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Just before Christmas, three new substances were controlled – Spice, BZP and
GBL. The first two were largely distributed through the web - increasingly
prominent as a means of buying wholesale and retail quantities of drugs and
exchanging information.
Another new drug, mephedrone has been capturing the headlines of late
and in this issue we bring you our exclusive features on the mephedrone
market and its impact in rural areas.
For those experiencing problems with GBL, a new clinic has opened at the
Maudsley Hospital in south London: those troubled by the effects of ketamine
are less fortunate. At a recent seminar held in London, users complained of
lack of support, only to be told by drugs workers that there was no money to
treat them.
New statistics released by the NTA in December confirmed that compared
with alcohol and cannabis, very few young people were being treated for
heroin or crack addiction. All of which suggests that the drug landscape of the
UK is becoming more complex with new drugs appearing more regularly and
users of drugs previously regarded as ‘party drugs’ like GBL and ketamine, now
actually in need of services.
Meanwhile we still have over 300,000 people with heroin and/or crack
problems who are likely to find themselves caught between the rock of
spending restraints and the hard place of recovery politics.
2010 is the Year of Tiger, so hang on tight for a wild ride with best wishes
from all the staff at DrugScope, which celebrates its 10th anniversary this year.
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NEWS
n One in 10
One in 10 young people admit that
being jobless has led them into drug
or alcohol abuse. A survey of 2,000
people aged 16-25 for the Prince’s
Trust found being unemployed could
lead to “permanent psychological
scars”. Latest figures show almost
one million 16-25s are jobless.

n High prices
Heroin and crack users are costing
their families and partners nearly
£10,000 a year in lost pay, theft and
financial support, says a report.
The UK Drug Policy Commission
study found the burden borne by
family members of people with drug
problems saves the NHS and other
state services nearly £4,000 a year for
each user.

n Drinking games
The government has shelved plans
to ban pubs and clubs from offering
cut-price alcohol despite being
initially backed by Gordon Brown as
a vital step to tackle binge drinking.
Plans to end bar promotions such as
happy hours, free alcohol for women
and unlimited drinks for a set price
have been delayed until after the
election.

n New Nutt
Professor David Nutt, dismissed
as chairman of the government’s
Advisory Council for the Misuse of
Drugs (ACMD) by home secretary
Alan Johnson in October, is setting
up an alternative scientific body
on drugs. Prof. Nutt claims the
Independent Council on Drug Harms
could replace the ACMD.

n Moving target
Europe is faced with an increasingly
complex and volatile synthetic drug
market, says the EU drugs agency
(EMCDDA) in its 2009 annual report.
Suppliers are now ‘highly innovative’
in their production processes,
product ranges and marketing,
while the trade in legal alternatives
to illicit drugs is also a worrying
development.
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‘Treatment works for users and
society’, says latest research
• Treatment is valued by public and effective for users
• It is cost-effective and reduces harm to the community
The public values drug treatment because
it makes communities safer and reduces
crime, according to an Ipsos MORI poll
published by the National Treatment
Agency (NTA).
Most people value the provision of
treatment for drug addiction because
it improves their local community and
benefits society as a whole, rather than
because it helps addicts become drug free,
the research found.
Reduced crime and anti-social
behaviour are the greatest of all the
benefits associated with treating addiction
to drugs, from a poll of more than 1000
adults in England commissioned by
the NTA to establish public attitudes to
treating drug addiction.
From a list of possible benefits of
treatment, 82 per cent of respondents
selected an outcome which improved
society or their community as the greatest
benefit.
Half saw the greatest benefit as either
making the community a more pleasant
and safer place to live (reduced anti-social
behaviour, drug dealing and signs of drug
misuse and litter), or overall reduction in
crime.
One fifth of respondents to the survey
said the greatest benefit of treatment
was that individuals start contributing
to society and their family, and take
responsibility for themselves.
Just nine per cent considered an
individual overcoming their addiction to
be the greatest benefit of treatment, while
four per cent said there were no benefits of
drug treatment.
The results mirror public responses to a
DrugScope/ICM poll of 1,000 UK residents
published in July last year, which showed
similar levels of public support for drug
treatment. It found 77 per cent agreed that
investment in drug treatment is a suitable
use of government money. Nearly nine in
ten people, 88 per cent, agreed that drug
treatment should be available to anyone
with an addiction to drugs who is prepared
to address it.
The NTA poll, published in December,
coincided with new research published by
the Home Office, to evaluate the long-term
effectiveness and cost effectiveness of

drug treatment.
The Drug Treatment Outcomes
Research Study (DTORS), a major national
evaluation of drug treatment in England,
comprised a longitudinal survey of
outcomes, a qualitative assessment of the
factors that impact on effective treatment,
and an economic analysis.
It concluded that drug treatment
reduces the harm caused to communities
from drug addiction, is effective for the
individual seeking treatment in improving
their physical and mental health, and has
around an 80 per cent chance of being
cost-effective for that individual.
The study also said that a high degree
of personal motivation is required for
treatment to be successful, and found
equally positive outcomes for those
coming from the criminal justice system,
which now makes up around one quarter
of all referrals into treatment.
Chief Constable Tim Hollis, drugs lead
at The Association of Chief Police Officers
said: “Drug treatment plays a vital role
in reducing the harm to communities
and individuals caused by drug misuse
and the Police are strong supporters of
drug intervention programmes. Whilst
enforcement has an important role to play,
we are all seeking longer term solutions.
“The benefit to local communities of
robust programmes to treat those who
use drugs is invaluable because such
programmes reduce offending by those
who commit crimes to fund their drug
habits.”
NTA Chief Executive Paul Hayes said:
“The main beneficiaries of the NHS
treating drug addiction are the public,
because of the impact getting users into
drug treatment has on reducing crime,
improving communities and family
relationships, and reducing public health
risks.
“We know treatment cuts crime, and
today’s research shows this is the public’s
first priority. The major challenge now for
treatment is to enable as many people as
possible to become drug free, to ensure
they have the best possible chances of
achieving long term recovery, and of
reintegrating back into society.”

NEWS

Drug use a key issue
for children in jail
• Fifth of young people
face ‘cold turkey’ in jail
• Half of young women say
drugs key to stopping
offending
More than one in five young
people in prison had a
problem coming off drugs
when they arrived, a report
has revealed.
Children and Young
People in Custody 20082009, published by HM
Inspectorate of Prisons and
the Youth Justice Board,
analysed the experiences
of more than a thousand
15-18 year olds in 18
establishments.
It found 22 per cent of
young men and women
interviewed said coming off drugs was a
problem when they first arrived in jail. It
represented the second most common
problem reported by young men after
having no tobacco – and came ahead of
other problems such as ‘feeling low’, loss
of contact with family, money worries and
alcohol problems. For young women it was
the fifth most reported problem.
More than a half of young women (54
per cent) and over a third of young men (36
per cent) said that staying off drugs when
they come out of prison was the most
likely way of stopping future offending.
The most likely way that young people
in custody would stop offending was by
getting a job.
More than two thirds of young men (69
per cent) and 61 per cent of young women
said that they had received help for drug
problems since arriving. This compares to
55 per cent of young men and 56 per cent
of young women who had received help
for alcohol problems.
n The Youth Justice Board’s powers,
accountability and operational capacity
are currently under review for the first
time since it was set up in 1998. The
review, due to finish in February, is being

Mephedrone is often
combined with Ketamine.
The street name ‘meow
meow’ derives from
the fact Ketamine is
sometimes called Ket.
Ket sounds like cat
The Daily Mail falls through a
K-hole while getting it wrong
over mephedrone (short
chemical name ‘mm-cat’)
slang

Labour MP Gwyn Prosser
has already spent time
outside a nightclub in
Maidstone, Kent, as
part of the committee’s
preliminary research
The Commons home affairs
committee is to ‘get a taste of
nightclubbing’ as part of its
fact-finding mission on the
cocaine trade.

led by independent co-chair Dame Sue
Street – who used to run the Department
for Culture, Media and Sport – and YJB
chair Frances Done.

Under 18s in custody:
the breakdown
Total number in custody:

2,464

Population by gender
Girls

146

Boys

2,318

Population by type of facility
Secure children’s homes

162

Secure Training Centres

272

Young Offender Institutions
Remands

2,030

Addicts have to be
encouraged through any
possible means to use
long-term contraceptives
Researcher Neil McKeganey
responds to a survey which
found 11% of fathers and 6% of
mothers in Scotland admit to
using illicit substances in the
past year

Using almost solely a
criminal justice focus
on what is truly a public
health and a public safety
problem has not produced
the results we want.
Exactly what the future
holds for us in the public
policy area of drugs and
crime, I can’t forecast, but I
do suggest you fasten your
seatbelt!
US drug czar Gil Kerlikowske
indicates a change of tack for
American drug policy

510
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NEWS

Mephedrone: rising star of the dance
drug scene, according to survey
• Almost half of clubbers have tried mephedrone
• But the drug has unwelcome side-effects
Mephedrone is the favourite new drug
of British clubbers, according to a survey
published by clubbing and dance music
magazine Mixmag.
It found mephedrone, the cocaineecstasy alternative, has risen “from
nowhere” to become the fourth most
popular recently used drug. Published in
the February issue of Mixmag, the survey
said 41.7 per cent of respondents had
tried it, and 33.6 per cent had used it in
the last month.
Most users (44 per cent) took
mephedrone not more than once every
three months, but 14.5 per cent took it at
least weekly.
“The big drug story of 2010 is the
unstoppable rise of mephedrone,” says
the survey. “And it’s easily and 100 per
cent legally available over the internet.”
When asked if they had experienced
any side effects after using mephedrone,
67 per cent of users had experienced
excessive sweating, 51 per cent
headaches, 43 per cent palpitations,

27 per cent nausea and 15 per cent cold
or blue fingers.
The self-selecting survey, completed
by 2200 UK clubbers, found cannabis is
still the nation’s favourite illegal drug –
54 per cent of respondents had smoked
cannabis in the last month
And despite recent stories in the press
linking it to increased mental health
risks, 58 per cent said skunk was their
preferred form of cannabis. Forty-two per
cent smoked skunk in the last month,
with grass at 39 per cent and resin 28 per
cent.
Responding to last year’s
reclassification of cannabis from Class
C to Class B, 90 per cent of respondents
said it hadn’t changed the amount of
cannabis they used, while one in ten said
they would smoke cannabis less publicly
since the change in law
And following on from the banning
in December of BZP, a legal alternative
to ecstasy, a quarter of respondents said
they would use more ecstasy as a result.

The full results of the Mixmag Drugs
Survey, including a full breakdown of
which drugs are being taken and how
often, are available on www.mixmag.net

See special double feature on
mephedrone on pages 8-13

Health chiefs warning over spread of
heroin polluted with deadly anthrax
Six heroin users in Scotland have died
from anthrax amid fears that the deadly
infection could spread to other parts of
the UK.
As Druglink went to press, an alert
was due to be issued by the Department
of Health and Health Protection Agency
warning heroin users in England about
the presence of anthrax in Scotland.
Doctors in Scotland have confirmed
12 cases of anthrax - a man in Tayside,
three men in Lanarkshire, four men
and three women in Greater Glasgow,
as well as the most recent death in
Stirling.
Six heroin users with anthrax are
being treated in hospital following the
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outbreak, believed to have started in
Glasgow. Test results are being awaited
from a female patient in Fife who is
currently being tested for anthrax.
Dr Colin Ramsay, consultant
epidemiologist at Health Protection
Scotland, said: “All heroin users need
to be aware of the risks. Contaminated
heroin is potentially dangerous taken
by any route, not just injection. I would
advise heroin users to stop using
heroin and seek advice from local harm
reduction and drug services for support.”
Dr Ramsay told Druglink
contamination most likely occurred
through accidental environmental
contact, rather than an intentional

action by humans.
“Countries involved in the production
and supply of heroin are known to
have anthrax present in their livestock
and environments. These materials are
subject to possible contamination from
the environment at their point of origin.
“For example, poppy crops may be
grown in fields which contain anthrax
spores from the bodies or faeces of
infected animals, thereby contaminating
the poppy plants before they are
harvested for drug production. Anthrax
spores can survive in the environment
for up to 40 years.”

OPINION

A DOSE OF REALITY
Are prisons a methadone free-for-all where offenders are barred
from actually getting clean? Liz Hughes and Peter Phillips say the
reality is far removed from the picture painted by those guided
by abstentionist beliefs.
In an article by Home Affairs
Correspondent Mark Easton last
month, the BBC warned that prisoners
were being offered methadone
maintenance rather than detoxification
and rehabilitation programmes. Then
followed tales of prisons being ‘awash’
with methadone, governors using it
as a ‘chemical cosh’ and the dearth of
rehabilitation opportunities available to
inmates.
The undercurrent of the BBC story
was more about the moral issue
of whether we should be offering
methadone maintenance as a treatment
option for prisoners, or whether
detoxification and then abstinence
should be the only option.
However, there are very real practical
issues that affect the types of treatment
that can be offered and provided. The
main barrier is the fact that the vast
majority of offenders are either on
remand awaiting a court case (and the
outcome of this is not always further
imprisonment).
Because of the brevity and
unpredictability of the length of their
stay, remand prisoners will not be able
to access rehabilitation, and in reality
will only be able to receive minimal
interventions for their substance use.
Many prisoners in jail, especially those
inside for drug related offences, are
on very short sentences, and therefore
are not able to access the longer term
rehabilitation programmes. In addition,
due to the overcrowding in prisons,
prisoners are often transferred with very
little notice to another establishment,
thus making engagement in a
therapeutic programme problematic.
Prisoners are some of the most
socially excluded members of the
population. They have significantly
higher levels of need around substance
misuse, complex mental and physical

health problems and learning
disabilities. They should therefore have
access to the same range of health
and social care options as they would
in the community – and this includes
methadone prescribing.
Prison presents a golden opportunity
to engage inmates in treatment and start
a dialogue about their drug use and their
future. For some prisoners this is the
first chance they have had for a period of
stability in a lifetime of chaos.

