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As we move ever closer towards a general election, there is a temptation to
make a lot of public noise about the issues that concern us all, in an attempt
to influence the policies of the next administration.
However as Sir Paul Ennals, CEO of the National Childrens’ Bureau said at
DrugScope’s recent conference on young peoples’ drug treatment, this would
be a mistake. No doubt all sorts of lobbying is going on behind the scenes, but
publicly the best tactic at the moment is to keep quiet. Why?
It is only in the last 30 years, since the 1979 election, that law and order
became the political issue it now is. All the political parties play the penal
populism card about who is going to be toughest on crime. At the same time
parties are keen to make sure that nobody thinks they are ‘soft’ on drugs.
Within the sector there has been a lot of unhelpful rhetoric claiming, from
various standpoints, that Britain’s drug strategy has been a complete failure.
This is arrant nonsense, not least because it is a gross insult to the many drugs
workers who are doing their best for their clients.
But this election is likely to be extremely close, and candidates will be
looking for any leverage to gain popular appeal. So now is not the time to offer
up complex drug issues as political cannon fodder. There is always the danger
that election promises made in the heat of the moment could end up backing
the new government into a corner, a sure-fire recipe for a badly thought out
policy. Currently, there is no indication that drugs will be an election issue.
Let’s keep it that way.

Harry Shapiro,
DrugScope’s Director
of Communications
and Information

Telephone
020 7520 7550
Email
info@drugscope.org.uk
Web
www.drugscope.org.uk
Druglink is for all those
with a professional or
occupational interest in drug
problems and responses
to them – policymakers
and researchers, health
workers, teachers and other
educators, social workers
and counsellors, probation
and police officers, and drug
workers.

DrugScope is the UK’s
leading independent centre
of expertise on drugs and
the national membership
organisation for those
working to reduce drug
harms. Our aim is to inform
policy development and
reduce drug-related risk.
We provide quality drug
information, promote
effective responses to drug
taking, undertake research,
advise on policy-making,
encourage informed debate
and speak for our members
working on the ground.
SUBSCRIPTIONS
Subscription for the year
(six issues): £55
To subscribe call
020 7520 7550

2
3
4
5

Mum’s the word

DrugScope
Prince Consort House
109–111 Farringdon Rd
London EC1R 3BW

News
Mephedrone ‘superior’ to illegal
drugs, say users
Prisons watchdog slams drug
searches
Cambodian drug users ‘tortured’ in
rehab
News focus: Money-go-round
Andy McNicoll reports on the young
people funding dilemma

Main features
6

Talk to Frank (or Clint Iguana and
Fridge Magnet).
More people are turning to unofficial
websites as a source of information
on psychoactive substances. By Mike
Power

YOUNG PEOPLE SPECIAL
12
Adapt and survive.
To mark the publication of
DrugScope’s report on young people’s
drug treatment, Druglink gathered
together a group of experts to share
their experiences, take stock and
look to the future.
16
Dealing with it
For most young people who develop
drug problems, substance misuse is
a symptom, rather than a cause, of a
troubled life. By Sam Hart
Young people’s drug and alcohol
18
treatment at the crossroads. An
executive summary.

Also in this issue…

DRUGLINK STAFF
Editor Max Daly
Online Jackie Buckle
Director of Communications
and Information
Harry Shapiro
Editorial Assistants
Ruth Goldsmith and
Andrew McNicoll
Book Reviews Editor
Blaine Stothard

Print Holbrooks Printers
Ltd, Portsmouth PO3 5HX

ADVERTISEMENTS
Email
maxd@drugscope.org.uk
The inclusion of an
advertisement, flyer or free
sample in Druglink does not
imply any endorsement of a
particular product or service
by DrugScope or Druglink.

Material published in
Druglink does not necessarily
represent the views or
policies of DrugScope

Design
Helen Joubert Design
helenjoubertdesign.com

CONTRIBUTIONS
Druglink welcomes letters
and other contributions.
Send direct or contact
Max Daly
Tel: 020 7520 7562
Email:
maxd@drugscope.org.uk

© DrugScope/the author(s).
All rights fully reserved.
Requests for permission
to reproduce material
from Druglink should be
addressed to the editor.
ISSN 0305-4349

ELECTION 2010
8
Not for turning?
Paul Hayes and Annette Dale-Perera
look back at the politics of treatment
10
Grape Britain
Politicians are happy to talk tough on
binge-drinking. But when it comes to
addressing the pernicious problem
of the middle classes over-dosing on
wine, they bottle it. By Ian Gilmore
20

22

David and Goliath
Jeremy Sare interviews Professor
David Nutt about his new ACMD
alternative
Room to live
Esther Sample reports on an
innovative new housing scheme
in Nottinghamshire that offers an
alternative to people looking for a
way out.

Regulars
24
26
27

Reviews
Factsheet
Headspace
MARCH/APRIL 2010 DRUGLINK | 1

NEWS
n Meph review
A review into the harms of the legal
high stimulant mephedrone, by the
Advisory Council on the Misuse of
Drugs (ACMD), is expected later this
month. The Council is expected to
recommend that the drug, which is
commonly bought over the internet,
should be controlled under the
Misuse of Drugs Act.

n Anthrax update
As Druglink went to press, the Health
Protection Agency confirmed that
three heroin users in England have
so far become infected with anthrax
from contaminated batches of
heroin. One of the three, 24-year-old
Shane Brown from Blackpool, has
died. Twenty-four cases have so far
been confirmed in Scotland and one
in Germany.

n Gate closed
The UK’s only specialist detox
and residential rehab unit for
young people has closed. Five-bed
Middlegate Lodge in Lincolnshire
has been treating children over 11
years old since 1995. But it became
the victim of shrinking Primary Care
Trust budgets, leading to a drop in
referrals.

n Torches lose shine
Police forces are ditching ultraviolet (UV) torches designed to
detect cocaine traces on people’s
faces – after it was found they are
dangerous and do not work. A report
by the Association of Chief Police
Officers (ACPO) said the ‘cocaine
torches’ gave inaccurate results and
could cause potential skin and eye
damage.

n Drug law spat
The International Narcotics Control
Board (INCB) has criticised Argentina,
Brazil and Mexico for “sending
the wrong message” by moving to
decriminalise drug possession for
personal use. But the INCB was itself
attacked by drug law reformers
who said it had overstepped its
own mandate “by intruding into
these countries’ sovereign decisionmaking”.
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Mephedrone ‘superior’ to
illegal drugs, say users
Mephedrone users see the legal high’s
effects as better than those provided by
cocaine and ecstasy, according to a study
carried out in north-east England.
Mephedrone: the use of m-cat in
Middlesbrough, found that the drug
had “quickly become very popular”
in Middlesbrough in the run up to
Christmas last year.
The report, published by drug charity
Lifeline, was compiled using focus
groups of 10 mephedrone users aged
over 18, interviews with drug workers
and a literature review.
All the users interviewed had been
taking mephedrone for under three
months and were also regular users of
cannabis, speed, cocaine and ecstasy.
“Most users regarded mephedrone’s
effects as superior to those of cocaine
and ecstasy,” the report said.
Just over half of users bought the
drug, also known as m-cat, meow,
meph and drone, from internet firms or

headshops, while the rest bought it from
dealers in clubs. One respondent said
some clubs in Middlesbrough have sold
mephedrone, labelled as ‘plant food’, to
customers themselves.
The drug’s effects were regarded
as both stimulant (like speed) and
occasionally hallucinogenic (like ecstasy
or LSD). One respondent reported seeing
Michael Jackson floating out of his
carpet.
The majority reported mixing alcohol
or cannabis with mephedrone, either
to heighten its effects or to ease the
comedown.
Because snorting the drug caused
painful ‘nose burns’, most users
had switched to swallowing it. Few
significantly harmful consequences of
mephedrone use were reported –
although side-effects included erratic
heart beats, dry mouth and shrunken
genitals.

Fake ‘drug booklet’ crook jailed
A fraudster who made a fortune tricking
businesses into sponsoring bogus drug
education booklets has been jailed for
four and a half years.
Peter Kemp was charged, along with
three other men, in January following an
investigation into the fraud – estimated
to be worth £1m – by Staffordshire
Police’s Economic Crime Unit and Stokeon-Trent Trading Standards.
Kemp, a 45-year-old from Cheshire,
set up bogus publishing businesses that
claimed to produce leaflets for schools
warning pupils about the dangers of
drugs and established call centres in
Stockport, Macclesfield and Stoke. Staff
rang businesses to persuade them to
sponsor the booklets which, it was
claimed, would be sent to a local school
of the donor’s choice. Upon payment, the
donor received one sample leaflet but
none were ever sent to the schools.
Although the call centres were
confined to the north west of England,
police say that the scam claimed victims

from across the UK. “The call centres
simply used a Yellow Pages and started
at A and finished at Z,” DCI Nick Walker,
of Staffordshire’s Economic Crime
Unit told Druglink. “When we obtained
lists of businesses who had parted
with money, it was clear this affected
thousands of people from all over the
country.”
In 2002, Kemp was given a ninemonth suspended prison sentence
after the Manchester Evening News
exposed him for running a similar
drug education scam. In recent years
DrugScope and the Drug Education
Forum have warned local businesses
and professionals within the field to be
alert to this type of scam after being
contacted by businesses who had been
tricked by it.
Kemp’s fake publishing businesses
had names including The Publication
Company (TPC), MM Publications
(MMP), DotCom Publications (DotCom)
and React Publications (React.)

NEWS

Prison watchdog slams child drug testing
EXCLUSIVE

Max Daly
The random drug testing of children and
young people in prison – and the stripsearching it entails – is unnecessary and
should be stopped, according to the Chief
Inspector of Prisons.
Dame Anne Owers, who leaves her
post after nine years in the summer,
said: “I do not consider that random drug
testing is necessary or proportionate for
children and young people.”
She said suspicion-based drug testing
should only have a “limited role, be
accurately targeted and based on good
intelligence” and that strip-searches
should only be carried out before tests if
it is believed young inmates are actually
carrying drugs.
In her annual report, published in
January, Owers said that drug testing
“usually involves the routine stripsearching of young people, and produces
little by way of results.”
Prisoners are often strip-searched
before they give urine samples to ensure
they are not carrying ‘clean’ urine passed
to them by other inmates.
But Owers said that testing and
searching young inmates, a system

introduced in 1996, was unnecessary
because they are rarely found with drugs
in their system. The report said: “In two
young offenders’ institutions there had
been no positive tests in the last six
months, and in two others only one.”
During a 2007 inspection of Thorn
Cross young offenders’ institution
in Cheshire, Owers criticised the
governor for failing to follow up her
recommendation that strip-searching
before drug testing be stopped.
She said that despite only one inmate
testing positive for cannabis in the
previous seven months, youngsters were
routinely stripped naked and sometimes
kept waiting in a ‘holding area’ to
provide urine samples.
Dr Kimmett Edgar, Head of Research
at the Prison Reform Trust, said: “The
strip searching of young people in
custody can be very distressing for
those involved. Many young offenders
have suffered childhood sexual abuse.
Research shows that searches could be
reduced by 50 per cent by applying a
more evidence-based approach, without
risk to security. There is an urgent need

for national guidance in this area.”
According to drug charity Lifeline,
which works with drug users in
prisons, strip searching is a symptom
of an ineffective national prison
drug testing system. Spokesman
Mike Linnell said: “Urine testing is
a time-consuming, invasive testing
method and if people were swabbed
there would be no need to strip them
beforehand.
“But the whole drug testing system
is a waste of time and money: it’s
difficult to see exactly how it has
benefited anybody. It doesn’t appear to
have led to any decline in overall drug
use in the prison population.”
A Prison Service spokesperson said:
“Mandatory drug testing for 16-18
year olds in custody is carried out
with appropriate safeguards and with
sensitivity. Testing acts as a powerful
deterrent to drugs misuse by young
offenders in prison. An internal review
into the testing programme is being
carried out by the National Offender
Management Service.”

‘Inscrutable’ drug strategy slated by MPs and auditors
Public spending watchdog the National
Audit Office joined MPs last week
to conclude that it is impossible to
establish whether the government’s £1.2
billion drug strategy represents value for
money for British taxpayers, writes Harry
Shapiro.
The Home Affairs Committee report
on the cocaine trade was critical of
the fact the government published its
2008 drug strategy without having an
evaluative framework in place.
MPs made reference to an internal
government document unpublished for
three years until an FOI request from
Transform forced its release. The 2007
document concluded: “There is no single,
comprehensive agreed overview of crossgovernment expenditure. Evaluations of
effectiveness are patchy and incomplete,
making it difficult to assess value
for money and to decide how best to
allocate resources in the future.”

