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Work organisation innovation can cover 

advances in people management practices, 

relationships within and external to the 

workplace, or the organisation of work 

including devolution of decision making 

to employees. They can be critical to the 

adoption of technological developments 

because they encompass the process changes 

which are required to change beliefs, 

attitudes and structures of organisations 

so they can better adapt to change and 

challenge.  In essence, work organisation 

innovations are deliberate changes which 

affect how employees undertake their job and 

refer to any element of people management.

When looking at why organisations innovate 

around work and how work innovation helps 

organisations adapt to challenge we have 

identified a number of key trends:

 n Changing work environments to foster 

innovation.

 n Coping with ageing workforces.

 n Innovating work to improve customer 

responsiveness.

Innovation appears to thrive in flexible 

spaces which break down old barriers and 

create fluidity in where, when and how 

work is done. Enabling employees to work 

at home or whilst on the move, creating 

‘neighbourhoods’ where workers can mingle 

and exchange ideas and using space in more 

creative ways can help develop an innovative 

culture.

Ageing workforces are widespread across 

Europe and can result in rising absence levels, 

problems of transferring expertise between 

generations and losing much-needed people 

and know how over time. Redesigning 

work environments to improve ergonomics 

and increase flexibility can help, alongside 

attention given to cascading expertise 

and implementing well-being initiatives to 

promote healthy ageing. These have been 

shown to help both reduce turnover and 

increase productivity.

Customer responsiveness requires employees 

who can think and react quickly without 

constant reference to others. It also requires 

employees who are able to place the 

customers’ needs at the forefront of their 

thinking. Devolving responsibility including 

clarity around what employees can action 

without reference to their bosses, and 

encouraging more freedom in where, when 

and how employees do their work can help 

create an appropriate culture. 

Continued on page 2

It is easy to think of innovation 
as being something ‘out there’, 
something that is focused on new 
products, new IT or new services, 
something directed at customers 
or consumers. In a project for 
Eurofound, IES has recently been 
looking at innovations being made 
in work organisation and how 
these can support the productive or 
innovative capacity of organisations. 

Innovating work
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Druglink
Cycles of change
This issue of Druglink highlights the world of change and uncertainty in which 
we all currently live. Right on DrugScope’s doorstep, we have the imminent 
departure of Martin Barnes, who has been the Chief Executive for the last ten 
years. The Druglink interview gives Martin the chance to reflect candidly on his 
term of office, from the rocky state of DrugScope when he joined, to the end of 
the NTA era and beyond. 

In this issue too, we publish the interim findings of our State of the Sector 
survey – for the Recovery Partnership – in which we invited treatment services 
to give us their take on how the sector was faring six months into the new 
localised funding landscape.

We are also publishing the results of the 2013 Druglink Street Drug survey. 
This year, we decided to focus on the phenomenon of new drugs (variously 
called ‘legal highs’ or new psychoactive substances) and how young people’s 
treatment services are responding to the new situation. 

But the final message for 2013 is this. The sector is likely to become more 
fractured and competitive as different agencies adjust to circumstances in 
their own way; either continuing to deliver the traditional clinical model of 
treatment, moving towards a more social model or joining in competition 
with the private sector in the battle for outsourced contracts. But as the front 
cover suggests, we can move forward together if we stick to one over-arching 
principle – the protection of the quality of the care we offer our clients, 
however it’s delivered.

Harry Shapiro
Editor and Director of Communications and Information
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Mike Stewart was well known to 
many of us working in the drugs 
field, in particular for his expertise 
and championing of the importance 
of training and employment. Back in 
1999 central government recognised 
that there was a need to develop 
employment programmes for those who 
had experienced drug problems. With 
an ambition to double the number of 
people in treatment it was recognised 
that something needed to be done to 
help people through the system and that 
employment was a key part of helping 
individuals regain control of their lives. 

With his background in working with 
the resettlement of offenders and an 
understanding of the broad range of 
issues which affected this group, Mike 
was the right man in the right place 
at the right time. He was instrumental 
in establishing Progress 2 Work, which 
was a genuinely pioneering programme. 
Testimony to this lies in the fact that it 
was the Treasury itself which supported 
its funding.

Mike was not just a man of expertise, 
but someone with great compassion, 
who was prepared to challenge 
preconceptions and orthodoxies 
for the benefit of some of our most 
disadvantaged citizens. He possessed 
considerable powers of analysis, though 
not infrequently this led to him declaring 
certain policies or aspects of delivery 
were “bonkers”. In this he was invariably 
proved right.

The drugs field has lost a valuable 
expert, though many in the treatment 
system will benefit from the work he 
developed. He was also a great friend to 
many and his warmth and support will 
be greatly missed.
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 NEWS

A former drug dealer was arrested 
for donating methadone to Thai flood 
victims. Jakrit Mukprahab handed 
over the drug and told aid workers, “I 
don’t have any money. Will this do?” 
Apparently he thought the victims could 
sell the drugs for cash at a relief camp, 
but now faces a ten year jail sentence.

Another dealer came to grief when 
he was killed by his own cannabis haul 
following a car chase in Brazil. The man, 
who was carrying no identification, was 
being chased by police after failing to 
stop at a road block. He lost control of his 
car, crashed into a tree and was crushed 
by the weight of half a ton of cannabis 
shooting forward from the back seat.

Deal or 
no deal

Global Drug 
Survey 
launches for 
third year
The world’s biggest self-report drug 
survey is launched this month. Now 
in its third year, the organisers of the 
Global Drug Survey (GDS) are aiming 
to reach 60,000 users across four 
continents with the results translated 
into eight languages. 

The essential premise of the survey 
is that most people will not become 
dependent drug users and that the 
main motivation for recreational drug 
use is pleasure – while at the same 
acknowledging the potential risks 
involved. Therefore the GDS aims to 
interrogate users on both sides of the 
pleasure-harm dynamic. The focus 
for 2014 will be on cannabis use; 
other topics for research include an 
investigation into the harm reduction 
strategies that drug users adopt to 
minimise risk; nitrous oxide use; 
experiences of workplace drug-testing 
and prescription drug use. 
To take part, go to
www.globaldrugsurvey.com/GDS2014

Mike Stewart
11 September 1950 – 19 September 2013

obituary
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 NEWS

Both Houses of Parliament have rejected 
European Commission proposals that 
would have forced the UK to adopt a 
‘traffic light’ system for controlling 
new psychoactive substances (NPS), 
potentially preventing the UK from 
enacting the most serious controls 
against substances deemed to be 
problematic for us if not for other EU 
states.

As things stand, the EU can insist that 
member states take action to control 
a drug that the EU has assessed to be 
causing harms across the Union, but it 
cannot dictate the precise measures to 
be enacted. This usually presents the 
member states with no problem; often 
as not, the drug in question would have 
been controlled anyway. For example, by 
the time the EU called for member states 
to introduce a ban on mephedrone, 
sixteen members had already controlled 
it including the UK.

The complaint of Parliamentarians 
was that the new proposals do not 
comply with the principle of subsidiarity. 
According to this principle, the EU 
may only act (i.e. make laws) where 
the action of individual countries is 

Parliament rejects EU proposals on 
new drugs laws

insufficient. In respect of NPS, the 
European Commission has concluded 
that there is a legal market for NPS, 
presumably in cases where the precursor 
chemicals have legitimate commercial 
use, even if the final product does not. 
In the Commission’s view, to allow 
member states to control these as 
they wish, could damage the single 
internal market in legitimate goods, so it 
believes controls should be enacted from 
Brussels. 

According to Lord Hannay speaking 
for the government, the EU is also 
arguing that high level action is also 
necessary to ensure that “potentially 
harmful new psychoactive substances 
can be identified, assessed and if 
necessary withdrawn quickly from the 
market across all member states”. Yet as 
we have seen, some individual members 
acted far quicker than the EU over 
mephedrone, a point underlined by one 
speaker at a recent conference who said 
it currently took the EMCDDA two years 
to publish a drug risk assessment.

That said, in proposing to have the 
NPS graded at different levels of risk, 
the EU makes an important point – and 

one that has been echoed previously 
by the ACMD – that the base of controls 
on NPS has to be broader, to include, 
for example commercial trading and 
consumer legislation. The point here is 
that standard legislation to control illegal 
drugs just cannot keep up with what is 
going on. This applies equally in the UK, 
even with temporary banning orders and 
the attempt to have ‘catch-all’ provisions 
in the legislation. For its part, the ACMD 
have said they can only investigate a few 
substances every year. 

But broadening the scope of controls 
presents its own problems; to take one 
example, trading standards legislation 
is invariably concerned with fraud and 
deception perpetrated against the public. 
But if somebody walks into a head shop 
and buys a product labelled ‘bath salts’, 
neither the retailer or the customer 
are in any doubt as to the real purpose 
for buying the product – so there is no 
deception. And as our news focus on 
page 7 reveals, NPS can be bought in any 
number of retail outlets now; trading 
standards officers are thin on the ground 
and will be reluctant to tread into this 
minefield.
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 NEWS

The New York Times is reporting protests 
from addiction specialists over the 
decision by the Federal Food and Drug 
Administration to approve the sale 
of a powerful opioid painkiller called 
Zohydro produced by Alkermes. There 
are fears that this new drug could 
spark the kind of misuse problems 
previously seen with Oxycontin. That 
drug has now been reformulated to 
help prevent misuse, by changing its 
consistency if crushed, making it difficult 
to snort or inject. Having won approval, 
Alkermes announced they had struck 
an agreement with another company to 
develop a formulation similarly difficult 
to misuse. However, this development 
could take years and will not be a 
guaranteed success.

The latest edition of Shooting up; infections 
among people who inject drugs in the United 
Kingdom, published by Public Health 
England, has revealed a changing pattern 
in injecting drug use. While heroin 
remains the most injected psychoactive 
drug in the UK, either alone or in 
combination with crack, the injecting 
of amphetamine-type drugs including 
mephedrone is becoming more common, 
alongside performance enhancing 
drugs, such as anabolic steroids. Among 
those surveyed, the proportion of those 
reporting that amphetamine-type drugs 
were the main drugs they injected 
rose from 4.5% in 2002 to 12% in 2013. 
Worryingly, this group of injectors was 
more likely to be sharing equipment 
and less likely to have had HIV or Hep 
C tests than heroin injectors. Druglink 
has reported that services were seeing 
existing clients switching to mephedrone 
injecting resulting in serious physical 
damage, not least because unlike heroin 
injectors, those injecting stimulants can 
inject several times a day. This multiple 
daily injecting of itself increases the risk 
of the spread of blood-borne viruses.

The authorities in Australia’s Northern 
Territories have adopted a harsh 
response to the ever-growing drink 
problem – go into rehab; and if you drop 
out? Go to jail.

The impact of heavy drinking 
seems to hit the Aboriginal community 
particularly hard; one study concluded 
that Aboriginal people were over 30 
times more likely to die from alcohol-
related causes than other Australians. 
The dialysis unit in one town of only 
25,000 people treats 250 patients a 
day, some in their 20s. The situation 
has become so acute in the Northern 
Territories that a Minister for Alcohol 
Rehabilitation has been appointed.

The problem is well recognised; 
what to do about it is another issue 
entirely. In 2012, the Country Liberal 
Party (CLP) gained power. They dropped 
a Banned Drinkers Register which 
obliged customers to show identification 
and banned problem drinkers from 
buying alcohol. More recently, however, 
they brought in mandatory alcohol 
rehabilitation. At a cost of $95m over 
three years, any drinker arrested three 
times in two months can be forced 
into rehab; three escapes from rehab 
is a criminal offence. But the politics 
are complex; there are a record five 
indigenous MPs in the CLP and they 
support the tough approach which is 
opposed by the People’s Alcohol Action 
Coalition, who object to what they see as 
the criminalisation of a health problem. 
Dr John Boffa, a general practitioner 
for one of the Aboriginal health 
organisations told the BBC, “Ninety 
percent-plus are going to relapse and 
relapse very quickly. So it’s going to be 
a very expensive approach and I don’t 
think it’s going to have much impact.”

Warning over 
stimulant 
injecting

Forced rehab 
for drinkers

New painkiller 
concern

US government won’t 
challenge cannabis vote
In a statement to the US Senate 
Committee on the Judiciary, the Deputy 
Attorney General, James Cole said 
that his department has notified the 
Governors of Washington State and 
Colorado that federal government will 
not attempt to overturn the decision 
of the electorate in those states to 
legalise possession of small amounts of 
cannabis. The Governors were informed 
that even so, they were expected to ‘fully 
protect’ the public from harm and that 
the Department of Justice reserved the 
right to intervene should it feel that the 
state legislatures were not acting in the 
best interests of public health.

This is a highly significant statement 

from the US Federal Government. In 
effect, it says that it will not challenge 
the establishment of for-profit cannabis 
companies, which can be regulated 
and taxed – as long as the states where 
they exist have strong regulatory and 
enforcement procedures. Companies 
must be mindful of Federal priorities 
around drugs and not allow sales to 
minors, for example, which is likely 
to inhibit advertising and promotion, 
or diversion of funds to criminal 
groups. This is a world first – even the 
Netherlands has not gone this far – and 
the rest of the world is bound to be 
watching.
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 NEWS

All the dope that’s 
fit to print?

In October, the newly-formed National 
Crime Agency (NCA) published an 
intelligence assessment which revealed 
that high purity heroin was available 
in certain parts of the UK. Samples 
from police seizures above 25 grams 
revealed a UK mean percentage rise, 
from 13% in July 2012 to a peak of 49% 
in March 2013. It dropped to around 39% 
in June, but was still three times the 
figure from the previous July. The figures 
for seizures under 25 grams showed 
much wider variations – anything 
from 1% to 70%, with equally diverse 
regional variations. However, the fact 
that samples from the West Midlands 
appeared higher on average (at 50%) 
than say Greater Manchester (at 20%) 
might be explained by the fact that only 
two samples were tested in the West 
Midlands, compared to 172 in Greater 
Manchester. This general increase in 
purity was underlined by an apparent 
increase in heroin overdose fatalities and 
near fatalities in Oxford, Manchester and 
Carlisle. 

The natural public health response 
in these instances is to issue a warning 
about the increased strength of heroin 
in circulation. It is unrealistic to expect 
users just to stop using heroin, but 
they might use less, maybe switch to 
smoking, tell their peers, or even take 
the opportunity to present to services. 
But what is the evidence for positive 
outcomes – and could there even be 
negative consequences?

There has been little research 
conducted on the impact of public health 
warnings around strong heroin, but 
that which exists paints a somewhat 
dispriting picture in respect of behaviour 
change. Peter Miller, in Australia, 
interviewed 60 injecting drug users 
(IDU) following a health warning about 
strong heroin; none had communicated 

the warning to peers, neither had they 
changed injecting practices or reduced 
amounts used. Some had even gone 
looking for the stronger heroin, which 
is a highly significant unintended 
consequence of publicity.

In 2011, and two weeks after a 
warning was issued in Vancouver, 
Thomas Kerr and colleagues conducted 
18 in-depth qualitative interviews 
with IDU. Overall, the warning had 
little impact on behaviour. Instead, it 
prompted discussion among users about 
heroin quality, rather than concerns 
about risk. That heroin dealers tended 
to exaggerate the strength of their 
product led to increased scepticism 
about purity levels. As well as actively 
seeking out strong heroin for their 
own use, some saw the advantages of 
acquiring a product that they themselves 
could sell on. And generally, quoting 
another study, the authors suggested 
that attempts at risk reduction, by 
encouraging behaviour change through 
public messaging, reflects a fundamental 
misunderstanding of the drug user as 
‘capable of rational decision-making and 
self-regulation in keeping with risk-
avoidance campaigns’.

Looking at the issue from another 
perspective, Shane Darke and colleagues 
tried to match fluctuations in heroin 
purity with fatal heroin overdoses in 
south western Sydney, Australia over 
a two year period. It is a commonplace 
understanding among users, the public 
and the media that most, if not all, 
heroin overdoses and fatalities are 
caused solely by unexpected high purity 
heroin (or sometimes ‘contaminated’ 
batches). Little consideration is given to 
other factors such as reduced tolerance, 
especially among those recently 
released from prison, or a combination 
of substances, in particular alcohol and 

tranquillisers. The Australian researchers 
examined 322 heroin samples between 
February 1993 and January 1995 during 
which time a total of 61 overdose deaths 
occurred in the same region. Perhaps 
not surprisingly, the researchers did find 
some correlation between heroin purity 
and fatalities, but classed the correlation 
as only ‘moderate’, citing also the 
presence of alcohol in a third of cases (at 
an average level of three times the legal 
driving limit) while a third of cases also 
revealed the presence of benzodiazipines 
at autopsy. 