IN REALITY, MANY
PRISONERS ARE ON
SHORT SENTENCES AND
THEREFORE WOULD NOT
BE ABLE TO ACCESS OR
COMPLETE REHAB
While it is important that methadone
is not prescribed without proper
assessment and monitoring, there
is good evidence of the benefits of
prescribing methadone. When offered
alongside psychosocial interventions it
can improve prisoner outcomes such as
reducing suicide and self-harm, reducing
accidental overdose after release, and
engaging people in treatment.
Rehabilitation only works when the
person feels strong enough to take this
on. Some prisoners will simply not
be ready or able to engage with these
programmes. They may need a period
of stabilisation on methadone before
considering abstinence. Many prisoners
also have mental health problems
and may not be able to cope with the
challenge of a rehabilitation programme,
or with the difficult feelings that a period
of abstinence may bring up.
The BBC article also raised concerns

about increased numbers of prisoners
leaving prison with a methadone
prescription. This could be perceived
as a really positive step given what we
know about risk of overdose in the initial
period after release. However, release
from prison should be coordinated
effectively so that ex-prisoners are
connected to appropriate treatment and
counselling services as soon as possible
after release. If there is a criticism of
the current system, it is the lack of
communication and continuity of care
between prison and community drug
services, and this is an important area to
be addressed.
It is likely that some prisons are
better at delivering more effective and
comprehensive drug services than
others, and of course, quality issues will
need to be monitored and addressed.
However it would be wrong to turn
the tide back to the days where drug
treatment in prisons was virtually nonexistent, and pretty crude where it did
exist.
Moreover, if methadone was no
longer available in prison it would
breach prisoners’ human rights – as the
government found out to its cost when it
paid out £750,000 in 2006 to 197 inmates
who claimed they had been forced to go
‘cold turkey’ in prison.
In no other area of health, does an
intervention provoke such debate and
moral panic. What we need to do is to
step away from the moral and political
debate about methadone prescribing in
prison and base the judgements about
treatment on the scientific evidence
related to the health of the individual –
and the wider benefits to society.

n Liz Hughes and Peter Phillips are
mental health nurses who have worked
in substance misuse services
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NEW DRUGS SPECIAL

CHEMICAL
REACTION
With a growing market in highs such as
ketamine, GBL, Spice and mephedrone and
a trend towards young people mixing and
matching drugs with alcohol, drug services
are facing a different set of issues than
they were at the turn of the millennium.
Marcus Roberts introduces our coverage
of what is set to become a new era of drug
use and treatment.
In March 2009, DrugScope’s report Drug
Treatment at the Crossroads concluded
that, in order to meet new challenges as
drug trends change, there was a need
to look again at our understanding of
what ‘problem drug use’ is. It observed:
‘Those young people gearing up to be
the next generation of problem drug
users appear to be developing problems
linked to cheap alcohol and cannabis,
maybe along with cocaine, ecstasy
and tranquillisers.’ It asked whether
drug services, traditionally focussed on
treating heroin users, were equipped to
meet this challenge.
If anything, these issues have come
into sharper focus since we published
the report. In October, the National
Treatment Agency reported a dramatic
fall in heroin use among young adults
and proclaimed a “generational shift
in patterns of drug dependence in
England”. It noted an increase in the
6 | DRUGLINK JANUARY/FEBRUARY 2010

numbers of young adults seeking help
for powder cocaine use.
A 2009 report from the European
Monitoring Centre for Drugs and Drug
Addiction claimed that ‘in Europe
today, polydrug patterns are the norm,
and the combined use of different
substances is responsible for, or
complicates, most of the problems
we face’. In September/October 2009,
Druglink’s Street Drug Trends Survey
found that ‘younger, recreational
users are now swapping or combining
cocaine, ketamine, GHB, ecstasy,
cannabis and alcohol on a night out’.
Heroin and/or crack cocaine
dependency is especially harmful. It has
surely been right to target it. If we are
now seeing signs that the numbers of
people developing ‘problem drug use’
in this sense are falling, then that is a
major achievement. It is not, of course,
grounds for complacency, and we

certainly should not be taking our eyes
off this ball.
But we need to be thinking about
new problems too – and cannot assume
‘the drug problem’ will take the same
form in five, 10 or 20 years as it has in
the last decade. Professor Howard Parker
has recently argued that ‘alcohol is
cheaper and more available, cannabis
is far stronger, cocaine is half the price
it used to be and you can get a dozen
ecstasy tablets for £10’, and gone so far
as to conclude that when you put all
this together ‘you’ve got just as serious
a problem for health, family life and
society as heroin’.
Is a substance-specific definition of
problem drug use (or index of harm)

sustainable if poly-drug use is, as the
EMCDDA says, ‘responsible for most of
the problems we face’? Someone who
is swapping and combining drugs may
have serious problems, but not with
one specific substance. How does our
concept of ‘dependency’ operate in such
circumstances? Is the boundary between
problem and recreational drug use
defensible as it is currently drawn?
With cheap, strong alcohol a
key element in harmful patterns of
substance misuse, is it time to get
serious about bringing drug and alcohol
policy together? Are there substantial
numbers of people out there who are
at risk of serious substance misuse
problems, but who are completely off

the radar for standard drug and alcohol
services? If so, how can we reach this
group and what kinds of specialist help
would benefit them?

IS IT TIME TO GET
SERIOUS ABOUT
BRINGING DRUG AND
ALCOHOL POLICY
TOGETHER?
Most fundamentally, can the whole
legal framework set out in the
Misuse of Drugs Act 1971 adapt and
survive in the face of changing drug

markets, ‘legal highs’, synthetic
innovation and promiscuous forms
of poly-drug use?
Recent changes in patterns of drug
use raise some fundamental questions
for drug policy, as well as challenges
for drug and alcohol services in the
here and now.
DrugScope is now working on a
follow-up to our Crossroads report,
which will focus on young people’s
drug and alcohol treatment. This
report will revisit and develop the
themes I have mentioned above, and
will be published in February.

n Marcus Roberts is Director of Policy at
DrugScope
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COVER STORY

Teenage kicks
How did the isolated County Durham village of Cockfield kick off
a nationwide panic over legal highs? Max Daly investigates
In the vast, thinly populated landscape
that dominates the peaceful district of
Teesdale in south west County Durham,
lies the old mining village of Cockfield. It
has a primary school, a village hall, a few
shops, two pubs, the obligatory Chinese
take-away and a working men’s club on
its last legs. At the risk of offending the
villagers of Low Wham to the north and
Staindrop to the south, Cockfield is pretty
much in the middle of nowhere.
There’s not a lot for teenagers to
do: one of the most popular hang-outs
is outside the local Co-Op. Buses run
infrequently to the nearby towns of
Bishop Auckland and Barnard Castle,
while a bus to the larger town of
Darlington is a three hour round-trip.
It’s probably safe to say that few
people outside Teesdale, which lists
tractor and quad bike thefts as its most
taxing crimes, would have heard of
Cockfield. But that was before the village
found itself the unlikely focal point of a
national drug panic around the cocaineecstasy style legal high, mephedrone.
“We have seen five young local people
admitted to hospital in recent weeks
after taking mephedrone,” Inspector
Kevin Tuck of Durham Police, told local
newspaper reporters in November. “One
person in Cockfield took 36 hours to
come down from his high.”
Police warned that anyone found with
a bag of suspicious white powder could
be arrested, taken to a cell and have their
DNA and fingerprints taken. Cockfield
was identified by police as being the
source of the spread of mephedrone use
in Teesdale.
Fuelled by reports that mephedrone
may have caused the death of 14-year-old
schoolgirl Gabrielle Price at a Brighton
house party, the BBC and Sky News
descended on Teesdale to broadcast live
on how the ‘mephedrone menace’ had
come from nowhere to grip youngsters
in the area. Home Secretary Alan
8 | DRUGLINK JANUARY/FEBRUARY 2010

Caught in the Net: the isolated old mining
village of Cockfield had mephedrone on tap
because it is bought on the web
Johnson was quizzed in the House of
Commons by MPs eager to find out what
the drug was and how soon it could be
banned. Johnson reminded them that
the government’s drug advisory body,
the ACMD, was preparing a report on
mephedrone that is due out soon.
Over the next fortnight, police,
NHS and drug services around rural
Britain – from Sussex and Hampshire
to Shrewsbury, Burnley, Barnsley and
deepest Scotland – declared that they too
had young people getting into trouble
with mephedrone.
One boarding school in Kent
suspended three sixth form students
after they arranged a shipment of
mephedrone to be delivered to their
dorms before handing it out at a party in
a nearby village.
As Druglink exclusively reported in
March last year, the drug, disguised

by vendors as ‘plant food’ in order to
circumvent trade and medicine laws, has
generated big interest on ‘underground’
internet bulletin boards and among
urban middle class dabblers because it
is cheaper and easier to buy than street
cocaine or ecstasy.
But mephedrone’s legality, easy
availability and low cost – at around £14
a gram – makes it an attractive option
to bored teenagers looking for kicks in
rural Britain. And it was bored teenagers
with a ‘kids let loose in a sweetshop’
opportunity to get as out of it as possible
who were the most likely mephedrone
buyers to pop up on the police radar.
“They started getting off their heads
on this new drug they were calling
‘drone’ in the summer,” says Julie [not her
real name], the mother of the teenager
from Cockfield whose hospital visit and
‘36-hour high’ had become national
news. She decided to talk exclusively to
Druglink after being shocked that a legal
drug could have such a powerful effect
on her son. Julie describes her son as a
popular boy who has been a risk-taker
and ‘hyper’ since childhood.
“Lee [not his real name] and some
of his mates started taking it at the
weekends. Then they were on it every
day, snorting or swallowing it, usually
with alcohol in one of their bedrooms.
I could tell they were taking it because
it’s got a horrible smell, like one of those
sickly sweet air fresheners.”
Julie says that Lee, who is unemployed
but earns cash grouse beating during
the shooting season, started looking
really unhealthy and drawn. He didn’t
eat properly and he was taking valium
to deal with the comedowns. “They were
saying it’s legal, and I was saying it can’t
be if it’s doing this to you,” says Julie.
One Thursday in July, according to his
mother, Lee and four mates received a
bulk delivery of mephedrone that kickstarted a five-day drugs and drinking

marathon. “Five days later, early in the
morning, I saw Lee swirling around with
his arms stretched out, in the fields
outside my house,” she says.
“He saw my car and hid in a bunch of
stinging nettles. I asked him what he was
doing there and he said he was looking
for drugs. I told him he looked like a
smackhead and he got really angry. He
said he was going to kill himself, his eyes
were far back in his sockets. My older son
tried catching him, but he kept running
off and hiding in bushes.
“It’s the scariest thing I’ve ever seen
in my life. I wanted to get him sectioned,
it was the only thing I could think of, so I
called 999,” says Julie.
One of the two police officers
who managed to bundle Lee into
an ambulance, remembers: “He was
shouting gibberish, it seemed like he had
severe mental health problems, I’ve never
seen anything like that before.”
He was taken to hospital, but because
he was continually abusive to staff, was
driven to Bishop Auckland police station

where he was put in a cell. The footage of
Lee’s 90 minutes in cell 9 is like watching
a cruel animal experiment. Looking more
like a scrawny 14 year old than a19-yearold, Lee is not still for a second.
He writhes and twitches around and
his body contorts into strange positions.
It looks like he is becoming increasingly
paranoid – not surprising for someone
locked in a small room with large
amounts of stimulants coursing through
his system. The man locked in the cell
next door at the time later told police
he could hear a high-pitched screaming
coming from Lee’s cell. It looks like he
is enduring hell. Lee was examined by a
police doctor and taken back to hospital,
where he tested positive for mephedrone
and was given sedatives.
“The next morning I went to pick
him up,” says Julie. “He was still high
and very agitated, pulling his drips out.
He couldn’t really walk. When I got
him home his 11-year-old sister was so
terrified because of the state he was in
she ran out the house.”

It was after four more young people
were taken to hospital after using
mephedrone – the final straw was a
teenage boy taken to A&E after his heart
rate rose to 170bpm – that police, along
with the area’s drug services, decided
to issue a press release warning of the
dangers of the legal high.
“It might not be a police problem
because it’s legal, but it’s a public safety
issue, and it’s our duty to protect the
public, so that’s why we got involved,”
says Sgt Michael Urwin, as we drive
around Cockfield’s deserted streets. “So
we got together with drug workers and
colleagues in primary care and said
‘we are not having this’. It’s causing
significant amounts of harm for everyone
to sit up and take notice.”
We pass the Co-Op, where Lee and a
small gang of boys like to stand outside
causing minor nuisances. “Recently the
local council tried playing classical music
through speakers outside the shop to try
and scare the group away. But they just
ended up whistling Mozart all day,” says

China crisis: Sgt Mike
Urwin holding a bag of the
research chemical that
has proved so popular with
Teesdale teenagers
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Sgt Urwin. “There’s not a lot for kids to do
round here,” he says. “They tried opening
a youth club, but it just didn’t work, not
everyone was interested. Most kids stay
home and play computer games.”
He says before Lee was arrested,
no-one in Teesdale had ever heard of
mephedrone. “New drug trends are
something I would expect to start in an
inner city, so it took us by surprise that
we had one in our midst,” he says. “In
most cases, we are seeing the drug being
taken with alcohol, but also with cocaine,
speed, ecstasy and ketamine.
“We started looking into mephedrone
on the internet and were surprised to
see it was legal. We found sites selling
it, discussion boards and that it was
being sent by first class mail to people’s
doorsteps. There was an attitude among
young people that we couldn’t touch
them because they were doing nothing
against the law.”
The legality of the drug is throwing
up new dilemmas for police. They know
in which pubs mephedrone is being sold
and snorted – in one, staff have been
offered lines by customers – yet they are
powerless to do anything about it.
What is more, people they arrest
in possession of white powder are
demanding it back once it has been
tested by forensics, on the basis that it is
legally purchased property. In response,
Durham Constabulary solicitors have
drawn up disclaimer forms which
suspects are asked to sign to waive
their right to have seized mephedrone
returned to them.
Sgt Urwin said the use of
mephedrone, ironically for the police,
may have been brought about by police
tightening the screws on Teesdale’s
already limited cocaine dealing
network.
“From what we can gather, it started
from one lad in Cockfield watching a
BBC3 documentary about legal highs.
He’s gone on the internet and bought
some mephedrone. Then he bought in
bulk, sold to his mates in the village and
from there it traveled to the neighbouring
village of Evenwood, then onto the towns
of Barnard Castle, Bishop Auckland and
eventually Darlington.
“I think it’s a case of an enterprising,
if that’s the right word, teenager who
thought ‘how can I get round this lack
of cocaine’.” Sgt Urwin says it is not
coincidence that most people who are
caught with mephedrone are known past
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NEW DRUG TRENDS
ARE SOMETHING
I WOULD EXPECT TO
START IN AN INNER
CITY, SO IT TOOK US BY
SURPRISE THAT WE HAD
ONE IN OUR MIDST
users of cocaine. “Oddly, it was because
of the close knit communities around
here that it spread so quickly, but also
the close knit thing was maybe why we
identified the problem quicker than other
parts of the country.”
Tracy Blandford, chief executive of
YMCA Barnard Castle, which provides a
drop-in centre for local teenagers, says
mephedrone’s legal status means it holds
less fear for young people than other
drugs do. “I don’t think they think that
because it’s legal it will create less risks
to their health. They are not thinking
about their safety, they are thinking
about getting in less trouble with parents
and police. There’s very much a vibe
among young people that adults can’t do
anything about it,” says Blandford.
Unlike most drugs, Blandford points
out, mephedrone was something that
children knew far more about than
adults. “I think sometimes adults are
scared of talking about a new drug for
fear it will alert young people to it. But in
this case young people have been talking
about mephedrone since the summer.
But why the Teesdale area?
“Mephedrone really seems to have stuck
in this town. Users are not reliant on an
underground chain of supply and it’s very
easy for young people to get hold of and
to sell it to their friends. Everyone knows
everyone, so mephedrone got passed
around very quickly.

