception of the
body’s two ECBs, anandamide (ananda is
Sanskrit for bliss) and 2AG. But doctors
found that in some cases the drug had
a downside, leaving a number of people
feeling suicidal, because of the fact their
brains were denied the ECBs.
The reward element of the ECB
system is now being closely associated
by scientists to what is commonly
known as a ‘runner’s high’, the feeling
of intoxication felt after a long, hard
spell of exercise. Until recently, this high
was thought to have been down entirely
to endorphins, the body’s own opiates.
But a 2004 paper found links between
runner’s high and the ECB system.
The study, published in the Journal of
Sports Medicine, found concentrations of
anandamide in the blood after exercise.
A lot of work has gone into using
cannabis as a pain reliever. Anecdotally,
people report much greater benefit from
using cannabis to relieve pain than
opiates. Not only are opiates addictive,
their effects wear off over time, meaning
you need more and more to achieve the
same pain relief. Opiates used over a
long period can become debilitating in
their own right, while cannabis does not
appear to have the same drawbacks.
GW Pharmaceuticals is in late stage
trials to use its Sativex cannabis spray
on patients suffering cancer pain. Now,
15 US states allow the use of marijuana
to combat a range of medical conditions.
Sativex is licensed in the UK to combat
muscle cramps from multiple sclerosis
– this is thought to use CB2 receptors
affecting motor control.
Mental health conditions such as
schizophrenia are some of the most
difficult conditions to treat as they affect
the way someone perceives the world.
Research into ECBs has resulted in a
potential treatment for schizophrenia.

Scientists found that although the
psychoactive compound of cannabis,
THC, can cause psychosis, another
cannabinoid from cannabis, cannabidiol
(CBD), can act as an antipsychotic.
In a study published in the Journal
of Translational Psychiatry in March
last year CBD was given to a group of
patients suffering psychosis, in a direct
comparison to a licensed antipsychotic
called amisulpiride. The results were
very promising, concluding: “Either
treatment was safe and led to significant
clinical improvement, but cannabidiol
displayed a markedly superior side-effect
profile.”

Scientists found
that although
the psychoactive
compound of
cannabis, THC, can
cause psychosis,
another cannabinoid,
cannabidiol, can act
as an antipsychotic
The findings surprised clinicians in
this line of research, because unlike
traditional antipsychotics, that exploit
the dopamine synaptic system, CBD uses
the ECB system. The study said that CBD
“does not activate cannabinoid receptors,
but moderately inhibits the degradation
of the endocannabinoid anandamide.”
In short, CBD doesn’t bind to synapses,
but raises the amount of the body’s own
cannabinoids by preventing them from
being broken down. A higher amount
of ECB chemicals in the system is
therapeutic for a range of illnesses.
Dr Paul Morrison of Kings
College London says CBD affects
psychosis because it affects mental
plasticity.“Failure of the highest
functions such as the will, object
perception, thinking, beliefs and selfother differentiation is the essence of
major mental illness. To that we must
accommodate how assemblies and
synapses change over time, according to
the information they process. This is the
concept of plasticity. ECBs are vital for
assembly dynamics and for plasticity.”
He says the chief issue faced in

cannabinoid research is intoxication:
“The challenge is to develop molecules
which have an absence of [central
nervous system] effects.” Giving cannabis
to a patient will involve getting them
intoxicated on THC, and though it helps
with symptoms, no one wants to be
stoned all day.
And Professor Val Curran, a
psychopharmacologist at Imperial
College London, points out an added
value of CBD as an antipsychotic: “it does
not entail the weight gain or side effects
associated with more commonly used
antipsychotic drugs”.
Pharmaceutical research is looking
at regulating levels of ECBs in the
system rather than adding plant
cannabinoids. But, as was seen with
rimonabant, this hasn’t always been
successful. CBD seems to prevent
psychosis not by attaching itself to
receptors and intoxicating the patient
but by preventing the breakdown of
anandamide in the body. So does more
anandamide equal less psychosis? This
certainly seems to be the case.
If you’re feeling down and depressed,
should you then smoke a joint to “top
up your endocannabinoids” as one or
two people have suggested to me? The
answer from the experts is emphatically
no. “We have research, yet to be
published, that suggests cannabis users
reduce their endocannabinoid levels,”
says Prof Curran. “This is likely because
the brain has its own homeostasis. Like a
rainforest, it will try to balance itself out.”
If you smoke cannabis regularly,
your brain will reduce the amount of
endocannabinoids it produces, or reduce
its sensitivity to them. THC, for instance,
causes psychosis in cannabis users,
having altered the plasticity of the brain
by interfering with the homeostasis or
chemical balance inside it.
Ten years of intensive research into a
field of brain science is a very short time.
For example, it isn’t fully understood
exactly what current antipsychotics,
those affecting the dopamine pathway,
actually do to make people well. The
idea that the ECB system can be used for
therapeutic benefit is beyond doubt, but
a fuller understanding of the system is a
fair way off.

n Richard Shrubb is a freelance
journalist
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History

A Tripp down
memory lane
The prescribing habits of a handful of London doctors
led to what some have described as the beginning of
the end for the ‘British System’. By Harry Shapiro

The practice of maintenance prescribing
had been legitimised in the 1920s by
a medical committee chaired by Sir
Humphrey Rolleston and formed the
cornerstone of what became known as
the ‘British System’ for the treatment
of addiction. It was distinctly ‘British’ in
the sense that nowhere else in the world
were doctors given that degree of clinical
freedom – although in the truth the only
country with a serious addiction problem
at the time was the USA. Whether it in
any sense could be called a ‘system’ is
debatable.
Before 1968, there was no treatment
system, just a handful of doctors, some
private, some NHS and mainly in London
who were prepared to see drug users.
They were an odd bunch, some driven by
a duty of care for those that nobody else
cared about – and some driven by profit
– although they were only charging fairly
modest amounts for consultations; the
drugs were free on the NHS.
One such doctor was John Petro. He
emerged on the scene in 1967, when he
took over the patients of Lady Isabella
Frankau who died that year. She was
one of the more notorious of prescribers;
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in one year she wrote prescriptions for
heroin totalling six kilos – and that for a
registered addict population of less than
2000 in 1966.
Petro, a somewhat vain and arrogant
individual, had been the subject of
tabloid exposure in 1967, and rather
stupidly agreed to appear on the
David Frost programme in January
1968 after which he was immediately
arrested for various controlled drug
regulation violations. Struck off by the
General Medical Council, he carried on
prescribing, writing prescriptions on
tissue paper from the back of his car or
the tea-shop at Baker Street tube station.
There were also stories of him leaving
prescriptions in a patient’s favourite
book in Foyles bookshop. A compulsive
gambler, he was often to be seen in my
father’s betting shop in west London.
Despite media portrayals of him as ‘The
Doctor of Death’, both users and medical
staff regarded him as somebody who
genuinely wanted to look after drug
users. During the 1970s, Petro became a
worker for the Simon Community. Later
I visited him in a care home where he
died in the early eighties.

In the long defunct magazine
Drugs and Society, Dr Margaret Tripp,
who ran the Addictions Unit at St
Clements Hospital in London, wrote this
sympathetic account of Petro in 1973, of
which this is an edited version.