It was this internal report that
formed the backdrop to the wideranging National Audit Office (NAO)
report, Tackling Problem Drug Use, also
published last week, which attempted
to analyse the cost effectiveness and
success of Britain’s drug strategy.
But after more than two years work
the report could only conclude that
“neither the current strategy, nor the
supporting action plan for 2008-11, set
out an overall framework for evaluating
and reporting on the degree to which
the strategy is achieving the intended
outcomes or the value for money
provided”.
In other words, the NAO essentially
could not do the job it set out to do
because the government’s strategy
does not contain enough measures
– or evidence – of success for it to be
evaluated. As a result, the NAO report
struggles for coherence.

Druglink understands that the process
of producing the report was fraught. NAO
attempts to construct the evaluative
framework came to nothing and overall
the lengthy delay suggests a high degree
of tussling on the content.
For example, the 2008 drug strategy
contained an explicit commitment for
the NAO to conduct a thorough review
of the effectiveness of drug action
teams. This commitment promised
a review of progress made following
recommendations on better local
delivery outlined in the 2004 Audit
Commission report on reducing the local
impact of drug misuse.
But this is nowhere to be seen in
the NAO report. Instead it considers
only three particular strands: reducing
offending, improving the quality and
effectiveness of treatment and aspects
of aftercare, from which the NTA emerge
with most credit.
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Either this was sheer stupidity
or a ploy to get more publicity
Magistrate Joti Boparai chastises
rock star Pete Doherty (and fines
him £750) after the singer dropped
10 bags of heroin at an earlier
court hearing

Britain is the cocaine capital
of Europe because Labour’s
open-door immigration policy
has made it easy for dealers to
smuggle it in
Responding to the Home Affairs
Committee report on cocaine, the
Daily Express continues to make
progress in its attempt to get
either immigration, Lady Diana
or the weather into every story it
prints

Why are we grinding our teeth
so much?
The question posed by dentists
who have spotted a rise in
teethgrinding – on the same day
drug advisers warned of a five-fold
rise in cocaine use

Documentaries about drug
use often come out pious and
fail to really get to know the
people behind the drug usage
Andy Capper, producer of new film
Swansea Love Story, which follows
the lives of a group of homeless
drug users

[He] conspired with a drug
dealer to provide sensitive
police information in exchange
for money and for free drugs
for his wife
The CPS comment on the
conviction of PC Mark Bohannan,
who swapped the addresses of
people who owed money to a drug
gang in return for free drugs
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Cambodian drug users
‘tortured’ in rehab
A climate of “sadistic violence”
exists in Cambodia’s state-run
drug rehab centres, according
to a report by Human Rights
Watch.
Skin on Cable said people
who use drugs in Cambodia
are at risk of arbitrary
detention in centres where
they suffer torture, physical
and sexual violence, hard
labour and other forms of
punishment.
“Individuals in these
centres are not being treated
or rehabilitated, they are being
Torture and violence: Cambodia gives a news meaning to
illegally detained and often
residential rehab
tortured,” said Joseph Amon,
director of health at Human
Rights Watch (HRW). “These centres do
lied to – or simply not informed – about
not need to be revamped or modified;
the reasons for their arrest. They have no
they need to be shut down.”
access to a lawyer during their period in
The report, which drew on 53
police custody or during the subsequent
interviews with ex-detainees, found that
period of detention in the centres.”
instead of being ‘rehabilitated’, drug
HRW called on the Royal Cambodian
users were subjected to rape, electric
Government to permanently close its
shocks, whippings with electrical wire,
drug detention centers and conduct a
forced labour and harsh military drills.
thorough investigation of acts of torture,
The rehabs, also referred to as ‘detention
ill treatment, arbitrary detention, and
centres’, are operated by various
other abuses occurring in them.
government entities, including military
But Cambodia’s National Authority
police and civilian police forces.
for Tackling Drugs has since defended
It highlighted the large number of
its treatment of drug users. It said the
children and individuals with mental
allegations made in the report were
illnesses also detained within the
“untrue” and made “without valid
centres. Both groups, according to the
grounds”.
report, were subject to similar physical
• Half a million people in China are
abuses.
locked up in compulsory drug detection
In November 2008 we reported in
centres at any given time, despite the
Druglink International that hundreds of
government declaring it had adopted a
drug users, sex workers, beggars and
new ‘humanistic’ treatment approach
homeless people were being rounded
two years ago.
up and locked up in detention camps as
A report by Human Rights Watch,
part of a ‘street cleaning’ programme by
based on research in Yunnan and
authorities in the Cambodian capital,
Guangxi provinces and published in
Phnom Penh.
January, found drug users were denied
The HRW report confirms that the
access to treatment and subjected to
tactic is still used: “People are frequently
physical abuse and forced labour at the
arbitrarily arrested without a warrant
centres. It said government officials and
or without reasonable cause as part
security forces were able to incarcerate
of periodic police round-ups of people
drug users at drug detention centres for
considered ‘undesirable’. They are often
up to seven years, without trial.

NEWS FOCUS

SPLITTING HEADACHE
As the government reins in public spending, a new way of
dividing up the pot to help England’s young drug users is under
intense scrutiny. Andy McNicoll on a system that is already
taking some flak from the field...
Radical changes to the way the £25m
young people’s pooled treatment budget
is split among local partnerships could
see some areas facing key funding for
drug and alcohol treatment cut by up to
60 per cent within two years.
A ‘fairer’ funding scheme being
phased in by the government from April
will see local allocations for 2010-2012
linked to an area’s score on the Index
of Child Wellbeing, which measures
deprivation factors affecting young
people.
Until now, local funding for under-18s
treatment has been dictated by historical
spend by Drug Action Teams, who agreed
to invest a ‘top slice’ of their adult pooled
treatment budget in young people’s
services.
The National Treatment Agency and
Department for Children, Schools and
Families are introducing the new funding
framework to address ‘unjustifiable
disparities’ in local investment in young
people’s treatment. Under the ‘top slice’
system, some DATs committed just £270
per young person treated, compared to
£9,000 per head in other areas.
Under the new system, just over half
of the 149 local partnerships in England
will get more cash than previous years,
leaving the rest facing reductions, some
as much as 60 per cent.
Birmingham’s budget is forecast to
more than double within two years,
thanks to an additional £600,000. But
Bolton, the worst hit area, is facing
a £260,000 deficit by 2011/12 – which
council bosses admit could spell
“potential disaster” for services.
Druglink contacted a number of young
people’s commissioners and service
managers affected by the new funding
framework to gauge its impact. All
recognised the need for an alternative
funding system to the ‘top slice’
approach, but a number of concerns
were raised over the new Index of Child

Wellbeing-based system.
Many questioned the government’s
decision to pool and redistribute the
entire ‘top slice’ amounts that each
DAT had previously allocated, rather
than a percentage. Some felt the
approach unduly rewarded areas that
had historically underfunded young
people’s treatment and punished DATs
which had previously made substantial
contributions to under-18’s services from
their adult budgets.
“Some DATs that didn’t commit much
money before are now seeing massive
increases. But in reality that’s someone
else’s budget compensating for their
shortfall,” said one commissioner, whose
area is among the worst affected by the
cuts. “Other areas that invested heavily
in young people’s treatment have now
lost that money. The perverse thing is,
they could have preserved it if they’d
never invested it in the first place and
kept it in their adult budget.”
Questions were also raised over the
use of the Index of Child Wellbeing as
the sole method of calculating local
need for services. A common view was
that deprivation is an important factor
in young people’s drug and alcohol use,
but it shouldn’t be the only measure of
treatment need.
While the Index doesn’t include
local prevalence of drug and alcohol
use among under-18s, it has some
deprivation measures that are relevant
to substance misuse – such as the levels
of crime in an area. But, on the other
hand, it contains some measures that
seem less relevant to drug use – such as
the number of bird species in an area.
“There’s no mention of numbers
of young people using heroin or crack
cocaine, numbers seeking treatment, or
the types of people coming forward to
services,” one commissioning manager
told Druglink. “If it was being judged on
those types of things, I think people

could see a rationale for it. But it isn’t. I
said to the NTA – if we find more young
problem drug users in our area in future
years will that affect the amount we get?
They said no.”
Lynn Bransby, NTA Head of
Delivery (South) and National Lead
for Families and Young People, told
Druglink that prevalence isn’t factored
into the formula because like for
like comparisons between areas
were difficult due to different service
configurations. She said that the
funding system is “as fair as possible”
and highlighted the NTA, DCSF and
Department of Health’s endorsement of
the framework.
Bransby said the young people’s
pooled treatment budget needs to be
viewed as a contribution to a wider
budget for children’s services addressing
the broader needs of vulnerable young
people. She said the NTA was concerned
that, in the past, some areas’ pooled
treatment budget contributions had
been used to subsidise other bits of
young people’s services. “There needs to
be recognition from other budgets that
substance misuse is a part of the overall
process,” she said.
However, in areas facing cuts, none of
the people we spoke to were confident
of shoring up shortfalls from other
children’s services funding streams
in the current financial climate. A
commissioning manager whose council,
PCT and DIP programmes were also
braced for cuts said the belt-tightening
being felt by young people’s services
might be a sign of things to come for
the drug treatment field in general.
“Increased demand and reduced
resource is going to be a problem
for all drug services – children’s and
adults,” she said. “It’s very difficult to
be optimistic. I fear that young people’s
health will suffer as a result.”
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Talk to Frank
(or Fridge Magnet)
As the internet takes a more central position in Britain’s drug
landscape, through the sale of legal highs and proliferation in
sites specialising in drugs, more people are turning to unofficial
websites as a source of information on psychoactive substances.
Mike Power reports

‘Taking drugs is illegal. Talking about
them isn’t,’ intoned an advert for Talk
To Frank, the official government drug
information service upon its launch in
2003. The service, famous for its Pablo
the Drug Mule Dog and Brain Warehouse
TV campaigns, claims it has received
a growing number of email and phone
enquiries since its inception.
The idea of a non-judgmental, honest
and accessible information source was
a good one; its execution, however,
alienated some drug users.
“Someone I’m very close to rang Talk
to Frank when they were having a panic
attack after overdoing a few substances
and booze,” said one poster on the
‘drugs’ forum of urban75, a busy bulletin
board based in Brixton, London. “Frank
told them they were very stupid and
that mixing drugs and alcohol can lead
to brain damage and death. Really cool
thing to say to someone who’s having a
panic attack.”
Websites such as urban75 – which
provide an online arena for people
to gather to discuss drug effects,
experiences and safety – are reporting
growing numbers of people seeking
advice on drugs.
On mephedrone alone, urban75,
described in Parliament by Lib Dem MP
6 | DRUGLINK MARCH/APRIL 2010

Martin Horwood as a “disconcertingly
well-informed website”, has fielded more
than 120,000 page views and around
10,000 individual posts.
Urban75 is part of a huge site where
users with names such as FridgeMagnet,
Clint Iguana, Rollem and Kained&Able
chat online about topics as wide-ranging
as computer technology, general gossip,
cookery and gardening, philosophy and
photography.
The site’s founder and editor, Mike
Slocombe, set up its static, harm
reduction-focussed drug information
pages in response to the death of
Leah Betts on November 16, 1995. The
teenager became a grim poster girl for
her generation, dying after taking an
ecstasy pill – and drinking seven pints of
water in 90 minutes.
She panicked at a party at her
parents’ home after taking the drug,
believing incorrect media reports that
users of the drug should drink lots of
water. Her death by water intoxication
was a brutal illustration of the dangers
of drug use – and inaccurate, or
partially true public health information
campaigns.
“Had she known what to do,
she’d be alive today,” Slocombe tells
Druglink. “Leah Betts was the start of

it, we were trying to correct stuff the
media was putting out. Some of it was
counterproductive, preposterous scare
stories.”
The site’s drug information pages,
where detailed information is offered on
many substances, are hugely popular,
with over 60,000 unique page views in
December 2009 alone, as drug users
worldwide sought information on
substances such as GBL, amphetamines,
ecstasy, LSD and cannabis.
Users can also post messages in
threads that develop into often-complex
online discussions. “People are going to
do drugs no matter what the government
think,” says Slocombe. “On urban75, we
give honest advice, like an older brother
who’s been there, done that. And we
don’t deny that drugs can be great fun
as well.”
It’s this approach that Slocombe says
sets the site apart from official services.
“Talk To Frank does its thing, but it’s
hamstrung by the fact it’s funded by the
government, there’s things they can’t say.
Look at the Professor David Nutt case: an
argument was made for reclassification
of cannabis and Ecstasy based on the
harm they cause, and he was ignored.
“Politically, it’s suicide for any
politician to rally for the cause of