“Most teenagers will, even if they
haven’t taken it themselves, know where
to get mephedrone from here. There is
a big weekend alcohol culture here and
mephedrone is very much mixed in with
that. It’s a very rural thing – out on the
green spaces getting drunk.”
Police forces looking for a way
of tackling legal highs ahead of any
changes to the Misuse of Drugs Act are
keeping a keen eye on a case currently
playing out at Isle of Wight magistrates
court. In December, Martin Smith, a
49-year-old man from Newport became
the first person in the country to be
charged with selling a legal high, in this
case the product Space E, believed to
contain mephedrone. Smith, who runs a
head shop in Newport, was charged with
two offences under ‘General Product
Safety Regulations 2005’ and one offence
under ‘Consumer Protection from Unfair
Trading Regulations 2008’’. The laws
cover issues around whether products
are safe for human consumption.
Smith’s case was due for a preliminary
hearing at court on January 12 as
Druglink went to press.
The message to stay away from
mephedrone appears to have hit home
in the area’s ‘legal high’ head shops.
Upstairs in Pipe Dreams, located in an
alley off Bishop Auckland’s high street,
an array of packages containing legal
highs such as pep pills, salvia, Snow
Blow, Diablo and Blow Out lie behind
a glass cabinet. The vampy looking
shop assistant wearing a vast array
of facial piercings said they did not
stock mephedrone. “It’s causing a lot of
problems with my friends, young boys I
know are getting ill. People are coming
into the shop saying it’s too much.”
Although Lee spent a week recovering
from his high profile mephedrone binge
shut away in a bedroom at his mother’s
house in Cockfield, Julie says it hasn’t
scared him off. “I got him some food
because he hadn’t eaten for days. He
stayed in his bedroom for a week. He
posted on Facebook saying he would
never take it again. But after a week he
was back on it. In fact he was on it all
through last weekend.
“In the village I can see lots of kids
taking it, even the really academic girls
you don’t expect. But if it becomes
illegal there will always be something
else. Anyway, they’ll still carry on
buying and using it – cocaine’s illegal
and they still do that.” n

World Wired Web

The powerful legal stimulant, mephedrone, has opened the door
to a seemingly unstoppable virtual drugs market. Mike Power, the
first journalist to report on mephedrone in Druglink last March,
tracks its journey from Chinese labs to Britain’s streets.
In May 2004, on an underground drug
discussion group called ‘The Hive’, a
chemist going by the online name of
Kinetic posted the following message:
‘I’ve been bored over the last couple
of days and had a few fun reagents
lying around, so I thought I’d try and
make some 1-(4-methylphenyl)-2methylaminopropanone hydrochloride,
or 4-methylmethcathinone.’
He detailed how he had synthesised
4.8g of the drug in 48 hours – and then
tried it. ‘I could feel the rushes of energy
coming across me, and after that, a
fantastic sense of well-being that I
haven’t got from any drug before except
my beloved Ecstasy,’ he wrote.
Cut to 2010 and mephedrone, known
as ‘plant food’, ‘miaow’ or 4-MMC, is now
an increasingly popular recreational drug
in the UK. Its use has been implicated, if
not proven, in one death in the UK and
several overseas and anyone can buy it,
legally, for £10 a gram.
What was once the preserve of
internet drug geeks has now hit the
mainstream. The last time the world of
‘research chemicals’, another name for
the world’s lesser-known psychoactive
compounds, hit the headlines was
in 2004. The UK’s Operation Ismene
and its US counterpart Operation Web
Tryp ended with the arrests of dozens
of people who had bought illegal
tryptamines and phenethylamines on US
chemical sites. The FBI and British police
seized details of credit card transactions
for drugs and raided users homes.
However, in that case the
chemical targeted was 2-CI, an
illegal hallucinogenic. In the case
of mephedrone, the drug is legal, so
purchasers have committed no crime as
the law currently stands.
Although it is difficult to measure
consumption or sales, the drug’s

popularity has grown rapidly in a short
period. Internet discussion boards, search
engines and the national media have all
played a role in sending mephedrone
viral.
Its rise in the UK has coincided with
an unprecedented scarcity of MDMA,
following the seizure and destruction of
33 tonnes of sassafras oil in Cambodia
in June 2008. At the time, the United
Nations Office on Drugs and Crime
estimated the oil could have been
synthesised into approximately 245
million ecstasy pills. “If I could get proper,

good quality E, then there’s no way I’d
bother with meph,” said one poster on an
online discussion group.
John, a legal highs vendor who
does not sell mephedrone, says the
drug’s growth in popularity, from a
user’s perspective, was predictable
and understandable: “It’s an effective
stimulant, which is more than can be
said for ecstasy and cocaine these days.
And at around £10 a gram, it undercuts
a great many of its illegal counterparts,
while often being more effective, or at
least more reliable. There is also the ease
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of buying it from the comfort of your
own home with a credit card, rather
than handing over a fistful of crumpled
notes to a drug dealer – and of course its
legal status.”
However, it looks likely that
mephedrone will be banned under the
Misuse of Drugs Act before the summer.
How that addition to the law is worded
will have far-reaching impacts on the
UK’s legal – and illegal – drug markets.
Mephedrone’s supply chain starts
in China. Posing as a buyer, Druglink
magazine found a Shanghai-based
laboratory and emailed them asking how
much 1kg of the drug would cost. ‘We
can supply any quantity of mephedrone
you require. It is of the best purity,
and we have many people in England
who buy from us’ emailed Eric, the
laboratory’s sales manager. ‘It is crazy
how much the English are buying. One
kilogram can be sent to you by FedEx,
we will mark it as sample so you do not
have to pay tax. The cost is $4,000,’
Eric also emailed Druglink several
FedEx tracking numbers, which showed
how the firm had sent dozens of
kilo-weight packages from China via
Charles De Gaulle airport in France,
finally clearing customs at Stansted
airport in the UK for eventual delivery
all over Britain. The drug is then sold via
websites at £10 a gram, with reductions
for bulk purchases. The typical profit
margin on a kilo is £7,500, with next-day
delivery for retail customers via Royal
Mail the most common option.
Less formal dealing networks have
also sprung up. “I started using meph in
January, buying it from a private email
vendor whose address was given to me
by an online friend,” says one 20-year-old
user who requested anonymity.

“Then I realised I could buy in bulk
from China, get a lower price and sell
it at a profit and still get my own for
free. So I took the gamble, bought 500g
for £1,500 from Shanghai, and sold it to
friends at work at £15 a gram.
One London-based dealer, Tim, said:
“Since all the stuff in the papers about
meph it’s more of a money-spinner
now than ever.” Some vendors are
offering same-day delivery services
by car or motorbike courier, charging
premium prices. One firm offers a
minimum five gram delivery service
within 90 minutes to any address in
London, 24 hours a day, at a cost of £95.
Users have to sign a disclaimer that
they will not consume the drug.

‘WE CAN SUPPLY
ANY QUANTITY OF
MEPHEDRONE YOU
REQUIRE. IT IS OF THE
BEST PURITY, AND WE
HAVE MANY PEOPLE IN
ENGLAND WHO
BUY FROM US’
Some sites also offer sharp
reductions for bulk purchases: prices
of as little as £4 a gram are available,
and with street dealers offering the
drug at up to £20 a gram, profits of up to
400 per cent are possible. Despite high
profile food health scares from China –
including a tainted milk case that led to
the execution of the chemists involved
– UK-based mephedrone dealers have

Models of prohibition and control
In the US, the Federal Analogue Act defines compounds that are “substantially
similar” in their chemical structure and effect on humans as ‘analogues’ and
therefore illegal. This blanket legislation, whose wording is deliberately vague,
leaves the court and lawyers to decide upon the interpretation of the words
“substantially”.
This is distinct from the UK legislation under the Misuse of Drugs Act, which
identifies those ‘like compounds’ via definitions set out in legislation, whether
specific or generic, that captures each compound controlled. A drug law expert at
the Home Office told Druglink: “This can make for highly effective legislation which
is singularly dependant on forensic confirmation rather than judicial interpretation
of a given drugs’ properties.”
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flooded the market with hundreds of
kilos of the drug, synthed in Chinese
factories with safety standards often far
short of European plants. Few dealers –
if any – test it by any other means than
taking it themselves.
In March 2009, when Druglink broke
the story of mephedrone’s rising
popularity, there were less than 10
online vendors of the drug. By June, as
the drug became better known, Google’s
advertising service for website owners,
Adwords, was throwing up dozens of
adverts for online stores, with new sites
opening every week. Adwords is a service
offered by the search engine to website
owners looking to increase sales from
their sites. Advertisers pay Google to
appear alongside search results, paying
Google a small fee for every clickthrough they receive.
In mid-December, with tabloid
hysteria in full flow over the drug,
dozens of mephedrone advertisers
appeared on Google’s front page.
Whether through carelessness,
subterfuge on the part of vendors who
advertise it under a variety of names,
or in its own search for profits, Google
has been profiting from the trade in
mephedrone. “We have strict policies
about what ads we allow on our
websites,” said a Google spokesman.
“Under our drugs policy we do not allow
ads for mephedrone. If we discover that
ads are showing that break our policies,
we will remove these as soon as possible.”
However, is is evident that Google
does not consistently check the
contents of advertisers’ websites.
When Druglink contacted Google on
December 14, a search for ‘4-MMC’ –
mephedrone’s chemical name – bought

up dozens of adverts for websites
selling the drug. The same day, Google
immediately took down the adverts.
However, searching for ‘plant food’
or ‘miaow’ – the most common slang
names for the drug – continued to
prompt adverts driven by Adwords.
Online payment service PayPal,
initially used by those buying
mephedrone, says it does not now allow
its customers to sell drugs and receive
payments. “PayPal forbids the sale or
purchase of all illegal drugs or any other
substance or drug, including prescription
drugs, which it believes to be harmful to
consumers,” said a spokesman. “Website
owners must supply details of their
services and links to sites before they
can be approved as PayPal clients, so
policing the products sold is a simple
matter of looking at the links website
owners provide.”
As a result of the clampdown, online
dealers of mephedrone started using
Alertpay, an alternative internet payment
system, and Western Union money and
bank transfers.
An ironic side-effect of Google’s
lax monitoring of its advertisers
has meant that some articles about
mephedrone on newspaper sites such
as The Guardian and The Daily Telegraph
were accompanied by an automatically
generated Google advert pointing readers
towards sites where they could buy the
drug. These were created by Google’s
Adsense programme, which scans
subscribing newspapers’ content for
keywords and matches them with its
Adwords advertisers.
“The Google ad for ‘UK Strongest
Legal Highs’ [below the article] is a
classic example of where the need for

The Daily Telegraph to make money seems
to override the moral perspective,”
posted one reader on The Daily Telegraph
site, commenting on a story that was
followed by an automatically generated
Google Adsense listing. “Has anyone
seen the Google ads below? The irony is
unbelievable,” said another.
Since Druglink spoke to Google, it has
removed listings generated by Adwords
clients, and therefore Adsense listings
on newspaper sites have also greatly
diminished. However, Microsoft’s Bing
search engine and Yahoo also use
a similar model to Adwords, and a
search there for ‘plant food’ gives users
a choice of several sites selling the
drug. Social networking sites have also
been used by dealers, with Facebook
groups dedicated to the drug regularly
featuring links to online shops. One
Thailand-based vendor of research
chemicals has set up a Twitter feed
detailing the new legal and semi-legal
compounds for sale.