It was the day after Dr Petro had been
in court for the first time and the
newspapers were full of the event. It was
the main topic of conversation in the
clinic [a large drug clinic in Chelsea that
Dr Tripp was visiting]. All the addicts
present had been his patients in the past
and had had heroin from him directly
or indirectly, either from their personal
prescription or by sharing one he had
given to a friend. Months later when the
papers really got going and Petro was
portrayed as a devil complete with no
redeeming features I used to remember
their discussion and the care with which
they apportioned blame.
“He could hardly have written a
prescription if we hadn’t asked him in
the first place,” they said, “it stands to
reason. ‘Course he gave us too much and
got us hooked too fast but like everyone

else we thought it could never happen
to us and kept going back for more.
Straights are funny about doctors. They
think doctors are like God and have only
to gaze into our eyes to tell if we’re lying
and what dose of drug we really need.
I’m telling you God himself might have
had a problem knowing if some of those
cats were lying, they’re that convincing.
My parents were always looking into
my eyes once they knew I turned on. I
always stared straight back.”
They looked more like a juvenile
Oxford debating society or youth at
the feet of Socrates than the proof of
England’s newest social problem – the
rising number of young heroin takers.
This increasing number of new cases
was caused exclusively, according to
the recent report of the government
sponsored Brain committee, by the overprescribing of six doctors of whom John
Petro was currently the most popular
and notorious.
“I remember once,” another boy
said, “when I was real sick and hadn’t
got a bean he gave me a script for free.
Another time, I’d just come out of prison
and was clean, he got mad at me and
wouldn’t give me a thing. He was right,
of course, and I was that fed-up I went
straight home and stayed clean for six
months till I got across the old man
again. But fair’s fair, I’ve seen people on
their knees to him and if they don’t put
the money on the desk they don’t get a
thing.”
“Some people say everything we
give him goes straight on the horses,”
the first boy said “but then addicts will
say anything about their doctor. Funny,
if it were true, our addiction would be
supporting his. Who needs who most
then?”
The service [Tripp’s own addiction unit
at St Clements Hospital in Mile End
which opened a few weeks later] was
begun as many British innovations are by
utilizing existing resources…the offices
in the outpatient department of the
local psychiatric hospital. The outpatient
department was a small intimate one,
normally occupied by a group of local
women waiting to be seen by their
doctors. They sat discussing their
neurotic and marital problems while
the clerical staff sorted their papers
peacefully behind a glass screen at the
far end.

Dr John Petro, leaving
GMC hearing, May 1968

There were also
stories of him leaving
prescriptions in a
patient’s favourite
book in Foyles
bookshop. A compulsive
gambler, he was
often to be seen in my
father’s betting shop

The addicts changed all that. Arriving
in droves, they took over the waiting
room driving the regulars away. Since I
was the only person who could see them
they had to wait a long time. This did
not bother them as in the past they had
often spent all night in the rain waiting
for Petro; they were used to waiting. They
brought their total possessions with
them in cardboard boxes and carrier
bags, littering the floor with bottles of
fizzy drinks and orange peel. In the
presence of this evidence of the addicts’
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disordered lives, the clerical staff behind
the glass screen united in their dislike of
their new patients.

“Sure he charged
me,” he said, “but,
hell, I could afford
it on what I was
earning, and it was a
damn sight less than
the wife was giving
her gynae man in
Harley Street”
Dr Petro entered the chaos about a
month later. Returning from lunch I
found him with a companion sitting
together against one of the pillars
slightly apart from the other patients. I
took them into the privacy of the office
where Petro explained that while he
had told the majority of his patients to
make their own arrangements with the
new clinics, he had a handful of patients
whose daily dose of heroin was so high
that he was personally assisting them
to make the changeover. The gentleman
who was with him had a name that had
been famous in the arts for many years
and his dosage was indeed astronomical
even by British standards.
In the following months while he was
our patient he always spoke well of his
doctor, saying how Petro would come
to the house at weekends if he ran out
of drugs. “Sure he charged me,” he said,
“but, hell, I could afford it on what I was
earning, and it was a damn sight less
than the wife was giving her gynae man
in Harley Street.”
After the first interview with him
and Petro, all the junior doctors in the
common room asked me, “Well, with
all that notoriety, what was remarkable
about him?”
“His voice,” I replied, “It was a
beautiful voice. Not just the product of
our best education, it was more than
that. It was like a trained actor’s, an
instrument, melodious and vibrant.
Apart from that, nothing special; he was
smaller than I expected and his face was
heavily lined like one of the monkey
gods.”
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Several months later I sat drinking
tea next to my patient Barry. “I see
your trade union has finally removed
Petro’s licence,” he observed. His feet on
the table, he had finished checking on
which of his acquaintances had gone to
prison that week from the local Hackney
Gazette.
It was a long time before I saw or
heard of Petro again. Addicts care for
today’s drugs and therefore today’s
source and we had to keep up with
both in self defence. The press, for
whom addiction was still a hot issue,
was unable to campaign any longer
for medical facilities since they now
existed. Instead they started a series of
articles on barbiturate users and how
they were caused entirely by the clinics
not prescribing enough heroin and
methadone. The fault as usual lay with
the medical profession.
According to the media not only
was central London now full of
aggressively intoxicated users whom
the clinics would not help but they
were being badly treated in the casualty
departments where they went with
the abscesses and gangrene caused by
injecting drugs intended for oral use. The
casualty staff retaliated by saying they
were impossible patients, swallowing
antibiotics by the handful instead of six
hourly as instructed, and picking at their
dressings to see how their abscesses
were getting on. It was the clinics’ fault
for not controlling them properly.
“Your colleague Dr Petro is at it again,
I see,” said the local policeman who had
stopped by for a cup of tea. “He’s taken
his medical bag and set up shop inside
the entrance to the subway at the Dilly.
Of course he can’t prescribe any more
but he’s treating their abscesses and
giving advice. Why can’t you control him
better?”
The Reverend Kenneth Leech had started
his ministry in a diocese just north of
the Mile End and through his association
with a local club had become one of
the first people to recognise heroin
users in the East End. Forced into local
prominence as a drug expert he was
now promoted to the parish of Soho
where his working day started at ten in
the evening and his clients were deviant
as a matter of course. His view of the
geography of the Dilly was unique.
Consider Piccadilly Circus, not as the

Mecca of London tourists, nor the bright
lights after the children’s Christmas
pantomime, but as the face of a clock.
Divided into its quarters, 12 and six lie
north and south respectively while Eros –
that much-abused winged god – replaces
Mickey Mouse at the centre of the hands.

