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Written evidence submitted by the Centre for Policy Studies [DP001] 
 
I am writing to you about your prospective Home Affairs Select Committee enquiry into drugs policy.  
 
I am concerned that the Committee's line of enquiry is being predetermined by the Global 
Commission on Drug Policy's recommendations and that its independence has been compromised. I 
enclose a copy of the blog I posted on the Centre for Policy Studies website yesterday in response to 
Home Affairs Select Committee's published call for evidence 'in line with the recent recommendation 
of the Global Commission on Drug Policy'. 
 
What you may not be aware of is that the Global Commission is not a neutral body or an independent 
think tank. It is financed amongst others by Richard Branson and the billionaire George Soros. It is 
clear from its website that is has a professionally coordinated public relations strategy, the goal of 
which is the legalisation and decriminalisation of drugs. 
 
I enclose a Fact Sheet published by the CPS recently on the Global Commission's Misleading and 
Irresponsible Drug Prevalence Statistics.  
 
I would be happy to explain these and other frequently misrepresented statistics to you in person.  
 
September 2011 

The Home Affairs Select Committee risks undermining democracy by Kathy Gyngell 
 
The Home Affairs Select Committee (HASC) is fast becoming our new public moral arbiter. With its 
urbane and intelligent chair, Keith Vaz MP, it has increasingly taken centre stage, dissecting in turn, 
responsibility for the riots, phone hacking and border control. 
 
Their launch this morning, of a comprehensive review into drug policy is though, worrying. It is not 
that it is unreasonable to re examine drug policy, one of the big social issues of our time; it is, after 
all, eight or nine years since they last did so. Last time, I note the Committee incorporated a young 
David Cameron, who has since recanted some of the 2002 Committee's wilder conclusions (The 
Government's Drugs Policy: Is It Working?, HC 318, 2001-02) and specifically those on the harms of 
cannabis. 
 
My concern this time, is their apparent uncritical adoption, lock stock and barrel, of the self-styled 
"Global Commission on Drug Policy" agenda, as set out in the call for evidence yesterday. 
 
It is surely reasonable to expect all such select committee enquiries to start with a blank sheet of 
paper, without any pre-conceptions or prejudice within their terms of reference, least of all, for such a 
Committee of the House of Commons, to be a tool for a lobby group. If they do not do this, what, 
frankly, is the point? But it is striking, in the case of this new HASC enquiry, the extent to which this 
is not the case. 
 
By marked contrast with the specific factual questions of previous enquiries HASC's call for written 
evidence on drugs policy avoids requests for factual information. Instead it frames its enquiry in the 
curious terms of: "The extent to which the Government's 2010 drug strategy is a 'fiscally responsible 
policy with strategies grounded in science, health, security and human rights' in line with the recent 
recommendation by the Global Commission on Drug Policy." 
 
A list of fudged 'areas' for investigation follows—for example, "Whether the UK is supporting its 
global partners effectively" and "The extent to which public health considerations should play a 
leading role in developing drugs policy". Why HASC has not posed these as straightforward questions 
is not clear. For surely one of the questions we need the answer to is: to what extent have public 
health considerations played in the development of drugs policy (particularly in view of that seminal 
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advice from the ACMD in 1988 that Aids was a bigger threat to the public than drug misuse) and 
what impact have the subsequent mass 'public health' interventions of needle exchange and opiate 
substitution had on the drug problem? Not a question perhaps that the Global Commission wants to 
hear the answer to. 
 
To use the Global Drug Policy Commission's recommendations as their starting point makes it almost 
inevitable that a 'skewed' report will result. But worse, HASC's stated 'alliance' with this group begs 
the question of whether their terms of reference have been 'planted' on them (and manipulated) to 
confer authority on what is a well financed, self appointed pro-legalisation lobby group? It also begs 
the question of whether indeed, behind the scenes, this body is already providing the committee with 
their research 'expertise', either directly or covertly? 
 
Putting aside for one moment consideration of HASC's new 'fiscal responsibility policy test'—not one 
I believe applied previously to their recent inquiries into the riots, border control or policing—it looks 
suspiciously like the Home Affairs Select Committee Administration has indeed been handed this 
agenda (possibly by inhabitants of "the other place") and has uncritically and unquestioningly, 
regurgitated it. 
 
It is understandable how and why this could have happened. In recent months the Committee's remit 
has been huge and inevitably beyond the capacity of the staff and the research it has at hand. Staff too, 
may be naive about the subtleties of high level lobbying and perhaps in some awe of those providing 
them with this unsolicited but apparently helpful advice, no doubt dressed up as dispassionate. 
 
So I would ask the Committee's Chair, Keith Vaz, to review the terms of reference urgently. The 
discrimination he needs to make between preferential 'advice' and evidence submission should be 
clear to him. 
 

• Yes, it is reasonable to expect his committee to recognise and hear from legalisation or any 
other lobby groups, powerfully funded or otherwise. 

• Certainly they should be taking evidence from such groups. 
• But when they do so, their concern should also be with asking them searching and probing 

questions about what lies behind their advice—their funding, their support and their possible 
future commercial interest—and the philosophy of drug use within those groups. 

• But NO, it is not reasonable for HASC to align itself with one participant in the field whether 
covertly or manifestly. 

 
For the Global Commission's media and public relations strategists must be congratulating themselves 
on this 'coup'—a priceless one in financial, media and most of all, in political terms. It is one that will 
reverberate around the world and, uncorrected, it will do just this before the review has even got out 
of the starting blocks. 
 
So if the committee is not to become a lap-dog and if this inquiry is to be treated with the respect it 
deserves, the terms of reference cannot be framed exclusively by the agenda of any lobby, whatever 
the profile of the 'names' attached to that lobby or the massive finance behind it. Nor should it, by 
naming that lobby, be giving it prior authority over the terms of the debate—not least when its dearth 
of objectivity, in the misleading and irresponsible statistics it contrived to make its case, has already 
been exposed. 
 
The call for evidence must be framed as questions. The date for written submissions must be extended 
from the ridiculously short notice of 10 January 2012. 
 
If HASC goes ahead without rectifying this, then the (ab?)use of a Select Committee by such a lobby 
group must be a case for referral to the House of Commons Standards and Privileges Committee. 
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Misleading and irresponsible drug prevalence statistics 
 
The Global Commission on Drug Policy's provocative claims of non-existent rises do not further 
rational drug policy debate. 
 
The Liberal Party Conference (2011) policy motion 24, Protecting Individuals and Communities from 
Drug Harms, emphasised the need for evidence-based policy making on drugs in support of their calls 
to liberalise drug use through a variety of legalising and decriminalising proposals. 
 
It cited the recent Report of the Global Commission on Drug Policy—a newly emerged body whose 
members include former UN Secretary General Kofi Annan, former heads of state of Colombia, 
Mexico, Brazil and Switzerland, the current Prime Minister of Greece and a former US Secretary of 
State—as a source of such evidence. 
 
The central assertion of this report is that international drugs control policy has failed to curtail 
consumption. The key 'evidence' to back this claim is set out in a table at the start of the report (page 4 
of the 24 pages) titled "United Nations Estimates of Annual Drug Consumption, 1998-2008." It shows 
dramatically rising global drug consumption (opiates, cocaine and cannabis), specifically in the 
decade 1998-2008. The inference from the title is that these are 'official' figures. However, no specific 
source is given. Nor is the basis on how they were arrived at, or calculated, provided anywhere in the 
subsequent text. A subsequent textual reference could lead the informed reader to suppose their source 
to be the United Nations Office on Drugs and Crime (UNODC) (2008) 2008 World Drug Report: 
Vienna, United Nations. 
 
The Global Commission's argument supported by it dramatic figures and its influential backers has 
been widely reported in the media, The United Nations source of this evidence has been accepted as 
reliable and, indeed given prominence, adding to their apparent authority. Indeed they continue to be 
widely quoted even following complaints to the Press Complaints Commission. 
 
But searches back through UNODC World Drug Report statistical tables for 2008—and all other 
years—singularly fail to elicit the evidence for the Global Commission's claimed rises of 34.5% for 
opiates, 27% for cocaine and 8.5% for cannabis. 
 
Data defined by reference to other documents and sources, that the majority of the reading and 
listening audience, including the media, are not expected to have read, can be data to be beware of. 
This is a case in point. Following a request for clarification from the UNODC, our worst fears as to 
the provenance and reliability of the Global Commission's figures have been confirmed. 
 
We now have the UNODC's own detailed analysis of the figures that the Global Commission 
misleadingly attributed to the United Nations. Their investigation into how the Global Commission 
generated the figures shows that global drug consumption, in terms of drugs consumption prevalence, 
far from rising between 1998 and 2008, remained stable. Their best estimates of the number of 
cocaine and opiate users show prevalence rates for annual opiate use remaining stable at around 
0.35% and for annual cocaine at 0.36 %, in the population age range 15-64, between 1998 and 2008. 
 
The Global Commission's statistics are not just over-blown, they are contrived and misleadingly 
attributed. 
 
The UNODC's polite explanation for the disparity they found is that the Global Commission 
calculated their figures 'on the basis of a flawed methodology'. 
 
The UNODC analysis and explanation is set out verbatim below (their 'bold' has been kept):  
 
Clarifications regarding the estimates of drug use presented in the Report of the Global 
Commission on Drug Policy and attributed to UNODC 
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The Global Commission's report presented the following numbers on the evolution of drug use to 
support its claim of rising drug use: 
 
 Opiates Cocaine Cannabis 
1998 12.9 million 13.4 million 147.4 million 
2008 17.35 million 17 million 160 million 
% increase 34.5% 27% 8.5% 
 
According to these numbers the increase would have been particularly strong for opiates and cocaine. 
The paper did not give precise references, but attributed these numbers to UNODG. After some 
research, it appears that the source for the 1998 figures were UNODC 2002 Global Illicit Drug 
Trends1 (which gave numbers for the period 1998-2001, rather than for 1998 only, as presented by 
the authors of the commission's report). 
 
As for the 2008 figures used in the paper, they appear to have been calculated by the authors of the 
paper, as mid-point of the statistical ranges presented in UNODC 2010 World Drug Report. It is not 
correct to assume that the mid-point of statistical range necessarily represents the best point estimate. 
As a matter of fact, in the same issue of the World Drug Report, UNODC did present best estimates 
for cocaine and opiate use, with 15.42 million users for cocaine2 (as opposed to 17.35 million in the 
commission's report), and to 15.9 million for opiate users3 (as opposed to 17.2 million in the 
commission's report). 
 
Based on UNODC published best estimates of the number of cocaine and opiate users, the number 
of annual users for opiates increased, between 1998 and 2008, by 19.6% (as opposed to 34.5% as 
presented in the Global Commission's report) and by 18.7% for cocaine (as opposed to 27% as 
presented in the Global Commission's report). 
 
 Opiates Cocaine Cannabis 
UNODC 1998-2001 best 
estimate (Global Illicit 
Drug Trends 2002) in 
millions of people 

12.9 13.4 147.4 

UNODC range of annual 
users in 
2008 (World Drug Report 
2010) in millions of 
people 

12.84 - 21.88 15.07 - 19.38 128.9 - 190.75 

Mid-points calculated 
by the Global 
Commission for 2008 
in millions of people 
Increase 1998-2008 in % 

17.35 
34.5% 

17 
27% 

160 
8.5 % 

 

UNODC best estimate 
for 2008 (World Drug 
Report 2010) in millions 
of people 
Increase 1998-2008 in % 

15.42 
19.6% 

15.9 
18.7% 

 

(not calculated) 

Increase in world 
population age 15- 

 18.5 % 
 

 

                                                      
1 UNODC, Global Illicit Drug Trends, 2002, p.213 
2 UNODC, World Drug Report, 2010, p.71 
3 UNODC, World Drug Report, 2010, p.40 (11,314,000 for heroin users, and 4,119,500 for opium users) 
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64 from 1998-2008 in % 
 
Moreover, the extent of drug use is not measured and tracked through absolute numbers only. The 
prevalence rate expresses drug use as a proportion of the population (the age group 15-64 years old 
is normally used). During the period 1998-2008, the world population aged 15-64 grew by 685 
million people, or + 18.5 %. Even if the prevalence of drug use remains the same, the increase in 
population would mean that the absolute number of users would increase proportionally. This 
important fact was not taken into account by the authors of the Global Commission's paper. 
 
Based on UNODC published best estimates of the number of cocaine and opiate users, the 
prevalence rates for annual use in the population age 15-64 remained stable at around 0.35% for 
opiates and 0.36 %for cocaine between 1998 and 2008. 
 
UNODC did not present a best estimate for the number of cannabis users, but one can note that the 
increase calculated in the Global Commission paper (+8.5%) is actually below the 18-64 age group 
population increase (+18.5 %) which would translate in a decline of the prevalence rate of use for 
cannabis. 
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Written evidence submitted by the Addiction Recovery Training Services [DP002] 
 
Executive Summary           
 
Detailed consideration should be given to alternative ways of tackling drug rehabilitation. The principle 
“treatment” policies of the last 60 years have failed to halt expanding addiction, but the Coalition’s 2010 
strategy appears destined to succeed because at its core is demand reduction derived from bringing the 
existing addicts who create demand to lasting abstinence. 
 
With “training” in 45 year proven self-help recovery techniques, “lasting abstinence/demand reduction” 
can be achieved at a tiny fraction of the cost to taxpayers of status quo psycho-pharm “treatments”, and 
can start to be implemented two years earlier than completion of the ongoing Payment by Results “pilots”.       
 
Submitted by 
 
The writer is a retired UK Magistrate, trained in addiction recovery techniques in Sweden, who founded 
Addiction Recovery Training Services in 1975 “to inform UK officials & public about those registered 
charities which, by providing training in effective do-it-for-yourself recovery methods, help a majority of 
individual addicts to achieve for themselves a lasting return to the natural non-criminal state of relaxed 
abstinence into which 99% of the population is born.” 
 
it became obvious that the “training” in other countries of alcoholics and drug addicts was not only 
achieving abstinence results far in excess of those attained by “treatment”, but also in the UK such training 
was being attacked, marginalised, ridiculed, denigrated and systematically blackened by the vested interest 
providers of basically ineffective treatments and counselling.    
 
It is therefore our mission to inform local community officials and national decision-makers of the vastly 
superior results obtained from training addicts in do-it-for-yourself addiction recovery techniques, 
especially as, under the Coalition government’s new drugs strategy, such training delivers—better than 
any other system—the results the government now requires.   
 
Submission 
 
Whilst the Government’s 2010 Drugs Strategy is a very appropriate subject for the H.A.S.C., attempts 
within the next two years to examine that strategy’s effectiveness will be just about as worthwhile as 
trying to examine the effectiveness of a new form of flying machine which has yet to be built and 
operated. 
 
This is because the 2010 drugs strategy will not be fully ready for launching until the start of 2014. 
 
Consequently, examinations undertaken prior to that will inevitably be a re-inspection of the still ongoing 
but failed strategies of the last 60 years—which the Coalition in its 2010 policy statement announced are 
now to be abandoned. 
 
Unfortunately, seeking to change a policy originated in the 1950s on psycho-pharmaceutical treatment 
“advice” (and now entrenched in the society for 60 years) is like trying to stop and change the direction of 
a gigantic oil-tanker.  Inertia alone renders this a massive time and effort consuming manoeuvre, and, 
when also covertly resisted by senior members of the tanker’s crew for their own financial reasons, 
provides a near mutinous situation for the Captain. 
 
The four year delay on the full launch of the 2010 drugs strategy has been imposed: 
 

a) by the resistance (of the NHS’s so-called “scientific” but nevertheless failed “experts” at the 
National Treatment Agency (NTA) to the new government’s plans for the NTA’s totally 
deserved closure, and, 

 
b) by a concurrent plea from the NTA’s psycho-pharmaceutical supporters for time: “to ‘pilot’ 

the fiscal and operational effects on the solvency of rehabilitation providers of ‘Payment by 
Results’ (PbR)”.   
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All of which is proving to be no more than an excuse for the treatment providers of the last decade to buy 
time to try and develop a psycho-pharm based addiction recovery system which can actually deliver the 
2010 strategy goal of lasting abstinence. 
 
If they do find a way, the question must be asked as to why they never earlier even attempted to seek a 
cure for addiction but preferred instead the daily turnover and profit obtained from supplying “treatment” 
based on methadone and buprenorphine, naloxone and disulfiram, etc., plus regular sessions of psychiatric 
“counselling”, all supplied by psycho-pharm vested interests. 
 
But all this pretended need for “piloting” PbR or any new form of “treatment” is an unnecessary costly 
delay, because there is already available in 49 countries an addiction recovery training programme which 
for up to 75% of dependents using most addictive substances delivers the lasting abstinence results the 
government seeks. 
 
But the above mentioned programme, which has been delivered internationally for 45 years is not 
acceptable to psycho-medico-pharmaceutical interests because it is not “treatment” and so does not require 
the services of psychiatrists or daily supplies of pharmaceutical drugs paid for by the taxpayer. 
 
The reason for the failure of the “treatments” of the last 6 decades (“treatments” which will be with us 
until at least 2014) is because substance addiction is provenly not a treatable condition. 
 
Addiction is not a disease or something you catch by infection or from contagious contact.  Addiction 
arises from a decision or agreement made by an individual to ingest a substance in the belief that that 
substance will help him to solve what he considers a problem in his life. 
 
This is the same reason individuals have for taking any drug.   
 
Aspirin for headaches, a sleeping pill for insomnia, another pill for sea-sickness, a glass of spirits to 
reduce tension, or a dose of Valium to handle a worrying loss, etc. 
 
Addictive substances are used as “solutions” to situations perceived by the individual to be a problem, and 
because they are each individual’s own solution he will resist removal of “his solution” by any treatment, 
however well meant, which attempts to “do” things “to” or “for” him.  
 
This is because, although the drug initially appears to help his problem solving, he soon learns that 
quitting is not easy, and begins to find his life controlled, not by his own decisions, but by the 
unconfrontable effects of cold-turkey withdrawal, by the increasing desire for the drug itself, and by those 
who supply it. 
 
“Treatment” involves more control by others, who are trying to take away from the addict what he 
considered a valuable solution.  So which side of the fence is he subconsciously on in any “treatment” 
scenario which is imposing more control on his actions and decisions?  The evidence of the last 60 years 
shows that attacking an addict’s solutions does not cure him, and can build resistance to treatment.  
 
The recommendations of the manipulated and biased Global Commission on Drug Policy, which appear to 
have prompted this select committee inquiry, are manifestly based on the same failures of national policies 
experienced by practically all countries during the last 6 decades. 
 
Because “treatments” cannot cure addiction, nearly all national policies derived from “advice” given by 
commercially orientated psychiatric and pharmaceutical “experts” are based on their false claim that 
substance addiction is “incurable”.  This is because for the psycho-pharms an addicted client is a goose 
which daily lays golden eggs in profit terms, and so they want addicts regarded as a species to be protected 
from being cured by anyone. 
 
Under the 2010 government drug policies the efficacy of those polices is measured by the number of 
addicts which recover to lasting abstinence, and consequently improve their health and wellbeing, 
abandon usage of supporting acquisitive crime, take up employment and increase concern for their 
families. 
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Unlike earlier successive UK governments, which have taken dubious so-called “expert advice” 
exclusively from the psycho-pharmaceutical sector, it is clear from the 2010 drugs strategy that the 
Coalition have been prepared to seek and examine recovery results achieved abroad for many decades, and 
so one expects they will be helping to expand and promote the Anonymous 12 Steps system, which for 75 
years has been providing lasting abstinence results ten times more often than methadone prescription 
“treatment”. 
 
The quality and sort of advice given by any drug producer is never independent, and often 180 degrees 
opposite to that from providers with a long record of successfully bringing addicts to lasting abstinence, 
and in fact training addicts in do-it-for-yourself recovery techniques has for 45 years proved by far the 
most consistent addiction cure system. 
 
When recovered, an addict is self-sufficient.  He is not cured if he needs a doctor or policeman to watch 
him for the rest of his life—a continuing burden on other taxpayers. So training in self-help addiction 
recovery techniques provides tools which the former addict can continue to apply to himself—for life. 
 
Psycho-pharm “in-treatment service users” inevitably burden the government and other electors with 
massive costs.  The government’s National Audit Office reported that the costs of keeping an addict on 
methadone “habit management treatment” did not just involve the costs of the methadone doses, but 
included some 30 other continuing expenditures inflicted on the exchequer and the public alike by the 
lifestyles of service users. 
 
In addition to the psycho-pharmaceutical and other medical costs involved in provision of the daily 
prescription doses, one has to consider such users’ claiming of a full range of benefits, their continuing 
criminality and imposition on the police, the courts, the probation system, the costs of various insurances, 
their higher than normal health costs and the costs of their higher accident rates, creating overall a cost to 
the community for each average prescription methadone user of £54,000 every year for the life of that 
user—usually some 40 years, so that one addict’s total lifetime cost is some £2,160,000, and government 
reports some 330,000 problematic addicts, most of them “in treatment”. 
 
If the government’s demand for addiction recovery procedures which deliver lasting abstinence is not met, 
this is a potential cost to our economy of nearly £18 billion each year for the next 40 years!              
 
On the other hand, addicts can be residentially trained to bring themselves to lasting abstinence for a once 
only cost of £19,500, and will achieve that result in 55 to 70+% of cases. 
 
If there is no demand for a product, no one will bother to supply it.  By far the greatest demand for 
addictive substances comes from existing drug users, but when interviewed one finds that 70 to 75% of 
them:   
 

a) have tried to stop on numerous occasions, but  
 
b) in spite of their failure to quit, they still want to stop.   

 
The other 25 to 30% of “resistive cases” have no desire or intention whatsoever to quit for three main 
reasons: 

 
i)   for some their drug is “their whole life”,  
 
ii)  others have failed to quit so often that they absolutely 
     “know” they are incurable, and then there are   
 
iii) those who are self-medicating for some psychosis or 
     paranoia and refuse to again confront their terrors.    

 
But 55 of the 70 to 75 in every 100 existing addicts who have tried, failed but still want to stop, can do so 
first time through a 26 week residential self-help addiction recovery training programme, and another 15 
or more can also usually achieve lasting abstinence during a shorter second training period. 
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So the way to reduce interest in supplying drugs—whether illegal, licensed or prescription—is to slash the 
demand, and this is done by reducing the existing number of addicts who generate the demand for both 
legal as well as illegal drugs. 
 
This is the way to conduct the so-called war on drugs—which has not been lost—because it has never 
been properly waged via reduction of demand for drugs of all types.  And the reason has been and still is, 
that there are powerful interests who don’t want their clients/patients taken from them by letting them be 
cured. 
 
It will be seen that when it comes to examining the extent to which the Government’s 2010 drug strategy 
is a “fiscally responsible policy”, one has only to compare the cost to our peoples and our economy of 
supplying and maintaining methadone service users for life at £2,160,000 per addict, with the once only 
cost of bringing an addict to lasting abstinence by training him in self-sufficiency for only £19,500. 
 
Obviously there can be no greater proof of cost-effectiveness than is portrayed by the very provable 
figures quoted in the preceding paragraph.    
 
Because by moving addicts into lasting abstinence, reduced demand will reduce attempts to supply, and 
because there will be lower numbers of addicts and pushers to attract police, medical, court, probation 
attention and prison incarceration, then drug-related expenditure and costs of policing, etc., will clearly 
decrease in line with budgets. 
 
In fact the very essence of the strategy of insisting on high levels of lasting abstinence is demand 
reduction, because it is reduced demand which reduces so many other related problems and expenditures.  
Furthermore lower numbers of addicts help the overall productivity of any country.     
 
It is said that one volunteer is worth two pressed men, and that a religious convert is usually more devout 
than someone born into his religion.  History also demonstrates that men or women who have rescued 
themselves from addiction, most often make a better life for themselves and their families than those who 
have not looked into the jaws of addiction. 
 
The Department of Health has little to do with recovery from addiction, as it is that Department (via the 
NHS and the NTA) which has presided over the last 60 years of failure to reduce demand for drugs.  Each 
industry has its own problems and, for the same reasons that one finds that alcohol dispensing publicans, 
barmaids and cellar-men have the highest levels of alcoholism, we find that physicians, nursing staff and 
those employed in pharmaceutical factories and dispensaries have the highest levels of drug addiction 
when compared to other industries.  Familiarity breeds contempt!     
 
“Physician heal thyself” is an activity seldom attempted by the DoH, which has for decades merely 
commissioned others to provide addiction “rehabilitation” and, because training in self-help addiction 
recovery techniques is the 45 year proven method of attaining lasting abstinence and demand reduction, 
the appropriate Ministry is the Department for Education.  Transfer of the NTA’s abortive “treatment” 
functions to Public Health England is totally inappropriate as “treatment” per se is manifestly not the 
answer.  
 
Several more points which the Committee is scheduled to consider are: the supply and demand of illicit 
drugs; the availability of “legal highs” and the legal framework for dealing with them; the links between 
drugs, organised crime and terrorism; and the spiralling availability of both generic and branded 
pharmaceutical drugs without prescription.   
 
However, all of these are far less important than the vital task of reducing the demand which drives all 
drug usage problems—the very task which the Coalition’s 2010 strategy can accomplish. 
 
This demand reduction has never been directly tackled by the psycho-pharm recommended “treatments” 
of the last 60 years.  Today however, the Coalition is demanding and supporting lasting abstinence, and 
the knowledge that it can succeed (on a programme already proven abroad and at a cost which matches the 
Coalition’s requirements) handles other concerns. 
 
December 2011 
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Written evidence submitted by Dr Leslie King [DP003] 
 
Further to the call for written evidence, as set out in the notice of 29 November 2011 on the 
Parliament website, I attach a memorandum addressing the topic "The availability of ‘legal 
highs’ and the challenges associated with adapting the legal framework to deal with new 
substances". 
 
None of this material is confidential. 
 

1. Executive summary 
 
• Almost 200 new psychoactive substances (‘legal highs’) have been notified to the 

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) since 1997. 
Their rate of appearance is increasing; 41 were notified in 2010, and 2011 is expected 
to be another record year. The UK has notified more substances than any other 
Member State. 

 
• New substances are widely available, yet official statistics (e.g. British Crime Survey, 

law enforcement seizures, number of offenders and mortality data) provide only 
limited information. 

 
• The harmful properties of new substances are largely unknown, yet conventional drug 

control requires that harm to individuals or society should be demonstrated before 
scheduling. 

 
• In the absence of basic research on the pharmacology and toxicology of new 

substances, ‘Temporary Class Drug Orders’ may only provide a temporary solution. 
 
• The impact of import bans is unknown. 
 
• Analogue legislation suffers from many weaknesses. 
 
• It is unclear what priority law enforcement agencies give to new substances, 

particularly at a time of decreasing budgets, and with a trade that often relies on retail 
internet sites. 

 
• Many countries are exploring and enacting distinct legislation to deal with new 

substances. A common theme is to use or modify consumer protection legislation or 
medicines legislation such that the focus is on producers and suppliers, but not on 
individual users. 

 
• A number of recommendations are listed. 

 
2. Introduction 

 
I am now retired. My working life was concerned with drugs analysis, pharmacology, 
toxicology, epidemiology and policy. I spent 8 years in the pharmaceutical industry and 
almost 30 years in the Forensic Science Service, the last ten of which were as Head of Drugs 
Intelligence. I was a co-opted member of the Advisory Council on the Misuse of Drugs 
(ACMD) from 1994 to 2007. From early 2008 until late 2009, I was the chemist member of 
ACMD. From 1997 to mid-2011, I was an advisor to the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA) and responsible to the UK Focal Point on Drugs 
(since 2003 in the Department of Health) for co-ordinating a United Kingdom network that 
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collected and analysed information on new substances. I have published over 100 articles as 
author and co-author in the scientific literature, many book chapters and two books.1 
 
Recent publications include: 
 
King, L.A. (2012). Legal classification of novel psychoactive substances: an international 
comparison, In: Novel Psychoactive Substances: Classification, Pharmacology and 
Toxicology, (Eds. Dargan, P. and Wood, D.), Elsevier, in press 
 
King, L.A., and Kicman, A.T. (2011). A brief history of 'new psychoactive substances', Drug 
Testing and Analysis, 3(7-8), 401-403 
 
Sainsbury, P.D., Kicman, A.T., Archer, R.P., King, L.A., and Braithwaite, R. (2011). 
Aminoindanes – the next wave of “legal highs”? Drug Testing and Analysis, 3(7-8), 479-482 
 
Nutt D.J., King, L.A., and Phillips, L.D. (2010). Drug harms in the UK: a multicriteria 
decision analysis, Lancet, 376, 1558-65 
 
King, L.A., and Corkery, J.M. (2010). An index of fatal toxicity for drugs of misuse, Hum. 
Psychopharmacol. Clin. Exptl., 25, 162-166 
 
King, L.A. (2009). Forensic Chemistry of Substance Misuse: A Guide to Drug Control, Royal 
Society of Chemistry, London 
 
King, L.A., and Elliott, S. (2009). Review of the pharmacotoxicological data on 1-
benzylpiperazine (BZP), In: Report on the risk assessment of BZP in the framework of the 
Council Decision on new psychoactive substances, EMCDDA2 
 
King, L.A., McDermott, S.D., Jickells, S., and Negrusz, A. (2008). Drugs of Abuse, In: 
Clarke's Analytical Toxicology, First Edition, (Eds. S. Jickells and A. Negrusz), 
Pharmaceutical Press, London 
 
King, L.A., and Sedefov, R. (2007). Early-Warning System on New Psychoactive Substances: 
Operating Guidelines, EMCDDA, Lisbon3 
 

3. ‘Legal highs’ 
 
3.1 European Union (EU)—Early Warning System 
An Early Warning System on new psychoactive substances (‘legal highs’) has operated in the 
EU since 1997 (1, 2). New substances are appearing at an increasing rate; almost 200 have 
been reported to the EMCDDA since 1997. In 2010, there were 41 substances (3), a figure 
which is likely to be exceeded in 2011. The UK has notified more substances than any other 
Member State. 
 
3.2 Availability in the UK 
Most new substances can be purchased from retail internet sites. However, apart from 
occasional ad hoc surveys, there is only limited official data on prevalence. The most recent 
issue of the British Crime Survey: Drug Misuse Declared (4) did include usage of a few of the 
better-known substances (e.g. mephedrone, BZP), but law enforcement seizures of new 
substances were not itemised in the most recent Home Office bulletin (5). Mortality data 
published by the Office for National Statistics (6) included data on mephedrone, GBL and 

                                                 
1 A full list of published work is at: www.zen140250.zen.co.uk/ 
2 www.emcdda.europa.eu/publications/risk-assessments/bzp 
3 www.emcdda.europa.eu/html.cfm/index52448EN.html 
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BZP/TFMPP, but no other new substances. I am unaware of any recent publications detailing 
the number of persons prosecuted for offences involving ‘legal highs’. 
 
3.3 Unknown harms 
Many ‘legal highs’ were originally investigated as potential therapeutic agents by academic 
laboratories and the pharmaceutical industry, but never succeeded to market authorisation. 
Alongside these ‘failed pharmaceuticals’ are true designer drugs, namely the products of 
clandestine laboratories (7). Whatever their origin, it is a common feature of new substances 
that almost nothing has been published on their pharmacology; and their harmful properties 
and potential for abuse are unknown. 
 
3.4 Scheduling of substances 
It is a general principle of drugs legislation, be that the United Nations (UN) Drug 
Conventions or national laws, that substances should only be scheduled when their harmful 
properties can be demonstrated. In the UK, the Misuse of Drugs Act 1971 provides some 
flexibility in that it is sufficient to demonstrate potential if not actual harm. But in the absence 
of published scientific information, risk-assessments can have only limited value. Recourse to 
the precautionary principle in drug control is not an ideal solution (8, 9). 
 
3.5 Temporary Class Drug Orders 
The recently-introduced Temporary Class Drug Orders (TCDOs) (10) are welcomed as a 
means of avoiding a repeat of the unfortunate circumstances that occurred in early 2010 when 
the hasty decision to control mephedrone and related compounds was widely criticised (e.g. 
11). However, TCDOs will only achieve their full potential provided that, during the period of 
temporary control, information is collected on the harmful properties of the substance in 
question. It is likely that such information could only be obtained by conducting original 
research, at an uncertain cost, on the pharmacology and toxicology of that substance. 
 
3.6 Importation control 
In 2010, the substance desoxypipradrol was subject to an importation ban (12) by variation of 
the ‘Open General Import License’. In 2011, the Advisory Council on the Misuse of Drugs 
(ACMD) recommended that there should be a similar ban for phenazepam (13), 
diphenylprolinol and diphenylmethylpyrrolidine (14). While this may provide a means of 
restricting the supply of new substances, many of which are manufactured in the Far East, no 
evidence has been published to show the effectiveness of such bans. 
 
3.7 Analogue control 
Analogue legislation was introduced into the United States (US) by the Controlled Substances 
Analogue Enforcement Act 1986. A recent report from the ACMD (15) recommended that 
this approach should be considered as a means of controlling new substances. The ACMD 
suggested that a statutory agency could decide which new substances were “substantially 
similar” to existing controlled drugs as a means of avoiding some of the recognised problems 
with this legislation. However, experience in the US shows that the concept of “substantially 
similar” relies essentially on individual opinions and is not strictly amenable to scientific 
evaluation. If the decisions of such an agency were to be challenged in a criminal trial then 
nothing would be gained, and the defendant could face the prospect of being convicted on 
what might be seen as law that is either retrospective or uncertain. 
 
3.8 UK law enforcement 
It is not clear what priority is given by Police and the UK Border Agency to seizing new 
substances, particularly at a time of reduced budgets (16). Nor is it obvious that those 
agencies could disrupt a trade that is largely conducted via retail internet sites, some of which 
are based beyond the jurisdiction. 
 
3.9 International initiatives 
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Despite the early lead taken in drug control by the World Health Organisation (WHO) and 
UN agencies, the current world-wide concern with new substances has not been reflected by 
these international bodies. The last, and thirty-forth, meeting of the WHO Expert Committee 
on Drug Dependence took place in 2006. Meanwhile, a number of countries have taken 
unilateral action to review their arrangements for restricting the availability of new 
substances, and some have enacted specific legislation for this purpose. Some examples are 
set out below: 
 

3.9.1 Ireland 
The Criminal Justice (Psychoactive Substances) Act 2010 was designed specifically to 
deal with the problem caused by novel substances (17), and stands as a piece of legislation 
quite separate from the existing Misuse of Drugs Act 1977. It makes it a criminal offence, 
to advertise, sell or supply, for human consumption, psychoactive substances not 
specifically controlled under existing legislation. The Act excludes medicinal and food 
products, animal remedies, alcohol and tobacco. There is no personal possession offence. 
 
3.9.2 New Zealand—current 
Until 2008, BZP was listed as a ‘Restricted Substance’ within the Misuse of Drugs Act 
1975. Substances in this category, informally known as Class D (18), attracted no penalty 
for possession, but were regulated through control of manufacture, advertising and sale, 
rather than prohibition. 
 
3.9.3 New Zealand—proposed 
In 2011, the New Zealand Law Commission (19) concluded that a new way was required 
for regulating new drugs. It proposed a form of consumer protection with elements of the 
“Restricted Substances” regime. There should be restrictions on the sale of novel 
substances to persons under the age of 18, restrictions on advertising and where they could 
be sold. An independent regulator would determine applications from suppliers. 
 
3.9.4 Poland 
In 2010, the Polish Government adapted the Act on Counteracting Drug Addiction to 
eliminate the open sale of psychoactive substances not controlled under existing drug laws 
(20). The new law prohibits the manufacture, advertising and introduction of ‘substitute 
drugs’ into circulation, but does not penalise users. 
 
3.9.5 Japan 
Japan has also experienced a wide availability of new substances. Because of their 
unknown harms, it has likewise been unable to incorporate them into the Narcotics and 
Psychotropics Control Law. These novelties are referred to as ‘non-authorised 
pharmaceuticals’ (21). In June 2006, the Pharmaceuticals Affairs Law was modified to 
introduce the category of ‘designated substances’, where there is a general prohibition on 
importation, manufacture and distribution. 
 
3.9.6 Sweden 
In Sweden, the Ordinance on Prohibition of Certain Goods Dangerous to Health (22) lists 
drugs that are not otherwise classified as narcotics. As part of general health and safety 
legislation, it includes a number of new substances. 
 
3.9.7 Austria 
In January 2009, the Austrian Government used a decree under the Pharmaceutical Law to 
declare that “smoking mixes” containing synthetic cannabinoid agonists are prohibited 
from being manufactured or imported (23). 
 
3.9.8 European Union 
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The European Commission has begun a process to deal with the deficiencies of the 
existing Council Decision (2005/387/JHA) on new psychoactive substances (24). 

4 Recommendations 
 
4.1 The Government should consider new legislation, separate from the Misuse of Drugs Act, 
to control the supply and manufacture of ‘legal highs’, but not penalise possession. The 
experience in other countries of restricting novel substances may provide a way forward. 
 
4.2 Analogue legislation is not considered to be an appropriate method of controlling new 
substances. The concept of a substance being “substantially similar” to a controlled drug 
relies essentially on individual opinions and is not strictly amenable to scientific evaluation. 
 
4.3 Current official statistics (e.g. household surveys, seizures, offenders, mortality) are 
insufficiently comprehensive to assess the prevalence of new substances. 
 
4.4 The impact of import bans, if not drug legislation in general, should be measured to 
determine “what works”. 
 
4.5 The Government should consider funding basic research into the pharmacology and 
toxicology of selected new substances. This would support Temporary Class Drug Orders, 
and might form an extension of the Government’s existing ‘Forensic Early Warning System’. 
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Written evidence submitted by Professor David Hannay [DP004] 
 
Attached is a memorandum I wrote in 2007 for circulation to all political parties at the time of an 
election. 
 
I am a retired GP who qualified in London, worked for 16 years in Glasgow, then 10 years in 
Sheffield as Professor of General Practice, before returning to South West Scotland as a rural GP. 
The figures in the memorandum are out of date, but the situation is if anything worse and the 
arguments for a change in policy remain. 
 
The Heroin Holocaust—A Drug Disaster 
(The need to medicalize heroin addiction) 
 
Background 
 
Introduction 
The word drug is used for substances that alter mood, of which some are legal such as alcohol 
and tobacco, whereas others are illegal such as heroin, cocaine and cannabis.  Amongst illegal 
drugs some like heroin are called hard drugs because they cause high dependence, and others like 
cannabis are considered as soft drugs because they are less addictive.  As well as the extent to 
which they cause dependence, the harm which drugs cause may be short term or long term. 
 
Legal Drugs 
Whether drugs are legal or not, depends as much on social and cultural norms as on the amount of 
harm they cause.  For instance, cigarette smoking causes little dose related harm in the short term 
beyond the irritation of tobacco smoke, but the long term cumulative effects are devastating. It 
has taken a generation for us to realize that cigarette smoking kills thousands of people a year 
through lung cancer, respiratory disease and heart attacks. But nicotine is addictive and in spite of 
price rises and health warnings, many find it difficult to stop smoking. 
 
The other legalized drug of alcohol has a different profile of harm. Unlike nicotine the short term 
effects of excess alcohol are dramatic behavioural change with loss of control and drunkenness, 
which in turn leads to violent crime and road deaths. Unlike cigarettes, the long term effects of 
alcohol in moderation may be beneficial to health, but a minority will develop a compulsive 
dependence causing long term social and physical harm such as liver cirrhosis, which is 
increasing. 
 
Because of their harmful effects, there are controls on legal drugs, such as prohibition on selling 
to children, licensing laws, and the recent ban on smoking in public places. But huge industries 
have grown up for the production, supply, and retail of the legalized drugs of tobacco and 
alcohol. 
 
Illegal drugs 
The same considerations of harm and dependency apply to other mood altering substances which 
have been deemed illegal and are controlled by the Misuse of Drugs Act 1971. This classifies 
illegal drugs into three classes with a graduation of penalties for their supply and possession.  
Those viewed as the most dangerous and harmful are in Class A (eg. Heroin and Cocaine); in 
class B those seen as less serious (eg. Amphetamine and Codeine) and the remainder in Class C 
as the least harmful (eg. Benzodiazapines and Cannabis).  The act makes it unlawful to posses or 
supply these drugs unless prescribed by a doctor, and makes provision for the notification of 
addicts and the establishment of special clinics. 
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Of these drugs Cannabis was reclassified from Class B to Class C in 2002, which caused the then 
"Drugs Tsar" to resign in protest.  The medical use of cannabis has also been contentious. But it is 
Class A drugs which cause the most harm. The use of Cocaine has grown dramatically with 
increasing seizures and a lowering of price. In 2000 there were 4 deaths in Scotland due to 
Cocaine but in 2005 this had grown to 44, approximately 15% of all drug deaths. However, by far 
the greatest harm done to individuals and society is caused by heroin and society's reactions to it. 
 
Results of the holocaust 
 
Prevalence 
The proportion of addicts reporting heroin use has grown annually since 1975 with increasing 
numbers injecting. Heroin costs one third of the price ten years ago. Every day in Scotland, 100 
people are caught in possession of illegal substances, a 7% increase on the previous year.  In the 
UK there are now about 350,000 registered heroin addicts of whom 60,000 are in Scotland, which 
is twice the proportion south of the border. In addition, it is estimated that 50,000 children in 
Scotland have one or more parents addicted to heroin. However, the number of registered addicts 
considerably underestimates the true prevalence. Nor is this just a problem of inner cities. One of 
the most affected areas is Dumfries and Galloway, where heroin addiction started to rise in the 
1980s and it is estimated that 7% of 15-25 year olds are now addicted, with 1,000 users in 
Dumfries alone. This is in spite of the success of the local police force in seizing supplies and 
jailing dealers. The number of people seeking help in the region is 14% above the national 
average with 89% new users being teenagers. But there is a three-month waiting list for the local 
NHS clinic. 
 
Deaths 
The number of deaths due to heroin in Scotland rose from 84 in 1996 to 225 in 2004.  In 
Edinburgh alone there were 40 more deaths from heroin than the previous year.  In Dumfries & 
Galloway the average age of death from heroin addiction is 29 with a range from 17-42 years.  As 
well as having twice the rate of heroin addiction, Scotland has twice the suicide rate of England, 
with many suicides being drug related. 
 