EVEN IF THE
GOVERNMENT BANS
MEPHEDRONE AND
METHYLONE, THE
RESEARCH CHEMICAL
GENIE IS WELL AND
TRULY OUT OF THE
BOTTLE
It is this chaotic and rapidly-changing
scenario that the Home Office must
navigate. While mephedrone is illegal in
the USA under vague, catch-all analogue
laws that ban chemical compounds
“substantially similar” to illegal
substances, Britain is considering a ban
on cathinones, the class of drugs to
which mephedrone belongs.
“It is fundamental to the effectiveness
of our legislation that we introduce
durable legislation that not only deals
with current trends but also foreseeable
future ones,” said a Home Office
spokeswoman. “This approach will help
ensure that we keep one step ahead of
illicit manufacturers who have been
shown to move to similar but noncontrolled compounds when individual
substances have been controlled

elsewhere in Europe.”
The Home Office confirmed that even
if mephedrone is purchased before any
ban, “it would be unlawful to possess and
supply from the date of implementation
of any new law”.
But a ban on specific, named
chemicals – the cathinones – would leave
the door open for creative chemists to
synthesise new compounds that have
not yet been identified. Some vendors
say they will simply find other drugs to
sell which are still legal.
“Unless the UK converts to an
Analogue Act, as the US has, the British
legal highs industry will carry on. We’ll
just find something else to get around
the law,” said one dealer. “Of course I’m
looking for something new and legal.
There’ll definitely be huge demand
for new stimulants if mephedrone is
banned,” he says.
Short of banning the import of any
white powder that improves mood or
stimulates the human central nervous
system and opening every package
imported into the UK, it would hard to
counter the inevitable sale of new breeds
of unresearched chemicals that are
waiting in the wings.
Even if the government bans
mephedrone and methylone, the
research chemical genie is well and
truly out of the bottle. A brief scan of
online vendors and bulletin boards
reveals many contenders for the next
wave of legal highs. Buphedrone,
Flephedrone, MDAI, MDPV and
Desoxypipradrol are all available, all
currently legal, and the latter three are
unlikely to be covered by a new law
banning cathinone derivative drugs.
And the rise of a mainstream internet
drug culture, where users, some of
whom call themselves ‘psychonauts’,
publish trip reports on new compounds
online, is expanding day by day. What is
more, users are already having multipage discussions online about ways to
combine the effects of new drugs with
other legal highs and prescription drugs
to mimic the effects of illegal chemicals.
It is this collaborative aspect of drug
use, plus the impossibility of monitoring
every sale and purchase made on the
internet, that makes policing the market
in new drugs an even more onerous task
than policing our ports and streets.

n Mike Power is a freelance journalist
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FROM THE
HORSE’S MOUTH
The first event of it’s kind in Britain, K-Day brought together users,
drug workers and health experts to talk about ketamine – a drug
sidelined by treatment services despite causing rising concerns.
Andy McNicoll and Dr Celia Morgan on a day that could shape
future treatment for ketamine

People seeking help for health problems
linked to ketamine are often failed by
mainstream drug treatment and health
services. That was the message from
K-Day, an event held in central London
in November which brought together
around 100 ketamine users, drug
workers, academics, GPs and urologists
to share their experiences.
According to the British Crime Survey,
ketamine use among 16 to 24 year olds
doubled between 2007 and 2009 and
evidence is growing on the Class C drug’s
harms, including the risk of serious
bladder and kidney damage.
Addiction can develop quickly and
many users report significant withdrawal
symptoms. Researchers from University
College London have also found that
frequent use of the drug is linked to
memory problems.
One K-Day delegate spoke of a
friend whose regular ketamine use led
to him needing a catheter at the age
of 21. Delegates also said the drug’s
dissociative nature means some users
regularly up in A&E after injuring
themselves.
Yet discussions at K-Day suggest
many ketamine users are struggling to
get help and professionals often feel
limited in the support they can offer.
Some drug workers spoke of financial
constraints, particularly with NTA
funding heavily linked to targets for
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treating heroin and crack users. Users
and professionals agreed on the need to
improve awareness of ketamine’s harms
among GPs, secondary care and drug
services.
Professor Val Curran of University
College London, one of K-Day’s
organisers, says that progress is being
made in some areas of the country. She
points to Bristol as an example, where
joint working between drug services
and the Primary Care Trust has helped
inform GPs, drug workers and urologists
of issues associated with ketamine use.
“But in other places, there seems to
be little help,” says Curran. “For example,
people from London NHS drug services
told us they are not paid for treating
ketamine users because they are not part
of their ‘targets’.”
Curran and colleague Dr Celia Morgan
have been researching ketamine for ten
years. The duo set up K-Day after users
expressed concerns over inadequate
support.
“Many K users were telling us they
needed help but weren’t getting it,”
Curran says. “K-Day was, first and
foremost, a way of listening to what they
wanted, but it also helped us put them in
touch with people who might be able to
help them”.

n Andy McNicoll, DrugScope press and
communications officer

ALTHOUGH THE AGE OF
MOST KETAMINE USERS
WHO CAME ALONG WAS
18-25, THERE WERE
ATTENDEES WITH
KETAMINE PROBLEMS
AS YOUNG AS 14

The aims of K-Day were to inform, and
be informed by, users and professionals
of some of the harms of ketamine and
try and counter the ignorance in the
NHS and drug services around this drug.
It was hoped that the day would span
the expert-user divide in drug services
by urging professionals to turn to drug
users as the experts and adopt a less
didactic model of engagement. Hence,
every participant was asked to use the
day both to give and receive information
around these issues.
One very tangible objective of the
project was to lay the foundations for
NHS service provision for ketamine
users. Currently, there is no service
provision within the NHS for treatment
of ketamine addiction.
We have observed, over ten years of
research, that many users do become
dependent upon the drug. Yet NHS
drug treatment services still do not
acknowledge this. A further aim, through
engaging with various drug user groups,
drug charities and the media, was to
publicise the problems associated with
ketamine use to young, potential users of
this drug. By co-ordinating professionals
from the range of fields, we hoped to
have a model for harm reduction and
treatment of ketamine use that can be
applied across the country.
Rather than seeing the day as a oneoff, the aim was for it to become the start
of a wider program of public engagement
around this drug, a ‘ripple effect’ of
knowledge transmission through drug
user groups and addiction and health
professionals.
The interest in K-Day was startling,
particularly amongst drug workers.
As ketamine use is very prevalent in
the south west and we had engaged
professionals from this region and hired
a coach to bring up ketamine users
from this area. People came from across
the UK, as far as Scotland, Newcastle,
Nottingham to attend: there was clearly
a need for this event.
Although the age of most ketamine
users who came along was 18-25, there
were attendees with ketamine problems
as young as 14. The day centred around
activities, stalls and workshops run in
a ‘village fete’ format. Stalls manned
by professionals, users and scientists
gave out practical tips on dealing with
ketamine use. During the day, the
latest scientific and medical findings
were discussed and users’ opinions
were gathered on where we should be
going next with ketamine research and
treatment.
A plenary meeting was held at the

end of the day between key professionals
and user representatives to lay out a
plan of action for achieving the long
term goals of the project and to reflect
back upon the day. The feedback we
got was positive – people felt they had
learnt from the experience. Focus groups
were recorded, with consent from
participants, and this data was analysed
using content analysis to look for themes
around certain issues. The bulk of this
data is being prepared for dissemination
to our ketamine working group that has
arisen as a consequence of K-day, and for
publication both in an academic journal
and through user groups on the web.
One theme that emerged from the
focus groups was that many commented
that nobody had ever bothered to ask
them their opinion about ketamine
before, or about their experiences.
In analysis of the focus groups,
professionals also expressed their
ignorance and reported leaving feeling
much more equipped to speak about the
issues associated with ketamine.
As a result of the day, increasing
numbers of collaborations, events,
movements and treatment initiatives
are occuring. These include a Facebook
group, set up to continue to disseminate
and collect information around
ketamine. We are preparing a website,
due for launch in February, to be hosted
on our UCL page to further disseminate
information about ketamine.
The aim of provoking NHS service
provision for ketamine users has not
been fulfilled, although admittedly this
was, in hindsight, highly ambitious.
This outcome was particularly hindered
by the absence on the day, despite
their assurances they were coming, of
representatives from the NTA. Their
attendance was key to setting in motion
a process that would culminate in
money being allocated to treatment of
ketamine dependence, allowing NHS
drug services to take on ketamine users
for ketamine problems alone.
We had also invited commissioners
from two nearby NHS trusts, Camden
and Islington, to engage these
individuals over this issue, however
eventually they were unable to attend.
Nevertheless, we have resolved to put
together a case to present to the NTA,
using data collected on the day from
users and professionals, along with our
existing scientific data and medical case
reports, justifying why such provision is
desperately needed.

n Dr Celia Morgan, clinical psychologist
at University College London
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Early adopters
Drug services have to be quick on their feet to keep up
with a growing array of new substances being used by young
people. Lena Corner visited one project which is
managing to keep up to speed.
The government’s ban on GBL, BZP and Spice may have come
into force last month but still the market in legal highs or ‘new
drugs’ continues to expand. Just as manufacturers manage to
stay one step ahead of legislation by creating new drugs which
sidestep it, so the number of reports of problematic use, and
even fatalities, continue to rise.
But concern is now growing that treatment services, most
of whom must focus on dealing with crime-linked drugs such
crack cocaine and heroin, have neither the funds nor the knowhow to deal with legal highs. As a result, a new generation of
drug user is potentially falling through the net.
There is one agency, however, the KCA Young Person’s
Early Intervention Team based in Kent, which has been swift
to acknowledge and research the issue of these drugs. It has
become one of the first services in the UK to devise a successful
and coherent strategy to tackle them. “There has always been
some sort of rumbling around legal highs, but early in 2009
it reached a crisis point,” says Neil Hunt, KCA’s director of
research. Although they had been cropping up among their
adult poly-drug users, it was in KCA’s young person’s services,
specifically among 10-18 year olds, where the trend was being
detected most strongly. “We were hearing about them more and
more and it got to the stage where they were coming up all the
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time. It was clear it had reached a tipping point.”
In May last year, KCA early intervention worker Diederik
Martens set about mapping out everything he knew about
legal highs – from anecdotal evidence, to information from
practitioners and research gleaned from hours spent scouring the
web. “Diederik produced a working document which captured a
snapshot of what was going on,” says Hunt. “From that day on the
whole KCA team starting collating information and asking what
is this stuff, who is doing it and what does it do?”
The body of evidence they started to build up was
illuminating. One of the most popular substances they
discovered being used among young people throughout Kent
was MPDV (Methylenedioxypyrovalerone) known on the street
as ‘alphabet’ or ‘super coke’. “It was coming up a lot,” says Hunt.
“We found that people were racking up and snorting cocainesized lines of it, but this was pharmaceutically pure MPDV
and that’s way more than you would ever need. People were
effectively overdosing on it. Their hearts were jumping out of
their chest, they were panicking and they were quite clearly in
medical crisis-type territory.”
KCA didn’t just take people’s word for it either. A sample was
sent to John Ramsey at the Tic-tac drugs database for testing
and it came back positive, marking the first ever confirmed,

identified case of MPDV use in the UK. “You can see from
looking on the internet that MPDV had been around and people
were talking about it, but no one had actually put anything
through testing, so it’s hard to know what you’re actually really
dealing with,” say Hunt. “One of the big issues we are trying to
address is to cut through the lack of clarity.”
Another popular legal high KCA discovered was Salvia (Salvia
Divinorum), a herbal drug, which is smoked either rolled in a
joint or in a bong. The problem with Salvia, they discovered,
is that some of the younger users were failing to realise that
it is actually a hallucinogen, the effects of which are less like
cannabis, and more like acid or mushrooms, but often much
stronger. “What we found over and over is that because this
stuff was legal and because it was freely available on the
internet or in headshops, people assumed it was safe, reliable
and well-tested,” says Hunt. “In actual fact it’s amazing how
limited the research is on many of these substances – there is
no epidemiology anywhere. So there’s a real issue about what
advice you can give and how confidently you can state it in the
absence of any proper reports.”
In July 2009 the KCA’s Rick Bradley started work on a leaflet
funded by Kent Drug and Alcohol Action Team (KDAAT) aimed
at the young legal high user group they had identified. “We
tried to formulate something which was a level above Frank
leaflets which some of the young people we spoke to said they
found a bit patronising and preachy,” says Bradley. “This leaflet
was about liaising with young people, trying to find out what
sort of use they were involved in, and then trying to produce
something which would help reduce the risk.”
By September, KCA had also devised a presentation, which
they took to practitioners and youth workers throughout Kent. It
identified various concerns such as lack of long-term research,
misleading packaging and the fact that risks are often underestimated because people assume legal equals safe. “One of
the messages we were trying to get across is that when you
take legal highs, you are very much being the guinea pig for
whatever someone has concocted,” says Martens. “There is
no information on toxicity because these are substances that
simply haven’t been used as drugs until now.”
The presentation divided the legal highs into three categories
stimulants (BZP, M1, mephedrone and MDPV); depressants (GBL
and herbal smoking mixtures such as Spice and Smoke) and
hallucinogens (Salvia and Fly agaric mushrooms) and went on
to prescribe a common-sense approach for each. Possible risk of
pressure on the heart or strokes for stimulant users, respiratory
problems or overdose for the depressants and safety concerns
for the hallucinogens. “It’s a constant job of trying to navigate
between what we can confidently say without sensationalising
things, but also flagging up problems before people die or
whatever else,” says Hunt.
One of the main difficulties, he continues, is the everchanging nature of the legal highs market. It’s a constant
cat-and-mouse game in which manufacturers are constantly
tweaking their products to stay one step ahead of the law.
“We’ve used the term designer drugs for quite a long time but
it’s been a misnomer,” says Hunt. “It’s only now that we are truly
really entering the era of designer drugs. It’s a lucrative market
and people know the chemical adjustments required to stay
one step ahead.” One of the Early Intervention Workers, Zara
Rahemtulla who works in East Kent, tells me how she recently
came across a 15-year-old boy who casually drew out diagrams
of the complicated chemical make-up for a whole swathe of
different legal highs, each one just a couple of molecular tweaks
away from the other.
It’s this ever-changing landscape which makes proper

epidemiology so difficult. MPDV, for example, which seemed
to be all over Kent earlier this year, has totally dropped off the
radar and not one single practitioner has heard mention of it in
months. “New drugs are constantly arriving on the block,” says
Hunt. “In order to study them you’ve got to get a large enough
group of people using it, you’ve got to get a research grant funded,
you’ve got to recruit your sample, produce questionnaires,
surveys and interviews to find out what the drug felt like, what it
did and what the side effects were. Then by the time you publish,
everyone’s moved on to something else long ago.”
KCA are however making valiant attempts to keep up
with what’s going on and all their early intervention workers
feed into a system which keeps fully up to date on who is
taking what drugs where. The countywide picture they have
managed to build up is impressive. Becky Harris who works
in Maidstone and Tunbridge Wells, reports a lot of Salvia used
mainly amongst 15 and 16 year olds. Rahemtulla who works
in Canterbury and the coastal areas says she has seen mainly
reports of M1 (methylone) use, “especially among young people
who don’t like the idea of breaking the law and buying off dodgy
dealers.” Steve Powell in Medway reports mainly Spice and
Salvia, particularly popular among squaddies from the nearby
local barracks who use it to avoid detection during drug tests.
And Rick Bradley, an early intervention worker in Ashford and
Shepway, reports M1 use and 4-MMC (mephedrone).