“Your colleague Dr
Petro is at it again,
I see,” said the local
policeman who had
stopped by for a cup
of tea. “He’s taken
his medical bag and
set up shop inside
the entrance to the
subway at the Dilly”
Entering from Shaftesbury Avenue at
12 o’clock the ground to the right round
the last quarter belongs to the male
prostitutes who stand under the covered
arches round the top of the subway.
Their often beautiful faces have an
inhuman quality like carved stone. Their
watchful eyes belong to the hunting
rather than the hunted.
To their left in the first quarter is the
territory of the kids on the run; running
from parents, from schools and from
prisons. They are not addicts but drifters,
the remains of the original beats. They
sit all day in the cafeteria and adjoining
penny arcade, their culture unique and
their own, and their conversation not of
drugs or sex but composed of endless
circular tales of police brutality and their
courage in surviving it and not grassing
on their friends.
The third quarter, between six and nine,
had no interest for Ken Leech, being
used still by housewives for innocent
appointments at Swan and Edgars for
tea. We would find the addicts, he said,
between three and six on the southeast corner, round the entrance to the
underground inside which most of
the buying and selling was done. He
would willingly take me and show me
everything, but first we had to wait for
John Petro who had heard I was coming
and wished to join us.
We were in the bare downstairs room
of the church house, which was used

during the day as a counselling centre
for drifters. I experienced a confusion
of feelings in which social unease was
mixed with anger against Ken Leech
for having trapped me into a situation
from which I could not withdraw. I had
never met a struck-off doctor before, nor
had my training in medical etiquette
considered the possibility. I was about
to enter a social situation with no
guidelines and no preconceived picture
of how I would behave. With vague ideas
of flight I turned towards the door and
saw that the cause of my anxiety was
already present.
The man who stood in the doorway
was smaller than I remembered. He
seemed to have shrunk. More than
anything, he gave the appearance of
having been damaged. This ill-defined
aura of damage seemed associated with
society’s need to punish in excess of
merely curtailing the harm his behaviour
had been causing. Implicit in it was the
feeling that somehow the majority had
got satisfaction out of his debasement.
Into the limbo of my indecision,
anger entered in a solid wave. I heard
myself call him doctor and since I was
his junior I waited until he sat down
first. The observing portion of myself
which had been around too long to feel
anger separated itself and taking up a
delinquent pose against the wall made
profane suggestions on how, now I
had solved that one, I should consider
in advance my behaviour towards
unfrocked priests and policemen caught
selling grass.
We all went out together and sat
in the penny arcade belonging to
the drifters and drank coffee. Petro
explained to us how he was writing his
autobiography which a leading Sunday
newspaper had commissioned. He
carried the rough draft everywhere with
him in his briefcase and spread out the
papers over the counter for us to see.
Still in the early chapters, he had yet to
describe his time as a ship’s surgeon and
the famous who had been his patients.
From his point of view, drugs had
played only a small part in his total life
and would take up a couple of chapters
at the end. I had not the heart to say,
“But that is the only bit the editor
wants for his readers. They want those
nice middle-class girls depraved by
their craving on their knees to you,
prostituting themselves to buy your
drugs; sex and drugs with their Sunday

bacon and eggs, not the time you did an
appendicectomy at sea.” I remembered
Profumo and the avid hunger of the
entire public for each tidbit while they
stripped the man of his titles. Any ideas
Petro might have of restoring the balance
of his reputation were unrealistic. They
would not make good copy.

He was both their
doctor and one of
them. Listening to
him I realised for the
first time how total
was his addiction. His
committal to the life
style was as great as
any user in the clinic
It was about one in the morning when
we went out onto the Dilly. It was
raining. With no moon or starlight the
surface of the road and pavements were
black with an oily glitter reflecting the
electric lights and neon advertisements.
The pile of Eros rose dense and unilluminated in the centre of the circle.
The curve of the pavement lay like a
wheel round the central hub of the
God. We walked round the edge to the
south-east corner and stood in the
shelter of some scaffolding surrounding
the entrance to the subway. I leant
against the wall with my hands in my
pockets. Gazing upwards I saw the rain
invisible in the surrounding darkness
enter the beam of one of the adjacent
lights and transfigured fall towards us in
illuminated straight lines.
Next to me Petro was greeting addicts
as they came up through the subway or
stopped to buy a paper from the stand
next to us. I stopped looking at the rain
and started to observe what I had come
to see.
The papers were right; these were
barbiturate users on the Dilly, but not
hordes of them. Circling round on their
own business they stopped off under the
shelter to talk about their problems, to
gossip and to show us their abscesses.
After a bit the first lot came round for the
second time and then for the third. They
formed a small group, mainly Scots and

Irish and all troubled with a peculiarity
of the Celt – a strange combination of
uncontrolled aggression alternating
with servility which makes equal loving
relationships practically impossible to
sustain. Separated from friends and
family, the Dilly was their endpoint,
there was nowhere else for them to go.
The papers were right that we were
not helping them but I did not know of
anyone that could.
In addition there was a small group
of people who had been Petro’s patients
for many years and addicts for even
longer. He introduced me to each one
and told me the long and complex
story of their life. Bizarre though some
of them were, there have always been
aberrant characters wandering round
central London in the early hours of the
morning; de Quincey used to meet them
in an earlier period, and they still did not
constitute an army.
The rain had stopped and Petro stood
on the edge of the pavement talking to
them. Standing next to him I perceived
the closeness of their relationship. There
was no doubting the genuineness of the
affection of the addicts for him. Calling
him by his first name, congratulating
him on the successful conclusion of
his last lawsuit, there was no reserve in
their replies to his questions. The barrier
always present between themselves
and clinic staff was gone. He was both
their doctor and one of them. Listening
to him I realised for the first time how
total was his addiction. His committal to
the life style was as great as any user in
the clinic. He had reached the position
where nothing else is as interesting
and everything else seems less real in
comparison.
I perceived that although I stood next
to him he was in a different place where,
for many reasons, I could not join him.
Barry was right about the difference.
Since I was not prepared to pay the price
whose reward was total acceptance, it
seemed only just that I could not have
the relationship either.
Later we all went home. At least I went
home, Ken Leech went to his rooms
in the Church House and Petro to his
bedsitting room. I never saw him again.
A few weeks later they found a technical
reason for stopping him going on the
Dilly and after that I do not know what
happened to him.
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HIV

Meph-lining
In Romania, following a switch from heroin to legal highs
among injecting drug users, new cases of HIV have boomed.
By Michael Bird
Cristi is dressed in a baseball cap,
with holes in his shoes and a Nike top
where the tick insignia on the chest has
loosened. Blisters litter his arms and face
and his nails are encrusted with dirt. “I
am 22 years old,” he says. “I know I look
older.”
Since his mother died in 2005, he
has lived on the streets of Romania’s
capital, Bucharest, gaining cash from
selling scrap metal. “Pipes, old washing
machines, sewing machines, door-locks,
batteries or copper wires – whatever I
can find,” he says. “Some people give me
different kinds of metal. They give them
to me because I do not steal.”
Cristi has taken heroin since he was
12, but last year switched to injecting
legal highs sold in head shops, including
powdered stimulants posing as bath
salts.
“I inject both legal highs and heroin,
but I’m doing more legals,” he says.
“The first time I took them, I had panic
attacks. I saw police everywhere. As time
passed, my body got used to it. Now I can
control the states. I no longer see cops
wherever I go.”
Cristi dilutes a legal, amphetaminetype stimulant called Pure by Magic,
which he shoots into his vein. “With
legals, I get a little bit excited,” he says.
“It’s a better sensation than heroin. I can
do more work. I manage to make money,
while with heroin I just slept.”
Gheorghe, 28, has been a heroin
user for nine years, but 12 months ago
switched to Pure by Magic. “One bag
holds me up for the morning until the
evening,” he says. “I also take heroin,
but once a week as a special occasion.
I would go back to heroin, but it’s too
expensive.”
For him, heroin costs around 11 euros
per day, while legals give a similar buzz
for five euros. “I can spend the rest of the
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money on food and cigarettes,” he says.
With Romania’s currency collapsing
against a weak euro, government
budgets plunging into the red and
disposable income crashing since 2008,
those at the margins of the EU have been
pushed further to the edge.
The cash available for recycling scrap
metal and plastic bottles has been scarce
and, among Bucharest’s 18,000 known
addicts, legal highs have become the
street drug of austerity.
But this culture has also entered the
mainstream. In total, the number of legal
high users in Romania is around 250,000,
while one in six of these are injecting,
according to a 2011 study by UNICEF and
the Romanian Anti-Drug Agency (ANA).
Experts fear this is contributing to
a shock rise in new HIV cases. Because
these legal highs are stimulants as
opposed to a depressant such as heroin,
users need more regular fixes. Cristi
injects up to 20 times a day compared
to three times with heroin. Without a
steady supply of fresh needles, users are
likely to share, boosting their chances of
contracting HIV.
For 2011, Bucharest’s Matei Bals
National Institute of Infectious Diseases
registered 129 new cases of HIV among
injecting drug users – a growth of almost
ten times the figure for 2010. So far 2012
looks worse, with 98 new cases among
users in the first six months – hitting
disproportionately the age group 20 to
24.
“The spread of HIV in Romania is
increasing and a major cause is habitual
heroin users switching to injecting
legals,” says NGO Romania Harm
Reduction Network’s Executive Director
Valentin Simionov.
But this new trend has ensnared the
drug community at the same time as a
fall in the availability of clean needles.