declassification, or decriminalisation.
We’ll never get a full and frank
discussion about drugs in the UK;
politically it’s too hot. Even on a local
level, look at Brian Paddick [ex police
chief of Lambeth, south London]. He
realised that locals cared about crack and
smack more than pot, tried to change
things, and he got burnt, too.”
Urban75 does not allow users to ask
where they can get drugs, and at times
intervenes if the moderators feel threads
are harmful. In 2007, several posters
were evangelising on the benefits of
ketamine, says Slocombe. The site’s
moderators had a meeting and decided
to intervene.
Slocombe rejects arguments
that the site popularises drug use,
especially around the growth in use of
mephedrone, where news of the now
massively popular legal high first broke
cover.
“If urban75 did not exist, mephedrone
would be no more or less popular. And at
least people could find balanced, honest
opinion and background on it. Also, we
banned any sourcing discussions, even
though it was legal,” he says.
Deeper down in the virtual world
of drugs information lie Erowid and
Bluelight. Erowid is a vast, searchable
database that documents users’ drug
experiences, including dosage, effects –
both positive and negative – and safety
information.
One of Erowid’s founders, Fire (a
pseudonym) set the site up in the US
in 1994 as she and her partner were
interested in both web design and
psychoactives, and so used their own
archive of drug information as the basis
for a simple website.
“Relatively quickly it became apparent
that there was a lot of need for this type
of information and a lot of people who
knew the answers to other people’s
questions about recreational drugs. We
could help get accurate information out,”
she says.
The site works, and has saved lives.
“We receive on average two messages a
week from people who explicitly tell us:
‘Erowid saved my life,’” says Fire.
A recent example proves her case.
“Late last year, there was a batch of
a research chemical called BromoDragonfly that was mislabeled and sold
online as 2C-B-Fly, a related but much
less potent chemical. Several people died
as a result of this mislabeling. News of
these deaths was quickly disseminated
through Erowid and other boards such as
Bluelight.
“We were then contacted by an
individual who said that he had ingested
material from a batch of 2C-B-Fly and

had started having a difficult time. He
looked up information online and came
across the Erowid warning messages. He
then joined Bluelight, received additional
warning and ended up getting himself to
the hospital. In the end he was all right.
We received several other messages from
people who said they had also received
the mislabeled batch and had thrown the
material away after reading Erowid.”
The site gets 12 million visitors a
year, about 45 per cent of whom are
aged 18-22, 16 per cent or so are high
school aged (15-17), and another 16 per
cent are aged 23-29. Submissions are
posted anonymously, and Erowid takes
technical steps to ensure users’ identity
is protected.

ON URBAN75, WE GIVE
HONEST ADVICE, LIKE
AN OLDER BROTHER
WHO’S BEEN THERE,
DONE THAT
Fire’s motivation is the same as
Slocombe’s: to interject with honest,
functional advice – an alternative to the
politicised, official line.
“The political pressures of the war
on drugs tend to create a lot of bad
data, and we believe that accuracy and
integrity in publishing information about
psychoactives will lead to healthier and
more balanced choices and behaviours,”
she says.
Bluelight is a stranger beast
altogether. Some of its sections flirt with
a more anarchic and wild approach to
drug taking, while other sub-fora are
mindbendingly technical and geekedout. Its ethos is harm reduction, and it
pursues this aim by hosting informed,
non-judgmental discussions.
Many posters share their
encyclopedic, often professional or
academic knowledge freely, collaborating
to advance knowledge of harmful
combinations of drugs, or dangerous
metabolic processes that the body exerts
on drugs. Meanwhile, expertise is also
drawn upon to advance knowledge of
what combinations of drugs lead to
better or more intense experiences.
One poster there, known as Vecktor,
has identified a possible metabolite
of mephedrone which they say is
cardiotoxic, and fears it will have health
impacts on users for many years to
come.
A Bluelight moderator, Kevin, offers
an unflinching analysis of why people
take drugs. “All drug use is for the most
part an expression of self-destruction,”
he says.

He’s also clear on why official services
can only ever fail to achieve their goals.
“Bluelight gets the information across
in a more credible way. The Frank ads are
a joke. It has a very authoritarian stance.
They present the information in a way
that claims there’s no other truth than
what they say. People don’t accept that
these days. Frank attempts to be funny,
and it doesn’t come off as real, it just
seems forced. People don’t take Frank
seriously, it’s the official tone that’s the
problem,” he says.
But a Talk to Frank spokesperson
says the site has been successful in
striking a chord with young drug users.
“Independent research shows that 81
per cent of 11-18 year olds trust the site
to provide them with balanced, reliable
information. Interactions with Frank
continue to grow each year and young
people tell us that they value the help
that Frank provides.”
Bluelight’s sister site, Pillreports, is
a searchable database of tablets sold
worldwide as ecstasy. Fred, a 30-yearold London-based artist, told Druglink
he uses the site to make sure his dealer
is selling genuine MDMA tablets, rather
than the inferior piperazines that have
predominated in the UK black market for
over a year.
“Before seeing Pillreports, I never
knew what a Marquis reagent test was.
Now, I use the test kit [which uses drops
of a chemical that turns black on contact
with MDMA] on all pills. If the reagent
doesn’t go black, then I throw them away
– or don’t buy them.”
Twenty years after the rise of Acid
House demonstrated that an entire
generation of young people were
enthusiastically ignoring government
advice and consuming drugs in
unprecedented quantities, a growing
supply of harm reduction advice is now
available.
Sites like Urban75, Erowid and
Bluelight are not the only credible
alternatives to Talk to Frank. Several drug
charities, such as Release, Addaction
and DrugScope have their own well-read
and independent information sources,
which aim to inform users – and other
interested parties – without condemning
them.
It may not be politically palatable, but
today, drug users know more about their
topic than the government, and to many
people, alternative sites seem better
equipped to handle health problems
than official helplines.
As with many complex isues, the
more information we have, and the
more sources of advice can be tapped
into and weighed-up, the better
informed we can be.
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Not for turning?
Tory MP Iain Duncan Smith’s description of methadone as “a fatalistic,
short-term, and damaging approach to drug and alcohol addiction”
signalled a growing mistrust of the pragmatic harm reduction
measures introduced by Margaret Thatcher in the 1980s. Paul Hayes
and Annette Dale-Perera look back at the politics of treatment.
What could turn out to be one of the
closest run general elections in decades is
virtually upon us. Speculation in the drugs
field about a future government’s direction
on drug treatment is rife. With the
economy and the public finances naturally
centre stage, the major parties have
signalled intent on drug policy, without
having to tie themselves into a plan made
on the election campaign trail. So what
can we learn from how current policy
has been developed that may point us to
where it could go in 2010 and beyond?
If we took our source as Kathy Gyngell,
researcher at the Centre for Policy
Studies, she would have us believe that
‘harm reduction’ was invented, out of the
ether, in 1997 by New Labour. The truth is
much more complex than that, as anyone
in the drugs field knows.
Harm reduction policies in Britain
arose from a unique set of circumstances
facing the Thatcher government. Mass
youth unemployment and very significant
hopelessness amongst a generation
collided with the start of the HIV/AIDS
epidemic and geopolitical changes that
brought cheap, smokeable heroin into
Britain by the bucket load. Heroin use
went through the roof, particularly in
Liverpool, Manchester and London, with
thousands of users graduating from
smoking to injecting. In some cases, we
are still living with the consequences of
a heroin epidemic that took a grip more
than 20 years ago.
A pivotal moment for determining the
treatment response was the publication
of the ACMD’s report in 1988, which
declared that the spread of HIV/AIDS
was a bigger threat to public health than
drug misuse. The crisis was genuine, and
the response from the then Conservative
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government was swift, decisive and
politically brave. Alongside the bold public
health campaign to contain the AIDS/HIV
epidemic, Norman Fowler, then Secretary
of State for Health, led the introduction
of needle exchanges into communities in
1986 to allow heroin injectors to get clean
needles and syringes and to encourage
safer injecting practices.

THE CRISIS WAS
GENUINE, AND THE
RESPONSE FROM THE
THEN CONSERVATIVE
GOVERNMENT WAS
SWIFT, DECISIVE AND
POLITICALLY BRAVE
At the time, the main treatment available
took the form of drug dependency
units, based at some city hospitals,
which focused almost exclusively on
short-term detoxification, plus a limited
number of residential rehabilitation
places. The Conservatives decided to
greatly expand and improve community
provision to tackle the growing numbers
of heroin addicts, most significantly in
1989 when a Central Funding Initiative
released Department of Health money to
health authorities to set up community
drug teams and needle exchange
services. Prescribing practice also began
to shift in response to the emerging
evidence about the effectiveness of
maintenance prescribing.
By the mid-1990s, the sense of crisis
was beginning to abate as the harm
reduction approach had kept HIV/AIDs

rates low amongst injecting drug users.
However, drugs now represented a
formidable problem as heroin use spread
and crack use began to emerge.
The need for treatment was spiralling,
with around 25,000 users in drug
treatment in the six months to September
1996, 48 per cent higher than the
equivalent period three years before. In
1995 the first cross-government strategy,
‘Tackling Drugs Together’, established
the partnership approach through the
creation of Drug Action Teams.
The findings of the government’s
‘Task Force to Review Services for Drug
Misusers’ in 1996, commissioned by then
Health Minister Brian Mawhinney – who
was dubious about the appropriateness
of substitute prescribing and favoured
abstinence-based approaches – was
instrumental in shaping future policy.
With access to the growing body of
evidence available to clinical and academic
experts treating drug addiction, the review
concluded that “drug treatment works”.
Hard evidence included the findings of
a National Treatment Outcome Research
Study, commissioned by the Task Force,
which also found treatment to be cost
effective: saving £3 for every £1 invested.
John Major’s government adopted the
Task Force’s findings, including an
expansion of evidence-based treatment,
and in March 1997 issued guidance to
health authorities advising them to
ensure prescribing treatment, including
methadone maintenance, was available
to drug misusers.
By the election of the Blair
government, the scene was set for the
scoping of the future treatment system
under the new drugs czar. However it
wasn’t until Labour’s second term in

Give her a big hand: DJ Kenny
Everett, who died of AIDS, was a
supporter of Margaret Thatcher’s
public health policies to combat
the spread of HIV/AIDS

government, when additional money was
freed up, that the agenda developed by
the Major government and built on by
the new drug strategy ‘Tackling Drugs to
Build a Better Britain 1998’ could be fully
realised. The need for decisive action was
starkly apparent in homes, communities,
prisons and GP’s surgeries across the
country. However, left to their own
devices, health and local authorities had
never – and were not about to – prioritise
this marginalised client group.
In 2001, the demand for action was
met with the crucial elements for
delivery: political leadership, funding, and
structure. To overcome the difficulties of
delivering a cross-cutting agenda where
the cost benefits of a policy is a reduction
in crime delivered through health
services, the Blair government drew
together funds into the Pooled Treatment
Budget and charged a new agency with
delivering mass availability of drug
treatment in England.
The National Treatment Agency for
Substance Misuse (NTA) agenda was
set by the Audit Commission’s damning
2002 report, Changing Habits. It reported
that users struggled to be treated, twothirds of GPs did not have easy access to
specialist services, drop out rates were
high and provision patchy, with long

waiting lists, then averaging nine weeks.
The aim to rapidly double the numbers
in drug treatment from a base of an
estimated 85,000 was ambitious.
Drug Misuse 2004, the Audit
Commission’s follow-up report, declared
that “impressive progress” had been
made. Today there are 210,000 drug users
getting help for their addiction every year,
the average wait to start treatment is
less than a week and most users stay in
treatment long enough to benefit.
By 2005 the National Treatment
Effectiveness Strategy acknowledged
that access to drug treatment had greatly
improved: but having put the building
blocks in place, getting more users into
treatment was a job half done. Whilst
many benefited from initial stabilisation
in treatment, there had not been the
same focus on getting users through
treatment to overcome their addiction
as there had been on making sure they
could get into treatment in the first place.
The drug treatment system,
having been born out of political and
expert consensus, and having made
significant progress, then came under
sustained attack in 2007 for not ‘curing’
enough people from heroin addiction.
This sparked an ‘abstinence versus
maintenance’ civil war in the sector,

reflected in the wider political and
media debate. Thankfully this has abated
somewhat. Partly in recognition that in
difficult financial times ahead, lack of
cohesion in the sector risks unraveling
the achievements of the past few years,
but also because the majority of people in
the drugs field are supportive of a fusing
of the two: a recovery-orientated agenda
which promotes a balanced, evidencebased treatment system able to respond
to service users’ aspirations.
What does this mean for informing
future policy? Firstly, we need to remind
ourselves how far we’ve come. Not just
the improvements to treatment in more
recent years which provide a readily
accessible gateway to initiate recovery
from drug addiction, but from the dark
days of the late 1980s when the lives
of thousands of young adults and their
families were devastated.
Heroin addiction remains a significant
problem, and the growth of polydrug,
stimulant and alcohol misuse present
new problems, however the decline in
young people presenting to treatment for
heroin addiction is grounds for cautious
optimism. Second, it demonstrates
that at the critical junctures, the role of
‘experts’ and evidence-based policy is
absolutely central. The time is ripe now
for political leadership to consolidate
the achievements of the last 20 years,
support the increasing consensus
towards recovery-orientated treatment,
and lead the reintegration of drug users
into their communities.
We can and should expect people to
get better from addiction, but this will
not be delivered on a mass scale by any
‘silver bullet’ treatment – it will come
from systematically linking treatment,
which can initiate recovery, to the wider
services and communities necessary
to consolidate and sustain recovery,
including jobs, housing, training, mutual
aid and family support.
Finally, a skip through the recent
history shows that politicians have
acted pragmatically in response to
events. Looking for an ideological split
between the parties may do less to
inform us than recognising that over the
years, policy has been shaped by events,
evidence, and professionals’ experience
rather more than politics, and for this
we should be grateful. 		