Crime 
Over the past five years there has been a steady rise in drug related crime. Over the same period, 
violent crime in woman has risen by 50%, mainly due to stealing and prostitution caused by drug 
use.  It costs on average £40 a day to maintain a heroin habit or £280 a week. Of this £80 may 
come from state benefits leaving £200 a week or £10,000 a year to be found mainly from stealing, 
low level dealing, and prostitution.  In the UK retailers lose £2.1 billion from shoplifting, much of 
it drug related. It has been estimated that 90% of prostitutes do so to afford their heroin addiction.  
Most of the prostitutes recently killed in Glasgow and Ipswich were heroin addicts, many on 
methadone. 
 
As a result, Scottish jails are awash with heroin and have been called drugs supermarkets. There 
are now 7,200 in Scottish jails of which 70% suffer from drug addiction, which is not surprising 
as it is drug related crime that has led to their imprisonment. The prisons are overcrowded and we 
will soon need 1,000 extra places with a new prison costing £160 million. 45% of prisoners are 
re-convicted within 2 years, about half for drug offences. 
 
Costs 
The annual cost to the state of one young heroin addict is estimated to be £26,000. As the average 
length of addiction is 13 years, this comes to a staggering £325,000 per addict. The annual cost 
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does not take into account the value of stolen goods and is made up as follows: Prison 4 
months—£12,000; State benefits 8 months—£3,000; Housing benefit—£3,000; Probation/Social 
work—£2,000; Methadone—£2,000; Legal aid, Court costs, Police costs, Council tax benefits—
£1,000 each. 
 
Reactions to the holocaust 
 
Control and Treatment 
The emphasis of society's response has been to try to control heroin addiction and to care for 
addicts with a combination of legal penalties and treatment.  The mainstay of treatment is 
methadone, usually prescribed in special clinics.  It is highly addictive, but can be taken by mouth 
once a day, instead of heroin which has a shorter half life.  There are 20,000 addicts in Scotland 
on methadone which costs £2,000 a year, or a total of £40 million a year and the number of 
prescriptions are rising.  There is evidence that methadone reduces mortality and criminality, but 
it also de-motivates and only 3% come off the programme.   
 
Methadone is also a method of control with supervised consumption in pharmacies and urine tests 
for other illegal substances which may lead to suspension from clinics. To this humiliation is the 
added fact that often the dose of methadone is insufficient to prevent the additional use of illegal 
drugs. It may also take three to eight months to get an appointment. The debate continues 
between harm reduction and withdrawal to abstinence, for which other drugs such as 
dihydrocodeine and naltrexane have been used and even low level electric stimulation. 
 
There have been recent attempts to improve treatment facilities with £60million voted by the 
Scottish Parliament last year to increase rehabilitation facilities. At the same time, others 
advocate more controls such as contraception prescribed with methadone and on the spot fines for 
possession.  The former suggestion ignores human rights and the latter would only increase crime 
to pay for the fines.   
 
Some politicians advocate drug free prisons with mandatory drug testing, but the majority of 
prisoners are there as a result of addiction mainly to heroin. Even on-the-spot fines have been 
opposed on the basis that anyone possessing heroin should be prosecuted through the courts.  A 
more constructive approach has been to replace prison sentences with Drug Treatment and 
Testing Orders, which have been shown to cut reconviction rates. 
 
However, none of these approaches addresses the fundamental problem which is that the present 
legal basis of criminalizing possession of a highly addictive drug such as heroin inevitably creates 
a flourishing black market, so that users are driven to criminal activity in order to fund their 
craving. And yet all the official responses have ignored this fundamental fact and concentrated on 
control, with the language of conflict such as "a war on drugs" and the appointment of "drug 
tsars".   
 
In 1999 the Scottish Drug Enforcement Agency was launched, followed in 2001 by the Scottish 
Executive's Effective Intervention Unit with guidance on shared care arrangements, all essentially 
about control. In the same year Dumfries & Galloway published a glossy multi-agency Alcohol 
and Drugs Strategy with an emphasis on harm reduction, which now involves multiple stake 
holders such as the Police, Social Work, Health Professionals, and the Voluntary Sector.   
 
At the same time the Royal College of General Practitioners were promoting a "Certificate in the 
Management of Drug Misuse", again with the emphasis on control. Last year's annual report from 
the Scottish Drug Forum, which co-ordinates policy and information for the voluntary sector, 
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described policy developments and initiatives in training, support and research. But nowhere were 
questions raised about the legal basis of our current response to heroin addiction. 
 
New Directions 
Fortunately there have been voices in authority speaking out against the present situation.  
Scotland's drug tsar, Tom Wood, has stated that the war on drugs is being lost. "The current 
system has a limited impact on reducing the massive crime, health and social harm caused".  Two 
years ago Lord McCluskey, a former high court judge, called for the legalization or rather 
medicalization of heroin which the previous year had accounted for two thirds of the 56 drug 
related deaths with methadone involved in one fifth.  In the 1970s there were no such deaths but 
the figure is now more than one a day. 
 
Other countries have adopted new approaches to the problem of heroin addiction, and moved 
away from reliance on methadone alone.  In Australia and Canada they have started supervised 
injection clinics. In Holland the co-prescription of heroin with methadone has been found to be 
cost effective compared to methadone alone for chronic heroin addicts. Unlike the UK, the Dutch 
spend more on services and less on enforcement.  In Switzerland they have medicalized heroin by 
providing it on prescription, which has resulted in a 60% reduction in drug related crime, and a 
drop of 70% in the prison population. However, a referendum showed that the majority were 
against legalizing the drug as opposed to medicalizing it. 
 
Last year the Parliamentary Science and Technology Committee criticized the Advisory Council 
on the Misuse of Drugs, and called for a major overhaul of the present system of classifying 
drugs, so that alcohol and tobacco would be included to reflect the harm they cause compared to 
illegal drugs. Alcohol is half as expensive as it was 25 years ago during which time drink related 
deaths have more than trebled. The maternal use of tobacco results in a greater reduction in birth 
weight than heroin. Together alcohol and tobacco cause about 40 times the total number of deaths 
than all illegal drugs combined. 
 
The recent multidisciplinary report from the Royal Society of Arts, recommended that the Misuse 
of drugs Act 1971, should be replaced by a new Misuse of Substances Act which ranked all 
drugs, both legal and illegal, according to the harm they caused. On this scale alcohol and tobacco 
were more dangerous than cannabis, but the most harmful of all was heroin 
 
Conclusions 
 
The problem 
A holocaust is defined as wholesale sacrifice and destruction. As a society we are sacrificing lives 
on the altar of our prejudices at enormous cost to the state, and in the process destroying the life 
chances of thousands of mainly young people. The problem with criminalizing a highly addictive 
drug like heroin is that inevitably a black market is created so that users are driven to crime, 
prostitution or low level dealing to fund their craving. Indeed, it is difficult to think of a better 
way of encouraging crime or creating pyramid selling. 
 
The problem is not so much illegal drugs as illegal drug money. This is not to say that suppliers 
should not be pursued with the full force of the law and their assets seized, but there would be 
little need for dealers, if heroin was available for those who needed it. This need arises because 
users soon become mentally and physically distressed if they can not get the drug.  Given this fact 
it is extraordinary that we still use the language of confrontation and control to table the 
problems. On the one hand we stigmatize addicts as criminals, and on the other hand provide 
clinics, mainly based on methadone which may be as addictive as heroin but can conveniently be 
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taken orally once a day. Such clinics are often difficult to access and tend to be highly 
controlling. 
 
Solutions 
There are no easy solutions, but it is clear the present policies are a failure by any standard, let 
alone harm reduction.  In the early 1970s when the Misuse of drugs Act was passed there were 
less than 500 known heroin users.  Four decades later there are something like 500,000 addicts 
and an estimated £10billion a year going into the pockets of criminals. This is madness on a 
massive scale. Disastrous failures require drastic remedies. 
 
Firstly, the possession and use of heroin should cease to be a criminal offence.  Decriminalizing 
possession would remove large numbers of offenders from the courts and prison. 
 
Secondly, heroin should be prescribed on the NHS for those who want it. This would require the 
establishment of injecting clinics in each locality, with help for those who wanted to come off 
heroin which most addicts do.  Such facilities would destroy the need for a black market. 
 
These two measures alone would transform the situation, but would require a sea change in 
attitudes for the law, police and the medical and caring professions. As drug policy in Scotland is 
reserved to Westminster, the change in law would have to be UK wide, quite apart from the fact 
that decriminalizing possession in only one part of the UK would tend to attract users from other 
parts.   
 
The prescription of heroin on the NHS would require a change in the medical approach, so that it 
became more caring and less controlling. If heroin addiction were considered a disease then it 
would not be acceptable to suspend patients from clinics for taking other drugs tested in urine, 
any more than it would be acceptable to stop treating diseases caused by smoking if patients 
continued to smoke. The new general practice contract has given doctors more free time and more 
pay, which should make it feasible to base such clinics in primary care. 
 
Recently some addicts met farmers from Afghanistan from where 80% of heroin in the UK 
originates. If this were purchased by the government for prescription by the NHS, then one source 
of funding for terrorism in Afghanistan would also be undermined. 
 
It is important to emphasize that it is not suggested that heroin should be legalized which would 
start an unstoppable industry as has happened with tobacco. Nor is it suggested that illegal 
suppliers should not be rigorously pursued and prosecuted. Rather this is a plea that heroin 
possession and use should be medicalized rather than criminalized. Such a change in law would 
greatly reduce crime and pressures on the police and prison services. It would also require doctors 
to treat addicts as patients with an illness, rather than as deviants who need to be controlled. 
 
April 2007 
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Written evidence submitted by Daniel Haynes [DP006] 
 

The law on drugs must be based on science and evidence. 
 
Cannabis and other drugs must be regulated and taxed.  
 
Give police more time, give regulated clean healthier drugs, remove drug gangs and dealers, give the 
Government control of the drug industry also give billions of pounds in taxes. 
 
Please stop being out of touch with the modern world and wake up. 
 
Thank you for reading my personal opinion also I’m sure millions of other people's opinion in 
England. 
 
December 2011 
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Written evidence submitted by Dhiresh Tailor [DP007] 
 
Hello, my name is Dhiresh Tailor and I am writing as a well knowledged cannabis user, outraged by 
the ignorant drug laws today (on cannabis). 
 
How can someone who doesn't know the correct facts about cannabis or who has never taken it, 
comment on its full dangers; because that is the level of sophistication shown by the UK government 
and other governments all around the world. It is time for us to all wake up, take in the real facts and 
be adults about it.  
 
The least we can do is compare it to alcohol and cigarettes, both taxed drugs.  
 
These two drugs are some of the biggest leaders of death, but they are a choice which people take if 
they wish. 
 
This is exactly the same way we need to look at cannabis. Also keep in mind that no one has ever died 
directly from cannabis use or cannabis overdose (which is impossible, because you would have to 
smoked around £200,000 of cannabis in one hour to die—which we all can say is pretty impossible). 
It is a safe therapeutic drug, I have used large amounts and have functioned well—never to find 
myself with side effects the next morning. 
 
You find people from all parts of today's society—mothers, fathers, uncles, aunties and even 
grandparents smoking or eating cannabis today. Cannabis does not segregate, people from all around 
the world have used it. It dates back 4,000 years ago, and if that is not culturally significant then why 
should alcohol be legal? 
 
Safer ways to consume it have been made, with the best being 'vaporizers' which only extract a thin 
vapour of Tetrahydrocannabinol (THC) and leave behind all carcinogens (possible cancer causing 
agents). 
 
There are two reasons to why cannabis is still illegal in my opinion. 
 
The first is the simple fact that it is very hard for the government to go back on itself after decades of 
making a harmless drug illegal. They simply don't have the courage to admit that a mistake has been 
made. The easy way is to keep it illegal and spread rumours about 'brain damage', 'potential for 
cancer'—where scientific research has found the exact opposite, where 'brain growth' has been 
attributed to cannabis use and cancer treatment/curing.  
 
The second is that there are too many companies and corporations which are making money from 
cannabis being illegal ($'s and £'s are clearly more important than the truth). 
 
Do you think 1,000s of pharmaceutical drugs would be useless when cannabis could be used to treat 
ailments—safely. This is billions of pounds of loss for a pharmaceutical company. 
 
There are even more examples I can give if needed. 
 
I ask whoever reading this just to do one thing. Read the real facts and inform your higher order. 
Please at least show some sympathy for the people in jail for having a joint. 
 
Thank you for your time. 
 
December 2011 
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Written evidence submitted by Andy McKay [DP008] 
 
I write to you today from outside the Westminster bubble, and aside from the pressures of 
political office to warn you that prohibition has inevitably failed. Many millions up and down 
the country do drugs every week, some with relatively harmless outcomes, others with 
outcomes disastrous to local communities full of ordinary people. 
 
It would be stupid to pretend that the decriminalisation of some or all drugs would result in 
some unachievable haven of zero usage. Humans are and have always been experimental 
creatures and drugs will be smoked, injected, swallowed and whatever else regardless of law. 
In fact, many of your colleagues in parliament are proof of this having dabbled in their youth 
with cannabis. However, what decriminalisation can do is reduce drug related crime, reduce 
the instance of drug related health issue and reduce hard drug usage. 
 
Drug related crime is a huge issue. Every year billions is needlessly poured into cartels who 
use it to fund their other endeavours. It has been estimated in the past that as much as 
£6billion is spent each year by British citizens on cannabis alone. All of this goes in the 
pockets of gangs to fund gun crime and trafficking among other offences damaging the UK 
as a whole financially and morally. This rips apart communities as gangs compete for supply 
routes and trade. This financial cost does not even include the hundreds of millions a year 
spent tackling drugs supply in the UK. To decriminalise drugs such a cannabis would give 
those who wish to experiment (as people inevitably always do) a non-pressured way to 
purchase cannabis which does not contribute to funds which support countless misery to 
many people around the world. It would also be in a relaxed environment where no pressure 
is felt by dealers who want to push harder drugs. If cannabis was legalised it could be taxed 
and the money used to actually solve the problem of hard drug usage. Countries like the 
Netherlands where a more relaxed approach to soft drugs like cannabis has been taken 
experience a much lower rate of problematic and hard drug usage than comparable countries. 
 
Crime by those individuals addicted to harder drugs such as heroin is also a massive issue. 
However, more relaxed supply clinic trials in the past have led to a massive reduction in 
crime within areas in which the trials have taken place as well as a reduction in heroin usage 
which can only be a good thing for the individual and the community. 
 
Health issues are also a problem, especially where needles are in usage leading to the spread 
of HIV among other conditions. Also, as the industry is unregulated and run by those who 
only have their eye on their margins and not on their ‘customers’ welfare, many drugs are cut 
with other much more damaging substances leading to larger problems than taking the 
original drug would have led to in the first place. 
 
In the past, governments have ignored the advice of experts, even going as far as to sack one 
(Professor David Nutt) for speaking from his expert view. I urge you this time to look at the 
evidence from a neutral standing point to come up with a policy which does not lead to 
higher rates of hard drug usage and the funding of criminal gangs. 
 
We both want the same thing. We both want the lowest incidence possible of problematic 
drug usage from alcohol, cannabis, tobacco, heroin, cocaine and any other drug going. But 
prohibition only aggravates the problem and the state of the UK relationship with drugs is 
only evidence to this. When it is easier for a young person to buy cannabis than it is to 
purchase tobacco or alcohol, it is evident that something is very wrong. A new direction is 
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needed if a solution is wanted. To avoid the correct, but brave decision would be to sentence 
the problem to further escalation. Do not be afraid of the knee-jerk reaction and make a 
recommendation that is right for the UK and it’s communities in the long term. 
 
December 2011 

25



Written evidence submitted by Joe Milburn [DP009] 
 
In my opinion the UK's drugs policy is fatally flawed in many ways and does much more harm than 
good. This harm is not only felt in the drug consuming community but in society as a whole. As a 
consumer of Cannabis I am constantly facing threats from all sides, threats of persecution at the hands 
of an uneducated society, threats of prosecution from a police force who are enforcing a pointless law 
and most unnerving, I face threats from the suppliers of my Cannabis. I can deal with the first two, if 
somebody wants to victimize me for my choice they can but I am not forced to care. If I get caught in 
possession of Cannabis, I can deal with it, just take the wrap and face the consequences, but I cannot 
do anything about the suppliers. The people I entrust to manufacture and distribute my drugs are for 
the most part very dangerous and most certainly the kind who are unlikely to have a customer 
complaints division. 
  
I am talking about the gangs who are forever chasing a profit that is so easy for them to make as a 
result of prohibition. This pursuit of profit has no boundaries, no regulations and no conscience. On 
many occasions I have bought Cannabis that has been laced with contaminants such as glass, grit, 
road paint and many other despicable chemicals to boost the appearance and weight of the specimen. 
Why should a plant that has been proven harmless on many occasions be entrusted to a group of 
people with no regard for the health of its consumers? For the sake of abandoning party politics this 
country could prevent a lot of unnecessary suffering and also profit greatly from taxation of a 
regulated market and the reduced expenditure of having to deal with this unnecessary laws. 
  
Like many other users of Cannabis in particular I am forced to keep lining the pockets of these 
mobsters for low quality and potentially dangerous products. In many of the more serious cases this 
money goes straight towards funding horrific acts such as human trafficking, protection rackets, child 
labour, gun crime and in some extreme cases terrorism. Wouldn't my £20 a week be better in the 
pockets of the government who could very much do with the money right now? Regulation is proven 
to be a much better and productive strategy than prohibition which has been proven time and time 
again to be harmful to society so it begs the question, why are we still enacting prohibition? 
  
Give people a choice, let them choose the healthier option and let it actually be healthy. As a user of 
cannabis only I cannot testify the effects of prohibition on other drug markets but contamination and 
impurity is an issue across the board. Many substances are only made unhealthy as a result of 
prohibition. 
 
December 2011 
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Written evidence submitted by Jamie Barnard [DP011] 
 
Didn’t know how to start writing this so I thought I’d start with the obvious fact that I am indeed a 
"stoner". I am a well educated young man who doesn’t find any harm in having a spliff now and 
again. I don’t take any other substance (apart from an occasional drink which is a rarity). I find that I 
am criminalised, and a victim of discrimination for the simple fact that I like to do something that in 
all fairness is harmless to my body. The biggest experiment has already been done to prove that I am 
ok smoking this plant and that experiment consists of millions of people, this so called "drug" and the 
fact that were still smoking it. An illegal drug should be defined as a substance that is made for 
recreational purposes that can kill, severely damage or has unknown effects to someone’s body, I 
don’t drink due to how I feel when I am intoxicated, I feel dehydrated, sick, dopey and it can make 
you vulnerable, I have never felt a more intense feeling than being really drunk, and I can smoke a lot 
of weed. So my point is how can alcohol be a legal product that is provided widely and is a socially 
acceptable substance to take, but weed isn’t? It doesn’t make sense, I know many important people 
who smoke it, I’ve know lecturers, chief executives and many others who smoke it. I smoke it and I’m 
telling you that I will never stop, not because I am addicted because I find that absurd, I won’t stop 
because there is no need to stop, it’s just like someone coming home from work and having a whisky 
and even that is worse. In all honesty I think it’s good for me, helps me relax when I’m stressed (I 
don’t think stress is good for you), helps me focus, helps me sleep because sometimes I find it very 
difficult to sleep and finally makes me feel good, not in a "oh my god I’m of my face" good (ok 
maybe sometimes) but more of a clear feeling that doesn’t feel like a drug, I’ll never feel sick or 
different just feel like me. I know this email is short and doesn’t go into detail about why I would find 
prohibition a better approach to dealing with thugs and violent criminals because that’s what dealers 
are, they don’t care who they sell to its just money. These people give cannabis and its users a bad 
reputation. So yeah just my personal reasons to suggest that cannabis isn’t that bad. 
 
Thank you for reading this. 
 
December 2011 
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Written evidence submitted by Lucy Ingham [DP012] 
 
I wish to submit a testimony regarding the use of Cannabis Indica and Sativa as medicine. 
 
I was put on SSRIs (selective serotonin reuptake inhibitors) anti-depressants at the end of a 
relationship though I was not depressed. Whilst on these anti-depressants, I actually developed 
suicidal ideation, self harm urges and a worsening of depression. In my desperation to stop these 
dreadful effects and side effects, I turned to ingested cannabis in controlled doses. Never has any 
other remedy provided levels of relief as my cannabis compound did. It made me see what the SSRI 
anti-depressants were actually doing to me. I discovered I’d been falsely diagnosed with bipolar to 
cover up the seriously dangerous SSRI anti-depressants. 
 
Cannabis actually saved my life as had I not tried it, I would still be stuck on terrible psychiatric drugs 
believing the lies that I had bipolar, when it was in fact an adverse drug reaction to Seroxat 
withdrawal which caused a brief period of mania. I spent seven years being told I was mentally ill 
when it was the pharmaceuticals I was being given causing me problems along with a mishandled 
ruptured silicone implant which I might add has devastated my health.  
 
Cannabis is the best anti-depressant I have ever used, it helps me sleep, calms my post traumatic 
stress, helps with inflammation caused by ruptured silicone implant, helps me take pleasure in life 
again after years of unnecessary drug treatment due to misdiagnosis and when I’ve used it in the past, 
I’ve needed less morphine, co-codamol and tramadol and been able to manage without diazepam.  
 
It helps me concentrate so I can read and function during the day and have a restorative sleep at night. 
I have written to my MP, the Home Office, my GP and been asking for Sativex or the dutch 
prescription medicinal cannabis, Bedrocan for some time but simply had my pleas denied. I am 
having to survive on tablets which offer only minimal relief and which cause dependency and 
additional harmful side effects. I wish to have my driving licence back which was taken from me due 
to the side effects of Olanzapine which was given me for severe anxiety, and not to be labelled a 
criminal so I have had to stop purchasing street Cannabis, not only because I am uncomfortable 
breaking the law but because I don’t know how clean and safe the product I am buying is. 
 
Cannabis outclassed Seroxat, Prozac, Sertraline, Diazepam, Lorazepam, Tegretol, Olanzapine, 
Lamictal, Quetiapine and Haloperidol, all of which were horrendous to take and caused suicidal 
ideation, self harm, depersonalisation and a whole host of horrendous side effects. I wasn’t even 
depressed when first prescribed Prozac and ignored when I voiced my concerns about paroxetine 
causing self harm. These drugs are lethal and destroy humanity and nearly destroyed me. Cannabis is 
safe and highly effective when used with knowledge and I consider it a violation of my human rights 
to be denied safe access to this remedy and to have to beg for it is one more burden that saps the life 
out of me. I am happy to pay a grow and import licence fee for personal use only and choose safe 
methods of administration such as ingesting and vaporising.  
 
Please I entreat you, grant me and many other patients safe access to the medicine which works to 
give me the best quality of life so I’m not forced to lead a life of misery on highly addictive and brain 
damaging drugs which only offer limited relief. 
 
It is my firm belief that Cannabis oil is the long hidden cure for cancer. It has been demonized by the 
press and Sativex is actually a skunk extract and can get the patient as high as a space cake from a 
Dutch coffee shop. The lies and misinformation about cannabis has deceived a generation of people 
and banished millions of suffering ones to lives of misery. People’s ego and reputation gets in the way 
of truth when something is unpopular or ‘looks bad’. This is wicked and a betrayal of one’s own 
species.  
 
Cannabis is already being prescribed all over the world from legitimate clinics run by respected 
Medics. Tinctures and other forms of treatment are providing relief to thousands of people. It is not 
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right that citizens of the UK should be denied access to this safe effective remedy and be ignored 
when reporting adverse drug reactions to dangerous drugs passed as safe by the Medicines and 
Healthcare products Regulatory Agency (MHRA). May I remind anyone who is interested what 
Professor David Nutt said that Cannabis is less harmful than alcohol. Let policy be based of genuine 
facts rather than political agenda and hidden motives. 
 
I would like to include some links & other material if I may. 
 
www.phoenixtearsfoundation.com/ 
 
http://clear-uk.org/ 
 
www.idmu.co.uk/british-medicinal-cannabis-register.htm 
 
http://medicalmarijuana411.com/ 
 
www.safeaccessnow.org/ 
 
www.youtube.com/watch?v=f6zOJ86qluw&feature=fvst 
 
www.antidepressantsfacts.com/akathisia-mania.htm 
 
http://implants.webs.com/ 
 
December 2011 
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Written evidence submitted by Against Violence and Abuse [DP013] 

Against Violence and Abuse (AVA) is a national second-tier charity working to end all forms of 
violence against women and girls. AVA’s Stella Project was formed in 2002 and is the leading UK 
agency addressing the overlapping issues of domestic and sexual violence, problematic drug and 
alcohol use and mental health. Our written evidence covers five of the Committee’s areas of 
consideration, and our responses focus specifically on the experiences of women with multiple needs 
in relation to drug use, domestic and sexual violence and mental health. 

1. The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy 
with strategies grounded in science, health, security and human rights’ in line with the 
recent recommendation by the Global Commission on Drug Policy 

1.1 The 2010 Drug Strategy promotes a “whole systems approach” to recovery from drug dependency, 
highlighting the need for a range of supports to be available “to address the needs of the whole 
person.”1 For women drug users specifically, drug use is often just one of multiple needs: around 
40% of women accessing drug services report current experiences of domestic violence2, and 
women with multiple experiences of violence are 5.5 times more likely to be diagnosed with 
substance use disorders and three times as likely to be diagnosed with any mental disorder.3 For 
these women, a whole systems approach is a commendable public health approach which 
acknowledges the wide range of needs that drug users may have in working towards recovery. 

1.2 However, the Government’s accompanying policy of Payment by Results (PbR) in fact risks the 
implementation of a whole systems approach for those users with the most complex needs. 
Women experiencing overlapping drug dependency, domestic violence and mental health 
problems are often perceived by workers as difficult to support and less likely to reach recovery, 
risking ‘cherry-picking’ of clients perceived as being more likely to achieve PbR outcomes. 
Furthermore, PbR may encourage practitioners to pursue outcomes with service users which are 
unattainable and potentially put clients in danger, such as promoting couples or family counselling 
to ‘improve family relationships’ with survivors and perpetrators of domestic violence.  

1.3 Furthermore, the Government has placed responsibility for funding its “whole systems approach” 
with local authorities, whilst at the same time cutting local authority budgets and freezing council 
tax. It remains unclear as to how effectively local authorities will be able to fund holistic services 
and a whole systems approach in this context. For organisations delivering PbR, requirements to 
deliver results prior to payment means that small, specialist voluntary-sector organisations will not 
have the reserves to take these contracts. For women, who make up a minority of drug treatment 
users, this makes it less likely that specialist services targeted at their needs will continue to be 
viable. Projects such as the Together Women centres in Leeds, Doncaster and Bradford and ISIS 
Women’s Centre in Gloucester deliver excellent outcomes using women-centred approaches that 
target individual needs, but as relatively small, specialist providers, they tend not to have the 
reserves available to make PbR a realistic option. It is more likely that under PbR, specialist 
women’s projects will either have to secure funding as part of a consortium with other 
organisations, or will merge with larger organisations. Consortiums are often problematic, 
diverting scant resources to the building and management of the relationship between 
organisations, whilst merging with a larger organisation can shift the priorities away from the 
project’s specialism towards the wider priorities of the larger organisation, skilled staff are often 
lost, and the project has less flexibility and opportunities for innovation. In the violence against 

                                                 
 
1 HM Government, 2010. Drug Strategy 2010 Reducing Demand, Restricting Supply, Building Recovery: Supporting people to live a drug 
free life. London: Home Office, p. 20. 
2 McKeganey, N. P., Neale, J. & Robertson, M., 2005. “Physical and Sexual Abuse Among Drug Users Contacting Drug Treatment Services 
in Scotland.” Drugs: Education Prevention and Policy, Vol. 12, No. 3, June 2005, 223-232; Bury, C., Powis, B., Ofori-Wilson, F., Downer, 
L. & Griffiths, P., 1999. An examination of the needs of women crack users with the attention to the role of domestic violence and housing. 
London: Lambeth, Southwark & Lewisham Health Authority in collaboration with the National Addiction Centre and the Brixton Drug 
Project. 
3 Rees, S., Silove, D., Chey, T., Ivancic, L., Steel, Z. et al 2011. “Lifetime Prevalence of Gender-Based Violence in Women and the 
Relationship With Mental Disorders and Psychosocial Function.” Journal of American Medical Association, Vol. 306, No. 5, pp. 513-521. 

 
 

30



women sector, the problem of mergers has been most evident in the loss of local, specialist refuges 
for black and minority ethnic women to national women’s organisations. 

1.4 Throughout, the Drug Strategy focuses strongly on recovery, without identifying the potential 
human rights concern of coercive treatment. The Government has indicated that 80% of PbR 
funding will be tied to abstinence from drugs of dependence (which includes substitute 
prescriptions),4 is piloting drug recovery wings in prisons, and continues to divert offenders from 
prison and into treatment through Drug Intervention Programmes (DIPs). However, these 
approaches do not necessarily address the reasons why many women use drugs, nor the additional 
problems that criminalisation of women drug users creates. 

1.5 Around half of all women in prison are survivors of domestic violence and a third have survived 
sexual violence.5 For many women, drug use is a coping mechanism for their experiences of 
violence and a strategy for regulating mental health symptoms,6 and coerced drug treatment (in 
prison or the community) can compel women to stop using these coping strategies, without then 
providing trauma-related treatment and support to address the underlying problems with which 
their substance use is associated.  

1.6 Before funding drug-recovery wings in prison, a fiscally responsible public health and human 
rights approach would ensure that services are available to fully support women’s multiple needs 
before they reach the point of a custodial sentence. These services, such as those which are part of 
the Women’s Breakout network7, are already in existence in some areas of the UK, but suffer 
from short-term and insecure funding. 

1.7 A strategy grounded in human rights would also have given serious consideration to drugs and 
race inequality: the Drug Strategy mentions ethnicity obliquely, noting just once that services need 
to be responsive to the needs of different protected groups. Ethnic minority women are over-
represented in the female prison population and are much more likely than white women to be 
detained on drug offences.  

1.8 Of all women imprisoned for drug offences, 35% are foreign nationals.8 The Drug Strategy 
indicates that the Government will “take action at all levels of the distribution chain,”9 but this 
hard approach fails to recognise the differences between different actors in that distribution chain. 
Foreign national women in custody are often drug couriers, who the Global Commission on Drug 
Policy argues “do not usually have an extensive and violent criminal history... We should not treat 
all those arrested for trafficking as equally culpable—many are coerced into their actions, or are 
driven to desperate measures through their own addiction or economic situation.”10 

1.9 73% of women imprisoned for drug smuggling into the UK are first time offenders, many are 
single mothers and come from a background of extreme deprivation.11 Custodial sentences are 
expensive, and given the background experiences of many of these women, the Drug Strategy’s 
commitment to take action at all levels of the distribution chain does not seem to be consistent 
with a human rights approach which requires proportionate responses.  

2. The cost effectiveness of different policies to reduce drug usage 

2.1 Recent research, conducted by the Revolving Doors Agency, investigated the cost effectiveness 
specialist, holistic women-only support services for women with multiple needs, including 
problematic substance use. The projects they evaluated offered community-based holistic support 

                                                 
4 Gus Jaspert, 19 December 2011, Letter to the Recovery Partnership. Available: 
www.drugscope.org.uk/Resources/Drugscope/Documents/PDF/Policy/Recovery_Partnership_letter.pdf 
5 See: HM Government, 2010. Call to end violence against women and girls: Action plan. London: Home Office. 
6 See: Hien, D., Cohen, L. & Campbell, A., 2005. “Is traumatic stress a vulnerability factor for women with substance use disorders?” 
Clinical Psychology Review, I. 25, 813-823; and Kaysen, D., Dillworth, T.M., Simpson, T., Waldrop, A., Larimer, M.E., & Resick, P., 2007. 
“Domestic violence and alcohol use: Trauma-related symptoms and motives for drinking.” Addictive Behaviours, I. 32, 1272-1283. 
7 Women’s Breakout is the representative body for a national network of women-centred services offering effective gender specific 
community alternatives to custody. See: www.womensbreakout.org.uk.  
8 Smee, S. & moosa, z., 2010. Realising Rights: increasing ethnic minority women’s access to justice. London: Fawcett Society. 
9 HM Government, 2010, op cit, p. 15. 
10 Global Commission on Drug Policy, 2011. War on Drugs. Rio de Janeiro: Global Commission on Drug Policy, p. 6. 
11 Smee & moosa, 2010, op cit., p. 20. 
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to adult women, support was needs-led and not tied to accommodation or substance misuse 
services (although access to these was available), and focused on reducing reoffending by 
addressing underlying issues. 

2.2 Revolving Doors found that for women with multiple needs (including experiences of childhood 
trauma such as domestic violence, problematic substance use, involvement in prostitution, mental 
health problems and contact with the criminal justice system), support from specialist women-only 
services resulted in savings over five years of between £47,145 and £264,108 per service user.12 
This included savings to the Ministry of Justice, Home Office, Communities & Local 
Government, Department of Health, Department for Work & Pensions and local authorities. 

2.3 The same research found that without support that addressed these multiple needs, women were 
“likely to experience a slow build up of problems leading to a custodial sentence after 
approximately 4.5 years.”13 

3. The comparative harm and cost of legal and illegal drugs 

3.1 The way in which illegal drugs are currently classified under the Misuse of Drugs Act 1971, as 
well as the choices made about which drugs remain legal, is not broadly reflective of the 
comparative harm and cost of different drugs.  

3.2 Alcohol remains legal and widely available, despite its harms to individual users, to families and 
communities, and the burden of cost it places on the public health system. In the UK, alcohol is 
the drug that causes most harm, when you take into account harms to both the individual user and 
harm to others.14 For women specifically, although alcohol is not a causal factor in domestic 
violence, alcohol use by perpetrators is associated with increased risk to the victim of serious 
physical injury and death.15 

3.3 On the other hand, some of the harms to women who use Class A drugs, and their children, are 
directly related to the fact that these drugs are illegal. Over 20% of the female prison population is 
incarcerated on drug offences,16 and the majority of women in prison were single with dependent 
children at the time of their imprisonment.17 Drawing on evidence of the wide range of harms 
children of prisoners suffer, the New Economics Foundation has estimated that the costs to 
children, and the state, of mothers’ imprisonment for non-violent offences to be £17million over 
ten years.18 

3.4 Research for the Stella Project in 2005 found that cannabis was the most frequently used illegal 
drug amongst survivors accessing domestic violence services, and men accessing perpetrator 
programmes also cited cannabis as the illegal drug most frequently used by their abused 
partners.19 Despite cannabis being much less harmful to individual users and others than other 
drugs, including alcohol, it is still scheduled as Class B with a maximum sentence for possession 
of five years imprisonment. Given what we know about women’s use of drugs to cope with trauma 
and the prevalence of cannabis use in particular, alongside the harms of women’s imprisonment, 
the current criminalisation of cannabis users seems disproportionate to its harms. 

 

                                                 
12 Page, A., 2011. Counting the cost: the financial impact of supporting women with multiple needs in the criminal justice system. London: 
Revolving Doors Agency, pp. 23-25. 
13 Ibid, p. 23. 
14 Nutt, D., King, L. A. & Phillips, L. D., 2010. “Drug harms in the UK: a multicriteria decision analysis.” The Lancet, Vol. 376, I. 9752, pp. 
1558 – 1565. 
15 Galvani, S., 2004. “Responsible disinhibition: alcohol, men and violence to women.” Addiction Research & Theory, Vol. 12, No. 4, pp. 
357-371. 
16 Ministry of Justice, 2010. Population in custody, monthly tables, August 2010 England & Wales. London: Ministry of Justice Statistics 
Bulletin. 
17 Hamlyn, B. & Lewis, D., 2000. Home Office Research Study 208: Women prisoners: a survey of their work and training experiences in 
custody and on release. London: Home Office. 
18 Lawlor, E., Nicholls, J. & Sanfilippo, L., 2008. Unlocking value: How we all benefit from alternatives to prison for women offenders. 
London: new economics foundation. 
19 Humphreys, C., Regan, L. & Thiara, R., 2005. Domestic violence and substance use: overlapping issues in separate services? London: 
Stella Project, p. 33. 
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4. Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs 
Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on 
justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10).” 

4.1 The Justice Committee’s Cutting Crime report recommended that Government policy reflects the 
key priority of significantly reducing the prison population by 2015, “especially concentrating on 
women and those whose criminality is driven by mental illness and/or addictions to drugs or 
alcohol”20 (Cutting Crime, p.7-8). 

4.2 In 2002, the Select Committee recommended that existing classifications of drugs should be 
reviewed, focusing specifically on cannabis.21 This recommendation was pursued, with cannabis 
being re-classified as Class C in 2004, but unfortunately in 2009 it was again re-classified as Class 
B (against the recommendations of the Advisory Council on the Misuse of Drugs22). Further to 
our discussion above of the problems with the classification system, it is time to re-examine 
proposals to the 2002 inquiry for the decriminalisation of personal possession.23 Decriminalisation 
of personal possession would recognise the complex reasons for women’s substance use, avoid 
further penalising women who are attempting to cope with responses to trauma, as well as 
avoiding the negative impacts of women’s criminalisation. In Portugal, decriminalisation has 
resulted in reductions in drug-related crime and diseases such as HIV,24 and levels of cannabis use 
in the past 12 months are less than half that of the UK.25 

4.3 It is important to note, however, that decriminalisation of personal possession would not address 
the problems associated with female foreign-national drug couriers. The Government’s 
determination to act at all levels of the distribution chain ignores the fact that there is no evidence 
that prosecuting drug couriers has any impact on the availability of illegal drugs in the UK.26 
Approaches to these women must recognise their vulnerabilities and the associated reasons they 
participate in the distribution chain. This may include a review of whether prosecution of these 
women is in the public interest, and cross-departmental work between the Home Office and the 
Department for International Development to reduce foreign women’s vulnerability to 
involvement in drug trafficking. 

5. Recommendations 

5.1 The Government must ensure that the funding strategy for its whole systems approach does not 
discriminate against women with multiple needs: specialist, holistic, local women’s services 
should be sustained and expanded. 

5.2 The Government should ensure that women drug users with past or current experiences of 
domestic and sexual violence have access to treatment that addresses their responses to trauma. 
This is particularly important where women are compelled to access drug treatment by the 
criminal justice system. 

5.3 The Government should reconsider decriminalising personal possession of illicit substances. 

5.4 The Government should review whether its commitment to act at all levels of the distribution 
chain is proportionate to the harm posed by female drug couriers. 

 

January 2012 

 
20 House of Commons Justice Committee, 2009. Cutting Crime: the case for justice reinvestment: first report of the session 2009-10. 
London: House of Commons, p. 8.  
21 Home Affairs Select Committee, 2002. The Government’s Drug Policy: Is It Working? London: House of Commons, para. 88. 
22 Advisory Council on the Misuse of Drugs, 2008. Cannabis: Classification & Public Health. London: Home Office. 
23 Home Affairs Select Committee, 2002, op cit, para. 67. 
24 Domosławski, Artur, 2011. Drug Policy in Portugal: The benefits of decriminalising drug use. Warsaw: Open Society Foundations. 
25 European Monitoring Centre for Drugs and Drug Addiction, 2011. Table GPS-2. Last 12 months prevalence of drug use by age and 
country. Lisbon: EMCDDA. Available: www.emcdda.europa.eu/stats11/gpstab2a.  
26 Smee & moosa, 2010, op cit, p. 19. 
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Written evidence submitted by Derek Williams [DP014] 
 
Background:  
I am the owner/publisher of www.ukcia.org—a cannabis law reform website. UK Cannabis Internet 
Activist (UKCIA) is a the oldest UK cannabis law reform site having been online since 1995. I am 
also a member of the CLEAR law reform campaign executive www.clear-uk.org. 
 
I make this submission both as a private individual, but also in my capacity as the publisher of 
UKCIA and member of CLEAR. This submission principally concerns cannabis, although many of 
the general points also apply to all drugs. 
 
Summary 
If the aim of the present drugs policy is to prevent cannabis use becoming normalised, it has failed 
and in failing has created new dangers which need not exist. 
 
The cannabis trade is a massive industry that reaches into every section of society. Cannabis use is 
widespread and in some sections of society it can rightly be considered as totally normalised. 
 
In this submission I will argue that cannabis is not a controlled drug and that prohibition does not 
represent drug control. I will outline the dangers prohibition creates, the unintended consequences it 
has had on the UK cannabis trade and the obstacles it presents to understanding and measuring the 
current situation. 
 
1. The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with 
strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy 
 
1.1  Cannabis is classed as a "controlled substance" and prohibition as "drug control", this is 
essentially a deception; the aim of prohibition is not to control drugs, but to control people. The law 
sets out to restrict what people are allowed to do with certain substances, even in the privacy of their 
own homes, it does not attempt to control drugs. 
 
1.2  The only way a substance can be properly said to be controlled is to control the supply and 
distribution of that substance. Prohibition ensures that we don't know who produces, transports, trades 
in or consumes the product and we have no idea from where the trade takes place. We have no 
reliable monitoring, much less control, over what is sold in terms of strength, potency or purity. There 
are no trading standards applied to the trade and no protection for vulnerable people such as children. 
 
1.3  Any regime that attempts to control what an adult does to themselves or with other consenting 
adults in private is going to be seen by those adults as an infringement of their rights. This results in a 
never ending game of cat and mouse, leading to ever more draconian and intrusive policing 
techniques. Stop-search is a major cause of alienation between young people and the police. From 
June 2010 to July 2011 the Metropolitan Police made almost a quarter of a million stop-searches 
under the Misuse of Drugs Act [1]; searches concentrated on young people. According the research 
published in the Guardian which looked at the causes of the riots of Summer 2011: 
 
1.4  The most common complaints related to people's everyday experience of policing, with many 
expressing deep frustration at the way people in their communities were subjected to stop and search. 
An independent panel set up by the government in the aftermath of the riots identified stop and search 
as a possible "motivation factor" for black and Asian rioters. [2] 
 
1.5  In some boroughs in some months more than 70% of searches were under Misuse of Drugs Act. 
 
1.6  Far from protecting vulnerable groups, prohibition makes the dangers greater; the age of first use 
of cannabis has dropped and it is not unusual for children to be cannabis users, something unheard of 
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before prohibition. There is a slogan within the law reform movement: The minimum age for buying 
cannabis is £20. The present policy has clearly failed to protect children. 
 