So are heroin warnings a waste of 
time? It may well be helpful for workers 
to be aware of high grade heroin in their 
area, so that they can decide the most 
appropriate response with the groups of 
clients they work with. An appropriate 
response might be to ensure additional 
supplies of naloxone are made available 
where such action is currently possible 
in the UK. It is also important that the 
monitoring of heroin deaths is continued 
and publicised. This is important for 
public health monitoring, but could be 
under threat as the Office for National 
Statistics is currently considering an 
end to the collection of non-statutory 
statistics, including drug mortality data.

Recent warnings about strong heroin raises concerns 
about impact. By Harry Shapiro

Some had even 
gone looking for 
the stronger 
heroin, which is a 
highly significant 
unintended 
consequence of 
publicity

Analysis



6 | Druglink November/December 2013

AND NOW THERE’S NEW  
MATRIX BITES!
Matrix Bites are weekly cell-by-cell ‘bite-size’ 
introductions to the Alcohol and Drug Treatment 
Matrices, cumulating to a year-long foundation 
course on the evidence base for treatment and 
allied interventions. 
Access bites to date via the Alcohol Matrix at: 
http://findings.org.uk/count/downloads/download.
php?file=amatrix.htm

EVER THOUGHT ABOUT 
EFFECTIVENESS IN DRUG & 
ALCOHOL TREATMENT? 
WHAT REALLY WORKS?

How about having access to the really important 
evidence on delivering UK evidence-based 
treatment interventions at your fingertips – in one 
place, mapped out, categorised, online and free?

The Drug and Alcohol Matrices bring together the 
most useful evidence for practitioners, service-
managers and commissioners & partnership 
planners.

The Matrices have been developed by Drug and  
Alcohol Findings in partnership with the Skills 
Consortium. Find them at:
www.skillsconsortium.org.uk/drug-matrix.aspx
www.skillsconsortium.org.uk/alcohol-matrix.aspx

WANT ACCESS TO THE LATEST 
RESOURCES? 
VISIT THE SKILLS HUB
The Skills Hub is an interactive, online resource 
providing access to the guidance, evidence,  
implementation guides, manuals and other 
resources needed by treatment services wanting 
to implement the skills framework. 
Find the Skills Hub at:  
http://www.skillsconsortium.org.uk/skillshub.aspx
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Streets legal
Potent ‘legal highs’ are being sold to young people in petrol stations, fish 
and chip shops and even pet shops, a Druglink investigation has found.  

By Max Daly

So-called ‘legal highs’, such as synthetic 
cannabinoids, stimulant powders and 
poppers, are commonly bought from 
head shops and websites. 

But now they are also being sold 
from an expanding range of outlets such 
as petrol stations, take-aways, tattoo 
parlours, newsagents, tobacconists, car 
boot sales, sex shops, gift shops, market 
stalls and pet shops.

The majority of these outlets are 
situated in the north of England in places 
such as Newcastle, North Tyneside, 
Barnsley, Huddersfield, York, Wakefield, 
Hull and Middlesbrough. 

A snapshot survey carried out 
in Newcastle of 116 people, mainly 
teenagers aged 16–17, found that, of 
those who had recently bought ‘legal 
highs’, 45 had purchased them from 
head shops, while 20 had bought them 
from a petrol station or take-away food 
shop.

Rachael Hope, drug strategy co-
ordinator at Newcastle City Council, said 
the new trend would further normalise 
the use of ‘legal highs’ by young people.

“We already have several head shops 
in the city centre selling ‘legal highs’. 
Some of them distribute flyers to young 
people. But now we are seeing other 
outlets selling them. There is a petrol 
station just outside the city centre that 
has synthetic cannabinoids on display 
behind the counter on a cardboard 
display rack like peanuts in a pub.”

The phenomenon of non-head shops 
selling ‘legal highs’ is a familiar story in 
New Zealand, where these drugs have 
been available alongside ice cream and 
soft drinks from local corner shops 
known as ‘dairies’ since 2010.

In the UK this new trend hit the 
headlines in August when a local 
newspaper revealed that poppers were 
being sold under the name Liquid Gold 
at a Shell garage in Barnsley, South 
Yorkshire. The manager of the garage 
told the paper that staff did not sell the 

drug to under-21s and only supplied it 
from behind the counter. The story was 
repeated in some national newspapers 
and Shell quickly removed the product 
from sale. 

Not all these venues are restricting 
sales to legal drugs. According to 
one source, a Tyneside tattoo parlour 
currently selling ‘legal highs’ is allegedly 
stocking up on a brand of synthetic 
cannabinoids in advance of its likely 
classification as an illegal drug, with the 
intention of capitalising on the increased 
price of the drug once it is illegal. 

The expansion of alternative legal 
high outlets comes in the wake of 
increasing media and political pressure 
on the authorities to clamp down on 
high street head shops. 

However, enforcement agencies face 
significant barriers in restricting the 
sales of ‘legal highs’ because the Misuse 
of Drugs Act 1971 only covers banned 
drugs and the Medicines Act 1968 is 
easily side-stepped by manufacturers 
putting ‘not for human consumption’ on 
products. 

Despite these difficulties, authorities 
are finding imaginative ways of tackling 
the sales, according to Kevin Flemen, 
who runs the KFx drug consultancy.

He points out that in Yorkshire, the 
Intoxicating Substance Supply Act 
(1985) has been successfully applied 
to prosecute retailers selling synthetic 
cannabinoids to under-18s. Introduced 
to combat volatile substance abuse, the 
Act makes it an offence to supply any 
product to a person under 18 where it 
is thought the substance is likely to be 
inhaled for intoxication. But Flemen 
says that so far this legislation has been 
rarely used. 

Some head shop chains have opened 
themselves up to prosecution under the 
Medicines Act, even though they label 
products ‘not for human consumption’. 
Internal staff guidance at one of Britain’s 
largest head shop chains shows that they 
are aware the substances they sell will 
be used as intoxicants. “It may therefore 
be possible for the Medicines and 
Healthcare Products Regulatory Agency’s 
borderline products team to re-evaluate 
such products,” says Flemen.

Under consumer protection and 
product regulation laws, Trading 
Standards officers can act where 
products are mislabeled or don’t 
accurately describe products. “There 
is significant scope under the Trades 
Description Act, for example, to 
prosecute for products which are ‘not 
fit for stated purpose’ such as synthetic 
cannabinoids sold as incense or 
stimulant powders sold as bath salts and 
plant foods.”

However, when Chester Council’s 
trading standards unit brought a case 
against ‘Gogaine’ seller Sean Ellman (son 
of Labour MP Louise Ellman) accusing 
him of breaching consumer laws at 
his Chester head shop, it collapsed, 
because they had not correctly tested the 
product. 

The Trading Standards Institute 
admits that its members are split on 
what to do about ‘legal highs’, with some 
maintaining that drugs are not a trading 
standards issue. 

Focus

The expansion of 
alternative legal 
high outlets comes 
in the wake of 
increasing media 
and political 
pressure on the 
authorities to 
clamp down on high 
street head shops
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Martin Barnes

Martin surprised us all by announcing 
that he was stepping down as 
DrugScope’s Chief Executive. Here he 
reflects on a decade in the hot seat 
and the challenges to be faced both 
by DrugScope and the wider sector. 
Interview by Harry Shapiro

are likely to increase given the current 
uncertainties in the sector that are 
around.

The fact that the London Drug 
and Alcohol Network, the treatment 
representative body EATA and the 
Federation of Drug and Alcohol 
Professionals, are all now part of, 
or incorporated within DrugScope, 
underlines the organisation’s 
achievements and reputation. 

When you joined DrugScope from 
the Child Poverty Action Group, 
you were new to the sector. So how 
steep was the learning curve?

Well, a steep learning curve was exactly 
what I expected – and coming into a 
new policy area was one of the main 
attractions of the job. But to be really 
honest, the biggest unexpected challenge 
was the financial crisis that DrugScope 
was facing; the alarm bells once in 
post started ringing very quickly. But it 
was quite difficult initially – given the 
financial and other information then 
available – to pin down why those alarm 
bells were ringing and to get some of the 
Trustees to recognise that. And the issue 
for DrugScope at that time was that, 
as an organisation, we had not really 
adjusted to the external environment, 
not least the establishment of the NTA 
in 2001. The fact that the sector was in a 

period of growth was actually a double-
edged sword for DrugScope. For example, 
local DATs were in a position to do more 
activities which previously DrugScope 
could have delivered and of course the 
NTA was supporting the sector with 
guidance and resources which previously 
DrugScope had been funded to provide. 
Another challenge for DrugScope was 
the perception of the organisation within 
the sector, which was often negative, and 
its legitimacy as a representative and 
membership body. 

Maybe an over-arching issue was 
that the governance of the organisation 
was not sufficiently fit for purpose; 
ultimately organisations succeed or fail 
according to the effectiveness of the 
governance process, whether it’s the 
Trustees or whoever the responsibilities 
are delegated to. The organisation was 
incredibly complex for its size – and 
split between two floors! – and that 
may have contributed to a lack of 
effective business planning. And the 
organisation was under pressure to be 
more financially independent, but what 
appeared to be happening was that 
income-generating activities, such as 
consultancy and training, effectively 
became the tail that was wagging the 
dog. Understandably, the sector was 
wondering about DrugScope’s role as a 
membership body and representing the 
issues facing it.

When I first interviewed you in 
December 2003, you said that 
a key challenge for second-
tier organisations was how 
to determine whether or not 
they make an impact; you said, 
“sometimes you can be feeling, 
‘what’s the purpose?’” Ten years 
on, how would you answer your 
own question?

What I was getting at, back in 2003, was 
this issue of ‘distance travelled’ between 
what might be the immediate concerns 
and priorities for somebody working on 
the frontline and how that translates 
to the work of a second-tier national 
membership and representative body. 
For a frontline worker, their priority is 
likely to be working through massive 
or challenging caseloads; for the local 
manager, juggling resources and 
preparing tender documents. DrugScope 
has shown how we are able to tap into 
that frontline experience and expertise 
to inform our lobbying and policy work 
at the centre. But equally important is 
that we can be the ‘body on the barbed 
wire’. We can say and do things on behalf 
of our members and others in the sector 
that they themselves cannot; aspects of 
policy, practice, roles of statutory bodies, 
commissioning standards and so on. So 
DrugScope has an important role and 
the expectations of the organisation 

The Druglink interview
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in recent years I think the sector has 
worked more collaboratively and I think 
DrugScope has played quite a significant 
role in facilitating that, given all the 
partnerships and collaborations that we 
have supported or instigated. 

What leaves you feeling most 
gratified about what you achieved 
as CEO?

At times it was very difficult, trying 
to resolve the very serious financial 
problems we had. But while we are now 
much smaller than when I started, we 
are more focussed as an organisation 
and I think the charity’s reputation and 
influence is stronger. People forget or 
don’t even know that excluding our 
STRADA staff in Scotland, we have only 
nine full time equivalent posts and 
when people see what we do in terms of 
Druglink, DrugScope Daily or the policy 
and media work, they think we are a 
much bigger organisation and that ability 
to punch above our weight is really 
important. And I’m also pleased that we 
are involved in a range of partnerships, 
including The Skills Consortium, the 
Recovery Partnership, Making Every 
Adult Matter and STRADA. Those are 
the things that I feel particularly proud 
of, although it is the organisation as 
a whole that does that, not the Chief 
Executive alone. I am particularly 
proud of our Treatment Provider CEOs 
Forum, having over 30 CEOs and senior 
managers from the sector sitting around 
a table engaged in constructive debate 
and discussion – many, as recent as 3 
or 4 years ago, would not have believed 
it could happen. A new Chief Executive 
will, of course, have their own vision, 
priorities and views on how DrugScope 
can best support, influence and add 
value, including partnership working 
and collaborations. We have a very good, 
experienced and committed staff team 
and now a strong, very supportive and 
robust Board of Trustees, which is why it 
feels OK to pass on the baton.

It has been put to us by officials 
that ‘if DrugScope didn’t exist we 
would have to invent it’. How much 
store do you put in statements like 
that?

Yes, that was put to me again recently 
by a very senior official. It is gratifying to 

hear! But there was a time when some 
people would have said, ‘If DrugScope 
didn’t exist, we wouldn’t miss it’, which 
is not the case today. And they say 
that because, for example, we are a 
membership organisation and we can 
capture a lot of views and intelligence 
about what is happening on the ground 
and that translates into the issues 
we highlight and lead on, the policy 
influence that we seek to achieve. But 
also we play a very important role in 
wider public debate about drugs and 
drug use through the media, the wider 
partnerships – and closer to home, the 
work we have done within the Recovery 
Partnership to engage with residential 
rehabilitation and help close that 
unhelpful divide between rehabs and 
other forms of treatment intervention 
(as reflected in the breadth of experience 
on our Board of Trustees). DrugScope 
demonstrates that there continues to 
be a very important role for us as a 
membership and independent second–
tier organisation for the sector, but 
inevitably there will still be some critics, 
perhaps reflecting changing complexities 
and divergent interests; but we have 
demonstrated we are up for constructive 
dialogue and engagement.

And how do you feel we have 
performed that role as a ‘critical 
friend’ of government?

What has always been the bottom-line 
deal-breaker is any loss of DrugScope’s 
independence. In performing that 
‘critical friend’ role, there have been 
times when members and others in 
the sector might feel we haven’t been 
sufficiently critical. Sometimes, that’s 
because we haven’t been able to share 
the full picture, in terms of why we are 
doing something at a certain time – the 
lobbying, the conversations that go on 
behind the scenes, whether during the 
time of the NTA, or more recently, in 
trying to ascertain exactly what Public 
Health England is doing to do to support 
the sector and to help resist any risk of 
disinvestment. Our approach is to be 
as constructive as possible, recognising 
that policy making can sometimes 
be a ‘messy’ process, but inevitably 
lobbying against proposals or actions 
which are not in the interests of service 
users or the sector will upset some. For 
example, the work we did opposing the 
previous Government’s plan to require 

It did seem that by the two-day 
conference in Cambridge in 
2007, DrugScope had started to 
turn a corner, only for the sector 
to appear to tear itself in two 
following on from some analysis of 
the treatment statistics by the BBC. 
So was that a healthy debate that 
ensued, or just the drug treatment 
sector in self-destruct mode?

Certainly 2007 was an annus horribilis 
for the NTA and not an easy time for 
the sector. But by that time, there 
was already a head of steam building, 
because many people in the sector 
were starting to ask questions about 
treatment effectiveness and impact. 
Remember in 2005, the NTA attempted 
to launch what it called ‘A treatment 
effectiveness strategy’. But as Paul Hayes 
claimed in the Druglink interview earlier 
this year1 nobody took any notice. So 
there were the BBC reports critical of 
treatment and the Breakthrough Britain 
addiction report from the Centre for 
Social Justice in July that year, which led 
us to do a wide-ranging consultation 
with the sector including regional 
events culminating in the Drug Treatment 
at the Crossroads report in 2009. What 
the report captured was a lot more 
consensus and agreement in the sector 
than people were giving it credit for: that 
we should be more ambitious for the 
client, that methadone does have a role 
but there needs to be more choice, that 
we need to engage more with families 
and communities and so on. And while 
‘recovery’ was not yet part of the formal 
policy narrative, the themes that are 
now very much embedded in the drug 
strategy were clearly around. 