n Paul Hayes is Chief Executive,
National Treatment Agency for
Substance Misuse (NTA). Annette DalePerera is Strategic Director of Addiction
and Offender Care at Central and North
West London Mental Health Trust and
former NTA Director of Quality
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GENERAL ELECTION

GRAPE BRITAIN
Politicians are happy to talk tough on binge-drinking
yobs and yobettes as election day approaches. But
when it comes to addressing the pernicious problem
of the middle classes over-dosing on wine, they bottle
it. By Ian Gilmore

Last year saw significant steps forward in
the public perception of alcohol-related
harm and a shift in the debate around
alcohol policy. Barely a week goes by
without new headlines about ‘binge
drinking teens’ or a TV documentary
on the effects of drunken behaviour on
our emergency services. By now, hardly
anyone can be unaware that drinking
too much is bad for their health, and can
lead to all kinds of consequences such as
liver disease, violence, sexual assault and
drunk driving.
Yet despite all the headlines, people
continue to drink beyond safe levels on a
weekly basis; that is, more than 14 units
of alcohol for women and 21 units for
men. This shows how deeply ingrained
the alcohol culture is in our society – no
social occasion can pass by without
being celebrated by alcohol, much of the
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action in our soap operas occurs in pubs
and bars, and we are bombarded with
advertising, offers of cheap drink and
the general social acceptability of our
favourite drug.
As a result of the public perception
that the danger and harm related to
alcohol only comes from binge drinking,
it has been easy for UK governments
and political parties to largely ignore
a problem of a more pernicious kind.
Hundreds of thousands of people – the
silent majority – are in their own homes,
quietly opening a bottle of wine each
evening and over the week unknowingly
drinking well over the recommended
limits, storing up problems for the
future.
In the run up to the general election,
tackling these wider causes of alcohol
harm are politically unpalatable. The

Prime Minister openly squashed the
Chief Medical Officer’s support for a
minimum unit price for alcohol, saying:
“We don’t want the responsible, sensible
majority of moderate drinkers to have
to pay more or suffer because of the
excesses of a small minority.”
Evidence from the Sheffield
University study of alcohol policy
interventions shows that, in fact, people
drinking inside the recommended
safe limits would be little affected
by the introduction of a minimum
price of 50p per unit. Indeed if the
discounts currently applied to alcohol
in supermarkets were transferred to
other items in the weekly grocery basket,
the moderate drinker might be even
better off. However, the study, which
was commissioned by the Department
of Health, has not been acted on despite

demonstrating the potential for a
minimum unit price to cut down on
levels of harmful drinking. It estimated
that a minimum price of 50p per unit of
alcohol would lead to over 3,000 fewer
deaths, 97,900 fewer hospital admissions
and 10,300 fewer violent crimes in
England per year.
Another area which receives less
media attention is access to alcohol
treatment services. Brief interventions
are a quick and effective means of
engaging with large numbers of drinkers
who are not severely dependent, but
are still harming their health. There is
a benefit in about one of every eight
patients receiving the intervention,
which compares well with many more
expensive and established treatments
in other areas. It is also possible that the
effects spread into the wider community,
promoting a deeper cultural behavioural
change. However, it is almost universally
understood that belts will have to be
tightened across the NHS, leading people
to wonder where the funding for rolling
out services more widely will come from.
A positive sign is that all the main
political parties recognise that alcohol
harm needs to be addressed and have
policies which do this, to various
degrees. The government has brought
forward plans for a mandatory code
on alcohol retailing, which includes
measures to ban drinks promotions
that encourage irresponsible drinking
and aims to help drinkers make healthy
choices. It also continues to push
forward with public health campaigns
about the dangers of drinking. The other
devolved UK nations also show signs of
serious intervention through regulation,
particularly in Scotland where there
are attempts to pass an act to allow a
minimum unit price.
The Conservatives have rejected
calls for a minimum price on the same
grounds as Gordon Brown that it would
be unfair to moderate drinkers, but have
talked about banning supermarkets and
other retailers from selling alcohol below
cost price to help tackle the ‘pre-loading’
trend – young people and binge drinkers
consuming cheap alcohol at home before
going to town centres. Other proposals
include raising taxes on alcopops and
super strength beers and cider and a
much tougher licensing regime. Local
councils and the police will be given
new powers to restrict the large number
of late licences awarded to shops,
takeaways and other venues.
The Liberal Democrats have been in
favour of minimum pricing since 2008,
and have repeatedly called for the end
to alcohol being sold at ‘pocket money

prices’. There is, however, a split, as
the Scottish Lib Dems have come out
against minimum pricing. They argue
that the 2008 Scottish Health Survey
shows that minimum pricing will not
address the challenge of problem levels
of drinking by women in particular. The
influence of large whisky manufacturers
in key Lib Dem constituencies cannot be
insignificant or ignored. The industry has
considerable sway with all parties.
While price and availability of alcohol
are key drivers of consumption and it
is welcome that politicians are at least
taking note of this, other factors that are
also crucial to affecting behaviour, such
as marketing and advertising, do not
receive the same attention.

HUNDREDS OF
THOUSANDS OF PEOPLE
– THE SILENT MAJORITY
– ARE IN THEIR OWN
HOMES, QUIETLY
OPENING A BOTTLE OF
WINE EACH EVENING,
STORING UP PROBLEMS
FOR THE FUTURE.
In 1998 a voluntary agreement was
reached between the drinks industry
and the government to introduce unit
labelling on all products. In 2007 the
drinks industry made further promises
to improve alcohol labelling but recent
research shows that many producers
are falling short of their corporate
social responsibility pledges. Only four
per cent of products reviewed carried
all five elements that make up the
industry best practice label; only 18 per
cent of products carried information
about sensible drinking levels and 56
per cent carried unit information. The
government is now planning to make
the code mandatory, but this is opposed
by the Conservatives and it is not clear
whether it will be possible to push new
regulations through in the lifetime of
this parliament.
The promotion of alcohol to children
and young people is prohibited, but the
Health Select Committee has recently
demonstrated with internal industry
documents that these rules are being
flaunted. There are calls from alcohol
groups to ban alcohol advertising
altogether, but other policy options
that could be considered include the
introduction of an ‘end-frame’ of
alcohol health information comprising

one-sixth of air time or press space
attached to all alcohol advertising; a ban
on alcohol advertising (either branded
or supermarket) from 6am through to
9pm regardless of the predicted age
of audience of a programme; and a
major review of the voluntary broadcast
advertising code to better protect young
people.
The period following the election
may offer new opportunities. If any
party manages to gain an overall
majority, they may be able to push
forward in areas deemed ‘no go’ during
an election. A recent article in the Daily
Telegraph reported that the current
health secretary, Andy Burnham, was
in favour of minimum pricing, quoting
him as saying ‘the mood has changed’
and that Labour in government had
‘never shrunk from taking tough
public health decisions and … are not
going to start now’. The following day,
the paper published a letter from Mr
Burnham rolling back his position.
While disappointing in the short term,
this indicates that post-election Labour,
either in government or in opposition,
may be more willing to come back to
minimum pricing with a more measured
approach. This would echo the action
taken by the Scottish National Party,
which has been able to bring forward
plans for minimum pricing in the
Scottish Parliament as their next
elections are not until 2011.
Whoever forms the next government,
the debate must move beyond binge
drinking and antisocial behaviour.
We can no longer ignore the many
millions of people in the UK who are
quietly over-consuming cheap, readily
available and heavily promoted alcohol,
slowly developing major problems
for themselves and the NHS for the
future. A shift is needed to focus on the
health of the whole population, looking
more closely at the huge burden of
dependence, damage to third parties
(‘passive drinking’ or ‘collateral damage’)
and the social and economic costs of
alcohol misuse. And a bigger more
public conversation is needed about our
attitudes to alcohol as a society.
Like obesity and smoking, alcohol is
a major public health issue. It requires
strong public policy measures on price
and the availability of alcohol, better
commissioning of treatment services,
underpinned with greater investment in
prevention.

n Professor Ian Gilmore is President,
Royal College of Physicians and Chair of
the Alcohol Health Alliance UK.
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YOUNG PEOPLE SPECIAL

Adapt and survive
To mark the publication of DrugScope’s report on young
people’s drug treatment, Druglink gathered together a group
of experts involved in the delivery of young people’s services
to share their experiences and concerns, take stock of recent
developments and look to the future. By Marcus Roberts
Cigarettes, caffeine and computer
games
In September 2009, Druglink’s annual
Street Drugs Trend Survey found
that “younger, recreational users are
now swapping or combining cocaine,
ketamine, GHB, ecstasy, cannabis and
alcohol on a night out.” The last issue
of Druglink reported on the emergence
of legal highs, such as mephedrone.
We asked whether this corresponded
to the experiences of the roundtable
participants. “If you’re talking about
legal highs,” commented Daniel, “what
about tobacco? It is so damaging, and it
really is a gateway to other drugs in my
experience.”
“And caffeine,” added Dennis. “Some
of these caffeine products – the new
‘shots’ that they conveniently sell at
child height in newsagents – have
extraordinary levels and concentrations
of caffeine.” Caffeine shots can be part
of the polydrug picture too with “some
young kids taking vast amounts of
caffeine, and mixing that with alcohol
and other drugs.”
And the picture is complicated by
other dependent behaviours, according
to Nell: “We are also getting enquiries
for computer games – for ‘addiction’ to
games – sometimes smoking skunk and
playing games all night.”
“Some groups of young people will
bang up anything put in front of them,”
commented Daniel, “and when it’s all
mixed up, it is so complex”.
“I can identify with that,” added
another contributor. “We are working
with one young person who is using
mephedrone, BZP, cannabis and solvents
and who is depressed too. We are
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Round the table
Dennis Ball, Team Manager, Sorted
(Young People’s Drug and Alcohol
Team), Hillingdon, Middlesex
Rachel Bundock, Area Director
(Midlands), Compass
Nell Blane, Substance Misuse
Manager, Young People’s Drug and
Alcohol Support, Children’s Services
and Culture, London Borough of
Richmond
Ian Macdonald, Health Promotion
Practitioner, Camden PCT
Janice Horseman, Young Person’s
Lead, Addaction
Daniel Wheeler, Young Person’s
Team Leader, Kaleidoscope Project,
Surrey
working with mental health services
looking at what anti-depressant we
might prescribe, and we don’t know
what contribution the drugs are making
to the depression. We know so little
about all the different interactions. It’s a
minefield.”
“We feel more confident in our
medical and clinical knowledge when
we are working with drugs that we
know,” explained Dennis, who has 30
years experience of young people’s work.
“These new drugs are big mysteries –
there isn’t the research to make us feel
confident.”
But a detailed knowledge of the
pharmacology of drugs was not felt to
be crucial to working effectively with
young people. “If the purpose of your

treatment is to solve a chemical problem
then the chemical knowledge is the big
thing,” said Dennis. “But if you’re asking
why that young person is using drugs
and addressing that context, then the
chemistry is not so important.”

It’s not all about treatment
So what constitutes a ‘drug or alcohol
problem’ for a young person? As
DrugScope’s new report argues it is
rarely the sort of chemical dependency
experienced by clients in adult services.
“On the distinction between problematic
and recreational use,” argued Rachel, “we
make a judgement on the basis of an
individual’s needs and circumstances.
Age and maturity is important. You deal
with a 10 or 11-year-old who is smoking
cannabis or drinking very differently to a
16 or 17-year-old with the same pattern
of use, because then it’s more part of a
normal adolescent development.”
Janice, who often works in the
criminal justice system, acknowledged
that many young people in specialist
services do not have exceptionally serious
substance misuse problems; it is the
impact of drugs and alcohol on other
areas of their lives – such as truanting
from school or offending – that is the
issue. She recognised a dilemma here:
“Part of me says if we are constructing
services that are more holistic and
integrated and are working with young
people with a lot of problems in their
lives, it’s not very important what door
they come in through. But I do worry a
bit about hanging that label of ‘having a
drug problem’ on them when it’s a much
more complicated picture, and what the
repercussions of that could be.”