The Global Fund to Fight AIDS pulled
financing for Romania in 2011, expecting
local authorities to pick up the tab for
needle-exchange programmes for heroin
users. But this didn’t really happen.
While the number of injecting drug users
remained stable, free syringes available
plummeted from 1.7 million in 2009 to
900,000 in 2011.
Now there are only two outreach
charities distributing needles to addicts,
compared to five in 2011. One of these,
Carusel, does not have a proper office.
Its dedicated volunteers squat in a
room above a gay, lesbian and bisexual
pressure group.
“None of us has a salary,” says
Carusel’s council president Marian
Ursan. “I use my own car. We have food
donations from friends. Our drop-in
centre has no water or toilet. In our
office, we have a photocopier – but it’s
not second hand, I think it’s third or
fourth hand.”
The charity has 30,000 needles
donated by the National Anti-Drug
Agency (ANA), but after these run out,
there are no fresh supplies. This year
ANA bought almost 960,000 needles
and syringes for use in 2012. “We intend
to continue this purchase in 2013
depending on the financial resources
available,” says ANA’s Director Sorin
Oprea. EU structural funds are also
funding the provision of hundreds of
thousands of needles to charities to
remedy the crisis. But charities still fear
an HIV time bomb may strike. Carusel
now has 150 HIV tests to sample users.
But Ursan says even he is “afraid” to take
these to addicts.
In 2009 hundreds of head shops
opened across Romania, selling
powdered amphetamine-style
stimulants and dried, cannabis-like
products. Due to public protests, the

Caracuda drop in centre, Ferentari,
Bucharest

government forced shops to close if
they were less than one kilometre from
a school or a church. Lists of active
stimulants and brand names for the
drugs also face regular bans, but their
producers create new blends to outsmart
the authorities.
“When the shops opened, I started
buying from them,” says Cristi. “There
were these small bags which had an
eye printed on them. That was the shit.
Until ‘Pure by Magic’ came out, there was
‘Special Gold’, when you were shooting
that, your eyes got bigger. You could
see right away if someone had shot
that. Then came ‘Magic’. Then ‘Flower
Power’, ‘Magic Crystal’, ‘Magic Pure’.
That was like heroin. Then ‘Insomnia’,
‘Magic Power’, ‘2012’, ‘Atomic’, ‘Ninja’,
‘NOS’, ‘Expression’. Then ‘Euphoria’. That
was called sea salt. Then ‘Pure’. That
was called talcum powder. One was a
cleaning solution for exotic dolls.”
Romania’s Matei Bals Institute for
Infectious Diseases sent samples on
sale in Romania to the UK, which found
they contained cathinones such as
mephedrone and methylone and also
piperazines and methamphetamine
derivatives.
“Although the so-called ‘legals’ may
contain illegal, sunstances, the police
don’t have the resources to undertake
a pharmacological analysis of every
sachet of powder on sale, especially
in Bucharest, where police don’t have

enough petrol to drive their cars to solve
murder cases,” says Dr Adrian Abagiu,
Senior Doctor in Infectious Diseases,
Centre for Integrated Services for
Addiction, Matei Bals Hospital.
Sometimes users mix legal highs
with heroin or methadone. “People
on methadone, when they use legals
like mephedrone, combine stimulants
and opiates and are more likely to get
addicted because of the speedball effect,”
says Abagiu. “Combining a legal high
with methadone is the speedball of the
poor.”

Combining a legal
high with methadone
is the speedball of
the poor
In Bucharest, legal high users have
experienced extreme paranoia and
epilepsy, while injecting legal highs for
only three months can lead users to
develop endocarditis – an inflammation
of the inner layer of the heart which can
dismantle the cardiac valves, leading to a
stroke or cardiac arrest.
Bucharest’s Matei Bals hospital used
to see around 10 to 20 annual cases of
endocarditis, but in 2011 this rose to
over 50. Known legal users accounted
for 90 per cent of these cases. “In the

last six months of 2011 we saw seven
deaths among our clients who we know
were using legals with methadone and
benzodiazepines,” says Abagiu. “These
were strokes, one cardiac arrest and two
overdoses. The forensic reports show
methadone and benzodiazepines in the
victims’ bloodstream, but not legals,
because we do not have the resources to
test for legal highs.”
Not all users want to continue taking
legal highs. “Many want to go back to
heroin because they become violent and
paranoid,” says Marian Ursan. “They lose
weight and they don’t sleep.”
Cristi and Gheorghe would return to
shooting heroin if the drug’s purity was
better and the price was affordable. “If
you don’t eat or don’t drink, you don’t
sleep and you shoot legals non-stop, you
can end up in hospital,” says Gheorghe.
Many others though, prefer legal
highs because they can shoot up in the
streets without fear of prosecution. In
Romania, possession of any quantity
of drugs can result in a five-year prison
sentence, so this legitimacy gives the
users a sense of protection.
“I like to buy from the store,” says
Gheorghe. “It means that if the police try
to pick me up for injecting, I can show
them the receipt.”
Users names have been changed for this
article.

n Michael Bird is a freelance journalist
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Bitesize briefing
Public Health
This edition of Druglink covers a period of
profound and far-reaching change in the
structures and processes for planning,
commissioning and delivering substance
misuse services. So what are the principal
changes?
Has the NTA really gone for good?

Yes. But that doesn’t mean its functions and personnel have
gone. They will be absorbed into Public Health England
(PHE) - both nationally and regionally - and so will most of
its personnel. But it is a comparatively small fish in a larger
public health sea, with around 150 staff in an organisation
employing over 5,000 people.
The NTA functions are split across three directorates
in PHE. Strategic responsibility sits within the Health
Improvement and Population Health Directorate, led by
Rosanna O’Connor, formerly Director of Delivery at the NTA.
The 15 local Public Health Centres, which absorb the NTA 
regional teams, sit under a separate Operations Directorate.
The National Drug Treatment Monitoring System (NDTMS)
and the National Alcohol Treatment Monitoring System
(NATMS) are in the Knowledge and Intelligence Directorate.
It remains to be seen how these bits of the jigsaw will fit
together.

