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Days of future passed
2010 is the tenth anniversary of DrugScope and for this special issue of 
Druglink, we commissioned researchers and writers who are all very well 
placed to look across a momentous decade in the history of the sector – where 
government investment, political capital and media interest have been at 
unprecedented levels.

DrugScope itself was formed out of two charities which, between them, 
had around a 60 year track record in the field. But nonetheless, we were a new 
organisation and faced all the problems of bedding down during a time when 
the external environment was dynamic and fluid. 

Our reputation as a gold standard provider of information that was timely, 
non-judgemental and evidence-based (from long before the term became 
fashionable) has remained solid throughout the period.

And, during the second half of the decade, we put in an enormous amount 
of effort rebuilding the organisation towards strong policy positioning and 
effective sector representation. It is gratifying to report that all the feedback 
we receive indicates that this effort has been much appreciated and 
successfully executed.

Bringing in the London Drug and Alcohol Network into Drugscope in 
2009 and through our consultation work over the past three years, we have 
established a strong platform of policy, membership and communications. 

Everyone knows the times ahead will be tough, but working with our 
members and all those with a stake in drug and alcohol policy and practice, 
we will continue putting our best efforts at the service of those in most need 
of help and support.

Harry Shapiro, 
DrugScope’s Director 
of Communications 
and Information
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Report calls for drug drive 
policy overhaul

testing and monitoring of drug use by 
drivers and road accident victims.

The report said that the three most 
common substances detected in drug-
impaired drivers were cannabis, cocaine 
and benzodiazepines.

He said a roadside testing device 
needs to be developed to judge whether 
a driver is impaired by drugs in their 
body. But he concluded that if it proves 
impossible to develop such a device, 
then a ‘zero tolerance’ offence should be 
introduced whereby any traces of drugs 
in the system would be against the law 
for drivers. 

Regarding alcohol, North 
recommended cutting the maximum 
legal limit from 80mg to 50mg of alcohol 
per 100ml of blood, estimating the move 
– in line with many other European 
countries – would save 168 lives a year 
on the road.
www.northreview.independent.gov.uk

Unions demand drug 
testing clarity
The Trade Union Congress (TUC) has 
called on the government to produce 
clear guidance on workplace drug testing 
to clear up the confusion around the 
legality of random or routine testing in 
jobs that are not safety critical.

Its new guide for union safety reps, 
Drug Testing in the Workplace, says that 
drug testing techniques are unable to tell 
whether a member of staff is under the 
influence of drugs, only that chemicals 
are present in the body. 

It says that rather than resort to drug 
testing, employers who are serious about 
the welfare of their staff and removing 
drugs from the workplace will find 
their time better spent developing a 
comprehensive drugs and alcohol policy 
which supports staff.

TUC General Secretary Brendan 
Barber said: “Clearly no employer can 
ignore drug use in the workplace. But 

the way to tackle this danger is by 
having proper policies in place for 
dealing with drug and alcohol abuse in 
the workplace, rather than introducing 
random testing, which is not only a 
breach of a person’s right to privacy and 
dignity, but also of dubious legality.

“Levels of testing in the UK may still 
be well below those in the USA, but 
many employers are being seduced by 
the marketing campaigns of drug testing 
companies into seeing random testing 
as the solution to sickness absence 
problems. This is why the Government 
needs to produce clear and definitive 
guidance on testing, especially on the 
legal issues.”

n Drug Testing in the Workplace is 
available at http://www.tuc.org.uk/h_
and_s/tuc-18000-f0.cfm

Deaths and serious injuries caused by 
drug driving are hugely underestimated 
and tougher legislation is needed to 
police the problem, a government-
commissioned report has found. 

In the first major review of Britain’s 
drink and drug driving laws for 34 years, 
Sir Peter North said that the reality of 
the drug driving problem was “out of 
all proportion” to the 56 fatal and 207 
serious injury accidents reported by 
police as involving drugs. 

A study carried out among 1,184 road 
accident victims between 1996 and 2000 
found 18 per cent were found with illicit 
drugs in their system – six times the 
official figure.

North said the real picture was 
obscured by a lack of routine testing for 
drugs by traffic police, coroners and the 
presumption that if someone is found 
to be a drunk driver then they are not 
a drug driver. He called for increased 

 NEWS

Joining forces
In partnership with Adfam, 
eATA and the Alliance, and other 
substance misuse organisations, 
DrugScope has issued a consensus 
statement on drug treatment. 
It calls on politicians to commit 
to “an evidence-based and non-
partisan approach to drug and 
alcohol policy” and maintain 
investment in drug treatment 
to deliver “world class” services. 
The statement, which highlights 
the benefits of a range of services 
including residential rehab and 
harm reduction, calls for a balanced 
treatment system that is “focused 
on recovery, quality of outcomes 
and re-integration and not only the 
numbers of people coming in to 
services.” 

TV guide
Ruth Goldsmith, DrugScope’s 
Communications Manager, visited 
the set of EastEnders last month 
as drugs adviser to the actors, 
crew and director for a number 
of scenes to be aired in early 
August. The day on set was the 
culmination of several months’ 
collaboration between DrugScope, 
BBC researchers and the show’s 
writers. The storyline, covered by 
the tabloid press in mid-June, will 
see Phil Mitchell (Steve McFadden) 
go on a crack cocaine binge. 

Flying visit
Four Hong Kong government 
officials visited our London offices 
last month to learn about the UK’s 
drug education and treatment 
system for young people. Discussion 
centred around DrugScope’s policies 
on drug education, our recent Young 
people’s drug and alcohol treatment 
at the crossroads report and harm 
reduction interventions for young 
people. DrugScope gained an 
interesting insight into the current 
drug trends among young people 
in Hong Kong, where concerns are 
primarily focussed around the use 
of solvents, LSD and ecstasy. 

inside
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 NEWS

A series of banned drugs are being sold 
disguised as ‘legal high’ brands like NRG-1, 
tests have revealed.

Most NRG-1 or NRG-2 branded 
products tested in separate studies by 
police, academics and drug user forums 
contained recently outlawed Class B drugs 
including mephedrone, flephedrone, MDPV 
and butylone – despite claiming to contain 
the legal substance naphyrone. The 
findings mean users and head shops are 
unwittingly at risk of legal penalties for the 
possession or supply of Class B drugs. 

In the wake of the government’s 
mephedrone ban coming in to force in 
April, NRG-1 was one of the first products 
to be marketed as a ‘new legal alternative’. 
At first the chemical makeup of NRG was 
not clear but it was later widely advertised 
as containing naphyrone – a claim 
disputed by a series of tests released in 
June and July. 

A joint study by academics at Liverpool 
John Moores University, Lancaster 
University and the University of Liverpool 
tested 17 different products labelled as 
‘legal high’ brands – including NRG-1 and 
NRG-2. Testing revealed that 5 of the 13 
‘NRG’ branded substances were actually 
mephedrone, sometimes adulterated 
with caffeine or the dental anaesthetic 
benzocaine. Four ‘NRG’ samples contained 
a combination of MDPV with either 
butylone or flephedrone – all of which are 
Class B drugs. Just one of the products 
tested contained naphyrone. 

The findings echo analyses by Drug-
forum, an online drug user community, 
and the Association of Chief Police Officers 
in Scotland, both of which found that 
most samples of NRG-1 contained MDPV. 
Likewise, recent tests of 6 NRG-1 samples 
conducted by Tictac Communication at 
St George’s Medical School in London, 
found that most samples contained 
a combination of butylone and MDPV 
although batches purchased at the 
Glastonbury music festival in June were 
shown to contain naphyrone as advertised. 

“It’s difficult to say for sure and it’s 
changing over time but it looks like some 
labs might be using labels like ‘NRG-1’ 
to offload old stocks of the cathinone-

derivative ‘legal highs’ that were banned 
earlier this year, such as mephedrone, 
butylone and MDPV,” Dr John Ramsey, who 
heads up TicTac’s testing programme, told 
Druglink. “The point is that it looks like a 
lot of headshops are selling Class B drugs, 
and some users are buying them, without 
necessarily knowing it.”

One producer at a Chinese chemical lab 
who sells a substance labelled by vendors 
as NRG-1 or Energy-1, wouldn’t reveal the 
chemical make-up of the drug and claimed 
it to be legal, but admitted to Druglink that 
he has deliberately misled sellers into 
believing that the new drug is naphyrone. 

 “Some people say on internet forums 
that they guess it is naphyrone, but it 
is not true,” he tells Druglink. “They ask 
me what it is and I don’t want to tell the 
truth so I say it is naphyrone, they put it 
on their website and then every one says 
Energy1=naphyrone.”

The Drug-forum report describes 
the misrepresentation of NRG-1 as “an 
extremely concerning development” and 
warns users to avoid “all such branded 
chemicals for the foreseeable future”. 

“These may be entirely different 
substances, with varying safety profiles 
and differing effects. [It] demonstrates 
both a lack of morals on the part of the 
chemical manufacturers, and a lack of 
quality control by their wholesalers,” the 
report states. 

According to Tictac, the ‘branding’ legal 
highs to disguise controlled substances 
has also appeared in the market for 
Spice-type synthetic cannabis mixtures. 
In December 2009 the government 
announced it was banning Spice and 17 
synthetic cannabinoids as Class B drugs. 
Since the Spice ban, Tictac has tested 12 
samples of smoking products available, all 
advertised as ‘legal’ but actually containing 
the banned cannabinoids.

NRG brand masks illegal 
mephedrone sales
EXCLUSIVE
Andrew McNicoll and Mike Power 

Jack (Straw) wasn’t the 
worst of the Labour home 
secretaries – I think David 
Blunkett and John Reid 
got wildly over-excited.. 
[They] had a chequebook 
in one hand and the Daily 
Mail in the other.”
Justice Secretary Ken Clarke 
speaking on the Today 
programme about ‘intelligent 
sentencing’ and criticising 
Labour’s record on prisons.

“In England they always 
try out new mobile phones 
in the Isle of Man. They’ve 
got a captive society. You 
should try the legalisation 
of all drugs on the Isle 
of Man and see what 
happens.”
Rolling Stone Mick Jagger 
with an interesting suggestion 
for the self-governing British 
island in the Irish Sea. 

“If your child was offered 
drugs such as these, 
wouldn’t you be aghast 
at such a let-off for the 
supplier?”
The News of the World 
responds to criticism from 
a judge who said that it 
entrapped the father of 
Chelsea and England 
footballer John Terry as he 
supplied a reporter with 
cocaine.

“People snorting coke 
in Europe are killing the 
pristine forests of the 
Andean countries and 
corrupting governments in 
west Africa”
UN drugs chief Antonio Maria 
Costa dramatically paints 
cocaine users as enemies 
of the environment and 
democracy.
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n Collateral damage

Welfare cuts are linked to rises in 
alcohol-related deaths and heart 
disease, according to a study in the 
British Medical Journal. Analysis 
of data in 15 European countries, 
including the UK, found that when 
levels of welfare funding drop, 
health problems that are associated 
with social circumstances increase. 

n Synthetic shift

Global drug use is “shifting towards 
new drugs and new markets”, 
concludes the UN. The World Drug 
Report 2010, published by the 
UN Office for Drugs and Crime 
said opium and coca cultivation 
is declining while there is a move 
towards synthetic drugs such as 
amphetamines and prescription 
drugs. 

n Spray okay

After more than a decade in 
development, the cannabis-
derived prescription drug Sativex 
has been granted a licence in the 
UK. The mouth spray, which uses 
compounds extracted from UK-
grown cannabis plants, is taken 
to treat the symptoms of multiple 
sclerosis.

n Ecstasy death

Ecstasy pills containing MDMA 
have virtually disappeared from the 
drug market, according to analysis 
by the Forensic Science Service. 
Instead, tests reveal pills being 
sold as ‘ecstasy’ contain a variety 
of substances such as piperazines, 
steroids, prescription and over-the-
counter medicines.

n Art dealers

Empty heroin packets stamped 
with brand names such as ‘Deadly 
Sin’, ‘Last Temptation’ and ‘Outlaw’ 
were featured in an art show in 
New York last month. The Heroin 
Stamp Project included 150 packets 
picked up from the city by the Social 
Art Collective. “Even something so 
forbidden, so demonised, can be 
branded,” says collaborator Pedro 
Mateu-Gelabert. 