But it was also very important to 
defend what the treatment sector 
had achieved. Part of our report was 
the opinion poll and survey that was 
independently conducted and showed 
that the public was supportive of 
investment in drug treatment. The sector 
has been divided and polarised, but 
sometimes the loud voices don’t always 
speak on behalf of a clear constituency 
– claims can be exaggerated or provide 
just enough ammunition for others 
with a particular agenda. It is right 
that we had and continue to have the 
debate and the discussion, but actually 

1	 http://www.drugscope.org.uk/Documents/
PDF/Publications/PaulHayesInterview.pdf
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The Druglink interview

people with drug or alcohol problems to 
engage with treatment as a condition 
of claiming benefits was in the teeth of 
what appeared to be cross-party support 
(although the Lib Dems were against). 
Overall, our value system can be quite 
subtle but powerful, like support for the 
evidence base and for rational debate, 
dignity and rights and occupying what 
you have termed ‘the demilitarised zone’ 
to good effect. 

Consistent with our values, and 
particularly learning lessons from 
the past, in being determined to 
put DrugScope’s beneficiaries first 
– including our members and the 
sector’s long-term interests – we have 
at times, under my leadership, taken 
decisions which have not necessarily 
been in the best narrow, short-term 
or selfish interests of DrugScope as an 
organisation. You don’t get plaudits 
for that (it being counter-productive to 
broadcast the reasoning or rationale) but 
it felt to be the right thing to do. This is 
an area of policy and practice that has 
been fraught with emotion, polarisation, 
politicians fearing to tread, evidence 
ignored or unduly sifted. DrugScope 
continues to play an important role in 
not just overseeing that process, but 
seeking to influence as and when we 
can. The impact of that cumulatively has 
been very significant.

What do you see as the challenges 
now for DrugScope and the sector?

That challenge of having a clear 
vision for the future while remaining 
flexible and tactical is still key for the 
organisation. We are still in a time 
of transition for the sector and given 
the concerns about disinvestment, I 
suspect the expectations on DrugScope 
will increase, especially if PHE’s role as 
a support, and indeed challenge, for 
the sector is much less than the past 
with the NTA. I think there is a real 
opportunity for DrugScope in terms of 
what public health opens up – greater 
emphasis on alcohol, a wider view on 
substance misuse rather than drugs 
and alcohol silos. What the focus on 
recovery has revealed is that the policy 
issues are quite broad – not just what 
treatment delivers but also support 
from housing, employment and training 
services, and welfare reform. Other 
challenges and opportunities include 
responding to so-called legal highs and 
new psychoactive substances; making 

sure that young people’s treatment, 
education and prevention are given more 
attention; looking at the breadth of our 
membership; how we can better support 
the voice (or those seeking to provide 
a voice) for service users and people in 
recovery; ensuring local commissioners 
and services are more responsive and 
appropriate for the needs of diverse and 
equalities groups.

While treatment and recovery 
continues to be a high priority within 
government, on the other hand, the 
government has enabled a situation 
where both are highly vulnerable 
and exposed to disinvestment and 
cuts. There are genuine opportunities 
with the new public health system, 
potentially providing better integration 
with housing, employment, support for 
families, tackling health inequalities 
and social exclusion and so on. But 
there are also challenges and risks with 
the new structures. DrugScope and 
the Recovery Partnership have been 
highlighting the risk of disinvestment 
since the publication of the Health and 
Social Care Bill in 2010. This has not been 
about narrow sector self-interest, but – 
although shroud waving it may appear 
to be – has been a reasoned assessment 
of risks, horizon scanning and future 
proofing. 

But has the Government listened?
Parts of Government, yes – and they 
continue to listen and take notice, but 
competing pressures, viewpoints and 

interests within government are not 
always helpful. Last year we were given 
assurance that a protection would be 
built into the new local public health 
budget to incentivise local authorities 
to continue to invest in treatment and 
recovery. You may recall Paul Hayes 
and the then head of drugs at the 
Department of Health say this at our 
CEO Treatment Forum last year. No such 
protection exists in practice, but it took 
months following the announcement of 
local budgets in January for DrugScope 
to get this formal confirmation from 
officials. A planned new health premium 
may incentivise local authorities to 
continue to invest – there is a race on 
to get it in place or at least announce 
it to pre-empt possible disinvestment. 
Those fighting for this issue and the 
sector within Government recognise the 
important influence and contribution 
DrugScope and our partners have made.
But there are uncertainties and risks. 
And so DrugScope may more publicly, 
frequently and assertively have to be 
speaking truth to power, but not simply 
gesture politics either – because the risk 
then is that the door is slammed shut 
and once that door closes, influence is 
gone.

The external environment is much 
more complicated these days; localism 
means that while it is still important to 
try and influence policy at the centre, 
local authorities now have the lead 
responsibility. It is important that 
DrugScope continues to inform members 
as to what is going on out there, but 
ultimately we still have a national drug 
strategy, the money is coming down 
from the centre and we have to keep 
up that pressure – so the challenge is 
to keep that balance; what works best 
in the longer term, including beyond 
political cycles.

Then there will be an election in 2015, 
austerity will continue regardless of who 
is in power, so another challenge for 
DrugScope and the sector will simply be 
to hold its nerve.

What next for you?
I am looking forward to a bit of a 
sabbatical, but it is possible that I 
may return to the sector because I am 
passionate about what our members and 
the sector do – that’s why the decision to 
pass the baton has not been an easy one. 

We are able to tap 
into that frontline 
experience and 
expertise to inform our 
lobbying and policy 
work at the centre. 
But equally important 
is that we can be the 
‘body on the barbed 
wire’. We can say and do 
things on behalf of our 
members and others 
in the sector that they 
themselves cannot
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Your professional insurance 
can help raise funds for 
DrugScope.

Ask Chris Knott Insurance to quote when 
your organisation’s insurance falls due and 
DrugScope will receive a donation if you go 
ahead with cover.

To see how much you could save and to 
support the charity in this way, please call 
Chris Knott’s Commercial Team on

01424 205009
and mention ‘DrugScope’. 25%of the earnings donated to DrugScope on your behalf and again at every renewal.

Chris Knott Insurance

The right choice for charity supporters

DrugLink Advert 1112 Full.indd   1 28/11/2012   16:16:21
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Druglink 2013 Street Drug Trends Survey

High times
The 2013 survey focusses on young people and the rise in their 
use of new synthetic drugs. Not many are coming forward to 

services – but outreach work tells a different story. By Max Daly

New synthetic drugs (also called ‘legal 
highs’ or ‘new/novel psychoactive 
substances’) are increasingly becoming 
part of the drug menu for young people, 
because they are cheap, readily available 
and potent.

Druglink gathered information from 
25 drug agencies in England, Wales and 
Scotland to create a snapshot of the 
prevalence and nature of new synthetic 
drug use among a new generation of 
young people. The research also aimed to 
gauge how services are adapting to this 
challenge.

What became clear very quickly is 
that despite reports about the plethora of 
new highs now available on the market 
and over the internet, by far the most 
prevalent drugs among young people 
are the new breed of stimulant powders 
such as mephedrone and synthetic 
cannabinoids. 

Trends reveal that mephedrone-type 
drugs have become popular with older 
teenagers and university-age users, who 
frequently buy via friends and dealers to 
use at clubs and parties. 

Younger, school-age teenagers 

prefer the often luridly branded 
synthetic cannabinoids, with names 
such as Clockwork Orange and Exodus 
Damnation. Commonly, these are being 
bought after friends club together, from 
head shops, to be used at home or in 
streets and parks. Online drug buying 
appears to be the least popular method 
of getting hold of new synthetic drugs 
for young people. 

Agencies reported that numbers of 
young people coming in for treatment 
directly as a result of using new 
synthetic drugs are “creeping up”. 



November/December 2013 Druglink | 13 

In Middlesbrough, where the most 
marked increase was reported, of 
71 presentations in the last year, 23 
came in with new synthetic drugs – 
predominantly mephedrone – as their 
primary problem. Overall mephedrone 
presentations in England rose from 900 
in 2010/11 to 1630 in 2012/13, according 
to the latest drug treatment statistics 
from Public Health England.

“They are mainly school-aged 
children, who have started bingeing 
on mephedrone or similar drugs over 
three or four days,” says the manager of 
a Teeside young peoples’ service. “They 
are usually people who have not taken 
other illegal drugs, who started using 
mephedrone when it was legal and who 
use at home on a Monday night.”

But among most of the services 
surveyed, numbers in treatment for new 
synthetic drugs remain low compared 
to presentations for traditional drugs, 
such as cannabis and alcohol. However, 
their outreach work reveals a different 
story. Almost all the agencies contacted 
by Druglink said new synthetic drugs 
now figure highly in young people’s 
psychoactive repertoires. 

A survey of 116 mainly young people 
in Newcastle, with an average age of 
between 16 and 17 carried out in August, 
found that two thirds had used new 
synthetic drugs, while Lifeline’s young 
people’s service in York reported a 
noticeable shift in its clients aged 14 and 
over, many of whom are from middle 
class families, moving from cannabis 
and alcohol to new synthetic drugs and 
high energy caffeine drinks. 

In Scotland, fieldwork carried out at 
festivals by the charity Crew2000 found 
31 per cent of young people had taken a 
“mystery white powder”, 30 per cent had 
taken mephedrone and 28 per cent had 
used synthetic cannabinoids. Meanwhile 
a survey among experts engaged with 
young people in education, health and 

crime by the Scottish Drug Forum (SDF) 
revealed 65 per cent said their clients 
were using new synthetic drugs.

Feedback from the SDF survey 
shows that this new wave of drugs is 
becoming popular because they have 
simply become “fashionable” or “trendy” 
with young people – far more so than 
traditional substances, which are seen 
as remnants from a bygone generation 
of users and addicts. Some agencies 
expressed concerns that some products 
seemed to become more popular after 
being linked in the local and national 
media to hospitalisations and deaths.

These drugs are potent. One 
drug worker described synthetic 
cannabinoids, about twice as strong 
as its natural cousin, as offering more 
“bangs for your buck” than virtually any 
other psychoactive substance on the 
market. 

A manager for KCA, which runs 
young people’s drug services in Kent, 
told Druglink: “From what I’ve seen, it’s 
the potency of a particular brand that is 
more of a pull for young people who are 
buying these drugs, rather than the fact 
they may be legal.

“With synthetic cannabinoids, it’s 
all about getting totally out of it. Lots 
of them will use a bong and actually 
say it was a negative experience. But 
this drug is not used for relaxing like 
normal cannabis. There is a real need 
for escapism, it’s a comfort blanket so 
they can forget everything. Yes, it’s a 
substitute for cannabis, but if you use 
the same dose as cannabis, it wipes you 
out.”

New synthetic drugs are also cheap 
and easy to buy. In Newcastle, the 
availability of new synthetic drugs is 
expanding away from head shops. A 
survey of teenagers found that while 45 
had bought their drugs from head shops, 
20 had bought them from petrol stations 
and takeaways. 

Agencies said the use of new 
synthetic drugs by young people was 
highly influenced by very localised 
trends. In Maidstone, Kent, for example, 
where there are four head shops, 
synthetic cannabinoids are increasingly 
the drug of choice for young people. 
Yet 21 miles down the road in Ashford, 
mephedrone-type powders and pills 
are far more popular. Then again, 13 
miles away in Tonbridge, these drugs are 
on the whole being ignored by young 
people. 

The survey found that new synthetic 
drugs and the way they are bought is 
attracting a new set of drug users and 
creating subtle changes in the way 

young users behave. Some agencies say 
they have groups of new synthetic drug 
users who have not, nor would not, use 
traditional or illegal drugs. 

In North Tyneside, one agency 
said the easy availability of synthetic 
cannabinoids from head shops with 
ordinary opening hours has changed the 
dynamic of young people’s drug use to 

WHO DO YOUNG 
PEOPLE TURN TO FOR 
HELP WITH DRUGS?

A survey on drug use carried out 
this year by Nottingham City Council 
among nearly 500 school children 
in the city reveals some interesting 
facts:

54% had heard of the 
government’s drug advice service, 
Talk to Frank.

2% visited the Talk to Frank 
website.

1% thought Talk to Frank was 
very helpful.

28% thought legal drugs are less 
harmful than illegal ones.

11% are worried by drug taking.

15% are worried by drug 
dealers.

19% are affected by adults using 
drugs around them.

15% have got into a fight 
because of drugs.

12% have damaged something 
because of drugs.

6% have had sex because of 
drugs.

6% have stolen something 
because of drugs.

10% have put themselves in 
danger because of drugs.

NB. This was a baseline survey 
on drug use used to direct 
subsequent DrugAware Programme 
interventions.

Some agencies 
expressed concerns 
that some products 
seemed to become 
more popular 
after being linked 
in the local and 
national media to 
hospitalisations and 
deaths
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resemble the regular patterns associated 
with heroin users. 

They are less reliant on street 
dealers and more able to map out their 
intoxication routine. Teenagers will often 
pool their cash in the morning. Instead 
of popping to the shops to buy a can of 
coke, they will go to the local head shop 
to buy some synthetic cannabinoids and 
use them during lunch breaks or while 
truanting from school.

However, despite their legitimacy, the 
trade in new synthetic drugs is starting 
to mimic the traditional street trade in 
illegal substances. There is a blurred 
boundary between head shops and street 
dealing. 

In Kent, some head shop staff allow 
their teenage customers to buy ‘on tick’ 
and encourage others to act as de facto 
debt collectors, rewarding them with 
drugs in return for cash collected. Head 
shops are also known to accept goods, 
such as DVDs and computer games, in 
return for synthetic cannabinoids.

It is not just new synthetic substances 
that are on the radar. In some parts of 
Kent, drug workers are reporting a rise 
in the use of hallucinogens. In Dartford, 
Gravesend, Swanley and Tunbridge 
Wells since this summer, there has 
been a trend in young people, a mix of 
college students and teenagers in pupil 
referral units, experimenting with LSD, 
in the form of ‘microdots’ from blotting 
paper. The county had also seen a rise 
in other hallucinogens such as magic 
mushrooms, N-boms, salvia and AMT. 

So how are services adapting to this 
changing landscape? Virtually all the 
services and organisations we spoke 
to said that they had little chance of 
engaging with young users of new 
synthetic drugs unless they reached out 
to them. Many simply were not aware of 
the existence of drug services, let alone 
felt comfortable engaging with them. 

Generally, the more outreach work 
services carry out in schools, pupil 
referral units, universities, health 
and social services, young offender’s 
institutions, children’s homes and 
homeless units, the more young people 
they find who use and have problems 
with this range of new drugs. 

CRI, the largest service provider in 
the UK, has seen enough of a problem, 
most notably in south Wales, Brighton 
and parts of London, to prompt an 
adaptation to the way it works with 
young people. CRI employed a dedicated 
lead, Michael Lawrence, last year, whose 
role is to co-ordinate and expand the 
agency’s work on new synthetic drugs. 

Like others around the country, it has 
set up specialist late night clinics, 
outreach projects in night clubs, drop-ins 
at universities and treatment groups 
specialising in synthetic cannabinoids 
and stimulant powders like mephedrone.

Echoing the feedback from most 
services we spoke to, Lawrence says CRI’s 
primary role is to deal with the impact of 
a drug is having on the user rather than 
becoming obsessed with identifying its 
exact chemical make-up. 

“You can’t get hung up about not 
knowing what a drug is,” says Lawrence. 
“It’s about supporting young users 
and addressing the social effects – on 
employment, debt, education, friends, 
family, relationships and social exclusion 
that the drug is having on their lives.”

Katy MacLeod, National Training and 
Development Officer at the Scottish 
Drugs Forum, told the survey: “We 
monitor drug trends as they happen. 
Through our training and quality 
development work with services we 
are finding it’s about going back to 
basics, treating the presenting issues 
rather than having to be an expert in 
the compound itself. It is important to 
categorise what kind of drug it is, for 
example, if it’s a stimulant, and to treat 
the person accordingly based on what 
knowledge we already have.” 

She says the main difference with 
new drugs is not so much the drugs 
themselves, but the wide appeal to 
different user groups. “We are aware of 
these substances being used both by 
clubbers and young people but also by 
people already engaged in services and 
from vulnerable groups including those 
with existing problematic substance 
use. One key issue is that the majority 
of deaths in Scotland have been due to 
poly drug use and haven’t happened in 
a club setting, which would suggest that 
young people and clubbers should not be 
the only focus of attention for the new 
drugs.”