How does the creation of PHE fit with the
commitment to localism?
The leadership and budgets for drug and alcohol services
in communities is not held by PHE, but by Directors of
Public Health (DsPH), employed by Local Authorities and
accountable to local Health and Wellbeing Boards. This
raises an obvious question of how the relationship between
PHE and public health in local authorities will work. It would
be contrary to the spirit of ‘localism’ for PHE to be too ‘hands
on’ in terms of setting national outcomes or performance
management.

It sounds complicated

Indeed - particularly when you add in, for example, the
responsibility of offender health teams under the NHS 
Commissioning Board for drug and alcohol services in
prison, the potential role for Clinical Commissioning Groups,
and the other key changes, such as elected Police and Crime
Commissioners.  

What about the money for drug and alcohol
services?
In January, the Government announced the public health
grants for local authorities. A total of £2.66 billion in 2013-14
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and £2.79 billion in 2014-15 is available to local authorities to
spend on public health services for their communities. This
money absorbs an estimated £800 million to a £billion plus
of drug and alcohol funding. This means that approximately
a third of the local authority grant is money that has to date
been invested in drug and alcohol interventions, including
the former ‘pooled treatment budget’. It is absorbed into the
overall budget.
DH have said that the overall amount allocated to
local authorities for public health reflects activity and
performance on substance misuse treatment. Critically,
however, the new public health budget does not provide a
visible, centrally funded contribution to drug treatment in
the same way as the pooled treatment budget did, or any
nominal ‘ring-fencing’. This presents grounds for concerns
about potential disinvestment, particularly in a period of
austerity, and DrugScope is seeking clarification.

Are there any other protections for drug and alcohol
services within public health?
Some. In particular, local authorities will be required to
report spending on an annual basis, with categories for adult
drugs, adult alcohol and young people’s drug and alcohol
spend. This should mean that disinvestment in drug and
alcohol services will be evident.
There is also a national Public Health Outcomes
Framework, with a total of 3 out of 66 outcomes directly
concerned with drug and alcohol interventions (and many
more to which substance misuse services can make a
vital contribution - such as, for example, reducing liver
disease and tackling domestic abuse). However, there
are concerns that so few outcomes are substance misuse
specific. In addition, Government has indicated that while
local strategies should be informed by national outcomes
frameworks, these should not ‘trump’ local decisions about
priorities.

Any positives?

Well, it’s a bit of a cliche but the transition to public health
creates significant opportunities, including to respond more
flexibly to local trends and priorities and to link up drug and
alcohol strategies to other local authority responsibilities (for
example, housing, social services and support for families)
to ‘build recovery in communities’ and support social reintegration (for example, through Health and Wellbeing
Boards and local health and wellbeing strategies).
The risks of disinvestment are real however, particularly  
in a period of financial austerity and public spending cuts.  
But as a sector, we are in a strong position to demonstrate
our effectiveness in delivering (and contributing to the
delivery of) a range of key outcomes for communities.

Research

Preventing overdose deaths
Overall drug deaths are down, but methadone deaths have been on the rise.
Mike Ashton looks at what more can be done to reduce mortality
In England and Wales poisoning
deaths linked to drug misuse totalled
1605 in 2011 and 596 involved heroin/
morphine, substantial reductions from
2008 (1). These downturns still left the
mortality rate from drug misuse per
million of the population well above
that of the early 1990s. The surprise
was an increase in methadone-related
deaths from 355 to 486, resulting in
the highest death rate among men
since 1997. Shortage of heroin and
consequent decrease in purity had it
seems led to fewer deaths from this
drug, while addicts turned instead to
methadone.
This too seems an explanation
for trends in Scotland, where in 2011
heroin/morphine overdose deaths
were down substantially from their
peak in 2008, but the 275 methadone
deaths represented a substantial
increase (2), provoking media concern
over reliance on methadone for
treating heroin addiction and over
safety procedures. In both 2009 and
2010, around 40% who died from drug
misuse had been in contact with
treatment services in the past six
months, suggesting there had been
chances to intervene but which had
proved insufficient.
Across the UK there is concern that
methadone – prescribed partly to save
lives at risk from heroin addiction – is
itself implicated in many deaths. Over
the years the numbers have indeed
markedly increased, but not because
methadone services have become
less safe; as supervised consumption
has become the norm, the death rate
per million doses has plummeted (3).
Instead the expansion in methadone
treatment seems the main cause, and
this will itself have saved many lives.
Also it seems that one of the main
alternatives – medically supervised
withdrawal – has its own dangers.

An analysis of drug abuse deaths in
Scotland in 2010 revealed that over
two thirds (68%) of the deceased who
had been detoxified in the previous
year had died within three months,
possibly due to their being the most
severe cases, and/or to their having
lost their tolerance to opiate-type
drugs (4).
Naloxone, which rapidly reverses
the effects of opiate-type drugs,
became the main hope for curbing the
death rate after 2005 when the law
was amended to permit emergency
administration by the public. The
first large-scale UK follow-up study of
naloxone-based overdose prevention
training found this can successfully
be delivered to drug using patients,
substantially improving knowledge
and competence (5). Though relatively
few times, naloxone was used to save
lives even within the study’s short
three-month follow-up period. The
main disappointment was how slowly
training ‘cascaded’ to other staff and
to patients.
There are other reasons why
naloxone is far from a total solution.
For treatment services, catering for
the likelihood that their patients
will not recover but relapse to lifethreatening opiate use may seem
to undermine the optimism at the
heart of the recovery movement.
Similarly, for patients looking forward
to a new life divorced from drugs and
drugtaking social circles, learning
how to use a substance whose use
is predicated on continued contact
with (largely) injecting drug use may
seem undermining and irrelevant.
Still, when the National Treatment
Agency in England piloted training
for the carers of opiate users on how
to administer naloxone, up to 18
lives were known (and more perhaps
unrecorded) to have been saved (6).