Varied menu: “young people will bang up
anything put in front of them”

Others questioned the use of the
term ‘treatment’, which has medical
overtones, and is not necessarily the
best word to describe a lot of what
actually goes on in services, which is
often more like youth and social work.
Dennis joked that “we’ve got to a point
where if someone was to walk in and
say ‘I want to take a group of kids up to
the Welsh mountains to do canoeing
or environmental work or something,
because I’m pretty confident I can make
more progress with them like that than
sitting in this building with them’, the
response is ‘well, where is your evidencebase for that’, as if it was some sort of
narrow, medical thing.”
“At the moment, there is not
enough space for local ownership
and collaboration, because it’s about
implementing national priorities handed
down by Department of Health,” said
Rachel. “It can be a very specialist,
medical view of things that is imposed
centrally, and that doesn’t always fit

with the commitment to linking up with
children’s services locally.”

Rage against the machine
Frontline services getting frustrated
with ‘red tape’ and ‘paperwork’,
while agreeing that they need to be
accountable for the public money they
spend, is an old story. But how would
our roundtable group strike the balance
between flexibility and accountability if
it was up to them?
“We need systems that start from
where young people are,” agreed Daniel.
“For example, someone says ‘I want to
be fitter for football’ – and we start with
that. He hasn’t come in because he wants
to stop smoking weed but because he
wants to play football and that enables us
to work with him on the drug issue too.
But let’s talk to him about outcomes that
matter to him and about how to evaluate
the distance travelled. That personal
approach could be the basis for getting

funding and deciding outcomes, not how
many people stop using drugs.”
“I’ve got no problems with agreeing
outcomes and proving that you’ve
delivered them,” continued one of the
contributors. “But we’ve got to a point
where everything is about ticking
boxes. For example, we’re not funded
for alcohol problems. So we do what
everybody does. A kid comes in who has
a problem with drinking, we ask him ‘do
you take drugs’, he says ‘no’, so it’s ‘have
you ever smoked cannabis’, and he says
‘once, a couple of years ago’. So that’s
the box ticked, and we’ve got him into
a service. But it’s a complete nonsense
really – we have to play the system to do
the work.”
“I agree that there is a risk that you
are working the system first and with
the young person second,” commented
one contributor. “An example is the
incentives to push young people towards
structured, long-term treatment (socalled ‘Tier 3’) to tick the boxes and get
MARCH/APRIL 2010 DRUGLINK | 13

College of Medical and Dental Sciences

Treatment of Substance Misuse
– MSc/PG Dip/PG Cert

Do you work in a drug or alcohol treatment setting?
Would you like to improve your knowledge and skills and gain a qualification?
This course is one of the first of its kind in the west
midlands region and is structured around the key
elements of the National Treatment Agency’s Treatment
Effectiveness Strategy. Incorporating a range of
evidence-based approaches it will equip you with broad
clinical skills and knowledge of the problems that you
are managing. This course will also provide you with
an innovative and comprehensive framework for
delivering medical and psychological treatments.
The focus of the teaching will be on clinical practice,
and the modules include:
n Introduction to substance misuse
n Assessment, case management and harm reduction
n Building motivation for treatment
n Changing addictive behaviours
n Rehabilitation and aftercare
n Research methodology

www.mds.bham.ac.uk/treatment

You can study this three year, part-time course in full to
gain an MSc qualification, or in part to gain a Postgraduate
Certificate or Postgraduate Diploma. You can also take
most modules on a stand alone basis.
Entry requirements
You will need to have an undergraduate degree and
experience of working with the relevant client group.
Professional qualifications and work experience may
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Learn more
For more information including full details of all modules,
fees, application deadlines and how to apply, as well
as access to our on-line application form, please visit
our website www.mds.bham.ac.uk/treatment.
Alternatively contact Susan Hartland on 0121 301 2355
or by email at treatment@contacts.bham.ac.uk or
Dr Ed Day by email at e.j.day@bham.ac.uk.

neglected consideration – it is often
what might appear to commissioners
as the ‘optional extras’ that are the key
to engaging young people with services.
As Rachel explained: “In the adult
services the initial pull to hook people
into services can be things like needle
exchange and prescriptions … In young
people’s services, you need pulls too and
if you take out the youth work and all the
extras, what are you left with to attract
young people? What you are left with is
being even more dependent on the rest of
the world to find those young people for
you and to push them into your service.”

THE STRUCTURES AND
SYSTEMS WITHIN WHICH
THEY ARE WORKING ARE
TOO RIGID TO ADAPT TO A
CHANGING LANDSCAPE

the funding, because that’s where a lot
of the impetus and investment is at. But
a lot of young people don’t want that
and they aren’t ready for it. They want
brief, low intensity help and it’s a lot
harder to show outcomes and get credit
for that work.” It was commented that
there sometimes seemed to be a tension
at the heart of current policy, with NTA
targets focussed on getting young people
into specialised treatment services, while
the Every Child Matters agenda put the
emphasis on early intervention.

Cuts and the future
Some regions will be experiencing cuts to
their young people’s treatment budgets
as a result of the new funding formula
that is being applied by the National
Treatment Agency and the Department
for Children, Schools and Families. On

the face of it, the new funding formula
is a sensible way of addressing historical
anomalies and will better reflect local
need, because it is based on the numbers
of young people in a locality and levels
of deprivation. But all the participants at
our roundtable expressed concerns about
its impact and the funding situation in
general.
“We’re facing cuts that appear to
be quite random in some places,” said
Janice. “We have a project that works
intensively with young people and has
shown that it can deliver enormous
benefits, and now that is at risk, because
they want to cut the youth participation
worker,” she explained, adding: “I guess
he is seen as a bit of a luxury extra, but
his work on participation is critical to the
way the service works and the quality of
the outcomes.”
This was seen as a critical and

It was also suggested that the new
funding formula was not well adapted to
shifting patterns of drug use. “It takes a
very traditional view of where problematic
substance misuse may derive from
doesn’t it? And our earlier discussion
about ‘legal highs’ throws that right up
into the air. Yes, deprivation should be
one of the key determining factors, but it
certainly shouldn’t be the only one.”
One contributor, expecting to see their
budget for young people’s treatment cut
by almost half in the next two years,
took up this theme: “We’re a relatively
affluent area, with only small pockets
of deprivation, so we are one of the big
losers in all this. It’s class-ist if you ask
me. We work with kids from deprived
areas, but we work with a lot of affluent
young people too. Some of their cocaine
problems are immense. We see middle
class kids who have been using five or six
grams of coke a day.”
Above all, what came across from
the discussion was that this is a time of
change and uncertainty. New patterns of
drug use are posing new challenges for
those working with young people. But
they believe the structures and systems
within which they are working are too
rigid to adapt to a changing landscape
and to support a genuinely child-centred
and joined up approach on the ground.
In addition, they are fearful about the
impact of cuts in public expenditure,
and of local cuts in areas that have lost
out following changes in the way that
funding is allocated.
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YOUNG PEOPLE SPECIAL

Dealing
with it
For most young people who develop
drug problems, substance misuse is
a symptom, rather than a cause, of a
troubled life. By Sam Hart
Most young people don’t use illegal
drugs at all. The majority of those that
do steer clear of harder drugs, using
mostly cannabis and alcohol. Although
the number of young people accessing
specialist drug services has risen to 25,000
a year, only a small minority of under-25s
are classified as problem drug users.
But this does not mean that those
using the drugs are themselves problemfree. A new DrugScope report – Young
People’s Drug and Alcohol Treatment at the
Crossroads – has highlighted that for most
young people accessing services, drug
use is just one of a cluster of other issues
such as mental health, lack of training
and education and involvement with
the criminal justice system. It is more a
symptom of their chaotic lifestyles than
an isolated problem.
Sol, a 22-year-old market trader from
south London – one of a dozen under25s interviewed for the report – says: “I
see drugs as a way of life. People not in
employment sell drugs, people with bad
experiences of life use drugs. Everyone
around me sells drugs or uses drugs.”
While there are certainly exceptions
to the rule, many of the interviewees
saw drugs as an extension of their
environment, a notion also recognised
by those working with young drug users.
“With most of the young people we see in
our services – everyone they know is using
drugs or involved with drugs, and they
all have similar values,” said one drugs
worker from the Midlands. “That’s the
world they know. Those who move on with
their lives can be invisible to them – they
don’t have those kinds of role models.”
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And the young people interviewed
for the report said that it was not drugs
but other issues such as housing,
employment or emotional problems that
had initially prompted them to seek help.
For example, Leigh, 20, first accessed
local authority services when she was 14
for help with education. “They push you
to try and achieve higher and if you’re out
of college, they try and find you a college
placement and try and help you look for
jobs and stuff and give you information
on that,” she explains.
Jay needed help coping with
relationships: “I was having some issues
with a…previous relationship and I
needed some counselling and some anger
management and that helped me a lot.”
While young people may not see the
drug use itself as a major problem, they
do recognise it as an obstacle to reaching
their goals. “Most young people see
cannabis as a barrier to them achieving
in education, a breakdown between
their parents and themselves. They may
not see it as big a problem as crack or
heroin, but they see it as a barrier to them
achieving something, so we do what we
can to help them,” said Jason from the
Compass Agency in Brixton.
And many young people use drugs as a
form of self-medication – a way of coping
with stress and feeling down during
difficult periods of their lives. “During
the period when my mum and dad were
breaking up it was really bad,” says an
18-year-old service user from East Ham.
“I got so depressed and I smoked weed. I
used it as an anti-depressant. Every day,
even now, if I get a bit upset, I use weed.”

But young people’s relationships with
drugs are complex, with some viewing
cannabis as part of their identity and
even a positive thing. “The only problem
I can connect with using the cannabis is
the addiction. Like need it all the time,”
says Jay, 22, from south London. “But I
don’t think it’s a problem when I use
it, the effects of it or anything. In fact I
think it helps inspire me with music and
I think that’s with a lot of people as well,
definitely so.”
Yet Jay, like the other young people
interviewed for the report, seems to
be hovering on the brink of a more
dangerous relationship with drugs. They
vented their frustration at not being able
to break the habit and were wary of being
sucked into harder drug use and the
accompanying issues of violence, crime
and mental health problems:
“The majority of people I know who
smoke wish they didn’t but it’s just a
habit now, something to look forward to
I suppose so you can wind down,” says

Sol. “The way I see it, the more you are
around a drug the more likely you are to
use it. The hard drugs I try to stay away
from, because I don’t want to get sucked
into the system as deep as that.”
Some of those interviewed, including
Sol, had known people with druginduced mental health problems:
“There is a guy I know he used to
smoke cannabis a lot – a black guy like
me – and it used to ‘turn’ him a bit, the
paranoia and stuff. People talking in
his head and stuff. One person I know,
he actually went to the Maudsley. He
was smoking skunk. It depends on the
individual – it’s in their blood I suppose.
Some people get paranoid and they end
up getting scared of their own shadow,
some people meditate and it actually
makes them think different.”
Others had seen friends killed in
drug-fuelled violence. “Some people I’ve
known since primary school have passed
away,” explained Remi – a 21-year-old
student interviewed for the report. “Their

lives have been taken over the fact that
someone’s got cannabis, a nicer, a larger
amount of cannabis. They come…in this
house and they shot him. You know what
I’m saying, they shot him dead.”

I GOT SO DEPRESSED
AND I SMOKED WEED.
I USED IT AS AN ANTIDEPRESSANT. EVERY
DAY, EVEN NOW, IF I GET
A BIT UPSET, I USE WEED
The report highlights the need for a
holistic approach for young people
rather than ‘treatment’ in the narrowest
sense and warns that drug issues cannot
be dealt with without accompanying
community investment.
It also raises concerns about young
people’s transition to adult drug services

which focus more on therapeutic and
drug-based interventions. The young
people themselves expressed worries
about becoming too old for youth
services and had strong ideas about what
kind of help they needed.
Jay says meaningful employment is
essential: “They need to give us more
jobs to keep us occupied, to keep our
heads focussed in the real world.”
Others believed that nothing
would change until their abandoned
communities were given the investment
they needed: “You do something in one
area and it will have a ripple effect. It
will definitely, definitely have a ripple
effect,” says Remi. “If you go into the
heart of the most worst areas you can
imagine and start doing something
positive, eventually it will start a ripple
effect. This place, all it needs is a nudge
in the right direction.”

n Interviews by Marcus Roberts and
Carlita McKnight
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Young people’s drug and alcohol treatment
at the crossroads: what it’s for, where it’s at
and how to make it even better
Executive summary
Dr Marcus Roberts, Director of Policy and Membership, DrugScope
drug treatment aged 18 who needs
further support – with adult services
frequently not the right place.

Key messages
Young people’s specialist drug and
alcohol treatment is ‘at a crossroads’.
There are different directions it could
take, particularly at a time of political
change, high octane public debate
and tight public finances. Against this
background, DrugScope embarked on a
consultation process in 2009 with people
working in young people’s treatment.
These are some of the things we found
out from those on the frontline.