Services such as Crew2000 target 
people who perhaps wouldn’t usually 
come to mainstream drug services, by 
providing outreach to schools, youth 
clubs and festivals. They are also 
pioneering different approaches such as 
online support.

MacLeod says that one of the 
challenges for services is engaging with 
such a diverse user group, some of whom 
face barriers to accessing services. 

“Outreach services, which are often 
a crucial part of engaging with users, 
can be difficult to secure funding for, 
as outcomes are often difficult to 

measure, given you are often working 
with users on a one-off basis. There is 
some evidence to suggest that specialist 
services may help to engage with this 
range of user groups, although another 
key issue is to help build knowledge and 
confidence of the existing workforce so 
they feel equipped to support service 
users effectively around the new drugs.”

Pauline Minshull, project worker at 
The Base, a young people’s under-25 
drug and alcohol service in Kirklees, 
is starting a new outreach scheme 
targeting new synthetic drug users at 
club nights on Wednesday evenings, a 
student night. Minshull says the service 
treats new synthetic drugs like any other 
stimulant, depressant or hallucinogen. 
But she adds that she finds it useful to 
know as much as possible about specific 
drugs people are taking because it can 
improve harm reduction. She sometimes 
sends drug samples for testing at 
forensic labs.

“When a head shop was selling a 
particular drug claiming it was AMT and 
a lot of the young people were using 
it, we sent it off to be analysed, says 
Minshull. “And it was AMT, so at least 
we knew what we were dealing with 
and that the woman selling drugs at the 
head shop knew what she was selling. 
This isn’t always the case, however, and 
when purchasing any substance from a 
dealer, shop, internet or friend you can 
never be certain and know what is in the 
substance. All this is useful information 
for us.” 

So what is the best approach to 
helping this new and unique generation 
of drug users? “Young people’s new drug 
of choice changes from week to week 
and drugs change to keep ahead of the 
law,” says Andrew Brown, Director of 
Programmes for Mentor. “Services have 
to work out what these drugs are and 
how they impact lifestyles and health. 

“Reponses fall into two camps: either 
you try to understand the particular 
harms of each individual product and 
to catch up with science; or you think 
about it more generally, that people have 
always followed new trends, and that 
the approaches needed to tackle these 
drugs are no different to how we tackle 
traditional illegal drugs. 

“But the main message we should 
communicate to young people – 
especially with these new drugs and 
the way they are marketed – is that the 
buyer should ask themselves, ‘is it what 
it says on the tin?’”

n Max Daly is a freelance journalist.
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Headspace
...drugs from the left field	
	 	

Not sorted for E’s or whizz
While the forensic information has yet 
to be made public, the tragic death of 
Nick Bonnie at the Warehouse Project in 
Manchester (28 September) appears to 
be the latest in a series of deaths linked 
either to strong ecstasy or the PMA-
ecstasy combination. Up until 2011, PMA 
had only been implicated in two deaths 
in the previous 18 years. That figure 
leapt to 20 in 2012, while the BBC File on 
Four programme (29 October, listen here) 
claimed that figure had already been 
exceeded for 2013. 

From a public health perspective, why 
this is happening now is less important 
than the question ‘what more can be 
done to warn club goers of the dangers 
of using ecstasy?’ And then you have 
to throw into the mix the numerous 
anecdotal reports of serious outcomes 
for users of some of the new compounds, 
especially synthetic cannabinoids. 
There are no official statistics on the 
prevalence of use of substances like 
Black Mamba, Annihilation and Exodus 
Damnation – and nobody should be 
helping the more scurrilous end of the 
media by unduly ramping up concerns. 
But even if the names are just a 
marketing ploy to encourage sales, the 
percussive effects of these drugs are all 
too real.

We could do worse than reinvigorate 
some of the harm reduction initiatives 
from the 1990s, when rave culture was 
at its height. Not that this was exactly 
free from controversy. The first materials 
on safer dancing appeared in Liverpool 
in 1992 published by the Merseyside 
Regional Drug Training Unit (now HIT). 
After hearing about the rising tide of 
MDMA-related A&E admissions to local 
hospitals, they produced the ‘Chill Out’ 
leaflet, setting out what has now become 
standard information about not getting 
overheated, staying hydrated and so on. 

The tabloid response was swift and 
brutal, with one paper going so far as 
to suggest that parents go round to the 

unit’s offices and chuck the director 
Pat O’Hare in the River Mersey. It didn’t 
take too long for that information to 
appear in medical articles, in materials 
from organisations like DrugScope (then 
ISDD) and Release and, significantly, in 
government literature. The government 
also backed the London Safer Dancing 
Campaign; ISDD launched the London 
Study Safely Campaign aimed at 
students and there were other similar 
initiatives around the country. The more 
responsible venues began supplying 
free water, chill out areas and allowing 
drugs workers onto the premises to offer 
advice and support. Did people still die 
from taking drugs? Sadly they did, but 
few club goers could have said that they 
had no idea about the possible ways they 
could reduce potential risks. 

It is true that for a decade now, 
most drug use, be it problematic or 
recreational has been in decline. And 

we don’t know how much of a health 
problem we really have with the new 
drugs – except there seems to be a lot 
of them about. But there is sufficient 
anecdotal evidence coupled with 
the jump in MDMA-related deaths 
to warrant a step change in thinking 
about information provision – not least 
because, as well as traditional indoor 
venues, the last decade has seen an 
explosion in outdoor festivals where 
drug-related fatalities and casualties 
have also occurred.

Unfortunately, proactive information 
underlining risk reduction is looking 
pretty scarce right now. The government 
would point to the FRANK website as a 
reliable source of information – which 
it is. But, as reported in this issue, a 
survey of school students in Nottingham 
showed that while FRANK has high 
brand recognition, virtually none of 
the students would use it as a source 
of information. This will sound quite 
Luddite, but whatever new technology 
can deliver, I would argue there is still 
a significant role for shoving a leaflet in 
somebody’s hand, putting up posters and 
providing other tangible objects of social 
marketing.

DrugScope continues to get regular 
calls from a whole range of professionals 
looking for just this – and we can’t help, 
because there are no funds for free print 
distribution these days. And due to 
financial cutbacks, government funds for 
similar communications activities have 
also dried up.

It is impossible to say if more readily 
available information would have saved 
those who have recently died; but it 
has to be worth making sure people 
are properly informed. After all, when 
Leah Betts died in 1995, one of the most 
widely publicised drug deaths of all time, 
few of the current casualties would even 
have been born.

n Harry Shapiro

From a public health 
perspective, why this is 
happening now is almost 
beside the point; the 
question is ‘what more 
can be done to warn club 
goers of the dangers of 
using ecstasy?
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Club drugs

Bop ‘til you drop
This article draws on one of the largest recent dance drug surveys 

undertaken in the UK using a sample of 2,139 clubbers in the 
north west. Robert Ralphs reflects on changes that have occurred 

on the dance scene since his initial involvement in drugs and 
clubbing research at the end of the 1990s.

Another young person sadly lost their 
life after apparently taking a ‘bad 
batch of ecstasy’ and a further 15 were 
hospitalised on the opening weekend of 
one of the UK’s largest dance club venues 
– The Warehouse Project in Manchester. 
Once again, the media, politicians, 
practitioners and promoters are asking, 
‘What can be done to prevent such tragic 
consequences?’ Such deaths have been 
occurring ever since ecstasy and the 
rave scene first joined hands. So what, if 
anything, has changed since then?

In the 1990s, the emergence of ecstasy 
use was cemented into mainstream 
dance club scenes. As a postgraduate 
student at Manchester University, I was 
fortunate to be involved in a number 
of research projects involving Howard 
Parker, Fiona Measham and Judith 
Aldridge, which focused on young 
people’s substance use. One in particular 
resulted in the seminal book Dancing on 
Drugs (2001). This research, conducted 
in three venues in the north west of 
England in 1999 with a sample of 2,057 
clubbers, makes an appropriate point 
of reference in relation to documenting 
change. 

What was memorable from this 
research undertaken at the end of the 
1990s, when rates of drug use in the 
UK had reached an historical high, was 
the clear distinction made between 

‘drinkers’ and ‘drug takers’. Almost half 
of clubbers in the study were categorised 
as ‘mainly drinking’ on the night they 
were interviewed, whilst a quarter 
were ‘mainly or only taking drugs’. One 
might expect the late 1990s club scene 
to have been dominated by drug users, 
however, only just over half (n=1,057) of 
the sample were ‘current drug users’. 
The three most prevalent club drugs 
were ecstasy (35%), amphetamines (31%) 
and cocaine powder (7%). The clubbers 
of the 1990s fitted the dominant ACCE 
(alcohol, cannabis, cocaine and ecstasy) 
profile. They were polydrug users willing 
to combine different illegal drugs and a 
minority added alcohol to the mix. 

In the early years of the 21st century, 
we have witnessed an overall downturn 
in drug use. Nevertheless, there has 
been an increase in the range of drugs 
used. In the past decade, ketamine has 
emerged as a popular club drug. More 
recently, we have witnessed the rapid 
growth of mephedrone. The Crime 
Survey for England and Wales, which 
began collecting prevalence data on 
mephedrone and other cathinones 
in 2010, has shown how levels of 
mephedrone use are now on a par 
with other popular stimulants such 
as ecstasy and cocaine. We have also 
seen the proliferation of a range of new 
psychoactive substances (NPS). The 

European Monitoring Centre for Drugs 
and Drug Addiction (EMCDDA) has 
documented a year-on-year increase 
in the recording of NPS since 2009, 
identifying 73 new substances in 2012 
alone, although it should be pointed out 
that these are not discrete substances: 
many will be synthetic cannabinoid or 
stimulant variants. Recent EMCDDA 
updates state that they are now 
monitoring over 280 NPS, albeit with the 
same caveat (EMCDDA, June 2013). So 
how have NPS impacted on the clubbing 
landscape? 

The survey conducted by the 
Manchester Centre for the Study of 
Legal Highs (MCSLH) focused specifically 
on clubbers in the north west. Data 
collection took place in November 
and December 2012 at six club nights. 
Prevalence data and key findings from 
the study highlight significant changes 
in substance use patterns since the 
1990s research. 

The Dancing on Drugs study found that 
the top two drugs of choice in north west 
nightclubs (ecstasy and amphetamines) 
were taken by around a third of 
clubbers. In 2012, four substances were 
approaching usage rates of 50% – MDMA 
(48%), cannabis (47%), ecstasy (44%) and 
cocaine (44%) – far exceeding the levels 
of use found in the 1990s. Druglink’s 
recent street drug surveys indicate 
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ketamine use has steadily increased, 
a trend reflected in clubbers’ drug use 
repertoires, with over a quarter (27%) 
using ketamine. A third of the clubbers 
in this study had tried a legal high. In 
terms of NPS use, almost one in six (16%) 
clubbers had used mephedrone on the 
research night. Other NPS consumed 
which contributed to expanding 
polydrug use repertoires were GBL/GHB 
(5%), 2CB (4%), the synthetic ketamine 
methoxetamine (3%), 2C-I (2%) and PMA 
(paramethoxyamphetamine) (0.7%). 
Alcohol use was much more prevalent 
than it was at the end of the 1990s with 
91% of clubbers drinking alcohol on the 
night and only 4% stating they ‘only used 
drugs’ (compared to 24% in the Dancing 
on Drugs survey). Today’s clubbers further 
blur the boundaries between licit and 
illicit substances combining alcohol 
with a multitude of other substances. 
Polydrug use was dominant, with almost 
half of the sample (47%) stating that they 
had consumed two or more substances 
on the research nights.

‘Legal high’ use was popular for a 
variety of reasons. A quarter (24%) of 
clubbers discussed how legal highs 
were cheaper than illegal drugs and a 
fifth (19%) noted that they were easily 
accessible and available to purchase 
online or in shops. The poor quality 
of illegal drugs also influenced a fifth 
(19%) to use legal highs believing that 
they were purer. Safety was a factor for 
some, 8% used legal highs because they 
believed that they were safer than illegal 
drugs. Fifteen per cent reported that they 
used legal highs because they were not 
illegal to possess. 

Over a quarter (27%) of legal high 
users reported negative experiences. 
These ranged from physiological effects, 
such as headaches, vomiting, passing 
out, becoming immobilised and heart 
palpitations, to psychological effects, 
including memory loss, confusion, 
loss of control, paranoia, depression, 
suicidal thoughts and a variety of 
unpleasant hallucinatory experiences. 
Some described how they were unable 
to sleep for several days after taking 
them. Some of the negative experiences 
recounted point to an increased risk of 
high body temperature, dehydration, 
hyperthermia, cardiovascular complaints 
and neurotoxicity. Ten clubbers had 
attended A & E or been admitted to 
hospital. Despite these negative personal 
experiences, only a small proportion 
(10%) expressed a desire to obtain more 
information or guidance around the safe 
use of legal highs.

But while it might seem from this 

research that clubbers are not bothered 
about accessing more information, it 
is clear from internet drug forums that 
interest in drugs and drug interactions 
is high. Particular attention should be 
paid to the heightened risks arising 
from polydrug use and the potential 
adverse consequences associated with 
combining alcohol. Advice is also needed 
on the effects of the multiple use of 
stimulants and hallucinogens. Yet there 
is a knowledge gap especially with 
regards to NPS and how they combine 
with other substances. Increases in the 
number of substances with an intranasal 
method of ingestion e.g. MDMA powder, 
mephedrone and ketamine alongside 
cocaine and other NPS, has implications 
for harm reduction advice around the 
transmission of blood borne viruses 
such as hepatitis. The range of negative 
experiences uncovered would suggest 
that there is a need to move beyond 
a focus on physical health issues to 
incorporate psychological and social 
risks. While paying attention to health 
risks like these is a pressing endeavour, 
the upward trend in NPS use points to 
other policy concerns. 

The rapid growth and integration into 
drug use repertoires of NPS presents 
a new set of policy predicaments, 
particularly in relation to public 
health and regulatory responses. Yet 
they also present venue owners and 
promoters with new challenges. Our 
research found that 79% of clubbers 
took drugs on the night – a figure quite 
unremarkable to most observers. Indeed, 
for many readers, the only shock might 
be that this figure is so low. Drug use 
and clubbing go hand in hand and 
to imagine that licensing conditions 
aimed at detecting drugs for personal 
use will result in drug free clubbing is 
unrealistic. Returning to the Warehouse 
Project, one could argue that this venue 

is a model of good practice, in respect of 
its working partnerships and policies. 
Indeed, it would appear that it is doing 
more than most to be a responsible and 
compliant venue. It has a high police 
presence, employs a large, private police 
team on the door, supplemented with 
drug sniffer dogs and is known for its 
policy of routinely searching everyone 
thoroughly on entry. They also have a 
team of doctors and paramedics on site, 
provide free water, use sophisticated 
air-conditioning systems and ensure the 
smooth flow of people around the venue 
via a one-way system. 

Nevertheless, despite such prudent 
attempts at making their venue as safe 
and drug free as possible, instances 
of clubbers needing medical attention 
because of substance use are common. 
Hence, one might surmise that there 
is little evidence to indicate that such 
stringent door policies and safety 
measures that are being imposed on 
venues, make a difference. Indeed, 
they have the potential to result in 
unintended consequences. Faced with 
such rigorous door policies and security 
measures, some clubbers may be 
encouraged to frontload their drug use 
and consume higher quantities of drugs 
before entrance. The heightened risk of 
having drugs confiscated on entry may 
also increase the temptation to purchase 
drugs inside the venue from an unknown 
dealer. In line with other UK studies 
that have obtained data on sources of 
drugs, our research indicated that the 
majority of clubbers purchase their drugs 
from a variety of known sources, while 
only 6% stated their main source to be 
an unknown dealer. Using a trusted 
dealer is, it would seem, a prudent harm 
reduction strategy. However, conditions 
of license agreements that increasingly 
stipulate the deployment of sniffer dogs 
and the routine searching of clubbers 
will tend to encourage those who are 
going to use drugs to buy them from 
indiscriminate sources.

It is unlikely that in the current 
climate of regulation, venue owners 
are going to turn a blind eye to people 
bringing in their own drugs as a harm 
reduction measure, even if they know 
that they can’t keep drugs out of the 
clubs. But in the light of recent tragedies, 
it is worth asking the question as to how 
criminal justice, licensing and public 
health agendas can converge to reduce 
harm.

n Robert Ralphs is Senior Lecturer in 
Criminology at Manchester Metropolitan 
University.