2. The independence and quality of expert advice which is being given to the government 
 
2.1  Prohibition prevents any proper monitoring of any aspect of the trade or the culture that supports 
it. It is impossible to use standard sampling techniques to gather date. The science underpinning 
prohibition is flawed as a result. Consider the market shift that occurred towards so-called "skunk" 
cannabis: 
 
2.2  That this market shift had occurred was not confirmed until 2008 when the Home Office carried 
out a study into the cannabis on sale in the UK. [3]. This Home Office study suffered greatly from 
poor data. This was not highlighted as a source of error in the study, but simply described as:  
 
2.3  "For operational reasons some forces chose to send in material from only one Borough 
Command Unit or from one of several forces collection points. Some forces experienced internal 
logistics problems; others were very enthusiastic and sent in everything received during the trial 
period." 
 
2.4  It is very easy to identify shortcomings with this data collection method; there is no way to ensure 
that the samples are in any way statistically representative. There is an old maxim which remains true: 
"Garbage in = garbage out". Data collection like this is garbage and thus the Home Office Potency 
study of 2008 is, in truth, potentially little better than cod science. Comparison with older results was 
difficult because there has been no standardised method of measuring strength or potency. CBD  was 
rarely measured previously. 
 
2.5 No commercial company would rely on market research like this to estimate the commercial 
success of their product, this is the inevitable result of prohibition. 
 
3. The criteria used by the Government to measure the efficacy of its drug policies 
 
3.1  The criteria used as measures of "success" fly in the face of public health considerations. 
"Success" is measured in terms of high levels of contamination and variable, uncertain doses caused 
by a disrupted supply side. Fear of unknown quality of the product is used as a method to dissuade 
people from using drugs. For this reason prohibition is correctly defined as "harm Maximisation". 
This makes prohibition unique as a social policy. 
 
3.2  The 2008 Home Office study claims to have discovered a market shift from an imported product 
which contained high levels of CBD to a home produced product with low levels of that drug. If some 
researchers are to be believed [4] this may have a significant and damaging effect on mental health 
amongst vulnerable people.  
 
3.3  The criteria has clearly failed to properly assess developments over the years. The desire to 
disrupt the supply side caused the market shift to home produced herbal cannabis, away from 
imported hashish, yet it was apparently unnoticed by the authorities for nearly 10 years. 
 
4. The cost effectiveness of different policies to reduce drug usage 
 
4.1  The main aim of prohibition is to reduce the level of use to a minimum, the assumption being that 
the lowest level of use equates to the lowest level of harm. This is flawed for two reasons: 
 
4.2  There is no evidence that prohibition does, in fact, produce the lowest level of drug use. Work by 
Prof Neil Mckeganey [5] indicates that suppression of the supply side has very limited, almost 
negligible impact  
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4.3  Not all use is abuse, and therefore the lowest level of overall use may not equate to the lowest 
level of harm, the nature of the use is vastly more important. It is hard to understand how any benefit 
is gained from preventing non-problematic drug use by people not at risk, which would seem to be the 
case regarding adults and cannabis. 
 
4.4  There should be a full cost / benefit analysis undertaken of the drugs policy, of the sort applied to 
any other area of social policy. It should include the wider costs to society of increased violence etc 
caused by prohibition. 
 
5. The extent to which public health considerations should play a leading role in developing 
drugs policy 
 
5.1  It is hard to reconcile prohibition with the promotion of public health, also such issues as social 
cohesion and prevention of violence. 
 
5.2  Cannabis is usually smoked mixed with tobacco. The government should incorporate a safer use 
campaign aimed at cannabis users into its information site, Talk to Frank similar to the UKCIA and 
CLEAR campaign “Toke Pure” [6] designed to discourage the use of tobacco with cannabis. The 
Government position is summed up by the Minister responsible for the Dept Of Health, Anne Milton, 
who stated in a letter [7] that 
 
5.3  "If ... we were to advocate that people smoke cannabis without tobacco, we would be ... putting 
people at risk of harm"  
 
5.4  Tobacco presents by far the biggest health risk to cannabis users, the ministers attitude is clearly 
not based in public health concerns, nor science. 
 
5.5  Prohibition ensures consumers have no idea of the strength or potency [8] of the product on sale. 
Cannabis varies greatly between strains, which have different ratios of THC and CBD, this can have 
significant impacts on the user experience and may have serious implications for mental health [9]. 
 
5.6  Cannabis contamination is rife and high levels of contamination are common,  perhaps with 
simple bulking agents  but also with glass or lead dust and UKCIA has heard reports of contamination 
with  homosildenafil and thiohomosildenafil - aka "Viagra"[10]. It may be that intensive commercial 
"grow ops" use excessive amounts of chemicals, including OP pesticides which would have unknown 
effects of the health of users. 
 
6. The relationship between drug and alcohol abuse 
 
6.1  This question demonstrates a fundamental problem with present drugs policy: Alcohol is a drug, 
therefore any question asking about "the relationship between drug and alcohol abuse" is simply 
missing the point and misunderstands the situation. The fact that many people think of "alcohol and 
drugs" as essentially two unrelated issues is one of the major problems with UK drugs policy. 
 
6.2  This confusion is perhaps rooted in the 1971 Misuse of Drugs Act which is supposed to control: 
 
6.3  "drugs which are being or appear to them likely to be misused and of which the misuse is having 
or appears to them capable of having harmful effects sufficient to constitute a social problem" 
 
6.4  This would seem to include alcohol and tobacco, yet these two drugs are specifically excluded 
from the Act for - apparently - "cultural" reasons, however there is no provision in the Act for such an 
exclusion. This "cultural" exclusion is often seen as discriminatory, even racist, in origin because 
clearly a similar "cultural" exception could be made for cannabis, if not other drugs. If the MoD Act 
were allowed to work as written this false distinction would end, the artificial distinction between 
"alcohol" and "drugs" is a block to the development of a coherent policy.  
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6.5  In addition it should be noted that "drugs" is not a single substance, but a grouping of widely 
differing substances with a spectrum of perceived harms/benefits. There will never be a "one size fits 
all" approach, but what is broadly true as a policy approach for alcohol will be broadly true for 
cannabis. 
 
7. The comparative harm and cost of legal and illegal drugs 
 
7.1  Any comparison of the health effects of drugs should take into consideration the regime the drugs 
exist in. For example, the health harms from alcohol are well known, but the health harms from 
alcohol existing as a bootleg product like cannabis would be substantially higher.  Any meaningful 
comparison of harms should refer to the use of pure drugs of known strength, or the harms caused 
directly by prohibition quantified. 
 
7.2  Despite all the added risks caused by prohibition, cannabis still presents a lower risk than does 
alcohol or tobacco; Cannabis is not toxic and doesn't kill [11] and even if smoked (without tobacco) 
doesn't seem to be associated with serious lung conditions such as COPT or cancer [12]. 
 
7.3  Only by removing the added dangers caused by prohibition can sensible and meaningful 
comparisons of harm really be made between cannabis and alcohol. 
 
8. The links between drugs, organised crime and terrorism 
 
8.1  On a local distribution level, cannabis is sold from locations within the community, often quite 
openly. Most users get their supply from friends or relatives. There exists an "underground" supply 
network of contacts and supply sources. The extent to which this exists is truly impressive. Unlike a 
legal trade, there are no restrictions on the underground supply side. The only qualification needed to 
be a cannabis dealer is an ability to know people and be unaccountable to the authorities. Cannabis 
dealers can also provide other. more dangerous,  substances. 
 
8.2 The value of a legalised, regulated and taxed cannabis market was recently estimated in a report 
by the Independent Drug Monitoring Unit for CLEAR [13] to be worth between £3,368,779,690 and 
£6,684,714,865 to the UK economy. 
 
8.3  Prohibition is impacting the lives of millions of people around the globe and is the focus of what 
can only be called real wars. 
 
9. Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is 
It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice 
reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10). 
 
9.1  It should be remembered that prohibition can only ever mean one thing: repression of the 
population, in the extreme a war on our own people.  Drug law reform however can take a wide range 
of directions tailored to the specifics of each substance. 
 
9.3  Along with the options for regulation and control of the trade there are other considerations such 
as limitations on advertising and promotion which need to be explored. 
 
9.2  Decriminalisation is a difficult concept to support. Although it allows a refocusing of effort from 
criminal sanctions to a public health approach, which would be a welcome development, it does 
nothing to address the criminal supply side. It can do nothing to support proper regulation of the trade 
and control of the products sold. It would represent a massive leap forward from the failure of the 
present war on drugs, but it is no solution. 
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9.3  The only thing which can be said for sure is that the present regime has failed, and in failing it has 
caused and continues to cause great damage to society here and around the world. A change is 
overdue. 
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Written evidence from Anonymous [DP015] 
 

I wanted to share my story with you so that whoever is on the receiving end of this email, no matter it 
one two or a whole group, clearly see how cannabis has benefited my life.  
 
I have Joint Hypermobility Syndrome, it caused many things in my life including the need to stop 
pursuing my profession as a cellist after years at the Guildhall School of Music and Drama. Doctors 
have prescribed more painkillers, muscle relaxers etc. than I can even remember. But one single thing 
helps. Cannabis. I smoke  without tobacco, without paper. It is not harmful to me in anyway thus far. I 
am sporty and active yet I am a criminal. 
 
Please consider the medical benefits of Cannabis. 
 
Thank you for your time. 
 
January 2012 
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Written evidence submitted by Miguel da Silva [DP016] 
 
My name is Miguel da Silva. I am a freelance radio presenter from Southend-on-Sea. I have been 
living and working in the UK since 1988, having moved here from the Netherlands. 
 
I would like to contribute to the home affairs committee’s enquiry into drugs, addressing the issue 
of cannabis. 
 
I believe that the current classification of cannabis as is wrong especially when compared to the 
harm other legal drugs like alcohol and tobacco cause. 
 
I myself am a cannabis user. I came into contact with cannabis in the Netherlands when I was 14 
years old and since then I have been a regular consumer. 
 
Using cannabis has not acted as a gateway drug to harder drugs such as heroine or cocaine for me. 
Although I have experimented with cocaine, ecstasy, magic mushrooms, and LSD, this was not due 
to the fact that I used cannabis. 
 
When I first started using it, it was primarily for recreational purposes, but in the past 3 years it has 
been for medicinal reasons. 
 
I suffer from chronic back pain, and I have arthritis in both my hips and lower spine. I also have 
fibromyalgia which causes me great discomfort, insomnia, and extreme tiredness. 
 
I have been prescribed various prescription drugs such as codeine, pregabalin, and diclofenac, to 
help manage my health problems. As a result of taking these medications I have had to overcome an 
addiction to codeine  as well as having to cope with serious side effects of the various drugs I had to 
take. 
 
In the past three years I have slowly been replacing the prescription drugs with cannabis and the 
pain relief I get from cannabis is more direct, and I have no side effects to deal with.  
 
Currently the Home Office has given a licence to a company to grow cannabis and to manufacture a 
medicine called Sativex. This medicine is  an extraction of the active ingredients of cannabis. This 
medicine has gone through all the necessary stages and tests and is now available on prescription to 
MS sufferers. The only problem is the cost of the medicine and the fact that many NHS trusts will 
not authorize it to be dispensed. 
 
The fact that the Home Office has allowed this company to manufacture this product and at the 
same time insisting publicly that cannabis has no medicinal value makes no sense. 
 
Is the present policy fiscally responsible? 
 
I believe that the current costs of prosecuting people who grow a small amount of cannabis plants 
for personal use is contributing to the high cost of enforcing the law. The cost of investigating, 
locating, arresting, and jailing these small-time growers is counter-productive and is not justified 
when it comes to the small-time grower. 
  
In many European countries medicinal cannabis is already available as an option to  and this brings 
medical relief to thousands of people. In the USA many states are allowing medicinal cannabis to 
be home grown or purchased through cannabis dispensaries. Although this goes against federal law, 
small-time growers are generally left alone providing they have a licence to grow medicinal 
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cannabis. 
 
In the UK the political party CLEAR has drawn up the report “Taxing the UK Cannabis Market” 
which states the financial benefits to the UK economy were cannabis to be legalized, regulated, and 
taxed. I would suggest you read it.1 
 
Is the current policy grounded in science, health, security and human rights?  
 
I believe that the current policy with regards to cannabis is formed by the opinion of some elements 
of the press such as the Daily Mail. These papers have an enormous influence on public opinion, 
but with regards to cannabis it is not based on science and evidence. It is based on sensationalist 
scaremongering. 
 
Even politicians such as Gordon Brown were convinced to change cannabis from a class C drug to a 
class B based on pressure from certain tabloids. Many politicians are afraid to be seen to discuss 
changing the current drug laws out of fear that the tabloid press will destroy their reputation. 
These tabloids exaggerate the harm cannabis does through sensationalist and inaccurate 
information. 
 
I would like to draw your attention to an NHS report which is the most up to date and authoritative 
evidence available to date.2 
 
This report clearly states that the harm caused by cannabis is very modest when compared to 
alcohol, tobacco, prescription drugs, over the counter medicines, and even energy drinks.  
 
The prohibition of cannabis has created a criminal market which is worth £6 billion. The criminals 
behind this market have only one goal, which is to sell to anyone who wants it. The only ID a 
criminal needs is a £20 note. These criminals have no qualms about setting up cannabis factories in 
residential properties using illegally obtained electricity, using Vietnamese people who have 
illegally been brought into the country to look after these factories, and using their profits to fund 
more crime. 
 
The harm these criminals do is totally disproportionate to the harms of cannabis itself. 
 
There is now overwhelming evidence about the effectiveness of cannabis as a medicine. There are 
hundreds of scientific studies that prove the effectiveness of cannabis in the treatment of MS, 
fibromyalgia, chronic pain, depression, and a wide range of other conditions. I myself have 
experienced the result of using cannabis as a medicine for my own health problems. I believe it is 
my basic human right to use this medicine without the fear of being arrested, charged, and possibly 
being jailed for using a plant that relieves my health problems. This report is the most up to date 
research on medicinal cannabis and I would like to draw your attention to the report and its 
findings.3 
 
The criteria used by the Government to measure the efficacy of its drug policies 
 
I believe that the current and previous governments have used two things as a criteria with regards 
to drug policies. The losing of votes and the pressure of the tabloid press. The Misuse of Drugs Act 
1971 was setup to protect the health of the people, but currently it is being used as a means to gain 

                                                 
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
2 www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
3 http://norml.org/component/zoo/category/recent-research-on-medical-
marijuanahttp://norml.org/component/zoo/category/recent-research-on-medical-marijuana   
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political standing and votes. 
 
Members of the governments' advisory committee have time and time again proven with scientific 
facts that cannabis is nowhere near as harmful as some legally available drugs such as alcohol and 
tobacco, and yet these are available from almost every supermarket and off-licence. When the 
reports from the advisory commission are looked they are ignored by the government because they 
"think" they know better. 
 
The independence and quality of expert advice which is being given to the government 
 
The government has on many occasions been given the right advice from the right people with 
regards to cannabis, but have chosen to ignore this and sack those members of the advisory 
committee simply because their findings did not match the beliefs of the government. I refer you to 
the case of professor David Nutt.   
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets 
and what impact this may have 
 
According to the “Taxing the UK Cannabis Market” report by the Independent Drug Monitoring 
Unit (IDMU) the current expenditure for the criminal justice system on cannabis alone is 
£500million and of that £200million is for the police costs. 
 
The current illegal cannabis market is worth around £6billion per year and I believe that by 
legalizing, regulating, and controlling cannabis a big share of this money would go to the 
government by way of taxes. This in turn would help to reduce the deficit the current government is 
faced with. 
 
If the status quo is maintained, the cost to the criminal justice system will only increase putting 
more pressure on the government's total expenditure. 
 
The current system is simply to throw money into a bottomless pit without any real gain. So I do 
not believe that police budgets will go down which in turn means less police on the street dealing 
with real crime. 
 
The cost effectiveness of different policies to reduce drug usage 
 
As I stated in the previous paragraph, the current system is not cost effective and therefore a new 
approach needs to be taken. 
 
Evidence from countries such as Portugal, Holland, and the USA shows that where cannabis 
availability is regulated the use actually decreases, particularly in children. 
 
The current attraction to cannabis by youngsters is simply because it is illegal and to do something 
illegal is fun. I have done it in my early teens, and so have most of my friends. 
 
The extent to which public health considerations should play a leading role in developing 
drugs policy 
 
Health should be at the heart of drugs policy. In the Misuse of Drugs Act 1971 it says that misuse of 
drugs have sufficient harmful effects to constitute a social problem. Based on this the government is 
not concerned with the health aspect but it wants to prevent a social problem. 
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I believe that with regards to cannabis health should be the most important factor and current 
legislation does not protect health. Street cannabis is often made heavier by the dealers by adding 
ground glass, and similar things simply to make more profit from the sales. By increasing the 
weight of an eighth of cannabis with dangerous products they will make more profit.  
 
The Misuse of Drugs Act 1971 is not protecting the health of those that buy cannabis from street 
dealers. If cannabis were to be legal and fully regulated quality of the product can be assured with 
no risk to the health of the user. 
 
The relationship between drug and alcohol abuse 
 
Alcohol is also a drug, although most people don't see it as such. It alters peoples' perception of 
reality and makes them do and say things they would normally not do. Alcohol abuse is also the 
cause of countless disturbances in any town centre on a Friday or Saturday night. 
 
It is also at the centre of the breaking up of families, violence perpetrated by the user, and mindless 
vandalism. 
 
It is one of the most harmful drugs on the planet and yet it is legally available. 
 
From a harm point of view alcohol and cannabis are at totally opposite ends of the spectrum.  
Cannabis use does not create violence, in fact it makes people relaxed and violence is the furthest 
thing on their mind. They may engage in a wanton massacre of a bag of crisps or a bar of chocolate, 
but violence towards other people is not even considered. 
 
The comparative harm and cost of legal and illegal drugs 
 
The legal status of drugs is not the problem. It is what people do whilst under the influence of drugs 
that are illegal or legal under the current law. 
 
It has been scientifically proven that many illegal drugs are less harmful than legally available drugs 
like alcohol and tobacco. 
 
It makes me wonder why alcohol and tobacco are not covered by the Misuse of Drugs Act 1971 as 
they clearly cause more social problems than illegal drugs like cannabis. 
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
 
The availability of so called “legal highs” are in all honesty making a mockery of the current drugs 
policy. Decisions on banning these “legal highs” is done by knee jerk reactions on the basis of what 
the tabloid press are publishing about these drugs and are not based on scientific or medical data. 
 
Many of these “legal highs” are manufactured to mimic the effects of illegal drugs. One of these 
“legal highs” is called Spice and it is supposed to be a synthetic form of cannabis. It is 
manufactured to avoid the laws against cannabis and has been proven to do more harm than actual 
cannabis. 
 
The “legal highs” are easily available on the internet and anyone can buy them. The Misuse of 
Drugs Act 1971 is not protecting these people and due to the hasty reactions of the government it 
goes underground creating more profit for criminals 
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The links between drugs, organised crime and terrorism 
 
The illegal cannabis market in the UK is currently estimated at £6billion. This is income the 
government has handed to the criminals on a plate. 
 
Illegal cannabis factories are producing cannabis of very poor quality, using human trafficked 
labour from countries like Vietnam, and the profits are invested in other crime and terrorism. All of  
this is a direct result of the policy the government currently enforces. 
 
Whether the UK is supporting its global partners effectively and what changes may occur 
with the introduction of the national crime agency 
 
Many countries have already decriminalized cannabis for medicinal use. These include Finland, 
Israel, Mexico, Holland, Spain, USA (12 states), Luxembourg, and Switzerland. Many of these 
countries are making their own policies outside the UN Single Convention, policies that are based 
on scientific facts and not tabloid scare scaremongering. I believe this would give the UK the right 
to make its own policies with regards to cannabis decriminalization and making medicinal cannabis 
available as an option to GP's. 
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government’s Drugs Policy: 
Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice 
reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10).” 
 
The current way in which drugs is handled from a legal point of view is seriously flawed. Cannabis 
should be made legal for medicinal use and small amounts should be allowed for personal use 
(medicinal or recreational). 
 
People should be legally allowed to grow up to six cannabis plants for their own 
medicinal/recreational use. This should both be legal when planted outdoors and indoors with use of 
artificial lighting. 
 
The whole cannabis market should be regulated from the supply to the sale in outlets such as they 
exist in Amsterdam. Personal growers should get a licence from the Home Office to grow their own 
plants. Large scale grows that supply the sale outlets should also be licensed so that the whole 
market is taken out of the hands of criminals. 
 
Doing this will generate tax income and will create thousands of new jobs. This will all help in 
reducing the deficit the government is currently trying to reduce. 
 
Summary 
 
I believe that the only way forward is to legalise, regulate and tax the cannabis market. Cannabis 
itself is far less harmful than legally available drugs such as alcohol and tobacco and can bring 
medical relief to thousands of people. 
 
Get the market out of the hands of criminals and you can control every aspect of this market as well 
as reaping the financial benefits. 
 
It really is time for a different approach. 
 
January 2012 
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Written evidence submitted by Chris Stevens [DP017] 
 

I am a 59 year old, retired civil servant, father of six. I worked for thirty years for the Ministry of Defence 
(MoD). I consider myself well educated, law abiding citizen and well read on the effects and benefits of the 
cannabis plant. Over the last few years my physical well being has slowly deteriorated and I am in constant 
pain in my joints and back. I feel I have been let down by the NHS. The medicines I have been given have 
only worsened my condition and I stopped taking them after a second misdiagnosis. After a lot of research I 
decided to try cannabis tincture. It worked. My blood pressure is stable, my anxiety has reduced, my 
insomnia has gone and my joint pain is now bearable.  
 
I have not seen a doctor for a long time and I don't need regular blood tests as I did when taking 
prescription medicine. I am saving the NHS a considerable amount of money and I am feeling well.  
 
But that makes me a criminal. I use a whole plant cannabis extract which, apart from the 
Tetrahydrocannabinol (THC): Cannabidiol (CBD) ratio, is exactly the same as the government approved 
product called Sativex (Nabiximols). I have asked for Sativex so that I can legally enjoy the health benefits 
of cannabis and get the CBD content I need for pain relief, but have been refused on applicability and cost 
grounds.  I have no wish to break the law but I have to.  
 
There are hundreds of thousands of people like me and hundreds of thousands more who have no idea of 
the benefits of this plant or are scared of it because they have been brainwashed by the 'reefer madness' 
hysteria prevalent over the last 60 years and the brutal judicial repression that is still taking place today.  
 
Is present policy fiscally responsible? 
 
No. There is a report called Taxing the UK Cannabis Market at the following link. This gives a breakdown 
of the financial opportunities and benefits as an alternative to the current failed, expensive policy of 
prohibition.1  
 
Is policy grounded in science, health, security and human rights? 
 
Science 
 
No. The Government continues to ignore, misinterpret or cherry pick the recommendations of its own 
advisory body on drugs, I have written evidence of this from the HO. If it is unable to do the former it just 
sacks highly respected members for telling the scientific truth.  
 
By decoupling Industrial hemp (low THC) from that referred to as a 'drug' (high THC) the government 
could easily kick start a new multi million pound, carbon negative, industry. This country desperately needs 
this at the moment, something my children and grandchildren need for their future. Allow farmers to grow 
without the current restrictions and the industry will evolve naturally.  
 
Health 
 
At a conference at GW Pharmaceutical's, Professor Hartung, Chair of Neurology at Heinrich-Heine 
University, announced that Sativex, the concentrated cannabis medicine has "…limited relevant adverse 
effects and—particularly reassuring—the drug does not appear to lead to withdrawal effects if patients 
suddenly stop using it." 
 
Dr Geoffrey Guy, Chairman of GWP is quoted as saying: 
 

"My professional view of cannabis as a substance is that it appears to be a remarkably safe substance 
in comparison to most medicines prescribed today. The more I learn about this plant the more 

                                                 
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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fascinated I become. It has multiple effects of therapeutic interest, many of which are now being 
validated by the enormous growth in basic cannabinoid research." 

 
So even the governments approved cannabis farmers have decreed it a safe and remarkable plant. And yet 
we are still denied risk-free access to it. 
 
Security 
 
Cannabis prohibition creates a £6billion criminal market. This criminal market involves well organised 
gangs from E-Europe and Vietnam. Their trade is as ruthless and faceless. Illegally trafficked people are 
'enslaved' to run the illegal 'cannabis farms'.  
 
The underground drugs trade is also supporting terrorism e.g. 90% of street heroin still from Afghanistan. 
 
Human Rights 
 
Despite the current failed war on, otherwise law abiding, citizens of this country, people continue to 
exercise their right to treat themselves as they wish—look at this on Amazon.co.uk: 
 
  #1 Bestselling in : Reference>Dictionaries&Thesauri>Subject Dictionaries>Gardening 
  #1 Bestselling in : Science& Nature>Food&Farming>Reference 
   #1 Bestselling in : Home& Garden>Gardening>Garden Styles>Sensory&Therapeutic Gardens 
   & Position 2241 overall in the Amazon books category. 
 
This has been the case for quite some time. That's an amazing achievement for a gardening book called 
“Marijuana Horticulture: The Indoor/outdoor Medical Grower's Bible”. 
 
In addition to this many large cities and towns in this country have a thriving hydroponics shop or business 
and there are many businesses specialising in selling a range of viable cannabis seeds. Also the internet, 
especially Ebay, offers everything needed for year round home cultivation.  
 
Here's an indication of the scale of the market2—over 100 hydroponics shops in the UK. 
 
These businesses are not supported by the activities of Vietnamese or E-European gangs. They are 
supported by people who's human rights have been denied. They are supported by hundreds of thousands 
who daily risk there liberty and reputation to grow and harvest a clean, safe, proven and effective medicine 
which they consume in their own homes to the detriment of no-one.  There is no victim so how can there be 
a crime? There is a massive and growing demand because ordinary, law abiding, peaceful people like 
myself are slowly waking up to the lies and subterfuge they have been subjected to over the last half 
century. 
 
Cannabis, statistically, does very little, if any, harm (see references below). In the case of cannabis, the 
overwhelming majority of harm results from the destruction of families, the imposition of a criminal 
record, the denial of employment prospects and the denial of safe and effective medicine to genuinely very 
sick people caused directly by the brutality of our judicial system. A system which shows no sentencing 
consistency at all from judge to judge from county to county, from country to country, a situation 
exacerbated even further by members of the judiciary basing their decisions on, largely misinformed, 
personal opinion. I have written to one particularly merciless judge in Sheffield called Goldsack 
complaining about his appalling and malicious treatment of those brought before him for personal 
cultivation of cannabis. I received no response. When judges are appointed they swear on oath to uphold 
the law and apply their vicarious duty of mercy in all their judgements. But in the majority of cannabis 
cases mercy goes out of the window. Paedophiles and rapists receive far less punishment than people who 
simply grow a few plants. Those not incarcerated for cannabis use, even though judges know they need the 

                                                 
2 www.freeindex.co.uk/categories/industry/electrical_supplies/hydroponics/ 
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plant to maintain their health, are warned to stop growing or using or they will face a custodial sentence. 
What a disgusting and immoral stance to take in a civilised society.  
 
Enforcement of unjust laws regarding cannabis has undoubtedly caused more harm than cannabis itself. 
Cannabis is much less harmful than many other substances in less restrictive schedules, like morphine and 
cocaine, not to mention the unscheduled legal mass killers, and origin of enormous social and financial 
harm, tobacco and alcohol. See references below for further info. 
 
References: 
 
http://www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf: NORML summary of recent cannabis research 
 
http://clear-uk.org/wp-content/uploads/2011/08/Grannys-List-July-2011.pdf: Granny Storm Crow's Medical 
Marijuana Reference List—2011—>500 pages of internet references 
 
www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf: A Summary of The Health Harms of Drugs–NHS 
 
The criteria used by the Government to measure the efficacy of its drug policies 
 
Accordingly to a certain James Brokenshire the measure of success is the increasing degree of adulteration 
of street cocaine and the devastating consequences on its users. An amazingly cruel and ignorant opinion 
which demonstrates an appalling contempt for the well being of the citizens of this country. I hope this 
review will take into account this contemptuous ignorance displayed by Brokenshire, May, Henley, Dorries 
et al, and ensure that anyone tasked with proper enforcement of the MoDA is fully educated and imbued 
with the science and facts of cannabis.  
 
The independence and quality of expert advice which is being given to the government 
 
Instead of ignoring, cherry picking and distorting the advice of their experts (or sacking them) the 
government should talk to the real experts—us. At the very least they should ensure that their appointed 
advisers do this. There are hundreds of thousands of educated, experienced, responsible and very 
knowledgeable 'drug' users out here.  
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have 
 
The IDMU report states that £500 million is spent every year on the prosecution of cannabis users. Of this 
£200 million is for police costs. Every day in the media there are reports of police raiding cannabis 'farms' 
or 'factories' along with DC Snodgrass spouting cod science about the misery caused by cannabis etc. Most 
of these raids arise from 'intelligence' from the public making for soft targets and very easy brownie points 
for the police.  
 
Their time could be better spent chasing real criminals with real victims. But the bottom line is that the 
financial input into policing is making no impact whatsoever on the supply of cannabis other than ensuring 
poor quality and higher street prices which in turn is encouraging organised crime, people trafficking, 
electricity theft and property destruction.  
 
Legalise and licence and save £500million pa, receive £3billion in tax pa and create new businesses and up 
to 100,000 jobs . Especially if the opportunity to cultivate industrial hemp, as a cash crop, is encouraged by 
removing the ridiculous limitations currently placed on farmers. A quick and easy win/win for you.  
 
The cost effectiveness of different policies to reduce drug usage 
 
Current policies do not work and are not effective at all in reducing drug usage and, by default, are not cost 
effective. Legislate, educate, tell the truth and stop politicians deliberately spreading lies and deliberate 
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misinformation in public arenas—that' where the money needs spending if value for money (vfm) is to be 
achieved. 
 
The extent to which public health considerations should play a leading role in developing drugs 
policy 
 
Public health considerations should drive drugs policy. But, currently, public health considerations are not 
taken into account at all. The Misuse of Drugs Act 1971 says that it’s about the “misuse” of drugs “having 
harmful effects sufficient to constitute a social problem”. 
 
Health, safety, education and protection of the young should be primary concerns. The current war on users 
is not achieving this in any way. Even FRANK is promoting myths and bad science. Kids aren't stupid, 
when they hear lies about cannabis why should they trust advice on other more dangerous substances? 
 
The relationship between drug and alcohol abuse 
 
Alcohol is a drug, probably the most addictive, harmful, dangerous and socially pernicious drug there is. 
This is a spurious and false distinction and is very misleading. Alcohol and tobacco should be classified 
along with all others.  
 
The comparative harm and cost of legal and illegal drugs 
 
Drugs are not “legal” or “illegal”. What people do with drugs is made legal or illegal under law. Many so-
called “illegal” drugs are in fact much less harmful than “legal” drugs such as alcohol and tobacco. It defies 
any form of sense or logic to not have alcohol and tobacco controlled under the Misuse of Drugs Act 1971 
as clearly they cause far more of a “social problem” than cannabis.  
 
To use the excuse that they are traditional/cultural products and should be legislated for separately is pure 
sycophantic cow-towing to the powerful and influential tobacco and alcohol industries.  
 
The harm caused prescription drugs should also be taken into consideration if comparisons are to made. For 
instance Paracetamol toxicity is the foremost cause of acute liver failure in the Western World, and 
accounts for most drug overdoses in the United States, the United Kingdom, Australia and New Zealand – 
and yet we give it to infants with impunity (Calpol) 
 
The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to 
Public Health England and how this will affect the provision of treatment 
 
So far the neither the Advisory Council on Misuse of Drugs (ACMD) nor the Home Office have managed 
to produce a legal definition of the word misuse. This casts doubt on the validity of the MoDA itself as no-
one is able to define what qualifies as misuse or abuse. 
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances 
 
Advances in molecular science guarantee an almost endless supply of new physioactive and/or 
psychoactive drugs. They will never be controlled by prohibition and make a mockery of current drugs 
policy. 
 
If properly manufactured with proper controls most of those banned (e.g. ecstasy/ 
Methylenedioxymethamphetamine) or naturally occurring highs (psilocybin mushrooms) are much safer 
than the legal alternatives. 
 
The links between drugs, organised crime and terrorism 
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The cannabis market in Britain is worth at least £6billion, which the government has gifted to organised 
crime and terrorists. Illegal cannabis farms are producing a poor quality product, often with human 
trafficked labour and providing funding for other crime and terrorism—all a direct result of prohibition.  
 
About 90% of street heroin still originates in Afghanistan despite the war. What are our security services up 
to?  
 
Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency 
 
Spain, Portugal, Holland, Switzerland have developed, or are in the process of developing, their own 
successful policies. UK should do same. 
 
What happens in the UK is that a large corporation is allowed to grow 20 tons of cannabis a year and 
market it across the world in liquid form, PCTs allow doctors to prescribe it (in contravention of Schedule 
1) but only if they agree the £400 per month cost. Anyone else doing this risks a criminal record, a large 
fine, job loss and possible incarceration.  
 
GW Pharmaceuticals, holders of this illegal monopoly have never been investigated by the Competition 
Commission.  
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, 
HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: 
the case for justice reinvestment, HC 94, 2009–10).” 
 
All drugs should be legalised, taxed and controlled properly. Prohibition is the problem and causes most 
harm, prohibition is causing the 'dilemma'.  
 
I have had a friend commit suicide because of alcohol, I have watched loved ones die horrible deaths as a 
result of smoking tobacco. 
 
I have never met or known anyone harmed by cannabis, or made violent. 
 
Legalise, communicate, educate—treat all drugs as drugs including alcohol and tobacco and classify them 
according to harm—that is the only way ahead.   
 
First step would be to allow GPs to prescribe Bedrocan whilst allowing small scale personal cultivation of 
6 plants or 1 sq metre to be reviewed after 12 months for people like myself.  
 
January 2012 
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Written evidence submitted by Dara Fitzpatrick [DP018] 
 
1) Introduction 
 
I am a 31 year old unemployed man. I am single and live with a house mate and my dog. I have 
suffered from ulcerative colitis, which is a type of inflammatory bowel disease, since I was 13. My 
symptoms include blood and mucus in my stool and a feeling of always needing to go to the toilet 
and difficulty emptying the bowel, tiredness and no appetite. After barium enemas, sigmoidoscopes, 
and a fibre optic camera I was diagnosed and given medication which included, up to 16 tablets a day 
and up to 4 enemas a day. All this while I was doing my GCSEs and A levels. The medication helped 
to stop the bleeding but I suffered from increased cramps and having to go to the toilet more 
frequently. When I left school I started work but was laid off from jobs I believe because I would take 
too long in the bathroom. I ended up unemployed for a few years and was given an opportunity to 
work in a bar in Lanzarote. So I decided to go over for the summer. I was introduced to Cannabis in 
Lanzarote. I had never tried drugs before because they were illegal and I therefore thought they were 
dangerous. But my Spanish boss told me that cannabis has been used for thousands of years and it 
can't kill you. After a few drinks one night I saw him rolling a spliff and passing it to all his friends 
after work. I tried it but couldn't understand all the fuss over it. I wasn't going mad, or didn't feel like I 
wanted to jump out the window, I just felt nice. My summer in Lanzarote turned into 4 years. In those 
years I stopped taking all medication because I had no need for it anymore. I learned that in Spain, 
there is tolerance of cannabis use and that it was legal to grow your own cannabis for your personal 
use. The selling of cannabis is not permitted. I even ended up growing my own plants. Since my 
return to the UK I told my Doctor that smoking cannabis stopped the bleeding and helped ease the 
uncomfortable cramps but he didn't seem impressed. I wish it to be legal for me to grow my own 
cannabis but a licence costs thousands of pounds, that's supposing the Home Office will issue it in the 
first place. 
 
2) Is present policy fiscally responsible? 
 
The following is a link to a report published by The Independent Drug Monitoring Unit on 26 August 
2011: 
 
http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf.  
 
It is here they conclude, "There  are  between  1.7 million  and  3.6 million  active  cannabis  users  in 
 the  UK consuming  between  620  and  1,400  metric  tonnes  of  cannabis each  year  with 
 an estimated  market  value  of  between  £2.9  and  £8.6 billion  per  annum.  The  best estimates are 
an average 2.7million active users consuming 1,037 metric tonnes with an estimated street value of 
£5.9billion per annum." If laws were changed this money could be taxed and help pay for public 
services or the national debt. Also the report shows that in 2009 there 849 people sentenced to 
immediate  custody for  cannabis  offences  including  possession,  possession  with  intent  and 
 supply. And if the average cost to imprison someone is £45,000 per year then in 2009 it cost 
£38,205,000 to imprison these people. This strongly indicates that current policy is not fiscally 
responsible. 
 
3) Is policy grounded in science, health, security and human rights? 
 
I do not believe this to be true when it comes to cannabis. If we listen to scientists and not the Daily 
Mail, it can be seen that there is ample information suggesting cannabis can be used as medicine for 
many different diseases. The Department of Health has a report titled  'A Summary of the Health 
Harms of Drugs'.1 The report discusses Cannabis and states that "no cases of fatal overdose have been 
reported" and there is "no evidence of structural change in brains of heavy long term cannabis 
users". The National Organization for the Reform of Marijuana Laws (NORML) published on their 

                                                      
1 www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
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website a review of recent scientific literature on research on medical marijuana from 2000 to 2011.2 
Science and Health are two fields of research strongly supported by the Government and I hope the 
relevance of all research is considered fairly in the review of any related drug policies. 
 
Current policy does not give me any security in my own home because I could have my front door 
knocked down by the police and arrested for smoking a £20 bag of, as I see it, medical marijuana. In 
terms of human rights and cannabis, there is none. I can legally go to Asda, buy as much alcohol as I 
want and drink myself to death. I can legally buy tobacco which will give me cancer and kill me. I can 
eat all the fast food I want and get a heart attack but I can’t relax and smoke a spliff. 
 
I hear politicians talking about terrorism in other countries and how they attack us because they are 
jealous of our free society. So I ask, is it not the principle of a free society that people should be able 
to do whatever they like as long as they cause no harm to other people? 
 
4) The criteria used by the Government to measure the efficiency of its drug policies 
 
I do not think the way that the government decides its drug policy and measures how it is working is 
effective. Most of the answers submitted to parliamentary questions to the Home Secretary suggest 
that the government does nothing to measure the effectiveness of its drug policies. Both the National 
Audit Office and the Public Accounts Committee have previously commented that drugs policy is run 
on the basis of politicians opinions rather than evidence. 
 
5) The independence and quality of expert advice which is being given to the government. 
 
I recall in 2008 Professor David Nutt released a report trying to put drug harms into perspective with 
harms in other parts in life. When he refused to resign for expressing unbiased evidence that did not 
comply with Government policy, he was sacked.  The resulting impression is that politicians will not 
agree with scientists if the evidence shows the politicians were incorrect in the first place. Instead of 
listening to new advice they would prefer to save their reputation. I don't understand this. I hope 
common sense will prevail. 
 
6) Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have. 
 
According to the Independent Drug Monitoring Unit,3 £500million is spent every year on the criminal 
justice system for cannabis offences alone, of which £200million is spent on police costs. There must 
be better uses for this money, especially with the state of the economy now. 
 
7) The cost effectiveness of different policies to reduce drug usage. 
 
Cannabis has been used for thousands of years and has been illegal for only the past 100 years or so. 
The IDMUs report is an excellent read considering the money spent catching cannabis users, taking 
them to the courts and imprisoning them. I don't understand why the government won’t address this 
and just admit that the war on drugs has failed and it is time to take a new approach. 
 
8) The extent to which public health considerations should play a leading role in developing drugs 
policy.  
 
I find this a joke. I believe that if the government really cared about our health, then, Tobacco and 
alcohol would be illegal to consume. Cars would be limited to 40mph and have cotton wool bumpers, 
the list could go on and on. It is not my health the government is concerned about, it is about 
preventing a social problem. What about the employment problem. We could address this problem 

                                                      
2 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
3 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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with an end to prohibition of cannabis. We could have jobs for farmers, plumbers, Electricians, 
inspectors, then we could open cannabis bars selling it to over 18s only and 5grams maximum at a 
time like in Amsterdam. And then if people wanted to grow their own they could get a  licence. Laws 
can be changed to protect  children. Currently the only ID needed to buy cannabis or any other drug is 
a £20 note.  
 
9) The relationship between drug and alcohol abuse 
 
In my own experiences I have found that some people have addictive personalities, and will do 
anything for a buzz be it getting drunk, stoned, cheating on their wife, jumping out of a plane. Things 
that give us pleasure make us want to experience that pleasure again and again and this is what 
becomes addictive. But for some, they find one thing that is a vice to them like the guy who drinks too 
much or the guy who always cheats on his wife or me I smoke weed, every day. I have tried Cocaine 
before in Spain. I didn't like it. I took an Ecstasy pill once with my brother. I didn't care too much for 
that either. I hate alcohol, it made me sick and I hate the way it makes people act so pathetic when 
they take too much. I believe cannabis to be much more civilised. I enjoy smoking cannabis and the 
fact that it eases a medical condition and enables me to live without a dependency on prescription pills 
is essential for me.  
 
10) The comparative harm and cost of legal and illegal drugs. 
 
I have tried Salvia Divenorum, which is one of these legal highs. It can be smoked in a similar way to 
cannabis. I decided that I would try some because I had had no cannabis in a few weeks and my colitis 
had flared up again. I took the weakest strength and it cost £15. I took it home and had a hit. I felt a 
warmth rising from my stomach followed by a cold shiver and 10 minutes of hysterical laughing. I did 
not enjoy the experience but found myself taking it on two more occasions and promised myself that I 
would never take it again. I believe Salvia to be far more dangerous and addictive than Cannabis and 
frankly cannot believe that it can be bought legally while cannabis remains Illegal. 
 
11) The links between drugs, organised crime and terrorism. 
 