Young people with drug problems may
be involved in drug supply and services
need to address this relationship.

Young people’s
drug and alcohol
treatment at the
crossroads

The same things that make young
people vulnerable to problems with
drug use can make them vulnerable
to involvement in the supply of drugs.
Workers need to be able to recognise
and support young people at risk
of offending and to help create exit
strategies for those who are already
involved in drug supply or gangrelated activity.

What it’s for, where it’s at and
how to make it even better

Working with young people in treatment
is not only about problem drug or alcohol
use, but multiple needs.
DrugScope
Most young people who enterPrince
specialist
Consort House
109–111 Farringdon Rd
EC1R 3BW
drug or alcohol treatment haveLondonother,
Telephone
often multiple needs, such as mental
020 7520 7550
Email
info@drugscope.org.uk
health issues, involvement with
theWeb
www.drugscope.org.uk
criminal justice system, social exclusion,
or lack of education, training or
employment opportunities.
YP at Crossroads_cov_AW2.indd 1

We need investment in community and
social regeneration as well as one-toone support.

10/2/10 10:39:18

A lot of the work done by specialist drug
and alcohol services is not ‘treatment’ in
the narrow medical sense.

Young people’s services should not be
judged by the same targets as adult
services.

Most young people who access specialist
drug and alcohol services do not need
to be prescribed substitute drugs and
very few indeed would benefit from
residential treatment. Some do not even
need structured therapy related to their
substance use. Almost all, however, need
support on other issues in their lives.
Young people’s treatment needs to be
holistic.

Subjecting young people’s services
to the same measurements as adult
services is of limited value. The client
groups are different and the systems
set up to evaluate a service user’s
progress in an adult service will often
be less inappropriate for use with
younger clients.

Work with young people and young
adults requires a wider conception of
problem drug and alcohol use.
It is clear that the drugs that cause the
most problems for young people and
young adults are cannabis and alcohol
– and that today’s younger substance
users are mixing and matching different
and new drugs. Polydrug use creates a
new challenge for services.
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A key challenge is the gap between
young people’s and adult’s services and
the issues of transition this raises.
Currently the adult and young people’s
treatment systems work with two
different notions of substance misuse
problems, different interventions,
different approaches to alcohol, different
lead departments in Government and
different targets and outcomes. This all
leads to large and often unbridgeable
gaps for someone leaving young people’s

It is important not to frame young
people’s substance misuse in
exclusively individual and therapeutic
terms and fail to invest in community
resources. Employment and meaningful
activity, decent accommodation and
access to leisure activities for young
people are all vital.

What you get is too dependent on where
you live.
Frontline workers reported services
to young people are often patchy,
with variation in funding allocations,
problems servicing rural areas and the
strength of relationships with other
children’s services all impacting on
equity of provision.

Recommendations
DrugScope has subsequently reflected
on what we have learned during
consultation with members, service
users and other stakeholders and has
developed six key recommendations for
the future direction of specialist drug
and alcohol treatment for young people

and young adults.

The Department of Health/NTA should
lead a review of the basic assumptions
and frameworks of the drug treatment
system to take account of changing
patterns of substance misuse,
particularly among young people and
young adults.
We need to review the definition of
‘problem drug use’ as the use of heroin
and crack cocaine as we move into an
era when these drugs are becoming less
common and polydrug use, including
the use of alcohol, is coming to the fore.

The Government should review
monitoring instruments such as the
British Crime Survey, and invest in
research, to ensure our policy and
services are adapting to shifting patterns
of drug and alcohol problems.
More detailed information is needed on
patterns of problematic and harmful
substance use and different user
populations to inform the development
of responsive policy and services. For
example, there is a clear information
gap around the problematic use of – and
dependency on – skunk cannabis among
young people.

A national ‘radar’ service should be
established to provide early warning of
new drug trends, enabling policy makers
and service providers to respond to them
quickly and effectively.
Patterns of substance misuse are
becoming more fluid and flexible, with
evidence to suggest that the use of new
substances like GHB/GBL, ketamine
and mephedrone are on the increase. A
bottom-up system is needed to inform
policymakers, treatment services and
mainstream services of new trends,
particularly as many new substances
will not be controlled under the Misuse
of Drugs Act.

The next Government should develop
a national policy framework for young
adult services, which could take the form
of a Green Paper. It would be helpful if
the NTA and the DCSF produced a policy
framework for 16 to 25-year-olds, with
a focus on transitional processes and
arrangements.
We would urge such a review to consider
the merits of a new type of service
platform for young adults, potentially
extending young people’s services
to encompass a wider age group, or
possibly creating a new service platform
for young people and young adults who
are developing more serious substance
use problems that do not correspond to
existing concepts of ‘problem drug use.’

Low visibility, high threshold services
should be balanced by a network of high
visibility, low threshold services working
in local communities.
We would support a feasibility study
to investigate the cost-effectiveness of
developing a new kind of ‘High Street’
drug and alcohol service, that could
offer a range of support, including harm
reduction information, assessment, brief
interventions, information about local
services and about different treatment
approaches and referral to other services
where appropriate.

With the introduction of the new funding
formula for young people’s treatment,
the DCSF and the NTA should undertake
a joint review of the availability and
quality of young people’s treatment
services, with a particular focus on local
variations.
This review should look at the impact
of different relationships between
Children’s Trusts, Drug Action Teams and
the NTA on local provision of specialist
drug and alcohol treatment services
for young people, at the role of local
commissioners, and at the outcomes that
they are commissioning young people’s
services to deliver. It should review the
effectiveness of the current mechanisms
for identifying and applying minimum
standards and the case for developing
a new national inspection regime
for young people’s substance misuse
services, possibly using the Care Quality
Commission model.
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HOUSING

Room to live
It has given Steven a vital breathing space in his bid to
shake off his homeless and drug-using past. He calls it
home. Esther Sample reports on an innovative new housing
scheme in Nottinghamshire that offers an alternative to
people looking for a way out.
“It still feels new to me,” says Steven
Hayes, of the smart flat he has called
home since moving in four months ago.
“I’ve got somewhere to be – it’s my own
place and I don’t have to be sneaking
about and begging people to stay on
couches,” says Steven. “I am happy just
staying in and watching telly. It’s very
warm – some days too warm! It is a
lovely place as you can see. I’ve been
really lucky.”
After spending three years in prison
for dealing, which funded his own
addiction, Steven came out of jail off
heroin and on methadone. He spent
three years sleeping on the streets,
in sheds and on people’s floors in
his hometown of Sutton-in-Ashfield,
one of many economically deprived
former mining communities in
Nottinghamshire.
“When I stayed with friends, because
I wasn’t dealing, wasn’t doing drugs, I
couldn’t give them anything and they
would get sick of me. It is a horrible
situation not having anywhere,”
remembers Steven. He says he could
have been someone that was “in and
out of jail just to be warm and get
three meals a day”. But didn’t re-offend
because of his own determination and “I
had my Dad there, pushing me through”.
Throughout this period of
homelessness, Steven was receiving
his methadone script through a direct
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access treatment service. Last November,
his drugs worker Michelle told him about
a new housing project that might offer
him a place.
“Within three weeks I got this place,”
says Steven, in his 30s. He now has a
high quality self-contained flat down
the road from his family, is abstinent
from illegal drugs and is reducing his
methadone script: “I do not use on top
of my script because I feel mentally
strong enough to say no to people who
recognise me and offer me drugs. And if
I have a really bad day, I can go out and
see my dad.”
Solutions is a cross-authority network
of high quality, self-contained, supported
flats and houses for recovering, adult
substance users in Nottinghamshire.
The scheme offers an alternative route
off the streets to the usual option of a
hostel – many of which contain a high
proportion of drug users. Applicants
can decide for themselves whether they
would rather live in their home area or
away from past acquaintances.
Steven decided he needed to live
within arms reach of his family, but at a
distance from those involved in drugs.
“Being on my own is better for me. I
don’t get talked into anything,” says
Steven, who says he has discovered
this from experience of prison and
homelessness.
With a more settled lifestyle, Steven

now sees his family regularly. He has a
girlfriend, who has never been involved
in drugs, with a young child. When he
is with them he says he doesn’t “talk or
think about using drugs”.
Peter Radage, Service Director at
Framework, the housing association
which runs the Solutions scheme, says
the fact the flats are high quality and
self-contained helps residents to feel
more confident, comfortable and able to
re-integrate into society.
Unlike the often basic and sometimes
squalid temporary accommodation
provided for people in the UK, the
Solutions flats are clean and modern
from the start. This, says Radage, gives
residents more pride in where they
live and an awareness that they have
something to lose if they go back to
drugs and crime.
The unique set up allows residents to
avoid the influence of other drug users,
have their own space and socialise with
friends and family on their own terms. In
hostels or shared housing, if one client
relapses, often they are evicted, or they
can influence other residents to relapse
with them. Radage suggests that the
Solutions model works because “with
self-contained accommodation you can
tailor your response to relapse much
more sensitively”.
Although some clients, like Steven,
opt to just see family and friends, others

Home sweet home: Steven in his
fully kitted-out kitchen at his flat in
Sutton-in-Ashfield

I FEEL MENTALLY
STRONG ENOUGH TO
SAY NO TO PEOPLE
WHO RECOGNISE ME
AND OFFER ME DRUGS.
AND IF I HAVE A REALLY
BAD DAY, I CAN GO OUT
AND SEE MY DAD.

choose to form friendships with other
residents. There are regular residents’
meetings for those who are interested in
getting involved.
“This is not residential rehab or a
drug-free community,” says Radage. “I
do not buy into the idea of drug-free
communities. Our tenants could walk
out their front door and make a decision
to use drugs or not. I don’t think it is
right to develop an artificial construct,
because ultimately people are going to
have to live in their community.”
The scheme has been set up over
the last two years by Nottinghamshire
DAAT and a partnership involving the
PCT, Supporting People Team, Regional
NTA and local housing and support
provider Framework. In 2006, the DAAT

successfully bid for a Department of
Health grant of £600,000 to fund 24
units of supported accommodation
and in 2007-08 the project secured an
additional £210,000 from the Homes
and Communities Agency (formerly
the Housing Corporation) to fund the
development of a further seven units.
An external evaluation of the scheme,
carried out by Perpetuity Research and
seen by Druglink, is due to be published
later this month. It concluded: “There is
evidence from this small scale evaluation
to demonstrate that the scheme is
having a positive impact on the lives of
recovering drug and alcohol users.
“Although the numbers in the
evaluation are too few to quantify the
impact on residents, clearly the scheme
has provided residents with good quality,
stable accommodation. Residents have
regained contact with loved ones, reestablished relationships with children
and accessed education, training and
employment opportunities.”
The evaluation found that a possible
downside of the Solutions model was
that there is no way of enforcing tenants’
engagement with treatment. Instead, the
scheme relies heavily on ‘assessment
processes’ to ensure that applicants are
addressing their substance misuse.
In hostels, managers have the power
to add a clause into an individual’s
licence that they will address their drug
use. Legally this clause cannot be built
into a tenancy agreement. If a client
does relapse, then support workers and
drugs workers would provide increased
support to help residents get back on
track. If this is unsuccessful, and the
illegal drug use is causing behaviour that
contradicts their tenancy agreement,
then a process would begin to move the
resident into other accommodation, such
as a nearby hostel. But Nottinghamshire
DAAT project manager Paul Pearson
admitted that they would be
“undermining one of the main purposes
of the scheme if we were turfing people
out to homelessness”.
Although tenants can only stay in
their flats for up to two years, Framework
provides support to find next-step
housing and also have a floating
support service that clients can access
if required. And the outlook is good for
Steven. Of the people who have moved
out of the Solutions service, so far 80 per
cent have done so in a planned way.

More information about Solutions can
be found at: http://www.frameworkha.
org/pages/solutions.html
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David and Goliath
Professor David Nutt, Head of Neuropsychopharmacology at
Imperial College, London was famously sacked as chairman of the
government’s Advisory Council on the Misuse of Drugs (ACMD)
last October. He now heads up the newly established Independent
Scientific Committee on Drugs (ISCD), which is being managed by
the Centre for Crime and Justice Studies. He tells Jeremy Sare how
he is finished dwelling on the past and why the ISCD will become
the first port of call for drug advice.
The ISCD membership of 26 seems to
have coalesced very quickly. How did
this come about?
“Most came to me. They’re all scientists,
no real policy people. So don’t expect us
to come up with policy statements. We
have two experts for every level of drug
science; psychology, forensic science,
chemistry, neuroscience, addiction
treatment, epidemiology and social
science. We’ve got all the bases covered
and with back up.”