Drug use and 
clubbing go hand in 
hand and to imagine 
that licensing 
conditions aimed 
at detecting drugs 
for personal use 
will result in drug 
free clubbing is 
unrealistic
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Treatment survey

Taking stock
Over 165 services took part in the first national ‘State of the 

Sector’ survey conducted by DrugScope on behalf of the Recovery 
Partnership, looking at the impact of a range of recent changes on 
services and service users. Paul Anders looks at why and how we 

conducted the survey and what we found.

There are several reasons why we 
decided to undertake this piece of 
work, but one of the main ones can be 
described as deciding between Private 
Frazer or Captain Smith. Private Frazer’s 
familiar cry of ‘We’re all doomed’ will 
be known to Dad’s Army viewers, whilst 
the story of Captain Smith, lighting 
additional boilers as the Titanic headed 
into an ice field is infamous. In the event, 
neither Private nor Captain had correctly 
appraised their situation – Frazer and his 
colleagues were in fact fine, whilst Smith 
and many of his crew and passengers 
were anything but.

In reality of course, life is rarely as 
simple as that. For the drug and alcohol 

treatment sector, as for much of the 
wider voluntary sector, the likelihood 
was always that change would bring 
both causes for concern and cautious 
optimism. Public Health England (and 
before them the National Treatment 
Agency) produces a wealth of statistics 
that speak of the effectiveness of 
the sector in its primary purpose of 
addressing addiction and dependency. 
Gauging the health of the sector in 
any broader sense has been more 
challenging, however. 

A number of reforms, broadly under 
the heading of localism, focussed our 
interest. The folding of the former 
Pooled Treatment Budget into the 

public health allocations in April 2013 
and the transferring of commissioning 
responsibilities to local authorities 
turned our thoughts to how we 
could learn more about the sector. 
The introduction of Police and Crime 
Commissioners led us to ask questions 
about how the sector will engage with 
the criminal justice system from now 
on. One almost inevitable consequence 
of localism is that pulling together the 
bigger picture can be difficult – rather 
than allocations mostly being made 
centrally, the resources devoted to the 
sector would now depend on local 
decision making.

Rough sleeping, a sector with 
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similarities to drug and alcohol 
treatment, had been through a similar 
but less far-reaching process some 
years earlier, when the Supporting 
People ring-fence was removed. 
Some local authorities subsumed 
spending on homelessness services 
into other budgets, making like-for-
like comparisons difficult, but seen 
nationally, resources were reduced, 
services were cut and capacity was lost. 
After consistently falling for several 
years, rough sleeping and homelessness, 
driven by a range of factors, began to 
edge up again.

DrugScope’s counterpart in the 
homelessness sector is Homeless Link. 
Through their Survey of Needs and 
Provision (SNAP), they were well placed 
to track the changes in their sector. 
By looking beyond straightforward 
indicators like bed spaces and funding, 
they were able to paint a detailed 
picture of how the homelessness sector 
was faring from year to year. Crucially, 
Homeless Link had also proved, in a 
comparable sector, that research of this 
sort could gain traction with service 
providers, commissioners, policy makers 
and the media.

While it looked likely that there would 
be some value to doing this work, and 
that 2013 seemed like a particularly good 
time to do it, there seemed to be some 
insurmountable obstacles. Producing, 
promoting and then analysing a 
large national online survey is itself a 
significant task, but it was clear that we 
needed to go beyond that. To be able to 
give an accurate and nuanced account 
of how the sector was fairing, the need 
to carry out interviews with services and 
others from the sector was clear.

With thoughts now turning to design, 
the first thing to be agreed was what 
we wouldn’t ask for information about 
– primarily treatment outcomes and 
related detail: that information is already 
collected, already available (albeit in 
very restricted form for many potential 
data users) and likely to be potentially 
sensitive at a service level. The focus 
instead would be on the factors that 
can contribute to a service remaining 
successful, with a particular emphasis 
on intelligence received through day-
to-day discussions with DrugScope’s 
membership. Topics of interest included 
changes to funding; the impact of 
recommissioning, access to other local 
services; changes to staffing and service 
provision; and the identification of local 
gaps detrimental to clients. In terms of 
the new structures and environment, 

signs of engagement with Health and 
Wellbeing Boards (HWBs) and Police and 
Crime Commissioners (PCCs) would be 
crucial.

While the quantitative, online survey 
was being refined, consideration was 
also given to the qualitative elements. 
The need to interview service managers 
to add some meat to the bones of the 
survey was evident. Using measures of 
population in treatment, public health 
spend per head and direction of travel 
from the former Pooled Treatment 
Budget, we identified nine ‘priority’ local 
authority areas: two in each of the Public 
Health England regions plus London, 
where three were selected. The aim was 
to look for local authority areas at both 
end of the spectrum – not only areas 
where the numbers looked worrying, but 
also others where they seemed more 
encouraging.

In addition to the areas that received 
more focused attention and where 
services were invited to participate 
in brief telephone interviews, chief 
executives of treatment providers were 
also interviewed. The online survey was 
promoted across England, generating 
almost 170 responses, drawn fairly 
evenly from across the 4 PHE regions.

The interim report on behalf of the 
Recovery Partnership was launched 
at DrugScope’s annual conference in 
November 2013. Drawn primarily from 
responses to the online questionnaire 
and the chief executive interviews, it 
summarises some key findings. These 
include:
•	 36% of services reported a decrease in 

funding, of which around a third was 
due to losing services as a result of 
recommissioning.

•	 41% had been through a retendering 
or recommissioning exercise in the 
last 12 months, with 64% expecting to 
in the coming 12 months.

•	 44% reported a decrease in front-line 
staff numbers, and 63% an increase in 
the use of volunteers.

•	 43% said they were not engaged with 
their Health and Wellbeing Board, 
including no involvement in any 
Joint Strategic Needs Assessment 
Consultation.

•	 Around 4 in 10 had had involvement 
with their Police and Crime 
Commissioner, but only around 1 in 
10 was involved via the Police and 
Crime Plan consultation.

•	 9 out of 10 respondents reported that 
welfare reform had had a negative 
impact on their clients.

•	 No respondents were receiving 

funding from Jobcentre Plus’s Flexible 
Support Fund.

•	 Most respondents identified funding 
and recommissioning as the biggest 
single challenges facing their own 
service.

•	 The most significant gaps in local 
provision were (in order) access to 
housing, partnership / support for 
clients with complex needs, and 
education, training and employment 
opportunities.

In summary and to return to the earlier 
analogies, while there’s no indication 
that we’re all doomed, there may 
be icebergs on the horizon and the 
sector needs to keep a keen look out. 
However, there are encouraging signs of 
innovation and adaptability elsewhere in 
the responses that hint at the resilience 
of the sector.

The interim report has not been made 
available online as it only scrapes the 
surface of the data. On behalf of the 
Recovery Partnership, DrugScope will 
carry out further analysis on the online 
questionnaire responses, and will draw 
on that and several other strands of work 
to produce a more comprehensive State 
of the Sector report in early 2014. This 
will include incorporating information 
from other sources; for example, 
DrugScope has submitted requests 
under the Freedom of Information Act 
for information about funding and 
commissioning of drug, alcohol and 
related services to all PCCs in England 
and Wales. In London, LDAN has, in 
partnership with the London Drug and 
Alcohol Policy Forum, contacted every 
local authority to learn more about 
how local authorities are adapting to 
the new public health commissioning 
responsibilities.

The Recovery Partnership hopes 
that the State of the Sector work will 
be seen by both the sector itself and its 
key stakeholders in central and local 
government as a valuable snapshot 
of the health of the sector at a time of 
significant change. We also hope that 
clients and service user groups will find 
the final report of interest, as one of the 
key design elements of the survey was 
to look not just at services, but also (and 
more importantly) how they’re working 
for people who use them.

If you have any comments on this article 
or questions about the State of the 
Sector survey, please contact  
Paul Anders 
paul.anders@drugscope.org.uk
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Older users

Dignity in death
Could the Six Steps of the national End of Life Care Pathway 

be applied to support people who are homeless and use 
substances? By Chrissie Dawson

In Southampton, the rise in frequency 
of hospital attendance at A&E among 
people who were homeless and using 
substances, particularly alcohol, 
prompted commissioners of local 
alcohol services to explore ways of 
managing the already overstretched A&E 
department and providing better care 
for the individuals. Working with the 
hospital’s alcohol nurse and homeless 
healthcare teams, conversations about 
the inequities of the End of Life (EOL) 
Care Pathway for Southampton’s 
chronic substance users and homeless 
population began. 

To understand the barriers and 
challenges, a workshop was convened 
with professionals from health and 
social care settings, hostels and 
homeless healthcare. It soon became 
apparent that the EOL pathway afforded 
to someone with cancer or heart 
disease was not being replicated for 
our homeless and substance using 
population. Why was this?

A lack of understanding around 
supporting someone at the end of life, 
coupled with a limited awareness of the 
community services available, meant 
that the default position was to dial 999, 
meaning clients would end up in A&E. 
This often resulted in clients dying on 

a ward in unfamiliar surroundings, or 
discharging themselves back from where 
they came. 

With the help of the care home 
education team, we explored how the six 
steps of the national EOL Care Pathway 
could be applied to support the staff in 
regular contact with this group.

Step 1: discussions as the end of 
life approaches 
Conversations around death and dying 
always were something of a taboo, but 
why more so for this cohort? The use 
of the ‘surprise question’, ‘Would you 
be surprised if the person in front of 
you were dead in a year?’, was arguably 
difficult to apply to someone who 
regularly relies on substances. Is this 
the reason discussions about abstinence 
and managing drinking were more likely 
to occur than a dialogue facing the real 
dilemma around their inevitable EOL 
journey and death?

The ‘we can do this’ attitude and 
passion of hostel workers and health 
professionals providing EOL care led to 
a forum being formed to work through 
the barriers to overcome the many 
challenges. The group looked at issues 
around the confidence of hostel workers 
to begin or pick up on cues for EOL 

conversations, attitudes towards and 
the accessibility of palliative care and 
how the national drive for this group of 
people to ‘achieve their preferred place 
of care’ at the end of their lives could be 
achieved.

Death and dying along with birth and 
taxes are the certainties of this world – 
so why is it so difficult to either begin 
the dialogue or pick up and run with the 
cues; ‘I’ve not got long for this world’ can 
so often be met with ‘Don’t be daft, you’ll 
be around forever!’

Highly skilled EOL education 
facilitators provided the much needed 
confidence and common sense approach 
to having ‘the conversation’, helping to 
alleviate concerns around saying the 
wrong thing or upsetting and spoiling 
the relationship with the client. 

Step 2: assessment, care planning 
and review
How can you have an EOL plan and how 
could palliative care work in this arena? 

One of the difficulties with this client 
group is that for years people have said 
‘you will die if you don’t stop drinking’. 
Getting people to take discussions 
about dying seriously is a challenge, 
coupled with the fact that their mental 
capacity is often altered by alcohol and 
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grasping when their wishes are truly 
being expressed, or when they may 
be changing their mind on an issue as 
important as resuscitation, is difficult.

These latter aspects continue 
to be a work in progress, but the 
fact that discussions are occurring 
more frequently and earlier in an 
individual’s life is very positive for health 
professionals and voluntary sector staff.

Advance care planning discussions 
have been introduced within the hostel 
services and an Advance Care Plan (ACP) 
document was developed to capture the 
details relevant to this group, such as, 
‘Who will look after my dog?’, or ‘I’m 
not religious and don’t want a religious 
funeral’, while at the same time ensuring 
the information required by health 
professionals around preferred place of 
care is captured. 

This process has provided 
opportunities for clients to build bridges 
with people from whom they have 
become estranged, or to say who their 
key ‘other’ is that they would like to be 
around in their last days or informed of 
their death.

Services also adopted areas of 
practice from the wider EOL agenda, 
such as individuals having a ‘Message 
in a Bottle’: a simple recognisable device 

which holds client-specific information, 
such as their resuscitation status. 
Elements specific to this client group, 
like planning who would take care of a 
much-loved dog, specific health needs 
and the often volatile and uncertain 
prediction around EOL have also been 
considered.

In all, the professionals working 
with alcohol users said they could now 
concentrate on the real care needed 

as they felt they had a voice to discuss 
the topic of death with their clients 
and clinicians. Work undertaken by St 
Mungo’s also helped to encourage local 
networks that the scope was there to 
make the necessary changes.

Step 3: co-ordination of care
So, now it’s been talked about, who 
needs to know and how is this 
information captured? It’s no good 
keeping all the information in the vaults 
of your organisation, seen by no-one 
other than hostel staff. 

If 999 is dialled, the ambulance 
crew need to know the patient they 
are attending actually doesn’t want to 
be carted off to A&E, to die in an acute 
hospital with no-one around them they 
know. 

Building on existing relationships 
with health professionals was key, for 
example a client telling you they do 
not want to be resuscitated has to be 
covered legally by a GP or authorised 
health professional and therefore 
requires the necessary paperwork to be 
completed and signed by the appropriate 
clinician. Staff have been engaged in the 
process and have gained confidence in 
requesting and advocating the expressed 
views of the individual.

Clients and 
hostel workers 
are supported by 
primary care, the 
acute hospital and 
community teams to 
continually review 
the needs of their 
patients and their 
preferences for 
care as the dying 
phase approaches
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Relationships between health 
professionals is crucial, differing 
expertise between community nurses 
and those in an acute hospital have 
always been recognised and respected. 
Now was the time to have the 
confidence to ‘hand-over’ to community 
colleagues who are highly experienced 
in palliative care, but not necessarily 
substance misuse. Good communication, 
commitment by staff and shared care 
planning have all supported this.

Step 4: delivery of high quality 
services
There will always be times when 
someone is really unwell at the end of 
their life and hostel workers will feel 
anxious about some symptoms which 
can occur as death approaches. Close 
working with the acute hospital alcohol 
nurse and visits to the wards has helped 
to manage these fears around some of 
the more graphic symptoms associated 
with liver disease deaths. 

This, coupled with support from 
the community nursing teams, has 
led to people’s wishes in this group 
being respected and their preferred 
place of care achieved, while receiving 
the care and support they require in a 
dignified manner. As well as support 
between the different teams and 
services, there were challenges in 
finding suitable accommodation for 
people. Many care homes were not able 
to cater for drinkers. One local provider 
was supported to work flexibly and 
introduced EOL care as an option within 
their service remit. This service now 
provides a residential setting where 
individuals can choose to spend the last 
weeks of their life.

Step 5: care in the last days of life
Over eighteen months later and more 
individuals are having the opportunity 
to achieve their preferred place of care 
at the end of their lives. More hostel 
workers are reporting that clients 
approaching the end of life are beginning 
to talk about their feelings and on 
occasions, contact with family and 
friends has been resumed. 

At the same time, staff are feeling 
confident, if not liberated, in supporting 
individuals during difficult times. Clients 
and hostel workers are supported by 
primary care and community teams to 
continually review the needs of their 
patients and their preferences for care as 
the dying phase approaches.

Step 6: care after death
Clinicians from the homeless healthcare 
team and GPs in primary care have 

formed positive relationships with the 
hostels supporting the homes to ensure 
that timely verification and certification 
of death occurs.

Staff are aware of the impact a death 
can have on other clients, especially for 
those where relationships have formed. 
They are now able to provide support to 
manage difficult feelings and emotions. 

The regular forum meetings have 
provided the opportunity to discuss 
those ‘doubting Thomas’ moments, 
reflect and share good practice. They 
have also proved invaluable as an 
additional resource for practical and 
emotional support for the staff who have 
supported deceased clients.

Whole system discussions about EOL 
have resulted in a more enlightened view 
from clients and voluntary sector staff. 
There has been a palpable shift, from 
viewing death as something negative, 
to drawing on the positives of meeting 
the wishes of an individual in terms of 
where and with whom they would like 
to die.