Based on entries from the Drug
and Alcohol Findings Effectiveness
Bank. For the full story with more
information, citations and links visit:
http://tinyurl.com/EfB-cdl/download.
php?file=DL8.php
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Doctors at war
For the first ten years of the clinic system, the views of the London psychiatrists
dominated the UK treatment scene. Then as the eighties dawned it all began to change.
By Harry Shapiro

Reviews

Nineteen sixty eight saw two major developments
in the history of British drug treatment policy; the
banning of GPs from prescribing heroin or cocaine
in support of an addiction unless they possessed a
Home Office license and the establishment of NHS
drug clinics attached to hospitals. Their role was
to care for the rising tide of young heroin users
while at the same time (initially anyway) exercising
a containment role to prescribe injectable drugs
to users in order to head off the development of a
thriving illegal market such as existed in the USA.
But it didn’t take too long for clinic staff to
become disillusioned with simply doling out
drugs and so a consensus developed among
the influential London psychiatrists to first stop
prescribing injectable drugs to new clients and
then to substitute oral methadone for heroin finally
moving to short tem oral methadone detox regimes.
Meanwhile outside the clinic orbit were a handful

The politics
of addiction:
medical
conflict
and drug
dependence in
England since
the 1960s
Sarah Mars
Palgrave MacMillan
2012
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of mainly London-based private practitioners
who were prepared to be more liberal with their
prescribing. Up until the early 1980s, the two
groups co- existed peacefully alongside each other.
Why they went to war is the subject of Dr Mars’
fascinating and important book.
The arrival of Iranian heroin in the late 1970s was
a game-changer for the UK drug scene. The toxic
mix of heroin you could smoke rather than inject
and widespread unemployment and deprivation
saw the number of users skyrocket. And in line with
soaring rates of addiction, drugs shot up the political
agenda. At the same time, the more proscriptive
clinic prescribing polices were driving some users
into the arms of private practice and in any case,
NHS drug treatment was extremely patchy; barely
40 drug dependency units for the whole of England
(around half of which were in London), plus a
smattering of voluntary street agencies and rehabs.
What’s more, GPs had been written out of the script
in 1968. Although GPs were not exactly heart broken
at being able to legitimately turn away those seeking
prescriptions, nevertheless in the view of the head
of the Home Office Drugs Branch Bing Spear (who
incidentally did not regard all private prescribers
as rogues and knaves), this was a big mistake. He
strongly believed that the Home Office Tribunal
system could have dealt with the occasional cavalier
prescriber leaving in place thousands of doctors
who could have been in the frontline when heroin
eventually swept through the country.
Interviewed in the early 1970s by an American
journalist writing on the ‘British System’ of
treating heroin addiction, Dr Martin Mitcheson,
the consultant psychiatrist in charge of the drug
clinic at University College Hospital said tellingly,
‘The Psychology of the Prescribing Doctor’ – that’s a
paper that will never be written. And one reason…is
that I am on the same continuum as those doctors
were [referring to the sixties doctors] – though one
hopes, in a less extreme position. But I am in a
position with a great deal of power”. It was the same
Dr Mitcheson who with Richard Hartnoll conducted
the research which turned clinicians away from
prescribing heroin by cautiously concluding that
those clients did no better than those on oral
methadone.
What Dr Mitcheson was highlighting was the
unique patient-doctor relationship that exists
within the addictions field. Usually when you go
to the doctor with a mystery malady, you rely on
them to diagnose the problem and prescribe the
right medicine in the right dose. The heroin user,

especially back in those times where there were
very few addiction specialists around, probably
knows more about their condition than the doctor
and can give chapter and verse in terms of drugs
needed, dosages and so on. How you deal with
that as a doctor is very subtle. Not being noted for
their humble and self-effacing demeanour, many
would be confrontational and overly-proscriptive
while others along the spectrum mentioned by Dr
Mitcheson would be accommodating sometimes to
the point of collusion.
The motives of the NHS psychiatrists for taking
on the private doctors was probably mixed; a
combination of genuine outrage at what they saw
as irresponsible, profit-driven prescribing, that
prescribing was not treatment plus a morally-tinged
view that people should simply not use drugs. But
also, as the 1980s progressed, a wider nexus of
non-medical people were now taking an interest in
drug treatment policy; politicians, civil servants, the
media and a range of other professionals engaged in
caring for the growing tide of users. From being in a
position of absolute power, some of the more high
profile and assertive doctors saw the need to define
what is and what isn’t acceptable clinical practice
partly to preserve their own positions where
professionally, being an addiction psychiatrist was
down the pecking order in psychiatry, itself viewed
as a Cinderella service of the NHS. Being a big fish in
a small pond felt good.
For their part, the private doctors were still living
in the shadow of the ‘drug doctors’ of the 1960s
such as Isobel Frankau whose profligate prescribing
precipitated the advent of the clinics. Their view,
that the clinics were too rigid, not responding to
the needs of the clients and increasingly driving
them out into the chaos of street drug use, was
led by Dr Ann Dally, an outspoken and already
well-respected psychiatrist, and one of the first
women to train at St Thomas’ Hospital. In response
to unprecedented attacks by the psychiatric
establishment in the medical press against her
colleagues in private practice and to try and
formulate a voluntary code of practice, Dr Dally
formed the Association of Independent Doctors
in Addiction (AIDI). But powerful forces were
lined up against Dr Dally. She became the target
of the Home Office Drugs Inspectorate and the
General Medical Council who in turn were heavily
influenced by the leading London psychiatrists and
on quite flimsy evidence, she was found guilty of
various prescribing irregularities. Dr Dally’s medical
enemies had virtually written the first Guidelines of

Good Clinical Practice in the Treatment of Drug Misuse
published by the Department of Health in 1984. This
was a template for addiction treatment based, not
on published clinical evidence, but on the views
of the psychiatrists as to what they thought was
good practice based on their own experience. Not
surprisingly, the Guidelines strongly discouraged
long-term prescribing, instead determining that
time-limited (six months) oral methadone was
the treatment regime of choice. Although only
guidelines, this document was presented as
almost legally binding in the GMC hearings on
Dr Dally and subsequent cases brought against
private practitioners leading up to the largest GMC
disciplinary hearing ever held involving private
doctors when the equally vociferous and assertive
clinical director Dr Colin Brewer was struck off the
medical register in 2006.
But while the London psychiatrists were
seeing off one threat, another hoved into view. As
successive clinical guidelines were produced, a
growing band of NHS GPs led by Drs Tom Waller
and Arthur Banks began to make a strong case
for increasing involvement of their colleagues in
the treatment of addiction. The parameters of the
often heated debate that took place behind closed
doors was not longer ‘public’ versus ‘private’, but
‘specialist’ versus ‘generalist’ with the consultants
arguing that addiction treatment lay outside the
expertise of community GPs. Ultimately shared
schemes developed and the Substance Misuse
Management in General Practice (SMMGP) became
an important support network for a younger
generation of doctors who were prepared to offer
primary care and prescribing services to a generally
unpopular patient group.
Dr Mars concludes that “medical regulation, as
seen here, was not value-neutral and that parts of
the process were ‘captured’ by particular interests…
While the Home Office Drugs Inspectorate was
remarkably resistant to capture, aspects of the
Department of Health’s process, namely the clinical
guidelines were not…the model of ‘self regulation’
which underpinned these guidelines allowed
particular doctors to capture the regulatory process
while they themselves enjoyed freedom from its
controls”. As she says much of the conflict between
doctors arose from the inherent tension of being
both a medical carer and a gatekeeper to a supply
of controlled drugs. So once battle was joined,
over-prescribing was deemed to be pretty much the
only benchmark of bad practice. No other aspect of
clinical practice was ever held up to the light.
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The philosophy of getting
wrecked
DrugScope’s Director of Policy, Marcus Roberts,
wonders if intoxication is really subversive.