All change: 
coalition update
l  The government has dropped plans 
to link drug users’ benefit entitlement to 
drug treatment. Pilots due to take place 
in five areas were shelved following a 
report by the Social Security Advisory 
Committee, found that they were likely to 
be ineffective. The previous government 
had planned to launch the pilots in 
October. Claimants who voluntarily 
disclosed a drug problem would have 
received additional support. Job centre 
staff would also have had powers to 
investigate claimants they suspected of 
having drugs problems and to refer them 
for assessment and drug testing.

l  New government has also halted a 
scheme which potentially barred people 
with drug-related criminal records from 
working with substance users. The vetting 
and barring scheme enforced through 
the Independent Safeguarding Authority 
is to be frozen, although regulations 
introduced in October 2009 continue to 
apply. These include: a person who is 
barred from working with children or 
vulnerable adults will be breaking the 
law if they work or volunteer, or try to 
work or volunteer with those groups; an 
organisation which knowingly employs 
someone who is barred to work with 
those groups will also be breaking the law. 
The Independent Safeguarding Authority 
will continue to carry out its work as an 
independent decision making body as well 
as continuing to maintain the barred lists. 

l  Justice secretary Kenneth Clarke 
has attacked the “Victorian bang ‘em 
up” prison culture of the past 20 years. 
Describing today’s prison population as 
“astonishing”, he said the current system 
is simply “warehousing” criminals at 
great expense and doing nothing to 
prevent them re-offending when they are 
released. Mr Clarke, who has signalled a 
reduction in the number of short term 
custodial sentences imposed on offenders, 
added that it is “virtually impossible” to 
rehabilitate someone during a jail term 
of less than 12 months. The coalition 
government will soon launch a full review 
of sentencing policy. 

l  Four new appointments to the 
ACMD have been announced by 

James Brokenshire, Minister for Crime 
Prevention. The new appointees are: Dr 
Roger Brimblecombe, pharmacologist 
and a former holder of a number of 
senior positions in the pharmaceutical 
industry; Professor Raymond Hill, 
neuropharmacologist, president of the 
British Pharmacological Society and 
a member of the Nuffield Council on 
Bioethics; Mr Graham Parsons, Pharmacist 
with Special Interest (Substance Misuse), 
NHS Plymouth; and Dr Jason Aldiss, 
veterinary scientist, specialising in public 
health including veterinary medicines. 

l  Home Secretary Theresa May has 
ordered a full-scale review of Britain’s late 
night drinking laws after pressure from 
police and campaigners. 

Under plans to scale back round-the-
clock drinking, introduced by Labour in an 
attempt to reduce alcohol-related crime, 
ministers are planning to charge bars and 
pubs that stay open after 11pm a ‘law and 
order’ fee. 

The charges, to be administered by 
town halls, would help pay for the cost of 
tackling anti-social behaviour and alcohol 
related violence. According to charity 
Alcohol Concern, drink-related violence 
costs police forces £7bn a year. 

Police say 24-hour drinking has 
stretched their resources to breaking 
point as they work until the early hours 
breaking up fights. They say that disorder 
caused by excessive drinking is one of the 
biggest challenges facing forces. 

The Association of Chief Police Officers 
and the Police Federation are believed to 
have been aggressively lobbying the new 
Home Secretary for a tough stance on 
binge drinking. 

Theresa May is believed to be keen that 
alcohol policy be considered more as a 
law and order issue, with responsibility for 
licensing moved to the Home Office from 
the Department for Culture, Media and 
Sport. 

Government officials are also looking 
at changing the wording on licence 
applications so that pubs and clubs 
wanting to extend their hours will have 
to prove late drinking offers a “tangible” 
benefit to the community.
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2000–2010

Flicking through 10 years of news stories 
in Druglink magazine, it’s easy to see why 
the media, politicians and the public at 
large find illegal drugs such an intriguing 
subject. It is a world, over the last decade, 
that has encompassed everything from 
sniffer dogs patrolling school corridors, 
underground cannabis farms, Portuguese 
speedballers, pills smuggled into jail 
in Kinder Eggs, a Met detective with a 
£500 a week crack and heroin habit and 
a powder from China masquerading as 
plant fertiliser which goes by the name 
‘meow meow’.

The decade kicked off with two stories 
that would have far-reaching effects 
on the drugs field. The jailing in 2000 of 
Ruth Wyner and John Brock for a total of 
nine years for ‘allowing’ drug dealing at 
their Cambridge homeless drop-in centre 
sent shockwaves through the sector. It 
sent out a message to every frontline 
service that if they failed to spot and 
report what is, by its very nature, a 
sleight-of-hand and everyday activity 
among the street homeless population, 
staff could end up behind bars.

The next year saw the birth of 
New Labour’s ‘big idea’ to tackle the 
drugs problem head on. The National 
Treatment Agency for Substance 
Misuse, set up to act as a quality control 
organisation for drug treatment services 
in England, oversaw a substantial 
increase in the budget for drug 
treatment. The endgame, right at the top 
of Tony Blair’s personal agenda, was to 
break the link between drugs and crime. 

Meanwhile in foreign lands, Afghan 
farmers were being offered the chance 
of getting small amounts of cash in 
return for ditching their livelihood: 
growing poppies. But as with a wealth 
of attempts throughout the 2000s – 
including the offer of growing saffron 
and legal opium for purely medical 
purposes – it was doomed to failure. 
Wrenching away such an integral 
element of the peasant economy 
is maybe on a par with demanding 
that the western economies make do 
without the internet. Over in Thailand, 
the drug trade was less acceptable to 
the regional authorities, who provoked 
an international outcry when prime 
minister Thaksin Shinawatra (who later 
had a stint as owner of Manchester City 
FC when he was on the run from his 
own country) oversaw the extra-judicial 
killing of 2,200 drug users and dealers by 
the country’s security forces. 

Early in the decade there were 
indications that some UK schools 
favoured the use of sniffer dogs to nose 
around children seeking evidence of 
drug use. But it was an exclusive Druglink 
investigation in 2004 – reported on the 
front page of the Times – which revealed 
that at least 100 state schools were 
letting the dogs in. Critics deemed the 
strategy an infringement of children’s 
rights and (from evidence in the USA 
and Australia) an entirely ineffective way 
of keeping kids off drugs. Fortunately, a 
move in 2006 to introduce drug testing 
more widely in schools, backed by Tony 

THE HIT PARADE: 
A DECADE 
OF DRUG 
REVELATIONS

2000

Blair, the News of the World and some 
ministers, stalled due to lack of interest 
and funding.

Druglink, has often reported on the 
efforts of the enforcement agencies to 
combat drug dealing and trafficking. 
Unusually however, we also reported 
the story of a female detective from the 
Metropolitan Police who was juggling 
her career with a £500-a-week crack 
and heroin habit. In this case it was 
heartening to report that, she was 
offered support and counselling – an 
illustration that some police forces are 
prepared to deal with addiction issues 
within the ranks in fair and sensible 
fashion.

While the national media was 
seemingly obsessed with the idea that 
the UK was about to be deluged with an 
epidemic of crystal meth, the drug trade 
was going through a dramatic change 
right under our noses. Over the summer 
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JULY 2003

Worldwide protest at Thai 
crackdown 
Thai government shamed for killing 
2,200 in drug war

NOVEMBER 2003

Sentenced to death
DrugScope launches its Using Women 
campaign after a series of deaths of 
vulnerable young women, including drug 
user Sarah Campbell, in prison

JANUARY 2000

Hostel workers convicted
‘Cambridge Two’ Ruth Wyner and John 
Brock found guilty of ‘allowing ‘drug 
dealing at their homeless project 

MAY 2000

New agency for a new era
New organisation DrugScope spells out 
its aim to further knowledge 
around what works in drug 
policy

JULY 2000

NTA proposed by Straw
The Home Secretary announces a new 
national treatment agency to raise 
standards

MAY 2001

Upward drift of snow
A flurry of surveys confirm cocaine is 
continuing its inwards march from the 
margins of the drug scene 

2001 2002 2003

MAY 2002

Plans to stem Afghan heroin 
failing
An international plan to offer poppy 
farmers money to stop them growing 
opium proves unworkable

of 2006, Operation Keymer exposed the 
extent to which cannabis was being 
grown in commercial quantities by 
criminal gangs. Cannabis farms were 
being uncovered everywhere from 
rented suburban homes to underground 
caverns in the middle of the Cumbrian 
countryside. Although drug production 
was not unknown in the UK (especially 
LSD in the 1970s) – this was production 
on the grand scale.

The rapidly maturing market for 
cocaine in the UK regularly featured 
on Druglink pages, edged out only very 
recently with another unexpected 
phenomenon, the expansion of the drug 
market onto the internet – spearheaded 
by mephedrone.

The drug world offers a fascinating 
and forever shifting panorama which 
can often seem remote from the lives 
of ‘ordinary people’. But as our 2009 
MORI survey showed, it’s closer to home 
than many would think. The poll found 
that one in five people in this country 
– around 10 million – has had a close 
experience of addiction to illegal drugs. 

One thing is certain, the world of 
drugs is never static, but whatever is 
coming round the corner, you can be 
sure that you’ll be able to read about – 
and quite possibly read about it first – in 
Druglink.
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Cocaine as currency
The part of Colombia where groceries 
and sexual health checks are paid for 
with cocaine 

SEPTEMBER 2005

K is for ketamine
The Druglink Street Drug Trends survey 
finds ketamine use is one the rise 

JANUARY 2004

Coke busts fail to dent price
Unpublished Home Office report admits 
drug busts have little impact on prices 

MARCH 2004

GMC investigates complaints 
against Stapleford Centre
Seven doctors are investigated over 
allegations they over-supplied heroin 
users with methadone

Goa deaths buried in the sand
Authorities fail to issue warning after 
11 tourists in six weeks die of drug 
overdoses in the Indian holiday spot
Fungal frenzy fuels summer of 
psychedelia
Mixmag magazine reveals a sharp rises 
in psychedelic drugs such as magic 
mushrooms

Killer cannabis: the return of 
reefer madness (cover)
Media hype over the cannabis-violence 
link is not backed by the evidence, a 
Druglink investigation finds

MAY 2004

Who let the dogs out
A Druglink investigation reveals at least 
100 schools are using sniffer dogs to 
search their pupils for drugs 

JULY 2004

Recreational heroin use ‘a 
reality’
JRF study finds cohort of non-
problematic heroin users 

Referral shortage shuts 
children’s rehab beds
Two kid’s drug rehab units forced to shut 
as referrals dry up

SEPTEMBER 2004

Cop on the rocks
Exclusive interview with a former Met 
detective with a £500 a week crack and 
heroin habit

JANUARY 2005

Ukraine faces drug fuelled HIV 
crisis
UNAIDS reveal nearly 80 per cent of HIV 
cases in Ukraine are caused by injecting 
drugs 

2004 2005 2006
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JULY 2007

Crystal myth
Druglink investigation finds the crystal 
meth ‘epidemic’ is figment of the media’s 
fevered imagination 

White lines, blue collar
Cocaine permeates into working class 
culture, such as working men’s pubs and 
building sites

SEPTEMBER 2007

Prisons rife with subby abuse
Heroin substitute pill is the new drug of 
choice for prisoners in the north west

Skunk: potency doubles
Latest studies debunk exaggerated 
claims of cannabis strength 