Inevitably there have been a range of 
views and a range of experience from 
staff groups about death and dying, from 
outright fear to a degree of acceptance 

and a facility to talk about such issues. 
Taking the topic forward with voluntary 
sector colleagues has allowed everyone 
to deepen their understanding and take 
the opportunity to learn more. 

Templates have helped people frame 
difficult questions, which have led to a 
more process-driven approach in trying 
to establish people’s end of life wishes 
with whoever that individual feels 
comfortable talking to.

From a service user’s point of view, it’s 
still early days when it comes to seeing 
services shift to a more open view of 
homeless/alcohol dependent individuals 
and offering them a range of services, 
but we’re getting there.

The success of this work has led 
commissioners and health professionals 
to explore other areas. Providing staff 
working with various client groups 
with the skills to approach EOL care 
and ensuring more people’s wishes at 
the end of life are achieved, can only be 
positive for all involved. 

n Chrissie Dawson is Commissioning 
Manager, for the NHS Southampton City 
Clinical Commissioning Group.

Case study
John Andrews (not his real name) was residing in a Southampton hostel – he had 
been identified as someone who could benefit from EOL support by the Homeless 
Health Care Team (HHCT).

John was admitted to hospital and a member of staff from the hostel went to 
visit him, along with the HHCT nurse, to talk about EOL support. The EOL support 
plan was completed with John and the nurse explained his medical condition.

John initially thought EOL support was to try and reverse the damage to his 
liver. The member of staff explained his medical treatment was only a small part 
of EOL support. He was encouraged by this and engaged well with support after 
returning to the hostel.

One of the main things John wanted was help with a funeral plan. A list was 
drawn up of the persons he wanted notified in the event of his death. He had not 
been in touch with his family for some time. Although distressing, John said he 
was comforted that the right people would be informed. John continued to drink 
heavily and use heroin. He overdosed twice in a short space of time and had to 
be resuscitated using Naloxone. On one occasion staff administered 5 doses of 
Naloxone before the ambulance crew arrived. The paramedic administered more 
Naloxone and informed staff they had probably saved his life as he had gone over 
so far.

Completing the EOL support plan with John helped him to realise the reality of 
his situation. 

A personalisation application has been made to fund his support needs and 
to enable his individual wishes to be acted upon, which includes help to see his 
family. John has also just started a three week detox programme and will be 
returning to the hostel once completed.

John will then be supported to move on to the most appropriate 
accommodation. The Resettlement Worker from the hostel will continue to 
provide EOL support, as will the HHCT. With John’s permission, EOL information 
will be passed onto any other individuals or agencies supporting him.
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Civil liberties

Stop and think
The recently published report by Release/London School of 

Economics on the ethnic disparities in drug law policing has 
brought the controversy back into the limelight. But, argues Geoff 
Monaghan, the issue of stop and search is not black and white – 

but fifty shades of grey…

Let me make it clear from the outset 
that I acknowledge the legitimacy of the 
authors’ concerns and have no hesitation 
in accepting the fact that members of 
black, Asian and minority ethnic (BAME) 
groups – black suspects in particular – 
appear to be treated differently from 
white suspects at a number of points 

between arrest and conviction. They are 
also over-represented in stop and search 
data. As a former detective, I know full 
well that some (perhaps many) police 
officers don’t always conduct their 
search, arrest and other investigatory 
powers in strict accordance with the law 
and codes of practice. In fact this point 

is supported by this year’s report by Her 
Majesty’s Inspectorate of Constabulary 
(HMIC) on stop and search powers. 
Furthermore, I accept that there are 
documented cases that confirm ethnic 
bias in officer decision-making about 
who to stop and search and/or arrest. 

However, I believe that the report’s 
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overall conclusion, that the enforcement 
of the Misuse of Drugs Act (MDA) 1971 
unfairly focuses on black and Asian 
communities, is flawed, and so the 
recommendations are less than sound. 
The report also contains some factual 
errors and misleading statements that 
need to be discussed. 

Police services in Britain use a number 
of tactics to detect drug offences. The 
most high profile and controversial 
of these is the stop and search power 
provided by section 23 (2) of the MDA 
and regulated by sections 1- 6 of the 
Police Criminal Evidence Act (PACE) 
1984 and Code A of the PACE Codes of 
Practice. There is no escaping the fact 
that the power to stop and search a 
person for controlled drugs is intrusive 
and can undermine police-community 
relations. Widespread concerns over 
the legality and effectiveness of this 
power date back to the 1960s. Against 
this backdrop, numerous studies have 
been undertaken, many of which show 
BAME and especially black people, 
are stopped and searched at higher 
rates than white people. However, as a 
number of researchers have noted, the 
higher rates could be due to a variety of 
factors, ranging from bias on the part of 
individual police officers; the targeting 
of areas that have high concentrations 
of people from BAME communities; the 
population ‘available for stop and search’ 
(meaning ‘being out and about on the 
streets’) including larger proportions of 
people from BAME groups than resident 
populations; or to more crimes of a 
certain kind being committed by people 
from BAME communities.

For example, the Release/LSE findings 
appear not to take into account the 
research conducted by MVA Consultancy 
and Miller for the Home Office in 2000. 
This showed that resident population 
measures give a poor indication of the 
populations actually available to be 
stopped and searched. Their research 
concluded that overall, across the five 
study sites, the findings did not suggest 
any general pattern of police bias against 
those from BAME groups. Importantly, 
their findings also suggest that 
disproportionality is, to some extent, a 
“product of structural factors beyond the 
control of the police”. They go on to say: 
“… they [the police] may lack the power 
to eliminate disproportionality, based 
upon residential population measures, 

by changing their practices. So, despite 
the best efforts of police forces, those 
from minority ethnic backgrounds may 
continue to be stopped and searched 
more often than white people.”

In his seminal work on PACE, Michael 
Zander, Professor Emeritus of Law at LSE, 
summarises the position: “In regard to 
the sensitive question of discrimination 
in the use of the power of stop and 
search, it seems to be increasingly clear 
that for a variety of reasons, it is not 
statistically valid to compare the ethnic 
data in the search figures with local 
population statistics. But no alternative 
basis from which to draw valid 
inferences regarding discrimination has 
yet been devised.”

Taking the above points into account, 
the research methodology from which 
the authors of the Release/LSE report 
draw their findings regarding “racial 
disparities in stop and search” must 
surely be called into question. Indeed, I 
find it surprising that the authors chose 
not to frame their findings against the 
backdrop of previous research, which 
identifies and discusses these and other 
important variables. 

The section of the report dealing 
with arrest rates arising from stop and 
searches also warrants careful attention. 
First, the authors make the point that 
the arrest rate for stop and searches 
for drugs in 2009/10 was only 7% (the 
same is true for 2010/11 and 2011/12). 
They then go on to say: “However, the 
police are now measuring success based 
on ‘hit rates’ rather than ‘arrest rate’. 
Hit rates also include instances where 
people who are caught in possession of 
small amounts of cannabis are issued 
with a cannabis warning or a Penalty 
Notice for Disorder (PND) [or reported 

for summons] instead of being arrested.” 
They point out that the Metropolitan 
Police Service (MPS) has adopted this 
approach and has a hit rate of 18.3%. 
I see nothing wrong in using this 
approach, since to do otherwise would 
result in a distorted picture regarding 
the effectiveness of stop and searches 
for drugs. For example, if a constable 
carries out 50 stop and searches for 
drugs in a year but arrests only 2 people, 
the arrest rate (4%) isn’t impressive. 
Understandably, on seeing this 
information, many people infer that 48 
(96%) of the other searches were negative 
and by extension, possibly unlawful 
(“How come, if you had reasonable 
grounds to search the person for drugs, 
you didn’t find any?”). 

But if, in addition to the arrest, the 
constable reports 3 of those stopped for 
summons, issues a cannabis warning 
to a further 3 and a PND to another 
2 people, then the ‘hit rate’ of both 
seizures and disposals totals 10 (20%), 
which is impressive. So, arrest rates 
alone are a poor indicator of measuring 
the effectiveness of stop and searches for 
drugs. 

A further point is that arrest rates 
arising from stop and searches are 
relatively low given the legal constraints 
on strip searches and intimate searches. 
All savvy drug users/traffickers need to 
do is hide their drugs in their underwear, 
or body orifices, including mouths, ears 
and noses in order to avoid detection. 
And every user/trafficker knows that 
drugs concealed in the mouth are easily 
swallowed, or easily retrieved from 
pockets and discarded. It’s interesting 
to note that in keeping with many 
other studies on stop and search, the 
authors don’t appear to have found 
any young people, either through direct 
questioning or by speaking to parents or 
youth workers, who admitted to having 
been stopped and searched whilst in 
possession of drugs but managed to 
evade detection. Perhaps a survey along 
these lines would prove interesting and 
shed some additional light on ‘hit/arrest’ 
rates? 

The Release/LSE report makes the 
additional point that measuring success 
based on ‘hit rates’ rather than ‘arrest 
rates’ will “arguably result in the police 
prioritising the detection of low level 
cannabis offences at the expense of 
policing more serious crime.” Even the 

There is no escaping 
the fact that the 
power to stop and 
search a person 
for controlled 
drugs is intrusive 
and can undermine 
police-community 
relations
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most cursory trawl of police and Police 
and Crime Commissioner websites, 
regarding drug enforcement activity, puts 
paid to this notion. I know from my time 
with the police service that ‘low level’ 
cannabis offences haven’t been a focus 
of enforcement activity since the early 
1980s and that it’s long been the case 
that a significant proportion, if not the 
majority, of arrests for simple possession 
of cannabis are incidental to other 
policing activity. 

A further area of concern stems from 
the fact that the Release/LSE report 
fails to take account of at least two 
important variables, when discussing 
the “racial disparity” in the context of 
cannabis warnings and simple cautions. 
The first variable is that before either 
can be issued, the offender must make 
a clear admission of guilt. We know 
from research conducted by Phillips 
and colleagues in 1998, that black and 
Asian people are less likely than white 
suspects to provide confessions. 

Unsurprisingly, they go on to say that 
the lower cautioning rate for black and 
Asian people was strongly linked with 
the lower admission rate among these 
two groups (they do point out that this 
in itself begs the question of why the 
admission rate was lower among ethnic 
minority suspects).

The second important variable 
relates to the fact that those with 
previous convictions are less likely to be 
cautioned. This factor was highlighted 
in the Philips study. In accordance with 
the Association of Chief Police Officer 
(ACPO) guidance, offenders caught in 
possession of cannabis are not eligible 
for a cannabis warning in cases where 
there is a previous cannabis warning, 
a PND or conviction recorded against 
them. (At this point, it’s worth noting 
that the Release/LSE report suggests that 
offenders are eligible for repeat cannabis 
warnings, but this isn’t correct.) 

I’m also struck by the authors’ 
tendency to make assertions, which 
simply don’t stand up to scrutiny. For 
example, the authors state: “…the tactics 
used by the police to detect drugs are 
becoming ever more intrusive.” However, 
all the major tactics employed by police 
services today have been around for 
many years. Test purchasing dates back 
to at least 1869, undercover drug buys to 
the Great War, search warrants for drugs 
to 1923, controlled deliveries to at least 

the early 1960s and powers of stop and 
search (at a local level) to Victorian times. 
To accentuate their point, the authors go 
on to say: “People can be detained and 
strip searched before arrest if the police 
have ‘reasonable suspicion’ that they are 
in possession of drugs.” But the tactic of 
strip-searching suspects for drugs prior 
to arrest was well established by the 
1960s. What is true, is that since the late 
1980s the application of these tactics has 
become more intrusive since they are all 
now heavily regulated and most require 
the prior authorisation of senior ranks 
(e.g. inspector, superintendent, Assistant 
Commissioner). 

The authors have this to say about 
net widening: “In terms of cannabis 
warnings, and the subsequent 
introduction of PNDs, the impact has 
been one of net widening. Rather than 
diverting people away from the criminal 
justice system, more people are being 
caught up in it.” But the purpose of 
cannabis warnings, PNDs and for that 
matter, simple cautions, is to divert 
offenders away from the criminal courts 
– not the criminal justice system. To 
this end, they are, generally speaking, 
successful. Also, where is the evidence 
to show that offenders lucky enough to 
avoid arrest and prosecution because 
they were issued with a cannabis 
warning or a PND, would not have been 
arrested and cautioned or prosecuted 
prior to the introduction of these out-of-
court disposals? 

Finally, I was intrigued to read that 
the authors recommend that “those 
caught in possession of cannabis should 
be dealt with in accordance with the 
2009 ACPO guidance on cannabis for 
personal use.” Dr David Bewley-Taylor 
and I recently recommended that ACPO 
urgently revise its guidance. In its 
current form, the guidance regarding the 
powers of arrest under section 24 PACE 
Act 1984 is misleading and as a result, 
the ACPO ‘policy of escalation’ creates 
unnecessary legal risks for both police 
officers and suspects. 

The Release/LSE report provides 
much-needed data about the processing 
of BAME groups compared with their 
white counterparts for drug offences 
from stop and search up to conviction. 
In line with other similar studies, 
the research clearly shows ethnic 
disparities, particularly between black 
and white suspects. However, as noted 
by a number of researchers, it is no easy 
matter to interpret the meaning and 
significance of these differences. The 
report places far too much reliance on 
what, at least to my mind, are flawed 
research techniques. Consequently, 
the authors provide few insights as to 
what lies behind the ethnic disparities 
they identify. More to the point, their 
conclusions and recommendations, 
based on rather flimsy assumptions, are 
unconvincing. 

Clearly, something urgently needs 
to be done to help us increase our 
understanding of why, despite the 
welcome changes in legislation, 
procedures, training, supervision and 
monitoring, ethnic disparities at all 
points of the criminal justice system 
continue. We also desperately need some 
research, which specifically looks at 
the effectiveness of drug enforcement 
tactics. I have some ideas…

n Geoff Monaghan is a former detective 
sergeant in the MPS, who served on the 
Central Drugs Squad and the Specialist 
Intelligence Section at New Scotland 
Yard and is now a Research Fellow with 
the Semeion Research Center for the 
Science of Communication in Rome. 	

Contact the author for a full list 
of references used in this article: 
geoffmonaghan54@gmail.com

the purpose of 
cannabis warnings, 
PNDs and for that 
matter, simple 
cautions, is to 
divert offenders 
away from the 
criminal courts – 
not the criminal 
justice system. To 
this end, they are, 
generally speaking, 
successful



26 | Druglink November/December 2013

Treatment cessation

The end of  
the road?

Neil McKeganey argues that there should be standards  
or guidance to help determine how long drug treatment, whether 

a medical or psychological intervention, should continue

The world of UK drug treatment is being 
influenced by two big ideas that, to an 
extent, are pulling in opposing directions 
– not ‘harm reduction’ and ‘abstinence’, 
but ‘recovery’ and the view of drug 
dependence as a ‘chronic relapsing 
condition’. 

In 2000, Professor Tom McLellan 
and colleagues published an article in 
the Journal of the American Medical 
Association, which has had a profound 
influence on the field of addictions 
treatment in the UK – and almost 
everywhere else. That paper – Drug 
Dependence, a chronic medical illness. 
implications for treatment insurance 
and outcome evaluation – compared 
drug dependence, Type 2 diabetes, 
hypertension and asthma. The 
authors made the case that because 
of similarities between the various 
conditions in terms of their genetics, 
response to treatment, the role of choice 
in the illness and the impact of the 
environment, drug dependence should 
be seen, and crucially should be treated, 
as a chronic, relapsing condition. 

The implications of that view for drug 
treatment were profound, strengthening 
the view of treatment as a long-term 
and in some cases life long process: 
“Like other chronic illnesses, the effects 
of drug dependence treatment are 
optimised when patients remain in 

continuing care and monitoring without 
limits or restrictions on the number of 
days or visits covered.”

Alongside the widespread acceptance 
of the view of drug dependence as 
a chronic, relapsing condition, the 
current drug strategy emphasises 
the importance of ensuring that drug 
treatment services are working to 
maximise an individual’s recovery. The 
foreword to the current drug strategy 
states that “a fundamental difference 
between this strategy and those that 
have gone before is that instead of 
focusing primarily on reducing the 
harms caused by drug misuse, our 
approach will be to go much further and 
offer every support for people to choose 
recovery as an achievable way out of 
dependency.” Recovery is now at the very 
heart of drug treatment services in the 
UK.