ONE OF THE MESSAGES WE WERE
TRYING TO GET ACROSS IS THAT WHEN
YOU TAKE LEGAL HIGHS, YOU ARE VERY
MUCH BEING THE GUINEA PIG FOR
WHATEVER SOMEONE HAS CONCOCTED
The plan now is to make data-recording techniques more
efficient. “We’ve got lots of forms for everything,” says Hunt.
“We are formed out to the max but we don’t have good data
for legal highs. We’ve been discussing whether our assessment
forms should have a separate item that says ‘legal highs – please
specify’. You could put say, mephedrone, on the list but it will
quickly become out of date because of the pace manufacturers
are reinventing. We are just trying to think of ways to capture
these trends more systematically, without having a form the
size of a telephone directory.”
They also plan to raise the issue on a national level by
introducing it as a subject for a young person’s drug services
conference. “Especially since there was a recent reported
death of a teenage girl in Brighton who is said to have taken
mephedrone,” says Hunt. “Trying to get the whole story in these
cases is vital. We often learn later that alcohol and various
other drugs were involved. But with drugs that are largely
unknown, emergencies may be the first sign that a drug is not
safe. It is critical to learn from them, so that we can get credible
information out there to the people who need it.
“Here at KCA, we are in a position to have been nimble in
our response to this,” concludes Hunt. “We are a well-funded,
well-developed team. Absorbing the extra work from legal highs
is not a big deal, it’s just an incremental addition to what we’re
already dealing with. But in other areas I’m quite shocked at
the poverty of provision for some young people, it certainly is a
postcode lottery.”

n Lena Corner is a freelance journalist
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SPORT

FITNESS
REGIME

Sporting chance? Former
Chelsea player and Romanian
international Adrian Mutu
faced heavy punishment after
cocaine was found in his body

Getting caught
taking illegal drugs
can be more careerthreatening for our
sports stars than
breaking a leg.
Andrew McNicoll
reports on a harsh
testing system which
is more obsessed
with image than
individuals.
This time last year middle England’s
favourite sport, rugby union, hit the front
pages after the highest profile drugs
scandal in the game’s history. In a tearful
TV interview Matt Stevens, the 27-yearold Bath and England prop, confessed
he’d failed a post-match drugs test and
was seeking counselling for use of a
“very serious substance” which was “not
performance-enhancing”, later revealed
to be cocaine.
By February, Stevens’ career lay in
tatters. With World Anti-Doping Agency
(WADA) penalties failing to distinguish
between social and performanceenhancing drugs, he was banned from
‘all rugby-related activities’ for two
years. Just 14 months after appearing for
England in the Rugby World Cup Final,
Stevens faced an income void of an
estimated £500,000 and the destruction
of a ‘role model’ image worth far more.
The spectre of recreational drug use
revisited rugby in March. The fallout
from Bath’s boozy end-of-season
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party saw four first teamers quit amid
allegations of cocaine use, with one
admitting to shouting ‘Class A, it’s OK!’
in front of youth players. The Daily Mail
accused Stevens and his Bath colleagues
of putting ‘a sickening drug stain on the
game’s good name’ and asked if rugby
had ‘a hidden drug culture?’
“If you look at society as a whole,
there is a massive (recreational) drug
culture among all of it, so why wouldn’t
there be in rugby?” Stevens told the Mail.
“Rugby players aren’t immune to drug
abuse, just as they aren’t immune to
anything else”.
He has a point. Beneath the millions
spent on marketing and PR to convince
us otherwise, sports stars are only
human. While the majority of top-level
sportsmen may well ‘just say no’, in an
age where four in ten young adults admit
to having used illegal drugs it’s inevitable
that some athletes will be tempted.
Those within sport don’t deny
the issue. The Professional Players

Federation (PPF) represents player bodies
across English sport, including cricket,
football and athletics. “Recreational
drugs have no place in sport but we’d
be naive to think sportsmen won’t
encounter them,” PPF Secretary General
Simon Taylor tells Druglink. “While
we’d hope the vast majority would say
no, there will be times when people’s
judgement is badly off-kilter. What
matters is how you deal with it.”
Taylor says that the majority of the
time recreational drugs are not taken to
cheat, meaning a two-year stretch out of
sport is harsh. “Sport’s effectively been
that person’s life. To take that away from
them for two years to the point they
can’t even train with the team, I think,
can be hugely detrimental to someone
who’s recovering.”
How you deal with social drug use
in sport is a controversial issue. It’s
generally accepted that sportsmen who
use performance-enhancing drugs to
cheat should be heavily punished. But

recreational drug use is a different ball
game, where policies and press coverage
are dictated less by evidence and more
by morality and the need to protect the
‘image’ of sport and its participants.
Central to this is the view of modern
sports stars as role models. In the
era of Brand Beckham, athletes are
marketed as the ultimate embodiment
of human health and achievement.
From car manufacturers to cosmetic
brands, companies fork out millions on
sponsorship and product endorsement
deals to trade on the back of this
aspirational and wholesome lifestyle.
The flipside is that any sign of deviant
behaviour results in contracts being
ripped up and a sporting hero quickly
condemned to folk devil status. Just
ask Tiger Woods. “There is an image
dimension,” Taylor admits. “Our
sportsmen have a responsibility as role
models. Just as you don’t want them
going out getting drunk and getting into
fights, you don’t want them taking drugs.”
But some do. According to a survey,
published in the British Journal of
Sports Medicine in 2008, almost a third
of Premiership footballers said they
knew a fellow professional who used
recreational drugs. Meanwhile, an
analysis of athletes’ enquiries to the
UK Sport Drug Information database,
published last October, showed that 1 in
10 requests concerned social drugs.
And be it through testing schemes
or tabloid investigations, plenty of
sports stars have been caught dabbling
with a range of illicit substances.
Chelsea football stars Adrian Mutu
and Mark Bosnich, champion jockey
Kieran Fallon, former world champion
gymnast Yuri Van Gelder and tennis
idols Richard Gasquet and Martina
Hingis have all fallen foul of cocaine
testing in the last decade.
Last summer, the News of the World
splashed photos of 14-times Olympic
gold swimmer Michael Phelps smoking
a bong across its front page. And as
Christmas approached, former tennis
world number one Andre Agassi had
Wimbledon’s chattering classes choking
on their strawberries and cream, after
admitting using crystal meth while on
tour in 1997.
The celebrity status of top footballers
means they regularly rub shoulders with
stars from the music, TV and film worlds
– where cocaine use is often considered
a rite of passage. But as sports stars, they
are held to a higher moral code than
many of their celebrity peers and, as a
result, have further to fall if they fail to
live up to it.

Journalist Denis Campbell, who
spent seven-and-a-half years as a
sports reporter for The Observer, says
that the ‘role model myth’ means the
tabloids view any drug scandal involving
footballers as legitimate and juicy
reporting territory. “It gives journalists a
complete ethical cover to report on what
are, a lot of the time, private matters,”
says Campbell. “Newspapers could easily
fill their pages with stories of politicians,
minor soap actors and countless
others taking drugs if they wanted. But
footballers have a certain cachet.”
While the tabloids will determinedly
pursue any sniff of a drugs scandal, most
social drug use in sport is uncovered
via drug testing. Under the WADA code,
players are tested ‘out of competition’
for performance-enhancing drugs only.
But on match days, or ‘in competition’,
stars are tested for every substance on
the WADA prohibited list, which includes
cannabis and cocaine.

SPORT HAS
EFFECTIVELY BEEN
THAT PERSON’S LIFE.
TO TAKE THAT AWAY
FROM THEM FOR
TWO YEARS CAN BE
HUGELY DETRIMENTAL
TO SOMEONE WHO’S
RECOVERING
For many involved in sport, the inclusion
of cocaine, and particularly cannabis,
on the list sits uncomfortably. But any
efforts to challenge WADA on the issue
have fallen on deaf ears.
In 2006, then Sports Minister Richard
Caborn, argued for the removal of social
drugs from the WADA list. “We are not in
the business of policing society, we are
in the business of rooting out cheats in
sport,” he told the Commons’ Science and
Technology Select Committee. Caborn’s
comments provoked a predictable
response from WADA. “Apart from the
fact there is a health risk, [social drugs]
are contrary to the spirit of sport,” said
the watchdog’s head Dick Pound.
Pound’s comments relate to the three
WADA criteria for including substances
on the prohibited list, at least two of
which have to be met – performance
enhancement, possible health dangers
and “a contravention of the spirit of
sport”. With, at best, ambiguous evidence
that cocaine or cannabis enhance

performance, WADA usually falls back
on the ‘health risk’ and ‘spirit of sport’
arguments to justify testing for them.
Dr Michael Turner, Chief Medical
Adviser to the Lawn Tennis Association,
has long been frustrated by the lack of
consistency in WADA’s approach. He
feels that the ‘health risk’ and ‘spirit of
sport’ arguments for including cannabis
on the prohibited list are both flawed,
particularly given that other social drugs
such as LSD, and many pharmaceuticals,
are not included.
With cocaine and cannabis included
on the prohibited list, players who test
positive face the same penalties as
athletes using performance-enhancing
drugs. Whether a post-match test reveals
traces of cocaine or a steroid in your
system, a two-year ban from playing,
training and any ‘related activities’ to
your sport is standard.
Turner believes WADA’s failure to
distinguish between recreational and
performance-enhancing drugs is flawed.
“[The WADA approach] takes no account
of the real world,” he says. “There is no
other occupational environment where
testing positive for cocaine would see
you banned from making a living for two
years. If you are a soldier or policeman
or banker you will be offered some kind
of rehab and you would be treated as
having an illness, not slung out.”
Michele Verroken, the former head
of anti-doping at UK Sport, also has
concerns about the weight placed
on moral concepts such as the ‘spirit
of sport’ in compiling the prohibited
list. “There’s a danger when you’re
making a bigger judgement call on elite
sportspeople and the way they live their
lives because you can’t truly argue the
performance enhancement link with
many social drugs,” she tells Druglink.
Verroken is yet to be “one hundred
per cent convinced” that testing alone
actually changes people’s drugs use
and feels that the total absence of
rehabilitation provision in WADA’s
approach is a flaw. “Certainly when
there are so many proven treatment
programmes for drugs, it’s a lost
opportunity,” she says.
In September last year, the PPF
did meet with WADA to argue that
recreational drug use should be
dealt with through treatment and
rehabilitation rather than a blanket ban
from training and playing. But despite
official statements about ‘constructive
talks’, Druglink understands that little
has progressed since.
The upshot is that most sports still
have their hands tied to WADA’s ‘in
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Stoke-on-Trent Safer City Partnership recently redesigned
substance misuse services in line with a recovery focused,
community based model that considers all aspects of need,
including drug and alcohol use, health, offending behaviour
and social functioning.
In 2008/2009 the partnership commissioned service
providers to deliver adult and young people’s community
and inpatient services. The next stage is to commission
a suitably qualified and proficient organisation to deliver
Pharmacological Interventions and Associated Provision
to Support Recovery Focused Community Drug and
Alcohol Service Delivery.
Please register with Bravo Solution
www.wmcoe.bravosolution.com to
express an interest and receive
further details. Proposals should be
completed and returned by 12 noon
on Friday 12 February 2010.
A training event will be held in
Stoke-on-Trent on Wednesday 20
January 2010 to provide interested
parties with further information.

“Rugby players aren’t immune to drug
abuse”: England and Bath rugby star Matt
Stevens was dropped from the sport for
two years after he took cocaine

competition’ testing regime and penalties.
However, a rare few have sought to
complement, or work around, the WADA
approach by developing their own ‘out of
competition’ social drugs policies.
In football, the Football Association
(FA), Premier League and the
Professional Footballers’ Association
(PFA) have developed a social drugs
policy where players are tested for
recreational drugs out of competition
on the proviso that findings are held in
confidence. Players who test positive are
banned from competition, but not from
training, for three to six months and
offered the chance to get treatment. On
exiting treatment, players are subjected
to target testing for the next two years.
Druglink understands that following the
Stevens and Bath scandals of last year,
rugby will be implementing a similar
policy in early 2010.
“Football has a programme with
the right balance between carrot and
stick,” Verroken tells Druglink. “Players
are given really clear notice that these
types of drugs can wreck your career
and it’s made clear that you can only
look to the patience of the club and the
PFA for so long. You have to be a willing
participant to engage with treatment
and come through it and come back
and achieve as much as you could have
achieved before.”
The PPF’s Taylor agrees the approach
is far preferable to “throwing someone
on the scrapheap”. He says that the

programme’s guarantee of anonymity is
particularly important. “When your world
has fallen apart the last thing you need
is to be on the front of the newspapers.
That is not good for anybody.”

FORMER SPORTING
CHANCE CLIENTS
OFTEN PASS ON THEIR
EXPERIENCES DURING
ADDICTION SEMINARS
RUN BY THE CLINIC
But where do sports stars head for
anonymous treatment? It’s hard to
envisage many Premiership footballers
parking their Lamborghinis outside their
local drug treatment service. Many are
offered treatment at the Sporting Chance
clinic, set up by former Arsenal and
England captain Tony Adams following
his own recovery from alcoholism.
Footballers from all levels have passed
through the clinic’s doors and, while the
majority prefer to remain anonymous,
players like Adrian Mutu have spoken
publicly about the value of the support
they received. Chris Mordue, Sporting
Chance’s Director of Training, admits
the centre ‘doesn’t have all the answers’
but he feels the fact that clients share
sporting backgrounds can help them
identify with one another’s issues.