Cannabis factory kids: the 
victims of modern slavery
Trafficked Vietnamese children found 
in cannabis factories are being unjustly 
jailed 

JANUARY 2007 

Turkey shoot
Legal advice leaked to Druglink reveals 
Prison Service’s “appalling” record 
of clinical negligence that prompted 
£750,000 pay out to ‘cold turkey’ inmates 

One drop too many
A string of GBL and GHB-led hospital 
admissions and a death sends a clear 
warning to south London’s gay clubbing 
scene 

MARCH 2007

Plant warfare
Druglink investigation reveals for the 
first time the prolific nature of Britain’s 
cannabis cultivation industry

JULY 2006

Injecting rooms rejected
Home Office rejects out of hand a 
recommendation by independent 
working group

SEPTEMBER 2006

Alarm over rise in speedball 
use
Surveys reveal an increase in mixed 
heroin-crack injecting 

2006 2007

Image injection
The Druglink Street Drug Trends survey 
finds a rise in steroid injecting by young 
men
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NOVEMBER 2007

Sharp rise in army cocaine use
The number of soldiers testing positive 
for cocaine increases

Boom and bust
A Druglink investigation into the way 
drug markets bounce straight back after 
major police successes in taking out big 
gangs 

Fishing with dogs
The use of sniffer dogs to detect drugs 
on commuters is on the rise – and it 
could infringe our rights

Bash street kids
Druglink Street Drug Trends survey 
reveals the emergence of a two-tier 
market in cocaine 

JANUARY 2008

The hunt for the truth on 
treatment
A special 16-page pullout by Mike 
Ashton addressing the rise of the ‘new 
abstentionists’ 

MARCH 2008

In the belly of the dragon
Investigation into Beijing’s surprisingly 
open drug markets 

NOVEMBER 2008

Caution urged over Barbie drug
Artificial tanning and weight loss drug 
Melanotan is being injected by rising 
numbers of men and women in the north 
east

JANUARY 2009

K Mart
A Druglink investigation finds that 
despite being made illegal in 2006, 
ketamine use is growing and becoming 
more problematic

Lost in transition
How a drug service in Stockport is at 
the forefront of a shift in the drug using 
habits of under-25s 

MARCH 2009

Mephedrone: the future of drug 
dealing?
The legal internet high that looks set to 
change the way drugs are bought and 
sold

2009

MAY 2008

Hospitals see rise in cocaine 
overdoses
The number of hospital admissions for 
cocaine poisoning rose four-fold in eight 
years

SEPTEMBER 2008

Police target bash industry
Police area battling to contain a thriving 
and lucrative new drugs market – in the 
chemicals used to cut cocaine 

Ecstasy: but not as you know it
Tests reveal that around half of pills sold 
as ecstasy contain no MDMA and are 
instead made up of BZP

Red, white and blues
Druglink Street Drug Trends survey finds 
big rise in illicit diazepam 

2008
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Powder keg?
Is the mix of cocaine and alcohol a recipe 
for violence?

MAY 2009

Chasing shadows
Police are yet to convict one drug dealer 
for selling outside a school – three years 
after Labour brought in a new law to 
tackle the ‘scourge’. 

Crossing the line 
What happens to drug workers who 
are themselves struggling with drug 
problems? 

JULY 2009

1 in 5 have close ties to drug 
abuse
DrugScope/ICM poll finds the public is 
closer to drug problems than we think

GBL/GHB addiction cases 
emerge
Doctors warn they are seeing rising 
numbers of people seeking help for 
svere physical addiction to liquid solvents 

JANUARY 2010

Orient express 
Two investigations into the rural 
explosion in mephedrone use and the 
trail from Chinese labs to UK doorsteps

MAY 2010

Birth control
A US project which pays drug users to 
stop having babies arrives in Britain

Derry’s drug vigilantes
Why dealers are being gunned down in 
Northern Ireland

2010

Damaged goods
How one heroin addicted asylum seeker 
was maltreated by our health system 

SEPTEMBER 2009

Junk! 
Druglink Street Drug Trends survey 
reveals Britain’s low grade drug market

NOVEMBER 2009

Bosses deny leading Lighthouse 
onto rocks
A major Merseyside drug charity 
collapses in financial meltdown 

Polydrug cocktails prolific in 
booming drug dance scene
The death of Britain’s dance drug scene 
is much exaggerated

Collision course 
The sensational sacking of Professor 
David Nutt was on the cards since 2001
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2000-2010

Snow, skunk and 
psychonauts

Which substances have been the movers and shakers in the  
drug market over the last ten years? Max Daly on the rise of  

cocaine, cannabis farms, internet highs and the rapidly  
evolving business of selling drugs.
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As Britain awoke in the year 2000, with 
a collective sore head and a feeling that 
the ‘millennium bug’ may have been the 
largest case of mass global nonsense 
since LSD tattoos, a new era in the drug 
trade was emerging.

It was a decade that would see 
significant change in the UK’s drug 
market and an expanding menu of 
substances available for drug users to 
pick and mix from. In 2000, the national 
media was awash with drug stories, 
while the political landscape seemed to 
be shifting, with the Blair government 
having prioritised drugs as a policy issue. 

There were some depressingly familiar 
sounding tragedies: the celebrity Paula 
Yates, a TV presenter and former wife 
of Sir Bob Geldof, died of an accidental 
heroin overdose; while a batch of heroin 
contaminated with Clostridium bacteria 
killed 37 injectors in England and Ireland. 

The drug testing of offenders was a 
mere pilot study, Keith Hellawell was 
in post as the UK’s first drug czar, the 
National Treatment Agency was a twinkle 
in Jack Straw’s eye and the Runcimann 
Report, demanding a spring clean of 
Britain’s ageing drug laws, caused such a 
stir that the Mail on Sunday declared that 
the majority of Brits were in favour of 
decriminalising cannabis. 

The British Crime Survey (BCS) showed 
that cannabis was being used in the 
last year by more than one in ten Brits. 
Hallucinogens such as LSD and magic 
mushrooms were still relatively popular 
in 2000. In addition, Dr Karl Jansen, 
writing in Druglink magazine, reported 
that the hallucinogenic anaesthetic 
ketamine – not on the BCS radar until 
2006 – was gaining traction within some 
areas of UK dance culture. 

Crack cocaine and heroin, although 
limited to a relatively low number of 
users, reached a peak among those 
responding to the BCS, both being 
taken in the last year by 0.3 per cent of 
interviewees. But there was certainly 
no evidence of the ‘crack epidemic’ that 
both American and British police had 
predicted for the UK in the 1990s. 

But, among the flurry of newspaper 
headlines on drugs in 2000, there was one 
substance that was looming large and 
becoming of an increasing concern to 
drug agencies and police. Powder cocaine 
had been slowly edging its way from high 
society to the mainstream since the mid-
1980s. More and more stories appeared in 
the media to forecast a blizzard of snow. 
And, by the start of the new millennium, 
the statistics were starting to bear this out. 

The 2000 British Crime Survey revealed 
that cocaine use had jumped dramatically 
over the last four years. In 1996, 1.3 per 
cent of young adults and 0.6 per cent of 
16 to 59 year olds had used cocaine in 
the last year. By 2000, those figures had 
risen to 5.2 per cent and two per cent 
respectively. 

Cocaine’s rising popularity surfaced in 
the media. In May 2000, EastEnders actress 
Daniella Westbrook was photographed 
at the British Soap Awards with one 
giant nostril, instead of two small ones. 
Westbrook’s nasal septum – the wall of 
cartilage that separates the nostrils – had 
been eaten away by some intense cocaine 
snorting. 

BY 2001, COCAINE HAD 
OVERTAKEN BOTH 
AMPHETAMINES AND 
ECSTASY – THE BOOM 
DRUG OF THE 1990S – TO 
BECOME THE MOST POPULAR 
RECREATIONAL DRUG IN 
BRITAIN AFTER CANNABIS

In the same month, The Observer ran a 
hefty piece on the business end of the 
expanding trade in cocaine, revealing that 
jailed Liverpool drug baron Curtis ‘Cocky’ 
Warren had raked in so much cash from 
importing cocaine into Britain he had 
made it onto the Sunday Times Rich List. 

By 2001, cocaine had overtaken both 
amphetamines and ecstasy – the ‘boom 
drug’ of the 1990s – to become the most 
popular recreational drug in Britain after 
cannabis. Indeed, cocaine was to become 
the major mover and shaker in Britain’s 
drug market between 2000 and 2010, 
largely at the expense of its cheaper, 
longer-lasting, but less-glamorous fellow 
stimulant, amphetamine. 

So why the cocaine surge? The 
dominant factor was the increased 
accessibility of cocaine on British streets, 
and this was made possible by two major 
shifts in the international underworld. 
The fragmentation of Colombia’s cocaine 
trafficking industry, which until the 1990s 
had been dominated by the Medellin and 
Cali cartels, meant that a fresh market 
away from America had to be found. This 
turned out to be Europe, and Spain, with 
its lengthy coast and familiar language, 
was a natural docking point.

Many British crime gangs were 

perfectly placed to take advantage of 
this. During the 1980s, hundreds of UK 
criminals on the run had relocated to the 
Costa del Sol as a result of a collapse of 
the extradition arrangements between 
Britain and Spain. 

With fresh supplies of Colombia’s 
finest arriving by the boatload around the 
Spanish coast, some criminals decided 
that moving away from old-fashioned 
armed robberies and protection rackets 
into the less risky and more profitable 
business of drug trafficking might be a 
good idea. The world’s fastest growing 
cocaine trafficking route seemed too 
lucrative an opportunity to ignore. 

Spurred on by bountiful supply, the 
price of cocaine on Britain’s streets 
started dropping rapidly. Even at 1998 
levels of inflation, a gram of cocaine cost 
the equivalent of £256 in 1989. In 2001 
cocaine was around £70 a gram and now 
it is around £40 a gram. Falling cocaine 
prices meant that a drug once seen as 
the pursuit of the champagne classes, 
was becoming more accessible to wider 
society – notably young people and blue 
collar workers. 

Despite the purity of cocaine 
reaching these shores remaining at 
about 60-65%, the last decade has seen a 
dramatic drop in the quality of cocaine 
being sold at street level. Cocaine seized 
on British streets has plummeted from 
an average of over 50 per cent purity 
at the start of the decade to around 20 
per cent in 2010. The slump in purity is 
down to UK importers cutting cocaine as 
soon as it passes customs, maximising 
profit and feeding high demand by 
cutting good quality imported powder 
with a new breed of cocaine-mimicking 
substances such as benzocaine – an 
anaesthetic used in dentistry.

Over the last decade, police have 
increasingly come across the large 
presses that are used by gangs who cut 
the cocaine and repackage it into blocks 
to make it look untouched. Typically, 
and largely as a consequence of a 
highly fragmented dealing market that 
developed over the 2000s, the cocaine is 
then cut all the way down the chain until 
it reaches the customer. In some cases, 
police are arresting buyers and sellers 
with ‘cocaine’ containing as little as five 
per cent of the real thing. 

Cocaine’s short-lasting effects and 
the fact that the drug has become 
increasingly adulterated may have, 
incidentally, made it more palatable to 
people who want to combine it with 
Britain’s nighttime drinking culture. 
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High purity cocaine does not go down 
too well with large amounts of alcohol, 
while the relatively moderate highs of 
heavily adulterated ‘charlie’ are more 
suited than ecstasy or amphetamine to 
drinking in pubs. 

The decade has witnessed the demise 
of LSD as a significant drug on the UK 
market to virtual obscurity – although 
there is some evidence that the drug 
could be set for a comeback. Magic 
mushrooms experienced a revival in 
popularity in Britain in the first half 
of the 2000s, but this was curtailed 
by an outright ban of all forms of 
psychoactive fungi – fresh or dried – in 
2005. But while traditional hallucinogens 
fell in popularity, the hallucinogenic 
anaesthetic ketamine, used to treat US 
soldiers on the battlefield during the 
Vietnam war and now more commonly 
used in vetinary and dental surgery, 
became the surprise ‘boom’ drug of the 
decade.