The tension between these two big 
ideas is nowhere more evident than 
in the question of determining how 
long treatment should be provided 
in response to drug dependence. The 
view of treatment as a long-term and 
possibly life-long process is now under 
strain within the context of a concern 
to ensure that clients are not remaining 
in treatment for any longer than is 
beneficial. The Medications in Recovery 
(2012) report from the former National 

Treatment Agency, while rejecting 
the idea of time-limited treatment, 
maintained that “the ambition for 
more people to recover is legitimate, 
deliverable and overdue. Previous drug 
strategies focused on reducing crime 
and drug- related harm to public health, 
where the benefit to society accrued 
from people being retained in treatment 
programmes as much from completing 
them”. The report goes on to emphasise 
the importance of drug treatment 
services ensuring that “exits from 
treatment are visible to patients from the 
minute they walk through the door of 
(your) service”.

There is no doubt that the idea 
of ensuring that individuals are not 
remaining in treatment for longer than 
is necessary gels with the political 
priorities of the current government- 
with some commentators like Jason 
Luty writing a personal view in the 
British Medical Journal (22 March 2013) 
suggesting that the recovery agenda 
itself has more to do with saving money 
than delivering high quality drug 
treatment services. However setting 
aside the possible political attractiveness 
of the recovery agenda, the challenge 
facing drug treatment services is one of 
squaring the circle between the provision 
of long term treatment for a recognisably 
chronic condition and the need to 
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ensure that clients are moving through 
and out of services as their recovery 
progresses. Importantly this is not an 
issue that solely concerns prescribing: 
as individuals can become physically 
dependent on substitute medications, 
they can also become psychologically 
dependent on the provision of 
counselling and support; coming to 
view their engagement with treatment 
services as a core part of their identity 
and being reluctant to leave treatment.

It would be hard to overestimate the 
importance for services of getting the 
decision right as to when to scale back 
the provision of treatment – get this 
decision wrong and the consequences 
could be tragic. For example, Cornish and 
colleagues writing in the British Medical 
Journal (2010) found that drug users 
leaving opiate substitution treatment 
were eight to nine times more likely 
to die than their peers continuing 
treatment. At the same time we know 
from the range of research studies that 
have tracked drug users in treatment 
over extended periods of time (National 
Treatment Outcome Research Study; 
Drug Outcome Research in Scotland; 
Drug Treatment Outcomes Research 
Study) that the greatest progress in an 
individual’s recovery most often occurs 
within the first 12 to 18 months of their 
engagement with services with many 
individuals tending to plateau thereafter 
in their recovery. 

The task of deciding when enough 
treatment has been provided is made 
all the more difficult by the absence of 
consensus amongst practitioners as 
to when to scale back treatment, the 
lack of clear guidelines on determining 
an appropriate treatment duration, 
and the scarcity of studies reporting 
on the changing cost-effectiveness 
and cost-benefit of different treatment 
modalities and services over time. It 
is understandable why some services 
may be inclined to hold on to their 
clients long after their progress has 
leveled off, perceiving the null effects 
of this extended retention to be better 
than the potentially fatal consequences 
associated with premature departure 
from treatment. There may be a concern 
that an individual leaving treatment 
early might simply revert back to his or 
her past former drug use thereby losing 
the ground that has already been won in 
their recovery. Some treatment providers 
may be of the view that treatment 

should continue for as long as the 
client wishes – irrespective of whether 
there is evidence of any progression 
in their recovery. Whilst this is a view 
that gels with the notion of “client-
determined recovery”, in other areas 
of medical and health care practice it 
would be unusual to cede the decision 
on how long to continue treatment to 
the individual patient or client. Within 
a world of shrinking healthcare budgets 
and pressure to increase service’s value 
for money, there may be many cases 
where an individual’s wish to continue 
treatment has to be set aside in the face 
of the knowledge that the treatment 
itself is now no longer cost-effective. 
Similarly the National Institute for 
Health and Care Excellence has provided 
guidance in other areas of treatment 
and health care provision as to why a 
treatment that is known to be effective 
should nevertheless not be provided 
by the NHS because the costs of the 
treatment exceed the monetary value of 
the benefits that are achieved from the 
treatment. Like it or not, such analyses 
form a key part of optimising the 
allocation of limited healthcare budgets.

In the absence of clear guidelines as 
to how long drug dependence treatment 
should be provided, there are several 
things that services can do to meet 
the challenge of determining when 
enough treatment has been provided in 
individual cases. Perhaps the first thing 
to emphasise here is the importance 
of regularly reviewing clients’ progress, 
drawing upon both treatment providers 
and clients’ views of the progress 
they are making in their recovery and 
hopefully coming to a consensus on the 
case for continuing, discontinuing, or 
modifying treatment. The second thing is 

to recognise that with the best will in the 
world, services will occasionally get the 
decision wrong with regard to holding 
on to clients for longer than is beneficial 
or prematurely scaling back the 
provision of services. In the face of the 
inevitability of things going wrong, it is 
important to ensure that individuals can 
easily resume their contact with drug 
treatment services. Within a climate that 
is likely to be increasingly influenced 
by a “payment by results” agenda, there 
may be a tendency to view such resumed 
service contacts as a mark of failure 
rather than an inevitable feature of the 
uncertainty of recovery.

No less important is the need to 
ensure that wherever possible those 
leaving treatment are able to access 
a network of informal peer or family-
based support. The use of virtual support 
networks is also likely to be important 
for those who do not wish to continue to 
engage with face-to-face services. Finally 
there is a need for services to pool their 
positive and crucially their negative 
experiences in deciding when enough 
treatment has been provided. Within the 
UK there are relatively few fora where 
such discussions of current practice can 
be considered and enhanced between 
services. 

The priority that is now being given 
to ensuring clear pathways into, and 
crucially, out of treatment is welcome. 
The goal of policy in ensuring that 
individuals do not remain in treatment 
for longer than is appropriate and 
beneficial is important, however that 
goal is likely to achieve less than 
was intended if services are unable 
to identify ways of reducing the risk 
associated with treatment exits. In the 
absence of a wide-ranging debate and 
shared positive practice, there will be a 
strong inclination on the part of some 
treatment providers to remain in the 
comfort zone of continuing treatment, 
even when this incurs considerable 
unnecessary expense to the service and 
ceases to benefit clients’ recovery. 

n Neil McKeganey is Director of the 
Centre for Drug Misuse Research, 
Glasgow

Have your say on treatment retention. 
What are the key issues for your 
service? What are your experiences  
as a current or former service user?  
Email Harry Shapiro at  
harrys@drugscope.org.uk

In the face of the 
inevitability of 
things going wrong, 
it is important 
to ensure that 
individuals can 
easily resume their 
contact with drug 
treatment services
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Smoking

Vapour Trials 
Revisited

In a response to Clive Bates’ comment piece in the last issue of 
Druglink, Deborah Arnott of Action on Smoking and Health (ASH) 

argues that proper regulation of e-cigarettes is needed if they 
are to become truly effective and widely accepted, while not 

allowing their promotion to children and non-smokers.

ASH has been arguing for the need 
for smokers to have access to safer 
alternatives to smoked tobacco since 
long before the arrival of e-cigarettes. 
Two thirds of smokers say they want to 
quit but addiction makes it difficult to 
do so. We believe safer substitutes are 
vital to help reduce the 100,000 deaths 
caused by smoking in the UK every year 
and millions more worldwide. That is 
our goal and although we were originally 
sceptical about medicines regulation, 
we came to the view that a permissive 
medicines framework could reassure 
smokers about both the safety and 
effectiveness of alternative nicotine 
products such as e-cigarettes, while 
also ensuring that products can’t be 
marketed and promoted to non-smokers. 

ASH does not ignore the views of 
smokers and e-cigarette users. ASH has 
been running focus groups and surveys 
with smokers over the years. Since we 
started researching e-cig use (and non-
use) in 2009 we have interviewed over 
27,000 smokers and ex-smokers carrying 
out quantitative and qualitative research 
to inform the positions we take. 

It has been claimed that medicines 
regulation will force products off the 
market that are the perfect substitute 
for cigarettes and will save millions 
of lives. ASH would not be supporting 
medicines regulation if we thought this 

were the case. The sole purpose of ASH 
is to reduce the harm caused by tobacco; 
we’re not anti-smoker but anti-smoking. 
What we want is a regulatory framework 
which will lead to the best outcome for 
smokers and for the population at large. 
We want the same ends as those who 
oppose medicines regulation, the only 
difference between us is the means. Yet 
recently ASH was told that our stance 
is “not just bad, it is evil”. So why do we 
think medicines regulation is necessary? 
To answer this, we need to challenge 
some of the myths that have grown up 
some of which were repeated uncritically 
in Clive Bates’ article.

In comparison to smoking, the 
relative long-term risks of e-cigarettes 
are almost certainly low, but given that 
cigarettes are the only legal consumer 
product which kills when used as 
intended by the manufacturer, this 
is hardly a guarantee of adequate 
safety. Just because the alternative is 
so much more harmful doesn’t mean 
we shouldn’t set enforceable safety 
standards for e-cigarettes. Our research 
shows that safety is very important to 
e-cigarette users – in fact they rated it 
more important than the strength of the 
nicotine dose.

It is true that nicotine use isn’t linked 
to intoxication or anti-social behaviour 
or significant physical harm at the 

levels users seek, except through the 
smoke which is inhaled by the user and 
by those around them. However, the 
drug itself is not an unmitigated good. 
Contrary to misconceptions although 
there is some evidence it may help with 
concentration, nicotine does not calm 
the mood or relieve anxiety; that’s a 
result of the relief from cravings and a 
sign of the addictiveness of nicotine, not 
a reward or functional benefit from its 
use. Indeed, while nicotine may have 
some useful properties for some users, 
it’s also true that quitting smoking is 
significantly linked to improved mental 
health and lower levels of anxiety. So it is 
better not to encourage non-smokers to 
get addicted to nicotine.

Furthermore it is simply not the case 
that nicotine “isn’t really harmful at 
all’. While it is true that it is the smoke 
not the nicotine in cigarettes that kills, 
nicotine, even in quite small quantities, 
can be deadly. Nicotine can be absorbed 
through the skin, so liquid containing 
high levels of nicotine is dangerous and 
tobacco growers have been known to 
suffer from nicotine poisoning just from 
handling damp leaves. 

Elements of e-cigarettes do fall within 
the scope of a number of European 
Directives, including the overarching 
General Product Safety Directive, but 
these regulations only provide a base 
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level of standards. They are not designed 
to best manage the risks related to 
products like e-cigarettes, nor do we 
believe that they are sufficient to 
optimise the benefit of these products 
to public health. The local authority 
regulatory officers responsible for the 
relevant Directives share this view. 
That is why their professional body, the 
Trading Standards Institute, supports 
bringing e-cigarettes within medicines 
regulation. 

It has been said that e-cigarettes 
should not be classified as medicines 
because they compete with cigarettes 
and not with Nicotine Replacement 
Therapy (NRT). Yet so far the evidence, 
in the UK certainly, is that e-cigarettes 
are cannibalising the NRT market and 
not eating into cigarette sales to any 
great degree. This is no surprise since the 
main reasons many users say they use 
e-cigarettes, are to quit smoking, prevent 
them from relapsing to smoking, to help 
them cut down and for use where they 
can’t smoke. These are all purposes for 
which NRT is licensed. 

Nor is it the case that e-cigarettes 
provide ‘much more effective delivery 
than nicotine replacement therapy 
(NRT) products’. Indeed what evidence 
there is, finds that current products 
on the market are similar in their 
delivery to nicotine patches, not one 
of the faster acting NRTs. Our research 
finds that for every three smokers who 
tries e-cigarettes, only one finds them 
sufficiently satisfying to carry on using. 
So for the 1.3 million estimated users, 
there are another 2.6 million who have 
given up e-cigarettes and gone back to 
smoking. Furthermore, two out of three 
current e-cigarette users smoke too. 
This is critical, as there is no significant 
health benefit from dual use. E-cigarettes 
are clearly not a magic bullet for 
smokers. 

Further innovation is required to 
develop products that are satisfying and 
easy to use for the majority of smokers. 
Such innovation requires significant 
investment and small companies are 
unlikely to be able to do this without 
financial backing. To encourage investors 
to come into the market, we believe 
what’s needed is a properly regulated 
market, which sets a clear level playing 
field. 

Whether medicines regulation comes 
in or not, consolidation in the market 
has already taken place and the tobacco 
industry has moved in, as it will continue 
to do. Concerns about marketing and 
promotion of e-cigarettes are only likely 

to increase, as the market for e-cigarettes 
continues to expand and the tobacco 
industry gains market share. That’s yet 
another reason why we need effective 
regulation, particularly of marketing and 
promotion, given the terrible track record 
of the tobacco industry in encouraging 
youth uptake. To quote a US tobacco 
company “We don’t smoke that s**t, 
we just sell it. We reserve that right for 
the young, the poor, the black and the 
stupid”, and “They got lips, we want 
them”. The MHRA will pre-vet ads and 
prevent e-cigarettes being promoted 
to children and non-smokers, but will 
allow them to be advertised to smokers. 
If e-cigarettes are not licensed products 
they can’t be promoted to smokers to 
help them quit, yet we know that’s how 
most smokers want to use them. 

It has been said that medically 
regulated e-cigarettes will not be widely 
available; in fact, they would be available 
anywhere that sells over the counter 
medicines such as aspirin and ibuprofen, 
which in the UK includes corner 
shops, pharmacies and supermarkets. 
Medicines regulation should also 
increase the likelihood that e-cigarettes 
will be taken up by poorer, more 
disadvantaged, smokers, as they can 
then also be available on prescription 
and, when sold over the counter, 
only attract 5% VAT, compared to 20% 
currently. Only around 11% of smokers 
now use e-cigarettes and these are 
disproportionately amongst smokers in 
professional and managerial groups, not 
the poorest, most disadvantaged groups 
with the highest rates of smoking, who 
find it hardest to quit. 

Some have said that e-cigarettes 
are products like cameras and cars 
and therefore don’t need medicines 
regulation as consumers can decide 
for themselves what’s best for them. 
This is an interesting comparison as 
the regulatory base threshold is quite 
rightly very different between cars and 
cameras. Unlike cameras which come 
under general consumer product safety 
regulations, cars have stringent safety 
standards set out in statute. This means 

that car buyers, whether using consumer 
reports like Which? or not, make their 
choices secure in the knowledge that the 
products that they are buying are safe 
and fit for purpose. That’s what we’d like 
to see for e-cigarettes too and we think 
that’s what medicines regulation will 
achieve. 

Support for medicines regulation is 
not a position we’ve adopted without 
due consideration. In 2007 ASH produced 
a report with recommendations for 
government on where next for its 
tobacco strategy, which was endorsed 
by 100 health and welfare organisations. 
It called on the government to “commit 
to supporting an evidence-based 
nicotine substitution strategy to improve 
access to more efficient pure nicotine 
products as an alternative to smoking.” 
It also called on the government to 
set up a working group to determine 
the regulatory structure for such a 
strategy, as we were concerned at the 
time that the medicines regulatory 
route was potentially bureaucratic 
and inflexible. Since then we have 
worked with the Department of Health, 
NICE and the medicines regulator, the 
MHRA, to encourage the development 
of a regulatory process for nicotine 
containing products which will ensure 
that such products are safe, reliable and 
effective and widely accessible. 

There are colleagues who share our 
goal of harm reduction but disagree with 
taking the route of medicines regulation. 
They’ve said that getting nicotine 
containing products regulated as 
tobacco products rather than medicines 
would be a victory. In contrast, our 
fear is that the unintended outcome 
of preventing medicines regulation 
could be to encourage campaigns 
for capricious regulation, which will 
greatly hamper the development and 
uptake of e-cigarettes and other novel 
nicotine containing products. At ASH, 
we want manufacturers to be able to 
make justified claims that their products 
deliver nicotine safely and effectively, 
we want them to be able advertise their 
products to adult smokers and we don’t 
think it a good idea to have blanket 
bans on public use in all the places 
where cigarette use is banned. Bans on 
advertising, health claims and public use 
are all likely to come if e-cigarettes are 
not given the protection of medicines 
regulation and would represent a 
devastating blow to tobacco harm 
reduction. 

n Deborah Arnott is Chief Executive of 
ASH.