I know that I have contributed to terrorism by buying cannabis, especially living in Northern Ireland. I 
would have to buy my stuff from a guy who gets it from terrorists. But if I could have bought 
cannabis from an off licence or public house/coffee shop type establishment, I would, gladly safe in 
the knowledge that what I am smoking is not contaminated and I am contributing to the economy. I 
hear of stories of cannabis factories set up in entire 5 bedroom houses with Vietnam and Chinese 
nationals running the factories. They are trapped in these houses and made to work as slaves. People 
have been brought from Vietnam to the UK, promised restaurant work or something similar and then 
brought to cannabis houses and told if they don’t tend to the plants, they’ll be killed. I believe that if 
cannabis were legalised and regulated by the government, then the amounts of these operations would 
decrease. 
 
I am a supporter of Clear and I support their aims and objectives.4  
 
January 2012 

                                                      
4 http://clear-uk.org/aims-objectives/ 
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Written evidence submitted by Neil [DP019] 
 

My name is Neil, I'm 35 years old. After my dad was told he has prostate cancer I done some research 
on the web. I found that cannabis can help. Now armed with the info I set to work. I'm a good person 
but now I was going to be a criminal. I got hold of some cannabis herbal. I made some cannabis 
cream to rub on his joints that have arthritis and some cannabis infused oil. Like satevex the legal 
cannabis spray. What I made has helped my dad to walk about more freely with way less pain and as 
for the cancer I'll know when his next cancer count is done.  
 
Sorry about any spelling mistakes.  
 
January 2012 
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Written evidence submitted by Allan R Davie [DP020] 

I would like to contribute to reforming the law on Cannabis and help with the Taxation. For the past 2 
years I haven’t been able to work because I was wrongfully arrested and held for 16 hours and 
released with no charges, which has made me have a break down and I lost all my hair because of it.  
 
I lost all my contracts as Painter and Decorator and my family have suffered because of this. The 
medications from the doctor have not helped, but have found Cannabis and the study of historical 
medicines, as well elements of science, so beneficial that it can no longer be ignored. 
 
1) I feel our country is being left behind in an ever changing world, as cannabis is the Number 1 cash 

crop of the future and we are losing hundreds of thousands of Pounds. Cannabis has been my life 
and is more of a religion, in which I mean it has given me spiritual faith where the church failed. I 
am a passionate, patriot of QUEEN and Country, which has filled me with pride and makes me 
proud to be British. Now the first time in my life I feel compelled to write and stand up for my 
beliefs, that which I have been taught, by my British schooling and by the Morals and Ethics of 
being a British Citizen. 

 
2) My country makes me feel like a criminal and I never broken the law in my life. 
 

The prohibition and the continual harassment by governmental agencies, because of the 
propaganda surrounding Cannabis have destroyed families all over the country and have a 
profound effect on the financial structure. 

 
Society then has no choice but to turn to alcohol as it is legal, but the irony is this; has more 
devastating effect on society as a whole, this breaks down families, communities, religion and 
faith. 

 
3) This also leaves the British public open to un documented Terrorist attacks, as a lot of Black 

market cannabis is contaminated and is an underlying concern, this really brings to light the 
importance why we make clear reforms now. 
 
Millions of British pound are being taken out of our country by organized crime on the black 
market, and hundreds and thousands of pounds go to countries that legalize cannabis like Holland. 
 
We should follow their example of controlling and monitoring this new commodity as a 
commercial value. 
 
We should also encourage domestic home growing as this would be the easiest way to tax an 
individual, as well as help mail order and retail. Growers also use more electric so major 
companies would also profit. It would also promote new avenues for pioneers and inventors who 
are repressed by this age old law. 

 
4) Great Britain is a farming county and we need to put aside our stereotypes, to use our God given 

right to grow; as it is against our right as a human to be denied that of which we are taught. 
Education of future generations is key, to evolution and we cannot evolve as a nation as we are 
repressed by the very law that protects us. 
 
We need to start educating and opening our mind to medical values of cannabiniods, in the 
evidence put forward by scientist and doctors, which can be financed by the very product, as it 
already has a international commodity. 
 

5) The Law dates back to 1924 as I understand, and is a result of Egyptian Propaganda, which is 
surrounded in myths and magic. Because Alchemy was considered Black magic the study of black 
arts was outlawed in the 1400, the results of the Christian crusade, caused an unbalance of 
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religions, which caused resentment. Egyptians didn’t want England to benefit from the healing 
power of this ancient medicine, hence turning Gold back to lead. 
 
Alchemy was a spiritual study of enlightenment and is the base for all religions. It turns depression 
(lead, Pb) into an enlightened consciousness (Gold, Au). 
 
The German’s used their influence of Egyptian leaders and Advisors in the 1900 as propaganda, as 
they didn’t want Britain to have this knowledge or the extra finance building up to the WW1. 

 
6) We now have a chance to put all those Wrongs Right, and join all communities in society. 
 
The Spirit and pride of Great Britain will return and religions will live in Harmony as we would all be 
on the same frequency in to a United Kingdom. 
 
January 2012 
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Written evidence submitted by Mary Brett [DP021] 
 
Mary Brett, Former biology teacher (30 years—grammar school for boys), Trustee of CanSS (Cannabis 
Skunk Sense), Member of PandA (Centre for Policy Studies) and former Vice President of Eurad. 
 
The Independence and quality of expert advice which is being given to the government. 
 
Executive Summary 
 
Prevention is the policy of this Government but harm-reduction organisations are being consulted for 
information and evidence—the Advisory Council on Misuse of Drugs (ACMD), Drugscope and the John 
Moores University Liverpool.  
 
Information on cannabis from these sources is out-of-date, misleading, inaccurate, has huge omissions and is 
sometimes wrong. It does not stand comparison with current scientific evidence.  
 
Children do not want to take drugs. They want reliable information to be able to refuse them.  
 
Tips on safer usage and ‘informed choice’ have no place in the classroom.  
 
Prevention works. 
 
1. Current information about drugs being given to this government comes mainly, if not entirely, from harm-
reduction organisations. I find this astonishing. The policy of this Coalition Government is prevention.  

 
2. I had long suspected, and had it confirmed by BBC’s Mark Easton’s blog 20 January 2011, that ‘Existing 
members of the council (ACMD) are avowed "harm-reductionists". Drugscope, a drugs information charity 
paid for entirely by the taxpayer, has always had a harm reduction policy. We find statements like, 
‘prevention strategies are not able to prevent experimental use’ and ‘harm minimisation reflects the reality 
that many young people use both legal and illegal substances’. And the John Moores University in Liverpool 
has been at the forefront of the harm reduction movement since the eighties. Pat O'Hare, President of the 
International Harm Reduction Association (IHRA), said: “As founder of the first IHRA conference, which 
took place in Liverpool in 1990, it gives me a great sense of pride to see it coming 'home' after being held all 
over the world in the intervening 20 years”. 
 
3. FRANK is the official government website providing information to the public, especially children 11-15. 
I have learned that the information for the recently re-launched FRANK website came from The John 
Moores University. A member of the FRANK team, Dr Mark Prunty was involved in a commissioned report, 
‘Summary of Health Harms of Drugs’ published in August 2011. 
  
4. Harm reduction has its place in the treatment of addiction, e.g. reducing the dose till abstinence is attained. 
But no place in the classroom where well over 90% of children have no intention of ever taking drugs. Harm 
reduction can and does sometimes act as a green light.  
 
5. This government says it wants to stop young people from ever starting to use drugs, but that’s not the aim 
of harm reductionists. They assume children will take drugs anyway, so give them ‘tips’ on taking them 
more safely, and offer them ‘informed choice’. And for some reason I have never understood, they always 
downplay the harmful effects of cannabis—information is vague, inadequate, misleading, out-of-date and 
sometimes completely wrong. 
 
6. Brains are not fully developed till the 20s, the risk-taking part developing before the inhibitory area. 
Children from seven upwards are simply incapable of making the right decision. They need to be protected, 
not abandoned to make critical life choices. Only 30-40% will ever try drugs—a world away from regular 
use. What other illegal activities do we invite them to choose—pilfering, graffiti-spraying? Harm reduction 
advocates are so wrong. Children don’t actually want to take drugs. They want sound, reliable and full 
information to help them refuse drugs from peer group users who are pressuring them. I know—they’ve told 
me. Harm reduction policies are tantamount to condoning drug use.  
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7. Prevention works. The prevention campaign in USA 1979-1991 saw illicit drug users drop from 23 to 14 
million. Cannabis and cocaine use halved. Over 70% abstained from cannabis use because of concern over 
physical and/or psychological harm (P.R.I.D.E. survey USA 1983). In Sweden, 2010 ‘last month use’ of 
cannabis was 0.5% (ages15 to 64), European average—3.7%. 
 
8. Overall, drug use may have fallen in the last 10 years but the last BCS reported that there had been a 1% 
increase in the ‘last year’ use of cannabis among 16 to 24 year olds in the UK. This amounts to around 
55,000 people—no room for complacency.  
 
9. At a meeting of the FRANK team, Dr Mark Prunty, asked me to send my large scientific report on 
cannabis (‘Cannabis—A general view of its harmful effects’, written for The Social Justice Policy Group, in 
2006, fully endorsed by eminent scientists, and regularly updated), and all new research papers that I 
received. He also had the two books I have written (‘Drug Prevention Education’ and ‘Drugs—it’s just not 
worth it’1). I wasted my time. Why is there no scientific researcher on the FRANK team or at least 
temporarily co-opted? 
 
10. One of the John Moore’s staff members, Dr Russell Newcombe helped to pioneer the harm-reduction 
movement in Merseyside from the mid-1980s and was Senior Researcher for Lifeline Publications & 
Research (Manchester, 2005-10). Lifeline literature on drugs, used in some schools, is hugely harm reduction 
based. Several leaflets and DVDs on ‘How to inject’ are freely advertised on the Internet and can be easily 
accessed, as are needles, by children. Children are scared of injecting—now they needn’t worry! 
 
11. The last paragraph in Lifeline’s Big Blue Book of Cannabis says, “If we look at our crystal ball at the 
world of tomorrow what can we expect to see? More medical uses for cannabis; stronger types of weed 
appearing on the streets; more laws; more fiendish ways of catching users and the same old hysterical 
reactions to people smoking a plant”—That says it all! 
 
12. My analysis of the cannabis information in the ‘Summary of Health Harms of Drugs’ pages 31-33 
follows:  
 
13. ‘No cases of fatal overdose have been reported’. Isn’t it the same with tobacco? 
‘No confirmed cases of human death’. ‘Stoned’ drivers kill themselves/others.  Cancers recorded, especially 
head and neck at young age (Donald 1993, Zang 1999).  Serotonin, ‘happiness’ neurotransmitter depleted 
(Gobbi 2009) causing depression—can lead to suicides (Fugelstad (Sweden) 1995). Violence from psychosis 
or during withdrawal, murders documented in the press and coroners’ reports. Teenagers have had strokes 
and died after bingeing (Geller 2004).   
 
14. Stength: No figures are given for Tetrahydrocannabinol (THC) content. Skunk now averages 16.2% but 
can range up to 46% THC, old herbal 1-2%, Hash 5.9% (Home Office Report 2008). No warning that skunk 
occupies 80% of the UK market, hash 20%. FRANK says that skunk is 2-4 times stronger than old herbal 
cannabis—wrong! They mislead the public by comparing it with hash. The enlightened Dutch, who know 
about drugs, have now banned any skunk with a THC content over 15%, equating it with cocaine and heroin. 
The vast bulk of our young users are smoking what amounts to a class ‘A’ drug!  
 
15. 50% of THC will remain in cells for a week, 10% for a month. The John Moores report makes no 
mention of its persistence. Numerous studies show the adverse effects of this on academic results (Grade D 
student 4 times more likely to use cannabis than one with A grades, USA 2002) and personality. Users 
become inflexible, can’t plan their days, can’t find words or solve problems, development stalls, they remain 
childish. At the same time they feel lonely, miserable and misunderstood (Lundqvist 1995).  
 
16. Psychosis: Not reported is that anyone (with/without family history) taking cannabis can develop 
psychosis if they take enough THC (Morrison, Robin Murray team 2009). D’Souza (2007) had also shown 
this. Cannabis increases dopamine (pleasure neurotransmitter) in the brain. Excess dopamine is found in 
brains of schizophrenics.  The first paper linking psychosis and cannabis was published in 1845! The report 

                                                           
1 All available on www.cannabisskunksense.co.uk 
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says: ‘Health effects of increases in the potency of cannabis products are not clear’. Skunk users have been 
found to be 7 times more likely to develop psychosis than hash users ( Di Forte, Murray’s team 2009). 
 
17. No mention of absence of Cannabidiol (CBD) (anti-psychotic) in skunk, so psychotic THC is not 
counteracted! Old herbal cannabis had equal amounts CBD and THC. (McGuire 2008 and 2009, Morgan 
(2010), Demirakca (2011) etc. Dependence risks and psychotic symptoms are blamed on bingeing—regular 
use is enough! It is suggested that psychotic or schizophrenic patients may be self-medicating negative 
symptoms—disproved in several papers (Degenhardt 2007, Van Os 2005). 
 
18. They say that likelihood of progressing to other drugs is more to do with personality, lifestyle and 
accessibility than a gateway effect. Swedish research (Hurd 2006, Ellgren 2007) on animals finds THC 
primes the brain for use of others, and Fergusson (2006 and 2008) in a 25 year NZ study from birth found 
cannabis to be the single most significant factor for progressing.  
  
19. It is claimed that there is ‘no conclusive evidence that cannabis causes lung cancer’ We don’t have 
conclusive proof for cigarettes and lung cancer! ‘Evidence for the effects on the immune system is 
limited’—over 60 references in my report! No warning that people should not drive within 24 hours of 
consumption (Leirer 1991).  
 
20. Children born to cannabis-using mothers may have ‘mild developmental problems’. Fried has followed 
child development since 1987. He has found cognitive impairment, behaviour and attention problems, babies 
twice as likely to use the drug at adolescence. Goldschmidt (2002) found delinquent behaviour, Bluhm 
(2006) warned of an increased risk of neuroblastoma, a childhood cancer.   
 
21. Now several recent papers demonstrate structural brain damage e.g. Welch (Sept 2011) loss of volume in 
thalamus, Solowij 2011 smaller cerebellum white matter volume, Ashtari (2011) loss in hippocampus 
volume, (Yucel 2008, Rais 2008). 
 
22. I have cited only a few references, there are well over 600 in my report.   
 
23. At least one piece of information in FRANK’s magic mushroom (Psilocybe - Liberty Caps) section is not 
in the Moore’s report, so where did it come from? The extremely poisonous familiar red/white spotted 
fungus, the Fly Agaric, is included. This is serious—it should not be there. Its inclusion is even more 
alarming as the amount used (1-5g) and the fact that it should not be eaten raw are given—blatant harm 
reduction advice! A child could die! 
 
24. New posters from FRANK: 
 
www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/frank/coke-poster 
  
www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/frank/meow-poster 
  
www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/frank/skunk-poster 
 
My pupils would have used words like: pathetic, patronising, trite, useless and positively encouraging drug 
use—and so would I.  
 
25. I repeat—children don’t want to take drugs. They want a sound education and good grades, free from 
hassle and the pressure to take drugs.  
 
26. Drugscope’s cannabis information updated 2011 is even less reliable than FRANK’s. They continue to 
deny that cannabis can cause physical addiction, say ‘There are suggestions that the drug can in rare cases 
trigger psychosis, a factor that led to the government in 2009 to reclassify cannabis’ (Drugscope disagreed 
with the reclassification), state that the strength of skunk is 12-14% THC when in 2008 it averaged 16.2%, 
and completely ignore all the Swedish and New Zealand evidence for the ‘Gateway Theory’. Professor 
Murray’s 2009 papers are not mentioned, and in a reply to me, the writer of Drugscope’s literature, seemed 
to think it was the THC that caused cancers, not the smoke.   
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27. In 2006, Professor David Nutt said that LSD and Ecstasy probably shouldn't be class A. In May 2008 I 
attended an open meeting of the ACMD at which a presentation (by Pentag) on ecstasy was given—a meta-
analysis commissioned by the ACMD. I was concerned about their conclusions so contacted the foremost 
ecstasy researcher in Britain, Professor Andrew Parrott of Swansea University.  
 
28. Incredibly Professor Parrott knew nothing about the proposed down-grading of ecstasy by the ACMD 
until I alerted him. He was leaving for Australia to Chair an International Conference on Ecstasy and sent me 
his numerous publications. I passed them to the ACMD. When he returned, having missed the evidence—
gathering meeting in September, I alerted him to the open meeting in November. He had to send 3 e-mails 
before they answered and allowed his presentation to go ahead. He was given a mere 20 minutes.  
In an open letter to the ACMD on November 13 he wrote:  

29. I cannot believe that I have spent the past 14 years undertaking numerous scientific studies into 
Ecstasy/MDMA in humans, then for the ACMD to propose downgrading MDMA without a full and very 
detailed consideration of the extensive scientific evidence on its damaging effects. My research has been 
published in numerous top quality journals, and can be accessed via my Swansea University web-page.   

30. Professor Nutt, who was Chairing the ACMD meeting on November 25 2008 for the first time was 
severely criticized by Professor Parrott. He said that Nutt made numerous factual errors, e.g. that there were 
zero dangers from injection of MDMA. Parrott said it was probably safer to inject heroin. Nutt said that 
ecstasy was not addictive, involved no interpersonal violence, was not responsible for road deaths, did not 
cause liver cirrhosis or damage the heart. Scientific work demonstrates that users show compulsive and 
escalating use, midweek aggression, that driving under its influence is extremely dangerous, that it is 
hepatotoxic—liver transplants have been needed in young people under 30, and profound cardiovascular 
effects. Professor Nutt did not defend himself in our presence. Nor to my knowledge has he since! 
 
31. Answers from Anne Milton, Minister for Public Health given to Parliamentary Questions from Charles 
Walker MP, October 2011 include: 
 
32. The Medical Research Council (MRC), funded by The Department of Business, Innovation and Skills, is 
supporting Professor Glyn Lewis in his research on adolescence and psychosis and Professor Val Curran’s 
research into the vulnerability of people to the harmful effects of cannabis.  
 
33. Professor Lewis, widely quoted on the Web by Peter Reynolds (CLEAR—Cannabis Law Reform) said 
that, ‘there is no certainty of a causal relationship between cannabis use and psychosis’, and announced that 
the risk of psychosis from cannabis use is at worst 0.013% and perhaps as little as 0.0030%. Professor 
Curran is a member of Professor Nutt’s Independent Scientific Committee on Drugs (ISCD).  
  
34. I find it incredible that there is essential sound accurate up-to-date scientific information about the effects 
of cannabis available in scientific journals and publicised in the press and the public is not being made aware 
of it by FRANK, the official Government website. Why has FRANK not been taken to task?   
 
35. While the harm reduction lobby are being consulted, persisting with their own agendas, and the 
preventionists supporting the Government’s New Strategy not listened to, nothing will change.  
 
36. Prevention is better than cure. Prevention is what every parent wants for their children. Prevention is 
common sense and it works.  
 
37. Meanwhile, while we wait for common sense to prevail, some children will become psychotic, addicted, 
move on to other drugs, drop out of education or even die. And the parents I work with will be left picking 
up the pieces. 
 
January 2012 
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Written evidence submitted by James Gordon [DP022] 
 
The call to action asks: is the Governments 2010 Drug policy a ‘fiscally responsible policy with 
strategies grounded in science, health, security and human rights’? 
 

1. Science I would put it to you that the resignation of Professor David Nutt, who cited 
scientific facts when he argued some illegal substances are safer than legal ones, proves 
beyond a shadow of a doubt that they are not grounded in science. There are many scientific 
studies that show the disparity between some substances classification and their lethality. 
Further if you look at the statistics from Portugal’s Decriminalization act, it shows a policy 
of treating addicts as patients rather than criminals has more than halved the number of 
addicts since 1990. 

2. Health The least we should expect from our Government regarding Drugs, would be to 
provide us with the best medication available. If some substances are deemed illegal and 
barred from use in medication just because of their history and public perception, then we 
have been done a great injustice. Surely some legal medication can have similar 
psychoactive effects and be even more harmful and addictive, so why has the select few 
been demonized and denied? While others are approved for use by our Doctors? 

3. Security I know little about the international and border security that our drug enforcement 
policy demands, but I can see what it does in my neighborhood. Drug dealers competing 
with each other and selling unregulated causes so many local problems.  

4. Human rights The United Nations Universal Declaration of Human rights states that we are 
each entitled to: 

a. Everyone has the right to freedom of thought, conscience and religion; 18 
b. No one shall be subjected to arbitrary interference with his privacy, family, home. 12 

5. Amongst others, these all pertain to our mental and spiritual freedoms we all enjoy. I would 
argue that this should also expand to our bodies and what we chose to do with them. Mark 
Twain said “My body is my own, at least I have always so regarded it. If I do harm...it is I 
who suffers, not the state.” If we have the freedom to abuse our bodies with alcohol and 
tobacco why not anything else? 

 
In Conclusion 
These are a few of the simple facts that have been ignored by our government in favor of a ‘safe’ 
policy that does not go against public opinion. A whole industry has had the profit handed to drug 
dealers while the public still pays all the bills. All I ask is that any future policy is dictated by proper 
scientific study, not the opinion of the misinformed. 
 
January 2012 
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Written evidence submitted by Richard Spooner [DP023] 
 
Hi, my name is Richard Spooner, I am 33. I am currently unemployed, my profession is catering. I live in 
Aston, Birmingham. I am a smoker of cannabis, I have also grown cannabis in the past (and received a 
criminal conviction for doing so). I currently use cannabis to treat a few conditions, they are: asthma, 
depression, back pain and as of the past two weeks I have been using it to treat the pain I have as a result 
of breaking my metacarpal bone. I used to use inhalers for my asthma, I have tried medication for 
depression and I would have used painkillers for pain. I now use none of the above, I don't need to pay for 
these prescription drugs (that come with side affects), I can use cannabis to treat all my conditions (which 
doesn't come with side effects). 
 
2. Is present policy fiscally responsible? 
 
I believe that current policy isn't fiscally responsible. Criminals are making cash hand over fist, at least £6 
billion a year!1 This money has been generated yearly for an awful long time, not only has this money not 
been going into the hands of the UK population, but the government has spent/wasted untold money 
trying to enforce, unenforceable drug policy. It's a losing battle. 
 
3. Is policy grounded in science, health, security and human rights? 
 
I believe that the UK Government currently ignores the advice given with respect to cannabis prohibition. 
The Advisory Council on Misuse of Drugs (ACMD) has asked again and again for decriminalisation of 
drug possession2 (cannabis being one such drug), yet the UK Government ignores this advice. Not only 
does the UK govt ignore advice given to it by independent bodies, but it goes ahead with steamrolling in 
new laws, such as when the UK Govt ignored the advice of the ACMD and outright banned Mephedrone. 
The choice to ban mephedrone wasn't based on science, health, security or Human Rights but more on 
knee jerk reactions to sensationalist media reports3 by politicians fearing losing votes or fearing bad 
publicity in the media. There are mountains of peer reviewed studies4 5 that confirm the efficacy of 
cannabis in treating many ailments, with this in mind the government still lies about cannabis by stating 
"cannabis has no medicinal value" (James Brokenshire MP, 2011). The current drug policy is a sham, it 
aims to protect people, this couldn't be further from the truth, currently all a child needs to buy any form 
of drug is a £10 or £20 note. My Human Rights have been trampled on more than once by the police 
invading my house or arresting me for my personal beliefs, many more of my Human Rights have been 
violated as well. 
 
4. The criteria used by the Government to measure the efficacy of its drug policies. 
 
I wasn't aware there was a criteria used to measure the efficacy of its drug policies. If there is a criteria to 
follow, then the government clearly aren't following it. Anyone with an ounce of sense can see that drug 
policy is causing untold misery to thousands if not millions of people in the UK on a daily basis. I thought 
that the government just followed media and lobby groups with regards to drug policy. 
 
5. The independence and quality of expert advice which is being given to the government. 
 
I believe the government is being given sound impartial expert advice by the ACMD, but even though 
this is the case the government constantly ignores the advice of this body. Professor Nutt was sacked from 

                                                 
1  http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
2 http://transform-drugs.blogspot.com/2011/10/acmd-repeats-call-for-decriminalisation.html 
3 www.deepdyve.com/lp/pier-professional/addicted-to-distortion-the-media-and-uk-drugs-policy-WH44uM74E0 
4 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
5 www.calgarycmmc.com/ 
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the ACMD for expressing his views that cannabis, ecstasy and LSD were all safer than alcohol, a fact 
confirmed by the Office of National Statistics6 and the National Health Service (NHS)7. So why sack a 
man that is telling the truth and then carry on lying about drugs and their harms? Also Les Iversen (the 
Chief Drugs Advisor) has highlighted the medicinal benefit/potential of cannabis8. As I stated, the peer 
reviewed evidence is being ignored by politicians for fear of losing votes or the having the media jump on 
their backs, at no point is the government thinking about the UK populace. 
 
6. Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have? 
 
Cannabis related offences alone costs the criminal justice system £500 million a year.9 Huge savings 
could be made if cannabis (and other drug) use was decriminalised. The amount of police resources 
wasted on apprehending cannabis users is staggering, this money could be spent bringing murderers, 
rapists and paedophiles to justice, instead of harassing a person for a crime that has no victim. 
Approximately £200 million would be saved annually by not prosecuting cannabis users, even more 
money would be saved if you consider decriminalising other drugs such as MDMA, LSD and magic 
mushrooms. 
 
7. The cost effectiveness of different policies to reduce drug usage? 
 
Year on year the UK government has endeavoured to try and limit mans use of illicit drugs, including 
cannabis, and year on year drug use has risen10. Humankind has been using cannabis safely and 
effectively for over 5,000 years, only in recent times has government tried to stop this from happening, to 
no avail. Countries such as Portugal and Spain have seen the errors of their ways and have decriminalised 
cannabis—and other drugs—results have shown that instead of cannabis use increasing it has actually 
decreased. So I would say that the current policy is not cost effective, and it amounts to burning taxpayers 
money. 
 
8. The extent to which public health considerations should play a leading role in developing drugs policy. 
 
I believe that there are no health considerations with regards to drug policy. Cannabis can treat multiple 
ailments, MDMA and LSD can treat such issues as Post-traumatic stress disorder (PTSD) and depression, 
research into these areas is hindered by the government, again, not because of health concerns, but 
because of the fear of losing votes and the potential backlash from the media (not the people, the media). 
 
9. The relationship between drug and alcohol abuse? 
 
I don't personally see a relationship between drug and alcohol abuse. Back when I was young I used to 
drink plenty of alcohol, I didn't drink alcohol because I was using cannabis, ecstasy, LSD, magic 
mushrooms or other drugs, in fact when I have used other drugs I have had no need for alcohol. When I 
reached a certain age, I had settled on which drugs were the ones I wanted to take: cannabis, ecstasy, LSD 
and Dimethyltryptamine (DMT) being but a few. Alcohol didn't make it onto my list, neither did tobacco 
(two legally available deadly drugs). There is no relationship between drug and alcohol abuse. 
 
10. The comparative harm and cost of legal and illegal drugs. 
 

                                                 
6 http://neurobonkers.com/2011/12/22/the-year-in-drug-deaths-and-data-fraud/ 
7 www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
8 www.youtube.com/watch?v=_7wZpt22Kpo 
9 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
10 Seizure of Drugs in England and Wales 2009/10 (and issues before this) 
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'Legal' drug deaths last year. 'Illegal' drug deaths last year: 
Alcohol: 8,664   Mephedrone: 2 
Tobacco: 81,400  MDMA: 5 
Paracetamol: 98   Cocaine: 59 
Tramadol: 54   Heroin: 487 
Anti-depressants: 157  Amphetamine: 33 
Benzodiazipines: 35 
 
So clearly from these figures (from the Office of National Statistics) the harms that are most affecting 
society don't lie at the door of 'illegal' drugs, but firmly at the door of 'legal' drugs. The costs involved 
with treating 'legal' drugs is much more than 'illegal' drugs, as confirmed by the Office of National 
Statistics and the NHS. 
 
11. The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances. 
 
I don't think that you will ever be able to have legal framework that will control legal or illegal highs, you 
can write all the laws you like, people will still break them and take drugs. People are only taking legal 
highs because the quality of street drugs is declining, they also take them because they can't be arrested 
for them, which is an interesting point, people are taking these untested chemicals because the normal 
drugs that got them 'high' are illegal and they fear persecution, therefore the government is playing their 
part in pushing drug users towards dangerous untested drugs with their policies and framework. 
 
12. The links between drugs, organised crime and terrorism. 
 
Obviously there are links between the above. Cash from one is funnelled into the other two. This in itself 
is causing untold misery to many people, again its current UK drug policy that puts this cash in the hands 
of criminals and terrorism, instead of the money from drugs being funnelled into drug education, the 
NHS, policing, and other productive community needs. 
 
13. Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency. 
 
As stated above, the UK government, through its drug policy is helping organized crime and terrorists 
make money. Organized crime and terrorism spreads to other countries, this is facilitated by money 
generated from drugs, so no, the UK government isn't helping its global partners, it is in fact contributing 
to the terrorist attacks around the world, and to organized crime. 
 
14. Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, HC 
318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case 
for justice reinvestment, HC 94, 2009–10).” 
 
The only reason we have a drug dilemma is because of the current drug policy, the drug policy is causing 
the deaths, addictions and criminal funds that arise. There are alternatives to the current drug policy, as 
seen in Portugal, Spain and Holland, the problem is that government ignores these at every opportunity. 
 
15. Summary 
 
To summarise, it is current drug policy that is to blame for the current drug dilemma, it isn't effective in 
the slightest, it is causing untold misery up and down the country. Children can get their hands on 
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cannabis (or any other illegal drug), it is time that government looked at the alternatives available, there 
are many models to look at. £500 million could be saved tomorrow by changing the current cannabis 
policy today, if you go down the tax and regulate path with cannabis (and other drugs) you could generate 
a further £6 billion (potentially more once cannabis and other drugs are normalised), this could then be 
used in areas such as the NHS, education, community projects or merely to reduce our debt.  
 
January 2012 
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Written evidence submitted by David John Robertson [DP024] 
 

Personal profile 
 
Although I am now retired and a pensioner, I do hold a Diploma in Social Work with my 
special area of practice being ‘people with a learning disability’. 
 
I am at present beginning a degree course in Environmental Science with the Open 
University. 
 
I am in a long term relationship and the father of four children and three grandchildren with a 
fourth on the way. 
 
My submission is based on: 
 
1. Many years experience of personal substance use—both pre and post prohibition. 
 
2. Extensive contact with and participation in the substance use sub-culture throughout the 
years from 1962 to the present day. 
 
3. Conflict with the law regarding substance use, including an eight year prison sentence for 
‘conspiracy’ to import and supply cannabis and ‘conspiracy’ to supply LSD 25. 
 
4. As a young man, although I experimented with various substances including the opiates 
and central nervous stimulants, my primary interest and experience has been with the non 
addictive psychoactive and ‘psychedelic’ substances and ‘transformative journeying’ i.e. 
transformation of consciousness through ingestion of relevant substances in a well informed 
and supportive atmosphere, much akin to a ‘spiritual/religious’ experience. 
 
Summary 
 
1. Unlike all official reports and reviews that I am aware of, including the most recent Report 
of the Global Commission on Drug Policy, June 2011, where the emphasis is on control, harm 
reduction and treatment, in the following submission I will try and make something of the 
case for supporting the positive use of substances as a right of passage and as part of what I 
term transformative journeying. 
 
2. If transformative journeying was accepted, along with the decriminalisation of all 
substance use, together with accurate and well informed advice and information, then the 
illegal and chaotic experimentation that can lead to so much harm, criminality and societal 
costs would be greatly reduced, if not entirely eliminated and the whole area of substance use 
would be removed from the ‘underground’ with all it’s potential dangers. 
 
3. Plant substances have apparently been used in a transformative way throughout our 
evolution and right up to the present day, as evidenced by the shamanic practices still very 
much alive in South America, Africa and elsewhere. Indeed it may even be the case that we 
owe some of the evolution of the human mind and it’s apparently unique quality of self-
awareness, to the ingestion of plant substances as we experimented with plant foods and 
adapted to the new environments we found ourselves in through migration due to climate 
change and other factors. 
 
4. Therefore, based on my direct experiences and that of many others, I believe that all 
substances and their use should be ‘decriminalised’ entirely and that their supply, strength and 
purity, together with accurate information and support on their use, benefits, side effects and 
possible dangers, should be made available via well informed individuals and organisations 
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with appropriate and relevant experience, operating in a non-profit and charitable context and 
as a valued element of any healthy society.  
 
The War on Drugs 
 
1. The ‘war on drugs’ has demonstrably failed to curb their use and at huge cost in finances 
and human lives, as is evidenced by the worldwide increase in their use and supply—even in 
countries which carry the death penalty for their use or supply.  
 
2. The continued illegality of the use and supply of these substances merely funds 
increasingly violent criminal gangs and other illegal organisations across the world and 
creates a larger and larger drain on all of society’s resources fighting the so called ‘war’. It 
diverts law enforcement resources from such activities as people trafficking and the 
prostitution and abuse of children and adults, fraud, theft, violent behaviour, discrimination 
and all the other activities that make society unsafe and threatening to the mass of productive 
and law abiding citizens, as well as draining health service resources dealing with other 
consequences of prohibition. 
 
4. One of the most dangerous things about substance use though, is the fact that it is illegal, as 
evidenced by the many lives blighted by a criminal record after experimentation and families 
broken up through imprisonment—with all the associated costs to society which that 
inevitably incurs. Their illegality has been and still is, a major factor in the lack of purity and 
the subsequent casualties, the ill informed use of inappropriate substances and the mental 
health issues arising, together with the growing plague of violent criminal organisations and 
individuals.  
 
6. Again, the main issues with the addictive substances such as the opiates and central 
nervous stimulants, as I understand it—as opposed to the non-addictive psychoactive 
substances—appear to be their illegality. With subsequently high costs on the black market, 
addicted users are required to choose between spending any income they have on their 
addiction, or on a healthy diet. If the income is low, then health suffers and criminal activity 
to support the addiction either comes into play or increases. Conversely, if income is adequate 
to support a healthy diet and an otherwise healthy lifestyle as well as their addiction—
certainly as far as opiates are concerned to the best of my knowledge—then health appears 
not suffer and of course there is no criminal activity required to generate funds. 
  
7. The widespread use of MDMA in the form of ‘Ecstasy’ which ideally promotes a feeling of 
well being and loving connectedness to others, the increasing interest in transformative 
journeying with a traditional shaman who is practiced in the use of Ayahuasca and other plant 
substances, the continued production across he world of LSD 25 and its continued and 
widespread use, the availability on the internet of all manner of psychoactive substances, all 
perhaps indicate a basic human desire to step outside of everyday reality and experience a 
deeper connection with ‘life, the universe and everything’. Although the use of these 
substances may not be the only way of achieving this end, it is one way and a legitimate one 
in my experience and one that has definitely been with us for far longer than our present day 
prohibition on substance use. 
 
8. To sum up again, my contention is that in a world where all substances were 
decriminalised, where high quality research was again possible using transformative 
substances—helping people facing their impending death due to terminal illness for instance, 
as was done in the early sixties—where accurate information was freely available to all, 
where substances of known and measurable strength and purity were available through 
registered suppliers and where transformative journeying was accepted again as a legitimate 
part of society, then I contend that the ‘war’ would be well and truly over. As people 
experience the pure joy of living and the precious quality of life and nature through warmly 
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supported inner journeying, then experimentation with the more destructive and addictive 
substances would inevitably diminish naturally in my estimation. 
 
January 2012 
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Written evidence submitted by Philippa Matthews [DP025] 
 

I write with regard to the Home Affairs Select Committee inquiry into current drug policy. 
  
I will expand on the points that you are going to consider in your enquiry from the call for written 
evidence. 
  
I would argue that whilst the country cannot obviously afford to spend limitless amounts on persons with 
drink/drug problems, that at present the bare minimum is being spent, and in the wrong areas (the 
majority I believe on salaries, of people who seem to do little but sit round drinking coffee and going out 
for a quick smoke!) The money that is being spent is not helping any Service Users, it is just appeasing 
the public that 'something' is being done about our drug problem. 
  
 The people that the coalition have advising them on drug policy cannot even agree amongst themselves 
what constitutes good and ethical care, so how can the government proceed if it's experts are at 
loggerheads all the time? David Nutt had some good ideas, but was quickly pushed back into the 
cupboard, although I appreciate that was the Labour governments doing! 
  
Independent expert advice is a double edged sword, you will get ex addicts who will tell you that they 
way they 'recovered' is the only way to do it, when in fact everyone is different, has different problems 
and needs personalised care. Any independent advice should be taken from a variety of sources, some 
with abstinence based views, and some with medically assisted recovery views, so the facts are balanced 
and not favouring one type of treatment over another. 
  
If drug related policing does decrease in line with police budgets, this may be a good thing. Let the police 
target the 'big fish' drug importers and the like, instead of hounding every poor addict as if they were 
Pablo Escobar! Our jails are full of people who really need help with their drug problems, and it is as easy 
to get drugs in prison as it is outside, so you can't say that locking them up will in any way 'cure' their 
addiction! 
  
All the policies in the world will never reduce drug consumption, it is human nature to want to alter our 
consciousness. Take middle America for example; heroin and cocaine were near impossible to get hold 
of, so now they have a huge epidemic of methamphetamine and prescription pill addicts. Cut off the 
source of one drug, and people will just turn to something else. Even in the UK, as there has been a big 
clamp down on marijuana, as kids cannot get hold of it they are trying harder drugs instead, whereas if the 
marijuana was available, they would never have touched the harder stuff. 
  
Public health should play the leading role in drug policy, after all, drug/drink addicts are supposed to be 
receiving medical treatment for their disease? And we are agreed that addiction is a disease?! Too many 
drug service providers act more akin to a probation service than the medical treatment facilities they 
should be. If patients in any other health care arena were treated as unethically and poorly as the addict 
population there would be a public outcry. It seems that public perception is that "They chose to use 
drugs, if they don't like the treatment on offer, tough". This is just not good enough and why retention of 
service users is dropping. It's not dropping because the drug service providers have 'cured' them, they are 
leaving treatment as they are being abused, treated unethically, and like a class of sub human.  
 
This is not hyperbole, this is fact. 
 
Far too many drug users are marked as criminals just for the fact that they use drugs, were drug treatment 
to be solely a health issue then recovering addicts would have an easier time of getting back to work as 
many of them only have possession charges on their criminal records, which any employer is going to 
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baulk at and not employ them. Were it a health issue, the drug possession charges would not be on their 
record, and they would be able to find work far more easily. 
 
This new abstinence based recovery agenda is already leading to more drug overdose deaths, as Drug 
Service Providers are 'encouraging' stable maintained service users off their prescriptions. 
 
In reality, 'encouragement' has become coercion and bullying, and some service users do not have the 
resources to stand against the Drug Service Providers doctors decisions, and as such end up back where 
they started, on street drugs. Drug Service Providers do not care, all they care about is that they are 
discharging people off the books so their figures look good. 
  
The relationship between alcohol and drugs is a very complex one. For example, in the area where I live, 
the local drug service was notorious for giving its clients sub-therapeutic doses of methadone, and as such 
the service users drank on top. This continued until they were addicted to alcohol too. 
 
It has been proven that by giving service users proper dose of methadone that they are far less likely to 
drink or use other drugs on top of their prescription, yet many services still routinely dose service users at 
very sub therapeutic doses, and then wonder why the treatment is not working! 
  
The comparative harm and cost of legal and illegal drugs. Alcohol, a legal drug, and tobacco, a legal drug 
are both cheap to buy and cost the lives of far more people than illegal drugs. 
 
If illegal drugs were regulated, not contaminated with dangerous cutting agents etc then you would find 
health problems derived from illegal drugs would decrease. Crime would decrease as people would not 
have to pay criminal gangs extortionate prices to buy the drugs. The crime figures for burglary's, 
shoplifting, muggings would drop instantly. 
  
The way the National Treatment Agency (NTA) is tackling things at present is just not working. They 
have sent out decrees to all Drug Service Providers that they must follow this new abstinence based 
recovery agenda. Which is great, most people want to get off drugs. But for those on substitute 
prescriptions of Methadone and Subutex, and in some cases Diamorphine, these people are thriving on 
their substitute prescriptions, they have built recovery capital, and for the first time in their lives they are 
giving back to their communities and working, raising families. 
 
These people have spend years, sometime decades of trying to achieve or maintain abstinence from 
opiates, but they cannot. There is a theory that when a person has used opiates for a period of time that it 
inhibits the brains endogenous endorphin system, leaving the person with anhedonia, unable to feel 
pleasure from the everyday things like food, sex, friendships etc, and must be maintained on a substitute 
opiate to avoid this crushing anhedonia. 
 
Of course more research needs to be done on this, but the theory does stand up to scrutiny. 
 
This abstinence based agenda wants to pull the rug out from under these people's feet. 
 
Fair enough, their drug service may well be able to get them off the books as 'discharged drug free', but 
how ethical is that when 3-6 months later those once pillars of the community are back to active 
addiction, homeless, jobless, with failing health, possible blood borne viruses, and not very much hope 
for the future. 
  
With regard to so called legal highs, Drug Service Providers are woefully unequipped to deal with 
persons presenting who have problems with these. Some drug treatment staff do not even keep abreast of 
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the scene, so they don't even know what the legal highs are, or what the potential dangers are, or how to 
help a person come off them. If the Drug Service Providers do not know these facts, where is the person 
in need supposed to turn? 
  
There will always be links between drugs and organised crime and terrorism, but unfortunately if there is 
a market for the drugs the drugs users don't care that the heroin they buy could be funding Al-Qaeda cells 
or such like. 
 
Drug addiction needs to be made a health issue, not a criminal one, or at least for the police to go after the 
drug kingpins, not some poor soul selling a small amount of drugs, not for any money, but just to feed his 
own habit. 
  
The tactics that governments have used on the 'War on Drugs', have patently failed. It is time for some 
radical thinking, stop using palliation methods to appease the public, and start actually thinking outside 
the box. 
 