Ketamine’s rise from a niche drug 
within a handful of free party and 
clubbing scenes to a staple of the UK 
drug scene was first detected during the 
Druglink Street Drug Trends Survey 2005. 
Many drug services and police forces 
around the UK reported more widespread 
use of the then legal drug, which became 
a Class C substance in 2006. Despite the 
ban, ketamine use continued to increase, 
with an estimated 125,000 young adults 
having tried the drug in 2009, compared 
to 58,000 two years earlier. With its rise in 
use have come problems associated with 
injecting, dependence and bladder or 
urinary tract damage following chronic or 
longterm use.

Along with ketamine in the 2000s 
came a host of other substances that 
added to Britain’s recreational drug 
menu. Like ketamine, the liquid solvent 
GHB and its precursor GBL moved from 
relatively low levels of use in small 
drug-using communities – for example, 
the gay clubbing scene in London – 
into the mainstream. And also like 
ketamine, more widespread use of GHB 
and GBL raised fresh health issues such 
as serious dependency and withdrawal 
from the drug.

Other substances that saw rises in 
use as the decade progressed included 
steroids, injected by a new generation of 
young, body conscious men; an increase 
in the use and availability of counterfeit 
diazepam (better known as valium), 
predominantly as a heroin alternative; 
and the heroin substitute buprenorphine 
(brand name Subutex), particularly 
among current and former prisoners in 
the north of England. 

Crack cocaine failed to gain much 

traction with British drug users, and 
remained largely confined within the 
estimated 330,000 so-called ‘problem 
drug users’ in England and Wales, a large 
number of whom use both crack and 
heroin. But in 2009, the NTA reported 
a shift away from what it called the 
‘Trainspotting generation’, amid signs that 
the number of young people seeking 
treatment for heroin and crack cocaine 
addiction in England was falling. 

Conversely, the death of the ‘club drug 
generation’ has been much exaggerated. 
The last two years of the 2000s have 
seen a fresh wave of ‘superclubs’ being 
established and more people admitting to 
last year ecstasy use than in the 1996. 

The crystal meth epidemic, falsely 
heralded by virtually every TV station and 
newspaper in the land throughout the 
2000s, never happened. 

Cannabis use, even before an upsurge 
of media attention around its effects 
on the mental health of users, has been 
steadily decreasing over the last ten 
years. Although the number of people 
drinking alcohol has reduced, crucially 
those who are drinking are drinking to 
more dangerous levels. 

In March 2009, Druglink published the 
first-ever investigation into a relatively 
new legal high that had been creating 
waves among Britain’s online ‘psychonaut’ 
communities – online groups who 
experiment with new drugs and new 
ways of taking drugs and report back on 
the results. It revealed that the research 
chemical mephedrone, seen by users as a 
legal, cleaner, cheaper and reliably potent 
alternative to cocaine, ecstasy or speed, 
was being bought and sold entirely over 
the internet in the same way people buy 
new clothes or books – using credit cards, 
PayPal accounts and DHL. 

Mephedrone’s subsequent dramatic 
rise in popularity across the country – 
from the inner city ‘in crowd’ to kids in 
rural backwaters – marked a new era 
in drug selling over the internet. Until 
the arrival of mephedrone, which was 
banned in April following an intense 
media campaign, legal highs sold over 
the internet were largely counterfeit 
over-the-counter drugs or unreliable, 
largely ineffectual ‘copies’ of established 
illegal drugs – often based on caffeine or 
herbal extracts. 

Ten years into the new century, it 
seems likely that mephedrone and 
the raft of similar legal highs that are 
being sold now over the internet have 
changed the way drugs are bought and 
sold for good. Not only is the British 
drug market shifting onto new ground, 
but as the Druglink Street Drug Trends 
Survey published in 2009 found, it is also 

becoming more varied and fragmented 
– chiefly as a result of a more connected 
global marketplace. The 2010 survey, 
set to be published in the September-
October issue of Druglink, will give an 
insight into the current trends in the 
British drug market.

The trade in illegal drugs is beginning 
to mirror the junk food economy – with 
an expanding menu of increasingly 
readily available, cheap, but low quality 
products being sold to a rapidly less 
discerning group of customers. 

Polydrug use is the buzz word of 2010, 
with consumers able to mix and match 
substances such as alcohol, legal highs, 
cocaine, ecstasy and cannabis, sometimes 
with serious and unpredictable 
implications for their health.  

Fragmentation also characterised 
the supply side of the trade over the 
2000s. In March 2007 Druglink published 
its investigation into a phenomenon 
that was changing the face of Britain’s 
drug trade: cannabis farms. It found a 
staggering number of cannabis farms – 
three a day – were being unearthed by 
police. No longer was the cannabis supply 
down to a handful of major gangs with 
contacts in Morocco and Amsterdam.

The farms, which varied from 
suburban bedrooms crammed with 30 
plants to rural warehouses kitted out with 
hydroponics equipment and thousands 
of plants, meant that for the first time 
the UK – historically an importer of 
illegal substances – had become a 
drug producing nation. The cannabis 
cultivation explosion, largely driven by 
Vietnamese gangs producing high yield 
skunk farms, turned the statistics on their 
head. In the 1990s, fuelled by a plentiful 
supply of Moroccan cheap resin, only 11 
per cent of cannabis sold in UK streets 
was grown here. In 2010, that figure now 
exceeds 70 per cent. 

The 2000s has been the decade that 
has seen a proliferation of drug dealers 
and drug gangs involved in the trade. 
Where big cities used to have one or two 
major drug dealing gangs controlling 
virtually all drug selling, now they have 
scores of small organisations working at 
varying levels in the trade, both with and 
against other dealing groups.  

With police admitting that they are 
struggling to stem the tide of more 
traditional drugs such as cocaine and 
heroin coming into Britain, never mind 
the impotence of crop eradication efforts 
in south America and Afghanistan, 
the accelerating expansion of the drug 
market onto the world wide web looks 
a daunting prospect for agencies who 
are tasked to cut supply to a nation that 
seems intent on getting high. 
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The government’s 2008 drugs strategy 
aimed to “deliver new approaches to drug 
treatment and social reintegration”. It 
gave long overdue attention to children 
and families. It also mentioned injectable 
heroin and the more questionable, 
incentive-led ‘contingency management’. 
It said drug users have a responsibility to 
engage in treatment and then move on 
and reintegrate into the community when 
they can. ‘Personalisation’ carrots and 
welfare to work sticks might help, with 
drug co-ordinators in job centres, rather 
ambitiously, aiming to link treatment with 
employment support and on to jobs. 

The previous ten-year strategy 
achieved a great deal, mainly because of 
an unparalleled increase in expenditure. 
At the last count, £800 million a year was 
being spent on providing a ‘balanced 
range’ of services with numbers in 
treatment increasing from 85,000 (1998) to 
195,000 (2008/9). Three-quarters are now 
retained for 12 weeks or more. Waiting 
times have been dramatically reduced. 
There is a new qualifications framework 
and suite of occupational standards for 
treatment workers. 

While there was a welcome stress on 
reintegration, the 2008 strategy did miss 
an opportunity to build in more attention 
to recovery and to alcohol, partly perhaps 
because these issues were only just then 
surfacing. In the main, it continued on the 
path of trying to improve the effectiveness 
of existing services. 

Recovery is explicit in Scotland’s drug 
strategy – The Road to Recovery, supported 
by researchers like David Best, who 
became sceptical when he saw how little 
time was devoted to therapy in treatment 
encounters. Professor Neil McKeganey – 
very vocal in public debate – makes much 
of the fact that the people he speaks to in 
his research say that what they want is to 
come off drugs. 

The recovery movement believes that 
what matters is finding new sources of 
self-esteem and hope, a different identity 

and involvement in new groups. The 
idea that professionals patronise and 
disempower is central to self-help and 
mutual aid. But I worry that too strict 
a ‘pull yourself up by your bootstraps’ 
mantra will not work. And a particular 
version of the recovery approach might 
play well with those now arguing for cuts 
in expenditure.

The policy community tries to 
contain such tensions, shaping policies 
in response to pressure and adapting to 
elected representatives’ values. In the 
last years of the New Labour government, 
the recovery agenda was taken on board, 
and blended with what was known about 
the treatment journey, the difficulties of 
treatment and the likelihood of relapse. 
The National Treatment Agency (NTA) 
now says: “The goal of all treatment is 
for drug users to achieve abstinence from 
their drugs of dependency. . . partnerships 
[should] have recovery as the bed rock of 
all commissioning decisions.” 

ALL THE TIME, THE ISSUE 
OF THE EFFECTIVENESS OF 
TREATMENT BUBBLED AWAY 
BENEATH THE SURFACE. 
THE WORRY WAS THAT THIS 
WAS PROVING HARD TO 
DEMONSTRATE

Critics of the current system argue 
treatment today consists mainly of 
methadone maintenance and some 
doctors feel that all they do is write 
scripts. Others feel the model is based 
too much on acute services and that 
continuing care is neglected. 

Practitioners know that methadone on 
its own is ineffective and interventions 
like counselling, establishing a good 
relationship between therapist and 

patient, and continuing care are also 
needed. But lack of after-care and ‘wrap 
around services’ mean social reintegration 
is difficult to deliver. Achieving these aims 
requires partnership working, and this did 
become a central feature of policy. Others 
argue a more fundamental shift is needed, 
giving primary care a central place: when 
done well, this looks at the whole person, 
all their health needs and those of their 
family. It is also accessible, flexible and 
good value for money. 

Treatment was a fundamental plank of 
the 1998 strategy because it was thought 
it would break the link between drugs 
and crime. Politicians and civil servants 
somewhat misread NTORS data and 
thought the Problem Drug User could be 
made to disappear within five years. The 
policy aim was “to enable people with 
drug problems to overcome them and live 
healthy and crime free lives”.

The Treasury was persuaded that 
‘treatment works’ but it was not much 
interested in what actually happens in 
treatment. Initially the main issue was 
access – how to get people into treatment. 
Around the country, parents, newspapers 
and local politicians were clamouring for 
more places in treatment and for waiting 
lists to be shortened. It was reported that 
in some places there was a six-month 
(even 18-month) waiting list. 

There was indeed much evidence that 
treatment worked. But the public and the 
experts have hugely different views on 
what this means. Methadone maintenance 
therapy saves some social costs, especially 
with reductions in crime, but it has only 
a modest impact on reducing drug use 
among users. Cost effectiveness studies 
show reduced costs mainly by diverting 
individuals from involvement in the 
expensive criminal justice system into 
less costly health and social care and 
stabilising prolific offenders.

Public expectations however are that 
treatment will result in a safe, complete 
detox, reduced use of medical services, 

2000–2010

Sink or swim
Britain now has arguably one of the best drug  

treatment systems in the world. But there are choppy  
waters ahead, says Susanne MacGregor. 
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the elimination of crime, a return to 
employment and an end to family 
disruption. For health professionals, the 
issue is meeting need and the outcomes 
looked for are reduction of health risks 
and fewer episodes of relapse and 
use of emergency care. Practitioners’ 
experience is that withdrawal on its own 
is insufficient and can be dangerous. 
They see problem drug use as a chronic 
relapsing condition best treated like 
other chronic ailments, such as diabetes, 
asthma or hypertension. 

The key event in drug treatment policy 
was the establishment of the NTA. In the 
2000 spending review, Keith Hellawell, 
the drug czar, and Mike Trace, his deputy, 
argued for a big increase in expenditure 
on drug treatment: they were backed up 
by lobbying from the police and the health 
sector. Ring-fencing and tight control 
of the new monies was essential. Wise 
heads feared that any increase in funding 
could leak away if put direct into the NHS. 