Who does the Committee exist for?
“Our audience is the public and that also
includes the media, the politicians and
other scientists. We want to be the first
port of call for anyone wanting to know
about drugs whether for the full analysis
or just general information. There is still
a huge need for an independent body to
be delivering scientific-based advice on
the true harms of drugs. And that’s all
psychoactive drugs whether controlled
or legally available.”

What is the Committee doing at the
moment?
“At the Committee’s first meeting in
January, the members established
four work programmes on cognition
enhancers (smart drugs); ketamine; an
improved harm assessment system
and multi-layered decision-making on
risks. Each programme has its own small
research team.
“The ketamine and cognitive
enhancers programmes should be
complete by the end of the year. We
did the original ACMD ketamine study
in 2004 when use was low. Now it’s big
business and there is growing concern
about links to serious bladder problems
because of the toxicity of ketamine.”
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What plans are in place for engaging
with the public?
“We want to be very strong on education:
the information needs to be written in
accessible language. Much of it will be
web-based, aimed at young people. And
we already have quite a presence on
Facebook.
“We’re launching our website (www.
drugscience.co.uk) in early April and for
starters it will contain a kind of slideshow
presentation on mephedrone. People
don’t really know about the science and
harms of this drug so we really need to
get that information out there, it’s really
urgent.”

But TalktoFrank is a big resource for
drugs information already.
“We would complement the Frank
material, some of it is quite good. But
schools need a lot more information, it’s
more important than ever before. I didn’t
realise teachers can’t teach the truth
about drugs. When I was sacked, teachers
wrote to me saying, ‘we’re not allowed to
reproduce your table of harms or to say
alcohol is more dangerous than ecstasy.’ I
was gob-smacked when I heard that.”

The inherent danger of being a selfappointed committee means people can
ignore you. How do you establish your
committee’s relevance?
“We’re relevant because the Science
and Technology Committee in 2007 said
scientific advice should be independent.
The ACMD can’t perform that function.
They are within a government
department so the pressure, whether
overt or covert, is ever-present.
“Independence is vital. There are other
precedents like the Bank of England and
the British Heart Forum where advice

is totally independent. It’s about giving
the best advice. Where there is conflict
between science and policy, we can make
sure that is made apparent.”

And how, practically, will you stay in the
public eye?
“We need a lot of press presence, certainly.
There will be media briefings after each
meeting of ISCD. And we will be speaking
through the media to the public and
government about whether the science
supports the policy decisions. I am also
writing to a great many of the senior
figures and groups in the drugs field
for meetings including the ACMD. I am
comfortable discussing ISCD’s role with
any group.”

Will the ISCD prevent its membership
from commenting on wider political
issues, such as harm reduction, and not
just the science?
“First the members have their opinions
and are free to say what they wish
and to whom. Many have worked in
government and they want to be able
to express themselves without fear. On
that specific point on ‘harm reduction’,
I think we would make our position
clear on supporting evidence-based drug
treatment.”

How are you going to fund the
Committee?
“We have financial backing from Toby
Jackson, a hedge fund manager. He’s
underwritten us for three years, at £150k
a year. We will be looking for additional
funding from charities, foundations, trusts
and through contractual work, perhaps
even for government. But the initial input
[of £450K] means we are confident we have
that continuity. We’re here to stay.”

Headspace
...drugs from the left field

n by Harry Shapiro

		
		

DrugScope Director of Communication
and Information

An arc of triumph?
Drugs is an issue the government
generally likes to side-step at election
time. It’s a complex subject mired in
pitfalls and booby traps. There are easier
ways to score political points.
But how is drug policy regarded at the
highest political levels? Looking at what
goes on between ministers and their
political advisers since the 1980s, it is
just about possible to trace what might
be called an ‘arc of engagement’ around
drug policy.
Starting with the very first
international conferences about drugs at
the turn of the 20th century right up to
the mid 1980s, the UK (along with most
other nations) was in aspirational mode
– the view that drugs was simply a law
and order issue that could be easily dealt
with by the enforcement agencies.
But in the late 1980s, when it was
realised that this wasn’t working too
well, the next phase was escalation –
more law enforcement. In 1985, the
maximum penalty for trafficking in
Class A drugs was raised from 14 years
to life and we signed up to the 1988 UN
Convention which obliged signatories to
take a tougher stance against all aspects
of the illegal drug trade.
There was every sign the UK was
about to succumb to the ravages of HIV.
This tripped another phase, which might
be called the pragmatic or realistic phase
when it was agreed that enforcement
alone couldn’t solve the ‘drug problem’.
We needed a public health response as
well – not least to stop the spread of HIV
to the general population.
This phase carried on into the 1990s
under the auspices of the Conservative
Tony Newton, when he was Sectretary
of State for Health. He proposed a much
broader-based drug policy, which linked
enforcement, public health, treatment
and prevention – from central to local
government. This arrangement led to the
publication of the first comprehensive
drug strategy, Tackling Drugs Together.
It is possible that if the Conservatives

had remained in power, policy would
have moved to the next phase, which in
some countries was reform and others,
a reaffirmation of aspiration through
symbolic gestures – as the UN itself did
in 1998 with the ten year strategy slogan,
‘A Drug Free World – We Can Do It’.

the public discourse on
drugs has been reduced
to arguments about the
classification system
With the advent of New Labour, we
reversed back up the arc to a period of
aspiration. Although the Conservatives’
drug policy infrastructure was adopted
wholesale by the incoming government,
Tony Blair put drugs close to the top of
his political agenda. He firmly believed
he could make huge strides in tackling
the link between drugs and crime with
a massive injection of cash into the
treatment system. So in 1998, we got
Labour’s new 10 year drug strategy,
Tackling Drugs – To Build A Better Britain.
Performance targets were set, a drug
czar was installed and the hares were
running.
Unfortunately, it soon became
apparent that simply setting targets did
not guarantee results: by the time the
drug czar was talking down the targets,
aspirational had become a dirty word.
Government just had to hunker down,
and whatever came out of the political
megaphone aimed at the public, drug
policy was now firmly mired in the
pragmatic.
Then, in 2004, came our brief
flirtation with the reform phase, with the
reclassification of cannabis. But once the
tide of political and media opprobrium
had swept this away, drug policy became
stalled in the next phase along our arc
– symbolism, where it has remained ever

since. Essentially, much of the public
discourse on drugs has been reduced
to arguments about the classification
system and the messages this transmits.
So why is it so hard? Chiefly because
many areas of drug policy are seemingly
impervious to government action.
The recent Blueprint drug education
initiative underpins the difficulty
of proving the effectiveness of drug
education in schools. If the enforcement
agencies were having consistent and
penetrating success at reducing drug
importation and dealing on the streets, it
is unlikely they would now be reframing
their activities as more broad-based
‘harm reduction’.
The manifest complexities of the
‘condition’ known as addiction go far
beyond the simplistic medical models
whose shortcomings invariably result
in apparently poor ‘cure’ rates. Can
the government take much credit for
more positive developments like the
overall stabilisation of drug use? Most
recreational drug use is driven by fashion
linked to availability. Perversely, it could
be that the reason young people seem
to be smoking less cannabis is to titrate
the dose of the stronger cannabis now so
prevalent in the UK.
One of the areas where the results
of government action are clearly
demonstrable is in public health and the
well-being of the individual user. Needle
exchange, methadone and naloxone
provision keep alive many of those who
otherwise would never have had the
chance to recover. Not exactly a votewinner, however.
So where do we go from here? It is
unlikely that drug policy will feature at
the top of any incoming government’s
political agenda. There may well be
changes to the policy infrastructure and
its agencies, but whether this sends us
back up the arc of engagement or we
carry on with public-facing symbolism
underpinned by pragmatism, you’ll have
to watch this (Head) space.
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34 factsheet
The Independent Safeguarding
Authority
Esther Sample
Policy Officer,
London Drug and
Alcohol Network/
DrugScope

What is the Independent
Safeguarding Authority and why is
it relevant to the drug and alcohol
sector?
The Independent Safeguarding Authority
(ISA) was set up in 2008 to continue the
work of the Department of Children
Schools and Families in relation to
the management of safeguarding lists
of those ‘barred’ from working with
vulnerable people. In 2009 the ISA was
given powers to commence making
decisions using its own barring process
to strengthen the protection of children
and ‘vulnerable adults’ following the
Safeguarding of Vulnerable Groups Act
2006.
The ISA will require all relevant
employers to register their staff and
volunteers who work in ‘regulated
activity’ (see below) with the ISA for
monitoring purposes. The ISA will have
the authority to put those they find
unsuitable on a ‘barred list’ and prevent
them from working with vulnerable
groups.
While made with the best intentions,
these changes could have a potential
negative impact on the employment
options of people with substance misuse
problems or histories. It has particular
significance for drug or alcohol services
that employ ex-service users.
Many roles within drug and alcohol
services will be seen as ‘regulated
activity’ and therefore required to register
with the ISA. Regulated activity is defined
as anyone who undertakes an activity
of a specified nature or in a specified
place that involves contact with children
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or vulnerable adults on a frequent or
intensive basis (frequent: once a week
or more, intensive: four or more days a
month or overnight).

What is the timetable for
the introduction of the ISA’s
regulations?
In place since October 2009:
• Regulated activity providers, social
services and professional regulators
have a duty to refer to the ISA any
relevant information about individuals
who may pose a risk ensuring
potential threats to vulnerable groups
can be identified and dealt with.
• There are criminal penalties for barred
individuals who seek or undertake
work with vulnerable groups and
for employers who knowingly take
them on. There are also criminal
penalties for employers who fail to
refer safeguarding concerns about
employees on to the ISA.
• Eligibility criteria for Enhanced CRB
checks extended to include anyone
working in a ‘regulated’ position.
From July 2010:
• From July 2010 those who are new to
the workforce, those who are changing
roles to take on regulated activity and
those changing jobs whilst working in
regulated activity may apply for ISA
registration and there will be a new
application form that incorporates
both ISA and CRB. By registering early
the employee and employer may save
future recruitment delays.
• When a person becomes ISAregistered they will be continuously
monitored and their status reassessed
against any new information which
may come to light.
From November 2010:
• The legal requirement for employees

to register with the ISA and employers
to check their status will come into
force in November 2010.
Existing employees
• Those who currently work with
vulnerable groups but are staying
in their current role will not have to
become registered until later in the
five year phasing period that begins in
2010.

Staff members in the drug/alcohol
sector may have past offences that
would be classed as ‘acquisitive
crime’ or ‘addictive behavior or
persistent offending’, how likely is
it that this would to lead to them
becoming barred?
The barring decision will be dependent
on whether past offences caused harm to
children or vulnerable adults. Acquisitive
or persistent offending related to drug
and alcohol use is in itself unlikely to
lead to a decision to bar. Offences that
would be of more concern are those that
relate to the ‘supply’ of drugs because
this quite commonly affects vulnerable
adults and young people.

What are the implications for
volunteering and mutual support
networks (for example, AA or NA or
those involved in peer mentoring
schemes in prisons)?
AA or NA sessions fall outside of
‘regulated activity’ because they are
based on peer support rather than
a professional/client relationship.
There is a particular exemption from
‘regulated activity’ around support
groups in prisons because of the level of
supervision and security involved in that
environment.

34
Would working at a needle
exchange service be classed
as a ‘regulated’ or ‘controlled’
activity? What about dispensing a
prescription in a drug service?
The chemist who dispenses the
prescription would be working in
‘regulated activity’ but the chemist’s
assistant who handles the cash and
forms and hands over the medication
is probably not because it relates to the
professional responsibility as well as
the ‘frequency and ‘intensity’ of contact.
If the assistant talks to the client on
their own in a ‘break out room’ this may
become ‘regulated’. A similar dynamic
to this is likely to exist in a needle
exchange service if there is a health
professional and an assistant present.

Will individuals be able to
influence/challenge the ISA
decision-making process?
There are a number of offences (mainly
sexual or serious violent offences) that if
an individual has been convicted of, they
will receive an ‘auto-bar’ with no right to
representation or appeal. Other serious
offences will receive an ‘auto-bar with
representation rights’, and some other
less serious offences will be considered
under the discretionary route and may
result in a ‘minded to bar’ decision with
representation rights. Individuals will
be informed by a letter, which will give
them 8 weeks to make representations.
There will be guidance included with the
letter as to the types of documents that
might support their case (see answer to
Q9 for details).
If a barring decision is made after
the representation period, people can
appeal the decision on the basis that the
facts used for the decision making were
wrong or that there was an abuse of the
procedure. Otherwise there is a right to
a review after a certain number of years
dependent on age.

What kind of evidence would be
accepted as proof that someone has
moved on in their lives?

The types of evidence that would
be accepted include: a period free
from offences that involve vulnerable
people; testimonials from employers;
testimonials from other professionals;
evidence of sustained volunteering or
employment; and evidence of successful
engagement with drug or alcohol
treatment.
The ISA will also look into documents
and information produced at the time
of an offence trial such as witness
statements. Also risk assessments,
conducted by police or probation
services, would be of interest to the ISA.