The sole purpose 
of ASH is to reduce 
the harm caused by 
tobacco; we’re not 
anti-smoker but 
anti-smoking
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cannabis policy. This was, Mills makes clear, not due 
to a lack of objective research; something he is at 
pains to highlight, detailing the research and debate 
from the Indian Hemp Commission from more 
than 118 years ago, through the wrangles about the 
effects and potential medical uses at the UN, up to 
the work of the ACMD post 1971. 

Mills describes how the divergence between 
the objective science of cannabis use and the 
emotive political rhetoric around the drug was 
negotiated during the 70s and onwards. This was, 
he convincingly argues, a process in which the 
cannabis politics and rhetoric of the preceding era 
demanded a tough response, but at the same time 
there was inevitably a pragmatic realisation in the 
70s that the social and health threats from cannabis 
could not justify much of the law enforcement 
framework that had been established. The resulting 
compromise was to maintain a political pretence of 
a tough prohibitionist response while not enforcing 
it in a draconian spirit. This political calculus 
flows right up to Jacqui Smith’s politically charged 
reclassification of cannabis that did not, in reality, 
significantly change penalties or policing.

The research in the book is striking for its PhD 
level of depth and rigour – perhaps unsurprisingly, 
given that much of the work was supported by a 
three year ESRC research fellowship. Yet for a book 
with this level of detail and academic underpinning, 
it certainly does not read like a PhD. Mills has 
successfully avoided the dry academic tone and 
made it accessible and readable throughout. The 
publishers seem aware of this, the marketing and 
design suggesting they are gunning for a wider 
audience. It deserves one; it’s hard to imagine a 
better book will be written on this subject. 

If there is a small regret it is that the narrative 
of Mills’ brilliant analysis and critique ends in 2008, 
before the recent momentous developments in 
cannabis policy internationally, and also stops short 
of exploring specific ways forward beyond the useful 
but vague sentiment that we should learn from 
the past. Like many academics before him, he is 
seemingly wary of sacrificing the treasured political 
independence by nailing his colours to the mast and 
outright suggesting that prohibition should end. 
This makes little sense, given that his analysis of 
the prohibition politics points logically in only one 
direction.

This is the follow up, or companion book to 
Cannabis Britannica: Empire, Trade, and Prohibition 
1800-1928, published in 2003. Cannabis Nation picks 
up seamlessly from where the previous book left 
off in 1928, tracing how patterns of cannabis use 
and cannabis policy have interacted and shaped 
each other over the ensuing 80 years. The book 
concludes in recent history with an examination of 
the reclassification saga – Home Secretary Blunkett’s 
decision to reclassify cannabis from B to C, the 
ructions this created, and ultimately the decision by 
Jacqui Smith in 2008 for re-reclassification back to B. 

Mills aims to use a historical examination 
of cannabis in the UK to provide a context for 
understanding where we are today, something 
he undoubtedly achieves quite brilliantly, 
demonstrating how current positions on both sides 
of the cannabis debate have been shaped by the 
“prejudices, misconceptions, and politics of the 
past.”

Mills takes us on a fascinating and often bizarre 
journey, in quite extraordinary detail, of the drug’s 
history in the UK; from the influence of the British 
Empire and its collapse during the early part of 
the century; the role of racial fears and political 
tensions in shaping perceptions of the drug during 
the War Years; how visitors from the Empire brought 
a new cannabis culture to the UK in the post-war 

era; how the drug became 
politicised in the 60s, as use 
expanded in tandem with the 
emergent counterculture; and 
how these politics collided 
with science to produce the 
peculiar ‘British Compromise’ 
we are still negotiating today. 

A running theme 
throughout the book is 
just how little scientific 
understanding of cannabis 
use and its effects had in 
shaping key elements of 

Hazy politics

CANNABIS NATION: 
CONTROL AND 
CONSUMPTION IN BRITAIN 
1928-2008 
James H. Mills
Oxford University Press, 2012

The UK’s relationship with cannabis in the 20th century is a strange tale indeed. 
Steve Rolles considers a book that attempts to unravel the myths.

n Steve Rolles 
is Senior Policy 
Analyst at 
Transform.

Buy now

http://www.amazon.co.uk/Cannabis-Nation-Control-Consumption-1928-2008/dp/0199283427
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The discovery of LSD is widely considered to be 
one of the most important scientific discoveries of 
the 20th century. No doubt this debate will rumble 
on and on: this book will inform that debate. A 
declaration of interest from the reviewer: in the not 
too distant past, I was the proud owner of some 
1951 vintage Sandoz LSD, so I wouldn’t consider 
myself neutral. 

The authors have certainly set themselves an 
ambitious challenge in the breadth of the material 
they cover and the timespan of that coverage, 
though this expansive vision may ultimately be 
the undoing of the book. In places there is so much 
information included that the text starts to read 
like a shopping list of facts rather than the flow 
of a narrative. There is also a tendency to repeat 
information previously presented. As a historical 
narrative, this is slightly confusing, as the reader 
is thrown backwards and forwards in time with no 
real sense of how the whole story is progressing. 

Outside the usual social histories of LSD and 
other hallucinogens, there is a whole new history 
of scientific and therapeutic progress that rarely 
sees the light of day. In these sections, the level 
of detail, particularly those with which I was less 
familiar, was wonderful and truly informative. Given 
the recent developments in these fields, it would 
be nice not to have to continually revisit what the 
intelligence agencies got up to in the past. Similarly, 
the legal status of LSD is a matter of fact and those 
who illegally manufacture and distribute it are 
breaking the law. The illegal trade in controlled 
drugs causes mayhem wherever it is found so I 
can’t agree with the authors’ stance on the ‘LSD 
prisoners’. It would have been better to avoid this 
elephant trap, as it only plays into the hands of 
critics, and instead focus on the positive message 
that the recent work on therapeutic applications 
brings to the table.

The true value of this book lies in the access 
the authors have had to Albert Hofmann and other 
interesting characters in the story of LSD. This sets 
it apart from other books I have read that tend 
to rely on recirculating facts from open sources, 
usually other books. There are fascinating stories 
to be told about the journeys of discovery that led 
to the emergence of social movements around 
consciousness expansion. The research that was 
done with LSD is rarely looked at objectively and, 
when one reads about the sheer volume of papers 
produced from that research, it is obvious that 
there is a need to do so. That pharmacotherapeutic 
treatments for many psychological disorders are 

Perchance to dream

A biography of the man who said LSD ‘discovered him’ is an engaging exercise in 
consciousness expansion. Review by Professor Jon Cole 

in the doldrums, with few significant advances 
in decades, indicates that renewed research into 
LSD is a necessity. It would have been useful 
for the authors to cover the struggle by the 
Multidisciplinary Association for Psychedelic 
Studies and others to make this a reality. The 
really interesting story is how LSD and other 
hallucinogens have been rehabilitated, to the point 
that some of the pioneering work is being repeated 
and new projects started. Only time will tell if the 
potential for life changing experiences will ever be 
realised.

The above said, it is important to focus on 
the central theme of the book, the life of Albert 
Hofmann and how he interacted with all these 
societal issues. The authors clearly have a great 
deal of respect and affection for him that shines 
through in their writing. At times it is difficult 
to remember that this is ultimately a biography 
of Albert Hofmann as an individual, given the 
profound influence of his work. The insights offered 
in this book are truly valuable and afford some 
understanding of the man and his legacy. All too 
often, we hear of prominent people talking about 
their legacy for future generations. Possibly the 
most informative comment from Albert Hofmann 
was that LSD found him, rather than the other way 
round. For me, this comment stands testament to 
the value of humility, as the legacy is there for all 
to see. This truly beautiful book does credit to that 
legacy. 

MYSTIC CHEMIST: THE LIFE 
OF ALBERT HOFMANN AND 
HIS DISCOVERY OF LSD
Dieter Hagenbach and Lucius 
Werthmüller
Synergetic Press, 2013

Buy now

n Professor Jon 
Cole is based in 
the Department 
of Psychological 
Sciences at the 
University of 
Liverpool.

http://www.amazon.co.uk/Mystic-Chemist-Albert-Hofmann-Discovery-ebook/dp/B00DHWMWQ8/ref=sr_1_1?s=books&ie=UTF8&qid=1385119080&sr=1-1&keywords=mystic+chemist
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Potent synthetic cannabinoid 
smoking mixtures
Psyclone and Exodus Damnation

47 factsheet

been dipped or sprayed with one or more 
of a range of synthetic cannabinoids. 
Some of these products are marketed as 
‘ultra potent’.

There are numerous media reports of 
A and E admissions caused by synthetic 
cannabinoid mixtures. Although there 
are no available statistics, these reports 
often involve brands, such as Clockwork 
Orange, Sensate, Pandora’s Box and others 
that are known to be highly potent. 
Recent media reports have associated 
two products Psyclone and Exodus 
Damnation with causing a heart attack 
and the deaths of two people in the UK, 
although this has not been confirmed. 
However, both of these products contain 
a blend of two synthetic cannabinoids, 
5F-AKB48 and 5F-PB22 and both are 
reportedly highly potent. 

Appearance: 

Exodus Damnation and Psyclone come 
in 1gm and 3gm sealed packages. 
Exodus Damnation comes with a suitably 
apocalyptic image, while Psyclone comes 
in a white, pink and green pack. They 
are both labelled as ‘herbal incense’. 
Smoking mixtures are often made to 
look like natural cannabis in brands that 
aspire to be ‘cannabis-like’, while in high 
potency brands in particular, they tend to 
look artificial and are often dyed a bright 
colour (green, blue, orange, red).

History: 

In 2012, the UK-based company ‘Mary 
Joy UK’ sold a notoriously potent brand 
of synthetic cannabinoid smoking 
mixture called Annihilation. Annihilation 

was associated with numerous 
hospitalisations and user alerts. It 
contained the synthetic cannabinoids 
MAM-2201 and UR-144. Both these 
compounds were banned by the 
amendment to the Misuse of Drugs Act 
introduced on 26 February 2013. This 
amendment banned all the popular 
synthetic cannabinoids on sale in the 
UK market at the time. Despite claims it 
would take three years before this law 
would need further amendment, within 
days the shops were re-stocked with 
scores of different brands containing one 
or more of four synthetic cannabinoids 
missed by the legislation: 5F-AKB48, 
AKB-48, 5F-PB22 and STS-135. 

Both the brands (Mary Joy) Psyclone 
and Exodus Damnation appeared after 
the February 2013 MoDA amendment. 
They have both been tested and both 
contained a blend of the two synthetic 
cannabinoids 5F-AKB48 and 5F-PB22. 

Cost: 

Approximately £25 for 3 grams or £10 for 
1 gram.

Route of administration: 

Psyclone and Exodus Damnation are 
smoked, often mixed with tobacco in 
joints, bongs and pipes.

 Brain chemistry: 

The main cannabinoid in natural 
cannabis is THC. THC is a partial 
agonist of CB1, whereas some synthetic 

This Briefing was produced by Michael Linnell of Lifeline Publications in association with DrugWatch. A fuller version of this Briefing with references and general 
harm reduction advice will be available on the DrugScope website and other outlets in due course.

Background: 

The market for synthetic cannabinoid 
smoking mixtures (sometimes called 
‘spice’, ‘synthetic cannabis’ or ‘noids’) 
is well established, although UK 
prevalence is still largely unknown. The 
vast majority of the market is made 
up of pre-packaged branded products. 
These branded products contain a non-
psychoactive dried plant base that has 
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cannabinoids have been shown to be 
full CB1 agonists and far more potent 
than THC. They may also have different 
affinities; binding more selectively to 
receptors in one part of the brain rather 
than others. This may go some way to 
explaining why the effects of synthetic 
cannabis can seem similar to and/or 
quite markedly different from natural 
cannabis, and why some may be much 
more ‘trippy’ and powerful than the 
natural drug. 

Potency and blend: 

Different brands of synthetic 
cannabinoid smoking mixtures can have 
profoundly different effects. Although 
there are reported differences in the 
subjective effect of various synthetic 
cannabinoid compounds, the potency 
of any brand appears to owe more 
to the ratio of inert plant material to 
chemical compounds in the mix, rather 
than any differences in the compounds 
themselves Some packets contain 
information as to the volume or ratio 
of chemical compound present in the 
mixture, with around the 10% range 
for standard potency brands. However 
this ratio could be much higher, with 
one producer estimating that the more 
potent brands could be up to 45% 
chemical compound to plant base. 

Dose: 

Psyclone and Exodus Damnation are 
both reportedly very potent synthetic 
cannabinoid smoking mixtures, so doses 
should be much lower than those used 
for natural cannabis. A pinch the size of 
a match-head is an active dose and more 
than enough for any first time users.

Psychological effects: 

The psychoactive effects of smoking a 
pre-packaged synthetic cannabinoid 
mixture can vary considerably. Effects 
are dependent on the usual set and 
setting issues and the potency of the 

brand. Some brands produce a ‘cannabis-
like’ dreamy euphoria and ‘stoned’ 
feeling while the more potent brands 
produce both ‘cannabis-like’ effects 
and a range of ‘un-cannabis’ like effects 
more akin to dissociative or psychedelic 
drugs. Side effects such as anxiety and 
panic, disorientation and dysphoria are 
commonly reported particularly with 
more potent brands. The duration of 
effects varies, but synthetic cannabinoid 
smoking mixtures are generally shorter 
acting than natural cannabis. Short-term 
memory can be severely impaired.

Physical effects: 

The physical effects of the more potent 
brands can be quite overpowering, with 
reports of breathing difficulties, tight 
chest, racing heart, palpitations, shakes 
and sweats which can lead to severe 
panic. With higher doses, balance and 
psychomotor skills can be severely 
impaired. Loss of feeling and numbness 
in limbs, nausea/vomiting, collapse 
and unconsciousness have also been 
reported. The eyes take on a pink colour, 
as when natural cannabis is smoked. 
Sudden skin rashes have also been 
reported. 

Risks and harms: 

Harms associated with synthetic 
cannabinoids are well documented and 
include: 
•	 Agitation, 
•	 Seizures, 
•	 Hypertension, 
•	 Emesis (vomiting) 
•	 Hypokalemia (low potassium levels). 

Although some of these symptoms 
are similar to high doses of cannabis, 
researchers have concluded that 
synthetic cannabinoids are potentially 
more harmful than cannabis. 

•	 As with natural cannabis, synthetic 
cannabinoids are associated with 
triggering psychotic symptoms in 
those predisposed to the illness. 
Whether the more potent pre-

packaged synthetic cannabinoid 
mixtures are more likely to adversely 
affect mental health is unknown. 

•	 Tolerance to synthetic cannabinoids 
develops quickly, with increasing 
dosage and compulsive use 
commonly reported. It is not thought 
that synthetic cannabinoids produce 
physical dependence, but like 
natural cannabis some people may 
become anxious about stopping and 
may experience mild withdrawal 
symptoms, such as sweating, 
insomnia and vivid dreams. It is 
reported these symptoms generally 
subside between 7-14 days. 

•	 There is also some evidence that links 
synthetic cannabinoid use with acute 
kidney damage. 

•	 There have been numerous reports of 
non-fatal intoxications and a small 
number of deaths associated with 
their use. 

•	 As some of the compounds are 
very potent, the potential for toxic 
effects is high, however ‘synthetic 
cannabis’ is not a single chemical 
compound; there are 84 known 
synthetic cannabinoids on the 
European market that have been used 
in smoking mixtures and potentially 
hundreds more compounds available 
to manufacturers. Synthetic 
cannabinoids may or may not have 
the same potential for harm as each 
other when smoked on their own or 
blended with each other. 

•	 Harm may also come from 
adulterants present as a result of the 
production process. Manufacturers 
have reported that current synthetic 
cannabinoids on the UK market are 
harder to handle than the compounds 
available before the February 2013 
MoDA amendment, requiring the use 
of heated solvents in the production 
process.

Legal Status: 

5F-AKB48 and 5F-PB22 are not currently 
controlled (as of Novmber 2013) under 
The Misuse of Drugs Act.