Before we had methadone clinics, heroin addicts in the UK were prescribed (radical, I know) 
diamorphine. It was called The British System, and was the envy of other countries with opiate 
problems. Prescribing Diamorphine to heroin addicts meant that they did not get a secondary addiction (to 
methadone), and the success rates of people leaving treatment drug free was far better than anything we 
have now. 
  
I am on a methadone maintenance prescription, I have a good career, nice house, family etc, so 
methadone prescribing does work, although the NTA would have you believe people such as myself do 
not exist. That all people on methadone prescriptions sit at home all day watching Jeremy Kyle and using 
their benefits to buy drink and drugs. Well, we do exists, but instead of hanging around Drug Service 
Providers every day, we actually get back to the business of living, you know, that thing that 'normal 
people do? 
 
The problem is drug treatment providers try to rush people through treatment, or even try to persuade 
them to 'cold turkey' detox at home with no medical intervention (well, medical intervention costs money 
don't you know!). If people could go home, and come of opiates without medical intervention then there 
would be no need for any opiate drug service in the first place would there? 
 
Drug Service Providers are trying to make their figures of service users leaving treatment 'drug free' look 
good. Only for the same people to re-engage with the same service 3 months later with a far more 
entrenched habit, often injecting when they previously were not, and often now a poly drug user. 
 
Most services under dose patients. A therapeutic dose of methadone is anywhere between 60-120mg/day. 
Many patients are on 30 or 40 mg/day, a sub therapeutic dose, which is why they use other drugs on top, 
and drink on top. 
  
In America and Canada where they dose patients according to how the patients feels (not what the Drug 
Service Provider doctor thinks they should be on) and they have more Methadone Maintenance patients 
who are back at full time work, don't use any other drugs or drink, because they use a therapeutic system. 
 
I know it's a wacky thought, but they actually listen to the patient, and believe them, instead of thinking 
everyone using the services of a drug clinic is trying on some kind of scam, which is what happens in the 
UK, and is why service users feel that although they want to be honest with their treatment worker, they 
fear punitive measures, so how can a therapeutic relationship occur in those situations I ask you, when all 
the drug treatment staff fear every patient has ulterior motives? 
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In the UK a service user is assigned a 'keyworker', who you must see every 2 or so weeks. I fail to see 
how you can have a therapeutic relationship with someone who holds the power to reduce or withdraw 
your medication without your consent if you say something they don't agree with. 
  
Another problem is that a lot of drug treatment staff and doctors still see addiction as some kind of moral 
failing, they seem to think that if the addict 'tried hard enough' they would easily be able to stop taking 
drugs.  
  
We also still have Drug Service Providers doctors telling patients that withdrawal is no worse than a 
mild dose of the 'flu. Well, I'd like to see those doctors go through a opiate or alcohol withdrawal and then 
see how they really feel. 
  
Many Drug Service Provider doctors work at treatment centres part time, and do General Practice the rest 
of the time, and whilst a lot of them are very good, a lot of them are not up to date with the latest 
scientific comings and goings with regards to addiction, newer 'legal highs' etc. 
 
Perhaps they should be made to attend a yearly 'refresher' course, so they are up to date with the current 
trends. Another problem is that instead of doing what is in the patients best interests, a lot of them try to 
coerce patients into prescription reductions or detoxes that the patients really doesn't feel ready for, or 
even want, but the patient is often from a marginalised part of society, and doesn't feel able to 'stand up' to 
an authority figure (the doctor). 
 
Then when a patient says they are ready for a detox or residential rehab, well, you have to fight tooth and 
nail. 
  
Service Users up and down the country are scared stiff to complain about the despicable service they get, 
for fear of being labelled a 'troublemaker', and life being made even more difficult for them. 
 
If this were any other area of health care patients wouldn't be allowed to be treated like this, but 
unfortunately it seems that a lot of people think we are lucky to get any kind of treatment, and as such 
should just be grateful for what we have. 
  
Well, what we have at present is doing no one any good, it's all about figures and facts, there is no focus 
on patient care, or what is in the best interest of the service user. 
  
Perhaps if the NTA, the DOH and the government took a different approach to the issue of drug 
addiction, it would be a little more successful, and therefore the need to appease the voting public would 
not be so great. 
  
Thank you for taking the time to read my thoughts, sorry it is quite a novel, but it is a subject very close to 
my heart that I feel very strongly about. 
 
I hope any new drug policies are an improvement on the ones we have! 
  
January 2012   
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Written evidence submitted by Martin Hand [DP026] 
 
My name is Martin, I am a 24 year old, unemployed male. I have been unemployed since I was a victim 
of the black market. I was viciously assaulted by thugs, just so they could steal a little bit of medicinal 
cannabis. They broke my arm and stabbed me in the hand, all for a petty bit of cannabis, £6billion 
criminal market is worth, with all associated harms and that this is all totally disproportionate to the 
harms of cannabis itself. It is my human right to use cannabis, hemp and its associated products. That 
£6billion could be in the Governments' pockets, I'd be more than happy to pay my way through taxes. 
According to the IDMU report "taxing the UK cannabis market", £500 million is spent every year on the 
criminal justice system for cannabis alone of which £200 million is for police costs. Do you think this is 
an effective use of money? I don't. Could it be better spent? I think so, and I'm not talking about buying 
more bombs and bullets to blast the Middle East with.1 
 
I am writing to you to express my thoughts about cannabis, and how I should have the right to clean, safe 
medicine, without the risk of thugs coming through my door to steal it or the risk of having to see drug 
dealers and their tainted goods. Let's face it, prohibition has been a huge failure, The “war on drugs” is 
responsible for more death, destruction and despair than any other war. History has shown that 
prohibition creates far more problems than it solves.  In the 21st century we should expect far better 
solutions from our policy makers and governments, I don't live in the stone age and I don't want to be 
dictated to by a bunch of Fabian and demos fascists, hiding under the disguise of democracy, because let's 
face it, the Government has hardly been democratic when it comes to cannabis.  
 
All evidence contradicts Government policy, of course, that is why you sacked Professor David Nutt 
when he told the truth and totally contradicted you. I would like to point you in the direction of this recent 
NHS document.2 
 
The above document shows the health harms of cannabis are very, very modest. Compared to alcohol, 
tobacco, prescription drugs, medicines you can buy over the counter and even energy drinks, cannabis is 
less harmful.  While on the subject of health, there is overwhelming evidence that cannabis is a potent 
medicine, please take the time to read this NORML publication. Cannabinoids are highly beneficial to the 
human body. Raw cannabis is an extremely nutritious vegetable, hemp seed is also highly nutritious.3 
 
Please take the following into consideration, it's time you gave me my rights back. 
 
January 2012 

                                                 
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
2 www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
3 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana  
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Written evidence submitted by Candice Amson [DP027] 
 
1.  I am writing regarding your call for written evidence regarding the success of previous drug policy.  
My name is Candice, I am a married mother of four children. A Gardener by trade, but also a Carer, as 
two of my children have special needs. I am a passionate believer in drug law reform, in particular 
cannabis, and campaign as such.  
 
2. Is present policy fiscally responsible? 
 
I believe not?  Decades of prohibition have utterly failed to stem the flow of drugs. Billions spent on 
policing and prosecuting people for using substances far less harmful than the legal drug alcohol. The 
system is completely flawed. You can never stop something by banning it. All the control is lost. A £6.7 
billion industry gifted to criminals (re: Independent Drug Monitoring Unit (IDMU) report of 2011). 
  
3.  Is policy grounded in science, health, security and human rights? 
 
In my opinion, no way! There is much scientific evidence which shows that many illegal drugs are much, 
much less harmful than alcohol, tobacco and prescription drugs. All of which are legal. (NHS ‘A 
summary of the health harms of drugs’). Where is the sense in this?  Prohibition is far more harmful to the 
drug user than the drug itself. The problem should be tackled by regulation and medical support where 
appropriate.   There is nothing more shocking than the prohibition of cannabis which is the finest natural 
medicine known to mankind for over 5000 years. Millions of harmless medicinal users are condemned to 
be criminals for using a simple and much maligned plant. Cannabis is well known as a cure for cancer. 
But the pharmaceutical companies don’t want people to get better, that won’t make them money. 
 
4.  The independence and quality of expert advice which is being given to the government? 
 
Successive governments have received expert advice and have ignored it. Professor Nutt was sacked for 
expert opinion. Just recently when Professor Les Iversen of the Advisory Council on Misuse of Drugs 
(ACMD) advised that drugs should be decriminalised, the government immediately said it would be 
ignoring his advice. 
 
5.  Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have? 
 
According to the IDMU report ‘Taxing the UK Cannabis Market’; £500million is spent every year on the 
criminal justice system for cannabis alone, of which £200 million is for police costs. This is absurd waste 
of money and resources on a system which has clearly failed, and would be much better spent on 
rehabilitation and healthcare. 
 
6.  The cost effectiveness of different policies to reduce drug usage 
 
The above IDMU report also showed that when cannabis was reclassified to ‘C’ consumption decreased, 
and when reclassified to ‘B’ consumption rose again. The more a drug is prohibited, the more desirable it 
becomes. Once again current policy is failing! 
 
7.  The relationship between drug and alcohol abuse 
 
Alcohol and tobacco are the worst of all drugs which kill billions worldwide. Alcohol is the most 
addictive and dangerous, most serious public health issue of our day.  If the authorities allow unfettered 
widespread alcohol use, why would those users think twice about using other drugs which they know are 
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less harmful. It is my opinion that alcohol is the biggest gateway drug. Whereas, cannabis can be used as 
a safe, effective, and non toxic treatment for alcoholism and drug addiction. 
 
8.  The comparative harm and cost of legal and illegal drugs 
 
Why are the worst drugs of all, alcohol and tobacco not controlled under the Misuse of Drugs Act 1971?  
They are clearly more harmful than many illegal drugs in particular cannabis, which is non toxic and 
impossible to overdose on. 
 
9.  The links between drugs, organized crime and terrorism 
 
The government’s drug policy funds organized crime worldwide. Here in Britain just the cannabis 
industry is estimated to be worth around £6.7 billion.  This is an industry simply abandoned to be run by 
criminals, often using human trafficked labour, to produce a poor quality product. Just think that with 
decriminalization, for instance, prostitution would be largely wiped out. 
 
10.  Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, HC 
318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case 
for justice reinvestment, HC 94, 2009–10).” 
 
In my opinion the whole of the drugs industry should be brought under control with legalization.  Money 
should be put into education, prevention and rehabilitative care instead of criminalization 
 
11.  Summary: 
 

1. I am a passionate believer in drug laws reform. 
2. Billions are spent on policing, and prosecuting people for using substances far less harmful than 
alcohol. 
3. When there is much scientific evidence which shows that many illegal drugs are much, much less 
harmful than alcohol, tobacco and prescription drugs. 
4. Successive governments have received expert advice and have ignored it. 
5. £500 million is spent every year on the criminal justice system for cannabis alone, of which £200 
million is for police costs. 
6. The more a drug is prohibited, the more desirable it becomes. 
7. Alcohol is the most addictive and dangerous, most serious public health issue of our day. 
8. Why are alcohol and tobacco not controlled under the Misuse of Drugs Act 1971? 
9. The government’s drug policy funds organized crime worldwide. 
10. In my opinion the whole of the drugs industry should be brought under control with legalization. 

 
January 2012 
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Written evidence submitted by Matthew Heenan [DP028] 

1. Contents 

2. Executive Summary 

3. About the author 

4. Consultation with Amsterdam GP 

5. Importing Medicinal Cannabis in to UK 

6. The House of Commons Commissioned Report of the Indian Hemp Drugs Commission, 1894-1895 

7. Conclusion 

2. Executive Summary 

2.1 In response to specific committee consideration; 

• The extent to which public health considerations should play a leading role in developing drugs policy 
 

2.2 The UK government has had access to detailed reports on the relatively banality of cannabis for over 100 
years1. However, for reasons other than public health have misdirected resources to its counterproductive 
criminalisation. 

2.3 Medicinal cannabis may be beneficial in the treatment of my clinical depression2 and I would value the 
opportunity to evaluate cannabis as an alternative treatment. To that end I travelled to Netherlands, had a 
consultation with a GP in Amsterdam3 and  visited the Cannabis Bureau in The Hague4 

2.4 European countries, specifically Netherlands, adopting a medicinal cannabis approach see public health 
improvements and provide patients access to quality controlled cannabis products. This approach specifically 
breaks the link between cannabis an crime. 

2.5 It is possible for a UK Citizen to receive quality controlled medicinal cannabis on ethical prescription in the 
Netherlands. However, that medicine can not be legally imported into the UK. 

3. About the Author 

3.1 I was born in Perth Western Australia in 1964. left school at 16 and joined the North Australian Prawn 
Fishing fleet rising to the ranks of Skipper master Class V. While working in the Great Barrier Reef SCUBA 
Diving industry I met my English Rose and emigrated to England in 1990. In 2010  I took British citizenship5 to 
show commitment to my adopted country and strongly believing in the UK’s underpinning values. 

3.2 As a proud citizen of this country it is my duty to identify policy that is against the underpinning values of 
this country. The status of cannabis as an illicit substance is such a policy that is wrong. 

3.3 I am currently employed by a Japanese owned multi-national in the capacity of Quality, Environment, 
Health and Safety Manager. Although, my views expressed here are my own and reflect in no way on past, 
present or future employers. 

4. Consultation with Amsterdam GP 

4.1 I arrange, travelled and met with a Dutch GP at his practice in Amsterdam, Netherlands to discuss his view 
on medicinal cannabis. Dr Cambridge has agreed below is an accurate representation of his view; 

                                       
1 http://digital.nls.uk/indiapapers/browse/pageturner.cfm?id=74574854 
2www.furiousseasons.com/documents/potstudy.pdf 
3 Date and time of meeting 09:40 12 December 2011 
4 www.cannabisbureau.nl/en/ 
5 https://docs.google.com/open?id=0B7cbj2fqV6aYNDljZGU2ZDYtMTdjYi00ZTFiLThjMzEtNDYwNzQ4YjNiNDg0 
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4.2 Cannabis should never be a first line prescribed drug. However, if a patient fails to respond to traditionally 
prescribed treatment or experiences intolerable side effects, Dr Cambridge would consider prescribing cannabis 
if the illness fell within the Office for Medicinal Cannabis (OMC) grounds for use6 and was in accordance with 
Dutch medical ethics. 

4.3 Dr Cambridge felt strongly cannabis should not be used for leisure as had experience of patients mental 
health being adversely affected by cannabis. 

4.4 Dr Cambridge felt the UK would benefit by adopting a similar approach as Netherlands permitting Doctors 
to prescribe medicinal quality cannabis when in the best interests of the patients care. 

4.5 As a suffer of clinical depression, having suffered a depressed scull fracture on a school camp as a child, 
using traditional medicine7, I asked Dr Cambridge if he would prescribe me cannabis. He declined, but said if 
my UK Psychiatrist and GP, with full knowledge of patient history, recommended prescribing cannabis for me 
he would respect his colleague’s opinion and then prescribe. 

5. Importing Medicinal Cannabis in to UK 

5.1 It is possible to for a UK citizen to be prescribed quality controlled medicinal quality cannabis in the 
Netherlands. However, there is still be the issue of legally returning to the UK and residing there possessing a 
controlled substance. I contacted the UK Home Office requesting 2 licences; 

1. Controlled drug import licence8 

2. Controlled drug domestic licence9,  

5.2 All Applicants named on the application for a domestic licence must also obtain an enhanced disclosure 
from the Criminal Records Bureau (CRB) which I duly applied for and received10 

5.3 However, the Home Office promptly and politely replied11; 

5.4 “Please be assured that all applications received by the Home Office are reviewed impartially and 
objectively.  However, the Home Office does not issue personal licences for individuals who wish to import 
drugs controlled under the Misuse of Drugs Act 1971 unless they have been lawfully prescribed by their UK 
doctor and are not designated by being listed in Part 1 of the Schedule to the Misuse of Drugs (Designation) 
Order 2001.  Cannabis is a controlled drug that is associated with a number of acute and chronic health effects, 
and prolonged use can induce dependence. 

5.5 In the UK cannabis is controlled as a ‘Class B’ drug under the Misuse of Drugs Act 1971, and is listed in 
Part 1 of the Schedule to the Misuse of Drugs (Designation) Order 2001 as a controlled drug to which section 
7(4) of that Act applies, so that regulations which would otherwise allow medicinal use do not apply to it.  
Bedrocan12, as a cannabis-based medicine, is treated in the same manner under UK legislation.” 

6. The House of Commons Commissioned Report of the Indian Hemp Drugs Commission, 1894-189513 
6.1 I request the committee be aware of this previous commissioned report. 
6.2 In 1895 a report was presented to the UK House of commons regarding ganja (cannabis) use in India. 
6.3 "Ch1.9 The commission were especially enjoined to thoroughly examine the testimony in support of the 
commonly received opinion that the use of hemp drugs is a frequent cause of lunacy, and with this objective 
have made very searching inquiries."14 
6.4 The conclusion of the commission was to regulate and control the production, distribution and consumption 
of cannabis. When considering cannabis prohibition the report concluded; 
                                       
6www.cannabisbureau.nl/en/MedicinalCannabis/Doctorsandpharmacists/Groundsforuse/ 
7 (Venlafaxine 225mg & Agomelatine 25mg daily) 
8 www.homeoffice.gov.uk/drugs/licensing/personal/ 
9 www.homeoffice.gov.uk/drugs/licensing/import-export/ 
10 Enhanced disclosure from the Criminal Records Bureau (CRB) ref E0323483513 
11 Home Office Response to Licence request http://goo.gl/uk35W 
12 www.bedrocan.nl/ 
13 http://digital.nls.uk/indiapapers/browse/pageturner.cfm?id=74574070 
14 http://digital.nls.uk/indiapapers/browse/pageturner.cfm?id=74574118 76
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6.5 "Total prohibition of the cultivation of the hemp plant for narcotics, and of the manufacture, sale, or use of 
the drugs derived from it, is neither necessary nor expedient in consideration of their ascertained effects, of the 
prevalence of the habit of using them, of the social and religious feeling on the subject, and of the possibility of 
it's driving the consumers to have recourse to other stimulants or narcotics which may be more deleterious. The 
policy advocated is one of control and restriction, aimed at suppressing the excessive use and restraining the 
moderate use within due limits."15 
6.6 The report elaborates on control and restriction methods including taxation, cultivation retail etc 
7. Conclusion 
7.1 Being denied access to medicinal cannabis because of dogmatic UK laws is wrong from a humanitarian 
perspective. Cannabis is a remarkably benign substance with proven medicinal properties. For the UK to deny 
citizens access to cannabis is wrong and counterproductive. However, this view is hardly new.  
7.2 After more than 100 years of anti cannabis rhetoric and dogma, the debate is over. Please legalise cannabis 
that people may take advantage of it’s beneficial attributes without risk of criminalisation. Doing so will break 
the link between cannabis and crime and improve public health. 

                                       
15 http://digital.nls.uk/indiapapers/browse/pageturner.cfm?id=74574854 77
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Written evidence submitted by Anthony Cullen [DP029] 
 
Executive summary 
 
Different drugs suggest different approaches to control. This document is concerned only 
with possible changes to the law regarding misuse of cocaine and heroin.  
 
A Royal Society of Medicine expert symposium in 1995 "Alternative approaches to control 
of misuse of cocaine and heroin" concluded that the control policy at that time would never 
work and predicted that the situation could only get worse. This has happened, and changes 
to the law are now urgently required. 
 
Government policy has failed because it has not been able to control the illegal retail trade in 
cocaine and heroin that produces such large profits and therefore perpetuates the cycle of 
addiction. 
 
Illegal suppliers of cocaine and heroin must be driven out of business by competition: supply 
of a better product at a lower price. The Government is best placed to do this. 
 
To deprive illegal suppliers of their trade, the Government must license cocaine and heroin 
users. Licensed users would obtain pharmaceutical grade cocaine and heroin from 
pharmacies for a nominal price. They would be immune to prosecution, whereas unlicensed 
users would face more severe penalties than now. 
 
The licensed users would supply samples for testing and would be able to engage with 
counselling agencies. 
 
Death and disease amongst licensed users would be greatly reduced because they would have 
purified and standardised products and recourse to medical help.  
 
As licensed users no longer had to pay high prices, they would no longer need to turn to 
acquisitive crime and prostitution to support their addiction. Most users would therefore 
prefer to be licensed and would no longer buy illegal products. The prison population would 
be greatly reduced and crime associated with drugs would fall.   
 
Over a period of time illegal suppliers would have fewer and fewer customers until they went 
out of business. They would no longer be recruiting new addicts. 
 
Use of cocaine and heroin would remain illegal, except under licence, and therefore our 
international legal obligations would not be eroded. 
 
Experience with the General Medical Practitioner prescribing of cocaine and heroin to 
addicts some decades ago suggests that this policy would work. It should be put into effect 
with monitoring of results to obtain factual evidence. 
 
The rationale for this change in policy and the details of the way it would be implemented are 
described below.  
 
Introduction to the submitter 
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This submission is made by Gavin Anthony Cullen PhD BVetMed DipBact FRCVS. Most of 
my professional life was concerned with veterinary research. Much of my work was 
concerned with infectious diseases transmitted from animals to people. Because of this I 
became much involved with the Royal Society of Medicine, and was elected a Vice-President 
1993 to 1995 (the only non-medical vice-president). At that time I already had a layman’s 
interest in the problems of drug dependence, especially misuse of cocaine and heroin.  
 
In 1995 I organised and chaired a Royal Society of Medicine one day expert symposium 
"Alternative approaches to controlling the misuse of cocaine and heroin". Leading experts 
took part. A report of the meeting is attached (Appendix 1). Later I realised that the right 
approach for cocaine and heroin is to license the users. For some year I have been trying to 
interest policy makers in this idea, which I am convinced is the solution that is needed, but to 
date Government has been unwilling to consider alternative approaches. 
 
Memorandum 
 
Licensing users of cocaine and heroin 
Proposal to Improve Control of the Misuse of Cocaine and Heroin in the UK 
 
Introduction 
 
1. For some decades there has been concern about the ineffectiveness of UK policy on the 
control of dangerous drugs. The British Crime Survey of 2009/2010 showed that self-
reported drug use in the last year in England and Wales for Class A drug use was 3.1% 
compared with 2.7% in 1996, an increase over 13 years of 14.8%. Total use is likely to be 
much higher. Government policy has focused on prohibition, with measures to prevent 
import of dangerous drugs and severe penalties for possession or use of cocaine and heroin.  
 
2. A new approach is required, and it is suggested that policy should be based on the long-
term objective of ending the trade in cocaine and heroin, rather than short-term concerns 
about the number of drug users. Supply of illegal cocaine and heroin is a very lucrative retail 
business. The enormous profits empower the criminal suppliers and drives the recruitment of 
new addicts. It can only be stopped by competition: supply of a better product at a lower 
price. The Government is best placed to do this.  
 
3. It is not an option to make cocaine and heroin legally available for sale to the general 
public because of our international obligations and because this would be going much too far, 
and be unacceptable to the majority of people of this country. Simply giving up arresting 
people found with these drugs would leave the supply in the same criminal hands, with 
dealers continuing to recruit new addicts, and all the other attendant problems 
 
4. It is suggested that people who need cocaine and heroin should be able to apply for a 
personal licence, to enable them to use the drugs without fear of prosecution. The 
Government would supply licensed users with pharmaceutical quality products. Past 
experience suggests that addicts given properly standardised drugs can use them more safely 
and be more able to lead an acceptable life style. This used to be done, on a very limited 
scale, through General Practitioners who were themselves licensed to prescribe these drugs.  
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5. At the same time more would be done to help addicts who were licensed users to reduce 
their consumption of these drugs and lead more normal lives. 
 
6. Objectives 
 

• The main purpose is to greatly reduce the amount of money paid by UK drug users to 
overseas drug cartels, leading in time to the drying up of illegal importations.  

• To reduce the harm to society due to the acquisitive crime and street prostitution 
associated with cocaine and heroin misuse. 

• To enable addicts to live more normal lives, with better contact with health and 
counselling services.  

• To help addicts reduce consumption, with less risk of disease and death. 
• To reduce criminal activity and associated drug gang violence. 
• To reduce the prison population by removing many drug addicts. 
• To reduce the high financial cost of the present drug control policy. 

 
7. Proposal 
 
The proposal is that cocaine and heroin users should be licensed.  
 
8. Method 
 
Any adult citizen who wished to become a Licensed Drug User could apply for a licence. 
(The minimum age would be for consideration. Some users start at a very young age.) 
 
9. The first step towards getting a licence would probably be a consultation with a registered 
medical practitioner. GP practices would be invited to identify a member who would be 
happy to work in this area. Guidelines to establish standard procedures would be issued. 
(There might also be special units at hospitals, and Police Surgeons might have a role to 
play.) The drug user’s needs would be agreed (based on previous usage) and an application 
form completed and signed by the doctor and the applicant. The doctor would send the 
application to the Licensing Authority (The Home Office) together with the applicant’s fee 
(Suggested fee £50: free to those on benefit).  
 
10. The Licensing Authority would issue a licence to the applicant. It would be subject to 
annual renewal. Names of licensed persons would be on a register, but not in the public 
domain. The Licensee could then take their licence to a pharmacist and obtain one week’s 
supply of drug(s) as stated on the licence. The licence would have a page with weekly spaces 
and the pharmacist would stamp and date the page to record the transaction. The Licensee 
would, in front of the pharmacist, provide a hair sample or sputum sample for testing. 
 
11. The pharmacist would charge the Licensee the standard fee for an NHS prescription (free 
to people on benefit).  
 
12. A licensed Drug User would be legally entitled to use the prescribed drugs without 
penalty. 
 
13. The licensed user would be encouraged to make use of counselling and welfare services. 
They would need to return for a check up at intervals, at least once a year. (This is important 
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because many users are at present afraid to approach any official body, such as Social 
Services, because they know that their usage is criminal and because of fear about other 
criminal activities they may be engaged in to pay for the drugs, including dealing in drugs. 
Therefore they absent themselves from possible lines of help.) 
 
14. This legislation would be accompanied by much stronger penalties for anyone found to 
be in possession of or having used cocaine or heroin who is not a Licensed Drug User, 
because they would be paying the criminals who perpetuate the problem. 
 
Consequences 
 
15. The consequences to the user would be to have a supply of purified, standardised drug at 
a low price, which would mean that they no longer had to turn to crime or prostitution to pay 
high prices for illegal drugs. They could use the drugs in a more informed way with much 
less risk to their health. They would be free of fear about prosecution and would not be 
imprisoned. They would interact more with Social Services. This would, in many cases, 
allow them to return to a more normal way of life, perhaps getting employment and 
developing social contacts and a responsible attitude to society. This in turn could lead to 
reduced drug usage and eventual freedom from the drug habit. 
 
16. In recent years a new class of user has emerged. These are affluent recreational drug 
users who are not true addicts, but cause much harm because their money flows to the drug 
dealers. They would be able to apply to be licensed. An affluent recreational user would have 
the choice of being licensed or facing very severe penalties if found using or in possession. 
This might persuade many that it is no longer a smart thing to take cocaine at a dinner party. 
 
17. The many advantages of being licensed would mean that most addicts would apply for a 
licence, so that the drug dealers would then have very few clients. Addicts who are 
themselves dealers, to raise money for drugs for their own use, would no longer need to do 
so. The profitability which maintains the system, and which leads dealers to recruit new 
addicts, would have gone. The UK could then lose its present dreadful reputation as one of 
the countries with very high imports of illegal cocaine and heroin. The crime associated with 
drug gangs and turf wars would also go. 
 
18. The UK could greatly reduce the amount of money spent trying to detect illegal 
importation of drugs and other aspects of the present policy, which have failed to produce 
any worthwhile results over recent decades.  
 
19. Health Service costs would be greatly reduced because users would be able to maintain 
better health, mentally and physically, due to use of purified and standardised products. 
 
20. There would be a gradual decline in the prison population as addicts were no longer 
imprisoned for drug offences (unless unlicensed). 
 
Compliance 
 
21. A system of checks would be in place, to ensure so far as possible that the Licensee was 
using the supplied drugs and not accumulating them for sale. This could be done by hair or 
sputum sampling: samples taken each week but tested randomly. Even if some of the 
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supplied drugs were sold on, at least the money would not be going to overseas drug cartels 
and the users would get the health advantages of pharmaceutical grade product. 
 
Legislation 
 
22. An advantage of the proposed system is that the use of cocaine and heroin in Britain 
would remain illegal, except under licence. Our existing legislation could remain in force, 
perhaps requiring only an Order in Parliament to allow individuals to be licensed under 
certain circumstances (analogous to the laws on shotguns). Probably less than 1% of the 
population would be licensed. Our present international responsibilities would still be 
honoured. 
 
Costs 
 
23. There would be costs associated with the setting up and running of the licensing system. 
There would be savings in costs associated with detection of importation of illegal drugs and 
savings of costs associated with reduced involvement of the criminal justice system. There 
would be great savings due to reduction of health problems associated with impure and 
poorly standardised drugs and there would be much less acquisitive crime. The savings are 
likely to be more than enough to pay for the licensing system. 
 
Other considerations 
 
24. Crime. It has been suggested that if licensing was put in place, criminal activity would 
just be displaced elsewhere. This is not so. Regarding crime, there are two categories of 
person who commit crime in relation to cocaine and heroin. There are a relatively small 
number of drug suppliers/dealers who commit crime by selling the drugs. There is the much 
larger number of drug users who commit crimes, mostly acquisitive crime, to pay for their 
drugs. It is true that the former category of career criminals might well turn to other crimes 
when they were no longer able to find buyers for their drugs. That would have to be dealt 
with in the normal way. The great reduction in acquisitive crime would come about because 
the addicts would be able to get their drugs free or at low cost. Also, many addicts are also 
small scale dealers and they would be able to stop dealing. Many addicts say the problem is 
not the heroin, it is paying for it. Without having to meet the high cost, most would gladly 
refrain from crime and could begin to lead more normal lives.  
 
25. Response of users. Drug users would need to be reassured that they could apply for a 
licence without fear of prosecution for past drug use. Some people might apply for a licence 
who were very light users. They should be given counselling and help with other problems 
but should not be refused a licence, because doing so would drive them to illegal suppliers, 
which would defeat the object of the legislation. A few more drug users, in the short term, 
should not be a concern. They would be getting the health benefits of high quality product 
and their money would not be going to criminals. 
 
Presentation 
 
26. The way this is presented to politicians and the public is very important; it must not be 
seen as a policy that is “Soft on drugs”. It should be presented as a policy that is “Hard on the 
dealers in hard drugs: drive them out of business.” 
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January 2012 
 
Appendix 1 
 

ALTERNATIVE APPROACHES TO CONTROLLING 
THE MISUSE OF COCAINE AND HEROIN 

 
Royal Society of Medicine 

 
February 14 1995 

 
The meeting began with a welcome by Dr. Anthony Cullen, Vice President of the Royal 
Society of Medicine. He said that the subject of the meeting was a controversial one, and that 
the RSM itself held no view of its own. It remained outside political movements, but wished 
to provide a forum for discussion of important issues, and to encourage free debate amongst 
experts. The thinking behind this meeting was that there are a lot of observations and 
publications on the misuse of cocaine and heroin which need further discussion and 
evaluation. It was hoped that a meeting of this kind could identify the areas which deserve 
more active research or wider trial and application. To avoid the meeting becoming too 
diffuse, the speakers had been asked to restrict their observations mainly to cocaine and 
heroin and to focus their presentations on efforts to reduce the harm caused by these drugs to 
society as a whole. 
 
The morning was devoted to the present approaches to drug misuse, and the first session was 
chaired by Dr Virginia Berridge (LSHTM), who introduced the first speaker Professor David 
Nutt (University of Bristol) who spoke about the clinical effects of cocaine and heroin. He 
said that the widespread use of illicit drugs has a number of both direct and indirect medical 
aspects. Direct effects refer to those actions immediately related to the pharmacological 
actions of the drugs whereas the indirect actions are a consequence of factors such as the 
procedures of drug administration and the means of drug procurement. The direct effects 
vary according to the stage of drug use. The main acute effects vary with the drug. They are 
either a consequence of intoxication and reduced judgement, leading to increased risk 
behaviours, such as automobile accidents or due to more specific pharmacological actions. 
Thus opiates cause depression of brainstem centres that control respiration and protective 
(gag) reflexes. This can lead to death or respiratory damage from inhalation of vomit. These 
effects are increased by co-use of sedative drugs and alcohol. 
 
Most drug misusers try various mixtures of drugs, which complicates analysis of responses. 
So called "designer drugs" are now available which are more powerful variants of the 
conventional drugs. Stimulants (cocaine and amphetamines) act to release monoamine 
neurotransmitters in the periphery as well as in the brain, and this can result in cardiac 
arrhythmias. This action is accentuated by the local anaesthetic actions of cocaine and may 
be further exaggerated when cocaine and ethanol are taken together. Unlike the opiates, 
repeated use of cocaine leads to increased effectiveness of the drug. 
 
The direct effects of chronic use are less well understood because of the overshadowing 
contribution made by non-pharmacological factors. It seems likely that long-term use of 
opiates, as in methadone maintenance programmes, is free of medical complications other 
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than the risk of withdrawal. Maintenance therapy with stimulants is more controversial, 
perhaps because it is little researched. The transient pharmacokinetics of cocaine make it 
useless for maintenance treatment. The longer acting amphetamines can be used in a 
prescription programme, although some authorities believe this to be dangerous because of 
the risk of psychiatric sequelae. It is undoubtedly true that the long term street use of 
stimulants is associated with a high incidence of psychiatric illness, especially anxiety 
disorders, depression and psychosis, which serve to worsen the prognosis. It seems likely that 
chronic cocaine use might have cardiovascular complications, and when used nasally, local 
ischaemic tissue loss. 
 
Indirect medical complications of drug use exceed the direct ones by many orders of 
|magnitude. The most pressing issue at present is the increased risk of infections, especially 
HIV and hepatitis. These come from sharing needles, syringes and other drug paraphernalia 
and from high risk sexual behaviour, either as a consequence of intoxication or for money. 
Other aspects are the damage to blood vessels caused by injection and misdirected arterial 
strikes can lead to limb infection and gangrene that can require amputation (especially with 
i/v Tamazapan). Many misusers have to search for a good vein, progressing from hand and 
arm to leg and foot, then to the jugular. 
 
Smoking related illnesses result from smoked cocaine or opiates. The rise in violent crime 
related to drug misuse also has major health implications. Many muggings, especially of old 
people appear to be drug related. Gun assaults on competing drug dealers are now common 
in Britain, although well behind the frequency seen in the USA. The consequences of drug 
misuse on the health of the next generation should also be considered. Although there is still 
disagreement over the long-term effects of drug use in pregnant mothers, short term problems 
are common. There are increased rates of miscarriage and of perinatal complications and 
death. Recognised withdrawal symptoms from opiates in neonates include hyper-excitability 
and seizures, tremor, weight loss and poor feeding. Treatment with opiates may be 
temporarily required. 
 
Cocaine related complications include listlessness and distress. Finally, the long term 
psychiatric effects of chronic drug use should be considered: the loss of opportunity to 
engage in normal work and social relations may result in long-lasting problems of 
socialisation that can end in chronic depression and alienation. One advantage of 
maintenance programmes is their ability to promote self worth through improving social 
function. There is a rare example of treatment being better than prevention.  
 
The next paper was on risk factors initiating and perpetuating addiction, by Professor 
Geoffrey Pearson (Goldsmiths College, London). He said that if one took a global view, it 
would be true to say that we are all at risk: historical studies and social anthropology reveal 
that the use of intoxicants is a near-universal propensity of human society. Nevertheless, drug 
related problems are not distributed evenly through society. The reasons for this are still not 
fully understood, and one must exercise caution in attributing cause to drug misuse. Risk 
factors have been identified as falling into two broad categories - individual and social. 
Research has sometimes claimed to have identified factors, unique to individuals, such as 
“the addictive personality”. Conversely, other research has focused on social and 
environmental factors. Observable factors which appear to influence the prevalence of drug 
misuse include age, gender, race, culture and ethnicity, together with poverty and social 
exclusion. In the context of an epidemic increase in illegal drug use, such as we have 
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witnessed in Britain since the early 1980s, a focus on individual characteristics seems less 
important than the consideration of social and cultural factors. There is no reason to suppose 
that there has been a sudden upsurge in the “addictive nature”, but there have been profound 
social changes in Britain over the past decade. There is little doubt that availability of drugs 
is a core factor in development of drug misuse. Age is also a core factor, with many addicts 
typically starting very young by experimenting with alcohol and tobacco, then moving on to 
other drugs. However, an obsession with the problems of children must not obscure concern 
for the problems which occur later. Gender has a marked effect, the ratio of male to female 
drug misusers appearing to be about 2:1 in Britain at present. However, for various reasons 
there may be more "hidden" female users, unknown to the authorities. In Britain it is 
sometimes thought, wrongly, that the black minority is very involved in drug misuse. In fact 
black people were not much involved in the British heroin epidemic in the 1980s although 
more recently they might have become more prominent. Studies of Asian communities, such 
as in Bradford, have shown their pattern of drug use to be quite typical of white people. 
There is no drug resistant culture, but some cultures may be more likely to promote drug 
misuse. One aspect of this is the "comradeship" factor, in which a group of drug misusers 
will share their drugs and equipment, just as they would share food and drink, and generally 
try to support one another. This can have very serious adverse effects, which needle 
exchange schemes will not always overcome. They typical drug misuser in Britain today is a 
young unemployed male of poor social status and low educational achievement. 
 
Social deprivation appears to be the major factor in initiation and perpetuation of drug misuse 
in Britain and elsewhere. The worst problems are associated with inner cities, where there is 
poverty, social deprivation and disease. Unemployment is not the only cause, but is at the 
core of much of the problem. It causes both poverty and boredom, with lack of self esteem. 
Added to this is the polarisation of these people to the cheapest part of the housing market, so 
that addicts and potential misusers come into close proximity. Here there will be availability 
of the drug, and a feeling of social exclusion, together with crime and prostitution, and 
relatively high levels of disease including HIV infection and tuberculosis. There will, of 
course be, a rebound of harm onto the local people who are not drug misusers, especially 
from theft, mugging and other crime. Thus there is a linkage between drug misuse and social 
exclusion, notably the "urban clustering" effects which gather together the most serious 
problems of drug misuse in neighbourhoods which already suffer from high levels of 
unemployment, poverty, housing decay and other forms of social disadvantage. 
 
In considering the risk factors for drug misuse it is also pertinent to consider possible 
"protective" factors. There are some people who use drugs but come to no harm, and seem 
able to regulate their use. The reasons for this are not known. To make progress with control 
of drug misuse it is necessary to try to break the cycle of adverse conditions which place 
people at high risk. Tackling the underlying problems of unemployment and social 
deprivation will be essential, together with attempts to remove drug dealing from the streets. 
Multi-agency strategies will be needed to achieve better control of cocaine and heroin misuse 
in the future. 
 
The next paper was an overview of the Government Green Paper on drug misuse, "Tackling 
drugs together", by Dr. Nicholas Dorn (Institute for Study of Drug Dependence). He 
reminded the audience that the Government had published a Green Paper, in the autumn of 
1994, which set out a framework for collaborative action to combat drug misuse. The Green 
Paper has not attracted great publicity, and the response from agencies has so far been 
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patchy. It is remarkable that the debate invited by the Green Paper is exclusively on domestic 
issues although there is great concern and considerable action within Europe about drug 
trafficking and the laundering of money. 
 
The Green Paper is expected to be followed by a White Paper, setting out the policy agreed 
after the consultation process has been completed, but some Health Authorities appear to be 
regarding the intentions of the Green Paper as though they were already policy. Others are 
not satisfied with many aspects of the Green Paper, and some professional groups are 
questioning the relevance of some of the performance indicators, which have also been 
criticised for not being clearly thought out. 
 
A description and analysis of the document was then presented. The focus is on local action. 
The three areas which it covers are, broadly, crime, youth, and public health. There is a 
timetable for action, with prescribed targets for each of the agencies and professions 
involved, over three years. The statement of purpose is to take action, by vigorous law 
enforcement and a new emphasis on education and health. Three major points are, to increase 
the safety of communities, reduce the acceptability as well as the availability of drugs, and to 
reduce the health risks and damage caused by drug abuse. Local action teams led by Health 
Authorities are expected to be set up, with members drawn from the highest levels of the 
constituent bodies (police forces, local authorities and other agencies). Their role is to 
reconcile National priorities with local realities. Information would feed back to government 
departments which in turn would link with the EU Drug Monitoring Centre in Lisbon. 
Common standards in the gathering and recording of information are required. 
 
Law enforcement and community safety are given the highest priority. All criminal justice 
agencies are required to report to the Home Secretary with their plans. Drugs will be included 
in the five key objectives of the police. Schools are to develop a policy on how to deal with 
drugs in school and a policy on drug education. There will be new publicity about drug 
misuse. Treatment is described as something to be used with the objective of achieving a 
drug free state. Harm reduction, in relation to communicable diseases, is also an objective. 
An effectiveness review is in progress which will report later on the performance of the 
agencies. The Green Paper also makes it clear that the Government has no intention to 
implement any changes in drug legislation. 
 
This was followed by a paper on the detention and management of drug misusers in custody, 
by Dr Margaret Stark, (Forensic Medical Examiner, South London). She said that police 
surgeons, also known as forensic medical examiners, see a lot of drug misusers, either 
because of their drug use or because they are being detained in connection with some other 
offence. Police surgeons are increasingly being asked by police to assess whether drug 
misusers held in custody are fit to be detained and fit for interview. Police surgeons are also 
in a good position to help drug misusers with their problem, and to provide maintenance 
while in custody. However, there is great variation in the attitudes and response of police 
surgeons to drug misusers. Although the General Medical Council has ruled that doctors 
must not withhold treatment because of a moral judgement that the patients' life style has 
contributed to their problem, there is still a tendency to react negatively to drug addicts. 
 