The final package was a big surprise to 
many civil servants. The plan came direct 
from No 10 and reflected New Labour’s 
approach to public sector management. 
The NTA’s remit was to expand the 
availability and quality of drug treatment 
and monitor expenditure of the pooled 
treatment budget (introduced with £129 
million initially). 

The Department of Health’s Public 
Service Agreement (PSA) tasked the NTA 
to increase the participation of problem 
drug users in drug treatment programmes 
by 50 per cent by 2004 and by 100 per cent 
by 2008. It was also required to increase, 
year on year, the percentage of users 
successfully remaining in or completing 
treatment programmes. 

PSAs, introduced in 2001, called for 
robust indicators – which increased 
the focus on the Problem Drug User – a 
stance backed by a Home Affairs Select 
Committee report in 2002. Retaining 
people in treatment for 12 weeks became 

a specific policy. So, priorities were 
improving access, reducing waiting 
lists and paying more attention to co-
morbidity (symptoms of both substance 
misuse and mental health problems). 
While most were successfully dealt with, 
by 2008 co-morbidity had dropped off the 
agenda. Other priorities were reducing 
drug-related deaths, crack, heroin 
prescribing and links between cannabis 
and mental health.

Drug treatment policy had to link to 
other New Labour social policies, like 
modernising government and services, 
tackling social exclusion, regenerating 
deprived areas, enhancing equity and 
efficiency, involving service users, 
encouraging the voluntary (third) sector, 
working in partnership and in a joined-up 
way and giving priority to young people 
– all set within the dominant evidence-
based policy approach. 

Devolution had very important 
implications. The different countries of 
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the UK developed their own policies, but 
all were co-ordinated within the overall 
UK strategy. Scotland emphasised public 
health and community issues, but also 
the effectiveness of treatment. It set up an 
Effective Interventions Unit to show what 
works and to monitor cost-effectiveness. 
Wales included alcohol in its substance 
misuse strategy.

Over these years, the drug treatment 
field was transformed. New staff were 
recruited and trained. A group of GPs 
with special interest in drug dependence 
emerged. From being a relatively anarchic 
and quasi-religious movement, a more 
professional workforce – a ‘business’ 
or ‘industry’ – appeared, regulated by 
an increasingly influential stratum of 
commissioners. In 2002, Models of Care 
was published, followed by guidance on 
commissioning and partnership, better 
coordination and support for primary care 
and attention to case management. Later 
NICE guidance became very influential.

At first, surprisingly little was known 
about what was actually happening 
in treatment services. An efficiently 
functioning and reliable data monitoring 
system had to be established. The 
National Drug Treatment Monitoring 
System (NDTMS) was set up and a 
Treatment Outcomes Profile tool 
developed later to try to give a rounded 
picture of the impact of treatment and 
other care. 

All the time, the issue of the 
effectiveness of treatment bubbled away 
beneath the surface. The worry was that 
this was proving hard to demonstrate. 
The factors associated with better 
outcomes of treatment were engagement 
with and retention in treatment. 
Once the first policy aim to expand 
the availability of services had been 
achieved, these then became priorities. 
Soon it became apparent that results 
varied greatly by agency. 

It was not long before patience began 
to wear thin at the Treasury. Effectiveness 
became an important issue in spending 
reviews, which have only a two to three-
year time horizon – there was pressure 
to show results to justify the additional 
money. Is treatment cost effective? The 
Prime Minister’s Delivery Unit demanded 
constant monitoring of the drugs strategy. 
Where before, the Home Office interest 
was just in how to deliver people to the 
door of treatment, as early as 2003, it 
became ‘what is happening in treatment?’. 

In 2005, the NTA launched its treatment 
effectiveness agenda, focusing on the 
client’s journey through treatment 
– to improve engagement, retention, 
completion and reintegration. This led to 
Drug Treatment Outcomes Research Study 

(DTORS), research to evaluate the long-
term effectiveness and cost-effectiveness 
of drug treatment. It concluded that drug 
treatment improves the physical and 
mental health of individuals in treatment 
and estimated the cost-benefit ratio at 
a saving of £2.50 for every £1 spent. The 
National Audit Office (Tackling problem 
drug use 2009/10) concluded that there 
had been significant improvements in 
the provision, delivery and outcomes of 
treatment, reduction in the cost of each 
treatment episode, increase in the number 
of users completing treatment free of 
dependency, reduction in waiting times, 
and a reduction in the sharing of needles 
and syringes. 

These conclusions were received 
with relief in policy communities. Any 
complacency had been exploded in 
November 2007, when the BBC’s Mark 
Easton pointed out that, in 2006, only 
three per cent of patients recovered 
from addiction in the sense of emerging 
from treatment entirely drug-free. This 
led to a clamour of criticism that policy 
was focusing too much on numbers in 
treatment with not enough attention to 
the outcomes of treatment.

Britain now has arguably one of the 
best drug treatment systems in the world. 
But much of the expansion of services 
was paid for from unstable revenues. Now 
the bubble has burst and reductions in 
government spending are the priority, 
where next for drug treatment? Did any 
developments bed down well enough to 
withstand the coming winds of austerity?

A redirection of priorities was 
achieved, new services and different 

practices were introduced and a 
neglected area was given appropriate 
attention. These were significant 
achievements. But they will need to be 
defended vigorously as opponents gather 
and other needs compete. 

Once again the effectiveness of 
treatment and the value of methadone 
have to be demonstrated. But policy has 
also to take on new issues. The drug 
treatment population is ageing and the 
older body needs special attention. While 
there may be evidence on what works 
with opiate users, we are still unsure what 
to do about stimulants and polydrug use 
(including alcohol and tobacco). 

With government policy now 
promoting a shift from public provision 
to social enterprises, the role of specialist 
NHS addiction units may be further 
undermined. Local determination of 
policy could provide an opportunity 
to support innovative, integrated 
approaches, responsive to local needs, but 
funding will be the key problem. 

Reduced budgets will present hard 
choices. Overall, however, rebalancing 
policy to give more support to mutual aid 
and GPs, in partnership with necessarily 
slimmer but still high quality specialist 
services, could retain the best of what has 
been achieved while keeping costs down 
and responding to a wider set of health 
and social needs. 

n Susanne McGregor holds a 
Leverhulme Emeritus Fellowship at the 
Centre for History in Public Health at the 
London School of Hygiene and Tropical 
Medicine
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Crime was always the lens through 
which the Labour government viewed 
drug policy. This focus led to a massive 
expansion of investment in drug 
treatment and the merging of this 
sector with the criminal justice system. 
The question now is whether these 
measures succeeded – and whether they 
can continue.

Labour in opposition had identified 
drugs as the cause of crime that they 
could afford to be tough on. Back in 
1994, Tony Blair declared that half of 
all property crime was caused by ‘drug 
addicts’. This mythical figure has been 
repeated so often that it has become an 
unchallenged assumption. 

When looked at more closely, it 
crumbles to dust. Its source is found 
in studies and anecdotal viewpoints 
of the proportion of arrestees who are 
drug users. Both the studies and the 
anecdotes ignore that police officers 
are not creating a random sample of 
offenders. They tend to pick out the 
easiest people to arrest. These are the 
poor, the dishevelled, the recidivist and 
the obviously intoxicated people who 
become the ‘usual suspects’. 

The resulting figures conflict with 
decades of criminological research 
that shows that the majority of street 
level offenders are teenagers who 
move quickly in and out of crime. 
There is a smaller population of people 
who continue to offend into their 20s 
and beyond as social exclusion and 
dependent drug use close off all other 
avenues to them. But it is highly unlikely, 
as politicians of all main parties have 
claimed, that drugs are the principal 
cause of crime.

This was recognised by the man 
who developed much of New Labour’s 
early drug policy. In 1994, Justin Russell 
wrote that “drug addiction and crime 
may both be symptoms of a deeper 
underlying social instability, which can 
only be tackled by strategies targeted at 
the root causes of social deprivation”. 
He also argued that drug treatment 
agencies should play up the drug-crime 
link in order to win more funding for 
effective services. 

When he later became special adviser 
to Prime Minister Blair, he was able to put 
this into action, with the support of Mike 
Trace at the new Anti-Drug Coordination 
Unit. Money started to flow into the sector 
like water into a thirsty camel. Treatment 
agencies which had survived through the 
height of the AIDS panic with a central 
funding initiative of £17.5 million were 
to see annual spending rise to over half a 

billion pounds. As the National treatment 
Agency’s chief Paul Hayes has repeatedly 
reminded us, this money would not have 
been available for the expansion of life-
saving services if it had not been for the 
idea that drug treatment cuts crime.

Not only was the funding increased, 
but the shape of the sector was changed. 
Agencies who had maintained a careful 
distance from the police – the people 
who tended to lock up their clients – were 
pushed into partnership. This happened 
initially via the Drug Treatment and 
Testing Order (DTTO) and then by the 
Criminal Justice Intervention Programme 
(later called the Drug Intervention 
Programme, or DIP). 

More and more people were directed 
into treatment from courts and police 
stations. In the early years, there were 

blockages in the system. In 2002, I 
interviewed a drug worker in Kent who 
had just had to refuse a methadone 
prescription to a pregnant woman 
who had been injecting heroin into her 
neck. She wanted to stop, but all the 
treatment slots had been reserved for 
DTTO clients. As the system expanded, 
waiting times came down for all types 
of clients, although the Drugs Act 2005 
and the subsequent expansion of DIP 
under the Tough Choices programme 
has tended to swamp agencies in some 
areas with recreational cocaine users who 
test positive at arrest and then have to 
present for a required assessment. 

Change has not all been one way. 
DTTOs and the DIP may have led to the 
incorporation of criminal justice aims 
and information sharing in formerly 
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independent treatment agencies. But 
treatment has also invaded the prisons, 
with a long-delayed scaling up of opiate 
substitution. The transfer of prison 
healthcare to the NHS, the DIP aim 
for continuity of care, and successful 
legal challenges by prisoners who 
had been denied adequate treatment, 
all contributed to this rapid, recent 
development through the Integrated Drug 
Treatment System (IDTS). 

There is now little doubt that people 
who enter drug treatment do tend to cut 
their offending, as well as reduce their 
drug use. My own research suggests that 
this is also true for people who enter 
treatment through the courts. But has 
this cut crime overall? Crime has indeed 
fallen since the advent of DIP. However, 
according to the British Crime Survey, it 
was falling faster before DIP began. Crime 
has fallen fastest in areas with more 
intensive DIP interventions. But given 
that these areas were chosen precisely 
because they had high crime rates, these 
reductions towards the average may well 
have occurred without DIP. 

Labour used results of drug treatment 
outcome studies to demonstrate 
reductions in crime. Neither of these 
studies (NTORS and DTORS) were 
randomised; a mistake that has been 
repeated in the current study of the IDTS. 
Without randomisation, it is impossible 
to say whether the reductions observed 
are caused by the treatment. Other 
research, which did not fit the government 
narrative of crime reduction so well, was 
effectively censored or left to gather dust 
on Home Office shelves. Examples include 
the evaluation of the drug court pilots in 
Leeds and west London, as well as the 
independent evaluation of DIP itself.

TONY BLAIR DECLARED 
THAT HALF OF ALL 
PROPERTY CRIME WAS 
CAUSED BY ‘DRUG 
ADDICTS’. THIS MYTHICAL 
FIGURE HAS BEEN 
REPEATED SO OFTEN 
THAT IT HAS BECOME 
AN UNCHALLENGED 
ASSUMPTION

With a new government in power and 
a fiscal deficit to deal with, the system 
constructed under Labour is obviously 

under threat. The Conservative Party 
seems to have forgotten that Margaret 
Thatcher oversaw the expansion of 
methadone maintenance and needle 
exchange to limit the HIV epidemic. Its 
advisers now have the NTA and harm 
reduction firmly in their sights. 