“There’s not many people who go to
work in front of 50,000 people every
week” he tells Druglink. “Clients say that
they benefit from being in rehab with
people who understand what it’s like to
be a sportsman. It’s not the clincher for a
positive recovery. But it helps.”
Mordue says that, in his experience,
a relatively small number of top-level
sportsmen engage in regular substance
abuse, but he stresses their need for
support. “Just because it’s a minority
involved, they shouldn’t be marginalised
for the greater good. They deserve a
duty of care.”
It’s not necessarily incompatible with
the role model responsibility either.
Former Sporting Chance clients often
pass on their experiences to current
players during addiction seminars
run by the clinic. And the PPF’s Taylor
agrees that players who are supported
to overcome drug problems can provide
positive examples for future generations.
“You’ve got to think about the fact that
this is someone who’s lost it all, been
through that and got back on track.
There’s a lot people can learn from that.”
It seems that the overriding challenge
is to convince WADA that supporting
fallen stars to resurrect their careers is
closer to “the spirit of sport” than casting
them on the scrapheap as demonised
and damaged goods.

n Andrew McNicoll is DrugScope’s
Press and Communications Officer
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SOCIAL EXCLUSION

Working in
isolation
The links between homelessness and drug abuse are
damaging, self-perpetuating and well-documented. Yet homeless
drug users often find their escape route hindered by a divided
system. Esther Sample investigates.
It’s that time of year when people are
making ambitious resolutions for the
New Year: quitting smoking, losing
weight, exercising every day. But when
on New Year’s Day people sober up
to the commitment they have made,
they should spare a thought for the
government, who in 2008 committed
to the ambitious target of ending rough
sleeping by 2012, and now have only two
years to go.
With the festive period over and the
Christmas shelters closing, another year
begins and many frontline homelessness
workers will face the same frustrations
as last year, as they try to support their
clients with drug and alcohol problems
through treatment and into housing.
A report published last year by the
charity Homeless Link found that 42 per
cent of people attending homelessness
projects have a drug problem, and 39 per
cent have an alcohol problem.
But while a large proportion of drug
users say a lack of stable housing is the
main barrier to breaking addiction, most
mainstream housing providers will not
take on this client group. Whether rough
sleeping, ‘sofa-surfing’, living in squats,
temporary accommodation or hostels,
the reality is that homeless people with
substance misuse issues often remain
stuck in the homelessness system,
unable to work towards recovery.
The government’s rough sleeping
strategy includes a welcome
commitment to support the development
of ‘joined-up solutions to help drug
misusing clients to access treatment
and the wider health, housing and other
support they need to re-establish their
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lives’. Improvements have been made
over recent years and many drug, alcohol
and homelessness services have built
strong partnerships.
For example, Turning Point’s
Hungerford Drug Project provides a
satellite service of advice or treatment in
a number of homeless day centres and
hostels in London. Some organisations,
such as drug and alcohol service
Foundation66 – which has housing
and homelessness services as part
of its treatment provision – have also
developed integrated services

MOST PEOPLE HAVE
LITTLE CHOICE BUT
TO RETURN TO THEIR
HOSTEL FOLLOWING
DRUG DETOX WHERE
‘NINE OUT OF TEN
CLIENTS WILL
RELAPSE’
However, the annual update report
released in November 2009 makes no
mention of progress against the 2012
target. The problem of hostels becoming
‘silted up’, because of the lack of
move-on accommodation available to
residents still remains, and the patchy
coordination between the drug sector
and homelessness or housing providers
plays a key part in this scenario.
Dan works in one of London’s busiest
hostels and has been working with

homeless drug users for 15 years. He
says more help is needed from treatment
providers for preparation work with
clients at the ‘pre-detox’ stage. It is
usually a hostel worker that a resident
will first talk to about detox, usually ‘on
a bad day’. And it is at that point, says
Dan, if the resident is ready, that hostel
workers need swift support from drug
and alcohol services – so that treatment
can be set in motion.
Unfortunately, most people have
little choice but to return to their hostel
following drug detox, where, according
to Dan, “nine out of ten” clients will
relapse because of triggers within the
hostel environment. Progress is hindered
further by the rise of poly-drug use
among the homeless population.
“There are very few places where
clients can stabilise their alcohol use
while containing the chaos of the crack
and heroin use,” Dan points out. “For
people who can be injecting six times
and drinking anything up to five bottles
of sherry a day, you need to have a safe
environment to take away one of these
addictions first, to have a chance to
addressing the others.”
Many residents who manage to access
alcohol detox end up returning to their
hostel only to use crack – and to ease
the comedown – heroin and alcohol.
“Within 48 hours of returning to the
hostel, they are walking around with
a can in their hand,” says Tracey, who
works at another hostel in the capital.
She says drinking does not immediately
go back to pre-detox levels, but adds that
within six months of their return to the
hostel, many service users will be “back

to square one”.
Despite the revolving door between
hostel and detox, there have been
some success stories of people getting
treatment and then moving into their
own housing. These mainly involve
those, post-detox, who want to go on
to rehab and whose funding comes
through quickly.
Dan says that local authority
coordination around housing following
treatment has improved. Now, if an
individual accesses rehab outside their
authority area, within six months they
will be seen to have a ‘local connection’
and their ‘vulnerable adult’ status will
allow them to access social housing or
private rented sector schemes in the
new authority.
But if someone relapses and is
excluded from residential treatment, the
safety net disappears. When someone
goes for detox, the hostel holds the bed
for that person. Yet if they enter the
longer process of residential treatment,
their bed is forfeited. So when the
treatment fails, “in the majority of cases
they are then out on the street”, says
Dan. They will usually end up sleeping
rough for a while and then apply to get a
bed at the hostel again.
“There is nothing worse than
residents who may not have had any
positivity in their life, trying treatment
– but then being excluded,” says Dan.
“The amount of people who come back
to the hostel full of anger, self-hatred and
loathing, feeling that they have failed,
and thinking ‘right, that is all I am, I am
a junkie and an alcoholic’, is shocking.”
Dan says often his clients fail “not
because they are not ready, but because
the treatment is not specialised to that
client group’s needs”.
There is a general feeling among those
working with homeless people that drug
and alcohol services are set up mainly
for those with less chaotic lifestyles.
For example, drug and alcohol service
workers often have high expectations
in relation to money management and
travelling to specific appointments,
which might not be so easy for someone
who has lived on the street for a long
time. It can be the case that less chaotic
residents receive their script from a
nearby GP, while those with higher
support needs, some who have multiple
leg ulcers, have a 40 minute walk to a
more intensive treatment centre.
If there is no scope for specialist
scripting services to be developed
closer to certain areas of homelessness
provision, then arrangements are clearly

needed around funding for taxi fees or
specialist transport. Equally there is a
need for increased coordination around
weekend care. If a resident misses their
script on a Friday, they then can become
very ill over the weekend and the hostel
workers can be powerless to help. People
can resort to street methadone and
other drugs and put themselves at risk
of overdose. This is a particular issue for
new residents who arrive at the hostel
on a Friday evening, something that is
common with people who have just been
discharged from prison.
Rough sleepers with dogs have for a
long time faced extra barriers in trying
to access services, because hostels do
not permit pets. Now, many hostels have
a certain number of beds allocated to
people with dogs. But despite this, the
dilemma still persists. “I’ve got a client
who wants to access treatment services
and is ready to do so,” says Tracey.
“However, she will not leave her dog
as it is all she has. The local authority
substance misuse team suggest that if
she wants treatment bad enough, she
can put her dog into kennels, but I know
this is something she will never accept.”
There is clearly a need for improved
cross-sector working on the frontline,
as well as at strategic level. This need
is particularly pronounced in London,
where according to an official street
count carried out in September last
year, more than half of Britain’s rough
sleepers can be found. A new London

Councils-funded second tier support
project delivered by the London Drug
and Alcohol Network (LDAN – part of
DrugScope), Shelter and Homeless Link
seeks to foster new partnerships between
homelessness and housing and drug and
alcohol organisations in London.
Paul Anderson, head of Homeless
Link’s London team says: “Alcohol
and drug misuse issues are two of the
most prominent causes and effects
of homelessness. We believe that our
new working relationship with LDAN/
DrugScope under the London Councils
funding programme will mean we can,
as a partnership, support front-line
agencies to provide the full range of
services to vulnerable people who face
both accommodation and substance
misuse problems.”
LDAN’s key role in the project is to
coordinate a drug and alcohol peer
support forum for homelessness workers.
At the first forum meeting in October
last year, around a third of workers
attending felt that they did not have
a good level of awareness of the drug
and alcohol services available to their
clients. The forum aims to facilitate
cross-sector knowledge sharing and
partnership development, and to help
homeless people with drug and alcohol
problems work towards housing, social
re-integration and recovery.

n For more information contact
esthers.ldan@drugscope.org.uk
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HARM REDUCTION

CITIZEN
MEDICS
More than one in 20 heroin overdose
emergency kits handed out to drug users
has been used to counteract an overdose,
a study has found. Rosie Mundt-Leach,
Siobhan Jackson, Francis Keaney and Alun
Morinan report on a unique naloxone kit
experiment in south London.
The ability of opioid drugs to reduce
the rate and depth of breathing to
dangerously low levels is the cause
of most illicit drug fatalities. A rapid
response is required to avoid death and
disability resulting from the prolonged
lack of oxygen.
Take-home naloxone, an opioid
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antagonist, was first seriously
proposed in an editorial in the British
Medical Journal in 1996. Dr John
Strang and colleagues suggested that
naloxone might be given to high-risk
opioid users and more controversially,
to all users receiving treatment.
They concluded: ‘The distribution

of naloxone should be seriously
considered for trial and evaluation.
Home-based supplies of naloxone
would save lives.’
In the intervening years, a lot has
happened in this field, most significantly
the change in the law that came
into effect in June 2005 enabling any
third party to administer naloxone in
an emergency situation. Two recent
National Addiction Centre publications
have reported on the training needs
and opportunities for the emergency
administration of naloxone by opioid
users and family carers. In June last year
the NTA announced that 16 pilot sites
across England would start providing
naloxone kits to family members and
carers of opiate users.
Over the last three years, at the
South London & Maudsley NHS
Foundation Trust’s Beresford Project in
Woolwich, staff had become aware of
the importance of giving out naloxone
directly to service users. Staff were
keen to increase the low take-up rate
amongst clients, whilst also monitoring
the subsequent use of the drug.
One of the early problems
encountered was with the flimsy
cardboard packaging and low dose of
naloxone. Instead, we started giving out
a 2mg dose in a pre-filled syringe, in a
tough plastic box, to which we taped
a hypodermic needle. Any possible
drawback from using an increased dose
of naloxone was outweighed by the ease
of assembly of the equipment.
We also changed our policy from an
opt-in to an opt-out system and offered
the training to all opioid users, not just
injectors who were at a higher risk
of overdose. This reduced any stigma
associated with giving the drug to a
particular subgroup of clients and also
ensured that naloxone dispensing and
training became a routine feature of the
clinical care.
Training for clients became an
integral part of each key worker’s job
and covered recognising the signs of an
overdose, how to inject naloxone into
the thigh muscle and how to manage
an ambulance call. Signed prescriptions
were prepared for each client and
placed, with easy-to-read overdose
education leaflets, in their individual
script folders.
The first supply of pre-filled syringes
arrived in May 2008 and by September
2009, 416 kits had been dispensed. The
local ambulance service and police force
were informed of the programme and

Kits for hits: two drug users explain how their naloxone packs saved lives
Case study 1: “This man had a dig, I
was surprised how much he used, but
the stuff wasn’t very good and he put
loads in to make up for it. Straightaway
you could see his eyes roll back. His
lips started going a blue colour. We
couldn’t wake him up. We knew he’d
gone over. I slapped him a couple of
times and nothing happened. He was
making a groaning noise. I had the
naloxone in my jacket zip up pocket
where I usually keep it so it’s handy. I
know a lot of people who use, everyone
I know uses, so I need to have it with
me. I got the thing out of the box and
put the needle on. I injected his behind
– I thought that’s the safest place. It
worked and he came round in about
two minutes. At first he was saying, “I
was alright, you didn’t need to do that”,
but I did need to, he was going to die.
I felt great and the other people who
were there with me said I did the right

expressed their strong approval and
support for it.
To date, we have first hand reports
of a possible 24 lives saved by the
administration of naloxone. The doses
were given by 15 of our clients, three of
whom made multiple saves of two, three
and four lives. The average age of the
person saved, known in 14 cases, was
39.5, with a range of 28 to 48 years.
In seven of the incidents an
ambulance was called, although a
number of those treated refused the
offer, but in no case were the police
informed. At least four of the overdose
victims were clients of the project.
Almost two-thirds of these incidents
were reported to a member of the
project staff within 24 to 72 hours.
The reactions to the injection of
naloxone varied, with some overdose
victims failing to recognise the potential
life-threatening situation they had been
in. One woman who had been brought
round demanded £20 compensation
from her rescuer for the wasted hit.
However, many of the associates of the
person saved expressed their gratitude
to the rescuer.
One ambulance crew allegedly
accused the rescuer of precipitating
the overdose, mistakenly thinking
it was heroin not naloxone that he
had injected. The reactions of those

thing. I saved his life and hopefully, he
won’t be so stupid next time. I don’t
know him well, so I don’t know if he
had a family, but say he had a mum,
she’d have been destroyed if he’d died.”
Case study 2: “Someone got some
gear and came back to the house
where I was. He insisted on injecting it,
even though he wasn’t used to it. The
amount he used was minute, I’d say £3
worth. Someone else gave him the hit.
Straight away he was half gouching,
really sleepy, his eyes were glazed.
Then his lips started going mauvish

administering the naloxone ranged from
nonchalant, to enormous relief, to anger
directed towards the victims for putting
themselves at risk and the bystanders
who were more interested in enjoying
their hits rather than helping the person
in distress.
We have tried to develop a culture
of praise and recognition by putting
up posters at the Beresford Project
and producing leaflets describing the
successful use of naloxone in the clients’
own words. The publicising of significant
landmarks of 100, 200 and 300 kits
dispensed and each life saved have
become cause for celebration. When
interviewing clients after a save, we have
commended their quick thinking and
effective action and thanked them for
what they did. The project staff have felt
a sense of pride in providing a service
which has saved lives and increased
the sense of partnership between key
workers and their clients.
It would be fitting to conclude with
this endorsement from one young user
who has already saved four lives with
naloxone. Adam attended the project
yesterday and said he used his naloxone
two weeks ago on someone who had
overdosed on a small amount of heroin
after a six week break. He called an
ambulance just as the victim suddenly
started breathing again. It took some

and he was starting to fall asleep.
He was slumping forwards where he
was sitting. I grabbed hold of him, his
breathing was really shallow. I told
someone to get my rucksack with the
kit in it. He was going mauver and
mauver – his breathing was terrible
and he made a noise like a death
rattle. I took the kit out and put a
needle on. I put it in the front of his
thigh, right through his jeans. I pulled
back a bit to make sure it was OK and
then pushed it down. I undid his belt
a bit so that he could breathe more
easily and sat him up and lifted his
head to straighten his airway. Then
the colour started to come back into
his lips and he was ok again. I wanted
to call an ambulance, but he refused
and said no. All the people there said I
did well. One of them was his brother,
he said ‘Thank you for saving my
brother’s life’.”

time to work and Adam was very shaken
up, but said he learnt a lot from the
situation. Another kit was issued and
the training was repeated for him and a
friend. Adam said: “I think it’s brilliant
they’re giving out naloxone. I saw
something on TV and they were saying
that people shouldn’t have it because it
would make people take more drugs, but
that’s stupid. It’s a good thing to have
and it saves lives.”
Perhaps, now is the time to
consider extending training in the
emergency administration of naloxone
to staff working in day programmes,
rehabilitation units and hostels – as well
as the families of opioid users.