In 1991 the Department of Health published revised guidance on the clinical management of 
drug misuse and dependence. However, it was felt in the debate which ensued that the 
subject of the management of drug misusers when detained in police custody was not 

86



adequately covered in this document. Further discussion was stimulated in December 1992 
when two general practitioners, who acted as police surgeons, were convicted of 
manslaughter for recklessly causing the death of a 23 year old former heroin addict. There 
has been little published on how police surgeons manage this controversial subject. In 1993 a 
questionnaire was sent to the members of the Association of Police Surgeons in Great 
Britain, in an attempt to assess their attitudes and the current practice. 
 
It was found that police surgeons are very aware of the increasing drug problem, 76% 
reported that they are seeing an increasing number of drug misusers. Most of the police 
surgeons who completed the questionnaire were general practitioners, and 73% of them were 
in non-rural areas. Many of them exhibited a significantly negative attitude to the drug 
misusers, 80% regarding it as a self inflicted problem, and almost all thought it was a major 
cause of crime. Although two thirds of respondents said that drug misusers should be treated 
like any other patient, there was no common practice for prescribing controlled drugs. 
Replies indicated that 68% of police surgeons would allow a drug misuser to continue their 
prescribed methadone while in custody, 72% said that they would never initiate methadone 
treatment. Police surgeons have a great opportunity to advise addicts about the availability of 
treatment centres, the risks of infections such as HIV, and general counselling. Police 
surgeons should be helped to take a positive attitude towards addicts, encouraging them to 
admit their problem and to seek medical help. However the majority of respondents called 
for more training on drug problems and only 36% felt that police surgeons in general are 
experienced enough to manage drug misusers. Many police surgeons are the first to provide 
primary health care to the addict, and it is important that whatever is done is carefully 
documented and passed on to whoever may next be in charge of the patient while in custody 
and after release from custody. 
 
Most police surgeons do not regards signs of mild opiate withdrawal as a reason not to detain 
and question a suspect, but there is no uniformity over the prescribing of maintenance 
treatment. It is probably best to continue supervised methadone or other treatment to 
maintain a reasonable physical and emotional equilibrium while the drug misuser is in 
custody. There is also an urgent need for specific guidelines for police surgeons on the 
management of drug misusers in custody, to address the arbitrary nature of current practice. 
There is also a need for improved initial training and continued education for doctors 
working in this complex medico-legal field. Since this research was completed a working 
party has been set up to produce guidelines that pay particular attention to the aspects of 
management that are unique to the care of the drug misuser in police custody. A booklet has 
been produced, and is in print, but has not yet been issued. This should now be made available, 
urgently. It was pointed out that similar problems occur in prisons, where a large number of prisoners 
are drug misusers. Better treatment facilities are needed in prisons. 
 
After coffee, the chair was taken by Dr Neville Davis (Honorary Secretary, Royal Society of 
Medicine), who introduced the next speaker, Dr Michael Farrell (National Addiction Centre 
and The Maudsley Hospital, London) who spoke about present conventional prescribing 
protocols and the organisation of UK drug abuse treatment. He began by commenting on the 
rugged independence shown by doctors in the treatment of drug abuse in Britain over the past 
few decades. The approach was based on an implicit faith in the integrity of the physician 
and a healthy respect for the power and influence of the medical profession. It was backed by 
a monitoring system which was at best haphazard and at worst, non-existent. Historically, 
doctors have wanted to avoid treatment of drug misusers. However, the epidemic of heroin 
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misuse in the 1980s led to a greater emphasis on primary care and the role of the general 
practitioner, although many were reluctant to become involved.   
                                 | 
Heroin prescribing has always been a minority activity. The key shift in the 1970s was to 
move away from injectable prescribing and maintenance prescribing. At no time has there 
been any nationally defined treatment protocol for the prescribing of substances for drug 
addiction. In the mid-1980s guidelines for the management of drug dependence were 
published by the Department of Health. These focused on GP prescribing practices. It was 
left to doctors to use their clinical judgement, tailored to the needs of individual patients. 
This led to lack of uniformity of response, in different areas or following change in 
professional staff. The next phase was the development of community based services, driven 
by the central funding initiative. There are now about 300 community based services in 
existence. The central funding initiative contained an implicit resistance to maintenance 
therapy but no explicit statement. There was no outline of the prescribing which would be 
desirable in secondary care services. The most recent development is the introduction of the 
purchaser/provider split in health care, which allows local health authorities to choose the 
drug treatment strategy they prefer, and to choose a suitable provider. This puts drug 
treatment into competition with other health problems for allocation of resources. A case has 
to be made, based on need, defined as the ability to benefit from services coupled with an 
ability to define and deliver effective services. 
 
Consideration must be given to what evidence is available to enable clear guidance to be 
given about effective treatment of drug misusers. There is a lack of evidence based on well 
conducted and controlled trials. One area where there is good information is on substitute 
prescribing with oral methadone, mainly from the United States, showing benefits from this 
type of intervention. Treatment protocols need to be optimised in regard to availability, 
access and acceptability, equity, accountability and flexibility. 
 
Maintenance prescribing is the most controversial aspect. There was a period of enthusiasm 
for this, then a drop off, then in the mid-1980s a take off of enthusiasm for maintenance 
prescribing. However, neither the public, the medical profession, nor indeed addicts, have 
strongly supported methadone treatment. The absence of such support makes the funding of 
such intervention uncertain in the future. In other countries in Europe there has been a 
doubling of methadone prescribing over the past decade. It is probable that this has been 
driven by the risks of HIV infection. In most countries the amount of substitute prescribing 
falls far below the level of the problem. In 1993, figures for people in Britain on methadone 
or diamorphine maintenance were 18,000 and 200 respectively. In summary, there is still 
considerable lack of uniformity over prescribing, a lack of data on which to base 
recommendations, and a failure to tailor the treatment service to the needs of the population 
or to shape the services in response to the evidence of effectiveness.      
                                                 
The next speaker was Mr. Steve Spiegel (Cocaine Anonymous, London) who gave a very 
clear insight into the problems and costs of obtaining cocaine and heroin illegally. He 
explained that he was working to help addicts to achieve abstinence rather than to maintain 
people on substances. The costs of cocaine and heroin addiction were not just financial, but 
were more to do with health and lost opportunities. He then gave a very moving account of 
the life style and problems of a typical drug addict, based on his own observations. This 
portrayed a boy from a good, hard working family, who was very lively at school, but who 
felt isolated and unsure of himself. He became involved in music then, at an early age, began 
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using alcohol and then went on to drugs, starting with methadrine and purple hearts. When he 
first started it was marvelous, and he was able to communicate with people and it gave him 
the confidence that he had felt he was lacking. After a time, it stopped working. He had 
firmly decided never to go beyond this, and did not want to become an addict, but in the end 
he did all the things he had decided not to do, using cocaine and heroin, including injecting. 
 
The next phase was to begin dealing in drugs and he saw his customers going through the 
same sequence as he had done. He used heroin for 20 years, and it caused him few problems: 
cocaine caused him more problems. His whole life was involved in the getting and using of 
drugs; it became more important than anything else in the world, regardless of any 
consequences. He did not believe in the risks, and did not even think he had a problem. He 
thought the problems were external, such as lack of money, and the need for a larger house 
and car. He did not realise the problems were all due to his drug taking. He then got out of 
his depth with heavy gangsters, and decided that he had had enough of drug using, but did 
not know there was help available. He then tried a number of treatments, including 
detoxification and sleep treatment, but the difficulty was that after the treatment he was put 
back in the world and faced with his own problem - himself. To him the drugs were the 
solution to the problem, so he went back to using again. He carried on using for a further ten 
years, although the drugs were no longer really working. During that time he lost everything 
and everyone, and ended in the gutter. The drugs came before anything else. 
 
Despite this his health appeared to remain good, although the drugs masked some health 
problems. Behaviour depended on the drug, with cocaine and alcohol he became very 
violent: with heroin he felt safe and warm. When given a methadone prescription he used 
more drugs, on top of it, than ever before. By this stage he had found out about free-base, and 
was spending £1,000 to £1,500 a week on drugs. He could fund this from dealing. He never 
made money from dealing, because the more money he had, the more drugs he used. A 
breakthrough came when he went to a meeting of Narcotics Anonymous. He could not face 
any more treatments. He felt so empty inside, exactly as he had as a child before he started 
taking drugs. He managed to stop, and remained free for a few years. He then had to change 
his thinking about himself and his behaviour patterns. A period of stress in his relationship 
took him back to drugs, and within days he was back to heavy using and dealing as if he had 
never stopped! He carried on like that for 20 months, even though he knew it was useless, 
and unnecessary, and was destroying him and his friends. He then went into a 12-stop 
treatment centre and started learning some life skills, which he had somehow missed out 
before, and this has enabled him to remain free of drug abuse ever since. 
 
Mr. Spiegel said he believed that drug misuse was a disease, or rather a dis-ease within the 
person themselves, but he was sure that it was within anyone's capacity to give up drugs. He 
believed that unfortunately, the majority of GPs have no understanding or a total lack of 
interest in treatment of addicts. He said that he did not believe it was true to say "once an 
addict, always an addict". He believed counselling at school on self value and life skills 
might help some children not to become addicts. He believed that anyone can stop using 
drugs, if they have sufficient desire to do so. He would like to see more emphasis on 
abstinence rather than on maintenance. 
 
The final talk of the morning was given by Joy Mott (Loughborough University) who spoke 
about crime associated with illegal use of cocaine and heroin. She said that in recent years it 
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had become taken for granted in this country that "drugs cause crime". Reducing the 
incidence of drug related crime is a main objective of the Government's drug strategy. 
 
During the 1980s much of the research aimed at examining links between heroin use and 
crime studied dependent users attending drug treatment services or in contact with the 
criminal justice system. Many such users take a variety of other drugs, including cocaine. 
They are almost invariably unemployed and therefore unlikely to be able to pay for all their 
drugs by legitimate means. When asked how they raise funds for their drug use many say 
they commit acquisitive offences with shoplifting the most popular, as well as household 
burglaries, pick-pocketing, thefts from cars, cheque frauds and the like. Such findings have 
led to the assumption that the cost of illicitly used heroin is raised mainly, if not exclusively, 
from the proceeds of acquisitive crime. Estimates of the cost of crime committed by regular 
heroin users range from £2,000 million in 1992 (half the cost of all the thefts reported to the 
police in that year) to between £58 million and £864 million in the early 1990s. The size of 
these estimates depends crucially on the assumptions made about the number of dependent 
heroin users in the population, the amount and frequency with which they use heroin and the 
price they pay for it, as well as how much stolen goods can be sold for, usually assumed to be 
no more than a third of the replacement value. More recent research involving contacting and 
interviewing heroin and cocaine users in the community indicates that the proceeds of 
acquisitive crime provide only one of the sources of funds to buy drugs. Others include drug 
dealing, getting into debt, begging, prostitution and "doing favours". The latter includes such 
activities as providing storage for drugs or allowing dealing to take place in the home. 
 
There has not yet been a great deal of published research on crime associated with the use of 
cocaine or crack. What has been published suggests that since the 1970s much occasional 
recreational cocaine use takes place in social circles where there is "champagne, style and 
money", with users legitimate income sufficient to cover the cost. During the late 1980s there 
was increasing evidence of cocaine use, in the form of crack, lower down the social scale. It 
may be that heavy cocaine or crack users engage in more acquisitive crime than dependent 
heroin users to pay for their drugs, since "user doses" of cocaine/crack are more expensive 
than heroin and some regular users report spending several hundred pounds a week on their 
drugs. It seems that violent crime is more likely to be associated with drug dealing, 
particularly of crack, than of drug use. The police have no doubt that violence is associated 
with crack distribution, with incidents involving the use of firearms by dealers being reported 
in several of our inner city areas. 
 
The afternoon session was devoted to Future Approaches to the control of misuse of cocaine 
and heroin. The first chairman was Dr Richard Nicholson (President of the Open Section of 
the RSM). He introduced the first speaker, Mr. Ray Kendall (Secretary General, Interpol, 
Lyon) who spoke to the title of "Perceived defects in the present systems of control and 
management of cocaine and heroin abuse". He began by explaining that he was the head of 
the international criminal police organisation better known as Interpol. From this position he 
had watched the phenomenon of drug trafficking develop and spread, for nearly a quarter of a 
century. ICPO-Interpol, as we know it, was established in 1946 with the aim of promoting 
cooperation between national law enforcement agencies in order to track down and thwart 
those forms of criminality that take advantage of the fact that police action is limited by 
national boundaries. To this end, 176 nations have joined ICPO-Interpol to date. 
 

90



It was heartening to see the dedicated efforts of law enforcement officers around the world in 
combating the epidemic of drug trafficking. At the same time it was disconcerting to see 
nations succumb to the impact of this plague. To deny that there are deficiencies in dealing 
with the causes and effect of illicit drug use would be, at the minimum, naive. The question 
is, what can be done to correct deficiencies in managing substance abuse. To date, no 
comprehensive approach has been formulated to resolve the multi-faceted problem of drug 
abuse. However, there are some ideological approaches which must be embraced to gain 
ground in this seemingly losing battle. The biggest problem, perhaps, is to convince the 
politicians to have the will to provide adequate resources to get things done. However, the 
fact that there has been a 400% increase in the availability of drugs over the past four years 
should encourage better deployment of resources. The British Green Paper puts such 
emphasis on law enforcement, which will use a lot of resources. This will put more 
traffickers in prison, but will not reduce the amount of drug abuse in the community. 
 
At the community level, joint action should continue on both the reduction of supply and 
reduction of demand, with at least as much resource put into reduction of demand as for 
reduction of supply. The tendency has been to put more money into reduction of supply, but 
this is expensive and does little to reduce the abuse problem. 
 
There are not enough treatment centres available for addicts, and there is a need for more 
counselling of children. There are a number of other tactics which show promise in 
diminishing the demand side of the equation. These include: setting up community 
partnerships between the police and social/health agencies; police involvement in drugs 
education in schools; mandatory referral to treatment centres for drug misusers encountered 
by the police and the neighbourhood where drug dealing and usage can thrive. In all these 
activities it is important that both the police and social/health professionals recognize that 
they both have their own individual areas of expertise which must be respected. 
 
There is also a need for the provision of much better review and evaluation procedures, and 
for partnership programmes, to judge their effectiveness and to engender improvements. 
Consideration should be given to the decriminalizing of drug usage in order to diminish the 
flood of cases into the criminal justice system. By this is meant a policy of deliberately not 
prosecuting drug users. This is not to be confused with the concept of legalization of drugs, 
which is something quite different and not acceptable. 
At the national level, countries must create legislative and regulatory barriers to impede the 
ability of criminal organisations to profit from illicit drug trafficking. This means legislation 
to stop money laundering. There is a need to resolve to relentlessly root out corruption 
among public officials and to build in integrity requirements at the grass roots level of public 
service. The huge amounts of money involved in drug trafficking are sufficient to corrupt at 
the highest level. In the USA the cost of essential drug related crime represents about $500 
billion per annum. This level of financial resource in criminal hands can pose a threat to 
democracy. Some large companies have some component parts which are financed with 
illegal money. Corruption in business and politics can influence policy, including drug policy 
itself. National drug control policies should be implemented which recognise national and 
ethnic peculiarities at the same time providing answers to the drug challenge, which can 
trickle down to communities for implementation. When a nation is a party to international 
agreements or resolutions relating to drug trafficking, it must live up to those agreements and 
contribute accordingly. However, it is now more cost effective to use resources on treating 
heavy users than on preventing importation of drugs. 
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At the international level, note must be taken of Resolution 48/12 of the United National 
General Assembly, passed in October 1993, which underlines the need to press forward in 
improving international cooperation by using existing mechanisms such as ICPO - Interpol to 
increase the exchange of information through data base expansion. This required member 
countries to fastidiously provide complete and comprehensive data of drugs seizures, known 
violators, and organisations involved in drug trafficking. International task forces should be 
set up to investigate organised criminal activities in the drugs arena, such as syndicates, 
cartels and Mafia-type organisations. The results must be provided to prosecuting services. In 
law enforcement we often fall prey to knee-jerk reactions to the problems that confront us. 
Counter-narcotics enforcement is an area where we may take a proactive, coordinated 
approach if we will only look beyond single issue remedies and parochial results. Interpol 
pledges to do its part, within its authority, to improve the control of substance abuse 
worldwide. 
 
The next paper was by Mr. Allan Macfarlane (Drugs Branch, Home Office) who spoke on 
improvements to the present organisation of drug misuse treatment. He said that both heroin 
and cocaine are harmful to the users and to society. The trade in these drugs now appeals to 
organised criminals. It is a social problem in Britain. Three million people a year take a drug, 
although less than 1% of those over 12 years of age have taken heroin or crack. There are 
about 125,000 heroin addicts known to the Home Office and about 250,000 regular 
amphetamine users. It is hard to obtain an estimate of the amount of cocaine abuse: 1,300 are 
notified but that is almost certainly only the tip of the iceberg - indicated, for example, by the 
recent seizure of four tonnes of cocaine. 
 
The chaotic poly-drug user will take any drug. Tamazapan is often stolen from doctor’s 
surgeries. There is a need for better control, but 200 million capsules a year are prescribed 
legally. 
 
The Home Office is involved in this area mainly because of the Illegal Drugs Act and 
because of its role in supervision of the legal use of drugs. It has a supervisory function for 
the pharmaceutical trade. Home Office Inspectors are concerned to remove problems over 
treatment of drug misusers. They want to see more addicts treated. 
 
The Drugs Inspectorate also gathers statistics from notifications made by doctors, and 
examines pharmacy registers. At least 3,000 doctors are engaged in treating drug addicts in 
Britain. The inspectors investigate about 200 doctors each year, and these are almost always 
amicable interviews. The inspector’s task is to ensure that the Department of Health 
Guidelines on management of drug misuse are followed. The inspectors are non-medical; 
their job is to keep doctors to the rules. Another of their concerns is to prevent diversion of 
drugs from treated persons to other users. In this context the over prescribing of drugs for 
treatment may be adding to the problem. Many doctors, who are treating addicts, do not 
know enough about the subject, and more, specialist training is required for them. Special 
licences are issued to 107 doctors to enable them to treat drug misusers with heroin. These 
are working in NHS Drug Treatment Centres. There is a pragmatic case for extending the use 
of heroin treatment for some addicts. At present very few persons, about 250 in total are 
being treating with heroin. There is a need for more research work on treatment protocols, 
including both the application of new methods and the evaluation of new drugs. 
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The next speaker was Dr Jeffrey Marks (Consultant Psychiatrist, Cheltenham) who talked 
about suggestions for alternative prescribing protocols. He began by saying that all addiction 
is bad and that we not only had to consider addiction to opiates, but also confront addiction to 
idealism. 
 
His first suggestion for any prescribing protocol was a very hefty dose of realism. This seems 
to have been lacking with many drug treatment services. There are several reasons for this, 
but the medical establishment and the Department of Health must accept a considerable 
amount of responsibility. 
 
In 1984 the Department of Health published a booklet. "Guidelines for good clinical practice 
in the treatment of drug misuse". This was given to all doctors, and provides reference 
material from Home Office inspectors. In that publication it was stated that for opiate 
stabilisation the drug of choice was oral methadone, and that there were no clinical grounds 
for prescribing heroin unless the patient has intolerable side effects to methadone. This was 
replaced in 1991 by a new publication "Drug misuse and dependence - guidelines on clinical 
management". It contains many improvements compared with the previous one, but the 
prescribing advice is the same as in 1984. It warns against prescribing drugs which are not 
intended for injection, but which could be injected by misusers, and might be sold on the 
black market. That is not unreasonable, but the problem is, what should the doctor do if the 
patient is clearly going to continue to inject? It gives no constructive advice on this point. 
However, it ends with a hint of reality by saying that long term treatment with a substitute 
such as methadone, with no intention of early withdrawal, may be justified in helping the 
drug user to achieve a more stable way of life. 
 
Other reports have been influential, e.g. those of the Advisory Council on the Misuse of 
Drugs. The first of these said that HIV infection was a greater threat to public health than 
drugs themselves and this was very helpful. It recognised that some addicts are persistent 
injectors. Unfortunately, it went on to suggest limiting treatment with injectable drugs to an 
arbitrary three months. This is the advice which can be summarised by saying that it is good 
practice to give these patients clean injecting equipment, to inject themselves for as long as 
they wish, but bad practice to give them clean, safe, legal drugs on prescription with which to 
inject themselves. If harm reduction is to be the guiding principle, we need to have a wider 
range of realistic treatment options. 
 
Most drug treatment clinics would agree that a patient, who is determined to continue 
injecting, should be given clean equipment and a supply of clean drug, but this is not often 
put into effect. Harm reduction should be the aim, and progress should be determined by 
individual patient clinical response as part of a properly monitored treatment programme. 
There should be a range of prescribing strategies to replace the illegal and impure drugs that 
the person is taking with pure, legal, drugs in whatever dose is required to stop them using 
the street drugs. The aim should be to find the right dose of the right drug, and to stabilise 
their drug taking so they can be helped to make improvements in their life style. The right 
dose is the dose with which the patient can function normally, without intoxication, and 
without withdrawal symptoms. The dose has to be determined for each individual, depending 
on their clinical response. Oral methadone is still an appropriate substitute drug for the 
majority of patients, but not for all. There are those who require injectable drugs and there 
are others who dislike the effects of methadone. Methadone has a totally different mental 
effect to heroin, and it is for the mental effect that most of them keep on taking the drug. 
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Methadone keeps withdrawal symptoms at bay, but does not give the mental effects they get 
from heroin. It is no use forcing oral methadone on a patient who will only sell it to buy other 
drugs. Patients who have to keep injecting should be given injectable heroin, those ready to 
stop injecting can be given heroin tablets. 
 
Strict criteria have to be adopted for the selection of patients before they are given these 
kinds of treatments. In the Cheltenham clinic, these are: objective evidence of intravenous 
drug abuse over a substantial period of time; objective evidence of current drug use; no 
motivation to be drug free; no motivation to stop injecting; previous treatment with oral 
methadone which did not succeed; no current abuse of drugs likely to induce psychosis; no 
evidence of active psychosis at present; the prohibition of alcohol or benzodiazepine abuse; 
agreement by the patient to abide by the rules of the service and to be cooperative. On the 
other hand there is no reference in the criteria for acceptance to HIV status or to age. The 
correct dose of heroin is carefully established for each patient by admitting them to hospital 
and observing their clinical response for several days. 
 
The goals of the programme are to achieve stabilised drug addicts taking nothing but what is 
prescribed, using safe injection, safe disposal of injecting equipment and having identifiable 
improvements in physical and mental health and social circumstances. Heroin is only given 
in daily doses with strict collection arrangements. All the patients have regular monitoring 
and supervision with a key worker. Psychotherapy is also available if required. The patients 
are reviewed at intervals, and the goals are renegotiated as their chaotic life style improves. It 
is hoped that no patient should need to be in the programme for more than five years. There 
are now seven years of clinical experience using this system and the results have been very 
encouraging. 
 
This was followed by a paper given by Dr Margaret Rihs-Middel (Swiss Federal Office of 
Public Health, Bern). She said that Switzerland was a country of seven million people, with 
about 30,000 addicts. There had been a rapid increase in drug abuse, and intervention during 
the early stages was difficult to achieve. The work of Dr Jeffrey Marks and others in Britain 
had influenced the Swiss response to the problem. They have introduced needle exchange 
schemes, reducing HIV infection, but hard drug use was not reduced. A drug programme had 
been introduced with the aim of reducing the number of drug misusers by the year AD 2000. 
This is based on several elements: repression, prevention, treatment support and harm 
reduction. 
 
According to several decisions of the Swiss Federal Government, a longitudinal study 
embedded in multi-centric research design has been set up in order to analyse the long term 
effects of the medical prescription of narcotics (heroin, morphine and methadone) in 700 
long term drug addicts with signs of severe social disintegration. 
 
The following dependent variables are being considered; health status, risk behaviour, multi-
drug use, psychological well-being, social integration, delinquent behaviour arid work 
capacity. 
 
The trials, taking place in eight Swiss cities, are carefully controlled and monitored. All 
participants are questioned by outside evaluators and only accepted if they meet certain 
criteria. These include being over 20 years of age, having taken drugs for at least two years 
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and having failed twice on another treatment methods. The drugs are supplied to the addicts 
at a treatment centre, and there have been no significant problems with diversion of 
prescribed drugs to other persons. 
 
From January until November 1994, a total of 285 patients have been admitted to the 
prescription programme. Of these, 247 have been admitted to heroin, 47 patients to 
morphine, and 30 to methadone treatment programmes. Currently, 197 patients are being 
treated with heroin, 16 with morphine, and 20 with i/v methadone. An additional study with 
16 patients took place in order to test the side effects of morphine prescription. The 
feasibility of the heroin prescriptions has been demonstrated during the course of 1994, with 
no major incidents. There were no safety problems with the programmes. In the case of 
morphine, side effects were observed. Both morphine and methadone were less acceptable to 
addicts than heroin. Results, so far, show that the heroin prescription programme has been 
associated with patients having improved health, better physical appearance, improved 
psychological well being, an improved capacity for work, and thus improved housing and 
social contacts. The programme has had some effect in reducing contact with other addicts. 
The compliance rate and retention rate have been rather good. These results should be treated 
with caution, however, since a longer observation period is necessary, in order to interpret 
the long term effects. 
 
The final session was chaired by Mr. Jasper Woodcock (Past Director of the Institute for the 
Study of Drug Dependence). He introduced the first speaker, Mr. Roger Howard (Standing 
Conference on Drug Abuse). His subject was 'Possibilities for legalisation of cocaine and 
heroin'. He said the short answer was that in Britain there was virtually no possibility, for the 
foreseeable future, of legalising cocaine and heroin, under either a Conservative or Labour 
government. The Government had given their reasons in the recent Green Paper stating "For 
those who experiment with cannabis as forbidden fruit, decriminalisation would simply make 
even more dangerous drugs more attractive...There would be no turning back from legalising 
cannabis or any other controlled drug". In taking this attitude they have lost a rare window of 
opportunity to further debate about drug laws. In a recent House of Lords debate, a peer 
observed "It is important to realise that the case for change does not rest with those who seek 
to relax the law but with those who admit that the present law does not work, and that we 
need to do something to make sure that it does work" Mr. Howard believed that the criminal 
law should be employed in the control of drugs only where is can clearly be shown to be 
necessary, justifiable and effective. 
 
Debate on this subject requires consideration of political, social, economic, medical, legal 
and moral issues. So far it has been characterised by a simple dichotomy: either legalise or 
prohibit. Both sides produce powerful arguments in their support, and pay little attention to 
the reasoning of the other side. British drugs policy has traditionally been a classic 
compromise between commitment to prohibition and a degree of discretion in application of 
the law. This also applies in other countries such as the Netherlands and the USA. John 
Stuart Mill said that “in a civilised society the only purpose for which power can be exercised 
over a person against their will is to prevent harm to others". Studies in the USA have shown 
no strong evidence that decriminalisation effects either the choice or frequency of use of 
drugs, either legal (alcohol) or illegal (marijuana and cocaine). People continue as before, 
irrespective of changes in the law. 
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There has been much talk about cost-benefit analysis of changing drug legislation, but little 
work has actually been done on this. Some of the economic benefits of legalisation include 
reduced costs of policing and criminal justice, reduced health care costs, and that taxes on 
drug sales could be a source of revenue. However, much caution must be exercised over 
these assumptions. If legislation led to greater drug use, there would be many additional costs 
to society through adverse effects on health, safety and productivity. The real issue however 
is largely to do with the moral one, of how people see their own society. Research in the 
USA and in Britain has indicated that there is a reluctance by the general population for 
moves to fundamentally change the drugs laws. 
 
Even amongst those who have used illegal drugs, only about 1 in 3 supported moves to 
decriminalise or legalise. However, legalisation does not imply sanction. If it did, the existing 
laws would suggest that the Government approved of tobacco, alcohol and gambling, 
although of course such activities are subject to extra taxation! 
 
The most fruitful approach to the possibility of legalisation of drugs is through risk 
assessment, which is rooted in reality rather than rationality or rhetoric. Politics is much 
concerned with risk assessment; risk to governments, individual political careers, and risks to 
local communities and individuals. 
 
If laws are to be changed, this will be done by politicians, who will firstly look at the risk to 
themselves. They are likely to regard change as too risky for several reasons:- 
 
Our international and European commitments tie us to conventions and treaties which are 
going in an opposite direction to legalisation. There is also the weight of public opinion, 
which is opposed to legalisation. There are also risks to the institutions of the criminal justice 
system if there was a large reduction in activity following drug legalisation. 
 
Further risks are that legislation would not be accompanied by a reduction in crime. In other 
areas, such as the arms trade, which is legal, there are supposed to be tight controls but it is 
rife with criminal trade. There is also the risk that with developing drug technology, 
legalisation of cocaine and heroin could lead to a switch in usage, perhaps a supply led 
incentive. What is required is to advance cautiously with policies which are low-risk 
politically. We could seek to ensure consistency in cautioning practices and in prosecuting 
and sentencing practices, in favour of diversion to treatment. Then we might explore the 
possibilities of decriminalising the possession of illicit drugs for personal use. Perhaps, after 
that would come the debate on the efficacy of legalisation. Realistically, we are a long way 
off the entire legalisation of cocaine and heroin. 
 
The final speaker was Mr. Mike Goodman (National Legal and Drug Services) who gave a 
review of options for change. He said that we were at a critical time in the development of 
drug strategies, both in Britain and throughout the world. There is growing public concern 
about increased use of illicit drugs. The Department of Health's Effectiveness Review will 
examine the effectiveness of various forms of treatment. There is an increasing 
decriminalisation and legalisation debate, which is becoming more sophisticated and more 
public. All this increases the opportunities for change. 
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Mr. Goodman suggested that there were about eight main models for change which should be 
considered. Before considering further models for change, the following objectives are those 
usually considered desirable in formulating drug policy; abstinence; reduction of injecting; 
reduction of secondary harm; reducing drug related crime; stabilising personal life style; 
preserving civil rights and liberties; the need for a policy to be rational, reasonable and 
consistent. The following options for change were described: 
 
1. Prohibition 
 
Law enforcement is the main feature of the present Government policy on drugs. Four-fifths 
of all spending on drugs in Britain is spent on law enforcement. 
 
2. Prevention 
 
Education and treatment. The Government has said it will put more resources into these 
areas, both in the pursuit of abstinence and for safer drug use. Drug education is regarded as 
a good thing in itself, but research indicates that it may not reduce the number of people 
using drugs. Its real value is still not known. 
 
3. Review of prescribing 
 
Possibilities of extending treatment options, the type of drugs to use, who should be licensed 
to prescribe what, and who should have specialist licences. 
 
4. Review of the Home Office licensing system for GPs 
 
This raises many issues, such as whether GPs should have the right to prescribe controlled 
drugs, including injectables. Whether we should extend the "British System". Evaluating the 
efficacy of methadone treatment. 
 
5. Licensed pharmacists 
 
This is a more sensible suggestion than many people think. The existing system is often no 
more than a rationing system, with little monitoring or support and this could be done equally 
well by pharmacists. 
 
6. The Mancroft model 
 
Lord Mancroft has proposed that we should have State run premises and a State operated 
system of rationing, in which people would be allowed to go and use drugs on the premises. 
This would set some boundaries to and improve the safety of drug use. It would be a question 
of what would be allowed in such premises. The great advantage would be that the users 
could be monitored. 
 
7. Decriminalisation 
 
The non-enforcement of the law in relation to possession and use of drugs. This is not a 
perfect solution, as there will always be some tragedies, but the situation could be better than 
at the present time. There is a danger that it would be seen as condoning or even promoting 
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the use of drugs. This would appear an extreme view. Given care over progressing in small 
steps, there could be progress on decriminalisation. 
 
8. Legalisation 
 
The proper regulation and control of the supply of drugs bringing this within the law. This 
does not mean a drugs free for all where anyone would have access to what ever drugs they 
wanted. On the contrary, it would place proper controls on drugs. There would be consumer 
protection. However it is not a realistic option in the near term. 
There is one further concept with deserves mention which is to have an open market in 
"weak" drugs such as opium or cocoa leaves, which might be sufficient for many users, who 
at present go to hard drugs when something less powerful would satisfy their needs.  
 
All the models which have been described are possibilities for the future. None of them are 
simple or perfect answers but all deserve careful consideration, and often need further data 
collection and research before conclusions can be firmly drawn about them, but eventually 
society will accept the need for a legalised regime for drug control.  
 
Panel Discussion 
 
The meeting ended with a panel discussion which ranged widely over the topics of the day. It 
was not possible to make an immediate assessment of the findings, but looking back over the 
papers, several conclusions emerge which should be noted- 
 
Social deprivation appears to be a major factor in initiation and perpetuation of drug misuse. 
The Government Green paper was weak in regard to drug treatment, did not acknowledge the 
importance of unemployment as a risk factor, and repeated reliance on previously tried 
approaches which had not proved effective. 
 
There is a lack of uniformity by doctors in prescribing for addicts and a failure to tailor 
treatment services to the needs of the population. More training is required for police 
surgeons and GPs. In Britain at present, few persons are being treated with heroin and this 
deserves wider use. There is a need for more research on treatment protocols, including the 
evaluation of new methods. At the same time, more support is needed for abstinence 
programmes.    
                                           
Estimates of the cost of crime associated with drug misuse are variable, but organised crime 
is attracting huge sums of money through drug trafficking. International agreements which 
require attempts to control drug imports must be honoured, but it is more effective to use the 
resources on treatment of heavy users than on preventing drug importation.   
 
There is no realistic probability of a major change in the law on drugs in Britain in the near 
future. It is, therefore, more useful to consider improvements within the existing legal 
framework. There is a need for standardisation of practice over decisions on whether or not 
to prosecute for drug offences, and more uniformity over sentencing with greater emphasis 
on treatment of offenders instead of punishment. 
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There are many possible models for improving control of misuse of cocaine and heroin in the 
future. Some require more research before changes in legislation could be made, but a 
gradual start could be made on decriminalisation. If a way could be found to remove the very 
high black market price of drugs, many of the problems would disappear. 
 
G A Cullen 
February 1995 

99



Written evidence submitted by Mohammed Daud [DP031] 
 
I believe that people should be able to decide for themselves, without the intervention of the 
govt. The govt is there to protect one person from another, not one person from themselves. 
This is a freedom we should be allowed. Keeping cannabis and other drugs illegal because 
they are harmful is not a good excuse (even though there is very little evidence for this). 
Using that logic, kitchen knives should be illegal to prevent people stabbing themselves, 
tobacco should be illegal and so on. 
 
While I do agree, it can negatively affect driving and the operation of heavy machinery, 
rather than banning it completely, it should be sold with a warning on the packet (similar to 
tobacco). It is illegal now, yet more and more people are smoking it on a daily basis. If this is 
indeed the case, the laws passed by the government do not fairly represent the tax payer. 
 
I watched a documentary where GW pharma had a huge grow operation for research and to 
create Tetrahydrocannabinol (THC) and Cannabidiol (CBD) products. If I was to do this, I'd 
never get permission, and would definitely be thrown in jail. This is not fair. 
 
The people who sell cannabis right now are the same people who are willing to break the law 
and are known to steal from their customers. Do not give them this right. Instead, legalise it 
and let users buy without the fear of being robbed. 
 
Please think about freedoms when you are reviewing drug policy. 
 
January 2012 
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Written evidence submitted by Mr. Frank Windsor [DP032] 
 

1. I fully support the decriminalisation of cannabis, and feel that it should be taxed and treated as are 
cigarettes and alcohol. 

2. As a long time sufferer of chronic pain, and viral hepatitis C and liver disease I fully support the free 
availability of cannabis oil or tincture medically. I am in receipt of Disability Living Allowance 
(DLA) at the higher rate.  

3. I currently take over 10 prescription medications daily, as well as anti viral injections. 
4. I am a member of clear and support their views on the use and taxation of cannabis. 
5. I would like to draw the committees attention to the following link.1 
6. I am prepared to also give oral evidence to the committee if requested. 

  
As you will appreciate it is with some trepidation that I offer this evidence as I am admitting that I am 
breaking the law on a regular and daily basis, however I can honestly say that short of a death sentence there 
is no way of enforcing the law effectively when I refuse to be coerced or bullied into blind obedience, and 
there is no deterrent left. 
 
It seems a poor use of taxes, to try to enforce a law against a large proportion of society that hold that law in 
contempt. 
 
January 2012 

                                                 
1 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
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Written evidence submitted by Stephen Simpson [DP033] 
 
I am Stephen Simpson. I am 45 years old and until being made redundant recently, as a result of cuts 
in the Public Sector, I have enjoyed a very successful career as a Lecturer in Further Education having 
been graded as ‘outstanding’ for the latter half of my career. I feel I must exemplify, with my 
experiences and recently found knowledge, not only the inefficacy of the current UK drugs policy but 
moreover, the damage it causes. 
 
Summary 

• Policing cannabis use is expensive, dumb and futile. 
• Prohibition hands over the control of cannabis to the black market and fuels organised crime. 
• Creating a regulated and taxed cannabis market would create income for UK economy 
• Cannabis has many, many medicinal benefits that every human should have the right to. 
• It is the prohibition of cannabis that causes a social problem and therefore should be removed 

from the Misuse of Drugs Act (MoDA) schedule. 
• Decriminalisation would allow true, unbiased information to be to be given and users who 

encounter health problems to seek help without fear of the law. 
• It is immoral that one is encouraged by advertising, to consume alcohol which is known to be 

at least twice as harmful as cannabis and yet be prosecuted for possessing cannabis. 
• Prohibition of Cannabis cause more harm to the convicted individual than using the drug 

would. 
• I recommend adopting those policies of our EU partners such as Portugal, Spain, Holland— 

they work, ours don’t.  
 
1. The incarceration of a person in UK prisons has a cost in excess of £40k per annum; our prisons 

are currently over populated instigating the creation of new prisons with each new prison place 
costing £119k. There are thousands of Vietnamese ‘gardeners’ in our prisons, most of whom have 
been duped by organised criminal gangs into believing they were coming to the UK for a better 
life and instead have been held against their will and forced to look after crops of cannabis. Based 
on the presumption that 4% of police caseload relates to cannabis offences, and an annual police 
budget of £4.8billion (2010-11), the cost of policing cannabis is in the region of £200million. 
Ending prohibition of cannabis and creating a regulated taxed market would remove the supply 
from criminals and inject an estimated £7+billion into the UK economy from tax alone (“Taxing 
the UK Cannabis Market.” Independent Drug Monitoring Unit; Aug 2011). It would remove the 
smuggling of humans for this purpose and rid the recent spurge of electricity theft and damage to 
property caused by criminal cultivation. It would allow a regulated quality controlled supply 
without contaminants and unknown risks. It would create many new jobs in many different sectors. 
It would allow money to be injected into reducing harm and giving people true hard facts and 
unbiased information instead of scaremongering and lies which will undoubtedly lead to only one 
thing—no confidence in the government, as if there wasn’t little enough already. More and more 
people are using cannabis every day because more people are realising the truth, both first hand 
and anecdotally. 

2. For many years we have been told of the harmful effects of cannabis and how dangerous it can be. 
I, like many, simply believed these warnings from the government and the media, yet now we 
discover that all these warnings such as ‘cannabis caused schizophrenia’ are simply not true. The 
fact that there is a link between cannabis use and psychosis is correlative not causative in that 
psychiatric patients are far more likely to use it. It is indeed the case that some “psychiatric 
patients are using cannabis to self-medicate e.g. people with schizophrenia, or its symptoms, may 
use cannabis to cope with the negative symptoms associated with schizophrenia, or to suppress the 
side-effects of antipsychotic medication.” (“A Summary of the Health Harms of Drugs”. Dept for 
Health; Aug 2011). There are now over 100 peer reviewed studies which demonstrate the 
effectiveness of cannabis as a medicine for many ailments e.g. Alzheimer's Disease, Chronic 
Pain, Cancer, HIV, Multiple Sclerosis, Rheumatoid Arthritis to name but a few (“Emerging 
Clinical Applications For Cannabis & Cannabinoids. A Review of the Recent Scientific Literature, 
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2000-2011”; NORML.org; 2011). Surely it is against human rights that we are denied what is in 
many experts opinion, the closest substance we have to a panacea. It is in fact true that some over-
the-counter (OTC) and Prescription Only Medicines (POMs) are far more dangerous to health than 
smoking cannabis but they don’t come under the MoDA.  

3. I find it morally inexplicable that I am able to go to a Pharmacy and buy Paracetamol which is 
potentially lethal yet I am forbidden from possessing Cannabis which I know will not harm me, 
regardless of how much I take. I am utterly disgusted at the fact that my GP will gladly prescribe 
Opiates for my back pain, which are well known for their side effects, but I am not allowed to use 
cannabis which is far more effective in pain relief and production costs are a fraction of that of the 
POMs. “A direct comparison of alcohol and cannabis showed that alcohol was considered to be 
more than twice as harmful as cannabis to [individual] users, and five times more harmful as 
cannabis to society” (Study: Alcohol Is “More Than Twice As Harmful As Cannabis” 
NORML.org; 2011) I find it morally inconceivable that I am able to buy and consume as much 
alcohol as I wish, as often as I like, without question, when it is a well known fact that it is very 
dangerous and can lead to many serious health problems. What is even more reprehensible is that 
we are encouraged to do so with clever advertising and marketing techniques. 

4. The Misuse of Drugs Act 1971 states that “it is the duty of the Advisory Council on the Misuse of 
Drugs (ACMD) to inform and advise ministers in question on measures to be taken, whether that 
means changes to the law or not”. This is not what is happening in reality. In 2003, Advisory 
Council on Misuse of Drugs (ACMD) chair, Les Iverson states “The main problem is that cannabis 
has been classified incorrectly for nearly 50 years as being an extremely dangerous drug, but it 
doesn’t fit that level of hazard.” In 2009, ACMD’s chief, Prof. David Nutt was dismissed from 
duty after doing his job and advising the re-classification of cannabis. It appears that the Home 
Office is acting contrary to the MoDA. Is there any point having these advisors for MoDA if they 
are not going to be heeded? This action will only have the effect of encouraging future advisors, 
employed by the Home Office, to ignore their true findings and tell ministers what they want to 
hear for fear of dismissal. A true independent advisory committee is essential. 