The new Home Secretary, Theresa May, 
voted in 2003 for ‘mandatory intensive 
treatment and rehabilitation for young 
heroin and cocaine addicts’. Nobody from 
the Conservatives has yet explained how 
the huge difference in costs between 
low threshold opiate substitution and 
intensive abstinence-based treatment is 
going to be bridged, nor how their aim of 
creating miraculously drug-free prisons 
can be achieved. 

In anticipation of these assaults, Paul 
Hayes has been getting his retaliation in 
first. On the eve of the election, he argued 
that investment in drug treatment returns 
£2bn in annual cost savings, mostly 
through lower crime. The problem is that, 
even if reductions in crime are a direct 
result of drug treatment, these savings 
have not accrued to the government. 
Labour did not respond to the crime 
drop by taking money out of the criminal 
justice system. On the contrary, it poured 

cash into a burgeoning prison estate and a 
civilian-inflated police force. 

In its increased investment, the 
Labour government did the right thing 
for drug treatment, even if its motives 
and methods were questionable. But the 
risk of Labour’s partial achievements 
being unravelled is high. If people in the 
field can demonstrate and communicate 
the value of drug treatment, then it is 
possible that Conservative ministers may 
reconsider the stance that they took in 
opposition. Their more criminologically 
enlightened Liberal Democrat colleagues 
seem to have persuaded them to put 
prison building on hold. 

The Coalition programme document 
states that “we will ensure that sentencing 
for drug use helps offenders come off 
drugs”. Whether this means non-evidence 
based, expensive compulsory rehabilitation 
– or more intelligent and cost-effective 
use of non-intervention, diversion and 
treatment – remains to be seen.

n Alex Stevens is Senior Lecturer in 
Criminology at the University of Kent and 
author of Drugs, Crime and Public Health 
(Routledge, 2010)

1998 Drug Treatment and Testing 
Order (DTTO) pilots initiated

1999 Enhanced arrest referral 
announced

1999 CARAT services made available 
in all prisons

2000 National roll-out of DTTOs

2001 Drug testing pilots begin in 
3 sites (testing on charge, Drug 
Abstinence Orders, Drug Abstinence 
Requirements, testing on licence)

2002 Drug testing pilots expanded to 6 
further sites

2003 Criminal Justice Interventions 
Programme (now Drug Interventions 
Programme) launched

2003 Further expansion of drug 
testing on charge

2004 Restriction on Bail pilots begin

2005 ‘Tough Choices’ project launched 
(test on arrest, roll-out of Restriction 
on Bail, Required Assessments) 

2005 DTTO replaced by the Drug 
Rehabilitation Requirement (DRR)

2005 Conditional Cautioning 
introduced

2007 Follow-up Assessments 
implemented

2007 Integrated Drug Treatment 
System (IDTS) in prisons begins 
implementation

2008 DIP achieves its target to direct 
1,000 drug using offenders into 
treatment each week.

2008 Independent evaluation of 
dedicated drug courts fails to find 
evidence of crime reduction

2009 – Extension of drug test on 
arrest, Restriction on Bail and initial 
and follow-up assessments to Wales.

2009 Review of DIP leads to changes 
to the funding model.

2009 Establishment of intensive 
Alternative to Custody pilots.

2010 – National Audit Office criticises 
the lack of evaluation of DIP and DRRs 
and calls for the development of ‘a 
framework for evaluating value for 
money’.

Major criminal justice drug initiatives 1998-2010
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It is undesirable to believe a proposition 
when there is no ground whatsoever for 
supposing it is true 
Bertrand Russell

Before you walk out that door,  
prove I don’t love you no more 
Aretha Franklin, ‘Prove it’. 

The Wikipedia entry for ‘evidence-based policy’ suggests that it 
“can be traced back as far as the fourteenth century, but it was 
more recently popularised by the Blair government in the United 
Kingdom”. The attempt to trace a line of historical provenance 
from the Black Death to the No 10 Policy Unit deserves full 
marks for historical sweep, nor perhaps is it entirely fanciful. 
But the specific association of evidence-based policy with New 
Labour suggests that something has been happening in the UK 
in the last 10 years or so that would have been less conspicuous 
in the court of Edward III. 

In 1999, a White Paper declared that the new government 
would strive to “produce policies that really deal with problems, 
that are forward-looking and shaped by evidence rather than a 
response to short term pressures”. By 2006, Rebecca Boden and 
Debbie Epstein observed in their paper, Managing the research 
imagination? Globalisation and research in higher education, 
that “routines of evidence-based policy making have been hard-
wired into … government” in the UK, but proceeded to coin the 
pejorative term ‘policy-based evidence’ to describe what they 
saw as a “fundamentally flawed” process, where “government … 
seeks to capture and control the knowledge producing process”. 

Drug policy provides fertile terrain for assessing the 
results and prospects of ‘evidence-based policy’. At the core 
of DrugScope’s mission over the past 10 years has been a 
commitment “to ensure responses to drug use are based on 
evidence of what works”, in an area where “sensationalism and 
misinformation” constantly threaten to overwhelm a rational 
assessment of the evidence. 

The value and the boundaries of evidence-based policy were 
a key issue in the furore which followed the publication of the 
National Treatment Agency’s (NTA) annual report in October 
2007. The NTA was able to announce that numbers in treatment 
had more than doubled since 1998, waiting times had been 

slashed, most people in services were staying long enough to 
make real progress and acquisitive crime was in decline too. 

In response, the then Shadow Home Secretary, David Davis, 
declared that these figures revealed that investment in drug 
treatment was ‘massive failed expenditure’ and sought to 
refer the matter to the House of Common’s Public Accounts 
Committee (while a Sun headline blustered that the ‘NHS blows 
£130 million curing 70 junkies’). At the root of these divergent 
responses were different views of the appropriate aims of 
drug treatment. The NTA’s critics compared the rise of people 
going into drug treatment with the trickle (about three per 
cent) completing it and leaving ‘drug free’. If the objective 
of treatment was to get people off drugs once and for all 
(including so-called ‘substitute drugs’ like methadone) then the 
system was not performing so well. 

These arguments were explored in Mike Ashton’s article 
‘The New Abstentionists’ in Druglink in December/January 2008 
and DrugScope’s Drug Treatment at the Crossroads report 
in March 2009. The report highlighted the robust 
evidence base for methadone prescribing, 
which was recommended for opiate 
dependency in guidelines published 
by NICE only months before the NTA 
report sparked the debate. But the fact 
that there is clinical evidence that 
methadone ‘works’ does not mean 
that methadone prescribing alone is 
adequate or acceptable. 

A core message of the Crossroads 
report was that substitute drugs 
may provide a base camp for 
recovery, but should not be 
used as a form of chemical 
warehousing – not least, 
because people with drug 
problems typically have 
multiple needs. This was the 
rational kernel at the core 
of the New Abstentionist 
case. The evidence-base 
can tell us a lot about 
means to ends, but 
less about what the 
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ends should be – although it has an important role in helping 
to determine what goals are realistic. There can, of course, be 
evidence-based approaches to bad goals. 

Two further issues arise in the context of the New 
Abstentionist critique. First, there is a widespread allegiance 
to both ‘evidence-based’ policy and service user involvement 
(including the so-called ‘personalisation’ agenda). A lot of service 
users appear to want abstinence now. But what if research 
evidence and clinical judgement suggests this is unrealistic? 
What if service users want ‘alternative’ therapies? This is not to 
imply that service user involvement and evidence based practice 
are irreconcilable – they most definitely are reconcilable, and both 
should be at the core of drug policy. It is to suggest, however, that 
there are some difficult questions about how we best reconcile 
the two, and that these have not really been resolved. 

Second, the development of a relatively robust evidence base 
for substitute prescribing (for example) is partly a reflection 
of the focus of research investment at a particular time. What 
gets researched will, in turn, be shaped by the priorities that are 
driving public policy (for example, a focus on reduction of drug-
related crime might favour methadone maintenance prescribing 
more than a focus on social re-integration would). 

When I was working at the mental health charity Mind 
we had trouble making the argument that ‘green exercise’ (a 

walk in the country or a spot of gardening or fishing, for 
example) might be as good for mild depression as a pill. 

Do you need to provide a similar sort of evidence 
base for rambling as for ritalin? How do you do a 

random control trial for a country walk? What 
would constitute a placebo (you think you’ve 
been for a walk in the woods but you haven’t 
really)? There are also problems in developing 
an evidence base for forms of psychotherapy 
where an ongoing review and renegotiation 
of treatment aims and outcomes is itself a 
dimension of the therapeutic process – again 
pertinent to the personalisation agenda. 

Another cause célèbre of recent years has been 
the debate about drug classification. 

A 2007 Lancet article by leading 
scientists – including Professors David 

Nutt and Colin Blakemore – on the 
‘Development of a rational scale 
to assess the harm of drugs of 

potential misuse’ is one of the 
landmarks in the recent evolution 
of evidence-based drug policy. It 

sets out a more rational scale 
for ranking different drugs, 

posing a serious challenge 
to the credibility of 

the official ABC 
rankings. Ecstasy 
– for example – 

ranked lower 
in The Lancet 
scale than 
cannabis or 
alcohol. It is 

arguable, however, that this exercise revealed almost as much 
about the limits of an evidence-based approach to comparative 
harm as it did about what one would look like. 

In the end, how meaningful or useful is it to determine 
whether, say, cocaine is more harmful than ketamine or alcohol 
is more harmful than LSD or tobacco? Why go beyond describing 
the various harms of each substance and attempt to place them 
in a league table? It is only the current legal framework that 
makes comparative harm a compulsory topic for drug policy. 
It has consumed a huge quantity of scientific endeavour and 
expertise in the last decade – is this game worth the candle? 
And David Nutt’s dismissal as chair of the Advisory Council on 
the Misuse of Drugs by the then Home Secretary Alan Johnson 
in 2009, of course, raised basic questions about the relationship 
between science and politics that remain unresolved. 

DRUG POLICY MUST BE GUIDED BY 
EVIDENCE AND REASON – THIS, AS THEY 
SAY, IS A NO-BRAINER. BUT WE ALSO 
NEED TO RECOGNISE THE LIMITS OF 
SCIENCE TO PROVIDE CLEAR ANSWERS 
ON DRUG POLICY

Drug policy must be guided by evidence and reason – this, as 
they say, is a no-brainer. But we also need to recognise the 
limits of science to provide clear answers on drug policy. The 
term ‘wicked’ has recently been coined to refer to public policy 
issues that are resistant to any final and irrevocable solution. 
In the words of Brian Head in his 2009 paper, Evidence-based 
policy: principles and requirements: “these systematic and complex 
problems are marked by value divergence, knowledge gaps and 
uncertainties, and complex relationships to other problems… 
One of the features of complex social problems is that that 
there are underlying clashes of values, which are sometimes not 
adequately recognised and addressed.” 

If the last 10 years have seen evidence-based policy gain real 
ground (constantly vulnerable to the pull of its dark matter in 
the form of ‘policy-based evidence’), perhaps the next stage in 
the long evolution of the evidence-base from the 1300s to the 
21st century is to embrace this kind of wickedness? 

As we’re on the subject of original sins and the evidence 
base, the last word goes to another aphorism from Bertrand 
Russell: “If a man is offered a fact which goes against his 
instincts, he will scrutinise it closely, and unless the evidence 
is overwhelming, he will refuse to believe it. If, on the other 
hand, he is offered something which affords a reason for acting 
in accordance to his instincts, he will accept it even on the 
slightest evidence.” 

It is worth fighting to defend every inch of ground gained 
in the battle for evidence-based drug policy in the last decade. 
But we would all do well to be more attentive to the psychology 
of policy debate too – nobody ever has or could confront a 
research programme or a table of figures in a way that is wholly 
unmediated and unsullied. And, of course, we are operating in 
a democratic polity in which governments are constrained by 
priorities and ideologies, pledges and preferences. 

n Marcus Roberts is Director of Policy and Membership, 
DrugScope
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It’s July 2010 and a new broom is 
sweeping through Whitehall in the shape 
of a coalition government, short on policy 
detail, but high on aspiration. 