Reviews

‘I felt my legs going and we crashed and we all
flew over head first and that’s when I nearly pulled
my ear off when I whacked my head my ear my
shoulder all down one side’, Karen explains,
recalling a drinking session. ‘In this incident’,
explains author Tom Yardley, ‘by forfeiting the
controlled body of sobriety Karen…for a time at
least, moved beyond the mundane world governed
by intention and rendered predictable by necessity
to enter a playful realm of unanticipated and
unplanned events’. Asked what they were ‘doing’
when becoming intoxicated, Geoff replies ‘sitting
around talking and smoking spliffs’ while Robert
recounts ‘wandering around smoking dope stopping
off here and there’. ‘What these activities have in
common’, Yardley comments, ‘is that they can be
taken up or left off without consequence since
they have no intended outcome’, and are therefore
‘affronts to the idea of time as a resource that
should be spent usefully and productively’ (as,
presumably, is sitting around, talking or wandering
around stopping off here and there minus the
‘spliffs’).
The consumption of a wide range of intoxicating
drugs (often in combination) is discussed in this
way in this book, including tobacco, alcohol,
cannabis, cocaine, crack cocaine, glue, speed, LSD,
magic mushrooms, ketamine, largactil, heroin and
exotic concoctions such as a ‘cake’ consisting of a
‘thousand magic mushrooms’, a ‘bottle of brandy’
and ‘an ounce of grass’.
The experiences of intoxication recounted by
interviewees include sitting up all night, wandering
around, losing chunks of time, blacking out,
noticing your friends look odd and have contorted
faces, ‘acting really strangely’, not being able to
move, throwing up, doing things that seem funny
at the time but make no sense in the morning,
having sex in public, taking a 10 mile walk up the
A29, ‘watching the stars just sort of pulsating and
swarming’, ‘terrifying experiences over people’s
gardens dogs chasing us security lights going on’,
‘absolutely dancing singing spinning about’, ‘giving
meself bronchail pnuemonia’, having a sense of
connection and communion with others sharing
the experience, waking up in the middle of a field
cut to pieces and naked with a policemen shaking
you, hysterical laughter and (a personal favourite)
bounding around someone’s bedroom shouting
‘I feel really great!’ over and over again until their
Mum comes in and ‘we all sort of went thumph’.
Reflecting on these experiences (and a lot of
philosophical and social theory of broadly postmodernist hue), Yardley allows that ‘it would be
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overstating the case to suggest that those in our
society who become intoxicated are consciously
engaged in subversion of the individuated,
rationally guided self of modernity and of the
closed body that expresses its ambitions’, but
concludes ‘nevertheless, this is a frequent effect of
their behaviour and can be interpreted as the very
meaning of their actions’.
This book provides a timely reminder that
sandwiched between the causes, contexts and
consequences of substance use that dominate a lot
of research and policy, there is the actual experience
of intoxication, and that this has meaning,
significance and value for the people involved.
Similarly, it is a reminder that a tendency to focus
on a small minority of drug and alcohol users who
develop serious problems ignores the experiences
of a majority who do not (although they may
experience other harms…and benefits).
The book opens with a declaration that ‘the
desire to seek intoxication’ is ‘one of the “human
universals” along with play, music and language,
and has been a feature of every human culture’.
Be that as it may, attitudes to and experiences
of intoxication are not historically invariant. In
particular, Yardley distinguishes between ‘older
cultures’, which, he says, integrated intoxicant
drugs ‘into the rhythms of social existence’, and
‘modernity’.
For Yardley the ‘ideal of modernity’ is
characterised by ‘a competent, upright, bounded
body that is under full rational control at all times’
and ‘engaged in purposeful activity’. On this view,
we are all busily focussed on the useful and rational,
on finding effective means to predetermined
ends, on acquisition and accumulation, on filling
up a ‘featureless sea’ of ‘impersonal time’ with
deadlines, projects and activities. It is not difficult
to see how experiences of intoxication that are
variously described here as getting ‘completely off
your head’, ‘off your face’, ‘seriously off your nut’,
‘wrecked’, ‘slaughtered’ or ‘annihilated’ represent
an affront and challenge to modern imperatives
and sensibilities. Yardley further argues that
intoxication provides a positive tonic for some of
the malaises of modernity, including recapturing
lost time by allowing ‘the present to be inhabited in
all its plenitude’ and facilitating the formation of
ephemeral communities around shared experiences
of drug consumption and intoxication.
Yardley concludes with a call for the legalisation
of drugs. ‘The dignity and human rights of some
drug users are violated with impunity on a routine
basis’, he announces, ‘simply because the drugs

they happen to choose are subject to arbitrary
prescription’. Drug and alcohol users, he adds,
are forced to embrace negative and stigmatising
meanings which portray them simultaneously as
‘helpless victims’ and as morally culpable, as ‘at once
deviant and diseased’. He concludes ‘if we look for
deviance, disease, addiction and threats to the social
order that is precisely what we will discover’. There
is force in this point, but I do not think Yardley’s
book provides a legitimate basis for any serious
conclusions one way or another on the merits of
drug legalisation, as it does not have the scope to
engage with most of the key issues and arguments.
Yardley’s discussion is based around 16
interviews, with participants recruited by a process
of ‘snowballing’, which commenced with a work
colleague who recommended others, and so on. The
intention was to recruit ‘information rich cases’, and
Yardley allows that ‘the sample that was obtained
is certainly not representative of any particular
population’. Essentially, the claims here about
the nature of intoxication and its relationship to
modernity are illustrated by interviews with a group
of people from the UK. They could fit comfortably in
a seminar room and recount experiences which, I’d
imagine, happened between – roughly – the 1980s
and today. Only four are female, and only two were
over 40 when interviewed. Nor, incidentally, is there
a single reference, for example, to engagement
with diversity and multi-culturalism, which is a
conspicuous feature of many modern societies.
There is also the question of how useful it is to
discuss ‘intoxication’ as a single, homogeneous
experience. Yardley claims that ‘despite the very
variable effects that different substances can have at
a psycho-physiological level they appear to share a
generic quality at an experiential level’. But is there
really no experiential difference between uppers
and downers, stimulants and hallucinogenics,
glasses of wine and rocks of crack? Also, the range of
experience represented here is limited – for example,
what about more moderate use of drugs and alcohol,
or self-medication or the use of drugs in an effort to
improve productivity, performance or competence?
I would also question Yardley’s interpretation of
the relationship between intoxication and modernity.
Clearly someone who is staggering up the high street
or vomiting in the road or laughing hysterically
on a bedroom floor is in no fit state to lay a pipe,
sit an exam, perform a medical procedure, drive a
taxi, send an invoice, open a shop, play the violin or
write a book about post-structuralist theory. I am
unconvinced that the ‘very meaning of these actions’
is to challenge or subvert modernity. For someone
as determined to read meaning into sometimes
quite trivial or very visceral experiences as Yardley
– and as ingenious – I did find myself wondering if it
might be equally possible to find ways in which, say,
fireworks, prescribing medications, playing computer
games or hanging around doing nothing could be
characterised as subversions of modernity. Certainly,
I did find some of his interpretative claims stretched
credulity, but equally others were intriguing and
plausible.