What are the implications for
employers who highlight concerns
about staff members to the ISA,
and their claims are then found to
be false or unfounded e.g. whether
they are likely to be sued or go
through employment tribunals?
At the point of referral of a concern
to the ISA, an employer is likely to
have initiated internal disciplinary
procedures and the employee in
question suspended from work. If an
employer is able to fill out the long and
comprehensive application form to the
ISA (including sufficient evidence) then
it is very unlikely that the claim could
be construed as malicious. If a decision
is made to bar an individual, employers
will need to dismiss them or redeploy
them into ‘un-regulated’ activity.

How can employers be confident
that individuals subject to an
auto-bar will disclose this to
them? Is there any warning sent to
employers if an employee has been
sent an ‘auto-barring’ letter?
If the employer has made the referral
then they will be aware of the process
and informed of the decision if that
person remains in their employment.
Employers will also be contacted for
information if a discretionary barring
decision is made by the ISA, so they will
be aware that investigations are taking
place. If the employee is ISA registered
then it is likely the employer will have

registered an interest on the website and
as a consequence will be informed if the
individuals monitoring status changes.
If the employee is dismissed prior to the
barring decision then the employer no
longer has a ‘legitimate interest’ in the
decision so will not be informed.

What changes, if any, will
employers need to make to
their policies and procedures.
Will guidance be developed for
employers?
Employers will need to adapt their
recruitment processes to ensure that
applicants are being asked if they are ISA
registered. Referrals to the ISA will also
have to be built into internal disciplinary
and safeguarding procedures. There is
some guidance on the ISA’s website;
however the ISA is working with HR
professionals on how this will sit
with current internal processes and
employment law, so this is likely to be
expanded.

Will the new checks add an
additional delay to the recruitment
process?
The ISA says that the process of
registering with them will take no more
than 7 days. If so, most employers will
be waiting for the enhanced CRB to
return rather than the ISA registration
before they employ an individual. If
an employee then receives an ‘autobar’ letter ‘with representation’ then
they cannot be employed until the
representation period is over and this
is resolved. If an employee receives a
‘minded to bar letter’ then they can be
employed with ‘appropriate safeguarding
measures’.

More information: For more details on
the ISA see http://www.isa-gov.org.uk
Contact: If you have comments on any
of the above issues, then please contact
Esther Sample, LDAN Policy Officer,
email: esthers.ldan@drugscope.org.uk
MARCH/APRIL 2010 DRUGLINK | 25

Chemical masterclass

Reviews

Forensic Chemistry of Substance Misuse

404-178-7

g/books
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041787

Forensic Chemistry of Substance Misuse: a guide to drug
control should appeal to a much wider audience
than the title might suggest. It is unfortunate, and
perhaps a sign of the times, that the occurrence of
the word ‘chemistry’ in the title may put off readers.
Replacing an earlier publication, The Misuse of
Drugs Act: A Guide for Forensic Scientists, by the same
author, it provides a background from a chemical
perspective to the domestic and international legal
controls on drugs of abuse and related substances.
The book provides a readable overview of the
control of drugs in the UK in the context of our
wider obligations in Europe and the rest of the
world. It also covers ‘designer drugs’ and generic/
analogue controls from the UK, US and New
Zealand perspectives. The author, Dr Les King, is a
much-respected forensic scientist, who
before his retirement was head of the
Forensic Chemistry of
drugs intelligence unit of the Forensic
Substance Misuse
Science Service. He served on the ACMD
A Guide to Drug Control
until his recent resignation in support of
L A King
Professor David Nutt.
The book starts with a glossary
of terms, particularly helpful for
non-chemists. The introduction lists
abbreviations that are the inevitable
and sometimes confusing shorthand
for some of the new synthetic drugs, as
well as an explanation of the numerous
organisations that attempt to control
drugs. Chapter Two introduces the control
measures for poisons, pharmaceutical
compounds, drug precursors, chemical
weapons, solvents and gases. It then
goes on to discuss social drugs such
FORENSIC
alcohol, tobacco, caffeine and khat. The next three
CHEMISTRY OF
chapters deal with nomenclature, international
SUBSTANCE
and UK drug legislation.
MISUSE : A
The concept of generic control, the mainstay of
GUIDE TO DRUG
the British system for over 30 years, is introduced
CONTROL
next. The book attempts to anticipate the
Leslie A King
appearance of the ‘designer drugs’ that escape
control in countries that merely use an item by
Hardback
item listing of compounds. Dr King explains the
RSC Publishing 2009
meaning of terms such as salts, esters, ethers and
£49.95
stereoisomerism. It goes on to describe groups of
ISBN: 978-0-85404-178-7
compounds such as anabolic steroids, barbiturates,
cannabinols and fentanyls.
Chapter Seven deals with natural products such
as cannabis, opium, magic mushrooms and coca,
while Chapter Eight addresses such thorny issues
as whether the production of crack from cocaine
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constitutes production, and the issues surrounding
the purity, potency and drug content of seizures.
The book presents future candidates for control. As
is inevitable with books dealing with an ever changing
scene, this one has been overtaken by events, in
that some compounds in this section have become
controlled since publication. The piperazines and
two GHB pro-drugs (GBL and 1, 4-BD) were controlled
by modifications to the UK Misuse of Drugs Act 1971
in December 2009. Others are still very much hot
topics, such as the substituted cathinones, of which
mephedrone is a topical example.

IT IS AN ESSENTIAL ADDITION
TO THE BOOKSHELVES OF BOTH
PRACTITIONERS AND STUDENTS OF
FORENSIC SCIENCE, TOXICOLOGY
AND CHEMISTRY.
Dr King goes on to discuss generic and analogue
drug control, as applied in New Zealand and
America, and describes recent attempts in the UK to
improve the classification system and the difficulties
in assessing and reclassifying drugs in the light of
new knowledge. The final chapter considers how the
Misuse of Drugs Act might evolve.
A bibliography and 20 very useful appendices
follow on topics such as The Misuse of Drugs
Regulations, Drug Precursors, Legal Status of Hash
Oil, Prices and Wrap Sizes, and a particularly useful
one on Profiles of The Major Drugs of Misuse.
In 12 chapters, 20 appendices and 249 pages Dr
King has produced a readable and erudite work
that will be of immense value to many who work
in the drugs field. It is an essential addition to the
bookshelves of both practitioners and students of
forensic science, toxicology and chemistry. It will
also be of value to many others, such as lawyers,
police and customs officers.
The more general reader will enjoy the
accounts of the history of domestic, European and
international drugs control, the long debate about
drug classification, the role of risk assessment and
how the legal control of a wide range of harmful
chemical substances might be consolidated.

n John Ramsey is Director of TICTAC
Communications Ltd

Eurovisions

Reviews

TWO WORLDS OF
DRUG CONSUMPTION IN LATE
MODERN
SOCIETIES
Irmgard EisenbachStangl, Jacek Moskalewicz, Betsy Thom (eds)
Paperback, 298 pages
London: Ashgate
£35.00
ISBN 978-0-75467775-8

Research that investigates drug use in more than
one city can produce startling findings, exemplified
by the seminal 2000 study, The Limited Relevance of
Drug Policy: Cannabis in Amsterdam and in San Francisco.
Comparing consumption patterns and differing legal
frameworks, the authors concluded that drug policy
is a minor factor in the evolution of drug use.
In Europe, multi-city studies funded by the
Pompidou Group have a long tradition, for political
reasons as much as for scientific value. Generating
comparable data and analysing similarities and
difference in drug use patterns and markets is one
of the major functions of the leading EU drug agency,
the European Monitoring Centre on Drugs and
Drug Addiction. The expectation is that insights on
trends as well as the experience of ‘good practice’
programmes can be showcased, studied,
adapted and implemented elsewhere.
This publication provides information
on drug use in London, Amsterdam, Turin,
Prague, Vienna and Warsaw, though it is
not made clear if the data was collected
particularly for this book, nor why
these particular cities were included. A
rationale outlined in the introductory
chapter identifies a number of gaps in
the literature of drug use. It is argued
that we have ample data on prevalence,
but know little about the “amount of
drugs consumed at an individual level”.
Moreover, most of the data we have is
derived from studies of “hard core” users
in touch with treatment services or
criminal justice agencies. Unfortunately,
the book proceeds with a series of rather
bland generalisations, instead of illuminating the
picture through detailed micro-studies of drug
scenes and close observations of the amounts and
purity of drugs used in specific sessions, attitudes,
dispositions, risk management and explanations.
The section on ‘Socially integrated’ drug use, for
instance, lists the prevalence patterns of a small
cohort of users in each city by drug type. The findings
– that cannabis is the most widely used drug, while
in London a greater number experiment with cocaine
and amphetamines – are hardly worth publishing.
The second problem lies in the data sources on
which findings are based. The Prague chapter is
drawn from reports published by public agencies,
the Turin study is based on interviews with 17 key
informants from drug treatment services, and the
London team interviewed 15 key informants and

looked at the British Crime Survey. The findings hold
few surprises. In Amsterdam, we learn that alcohol
is the most popular drug and that cannabis use
is stable. Short of evidence, the Turin researchers
report an “impression” of spreading drug use, and
a “feeling” that the number of “hidden consumers”
is increasing. Most disappointing, perhaps, is the
London chapter, which concludes: “Because of its
specific cultural and demographic profile London is
home to a host of different drug using scenes.”
A few chapters on, this diversity is re-organised
into marginal and non-marginal scenes, with the
former classified as having a high rate of crack
and opiate use. Given that all Class A users are
automatically defined as problem users, this is
tautological. Moreover, it confounds the previous
suggestion of diversity by enclosing all marginal
and problem users within the opiate-crack bracket.
Surely the purpose of a city study is to explore the
whole range of problems beyond what is already
common knowledge? Whatever happened to
problematic skunk smokers, khat chewers and
spice users? Do they constitute a margin among the
marginal, or are they perhaps extra hard to reach?

THE BOOK PROCEEDS WITH
A SERIES OF RATHER BLAND
GENERALISATIONS, INSTEAD
OF ILLUMINATING THE PICTURE
THROUGH DETAILED MICRO-STUDIES.
The most interesting chapter, by Jacek Moskalewitz,
on quantities, quality, costs and sources, provides the
one instance where new material is introduced to
good effect. There is some filling of that knowledge
gap outlined in the introduction, and one wishes that
this section had been expanded into a long article.
But in the final analysis, the dated approach, the
hasty editing (the population of London is given
as 4.0 million, 7.3 million and 7.4 million) and the
conceptual conservatism – polydrug use is presented
as a peculiarity, alcohol and tobacco falls outside the
analytical frame – make this a poor investment of the
reader’s time and money.

n Axel Klein is a lecturer in the Study of Addictive
Behaviour at the Institute for Psychiatry University
of Kent
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Leeds Addiction Unit

in collaboration with the University of Leeds School of Healthcare

BHSc (Hons)
Graduate Diploma
Diploma of Higher Education
Certificate of Higher Education
Community Treatment of
Substance Misuse
mapped to DANOS

Enrolling now for
September 2010

Programmes and modules combining
theory, research, policy and practice are
available by distance learning or
attended taught sessions
at Leeds Addiction Unit
Modules include: Motivational Interviewing y
Research y Cognitive Behavioural Coping Skills y
Harm Reduction y Psychopharmacology y
Child Bearing Drug Users & Child Protection y
Dual Diagnosis y Criminal Justice y
Social Behaviour & Network Therapy y

phone 0113 295 1330
or email

lau_training@leedspft.nhs.uk
www.lau.org.uk/training

Short courses, accredited programmes and stand alone modules
We also offer courses tailor-made for your group or organisation. Contact us for details

28 | DRUGLINK MARCH/APRIL 2010

drugs and alcohol
Exhibition
Tuesday 13 April 2010
Business Design Centre, London

The national event for professionals working
in drug and alcohol services
Sponsors

12 seminars
Exhibition
Arts Zone
New Drug Awareness Zone
Workforce Development Zone
1,000 visitors

£20 in advance
£25 on the day
£80 for five tickets

www.drugsandalcoholtodayexhibition.
com

Book tickets at

www.drugsandalcoholtodayexhibition.com
£20 in advance £25 on the day £80 for five tickets

Call Pavilion Customer Services: 0844 880 5061
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New Sharpsafe point two
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Frontier Medical are proud to announce the addition of the point two to the Sharpsafe Exchange range of
harm reduction products. The point two has been designed specifically for use on needle exchange schemes
after extensive consultation with service users.
®

TM

Secure temporary and final closure feature
Discrete slim-line design
Non-return petal aperture
Incorporates the 2007/08 range of Frontier Medical harm reduction messages
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For further information or samples phone Jane on 01495 235800.