Its agenda is to cut the spending 
deficit, and in particular to look at the 
efficiency of public services through 
a re-imagined spending review – the 
structure by which funding is allocated to 
government priorities. It has been billed 
as a “once in a generation” opportunity 
to re-define the relationship between 
the public sector, the government and 
society, underpinned by the Conservative 
yen for small government and the Lib 
Dem zeal for reform. We have of course 
yet to see the substance of the spending 
review – we won’t get a look at that until 
the autumn – and on some key decisions 
about structures, the dust may not settle 
until well into next year.

So what do we know? Well, that some 
of the structures for policy formation 
and implementation will be redesigned. 
There is a stated intention to see a shift 
from PCT to GP commissioning, with the 
PCT role being substantially reduced. 
There has been some commitment made 
to the re-negotiating of GP contracts – 
whether this will provide an opportunity 
to get drugs and alcohol issues back on 
the mainstream primary care agenda 
remains to be seen (though this could 
significantly cut costs for specialist 
treatment – and protect some capacity). 
The Coalition have stated their intention 
to focus more on outcomes – however it 
is not yet entirely clear how the outcomes 
will be defined and counted – or by 
whom. A health White Paper is expected 
in the summer.

The futures of strategic health 
authorities and regional government 
are also looking wobbly as the Coalition 
pushes localism whilst also beginning 
to “de-regionalise”. Government Office 
London is already earmarked for the 
chop, though it is unclear as to how 
decisions about what survives elsewhere 
at a regional level have yet to be made.

As we are all by now aware, cuts in 
funding – this year as well as in the 
future – are certain, and these will be 
substantial. Will money for drug and 
alcohol services be affected? Without 
doubt. We also know what the basis 
will be for making decisions about 
what should and should not be funded, 
managed and delivered by government.

WE HAVE GROWN USED 
TO BEING GIVEN MONEY 
BY A GOVERNMENT 
THAT PRIORITISED THE 
EXPANSION OF DRUG 
TREATMENT

In early June, the government published 
its framework for the spending review. 
The 198 local indicators that form 
the evaluative basis of the local area 
agreement have been abolished. In their 
place the government tells us there 
will be a requirement for Whitehall 
departments to produce business plans 
identifying, costing and setting baselines 
for activity. How this translates to local 
areas is yet to be seen.

Over the summer, individuals 
and organisations are being asked to 
contribute to Coalition thinking on how 
we can make the cuts – between 15 per 
cent and 20 per cent of spending across 
some departments. The government 
has given us a set of criteria to be 
used to evaluate investment for 
specific programmes and areas of 
public spending. The criteria ask us to 
consider not just value for money, but 
whether a programme of work is rightly 
the role of government or whether 
it should be delivered by the private 
sector or local government, voluntary 
groups and ‘the big society’.

Under the first criteria, ‘is the activity 
essential to meet government priorities?’, 
it is hard – beyond establishing secure 
rehabs and providing some treatment 
to prevent crime – to discern that the 
Coalition gives any priority to the 
problems related to substance use 
specifically. However, given the priority 
they place on communities, health 
inequalities, crime and anti-social 
behaviour, it seems likely that substance 
use will figure in their more detailed 
plans. However, greater specificity 
about who the programmes will target, 
and what benefits are achieved may 
be required, which may be helpful in 
responding to another of the criteria: 
whether the activity can be targeted to 
those most in need.

We are also asked to examine whether 
the government needs to fund the 
activity. It’s hard to imagine treatment 
being funded other than by government. 
However this is not the same as saying 
that the state should fund it. We have 
grown used to being given money 
by a government that prioritised the 
expansion of drug treatment. But it is not 
clear that the Coalition will view this in 
the same way. 

Some commentators, possibly 
anticipating the demand for rationing, 
have suggested that while the government 
may want to fund some interventions for 
drug users (like residential treatment and 
community detoxification) they may see 
an opportunity to cut costs by restricting 
access to intensive treatment to small 
numbers of chronically dependent, long-
term users. Clearly, restrictions should 
not reduce access to treatment that NICE 
guidance has established as being the 
evidence-based approach for individuals 
experiencing problems in relation to 
substance use. 

Another economic case exists to be 
made, which addresses other Treasury 
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criteria, namely that cuts in the substance 
misuse field will incur much higher 
additional costs ‘downstream’. How much 
more economically effective is preventing 
HIV or Hepatitis C than having to treat 
it? Early intervention is both morally and 
economically indicated. 

It has been some years since any 
central government money was available 
to fund activity around drugs and alcohol 
which is not related to the treatment 
sector and the criminal justice system, 
or their interface. When the London Drug 
Policy Forum undertook its review of the 
work of local drugs partnerships, Making 
it local, published last year, it found 
that few partnerships were delivering 
work to deal with the wider impacts 
of substance use. Those that did were 
funding their work through regeneration 
monies, mainstream support from local 
authorities or via non-statutory funding 
in partnership with their local voluntary 
sector. It is likely that this approach to 
tackling local problems may become 
more widespread – and it is undoubtedly 
this entrepreneurial spark that will 
receive most ministerial encouragement 
over the next few years. 

In the USA there are models that 
we may want to explore. Community 
Trusts – essentially local partnerships 
involving citizens, the voluntary and 
private sector working with a small 
amount of government seed money – 
seek to maximise resources and impact 
by working largely independently of 
government control. Even stepping 
back to our own recent history, the 
work undertaken by volunteers 
and community groups under the 
Communities Against Drugs programme, 
may meet government expectations and 
local needs. This would also integrate 
with the emergent recovery oriented 
communities models being explored 
currently in the north west of England. 

And if the examples of Barnet and 
Essex Councils are anything to go by, the 
broad reviews of Social Care and Child 
Protection Services announced in June 
will be tackling the very questions of 
what the state should provide for free and 
what should be funded in other ways. 
These areas of social policy, to which 
much of our work in the drugs field is 
aligned, will be undergoing significant 
change – both in terms of how services 
are managed, and what they deliver. This 
will impact on our work.

The question here must be how this is 
managed and evaluated. But opportunities 
do exist for making claims on other 

budgets, better co-operation with the 
voluntary and the private sector to deliver 
the support activities – often mentioned in 
speeches but neglected in action – which 
help individuals and communities. 

The case for the economic value of 
investment in tackling drugs has been 
made many times. At the Public Accounts 
Committee (PAC) hearing in the spring, a 
case was accepted for the value of drug 
treatment. However, according to the 
committee, not all in the garden was 
rosy. Instead it suggested that the Home 
Office develop a more “robust” approach 
to identify the value for money of the 
investment made in the drugs sector. We 
must hope that this goes ahead – and that 
those charged with delivering it are able 
to move beyond the narrow simplicity of 
the Drugs Harm Index.

Demonstrating the value of our 
current mechanisms for delivery is 
something the National Audit Office and 
the PAC shied away from. But it would not 
be surprising were the new government 
committee charged with scrutinising 
spending to identify that our current 
model – with 149 DATs and a substantial 
central infrastructure – may include some 
duplication and waste. 

So do we abolish the national 
infrastructure? Fully deploy the localism 
agenda and allow the DATs to get on with 
it? Or do we establish an entirely centrally 
managed system for commissioning 
treatment on a regional or sub regional 
basis? It’s unlikely either approach would 
be terribly effective, and the second 
would sit badly with the ambition of the 

Coalition to devolve power. Probably some 
slimmed down combination of the two 
will prevail. But other solutions, including 
mainstreaming the strategic approach 
to drugs, at a national and local level, 
may offer the most attractive and cost 
effective solution.

There is always opportunity in periods 
of change. DATs were created at a time 
when resources were scarce. Partnerships 
had little money, only by working 
together could they make progress. 

The cuts and the changes ahead 
may be painful, but we have to try 
to protect our achievements of the 
last 15 years – and make the most 
of any opportunities the new regime 
provides. These may include greater 
independence from central scrutiny 
and developing more imaginative and 
low cost ways of using resources.

Certainly we will all need to learn new 
skills. One of which will inevitably be 
how to downsize our current treatment 
systems and make intelligent cuts. The 
costly, management-heavy approaches 
of recent years are something that only 
the government can rid us of, and we 
must hope their commitment to reducing 
unnecessary bureaucracy is fulfilled. 
But without intensive monitoring, is the 
drugs field capable of sustaining the gains 
in quality, access and outcome that we – 
even the most cynical of us – know have 
been made? 

n Sara McGrail is a freelance drug policy 
specialist and David Macintosh is policy 
adviser at the London Drug Policy Forum
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The last ten years have been very kind to 
drug user groups and user involvement 
here in the UK.

Regardless of your feelings about the 
National Treatment Agency’s (NTA) style 
or its wider programme of work, it’s 
undeniable that the NTA has managed to 
make service user organisations and user 
consultation an integral part of the drug 
treatment landscape in the UK.

While other countries might have 
supported user involvement earlier, or 
provided more financial support, I’m not 
sure that there’s another country that has 
the same level of involvement, the same 
breadth of coverage or the same numbers 
of active and engaged groups that we’ve 
got here in the UK. For many years, you 

could go to a conference and if there were 
service users there, it wouldn’t be more 
than a couple at most and it would be the 
same old faces, the usual suspects saying 
the same old things.

Today though, any conference or event 
that you attend will invariably have a high 
number of service users attending and 
participating. I’d like to say participating 
as equals, and that’s definitely true in 
some cases, but the reality is that most 
of us are acting with a long personal 
history of internalised stigma and social 
and economic deprivation, so it’s hardly 
surprising that we might not be as 
polished or as confident as the highly 
skilled, highly educated people who tend 
to represent the field at conferences. 

Nonetheless, we now have the beginnings 
of a genuine dialogue which, had you 
asked me ten years ago, I’d come to 
believe might never be possible. 

One of the biggest changes in the 
last ten years has been the increasing 
emergence of people ‘in recovery’ in 
the user involvement scene. We’ve 
always had people with a history of drug 
problems in the field, but what used to 
happen was that they’d be drug-free for 
a period, and then would come in as 
professionals who tended to be rather 
discreet about their prior history of use.

User involvement has changed 
all that. Because of the various paid 
user involvement roles, a history of 
use has come to be seen as a partial 
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qualification for the role in some sense, 
and something that was once seen as 
vaguely disreputable is now viewed as 
being more legitimate.

A more important change, for me 
personally, has been the growing 
acceptance of medication-assisted 
recovery as being an equally legitimate, 
equally valid form of recovery and the 
increased willingness of employers to 
hire people who are currently receiving 
drug treatment, provided they’re able to 
do the job and conduct themselves in 
a professional manner. At the moment, 
such people do remain relatively few, 
and their situation is somewhat akin 
to that of ex-users twenty years ago in 
that their status as ‘recovering’ isn’t 
always widely accepted. They’re likely to 
be discreet about their status with their 
colleagues and with the people that 
they’re working with. 

Yet if people in abstinence-based 
recovery have a value as role models 
and as something to aspire to, there’s no 
good reason why people in medication-
assisted recovery shouldn’t play a similar 
role. Substitute prescribing is a central 
part of drug treatment – and accepted 
as such pretty well everywhere in the 
world now. Nobody would expect people 
with schizophrenia or diabetes to stop 
taking their medication while they were 
still deriving clear benefits from it, yet 
it appears that certain sections of the 
drugs field are determined to re-run this 
debate over and over again, despite the 
overwhelming weight of evidence for the 
benefits of substitute medication.

The other major shift in user 
involvement circles during the last ten 
years has been the increasing emergence 
of groups with an abstinence orientation.