The authors would like to thank
Professor John Strang for his valuable
comments.
n Rosie Mundt-Leach is the Harm
Reduction Co-ordiantor/Specialist
Nurse at the Beresford Project. Siobhan
Jackson is the Borough Lead at the
Beresford Project. Francis Keaney is
a Consultant Addiction Psychiatrist
in Addiction with the South London &
Maudsley NHS Foundation Trust. Alun
Morinan is a Research Pharmacologist
at the National Addiction Centre and
Honorary Research Fellow with the
SLaM NHS Foundation Trust
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RESEARCH

MAKING A
HASH OF IT
It was expected to decide whether a well structured, well
resourced, evidence-based drug education programme could
contribute to reducing youth substance use, yet the £6m Blueprint
study ended up a scientific shambles. Analysis by Mike Ashton
The great store set in the Blueprint
study’s potential to “trigger a
fundamental assessment of the place of
drug education” in UK drug policy has
led to equally great disappointment that
it was unable to fulfil this promise. This
final report argued that methodological
limitations meant no conclusions on
Blueprint’s preventive impacts could
be drawn from the study. Though
undoubtedly true, the study can still be
examined for signs that the programme
might have had an impact; details below.
That such signs were lacking
reinforces the view that drug education
in secondary schools makes little
contribution to the prevention of
problems related to drinking and illegal
drug use though the evidence in respect
of smoking is stronger.
Given that just 30 schools were
available, the study decided against
splitting them evenly, arguing that the
samples would be too small to detect
the programme’s impacts even if in
reality these existed. Instead it opted to
test whether the programme could be
implemented in 24 schools, leaving just
six schools which did not implement
Blueprint. Though not randomly selected
or formally matched, these six seem
sufficiently like the 23 Blueprint schools,
one school opted out, to be used to discern
any signs that Blueprint might have
had an impact which would have been
confirmed by a larger study. Indeed, this
seems to have been the initial expectation.
In each of the three study areas the
two non-Blueprint schools were selected
to be on more or less opposite ends of
a scale of socioeconomic deprivation.
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The result was a sample very similar
on a range of social, economic and
other indicators to the children in the
Blueprint schools. In 2005 a Blueprint
leaflet described the six schools as
“control” schools which would be used
to “assess and examine the impact that
the Blueprint Programme has had on...
prevalence of drug use among the Year 7
cohort until they reach Year 10”.

EVEN BEFORE THE
LESSONS, TWO PER
CENT OF PUPILS IN
BLUEPRINT SCHOOLS
ANSWERED FIVE OUT
OF SIX QUESTIONS
CORRECTLY, A GAP
WHICH REMAINED
VIRTUALLY UNMOVED
BY THE LESSONS
Describing the study’s design shortly
after the lessons had been completed
and before the results were known,
the Department of Health’s lead on
the project still saw the six schools
as “comparison schools”, and while
describing the trial as exploratory
rather than definitive, was still hoping it
would assess “impacts on ... prevalence
and harm” and “identify any potential
for Blueprint to impact on behaviour
change”. Given the similarity of the six
schools to the Blueprint schools in the

same areas, this last ambition does not
seem unrealistic.
The study provided at least five
measures of recent or frequent substance
use for which the numbers are large
enough to look for signs of an impact on
more serious forms of substance use:
smoking in the past week; similarly with
drinking; drinking at least once a week;
using any drugs in the past month; using
cannabis in the past year.
By the end of the study, on none of
these measures did fewer Blueprint pupils
use than non-Blueprint pupils. Since
before the lessons the pupils started at
very similar use levels, this also means
there was no sign that Blueprint retarded
growth in substance use any more
effectively than the usual lessons in the
non-Blueprint schools.
Many more Blueprint than nonBlueprint pupils felt their drug education
lessons were an important source of
information, but this did not mean that
as a result they were better informed.
Even before the lessons, slightly more
(two per cent) pupils in Blueprint schools
answered five out of six questions
correctly, a gap which remained virtually
unmoved by the lessons (three per cent at
years 9 and 10). For example, by year 10,
58 per cent of Blueprint pupils remained
unsure whether, or actually believed, that
cannabis is more dangerous than heroin,
compared to 53 per cent in the nonBlueprint schools. Such a fundamental
knowledge gap persisting towards the
end of compulsory schooling seems to
cast doubt on the educational as well
as the preventive performance of the
Blueprint programme.

Encouraging conclusions about
the ability of schools to implement
programmes like Blueprint must
be tempered by the fact that the 23
schools were selected for their ability
and willingness to take on this work.
Only schools in their health and drug
education work were invited to join the
study, yet despite financial inducements,
of the 122 invited, just 45 applied. It
cannot be assumed that the majority
which did not apply would have been
as well placed to deliver the lessons, let
alone those which did not qualify to be
invited to join the study.
Of the possible reasons why Blueprint
appears to have had disappointing
impacts, the most likely is that no matter
how well structured, school-based drug
education generally has at best minor
prevention impacts. Among the other

possibilities are that Blueprint’s
lessons largely displaced lessons
timetabled for personal, social
and health education, which may
themselves (as perhaps in the six
non-Blueprint schools) have been an
effective intervention.
Also Blueprint relied on so-called
‘normative education’, comparing
survey data on actual adolescent
substance use levels with what are
usually overestimates made by pupils.
However, some teachers did not
understand or adequately implement
this core component, and even when
they did, more often than not, some
pupils simply did not believe the
survey data, particularly in respect of
the ubiquitously ‘normal’ activity of
drinking. The lessons were seen as
overly prescriptive by some teachers;

there may have been inadequate tailoring
to the varying substance use knowledge,
attitudes and use patterns of pupils in
different classes, and too little scope for
responding to how the pupils’ themselves
responded to the lessons.
However, mixed and generally
inconclusive findings of a prevention
impact from school programmes
targeting substance use do not negate
the possibility that general attempts
to create schools conducive to healthy
development will affect substance use
along with other behaviours. Nor do
they relieve schools of the obligation to
educate their pupils on this important
aspect of our society.

n For source info go to: http://findings.
org.uk/count/downloads/download.
php?file=Blueprint_1.txt

BLUEPRINT: THE BIG IDEA
The Blueprint drug education
programme was piloted in 23
schools in the North-West and East
Midlands regions of England during
the spring terms of 2004 and 2005.
Funded by the Home Office, at its
core were 15 lessons delivered
across the first two years of
secondary schooling when children
were generally aged 11 and 12.
Teachers received six days’ training
and were supported by school drug
advisers and other local professionals.
Through interactive teaching methods,
the lessons aimed to equip pupils
with the knowledge and experiences
to make informed choices about drug
use. This work was reinforced by
information for the pupils’ parents
intended to promote effective
communication about drugs with
their children. Parents were sent fact
sheets and communication advice and
invited to parenting skills workshops.
The wider community was involved
through a media relations programme
raising understanding and awareness
of Blueprint, through funding enabling
local authorities to work with other
agencies to reduce underage sales
of alcohol, tobacco and solvents, and
through an attempt to develop shared
principles for drug education across
local prevention practitioners.
Originally it was intended to recruit
a comparison sample of schools
against which the impact of Blueprint
could be assessed. However, it was
calculated that this would require at

least 50 schools, a number beyond
the scope of the evaluation. So
instead an evaluation led by the Open
University and the Institute for Social
Marketing (ISM) at the University
of Stirling focused on how well the
programme was implemented in the
23 Blueprint schools and the reactions
of target groups such as pupils and
parents. Another six local schools not
assigned to the programme provided
some context, but did not act as a
comparison group. An attempt was
made to follow up about 3000 pupils
before they received the lessons until
the year after they had finished, when
pupils were in year 10 and aged 15–16.
Surveys assessed pupils’ drug use,
attitudes, beliefs and reactions to the
lessons. Their parents or carers were
also surveyed to gauge awareness and
opinions of Blueprint.
The evaluation found that pupils
enjoyed the lessons, in particular active
teaching methods such as role-play,
had good recall of drug knowledge,
and gained experience of how to deal
with drug offers. The vast majority
said the lessons were an important
source of information about drugs.
Parents approved of their children
being taught about drugs, were
engaged by the Blueprint materials,
and said the programme had increased
their knowledge and helped them
communicate with their children about
drugs. As expected, as pupils grew
older, smoking, drinking and drug
use all became more common. Drug

taking was associated with previous
use, truancy and exclusion. Many
pupils over-estimated how many
of their peers smoked and drank,
but fewer overestimated drug use.
Pupils with relatively high estimates
of peer substance use tended to be
girls, older, and to have been truant
and/or excluded from school. Pupils
considered drinking more acceptable
than smoking or drug use.
But pupils from the six schools
which did not implement Blueprint
were also positive about their drug
education, nearly half saw these
lessons as an important source of
information, they demonstrated high
recall of drugs knowledge and, again,
their parents approved of their children
receiving drug education at school.
The evaluators concluded that
while most Blueprint components
were successfully implemented,
engaging parents in workshops proved
difficult, suggesting that more effective
methods are needed to make the most
of the important influence parents have
on their children. Other suggestions
were that future programmes might
focus more on the pupil and parent
components and on coordinating these,
and less on community, health policy
and media components. This type
of initiative could benefit from being
implemented earlier. Most children
who take drugs start to experiment
from age 11; introducing drug
education in primary school could preempt this stage in their development.
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33 factsheet
Spice
Harry Shapiro
Director of
Communication
and Information
DrugScope

What is it?
Spice is a collection of herbs which
have been sprayed with a synthetic
cannabinoid giving a cannabis-like effect
when smoked. However, there seems to
be little consistency in spice. More than
one type of synthetic cannabinoid has
been identified and some of the herbs
themselves have a cannabis-like effect,
which would account for their presence
in any given sample of spice. These herbs
include ‘Blue Water Lily’, ‘Dwarf Skullcap’,
‘Maconha Brava’, ‘Siberian Motherwort’,
‘Indian Warrior’ and ‘Lion’s Tail’. Large
amounts of Vitamin E have also been
found in some samples, possibly to mask
detection of the cannabinoids

How is it sold?
Some shops in the UK sell spice, but
the main point of sale is on the internet
under a variety of trade names that have
‘spice’ in the title. Other names include
‘Tribal Warrior Ultimate’, ‘Yucatan Fire’,
‘Solar Flare’ and ‘Space Truckin’. Spice
is sold in plastic pouches and marketed
as an aromatic incense often tagged ‘not
for human consumption’ as a way to
avoid medicines legislation. China and
the Far East appear to be the main areas
for production. There are no figures for
prevalence of use, but the extent of web
chatter and the number of sites selling it
suggests a substantial user-base.

How much does it cost?
Spice is quite a bit dearer than regular
cannabis; a three gram packet (enough
for about half a dozen joints) can sell for
around £30.

What is the law on spice?
On the basis that spice contains synthetic
cannabinoids which could pose more of
a risk that naturally occurring THC, the
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Advisory Council on the Misuse of Drugs,
recommended that spice be controlled
under the Misuse of Drugs Act. However,
because the ACMD’s recommendation to
leave cannabis as Class C was rejected,
they did not specify which class spice
should be placed. The government
decided that spice should be a Class B
drug. As a means of trying to stay one
jump ahead of the chemists, the ACMD
also recommended that spice should be
controlled under generic legislation that
would cover any new forms of synthetic
cannabinoids that might be developed.
That said, law enforcement will be
difficult because of the inconsistency
of spice samples. Only those samples
containing controlled cannabinoids will be
illegal; those just containing psychoactive
herbs will not – and generally the cost
of sufficiently sensitive forensic testing
to confirm the presence of an illegal
substance will be high.

What are the effects and
consequences of using spice?
Laboratory evidence indicates that
synthetic cannabinoids can be up to ten
times stronger than the THC found in
cannabis plants. Given this inconsistency,
the user has no idea what they are
buying. Packets of spice can contain
anything between 0.2 per cent and three
per cent cannabinoid which according
to one expert is the difference between
drinking a pint of beer at four per cent
and another at 60 per cent. At present,
there is no body of clinical literature
detailing any problems emanating from
the use of spice, although one case from
Germany described a patient who became
dependent on spice after eight months
continuous daily use of ‘Spice Gold’, and
there have been accounts, also from
Germany, of several hospitalisations
through undefined ‘overdose’ (presumably
manifested as panic attacks or feelings
of paranoia). Overall the drug has been
controlled in the UK and elsewhere as
a precautionary measure based on the
presence of these synthetic cannabinoids.

drugworld

DIARIES
JOY BARLOW MBE
Head of STRADA

Reading my job title, you could be
forgiven for thinking that I am head of
an Italian restaurant chain, but this is
the other STRADA. It stands for Scottish
Training on Drugs and Alcohol, which
is Scotland’s leading learning and
development organisation in the fields
of drug and alcohol misuse.
Over the last month, behind all the
meetings with Scottish Government, at
Glasgow University, local authorities,
health and prison services and
presentations at conferences at home
and abroad, there is one dominant
preoccupation. That is how to develop a
workforce in the drug and alcohol fields
that can deliver current policy, in other
words, one that is ‘fit for purpose’.
So what is this purpose? In recent
years, the policy emphasis has been
on reducing the harm that drug and
alcohol misuse does to people. Now
policy has a new focus – helping people
to recover. While ‘recovery’ is a concept
found in the other UK strategies, in
Scotland recovery has become an
explicit commitment. Indeed, the 2008
Scottish Drugs Strategy is subtitled ‘The
Road to Recovery’.

THE RECOVERY
PROCESS SEES THE
PROFESSIONAL AS A
RESOURCE RATHER
THAN AS AN EXPERT
Working out what is meant by
recovery has been made more difficult
by the many and varying definitions
that are currently in use. However,
despite differences of interpretation,
one thing is clear – that the focus on
recovery will have a major impact on
services, on current service provision
and future developments, that no one
should underestimate.