5. The MoDA 1971 is concerned with the ‘misuse’ of drugs “having harmful effects sufficient to 
constitute a social problem” the only social problem surrounding cannabis is the unjust law which 
makes it criminal. Millions of people use cannabis every day without causing any social problem 
nor harm to themselves or others. Cannabis has a very low addiction rate, it is said that 9% of users 
become addicted however, these people are already pre-disposed to this form of addiction and 
would have inevitably become addicted to something whether cannabis or alcohol or whatever, 
coffee is far more addictive—cannabis is extremely difficult to ‘misuse’ and should therefore be 
removed from the MoDA Schedule. 

6. It is blatantly obvious, even to us mere mortals, that prohibition does not work. You only have to 
look at the statistics to see that since the reclassification of Cannabis from Class C to a Class B that 
its use has indeed increased. The cost of prohibition is dumb, it doesn’t work and very often the 
penalty for the crime causes far more harm to the convicted than using the drug will. We should 
also be looking at our European Union partners as examples of good policy and practice. Ten years 
ago the Portuguese Government responded to widespread public concern over its serious drug 
problem by rejecting a “war on drugs” approach and instead decriminalized drug possession and 
use. It further rebuffed convention by placing the responsibility for decreasing drug demand as 
well as managing dependency under the Ministry of Health rather than the Ministry of Justice. 
With this, the official response towards drug-dependent persons shifted from viewing them as 
criminals to treating them as patients. It has enabled the Portuguese government to manage and 
control the problem far better than virtually every other Western country does. 

7. My Story 
a. As a child I was extremely active and adventurous, partaking in many sports such as rock 

climbing and canoeing until injuring my back in an accident as a teenager. Since then I have 
been plagued with back pain which gradually worsened with age, often unbearable and 
regularly resulting in time off work. Over the years I have taken many different POM and OTC 
medicines, some of which do indeed provide some relief. However, I soon learned that those 
which provided the greatest relief came with the greatest price in terms of side effects. On one 
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occasion I had to be prescribed medicine for the gastrointestinal problems caused by the anti-
inflammatory drug, Diclofenac.  

b. I discovered the effectiveness of Cannabis whilst on a trip to Amsterdam in 2008, I had pulled 
my back whilst lifting luggage and was later recommended to try it for pain relief. To my 
amazement, it actually worked. I have used cannabis ever since and as a result I have been able 
to take up weight training and scuba diving, something I once could only dream of. It is without 
doubt that cannabis changed my life and as a result I will continue to use it indefinitely. 

c. During the following years I purchased cannabis on a regular basis from both people I knew 
and many that I had never met before or have since. Each time the quality and weight was 
likely to be different, often it comes still wet as dealers make more money that way. Even more 
commonplace is bud that has been harvested too early which inhibits the production of the anti-
psychotic component, cannabidiol (CBD), the effects of which are self explanatory. I also 
learned that some growers, during the flowering phase, sprinkle broken glass or particles of 
fibreglass onto the crop which becomes encapsulated within the flower as it grows thus adding 
a significant amount of weight without detection from most users. With all this in mind I 
decided to grow my own crop to avoid contact with dodgy street dealers and to ensure I had 
continuous access to an affordable, non-contaminated, organic supply of medicine. In 2010 I 
was convicted of production and possession of Cannabis and now have a criminal record. 
Despite this my employer decided that due to my excellent work record to continue to employ 
me and issued me with a warning. One year later, following the cuts in funding and an 
organisational restructure, my whole department was made redundant. Now, due to my 
convictions, I find it impossible to gain employment in Education and Training—the UKs 
policy on drugs has destroyed my career, my pension, my future and is denying the education 
system an excellent teacher. Admittedly, I knew it was illegal and knew the consequences if 
caught, however I, like millions of other users know first-hand the benefits of cannabis and for 
this reason will continue to use it indefinitely, despite the law—not even a prison sentence will 
stop me using it. 

 
January 2012 
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Written evidence submitted by Andrew Warwick [DP035] 

Introduction 
 
My name is Andrew Warwick I am a UK citizen and a member of the Clear Cannabis law reform group. I 
have called upon myself to write this submission for the upcoming inquiry into the current drug policy. I 
am a recreational user of cannabis and feel strongly that the current laws are not working and therefore 
need to change. Below I have ruled out headings that i think is important to discuss about the current 
policy. 
 
Is present policy fiscally responsible? 
 
1. At the moment the present policy is a joke. Millions is spent year after year on enforcing drug laws on 

cannabis which is not a secret as we hear it on the news annually. Still cannabis use increases and the 
black market makes more money on cannabis than any other drug. By regulating cannabis we would 
be taking billions from these gangs who run the black market. 

2. By legalising and regulating cannabis it would give the UK economy such a boost. The regulation 
would create hundreds of jobs which is what our economy needs at this moment in time 

3. It would not stop children from getting cannabis but it would make it harder for youths to get their 
hands on. Such as alcohol is legal but children still can retrieve alcohol. 

4.  A dealer does not care about giving a youth cannabis all they care about is money. This is how young 
people get roped into harder drugs because the dealer wants to make more money and pushes these 
harder drugs onto kids. 

5. From the regulation it would give the economy an estimated £6.7billion per annum. This money 
could be spent on helping people with drug problems, education, health care the list goes on.  

6. From regulation it would save police time and money and therefore they could catch real criminals 
who damage our communities. 

7. The information above was from the clear cannabis regulation plan.1 
 

Is policy grounded in science, health, security and human rights? 
 
8. The current policy is not grounded in science, not on health and most surely not on human rights. By 

using the NHS “A summary of the health harms of drugs”, "Emerging Clinical Applications For 
Cannabis & Cannabinoids. A Review of the Recent Scientific Literature, 2000-2011″ and an 
interview from David Cameron as a guideline I can accurately answer this type of question. 

9.  Not long ago our Prime Minister was asked the question "why is cannabis currently illegal in the UK 
even though Alcohol and tobacco are more dangerous to our health but we manage to control it. 
Wouldn't education on drugs be a better policy" Mr Cameron’s answer was that he agreed with the 
education part but disagreed with legalization because cannabis is toxic and causes extreme mental 
health risks. He also stated that legalization would make usage rise which is not the case as Portugal 
has decriminalised cannabis for more than ten years and all of their drug usage has dropped. 

10.  Also the Netherlands tolerates cannabis and it has shown that their cannabis usage is much less than 
the UKs particularly among children. Below shows a recent study on cannabis usage within different 
countries. It shows that the Netherlands has a 4% difference compared to the UK with cannabis use. It 
also shows that Portugal who had such a massive drug problem has a 6% lower cannabis use than the 
UK, this shows decriminalization works.2 

11. He was also asked that cannabis can be used to treat cancer and even shrink tumors so why do we not 
allow medicinal cannabis. Mr Cameron’s answer was that it is the matter of science to deal with it, 

                                                            
1 http://clear-uk.org/tax-regulate/ 
2 www.nationmaster.com/graph/lif_can_use-lifestyle-cannabis-use 
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but science shows us that cannabis usage cannot be overdosed, doesn't cause cancer and can be used 
to treat a large number of diseases such as multiple sclerosis, chronic pain, AIDS, depression and 
Parkinson’s disease the list goes on. Information on medicinal cannabis can be found from my link 
below: 
http://norml.org/pdf_files/NORML_Clinical_Applications_for_Cannabis_and_Cannabinoids.pdf 

12.  By using the NHS “A summary of the health harms of drugs” we can see that cannabis compared to 
alcohol, prescription drugs and tobacco is much less dangerous and harmful. Prohibition damages 
security and also human rights as at the moment there is a 6billion pound black market for cannabis 
which cause problems within our communities from, murders to smuggling people into our country 
simply to grow cannabis this is a huge problem simply due to the Prohibition of cannabis. The truth is 
that our drug policy is not made around science, security or human rights or else cannabis growers 
wouldn't get a longer  jail time as a rapist. 

13. If I have one question from this to be read out within the debate I would like it to be: 
 

If we can’t have cannabis used medicinal because it is toxic and dangerous, then why have the US 
Government been sending cannabis cigarettes to patients over the last 20 years? 
 
The criteria used by the Government to measure the efficacy of its drug policies 
 
14. Personally I don’t think the current policy is working simply because: 
15. Usage of cannabis is up and is one of the highest on the world 
16. It makes the black market £6billion pounds of untaxed money 
17. People are smuggled into our country simply to grow cannabis this is how much money the drug 

cartels are making from cannabis. 
18. No matter how many raids the police do they will never come close to wiping out cannabis on our 

streets. The War On Drugs has failed it is time to try something new. 
 

The independence and quality of expert advice which is being given to the government 
 
19. The government is certainly listening to the wrong people. This is simply answered as our drug policy 

is not made up by using science. The truth is politicians make up our drug laws and they have no 
education on this subject. It is easy to see the information our government retrieves is wrong and that 
our drug laws should be implemented through science as it tells the truth about the drugs on our 
streets. 
 

Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have 
 
20. To accurately answer this question I will use the “Taxing the UK Cannabis Market”.3 From this 

report I can see that £500 million is spent every year on the criminal justice system for cannabis 
alone, £200 million of this money is spent on police costs to try and take cannabis off our streets. 

21. This is a substantial amount of money and it is being used on the war on drugs which has been falling 
since it started 40 years ago so why waste £1 billion pound every 2 years on cannabis when the 
strategy is not working, it has failed it has caused more damage than it’s worth. It's time for change. 
 

The cost effectiveness of different policies to reduce drug usage 
 
22. The cost to reduce cannabis on the streets is £500 million per year and usage has increased rather than 
                                                            
3 www.Clear-uk.org 
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falling. If we look at different policies within different countries that have decriminalised cannabis we 
can see that cannabis use has decreased rather than increased, it seems that the longer it is illegal the 
higher the usage percentage rises. These countries include, some states in America, Holland and 
Portugal so these countries prove that decriminalising cannabis works to lower usage particularly with 
children as it is harder for them to get. Below shows a recent study within different countries, the 
percentage of cannabis use within the countries.4 
 

The extent to which public health considerations should play a leading role in developing drugs 
policy 
 
23. To me health is a major factor of what our drug policy should made from. This is where medicinal 

cannabis should become a positive factor. There are thousands of people within the UK who have no 
choice but to use cannabis as their medicine. Yes we can go to our doctor and they can give us a 
cocktail of medication to treat the illness but these medications that doctors prescribe have some 
extreme side effects and also its not pleasant to take a cocktail of prescriptions drugs.  

24. This is when people turn to cannabis and it changes their life, it makes their life worth living, but 
what happens? Police raid their house for growing their medicine some are fined, giving a criminal 
record or even sent to prison. Why should this happen to good people who do no harm to their 
communities, these people have enough problems in their life without the government giving them 
another. The other problem with this is these patients have to buy their medicine off the street from a 
dealer and more than likely could be robbed or the cannabis could be contaminated with sprayed 
glass, mold the list can go on but this is what these people have to use. 

25. Below I have giving an example of a video and what it is like to have no choice other than to use 
cannabis: 
http://www.youtube.com/watch?v=3RpL9U9xW8U 
 

The relationship between drug and alcohol abuse  
 
26. The relationship between cannabis and alcohol is very similar. Cannabis is a drug, alcohol is a drug, 

alcohol is extremely addictive in fact it has a higher rate of addiction than cannabis. Also trying to 
stop addiction from alcohol is much harder, much worse than trying to stop being addicted to 
cannabis. Being addicted to cannabis is not physically addictive compared to alcohol and tobacco, 
also trying to kick the habit is much easier compared to any other drug such as alcohol and tobacco.  

27. You can overdoes on alcohol and there is thousands of deaths every year but how many from 
cannabis ever? zero and still it remains as a class B drug and on schedule one which means it has no 
medicinal elements which we all know is not the case. 

28.  Around 10% of cannabis users will become addicted which is lower compared to alcohol. 
29. Being addicted to alcohol is much worse than cannabis as you can’t contribute to society such as 

holding down a job but when being addicted to cannabis you can still live a normal life. 
 

The comparative harm and cost of legal and illegal drugs 
 
30. A lot of illegal drugs such as cannabis are much less harmful than legal drugs such as alcohol and 

tobacco so why don't alcohol and tobacco belong on the Misuse of Drugs Act 1971 as clearly they 
cause far more of a “social problem” than cannabis. 
 

The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances 
                                                            
4 http://www.nationmaster.com/graph/lif_can_use-lifestyle-cannabis-use 
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31.  legal highs make a mockery of drugs policy. Knee jerk reactions are made on the basis of Daily Mail 

stories, not science or medicine. Synthetic cannabinoids are manufactured to try and show that 
cannabis is a worse drug than it actually is. These synthetic cannabinoids are also treated on animals 
which is not the same as being used on a human as the effects are different. To me this is propaganda 
from the government to give cannabis a bad name, it has been the same for many years but people are 
now hearing the truth of cannabis and these tricks no longer work. 
 

The links between drugs, organised crime and terrorism 
 
32. The cannabis market within the UK is an estimated £6billion a year, the government has happily 

handed this market over to the black market and organised crime. These people who grow the 
cannabis supply poor weed and a lot of the time it is sprayed with glass to make it heavier so they 
make more money per gram, this causes serious damage to the lungs but for patients who use 
cannabis and choose to buy it from a dealer they have no choice. Another result of organised crime 
and cannabis is that organised gangs carry out human trafficking and make these individuals live in a 
house 24hours a day 7 days a week to grow cannabis this is a huge problem and it is growing rapidly 
in our communities. 
 

Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency 
 
33. I have only one thing to say on this subject. Other countries make their own laws and are not under 

instructions from the UN is it not time the UK done the same? 
 
Summary 
 
34. The current policy is failing and the government has handed the cannabis market over to the hands of 

organised crime these people are making £6billion a year from cannabis alone while the government 
spend £500 million a year on preventing cannabis being on our streets, it’s a losing battle. 

35. The drug policy is not built around science or human rights as cannabis has major medicinal values 
and still remains illegal as a class B drug. Human rights are not taking into consideration has human 
traffickers bring people into the UK just to grow cannabis, these people are treated as slaves. 

36. The link between cannabis and legal drugs such as alcohol and tobacco are similar the only difference 
is cannabis is not as dangerous as these drugs but still remains illegal. 
 

January 2012 
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Written evidence submitted by Roger Titcombe [DP036] 
 
I am a retired head teacher and independent educational researcher with many published papers 
(see below). 
 
Over the past decade I have been struck by the number of murders that involve bizarre levels of 
spontaneous violence by young people and a link with cannabis use. This link does not appear to 
have systematically researched but I have noted from press reports that almost all such murders 
have been carried out by young people belonging to a cannabis using cult and many have been 
reported as taking place soon after heavy use of this drug. 
 
In the recent Stephen Lawrence trial we saw hidden camera images of extremely violent play-
acting. Were the participants taking cannabis at the time? I suspect that they were. I also suspect 
that the murder itself was committed soon after a communal cannabis smoking event. 
 
I suspect the same with regard to the murder in Salford of Anuj Bidve. 
 
There is growing medical evidence of the cognitive damage caused by heavy cannabis use from 
an early age by children. As a former head teacher I have firsthand experience of the disastrous 
effect of the cannabis habit and the culture in which it is taken on schoolchildren. 
 
I realise that association does not prove causality, but how will we know unless blood tests are 
systematically carried out on suspects and appropriate questions are asked by the police at the 
time? 
 
Since the Stephen Lawrence murder hundreds of black young people have been murdered in 
crimes described as 'mindless' at the time, or put down to gang activities or racism. What they 
have in common is a completely disproportionate lack of rational motive. Racist hate on its own 
is not credible as a sufficient explanation. What if these crimes really were mindless in the literal 
sense of being committed by young people with severely damaged cognitive faculties? 
 
One of the reasons why cannabis use is overlooked is its prevalence amongst media professionals, 
which is reflected in the regular calls for legalisation from the likes of the Guardian and the 
Independent. Such use by the educated classes and aging hippies is at a different level, at different 
ages, with different sorts of cannabis and cannot be compared with what is happening within the 
NEETs (“not in education, employment, or training”) culture that pervades the lives of hundreds 
of thousands of educational failures so labelled from the time they failed to get SATs Level 4 at 
school. 
 
I urge you to set up an investigation into the role of cannabis in 'mindless' extremely violent crime 
by young people. A good place to start would be with the Stephen Lawrence and Anuj Bidve 
murders, the former because of the vast amount of evidence that has been collected and the latter 
if only because of its deeply shocking nature. If 'Psycho' turns out to be implicated then we really 
should be asking how he got his nickname and cause of his mental unbalance. 
 
Papers published since retirement from headship in 2003 
 
Brown D, Floor targets will cause schools to fail, Forum, Vol 45, No 3, 2003 
 
Brown D, Is floor target policy fair?, Topic (NfER journal), Issue 33, 2004 
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These articles were published by me with the consent of the Cumbria LEA under a pseudonym 
using anonymised data based on Cumbria LEA schools’ GCSE and standard scores data. The 
pseudonym was necessary in order to protect the anonymity of the data. 
 
Titcombe R and Davies R, Curriculum Change and School Improvement, TES, 2006 (published 
on website). 
 
This was the report arising from a major research project carried out in conjunction with and 
funded by TES. It was the basis of a later paper by me and also a section in a book by Warwick 
Mansell, Education by Numbers: The Tyranny of Testing, Politicos, London 2007. 
 
Titcombe R, Cognitive Ability and School Improvement, Practical Research for Education, Issue 
36, 2006. 
 
This anticipated and was confirmed by much subsequent work on National Curriculum Testing. 
 
Titcombe R, How academies threaten the comprehensive curriculum, Forum, Vol 50, No 1, 2008. 
 
This work built on the TES research and has been frequently cited, including recently in the 
Civitas Report, School improvement or the ‘Equivalent by Anastasia de Waal, October 2008, and 
also in the report of the Parliamentary Committee of Enquiry into academies and trust schools, 
June 2007. 
 
Titcombe R, A Case Study in School Improvement, Forum, Vol 53, No 3, 2011 
 
My work has been referred to or quoted in numerous national press articles since 2003.  
 
January 2012 
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Written evidence submitted by Andy Dove [DP037] 
 
Hello, my name is Andrew and I am an electrician living in Portsmouth and would like to voice my 
opinion on the up-coming current drug policy debate, due to be held in parliament in the near future. 
 
My main cause of interest in this debate is about cannabis policy reform, I believe that we should be 
moving towards a more European stance instead of continuing with our current, failing, prohibition 
laws. 
 
As past decades have shown and proven, the current prohibition laws have/are making the situation 
far worse. 
 
I agree that you need a form of policing the matter, but in creating criminals out of normally law 
abiding citizens and potentially ruining any career opportunities over convictions due to small 
amounts of cannabis for personal use, is not the best or only way of dealing with this issue. 
 
The best way to police this would be through regulation, licensing and taxation of any person(s) 
entering into a business concerning the use/sale of cannabis, and to make it possible for persons to 
grow from 1-3 plants at their place of residence if they so choose. 
 
The Netherlands have proved this to be a successful way in harm reduction to the buyer, instead of 
dealing with possible violence from a backstreet drug pusher where the risk of being associated with 
harder drugs may increase significantly. 
 
Several European countries including Spain, Portugal, Belgium and Poland, to name few, have 
relaxed their policy towards cannabis as they too have realised that prohibition is more damaging than 
good. This has resulted in decriminalisation for personal use and for growing up to 3 plants at a place 
of residence. 
 
America, famed for its hard-line, zero tolerance on drugs, has also recently seen virtually a quarter of 
its states legalise cannabis for medicinal purposes as it has been medically and scientifically proven 
that it helps many sufferers, of many illnesses, of many ages to relieve or to ease the daily pains of 
their conditions that pharmaceutical drugs just cannot do without the many nasty side-effects that 
come with them. 
 
The British government are supposed to be protecting our civil rights instead of being blind-sighted 
by prehistoric, unfounded propaganda from the "reefer madness" era. 
 
I agree that you cannot hide from some of the information that says there is a link between cannabis 
and some mental health issues, this is a factor that is apparent in all drug use, be it cannabis, LSD, 
heroin or even alcohol. 
 
You don't see the government prohibiting alcohol even though there are people who commit domestic 
violence when they come home drunk or after thousands and thousands of people have lost their lives 
through a drink driving accident of some sort. 
 
Alcohol is the most widely used drug by most of the people in the UK, every weekend, across the UK, 
our A&E departments are filled with people who have hurt themselves whilst out drinking or have 
been fighting due to being drunk. 
 
The police spend thousands of pounds every month dealing with drunken disturbances, criminal 
damage and violent conduct, all due to alcohol related issues. 
 
Cannabis has never caused a single death from being consumed in any way, compared to the 
thousands that die every year from alcohol poisoning. 
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Cannabis users are not violent as it is a more relaxing and creative effect that it has over the user, 
instead of the "stimulant" effect that other drugs produce, for example, Cocaine and alcohol induce 
loud, erratic and destructive behaviour. 
 
I cannot see why the British government rejected professor David Nutt's recent, scientific findings 
into current drug research that was paid for by the government, for the government. 
 
If the government legalised cannabis just for medicinal purposes, the financial rewards would be 
greatly welcomed. In America alone Viagra grossed around $1.4 billion in 2010, medical cannabis 
grossed $1.2 billion. This $1.2 billion is a lot and it's made even bigger when you realise that there are 
25 million Americans that are eligible to use medicinal cannabis, and only 750,000 of them have 
actually applied for their medicinal permit an exercise their right to use it. 
 
The police would be able to concentrate on the hard drugs and the organised crime that comes with it, 
as large sections of the police force look at cannabis use as a minor infraction and are content with 
"turning a blind eye". 
 
As I stated earlier, cannabis users are non violent and generally easy going people, because of our 
current laws these people have no other option than to go to someone of a lower, moral class to obtain 
a piece of a plant. Many people have been beaten up by their dealer and had their money and cannabis 
taken off them as they know that the victim cannot go to the police Because they themselves, have 
committed a crime in obtaining the cannabis in the first place. 
 
We should all be working together to fight the common criminals and terrorists, not each other over a 
plant that has brought peace, pain relief and happiness to millions and millions of people for 
thousands and thousands of years, not just the last 100 years.  
 
Thank you for your time, a response would be appreciated greatly. 
 
January 2012 
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Written evidence submitted by Jason Reed [DP038] 
 
My name is Jason Reed, I appeared on the BBC Three programme; Cannabis—What’s the 
Harm in early 2011.  I write for the Huffington Post—primarily on drug policy.  I am also 
connected to LEAP, Law Enforcement Against Prohibition - I am acting as a UK admin and 
liaison for LEAP UK—I do not represent or speak for any organisation.  Furthermore, I’m an 
active member and supporter of the Liberal Democrats for Drug Policy Reform. 
 
All views and testimony is that of my own and non affecting of any organisation.  I represent 
only myself. 
 
I am happy to provide further information, documents, and submissions if so desired.  I am 
also more than content to give oral evidence. 
 
Thank you for allowing me to submit my response. 
 
I would like to address what I feel is a distinct lack of an evidence based policy.  Present 
policy seems to exsist on a basis of tautology. 
 
In this submission, I am to convey my concerns with the media—their handling of drug 
policy, and the hand they play in shaping current stances.  There are a number of worrying 
myths and pseudoscience that now exists—most notably Skunk. 
 
I will predominantly address cannabis in my written evidence, and I would like to detail a 
series of exchanges that I have had via FOI requests and the Home Office.  The issues that are 
most concerning to me are that of the medicinal aspects of cannabis and the disabled members 
of society who still receive punitive measures in the UK; there is a flagrant distortion of truth 
and a disingenuous dialogue within this specific subject matter. 
 
In no way do I believe present policy makes fiscal sense. The current model employed to 
‘control’ drugs is that of prohibition.  The burden that this model places on law enforcement 
is quite heavy. In 2009, Transform Drug Policy Foundation undertook a cost benefit 
analysis1; it was their findings that the estimated costs to the CJS was around 3-4 billion. It’s 
hard to find accurate figures, and this is owing to the mystic nature of present policy and the 
underground nature of drugs.  A change in policy could lead to transparency and accuracy in 
figures. 
 
The IDMU report; Taxing the UK Cannabis Market suggests that 500 million is spent on 
enforcing cannabis laws alone, and an estimated 200 million on police costs2. The prevalence 
of all drugs has never been greater, so it is hard to see how present policy is working, let alone 
fiscally sustainable. 
 
With regards to a science and evidence based policy, we have found ourselves at a place 
where we have fully strayed from the original mandate of the Misuse of Drugs Act 1971. The 
act was written to be fully reviewed and evidence based. 41 years on from its inception, the 
act has become anchored in law enforcement and prohibition. The very first part of the 
MoDA1971 proclaims:  
 
(under Section 1) - 
(2) (a) for restricting the availability of such drugs or supervising the arrangements for their 
supply. 
 

                                                           
1Transform Cost Benefit Analysis 2009 - http://www.tdpf.org.uk/CBA%20New%202010.pdf 
2 Taxing the UK Cannabis Market 2011 - http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf  
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This clearly indicates that if present application is deemed untenable, then new avenues 
should be explored. 
 
In the House of Lords—9 March 2011—behest of Lord Norton; a Question for Short Debate 
was initiated to discus drug policy and the call for a Royal Commission3. Within the debate, 
there was a literally overwhelming call for an evidence based policy. In fact, the word 
evidence was used 42 times. There were further calls for an impact assessment, and yet no 
credence was given to the encompassing matter at all by the Government. 
 
The biggest cloud that hangs over drug policy has to be the recent events of the ACMD 
(Advisory Council on the Misuse of Drugs).  The ACMD has, unfortunately, become a 
redundant entity in the shaping of drug policy.  Once more, the mandate for the MoDA1971 is 
to be under constant review, and the advice to the ACMD constitutes and evidence based 
board.  Over the last few years, most notably Professor Nutt, the ACMD has been involved an 
embarrassing series of events that has seen senior scientists sacked, resign and 
disenfranchised.  The advice from the ACMD is not always welcomed by the Government, 
and often ignored.  This leaves us in a curious position: When the MoDA1971 is mandated to 
be evidence based, and the ACMD is that base, how can we proclaim that current policy is 
acting in accordance with evidence, and how far can advice be ignored before a new act—an 
arbitrary act—ensues.  The official line for why we have disparity in our drug laws, and why 
alcohol and tobacco are tolerated: Historical and Cultural reasons4. This does not inspire 
confidence in that we have an evidence based policy. 
 
Human Rights are often ignored within the drug policy discussion; there’s an almost blatant 
disregard for any such notion—it’s hard to have a sensible discussion on this aspect. It may be 
subjective, but there are basic parallels that can lend a certain perspective to the issue. If we 
assume that all drug users are problem users, and treatment is a necessitous path, then we 
must look to how we deal with alcoholics and other problematic behaviours. I’m sure that the 
logic can be seen that enforcing alcoholism prevention using the CJS is of oblique reasoning. 
We could go further and speculate that the obesity crisis could be solved with the CJS, but it 
soon becomes apparent that the prevention of these health issues will not be solved nor helped 
in any way by relying on law enforcement.   
 
There is arguably no greater injustice than that of the sick, ill, and infirm, who still receive the 
full weight of judicial reprisal for using cannabis for pain & symptom relief. The official 
stance of the Government and Home Office is that cannabis has no medicinal benefit in its 
raw form; consequently, cannabis is of schedule 1 status.   
 
There are hundreds of peer reviewed studies that attest to the fact that cannabis has a 
substantial benefit to an individual who is suffering5.  Dr Lester Grinspoon, Professor 
emeritus of Harvard Medical School U.S has been a proponent in the U.S medical marijuana 
movement, and he is also instrumental in the study and utilisation of cannabis in medicine.  
His work spans the decades.  In his book; Marihuana the Forbidden Medicine, Dr Grinspoon 
documents his own trials within the U.S and bureaucracy.  Britain is one of the last countries 
in the developed world who still prohibits cannabinoid therapy.  Moreover, the U.K does 
actually allow the use of prescribed cannabis under the Schengen Agreement—if you are a 
EU resident with a prescription for cannabis, you are permitted to use cannabis on British soil.  
However, the Home Office now excludes UK citizens. 
 
I have recently been involved in a series of FOI exchanges regarding the Government’s 

                                                           
3 A Question for Short Debate (Lords) Royal Commission March 2011—www.theyworkforyou.com/lords/?id=2011-03-
09a.1673.2  
4 Drug classification making a hash of it—October 2006: www.drugequality.org/files/Reply_to_Making_a_Hash_of_It_2006.pdf  
5 Emerging Clinical Applications For Cannabis & Cannabinoids. A Review of the Recent Scientific Literature, 2000—2011: 
http://norml.org/component/zoo/category/recent-research-on-medical-marijuana  
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position on the medical value of cannabis. The Prime Minister commented on a live Al-Jazeer 
interview6 (25/02/11), saying:  
 
“That [medical cannabis] is a matter for the science and the medical authorities to 
determine, and they are free to make independent determinations on that…” 
 
I enquired: 
 
I would like to request information on what the Government have done and are doing to 
investigate this area; or what they are planning to do. 
 
The reply read: 
 
 You ask for information regarding the steps taken by the Government to investigate the 
medicinal benefits of cannabis. 
I should inform you that the Government refers to the advice of the Advisory Council on the 
Misuse of Drugs (ACMD), the independent statutory body comprised of experts.  
 
Subsequent to this reply, and owing to the fact that onus was placed on the ACMD on the 
issue, I emailed the ACMD’s secretary with regards to the medicinal aspects and evaluation 
of cannabis, the ACMD said: 
 
“The ACMD is not constituted to provide advice on the medical benefits of any drug.” 
 
I now have a pending FOI asking who takes responsibility for the declaration that cannabis 
has no medical benefits given the ACMD does not give advice on this area; there’s an 
arbitrary onus that has been placed on the ACMD by the Home Office.  It is quite apparent 
that there is a disingenuous dialogue and a muddying of the issue of medical cannabis. 
 
ALL FOI REQUESTS, REPONSES, AND SUBSEQUENT CORRESPONDENCES CAN 

BE PROVIDED 
 
An overlooked aspect of present drug policy is that of friends and family who also suffer 
judicial consequences; as it stands, a property owner can be prosecuted.  With regards to 
medicinal users of cannabinoids, this directly means that friends and family that support an 
individual’s cause for solace, wellness, and relief, also fully face the reprisal of law.  This 
places a monumental strain on health, relationships, and wellbeing.  I would like it to be 
questioned if it’s really ethical to burden disabled persons, and their support networks, with 
such turmoil.  The stress that these restrictions place on families is all too real and 
overwhelming. 
 
One of the reasons cannabis is not an issue that can be handled with dignity is owing to 
media’s interpretation and handling of drugs in general.  The fiction that is printed and passed 
off as fact has now become an epidemic.  The Daily Mail has to be the flag bearer of science 
fiction and pseudoscience.  Dr Ben Goldacre writes a publication and book called ‘Bad 
Science’ - he sets about dismantling the horrific interpretations of all science related media.  
He has also tackled cannabis as an issue on many occasions.  Specifically addressing the 
cannabis psychosis issue - which often hinders the dialogue with regards to cannabinoid 
therapy -  Dr Goldacre places a firm perspective around the time that reclassification was on 
the agenda due to high potency ‘skunk’ and mental health concerns: 
 
“And craziest of all is the fantasy that reclassifying cannabis will stop six million people 

                                                           
6 Al Jazeera interview with David Cameron (25/02/11)—www.youtube.com/watch?v=o9kz_bKYslg  
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smoking it, and so eradicate those 800 extra cases of psychosis.7” 
 
The risks of cannabis related psychosis have been grossly overstated by the mainstream press, 
and what is now regarded as fact is actually pseudoscience personified.  The Keele Study8 
also gives a firm perspective on the slight risks of cannabis related psychosis.  
 
A case in point for the media’s hand in drug science comes from the Daily Mail (26/10/11) -  
 
Just ONE cannabis joint ‘can bring on schizophrenia’ as well as damaging memory 
Strongest evidence yet, claim scientists 
 
I have had extensive conversations with the study’s author; he is: “Very disappointed, but not 
surprised” by the Daily Mail’s version of reporting.  The Mail’s article has no semblance of 
truth to it whatsoever.  With a very keen interest in holding scientific journalism to account, I 
am currently in process of  writing an article that aims to place a primary source for any 
scientific reporting in the media.  This basic premise was conceived by Dr Ben Goldacre, and 
its utilisation has been championed by many scientific figures. 
 
Pseudoscience also exists around the subject of Skunk.  Skunk is said to be the super strength 
cousin of cannabis, and its potency (THC levels)  is far greater than normal cannabis.  This 
notion is simply false.  Skunk is a media rebrand, and with little to no scientific basis 
whatsoever.   
 
Dr Ben Goldacre once more addresses the myth of increased potency cannabis in his 
publications.  It requires a vast amount of statistical manipulation to even remotely justify the 
super strength issue9. 
 
Moreover, to fully address skunk and high potency cannabis, I refer to the 4th of April 2011; 
in a Written answers and Statement by Charles Walker MP - he asked: 
 
“…what the average THC content of seized skunk cannabis was in the latest period for which 
figures are available; what the average THC content of cannabis seizures was (a) five, (b) 10 
and (c) 20 years ago”10 
 
The reply given by James Brokneshire MP: 
 
“The latest data from the Forensic Science Service Ltd (FSS) show that the average 
tetrahydrocannabinol (THC) content of mature flowering tops from plants, otherwise known 
as sinsemilla, seized and submitted to the FSS from the 1 January 2008 to the present day was 
14.0%. By comparison, during the same period, the average THC content of traditional 
imported cannabis and cannabis resin was 12.5% and 5.5% respectively. 
Information on average THC levels of cannabis available in the UK prior to 2008 is available 
in the Advisory Council on the Misuse of Drugs 2008 report 'Cannabis: Classification and 
Public Health', which can be found on the Home Office website via the following link: 
 
www.homeoffice.gov.uk/drugs/acmd/reports-research/ 
 
This summarises data available at that time, including FSS data from 1995 to 2007 and data 
from the Home Office's Cannabis Potency Study 2008, published by the Home Office 
                                                           
7 Bad Science, Dr Ben Goldacre - Cannabis Related Psychosis Analysis: www.badscience.net/2007/07/blah-blah-cannabis-blah-
blah-blah/  
8 Keele Study—Assessing the impact of cannabis use on trends in diagnosed schizophreniain the United Kingdom from 1996 to 
2005: www.ukcia.org/research/keele_study/Assessing-the-impact-of-cannabis.pdf  
9 Bad Science, Dr Ben Goldacre - Cannabis Potency Analysis: http://www.badscience.net/2007/03/reefer-badness/  
10 Written Answers and Statement - Charles Walker MP (04/04/11) - http://www.theyworkforyou.com/wrans/?id=2011-04-
04a.50071.h&s=cannabis  
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Scientific Development Branch. Information on average THC levels of cannabis prior to 1995 
is not available.”  11 
 
To reiterate, the Government’s own figures and statistics cannot justify the claims that 
cannabis has increased in potency to any degree.   
 
Cannabis is similar to alcohol with regards to comparative potency.  Some beverages (spirits) 
have a high percentage of alcohol, whereas beers have a lower alcohol percentage.  Similarly, 
some strains of cannabis have higher THC properties that others, and it is with quality control 
and education of substance that you can get a correct dosage.  Street cannabis is currently of 
dire quality, it is being hastily harvested for weight and money only.  An under ripe cannabis 
plant has more potential to cause harm than a plant that has been harvested correctly with the 
correct balance of cannabinoids.  The regulation of a cannabis market would minimise the 
potential harms of cannabis exponentially.   
 
Summary: 
 
I do not believe that current policy is successful, will have any success, or suitable to human 
rights. The ACMD’s remit is in jeopardy from the Home Office.  As it stands, the ACMD has 
become a redundant force. 
 
The issue of medicinal use of cannabinoids and the holistic nature of cannabis on an 
individual’s wellbeing needs a serious debate.  As it stands, the Home Office have placed the 
issue on the shelf through red tape and misinterpretation of mandates and duties. 
 
The families and carers of those who are infirm - who also face prosecution simply through 
showing support - need addressing in an ethical drug policy. 
 
The media’s role in drug policy has, until now, been overbearing and has caused a serious 
fracture in science. 
 
Myths such as ‘skunk’ are a direct consequence of current drug policy and the media’s 
hyperbole.  Skunk demonstrates the need for greater transparency, and the dire need for 
science to intervene.  
 
Aspects such as the direct consequences of prohibition and the harms it creates, need to be 
kept in mind when shaping drug policy.  The default setting of ‘drugs are bad, ergo, they’re 
deemed illegal’ is myopic, sophomoric based on tautology, and does little to address the 
actuality of the encumbered issue. 
 
January 2012 

 
11 Written Answers and Statement: James Brokenshire MP reply: www.theyworkforyou.com/wrans/?id=2011-04-
04a.50071.h&s=cannabis  
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Written evidence submitted by John Cavendish [DP039] 
 

I am someone who suffers from schizophrenia and find that cannabis use is a great help in giving 
relief from the side effects of anti-psychotic medication. I have a brother who also has schizophrenia 
but he never used cannabis. Cannabis does not cause schizophrenia as proven recently.1 
 
A recent systematic review concluded that cannabis use increases risk of psychotic outcomes 
independently of confounding and transient intoxication effects. Furthermore, a model of the 
association between cannabis use and schizophrenia indicated that the incidence and prevalence of 
schizophrenia would increase from 1990 onwards. 
 
The model is based on three factors: 
 
a) increased relative risk of psychotic outcomes for frequent cannabis users compared to those who 
have never used cannabis between 1.8 and 3.1; 
b) a substantial rise in UK cannabis use from the mid-1970s and; 
c) elevated risk of 20 years from first use of cannabis. 
 
This paper investigates whether this has occurred in the UK by examining trends in the annual 
prevalence and incidence of schizophrenia and psychoses, as measured by diagnosed cases from 1996 
to 2005. Retrospective analysis of the General Practice Research Database (GPRD) was conducted for 
183 practices in England, Wales, Scotland and Northern Ireland. The study cohort comprised almost 
600,000 patients each year, representing approximately 2.3% of the UK population aged 16 to 44. 
 
Between 1996 and 2005 the incidence and prevalence of schizophrenia and psychoses were either 
stable or declining. Explanations other than a genuine stability or decline were considered, but 
appeared less plausible. In conclusion, this study did not find any evidence of increasing 
schizophrenia or psychoses in the general population from 1996 to 2005. 
 
I do not believe that it is acceptable for politicians to have laws making it illegal to get intoxicated or 
just possess a drug for recreational use, I urge the committee to review the Drugs policy of Portugal 
and bring in similar laws to the UK. 
 
Regulation of intoxicants would be far safer for the public than allowing a hard crime element to run 
the show. 
 
January 2012 

                                                      
1 www.schres-journal.com/article/PIIS0920996409002692/abstract?rss=yes 
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Written evidence submitted by Darren-Jack Broad [DP040] 
 
My name is Darren-Jack Broad and I am a student in North Devon. I am writing to you with regards 
to your review of the UK drugs laws in 2012. As a member of CLEAR and a medicinal user of 
cannabis I wish to offer my own personal testimony to the review.  
 
I have suffered severe depression for over 12 years causing insomnia and anxiety issues. I am 
currently prescribed Sertraline 100mg, prior to this I was prescribed mirtazapine 50mg, and before 
this at least 4 other types of either serotonin-specific reuptake inhibitor (SSRI) or Serotonin–
norepinephrine reuptake inhibitors (SNRI) anti-depressants. In over 6 years of constant doctor’s 
appointments no solution has yet been found. SSRI anti-depressants only offer me short term relief 
from depression, usually 3-4 months before I start to build a tolerance to the drugs. 
 
When taking SSRI anti-depressants I feel nullified and disconnected from the world around me and 
they have a tendency to make my insomnia worse. I have found that eating a small amount of 
cannabis in the evenings is a way to help me sleep longer and be more relaxed when I wake up. This 
in turn makes me less anxious and nervous throughout the day. 
 
I feel that this countries laws on cannabis prohibition does nothing more than criminalise ordinary 
citizens and leaves the cannabis market in the hands of dangerous people. This lack of regulation has 
also led to medicinal cannabis being very under researched compared with other medicines in the 
world.  
 
In summary I offer the aims and objectives of CLEAR as the primary issues needed to be addressed 
here: 
 
1. To end the prohibition of cannabis. 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis by 
doctors. 
3. To introduce a system of regulation for the production and supply of cannabis based on facts and 
evidence. 
4. To encourage the production and use of industrial hemp. 
5. To educate and inform about the uses and benefits of cannabis. 
 
 If you would like me to provide any more information please feel free to contact me at any time. 
 
January 2012 
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Written evidence submitted by Ben Swift [DP041] 
 
I am a thirty one year old plumber from Norfolk and a member of the clear political party. I 
have been a regular user of cannabis for fifteen years.  I find this is the most successful way to 
deal with the depression I suffer from. 
 
For fifteen years I have not been able to access a regular supply of medical grade cannabis to 
alleviate my condition and sometimes, more often than not, are sold what is meant to be 
cannabis but obviously isn’t. I don’t know what it is because it is not regulated and therefore 
cannot get a refund or complain to trading standards as the herb is illegal? I will continue to  
try to buy cannabis from the underground market until it is regulated as I have no choice—
who knows what damage this is doing to me—consuming an unregulated product trying to 
obtain relatively safe cannabis. 
 
Until regulation in the law’s eyes I will remain a criminal for consuming a medicine, which 
upsets me as in all other aspects of society I am a law abiding citizen who works hard. 
 
I am not alone and during my small time in this world I have met many people who are on the 
whole law abiding people except in this area because the unjust law turns drug addicts into 
criminals unnecessarily which makes the problem for them and society worse. 
  
I support Clear’s aims and objectives: 
 

1. To end the prohibition of cannabis. 
 

Prohibition is a big, dumb, and very expensive failure. It is brutal. It puts prejudice before 
people. The “war on drugs” is responsible for more death, destruction and despair than any 
other war. History has shown that prohibition creates far more problems than it solves. In the 
21st century we should expect far better solutions from our policy makers and governments. 
 

2. To promote as a matter of urgency and compassion the prescription of medicinal 
cannabis by doctors. 
 

No reasonable human being can deny another relief from pain, suffering or disability. There is 
no rational argument against permitting access to medicinal cannabis for those who need it. 
The fact that the British government and the deeply rooted bureaucracy of the Home Office 
stand in the way is a deep and lasting shame on our nation. 
 