Conversely, if intoxication is such a threat to
consumer capitalist society, then why has it been
allowed to become such a conspicuous feature of
modern life, engaged in by the rich and powerful,
and with big business mobilising against alcohol
controls and prominent business leaders and
international financiers among the most visible
recent champions of drug legalisation?
Finally, what about the causes, costs and harms
associated with drug and alcohol use? Yardley does
consider experiences reported by his interviewees
that resulted in harm (including death and near
death) and has some interesting things to say about
contemporary conceptions of health, which assume
that increases in the length of life are by definition
healthy. As the late Sir Clement Freud had it ‘if you
resolve to give up smoking, drinking or loving, you
don’t actually live longer; it just seems longer’.
However, there is nothing to reflect either the links
between drug and alcohol problems and deprivation
or experiences of trauma and abuse or the harmful
impacts on individuals, families and communities.
There is no getting away from the fact that these are
substantial.
This is a thoughtful and thought-provoking – if
difficult and occasionally impenetrable –book.
Contemporary debate about substance misuse has
largely lost sight of the experience of intoxication
itself; it is so focussed on why people shouldn’t
take drugs that it rarely bothers to ask why they do
take drugs – and, of course, people don’t take drugs
for the reasons they shouldn’t (or, at least, not only
for those) but also because they can find meaning
and value and benefit in these experiences. Equally,
Yardley’s is a partial discussion of ‘why we take
drugs’, and, as he himself admits, depends on a
particular ‘interpretive framework’, adding candidly
that ‘by adopting a different standpoint these
same interviews could, quite
legitimately, yield entirely
different conclusions’. I
am sure, for example, the
Department of Work and
Pensions would take a different
view of the phenomenological
resonances of sitting around
doing nothing.
This book puts me in
mind of J S Mill’s injunction
in On Liberty to welcome the
articulation of neglected truths.
For Mill, popular opinions
‘are often true, but seldom or
never the whole truth’ and
therefore ‘every opinion which
embodies somewhat of the
portion of truth which the
common opinion omits ought
to be considered precious’. For
me, this captures the value and
limits of Yardley’s contribution
to the debate about ‘why we
take drugs’.

WHY WE TAKE
DRUGS –
SEEKING EXCESS
AND COMMUNION
IN THE MODERN
WORLD’
Tom Yardley
Routledge 2012
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Notes

n Maia Szalavitz

Maia Szalavitz asks ‘when is addiction another way of saying
‘I got caught’?’
When public figures want to display
penitence – see under “Woods, Tiger” and
“Gibson, Mel” – they go to rehab. Whether
the problem is affairs, plagiarism or even
racism, crying addiction has become an
all-purpose excuse.
This month saw the “Lying
Dutchman” – a top psychologist who
was found to have published over 55
fraudulent academic papers – release
a memoir calling his data fakery an
addiction. At the same time, another
columnist blamed medical research
conflicts on doctors’ “addiction” to Big
Pharma dollars.
I could call this problem an
addiction to addiction, but that would
make matters worse. Labelling any
bad behavior an addiction makes
the term meaningless. It also makes
destigmatizing genuine addiction
impossible. If any monkey business that
provokes guilt or shame can be called
addiction, why shouldn’t the public be
skeptical when actual heroin addicts
claim, “My hijacked brain made me do
it?”
Indeed, the Lying Dutchman’s story
seems to be a classic example of how
getting thrills from getting away with
something is mistaken for addiction.
Diederik Stapel of Holland’s Tilburg
University faked data from the start
– but he apparently experienced few
if any negative consequences until an
investigation began in 2011. He was
ultimately fired and his papers retracted.
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Reviews of his book Ontsporing
describes how he started small by
fudging a few numbers. Psychological
Science says the book “minutely describes
how these small steps led to the habit
of changing data and, later, to the
fabrication of complete data sets”. In
Ontsporing Stapel explains the etiology
of his fraud by likening it to addiction,
although he admits that it is probably
a combination of different factors,
including: “The need to score, ambition,
laziness, nihilism, want of power, status
anxiety, desire for solutions, unity,
pressure to publish, arrogance, emotional
detachment, loneliness, disappointment,
ADD, addiction to answers” [!]. He also
describes various unsuccessful attempts
at quitting his “drug.”
That laundry list of “other factors,”
however, doesn’t actually undermine his
addiction analogy: indeed, many of those
factors play a role in real addictions. The
problem here – and in cases of many
who cry “sex addiction” – is that the
behavior he describes overwhelmingly
brought him positive results. He didn’t
behave compulsively in the face of
negative consequences: he simply
chased rewards.
Very few who successfully cheated
their way to the top would describe
themselves as addicted to cheating if
they never got caught; similarly, people
who have multiple affairs without
being detected and losing their primary
partner will rarely see themselves as
sex addicts. If you are making yourself
miserable with attempts to stop and
avoid exposure, you may qualify as some
type of addict: but virtually no one with
a real addiction tries repeatedly to stop if
everything’s going well. Why would you?

Addiction really takes hold when
you want to stop but can’t – but almost
no one wants to kick if the results of
the allegedly addictive behavior are
power, fame and pleasure. An ongoing
experience of reward can’t define
addiction because otherwise it would
be no different from rational pleasure
seeking.
A data-faking addiction like Stapel
describes might be possible if you kept
doing it in spite of reprimands and job
loss; it might even be possible if you
were plagued by guilt that interfered
significantly with your life, yet you still
couldn’t stop. But if we define addiction
so loosely that it can occur when you
are acting compulsively because of
positive consequences, what makes it
pathological? Isn’t doing what leads to
success and happiness the definition of
healthy behaviour?
If the only pathology is that you are
involved in unethical, illegal or culturally
inappropriate activity, addiction is no
different from old-fashioned sin, and
stigma will inevitably accrue. To make
sense as a disease or
disorder, addiction has to
involve irrational – not just
immoral – behaviour. If
it’s simply doing wrong, it
makes sense to demonize
addiction. If we want to
fight stigma, we can’t let
people define addiction
down and use it to excuse
any type of bad behavior.
The correct label for people
who act like Stapel is
asshole. There’s no need to
drag addiction into it.

Clinical Conference 2013

Dual Diagnosis, Clinical Challenges
and Criminal Justice Interventions
Monday 10 June 2013
In partnership with the University of Manchester
and taking place in London we will be exploring:
dual diagnosis
novel psychoactive substances or ‘legal highs’
integrated care
commissioning drug and alcohol services
cognitive behavioural interventions
Speakers include:
Prof. Ilana Crome, Royal College of Psychiatrists
Prof. Oscar D’Agnone, University of Manchester, Medical
Director CRI
Prof. Tim Millar, University of Manchester
Ivan D. Montoya, National Institute of Drug Abuse, USA
Prof. Fabrizio Schifano, University of Hertfordshire
Location:
Victoria Park Plaza, 239 Vauxhall Bridge Road, London SW1V 1EQ
Cost: £100 (£50 for students)
The conference will count toward your CPD.

Book online www.cri.org.uk/clinical
Supported by

Crime Reduction Initiatives (CRI) is a registered charity in England and Wales (1079327) and in Scotland (SC039861) Company Registration
Number 3861209 (England and Wales) Registered office: 3rd floor, Tower Point, 44 North Road, Brighton, East Sussex BN1 1YR

Your professional insurance
can help raise funds for
DrugScope.
Ask Chris Knott Insurance to quote when
your organisation’s insurance falls due and
DrugScope will receive a donation if you go
ahead with cover.
To see how much you could save and to
support the charity in this way, please call
Chris Knott’s Commercial Team on

01424 205009
and mention ‘DrugScope’.
Chris Knott Insurance
The right choice for charity supporters
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