“What, more change?” the service
providers will groan. Yes – because one
consequence of following the recovery
approach is the need to rethink the
nature of the relationships between
staff and users of services in this field.
Essentially it requires the building of
the confidence of the service user to
determine their own direction, both in
terms of service provision and other
social supports. Recovery is a process
entered into by an individual, and led
by an individual, supported by staff
who understand their own role and
the possible limitations of it. People
recover, staff support them. This
contrasts with the ‘top down’ services
that still prevail in many quarters.
This change of approach has
implications for the workforce: what
is its potential new role in supporting
an individual’s recovery? The recovery
perspective will make new and
different demands on staff. Some
commentators have written about the
possible ‘de-professionalisation’ of
drug and alcohol work. This is not a
direction that STRADA would embrace.
However, it is true that the recovery
process sees the professional as a
resource rather than as an expert.
Implementing the recovery
approach will require new training and
staff development across the entire
workforce. This sets a challenge for
organisations like STRADA, who will
be required to develop that workforce,
and it means a whole new approach to
learning and development.
I am trying to devise the most
appropriate programmes for
STRADA to use. We need to know
which competencies and skills
will be required by the wider
generic workforce if they are to
contribute to the recovery process.
STRADA has been analysing the
competencies required for working
with recovery from the perspective
of attitudes, values, knowledge and
skills. We believe there will be core
competencies within building blocks
of skills for both generic and specialist

staff. Management and commissioners
also have to consider their role in the
change process.
Another area of workforce
development that I continue to
deliberate is that of the safeguarding
and protection of the children of
problem drug and alcohol users. At
the end of 2009 I spoke at the Norfolk
Drug and Alcohol Team’s Hidden Harm
Forum, where there was a growing
recognition of the importance of all
services, working together to provide
better outcomes for children and
families affected by substance misuse.

RECOVERY IS A
PROCESS ENTERED
INTO BY AN
INDIVIDUAL, AND LED
BY AN INDIVIDUAL,
SUPPORTED BY STAFF
WHO UNDERSTAND
THEIR OWN ROLE
AND THE POSSIBLE
LIMITATIONS OF IT
The interface between adult treatment
providers and children’s services has
not always been as well developed as
it should be, even after the publication
of Hidden Harm. It was really good
to see how the Forum in Norfolk is
working together to bring common
language, knowledge and skills to the
range of professionals involved.
During 2008-2009 the Scottish
Government brought together
a group chaired by NHS Health
Scotland to deliver an Alcohol and
Drug Workforce Development Plan
for Action. We still await decisions
on this. In the meantime, a sense
of urgency builds about workforce
development in the recovery focus
– we need to get on with it, and
STRADA intends to do just that.
JANUARY/FEBRUARY 2010 DRUGLINK | 29

Prepared for the plunge

Reviews

AFTER THE
WAR ON DRUGS:
BLUEPRINT FOR
REGULATION
Stephen Rolles
Transform Drug Policy
Foundation
Paperback
240 pages
November 2009
ISBN: 0955642817
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Whether the people behind the drug
charity Transform like it or not, it is
now an organisation that is part of the
drugs policy establishment. Founded
in 1996 by its director, Danny Kushlick,
Transform has traditionally played the
role of the outsider, by maintaining a
resolute opposition to the prohibition
of drugs in the UK and internationally.
Kushlick has now been quoted in such
a huge number of articles he must
be considered a full member of the
media’s drug policy ‘commentariat’.
One subtle but important change
I have noticed over the years, is
in the language and terminology
Transform uses. It now does its
damnedest to swerve the ‘L’ word,
‘legalisation’ and talks predominantly
of ‘regulated markets’. This would
seem a sensible approach to convey a
constructive alternative to the failed
‘war on drugs’. Transform’s evident
anger at the manifest inequities
and gross injustices to humanity of
strict prohibition has not tempered
over the years, but it appears to have
learned that it’s simply easier to sell
a message of reform, than one of
revolution.
Transform’s latest publication,
After the War on Drugs: Blueprint
for Regulation, follows this path,
declaring itself from the outset as
‘not a radical book’. The author, Steve
Rolles, head of research at Transform,
has produced a coherent and wellconstructed case for reforming drug
law. It is part academic treatise, part
sociology textbook, part manifesto
– but is written in an accessible,
uncluttered style.
The publication sets out five
models of drug reform, ranging
from the status quo to a libertarian’s
paradise. Although Rolles clearly
favours a much more flexible
framework to a tight controlling
regime, the pros and cons of
each option are discussed in a
dispassionate and objective manner.
The discussion on how the control

of how legal drugs has been (mis)
managed through history is also
educative in envisaging a new order
of control over a much broader range
of substances.

IT’S NOT HARD TO
WORK OUT THE SUBPLOT HERE, WHICH IS,
‘WE NEED PRESIDENT
OBAMA TO ANNOUNCE
HIS SUPPORT FOR
A REVIEW OF THE
CONVENTIONS’
Reforming drugs policy is like an
intellectual civil war between the
‘is’ and the ‘should’ factions. Rolles
rightly highlights the emotion (fear)
that is the foundation of so much drug
law. He proposes a moral philosophy
driven by “an ethics of effectiveness,”
so it could hardly be more utilitarian
in outlook. Setting the Kantian
adherence to obligation for its own
sake against the widespread human
injustices derived from it, makes the
hard-line prohibitionist policy-makers
look both heartless and cowardly.
Rolles often ties the message of
harm reduction and regulation of
markets together, which is potentially
hazardous, as prohibitionist
hardliners perceive the pragmatic
and humane policy of harm reduction
as a precursor to legalisation. But in
response, Transform is able to point to
its outright rejection of legalisation:
“From a public health perspective
[legalisation is] potentially even worse
than the unregulated criminal control
of markets.”
Transform seems to have evolved
and matured as an organisation in
terms of its policy documents and
media profile. When I was an official
in the Drugs Directorate in the Home

Office, I was invited to a Transform
workshop exploring the theory of
how government would institute a
market for drugs. The day started
badly: the model they were basing the
workshop on was soon shown to be
deficient. The collection of esteemed
academics, peers and policy-makers
were unimpressed and restless. But
rather than plough on defiantly, the
Transform team were humble enough
to revise the model and with good
humour turned it all around.
As a think-tank they have taken
the time to develop the critical third
dimension to their vision: what a
regulated market would look like
in reality. They provide examples
of controlled cannabis sales in
tobacconist-type shops and heroin
prescribed by GPs. But I recall asking
at a Transform event some years
ago how a regulated market would
include the highly destructive drug,
crystal meth. I am not sure it has
properly resolved that question in
this publication. This is one area
where Rolles relapses somewhat to
his aspirational former self.
It is a simple truism to say
domestic legislation cannot be
shifted beyond the exhausted
principle of prohibition unless the
guiding international legislation is
re-written. The Beckley Foundation,
like Transform, is a member of the
International Drug Policy Commission
and has made an important
contribution to international dialogue
through the drafting of a new
convention on cannabis.
I was expecting Rolles to give
centre-stage in his main chapters
to the mechanics of fundamental
reform of the currently intractable
United Nations Conventions. So it
was somewhat surprising to find this
section tucked away in Appendix 1.
Even government ministers will
admit in private that international
legislation governing drugs has been
obsolete for decades. If the Road

Traffic Act were equally outdated, it
would still provide for each vehicle
having a man walking ahead with a
red flag.
Many of the bizarre anomalies in
our Misuse of Drugs Act flow directly
from the 1961 Convention, because
it bases the classification of drugs
on their applicability and use in a
medical context. That’s all they knew
in those days: social use was far from
widespread and harms were not fully
measured. This absurd anachronism
means under the Conventions, drugs
with wildly different harms (like
cannabis and heroin) can be classified
together. Those two still are in US
law. The United Nations is too proud
to admit this gross error, and so is
trapped by political inertia to the point
of paralysis.

THE INTERNATIONAL
CONSENSUS ON DRUGS,
IF IT WERE EVER ALIVE,
IS NOW STONE DEAD.
IT IS NOTHING MORE
THAN AN EXERCISE IN
FUTILITY TO CONTINUE
THIS FAÇADE. THE
NETHERLANDS’ AND
SAUDI ARABIA’S DRUG
POLICIES BARELY
COINCIDE AND IT
IS LUDICROUS TO
PRETEND THEY DO
I have witnessed – both as a
government official and consultant
to an NGO – the farcical and souldestroying proceedings of the UN in
their annual spring drugs jamboree
in Vienna. The central activity for
hundreds of drug policy officials from

around the world, the focus end up
being a pointless attempt to draft a
form of words which each country
can agree on. The sticking point is
invariably the inclusion of the words
‘harm reduction’.
The international consensus on
drugs, if it were ever alive, is now
stone dead. It is nothing more than
an exercise in futility to continue this
façade. The Netherlands’ and Saudi
Arabia’s drug policies barely coincide
and it is ludicrous to pretend they do.
The Vienna junket is akin to a
two-week conference split between
climate change deniers and believers
who find they can only agree that
the earth is heated by the sun. Every
year, the army of NGOs sense the
progressive countries have at last
reached breaking-point and are
thoroughly disheartened when they
see them all compelled to join in the
diplomatic ring-a-roses.
Transform’s Blueprint states the
obvious need for a ‘single heavyweight
country’ to rise up with the European
and South American progressives. It’s
not hard to work out the sub-plot here,
which is, ‘we need President Obama
to announce his support (in his first
term) for a review of the Conventions
and to indicate he would favour a
more flexible approach’.
An ‘emperor’s new clothes’
speech would, in all probability,
have a profound effect on the
global systems of controlling drugs.
Although the socially conservative
eastern Europeans, African and other
Muslim countries would howl against
this moral degeneration, the mere
articulation of the words could mean
the end of the faux consensus.
Unfortunately, a saner, more humane
world rests more on these political
contingencies than on minds broadened
by valuable books such as Blueprint.

n Jeremy Sare is a freelance political
journalist and former head of drug
legislation at the Home Office
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Mission control
The first surprise in reviewing International Drug Control into the 21st
Century is the breadth of issues which the International Narcotics Control
Board (INCB) addresses.

Reviews

INTERNATIONAL
DRUG CONTROL
INTO THE 21ST
CENTURY
Edited by Hamid Ghodse
Ashgate
2008
ISBN: 978-0-75467215-9

The simplistic image of the INCB, the independent
and quasi-judicial control organ monitoring the
implementation of the United Nations drug control
conventions, is that it is no more than a grouping
of authoritarians, inventing rules then watching
hopefully for compliance. But this collation of
studies, drawn by Professor Hamid Ghodse into one
edited volume, gives the lie to that.
The INCB is clearly deeply and actively concerned,
not just with the medical, but also with the social
and economic aspects of drug policy. It is involved
in ensuring adequate supply of drugs for legitimate
medical use, and is alive to the complexities of
drug prevention and health promotion. Moreover,
it doesn’t huddle in its own comfort zone, it faces
challenges to their position, not least proposals for
legalisation or other liberalisation of drugs.
As a professional in the addictions field for 35
years, a Professor of Psychiatry and Drug Policy, and
several times INCB President, few if any can match
Hamid Ghodse for experience or
authority. This book draws together
the strands of thinking within the
INCB over the past two decades. Each
year, since 1992, the INCB has defined
a theme for study. Professor Ghodse
has collated and combined these
studies into one eminently readable
volume. Anyone serious about
understanding the full spread of the
drug field should have this book on
their desk – and regularly read it.
The stated purpose of the INCB
is “… to protect the well-being of
individuals and society”. Some
contest this in terms of ‘free choice’
or ‘human rights’. The INCB’s
response is that the prevention of
drug abuse problems is protecting
the human rights of society as a
whole. The INCB has powers to sanction underperforming countries and to force compliance, but
this power has never yet been fully applied. As
always, demand reduction and prevention, given
generous lip service but few resources, is a poor
relation to harm reduction.
The 1988 Convention against the Illicit Traffic
in Narcotic Drugs and Psychotropic Substances
was the first co-ordinated attack on traffickers.
Trafficked drugs are often stored in staging points
were laws are weak. Traffickers need to be tackled at
international level: acting only at national level is, as
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Hamid Ghodse observes, “pruning the branches but
leaving the roots intact”.
Controls have become more effective over the
decades. Diversion of medicines onto the illegal
market has been greatly reduced, while the practice
of therapy has successfully replaced some of
the over-consumption of drugs through repeat
prescription. Alternative products in cultivation
countries are an attractive solution, but this has
yet to be implemented to any effective degree by
any country. Zero per cent drug use has never been
achieved, although one to two per cent, as in USA
before the1950s, is probably a more realistic target.
There is no evidence that illicit drug production
improves local economies. The current suggestion
in California that legalising and taxing cannabis
use would lift them out of financial problems is
extremely dubious – it is likely there would be gains
for a few, but losses for many.
Demand reduction and supply reduction are
symbiotic. But the key importance of demand
reduction is recognised throughout the international
community. To be effective, demand reduction
needs to engage with community empowerment,
education, media, health promotion, culture and
treatment. Success depends very much on political
will as well as community co-operation.
Harm reduction is an acknowledged part of the
process, but the INCB emphatically says that it
is no substitute for demand reduction. The INCB
emphatically states: “The most promising prevention
is culture change.” In 2004, governments could be
seen waking up to the possibilities of shifting culture
– with efforts to reduce tobacco use key example of
what has been achieved.
In pressing for liberalisation, many criticise
prevention and demand reduction for not
succeeding in 100 per cent of the efforts. But it is
interesting how this failure to succeed in 100 per
cent of efforts never appears as a criticism of a harm
reduction programme. The INCB observes that not
enough has been done to disseminate successes.
Semantics and memes, a standby of liberalisers’
weaponry, do not impress the INCB. “Legalisation
arguments don’t withstand critical evaluation and
run contrary to general expectation. Proponents
have yet to produce viable proposals. Liberalisation
would irrevocably impact public health, social
wellbeing and international stability.”

n Peter Stoker is Director of the National Drug
Prevention Alliance
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About the conference
In the last few years there has been a major expansion of specialist
drug and alcohol services for young people yet we still have a lot
to learn about providing then with effective treatment and adult
services provide limited guidance.
Join us at this exciting conference to
n explore the current policy frameworks for young people’s
drug and alcohol treatment, nationally and locally
n hear about innovative practice in drug and alcohol
treatment
n investigate the evidence base on treatment effectiveness –
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n examine the distinctive characteristics of drug and alcohol
problems for young people and the relationship to other
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issues, social exclusion and problems at school)
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development of transitional services
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