For a long period, people who were 
abstinent were usually invisible. I 
think this was probably because most 
user involvement stuff tended to be 
organised around people who use drug 
treatment services, while people who 
were drug-free were more likely to 
avoid services. The growth in aftercare 
and abstinence-based services over the 
last ten years though, has meant that 
growing numbers of people who are 
pursuing this kind of treatment are now 
represented in user involvement circles, 
and those of us with a background in 
substitute prescribing have had to adjust 
our perspective in order to account for 
their needs, as well as our own.

The two groups still aren’t great 
at identifying their common purpose 
though. While there are local groups 

where the two factions work quite closely 
together, mostly, groups tend to be made 
up of one faction or the other. While this 
might make sense from a support point 
of view, from a political point of view, 
it’s quite short-sighted. The treatment 
system needs to be able to respond to 
people’s needs regardless of where they 
are in their recovery journey. Focusing on 
one area of treatment at the expense of 
another retards the progress of everybody.

That said, there were very good 
reasons why much of the activism 
around user involvement has focused 
on the prescribing end of the system. 
For a long time, much of what passed for 
treatment there was counter-productive. 
People were receiving sub-optimal doses 
as standard and failure to respond as 
quickly as one might, tended to be met 
with withdrawal of treatment rather 
than increased intervention. Most of 
the problematic aspects of substitute 
prescribing have now been addressed 
in various guidance – and most of the 
committees that drew up that guidance 
had user involvement and representation; 
again, something that would have been 
unimaginable ten years ago.

WE’VE MADE GREAT 
STRIDES TOWARDS 
REDUCING STIGMA AND 
TOWARDS TREATING 
PEOPLE WHO USE 
DRUG TREATMENT IN 
A RESPECTFUL AND 
ADULT WAY

So the past ten years has been an 
extremely fruitful period for user 
involvement: the next ten years though, 
isn’t likely to be quite such an easy ride.

We’re now entering a period that 
will be characterised by the biggest cuts 
in public expenditure we’ve seen in 
many, many years. It’s hard to imagine 
that these won’t impact on the drug 
treatment sector. Many areas have had 
a fairly marginal commitment to user 
involvement to begin with, leaving it as 
an underdeveloped and under-resourced 
aspect of the local treatment system. In 
those areas, it’s very possible that what 
user involvement currently exists might 
be left to wither on the vine.

In those areas where user involvement 
is thriving, it’s often doing so because 

there are adequate resources to hire 
good staff to facilitate, to mount events 
that are interesting and engaging, and 
to pay expenses to ensure that people 
who are subsisting on benefits can afford 
to travel to the event without being out 
of pocket. As purse strings grow ever 
tighter, how many commissioners will 
continue to prioritise this area of work, 
if doing so means that they be able to 
send yet another squadron of overpaid, 
underworked bureaucrats and managers 
to yet another international conference?

We’re already starting to see some 
potentially negative consequences of the 
politicisation of the discourse around 
recovery. As some DATs are beginning to 
incentivise treatment providers based 
on the numbers of people who are 
discharged from treatment as abstinent, 
there’s a real danger that people might 
be pushed out of treatment prematurely. 
At the Alliance, we’re already receiving 
reports of treatment providers who are 
seeking to limit the amount of time that 
people can receive treatment for.

The last ten years has seen drug 
treatment in the UK take an enormous 
leap forwards. Whenever I talk to experts 
from other parts of the world, it rapidly 
becomes clear that what we’ve managed 
to construct here is a treatment system 
that people in other countries are 
genuinely envious of. A system that’s 
evidence-based, adequately resourced 
and that has worked hard to reduce the 
things that are an obstacle to treatment 
take up and drop out. We’ve made great 
strides towards reducing stigma and 
towards treating people who use drug 
treatment in a respectful and adult way.

It would be an absolute tragedy if we 
were to see these gains all disappear 
because a handful of politicians decided 
that drug treatment was a useful political 
football. Over the next few years, it looks 
like user involvement and drug treatment 
advocacy is going to be more important 
than it has been at any time during 
the last ten years. The system still isn’t 
perfect, far from it, but we’re going to 
have to learn how to put aside the kind 
of petty, factional interests that have 
kept people from working together in 
the past and start focusing on the bigger 
picture – the best way to defend the sort 
of effective treatment system to which 
many of us owe our stability, our well 
being, and often our very lives.

That struggle begins now.

n Peter McDermott is Policy Lead at  
The Alliance
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Small steps
While we have moved away from the now discredited shock 

tactics used to warn children away from drugs in the 1980s, the 
last decade has seen slow progress in developing effective drug 

education. By Andrew Brown.

A few weeks ago I received a phone call from a parent worried 
that her child had come home from school distraught about the 
images used in a drug education session at his primary school, 
which included images of at least one dead drug user.

Talking to the school later the teacher told me that the 
presentation had been a regular staple of the drug education 
programme for the school over the last few years, but that it 
wasn’t delivered with a ‘just say no’ message. It seemed, to me, 
to miss the point of good drug education.

There may be those that think that ‘vivid’ images will help 
put the dangers that drugs hold into context for children, 
helping reinforce their inclination not to take drugs. The trouble 
is that evidence from research, such as Mike Ashton’s 1999 
study, The Danger of Warnings, suggests that for the most 
vulnerable there could be a boomerang effect. 

Since the call I’ve been reflecting on the development of 
drug education over the last decade, and whether it’s time for a 
fresh way of thinking which will enable us to help ensure that 
children and young people move into their adult lives with the 
knowledge, skills and attitudes that can best protect them from 
the problems that drugs can cause.

The status of drug education hasn’t changed. Statutory 
elements of drug education are carried out under the science 
curriculum, while Personal Social Health & Economic (PSHE) 
education remains an option. Most PSHE teaching is carried out 
by non-specialists: initial teacher training barely touches on the 
key concepts. The issue about what schools actually do about 
drug education does seem to have moved on in recent years. 
It’s rare to hear people argue that drug education should not 
happen, even in primary schools. But what gets commissioned 
or delivered is variable. 

In the survey we conducted to support the review of drug and 
alcohol education, we got the following results: 45 cent think 
the drug education they know is taught by skilled and confident 
staff, 52 per cent said that the drug education they know is 
based on the latest evidence and 68 per cent were able to agree 
that it meets the current curriculum requirements. 

In my view the best way to improve on this situation is to 
make sure that senior leaders in schools are engaged and feel 
that drug education plays a part in the wider school agenda. 
School leaders need to be given quality standards against 
which they can start to measure the impact of what’s going 
on in their schools. Any new drug education paradigm must 
understand the needs of children and young people, avoid 
causing any form of extra harm, have clear expectations, to 

learn from past mistake and successes and improve practice 
by applying principles and setting standards

Unfortunately not all drug education leads to young people 
avoiding drug and alcohol use, and, as we’ll discuss, there are 
many who are sceptical that it is possible to create an education 
programme which leads to significant reductions in the 
numbers of young people using drugs.

However, there is broad consensus amongst prevention 
analysts that certain approaches to discussing drugs and 
seeking to prevent their use have been shown to be at best 
ineffective and at worst, can cause greater risks to young people.

This year, the well-regarded American organisation Child 
Trends produced a paper about practices to avoid in ‘out of 
school’ prevention programmes. These included attempts 
to scare children, using a didactic approach to teaching, and 
focusing on avoiding problem behaviours at the expense of 
encouraging positives. On the latter point they say: “Research 
finds that helping children and youth to develop well and 
achieve positive personal goals is more likely to reduce negative 
behaviours than are programs that simply highlight and focus 
on squelching bad behaviours.”

The government’s Independent Advisory Group on Drug 
and Alcohol Education, of which I was a member, said that 
we believed “a lack of clarity about what drug and alcohol 
education in schools is able to contribute to the wider drug 
prevention strategy has led to an over reliance on schools 
as a key mechanism in changing young people’s drug using 
behaviour: an expectation that evidence shows schools 
cannot meet alone”.

IT’S RARE TO HEAR PEOPLE ARGUE 
THAT DRUG EDUCATION SHOULD NOT 
HAPPEN, EVEN IN PRIMARY SCHOOLS. 
BUT WHAT GETS COMMISSIONED OR 
DELIVERED IS VARIABLE

We identified the need to engage parents as well as providing 
education and prevention interventions in community settings.
Ofsted’s last report on drug education, published in 2005, said: 
“Though poor assessment practice remains the key weakness 
in many schools, developing a better understanding of the 
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needs of the pupils is also an issue that requires attention. For 
example, we need to respond to pupils’ requests for a greater 
emphasis to be placed on education regarding alcohol and 
tobacco, as they see these as the drugs that pose the most 
significant health risks to them.”

UNESCO argue that a needs assessment should look for data 
from more than one source, involve young people in collecting 
the information and identify resources that might be helpful in 
addressing the issues that are raised. They suggest that those 
conducting the assessment should think about the current drug 
use situation and its causes and consequences. The way that 
some critics talk about drug education suggests they expect it 
to be able to act against as an inoculation against future drug 
use, when the data suggests that we should have much more 
modest expectations.

Like many people in the drug education field I spent much of 
the last few years waiting for the Blueprint research programme 
to complete its work and to report on the impact it had been 
able to achieve with those who had taken part. We had early 
reports on the implementation phase of the project, telling 
us that social norms theory was a challenge for teachers as 
much as pupils, that training for teachers was seen as helpful, 
and that the strategies used to engage parents hadn’t been as 
successful as had been hoped.

But all of us were disappointed by the final impact report, 
where it became obvious that the research design wasn’t robust 
enough to be able to give us useful information on whether the 
programme had changed pupil’s behaviour.

A few weeks after the report came out I was called by a 
researcher at the Institute of Psychiatry asking whether I’d 
be interested in seeing some research that was able to show 
positive behavioural results. Dr Patricia Conrod had been 
researching the efficacy of targeted coping skills interventions 
in adolescents with personality risk factors and was about to 
publish her findings. She was able to show us that the short 
programme she had designed has been able to hold young 
people’s binge drinking over the course of a year, while pupils 

in the control group increased theirs by 40 per cent. The same 
intervention had also been shown to reduce the uptake of drug 
use over the course of two years.

Other research in recent years has suggested that what 
happens outside the classroom could be significant in 
preventing drug use. One study, School effects on young 
people’s drug use, by Adam Fletcher, concluded: “Interventions 
that promote a positive school ethos and reduce student 
disaffection may be an effective complement to drug 
prevention interventions addressing individual knowledge, 
skills, and peer norms.” 

Addressing ‘peer norms’ is an approach to prevention that has 
found that providing children and young people with information 
about the actual levels of substance misuse amongst their peers 
compared to what their peers believe levels of drug use are (the 
former is usually lower than the latter), can be beneficial. If drug 
education is going to remain a subject taught by non-specialists, 
with little training, the least we can do is provide some clear 
principles and standards that will help practitioners.

In the broader context of commissioning early intervention 
interventions a recent paper for Demos has argued for an 
independent centre for evidence-based practice which would 
“need to give support to service providers with respect to 
evaluation and evidence-based practice. Otherwise charities, 
particularly smaller ones, will simply be crowded out by the 
small number of programmes for which evidence already exists. 
Unless there is a more proactive model, it is difficult to see how 
the evidence base can be expanded”. 

The paper suggests that school-based commissioning requires 
considerably more support than is currently available.It has 
been over a decade since DrugScope, with The Right Choices, put 
together guidance on selecting drug education materials for 
schools. While that 1997 document still has much of value in 
helping educators choose the appropriate materials, it must be 
time to look at what we’ve learnt in the intervening time.

n Andrew Brown is Coordinator, the Drug Education Forum
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The drug treatment sector has developed rapidly 

since the late 1990s. Substantial new investment has

resulted in an expanding workforce with many new

professionals joining the field as frontline workers, an

increasing need for service managers and the advent of

commissioning – a completely new dimension in the
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