3. To introduce a system of regulation for the production and supply of cannabis 
based on facts and evidence. 
 

Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 billion 
per annum. That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence and experts agree that a 
responsibly regulated system would also reduce all health and social harms. 
 

4. To encourage the production and use of industrial hemp. 
 

The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp. Although the industrial strains of the plant 
have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop. With that we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre, a better fabric than cotton, a better paper than wood 
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and one of the most ecologically important activities on the planet. 
 

5. To educate and inform about the uses and benefits of cannabis. 
 

Prejudice is based on ignorance. In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
1930s and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil. The truth about cannabis is clear and we have to spread the truth in 
the face of ignorance and lies. 
 
January 2012 
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Written evidence submitted by Anonymous [DP043] 
 

My testimonial is brief because I am sure the majority of points that indicate the legalization of 
cannabis (and other drugs) as the best method of dealing with public health issues have been covered. 
 
As a teenager, having only had my 17th birthday a few days ago, it has been far easier for myself to 
obtain any quantity of cannabis, of any quality and Tetrahydrocannabinol (THC) content, than it has 
been to purchase alcohol and cigarettes. I occasionally find myself opting to purchase cannabis on a 
night out rather than alcohol because it is simply so easy to get hold of. With licensed premises, they 
request an ID (which I don't have as I am under 18) indicating I am at or above the age to purchase 
alcohol or tobacco, but with drug dealers I just need to provide the money. This simply proves the 
policies of totally banning cannabis has not stopped the supply and demand of it, and is actually 
encouraging people of my age to purchase a substance that the government states as more 'harmful' 
than alcohol or tobacco (although that is debatable). I believe the best solution to this issue is to allow 
the sale of cannabis in licensed shops where it can only be sold to non-minors; legalization will bring 
down the cost of cannabis and make the relatively high cost of home production undesirable, and 
therefore eliminate the unlicensed supply. 
 
I would like my contact details and name to remain confidential as I have just admitted to a crime and 
I do not wish to face legal action. 
 
January 2012 
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Written evidence submitted by David Marjot [DP044] 
 

1. Personal Details 
 
2. I am a consultant psychiatrist who has now retired from direct clinical practice but advises three 
Charities in the drug and alcohol field as well as writing and lecturing. One such Charity has in 2011 
won two national awards for innovation in the field of alcohol harm in primary care. In 2009 I 
published a text book, ‘The Diseases of Alcohol’, that is a litany on the terrible damage caused by that 
drug. 
 
3. As senor psychiatric registrar I worked for three years in Broadmoor Hospital. I joined the Royal 
Navy and became the senior consultant psychiatrist in the Royal Navy. My clinical findings and 
publications about the severe damage inflicted by alcohol on the Royal Navy led to the abolition of 
the rum-ration. On retiring from the Navy I was for 17 years Consultant in Charge of the North West 
Thames Regional Health Authority’s Alcoholism and Drug Dependence Unit. Other roles were 
twenty years visiting consultant psychiatrist to HPM Wormwood Scrubs and for five years to HM 
Borstal, Feltham. After retiring from the Regional Unit I was consultant forensic psychiatrist at 
Broadmoor Hospital for two years. My views are based on very substantial experience and could be 
thought to be relevant to your Committee’s enquiry. 
 
4. Executive Summary 
 
5.  I will argue that current suppliers and users of illicit drugs are a persecuted minority as the male 
gay community, the black community and other minorities were until very recent times. 
 
6. Submission to the Committee 
 
7. Professor David Nutt was forced out of the Chair at the Advisory Council on the Misuse of Drugs 
in 2009 because he publically maintained that alcohol and tobacco caused comparable damage to 
heroin and cocaine and that the current classification of drugs into classes A-D is not rational. I share 
the views of Professor Nutt. 
 
8. Our expert opinions raise a grave moral dilemma. A 16 year old grandson once asked me for a beer. 
From the moral standpoint giving my grandson a beer or tobacco is no better or no worse than giving 
him cannabis or heroin. We must not confuse morality, legality and respectability. It is legal and 
respectable to use alcohol but no more or less moral to use alcohol than currently illicit and 
stigmatised drugs. (We must not confuse the morality of drug and alcohol use with the morality that 
enjoins us to obey the Law). 
 
9. Professor Nutt and myself have both argues that recreational horse riding is as dangerous as the use 
of Ecstasy. Why is horse riding not prohibited on grounds of harm? The prohibition of Ecstasy must 
be by a moral judgement unrelated to mortality. 
 
10. Why then are alcohol and tobacco not prohibited and their users and suppliers severely punished? 
It is a standard argument that to prohibit alcohol and tobacco would give rise to all the disadvantages 
of prohibition such as seen in the USA with alcohol. This argument applies with equal force to all the 
drugs currently prohibited. 
 
11. It has often been said that if alcohol were now to be introduced for the first time it would be 
prohibited. If such views were sincerely held then the holders of such views would immediately 
become total abstainers from alcohol and vigorously advocate such abstinence for everyone else. I do 
not see this happening. 
 
12. As it is Laws that make crimes not immoral or indeed moral acts we must have profound concern 
if we criminalise some morally equivalent acts but not others. 
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13. I am horrified by the sentences both proposed and imposed by Parliament and the Courts. To 
sentence a person to imprisonment of a quarter to more than a third of their active adult life is a 
shocking event for an act that cannot be morally distinguished from similar acts that are unpunished, 
even rewarded. 
 
14.  I looked though the interests of some members of the House of Lords and found that at least four 
of the Lords whose names began with A or B is employed as a director of firms in the alcohol 
industry. You can be appointed a peer while making, supplying and importing large quantities of 
alcohol but sent to prison for a decade or even longer for importing a much more modest quantity of 
an arguably less harmful drug. 
 
15.  Our perception of risk colours our judgements. There appears to be considerable confusion about 
the risks of psychoactive substances usually called drugs. As the risks associated with the use of 
certain of these substances is used to justify their prohibition we must be clear as to the magnitude of 
the putative hazards of all such substances, whether their use is licit or illicit. 
 

The dangers posed by such compounds can be described in a variety of ways. The ‘hardest’ 
data is deaths caused by such substances. Adverse events are also reported but this is more 
difficult to quantify. These are roughly proportional to the death rate. These can occur 

By acting directly on our tissues 
By indirect effects such as thiamine, Vitamin B1, deficiency in alcoholism 
By acting indirectly as in an accident while intoxicated 
By hazards of the delivery system for the drug e.g. tobacco tar toxicity in the case of 
nicotine and injecting in the case of heroin 
By the non-medical consequences; the drug is illegal and therefore if we use it we are 
automatically criminals. 

 
16.  The risk of death from certain events and experiences are known. 
 
Calman (1996) gives the annual risk of an individual at age forty of dying from various causes;- 
 
Causes Risk 
Smoking 10 cigarettes a day One in 200 
All natural causes One in 850 
Any kind of violence or poisoning One in 3,300 
Influenza One in 5,000 
Accident on the road One in 8,000 
Leukaemia One in 12,500 
Playing soccer One in 25,000 
Accident at home One in 26,000 
Accident at work One in 43,500 
Radiation from work in industry One in 57,000 
Homicide One in 100,000 
Accident on railway One in 500,000 
Hit by lightning One in 10,000,000 
Release of radiation from nearby nuclear power 
station 

One in 10,000,000 

 
The British Medical Association’s (BMA) “Living with Risk” quotes the Office of Population 
Censuses and Surveys (OPCS) for deaths during sports and recreations in 1987. 
 
Activity Male Female 
Air sports 20 4 
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Athletics 2 0 
Ball games 5 0 
Horse riding 3 9 
Motor sports 10 0 
Mountaineering and rock 
climbing 

8 1 

Cycling 2 0 
Shooting sports 3 0 
Water sports 9 0 
Others 7 7 
Spectators 2 2 
 
17.  We compare risks as risk is said to be the main driving force behind our reactions to drugs. We 
could illustrate this by assuming that Ecstasy causes 20 deaths a year but this against an annual use of 
at least 25 million doses or a death to dose ratio of 1: 1.25 million. Recreational horse riding caused 
12 deaths in 1987, nine of whom were females. The number of rides is unknown but may be far short 
of 25 million Let us estimate 10 million individual rides a year; this gives a ratio of 1: 800000 . We 
will worry about the Ecstasy deaths but not those from recreational horse riding. The BMA (1990) 
also reports 1-2 injuries per 1000 rides. Head injuries are relatively frequent and serious. Child riders 
account for 10-15000 attendance’s at A&E Departments with 2-3000 admissions per annum. These 
casualties are largely girls aged 10-15 years. Should recreational horse riding be banned? 
 
18.  USA risks are probably very similar to the UK. The BMA (1990) quotes a risk of death for rock 
climbers of 1:1500 per annum and for hang gliders 1:300 -1:500 per annum in the USA. Hang Gliding 
and Rock Climbing have similar risks to Opiate use so why are these activities not prohibited?  
 
19.  In 2010 in the UK there were 407 deaths of motorcyclists. There are 1.2 motorcycles in the UK. 
The mortality ratio for motorcyclists is 1:2950. 
 
20.  The Institute for the Study of Drug Dependence issued a fact sheet in 1996 giving their best 
estimate of deaths from psychoactive compounds in the UK. 
 
The number of deaths from a variety of such compounds from 1985-1994 was:- 
 
Compound Deaths 86-94 Per annum 
Tobacco 1,100,000 110,000 
Alcohol 200,000-400,000 20,000-40,000 
Opiates (methadone and heroin) 2,395 240 
Solvents (glue sniffing etc.) 1,070 110 
Amphetamine 97 10 
Cocaine 67 7 
Ecstasy 60 6 
 
21.  We must relate this to the number of users and comparison with the risk of death. 
Compound Users Risk 
Tobacco 12,000,000 1:110 
Alcohol (all users) 36,000,000 1:10,000 
Alcohol (heavy users) 8,500,000 1:400 
Solvents 200,000 1:2,000 
Opiates (injectors only) 50,000 1:200 
Amphetamines 250,000 1:30,000 
Cocaine 250,000 1:30,000 
Ecstasy 500,000-1,000,000 1:100,000 
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There were no recorded cannabis deaths over that period. 
 
22.  I have calculated the mortality figures for England and Wales for 2010 from National Programme 
for Drug Deaths and the 2011 Government report on Drug Use in England and Wales. The population 
of the UK is 60million and England and Wales (E&W) is 50million so I adjusted the UK Drug Deaths 
accordingly for England and Wales. 
 
Of the 1,170 drug related deaths for E&W deaths 495 were attributed to one drug alone and 675 to a 
combination of drugs but where one drug was significantly implicated. I have calculated mortality 
ratios for both sets of figures and for the combined figures. They are not directly comparable but give 
reasonable approximations.  
 
4.4million illicit drug users’ deaths 1,170 Ratio 1:38,000. 
 
2.7 million Cannabis users’ deaths alone 3 ratio 1:900,000, in combination 17 ratio 1: 160,000, all 
deaths 20 ratio 1:135,000. 
 
840,000 powder cocaine users’ deaths alone 40 ratio 1:21,000 in combination 150 ratio 1: 5,600, all 
deaths 190, ratio 1:4,420. 
 
560,000 ecstasy users’ deaths alone 10 ratio 1:56,000, in combination 28 ratio 1: 20,000, total deaths 
38 ratio 1:14,700. 
 
360,000 heroin users’ deaths alone 180 ratio 1: 2,000, in combination 510, ratio 1:710, total deaths 
690, ratio 1:510. 
 
12 million tobacco users’ deaths 80,000-120,000 ratio 1: 150 to 1:100. 
 
34 million alcohol users’ deaths approx 40,000, ratio 1:850. 
 
Nearly all smokers are addicted to nicotine. Around 25% of alcohol users are using hazardous 
amounts of that drug and some of whom are dependent on/addicted to alcohol. 
 
There are, of course, adverse effects from these compounds including alcohol and tobacco which do 
not cause death but they roughly correspond with mortality. 
 
23. Another way of looking at these figures is to see what would be the expected mortality in England 
and Wales if all drugs were being used by the same number of people as those who are currently using 
alcohol—36 million i.e. the worst case scenario. 
 
Drug Deaths per annum 
Alcohol 40,000 
Tobacco 320,000-400,000 
Cannabis 260 
Powder cocaine 8,200 
Heroin 69,000 
   
24.  Calman (1996) again points out we qualify risk with other terms which affect our judgment of 
that activity. 
   
Avoidable-unavoidable. This enables individual choice and the public to be involved in  decision 
making. It still does not explain the difference between hang gliding and opiate use. Value judgements 
must be involved here. 
Justifiable-unjustifiable. Again the above remarks apply. 
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Acceptable-unacceptable. Again the above remarks apply. 
Serious-not serious. Again it does not make clear why one action is prohibited and the other not so 
when the risks are the same. The above remarks apply here also. 
These four sets of terms appear each to be saying much the same thing; that separate sets of values 
apply outside of the rational reckoning of risks. 
 
25. Our perception of risk has been analysed and is well discussed in “Risk; analysis, perception and 
management”, from the Royal Society (1992). They describe three factors influencing the perception 
of risk:- 

Factor 1. They call this factor DREAD .This dimension lies on a continuum between a lack of 
fear for certain risks such as an accident with household appliances to a clear cut dread of ‘drugs’ 
An even greater dread is the fear of crime. The dread of the use of drugs (and crime) seems to lie 
behind our different responses to behaviours of equal risk. 
Factor 2. This dimension is between unknown risk such as food irradiation and the familiar such 
as mountaineering. 
Factor 3. This reflects the numbers of people exposed to the risk and the degree of personal 
exposure.  

26. It is clear that a major Dread is Crime. If your beliefs make you dislike an activity the most 
powerful way of stigmatising that activity is to pass a law that makes those actions against the 
criminal code. This has the effect of automatically making those practising the activity criminals. 
Laws make Crimes. Actions, evil or otherwise, do not make crimes in the absence of Law. 
 
27. Once certain erroneous beliefs become widely and deeply believed it is very difficult to change 
these views. They become part of that which we dread and then we will ferociously oppose any 
relaxation 0f sanctions even when faced with the harmful consequences of our beliefs and practices. 
We can see the relativism of much of our moral and criminal judgements when we reflect on the 
changes to the legal status of racial prejudice, termination of pregnancy and same gender male sexual 
activity over the past 50 years. 
 
28. Contemporary attitudes to drugs are driven by this fear. Indeed our current attitude to drugs is to 
elevate dissent from these beliefs into the equivalent of heresy. I often reflect on the way so-called 
witches were treated in recent history. In current circumstances to prosecute drug dealers and drug 
users is a persecution as pernicious as that caused by prejudices such as racism, homophobia etc. 
Those subject to such drug supply and drug use sanctions are a persecuted minority. 
 
29. While the Judiciary is there to sentence according to the will of Parliament if sentences are too 
draconian and lack any distinction between morally identical behaviours they will be part of a cruel, 
unnecessary and immoral system of punishment of a persecuted minority. 
 
30. I am willing to give evidence in person. 
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Written evidence submitted by Andrew Preston [DP045] 
 
I have smoked cannabis for more than 18 years, my personal experience of this substance does not match 
the way it is portrayed by government agencies. 
 
I have found cannabis to be a most effective way to gain a level and balanced outlook, it has not proved to 
be a gateway to harder drugs, caused psychosis or led to a life of apathy. 
 
I think the prohibition or 'war on drugs' polices pursued by this government and its predecessors are cruel, 
illogical, irrational and a massive waste of money. 
 
They have not reduced drug use in any way, indeed they create exactly the right conditions for a black 
market to form where criminals have a free reign to make huge profits. 
  
It would be better if cannabis (and other drugs) were legalized and regulated, as in several American 
states and some European countries. 
 
I am a member of clear the cannabis law reform party and support its ideas regarding regulation, which 
are there to be viewed on the website by anyone interested. 
 
We have a clear choice, ideology and political convenience or fiscally responsible polices and strategies 
grounded in science, health, security and human rights. 
  
Summary  

1. I have 18 years personal experience of using cannabis, my views are based primarily on this 
experience. 
 

2. The main reasons put forward for the justification of the prohibition on cannabis, i.e. it makes you 
mad, causes socially undesirable personality traits, leads to harder drugs so it must be banned, are 
not based on scientific evidence. even if those opinions were true prohibition still wouldn't be an 
effective way of dealing with those problems. There is no evidence either that prohibition protects 
children from drugs as drug dealers don't seem to require any proof of age only £10 notes! 
 

3. Prohibition itself creates exactly the right conditions for a black market to form with massive 
profits available for criminals to exploit. 
 

4. The very illegality of drugs makes any health issues that may arise difficult to address because of 
the fear of persecution from the the law for users. 
 

5. Cannabis as been decriminalised in other jurisdictions, sometimes for many years, with positive 
results. 
 

6. I Support clear the cannabis law reform party and its ideas regarding regulation, they can be 
viewed at the clear website. 
 

7. Prohibition does not work, it never did and it never will, it causes corruption, criminality, 
disrespect for the law and worst of all it destroys lives. There must be a better way! the choice is 
clear. 

 
January 2012 
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Written evidence submitted by Brian Plester [DP046] 
 
I am a 54 year old software developer from Milton Keynes and I would like to take this opportunity to give 
the committee the benefit of my thoughts and experience with regard to drugs and my opinions on drug 
policy. While at university in the 70's, “sex and drugs and rock & roll” were almost part of the curriculum. I 
have tried a few, I have seen other people try a few more, and I have had friends die or become mentally ill 
due to their effects.  
 
The largest supplier of drugs in this country is Her Majesty's Government; excise duty on alcohol & tobacco 
is directly equivalent to protection money. 
 
Is present policy fiscally responsible?  
1. With regard to cannabis, cocaine, amphetamine, MDMA and heroin; absolutely not.  The amount of time 
and money taken by the police & courts, versus the very significant potential tax income—especially with 
cannabis. Prohibition is a completely fiscally irresponsible policy; it's a liability instead of an asset. 
 
2. With regard to alcohol and nicotine; absolutely not. While the excise duty collected by licensed vendors 
makes a significant contribution to HM Exchequer, it is usurped by the cost to the NHS, police & courts in 
dealing with their consequences.  
 
Is policy grounded in science, health, security and human rights?  
Science 
   
3. Absolutely not: alcohol and nicotine are known to be toxic poisons, cannabis is not. You cannot die from 
cannabis poisoning. While there is scientific evidence which supports the view that cannabis may cause 
psychosis in susceptible individuals, there are millions of regular users in the UK who suffer no ill effects 
from its use at all and place no burden on the NHS, have regular employment and contribute to society via 
taxes and community engagement. Compare this to alcohol, which has millions more regular users and 
places an enormous burden on the NHS, police and courts.  
 
4. Cannabis in the form of hemp used to be a major cash crop in the UK and USA. The fibres can be used to 
make fabric, paper and rope (at least). The utilisation of this versatile and safe crop is very restricted, to the 
point of strangulation by drug policy and enforcement, despite these 'commercial' crops being grown with a 
variety of cannabis very low in Tetrahydrocannabinol (THC) content. Powerful vested interests must be at 
work to deny society the benefits of hemp. 
 
Health 
 
5. Absolutely not. I repeat, alcohol and nicotine are both toxic. Cannabis is non-toxic. Why are toxic & 
dangerous drugs legal, but non-toxic, relatively very harmless drugs illegal? Why is there no mention of 
alcohol in the misuse of drugs act? My father was a smoker and he died from lung cancer. 
 
6. While reading for my biology (botany) degree in the late 70's I came across a scientific journal with a 
series of articles describing 101 medicinal uses of cannabis. Thirty years later, the number of medicinal uses 
is unlikely to have decreased. I remember that cannabis had been proved to be effective in the treatment of 
both high and low blood pressure, having a 'normalising' influence, as well as treatment of glaucoma.  
 
7. Most importantly among the other 98 uses is the ability of cannabis to offer pain relief, and relief to the 
nauseating effects of some chemotherapy. Cannabis pain relief could be prescribed at a far lower cost and 
with fewer side-effects than traditional pain relief drugs, making it a safer choice. Cannabis has passed the 
test of time.  
 
8. Cannabis in the form of solid hashish and other 'powder' drugs (cocaine, amphetamine, MDMA, heroin 
etc.) are prone to adulteration with compounds one would probably not wish to consume, if you knew what 
they were. The same drugs available at a local pharmacy, by comparison would be of known measurable 
quality, consumption of which would be less injurious to the health of its consumers than an adulterated 
product. A lodger died during my university days because the heroin he took was much stronger than usual. 

130



If he'd got it from Boots he'd probably still be alive, and holding-down his regular job today. Similarly herbal 
cannabis grown under license one would hope would be free from contamination with fungicides, herbicides 
and other potentially carcinogenic chemicals. 
 
9. Cannabis and alcohol are 'opposite' drugs; the former belongs to a class of drugs called 'stimulants'; they 
have the ability to stimulate the central nervous system, which is why many writers, artists and musicians 
enjoy their benefits. The latter drug belongs to a class of drugs called 'depressants' which have the opposite 
effect on the central nervous system; a modest amount makes us gregarious, much more and we become 
intolerant. Critically, if you consume both at the same time, the two drugs fight for supremacy with your 
central nervous system as the battleground. You don't need a degree in neuro-pharmacology to see that at 
best you'll end up with a headache.  At worst in the long term you may have metal health problems; I've seen 
it happen. If the government want a healthy population, then this kind of common-sense information about 
not mixing stimulant & depressant drugs, medicinal or recreational, needs to be more widely available. As 
does the ability to figure out which is which. Is aspirin a stimulant? It's commonly available in tablet form 
mixed with caffeine, so typically, yes. If you smoke cannabis or snort some cocaine, then stick to tea, fruit 
juice & water for liquid refreshment and avoid alcohol. If you've had some aspirin and you want to get 
intoxicated, then take a stimulant not a depressant. Better still, don't get intoxicated at all. 
 
10. Cannabis has fewer adverse reactions than many common medicines available over the counter in a 
pharmacy. There are now hundreds of peer reviewed studies which document the beneficial effects of 
cannabis.  I point the committee to “Emerging Clinical Applications For Cannabis & Cannabinoids, A 
Review of the Recent Scientific Literature, 2000-2011” available online.1 Why is all this research totally 
ignored in government drug policy? 
 
Security.   
 
11. Who's security? Certainly not mine. I am far more at risk of violent attack from someone under the 
influence of alcohol than I am by someone 'chilled out' having smoked a 'joint'—unless they've adulterated 
the cannabis with other depressant drugs. I can compare crowd behaviour at Wembley during and after a 
football match compared to, say, a Pink Floyd concert.; I know which crowd I feel safer in. Why is alcohol 
banned at football matches? 
 
Human rights.  
 
12. Absolutely not. Cannabis users who are otherwise law abiding, hard working, tax-paying, family 
supporting, community engaged people are under the constant threat of criminalisation from a vindictive 
power of authority. More importantly people suffering from ailments such as MS and cancer are under threat 
of criminalisation for trying to alleviate the effects of the ailment or it's treatment, with a relatively harmless 
and non-toxic drug.  
 
13. By comparison, alcohol users regularly abuse other people's human rights by aggressive or violent 
behaviour. Ask any policeman or casualty nurse. 
 
The criteria used by the Government to measure the efficacy of its drug policies  
 
14. What criteria do the government actually use to measure efficacy?  
• If it's the number of arrests for possession or cultivation, then any number above zero indicates an 

increasing degree of policy failure.  
If it's the amount of money spent by the NHS to deal with the effects of drugs, then it's an absolute policy 
failure. Alcohol would be banned tomorrow if that was a criterion.  
If it's a valuation of the time spent by the police & courts to deal with the consequences of drug use, then it's 
a policy failure.  
If it's a measure of the value of the drug related turnover of the black market, then it's a huge policy failure. 
 
The independence and quality of expert advice which is being given to the government  

                                                 
1 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
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15. There is plenty of independent, expert, peer-reviewed evidence and advice available to the government, 
which it chooses to ignore. The resignation of professor Nutt from the drugs advisory council was a clear 
measure of how the government chooses to ignore the expert evidence and advice available to it. 
 
It begs the question as to what forces are at work to make the government choose to supply toxic as opposed 
to non-toxic drugs? 
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have  
 
16. If there is a reduction of expenditure on drug-related policing as a result of budget reductions, then this 
will have a beneficial effect of reducing the likelihood that people suffering from MS or cancer might be 
criminalised by trying to alleviate the effects of their condition. Actually this can be viewed as a good reason 
to reduce police budgets. 
 
The cost effectiveness of different policies to reduce drug usage  
 
17. A policy of prohibition is clearly, and historically hopelessly ineffective and expensive to police. Where 
there is a demand, there will always be a supply.  
 
By contrast, a policy of legalisation has been shown in Holland, Portugal and the US to lead to a reduction in 
demand. The cost of policing a policy of legalisation (licensing, quality control, etc) must surely be cheaper 
and more effective in reducing demand than the cost of  policing a failing prohibition policy. 
 
The extent to which public health considerations should play a leading role in developing drugs policy  
 
18. Much of the damage to health caused by taking drugs is down to a lack of simple knowledge  - like not 
mixing stimulants & depressants for example. Damage to health is also caused by compounds used to 
adulterate drugs. 
 
19. There will always be a demand for drugs, and we know prohibition doesn't work so on the basis that a 
percentage of the population will always be taking drugs, then surely it's in society's interest to minimise the 
damaging effects on health. By legalising drugs, the quality can be controlled. In reality how many people 
are going to go to Boots the chemist and buy a gram of cocaine or a few grams of cannabis for the weekend?  
Some will, but for many, especially among the younger generation it simply won't be a 'cool' thing to do. 
Legalisation will have the effect of reducing peer pressure to take drugs. 
 
The relationship between drug and alcohol abuse  
 
20. Is this a trick question? By any definition, alcohol is a drug, so the question becomes “The relationship 
between drug and drug abuse”. This a fair question; I have already made the distinction between stimulant 
and depressant drugs and why it's not a good idea to mix them. Of all the people who have ever been 
addicted to any type of drug, I am certain the vast majority first got intoxicated on alcohol, and then moved-
on to try the intoxicating effects of other compounds. Alcohol is the main 'gateway' to trying other drugs. 
 
The comparative harm and cost of legal and illegal drugs  
 
21. Is this another trick question? I would say that alcohol and nicotine are expensive and the harm they 
cause and their cost to society is well documented. Cannabis, cocaine, amphetamine and MDMA for 
example are also expensive, due to their illegality rather than excise duty, but the harm they cause and the 
cost to society is much less clear.  
 
The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to 
Public Health England and how this will affect the provision of treatment  
 
22. I have no opinion to offer. Why would one group of civil servants be better than another group of civil 
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servants? 
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances  
 
23. Another trick question. What is a 'legal high'? I get 'high' after having consumed chilli. Should chilli be 
considered to be a 'legal high'? Should every Indian & Thai restaurant be licensed to sell legal highs? 
 
24. There will always be a demand for drugs, so what is the point of some lawyers playing a cat & mouse 
game with some chemists? There will be no point in designing and manufacturing 'legal highs' (in the sense 
of the question) if something with similar effect is available in Boots at a modest cost and known quality. 
 
The links between drugs, organised crime and terrorism  
 
25. Yet another trick question.  What is the government definition of a 'terrorist'?  
I have no opinion to offer on any link there may or may not be between drugs & terrorism, but I'm willing to 
bet that more than a few 'terrorists' have taken alcohol (except the Muslim ones presumably)—particularly if 
the definition of 'terrorist' includes everyone treated under the terrorism acts—including the people who 
heckle at party political conferences.  
 
26. A cynic might say that drug policy is deliberately aimed at prohibition to keep the police and courts busy. 
If drugs were legal, then the 'organised crime' aspect evaporates overnight and so does a lot of work for the 
police & courts. 
 
Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency. 
 
 27. I have no opinion to offer. 
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, as 
recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, HC 
318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the 
case for justice reinvestment, HC 94, 2009–10).” 
 
28. I have only just become aware of the opportunity to submit written evidence to the committee so I have 
not had time to read these reports, thus I don't know what the recommendations were.  I would say however 
that we most certainly do urgently need to look at alternative ways of tackling the damage caused to society 
by drug abuse.  
 
Summary 
29. In short I recommend the aims of the Cannabis Law Reform group (CLEAR), but I also support the 
legalisation of all drugs. I think we need two things: 
 

1. Education and information based on the scientific facts. Treat people as adults, give people access to 
all the information and let them decide how to live their lives.  
 
Who is teaching us that other personal activities like exercise or making & performing music, or 
sports like sailing for example are a better 'buzz' than intoxication? We should be tackling the need 
which people feel to get intoxicated in the first place. Controlling the desire to get intoxicated is 
nothing to do with law and order, it's a health/spiritual/moral issue and there is a total vacuum 
regarding authority in this respect. 
 

2. License and control the supply, distribution and quality of all drugs, not just alcohol and nicotine. 
 
January 2012 
 

133



Written evidence submitted by Joan Margalith [DP048] 
 
I am a private citizen who is concerned about the failure of the "War on Drugs". These points have 
been made many times before, I hope a new strategy can be devised that take them on board. 

1. Prohibition has never worked, it only keeps criminals in business.   
2. Citizens are fed up with hypocrisy. Tobacco and alcohol cost the country billions. They 

remain legal while less damaging substances carry heavy criminal penalties. Young women 
with advanced liver disease. 168% rise in hospital admissions for the over-65s. City centres 
blighted by drunk and disorderly behaviour.   

3. The baby has been thrown out with the bathwater. Several countries are funding research into 
psychotherapeutic potential of mind-altering substances. Why is the UK lagging behind?  

4. The cost of Post-traumatic Stress is enormous. Research suggests that MDMA-assisted 
therapy is effective and helps people to take their place in society.  

5. People who are addicted to "hard" drugs need help rather than punishment. If drugs are 
decriminalised crime will drop significantly from petty theft to gun violence.  

I would welcome the opportunity to put forward my position to the committee.  
 
January 2012 
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Written evidence submitted by Oliver Dolloway [DP049] 
 

My name is Oliver Dolloway, I am 22 years of age and I am soon to be a student of psychology at 
Lincoln university. 
 
I am writing to explain that I am a member and supporter of CLEAR—Cannabis Law Reform and 
fully agree and support their aims and objectives which I will put forward below. 
 
1. To end the prohibition of cannabis 
 
Prohibition is a big, dumb, and very expensive failure. It is brutal. It puts prejudice before people. The 
“war on drugs” is responsible for more death, destruction and despair than any other war. History has 
shown that prohibition creates far more problems than it solves.  In the 21st century we should expect 
far better solutions from our policy makers and governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis by 
doctors 
 
No reasonable human being can deny another relief from pain, suffering or disability. There is no 
rational argument against permitting access to medicinal cannabis for those who need it. The fact that 
the British government and the deeply rooted bureaucracy of the Home Office stand in the way is a 
deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on facts and 
evidence. 
 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax and 
regulate regime in Britain would produce a boost to the UK economy of at least £6billion per annum. 
That’s based on a cannabis tax of £1 per gram, massive savings in law enforcement costs but allowing 
for the cost of administering the system and providing additional healthcare and education services. 
All the evidence and experts agree that a responsibly regulated system would also reduce all health 
and social harms. 
 
4. To encourage the production and use of industrial hemp. 
 
The prohibition of cannabis has caused huge damage to our society, environment and economy by 
preventing the cultivation of hemp. Although the industrial strains of the plant have no psychoactive 
potential, the absurd level of control has effectively destroyed its value as an agricultural crop. With 
that we have lost the most efficient producer of biomass in the natural world, the strongest natural 
fibre, a better fabric than cotton, a better paper than wood and one of the most ecologically important 
activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
 
Prejudice is based on ignorance. In the case of cannabis there is also deliberate misinformation. It 
started with Randolph Hearst, the media, timber and oil magnate of the 1930s and it continues today 
with the vested interests of alcohol, tobacco, Big Pharma and, yes, media, timber and oil. The truth 
about cannabis is clear and we have to spread the truth in the face of ignorance and lies. 
 
January 2012 

135



Written evidence submitted by Michael Drury [DP050] 
 

1.      Introduction 
I’m Michael, a student living in Nottingham. I would like to contribute my personal views on the 
current state of the classification of cannabis. I use cannabis both recreationally and medicinally. I 
suffer from Irritable Bowel Syndrome and Recurrent depressive disorder. Using Cannabis has vastly 
improved my quality of life since I discovered it and its medicinal properties over 2 years ago. It helps 
me relax and manage my depression and also helps with stomach pains, eating habits and nausea. 
Currently, under the Misuse of Drugs Regulations 2001, cannabis is labelled as a schedule 1 drug that 
has no medicinal properties, when there is clearly scientific evidence to prove otherwise. The current 
drugs policy is failing and we need to look at alternative ways of handling drug policy. 
 

2.      Is present policy fiscally responsible? 
The current policy is doing nothing more than moving a taxable revenue into the hands of criminals 
and street gangs. It is costing millions of pounds to fund the current policy. The Independent Drug 
Monitoring Unit (IMDU) report on taxing the cannabis market.1 Estimates a market value between 
£2.9 and £8.6 billion per annum. This money should be paying for things such as education and 
national health. An approach similar to the regulation of tobacco and alcohol is the most logical way 
of reducing crime and helping reduce the budget deficit. 
 

3.      Is policy grounded in science, health, security and human rights? 
There is now overwhelming scientific evidence that cannabis has many medicinal properties and is 
one of the safest recreational drug, compared to drugs such as alcohol, tobacco and many over the 
counter medicines (as shown in the summary of the health harms of drugs).2 It then begs the question, 
why are all these drugs which are relatively more harmful than cannabis legal, yet cannabis remains 
illegal. This I believe, is a blatant breach of human rights when we are fed propaganda from our own 
government, brainwashing people into believing that cannabis is a very harmful drug, with no hard 
scientific evidence to back it up. It is criminalising innocent people, forcing them to buy from drug 
dealers, which I believe is the biggest harm of cannabis. Not only does it put money into the hands of 
organised criminals, it forces anyone that wishes to use cannabis to have to meet these people. They 
have to trust that the drug dealer has checked the cannabis for things such as mould and spider mites 
(two things that are very dangerous to inhale). This also leads to things such as dealers crushing glass 
onto the drug to make it appear more potent and also, some drug dealers won’t even think twice about 
selling drugs to minors. All these issues are solved by tax and regulation. 
 

4.      The criteria used by the Government to measure the efficacy of its drug policies 
I believe the current drug policy is fuelled only by social stigma and ignorance. The evidence is clear 
that decriminalisation is much more effective than prohibition. We have seen it in the past with 
alcohol and we can see it working in many countries such as the Netherlands, Spain, Portugal, Czech 
Republic many other countries. The evidence is right in front of us and we need to act on it. 
 

5.      The independence and quality of expert advice which is being given to the government 
The ACMD has produced many scientific reports on the harms of cannabis, but the government just 
doesn’t seem to want to listen. 
 

6.      Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have. 

Going back to my second paragraph and the report from the IDMU, millions of pounds are going to 
waste trying to criminalise innocent, tax-paying people. £500 million is spent every year on the 
criminal justice system for cannabis alone. £200 million of that is for police costs. This £500 million 
could be spent, as I said before, on improving our education and National Health Service. 

7.      The cost effectiveness of different policies to reduce drug usage 

                                                      
1 www.idmu.co.uk/taxukcan.htm 
2 www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_129624) 
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We can so that in many countries where cannabis has been regulated or decriminalised, consumption 
actually decreases. As with the regulation of tobacco and alcohol, giving the government control of 
who can sell cannabis, where they can sell and most importantly, who they can sell to as opposed to 
our current policy which allows even minors to buy drugs. 
 

8.      The extent to which public health considerations should play a leading role in 
developing drugs policy 

I believe that public health should be taken into consideration when drugs policies are concerned, as 
long as they do not breach basic human rights. A warning label, similar to the ones introduced to 
tobacco products should suffice. Drugs should be classified by a combination of physical harm, 
addiction potential and social harms such as cost to healthcare and disorderly behaviour such as the 
paper written by David Nutt.3 A scientific approach should be the way we classify drugs. 
 

9.      The relationship between drug and alcohol abuse 
Many people that use drugs have drank alcohol at some point. Despite alcohol being the most 
addictive, harmful and dangerous drug, people often mix it with other drugs, most of the time not 
realising the harm they are doing to themselves. A clear message should be issued from the 
government, explaining the damaging effects of alcohol and mixing alcohol with other drugs. With 
the current drug policy, this isn’t possible as the government won’t even tell us the real truth about 
what drugs are more harmful than others.  
 

10.  The comparative harm and cost of legal and illegal drugs 
The very fact that alcohol, possibly the most damaging drug is legal and cannabis, one of the safest 
drugs is illegal, really shows that the government is putting out the wrong message about the wrong 
drugs. Even over the counter medicines have a lethal dose and yet cannabis has none. It is impossible 
to overdose on cannabis. Nobody has ever died directly from cannabis use, yet alcohol is responsible 
for over 4000 deaths per annum. Tobacco is responsible for a shocking 120,000 deaths per annum. 
What if these 124,000 people were using cannabis instead of alcohol or tobacco? The NHS estimated 
that around tobacco users cost the NHS £2.7 billion per annum. Alcohol is costing £3 billion per 
annum. These numbers are shocking and it baffles me as to why these very harmful and very costly 
drugs are legal, and yet cannabis is illegal. The only cost of cannabis for the government is keeping it 
illegal, which as I noted before is over £500 million per annum. 
 

11.  The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 

Legal highs are starting to become more of an issue than the drugs they are supposed to imitate. 
Mephedrone for example became almost as popular as cocaine and users were not aware of the risks. 
Drugs like this show how our current drug policy is failing. People are resorting to synthetic drugs 
just because they are legal, but they could possibly be a lot more harmful. I don’t believe the new 
approach to legal highs will be effective. As fast as the government bans these drugs, new ones will 
take their place. It will be a never ending cycle in an attempt to bypass a system that is clearly failing. 
The government won’t accept that people are going to use illicit drugs. There is no way of stopping 
this, so they should be focusing on reducing the risks and harms. Drugs should be regulated and sold 
with warnings of the risks clearly stated on the packaging. It is more important for drug users to know 
exactly what they are taking and exactly what effects it will have, rather than turning to legal highs. 
 

12.  The links between drugs, organised crime and terrorism 
Prohibition allows criminals to sell illegal drugs on the black market with no regulation or limits to 
who they can sell to. Prohibition creates criminals, as we can see from history and the prohibition of 
alcohol in the United States during the 1930’s. The prohibition allows for a black market and the 
cannabis market is worth between £2.9 and £8.6 billion per annum. This money is allowed to be 
passed into the hands of criminals rather than the government.  
 

                                                      
3 www.thelancet.com/journals/lancet/article/PIIS0140-6736%2807%2960464-4/fulltext 
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13.  Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the national crime agency 

With many countries in the EU and 16 US states moving towards decriminalisation, I feel we are far 
behind in terms of effective drug policy. With the introduction of the national crime agency, hopefully 
they will realise that drug prohibition is fuelling organised crime. 
 

14.  Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (The Government’s 
Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 
Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 
2009–10).” 

There is substantial evidence that the current drugs policy simply is not effective in any way. It fuels 
organised crime, costs the government hundreds of millions each year and criminalises innocent 
people. Tax and regulation are the logical steps towards freeing up valuable government resources, 
reducing the harm from the use of drugs and shutting down organised crime. I urge detailed 
consideration must be given to this issue. 
 

15.  Summary 
In conclusion, I believe that tax and regulation will lead to a brighter future for our drugs policy and 
national health. Reclassifying cannabis as a drug with recognised medicinal properties based on 
scientific evidence is important; this will lead to patients the medicine they need. Tax and regulation 
moves a £6 billion market out of the hands of criminals and puts it into the government funds, which 
can help reduce the budget deficit, help improve education and public services while also freeing up 
the millions of pounds it is currently costing the government to enforce this failing policy. Cannabis 
that is purchased from authorised vendors rather than drug dealers is will also reduce harm and risk of 
bad cannabis that is contaminated with things such as crushed glass, dust mites and mould. I hope the 
government can come to its senses and cleans up its current drugs policy. 

January 2012 
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Written Evidence submitted by Michael Drury [DP050] 
 
 

1.      Introduction 
I’m Michael, a student living in Nottingham. I would like to contribute my personal views on the 
current state of the classification of cannabis. I use cannabis both recreationally and medicinally. I 
suffer from Irritable Bowel Syndrome and Recurrent depressive disorder. Using Cannabis has vastly 
improved my quality of life since I discovered it and its medicinal properties over 2 years ago. It helps 
me relax and manage my depression and also helps with stomach pains, eating habits and nausea. 
Currently, under the Misuse of Drugs Regulations 2001, cannabis is labelled as a schedule 1 drug that 
has no medicinal properties, when there is clearly scientific evidence to prove otherwise. The current 
drugs policy is failing and we need to look at alternative ways of handling drug policy. 
 

2.      Is present policy fiscally responsible? 
The current policy is doing nothing more than moving a taxable revenue into the hands of criminals 
and street gangs. It is costing millions of pounds to fund the current policy. The IMDU report on 
taxing the cannabis market1. Estimates a market value between £2.9 and £8.6 billion per annum. This 
money should be paying for things such as education and national health. An approach similar to the 
regulation of tobacco and alcohol is the most logical way of reducing crime and helping reduce the 
budget deficit. 
 

3.      Is policy grounded in science, health, security and human rights? 
There is now overwhelming scientific evidence that cannabis has many medicinal properties and is 
one of the safest recreational drug, compared to drugs such as alcohol, tobacco and many over the 
counter medicines (as shown in the Summary of the health harms of drugs2). It then begs the question, 
why are all these drugs which are relatively more harmful than cannabis legal, yet cannabis remains 
illegal. This I believe, is a blatant breach of human rights when we are fed propaganda from our own 
government, brainwashing people into believing that cannabis is a very harmful drug, with no hard 
scientific evidence to back it up. It is criminalising innocent people, forcing them to buy from drug 
dealers, which I believe is the biggest harm of cannabis. Not only does it put money into the hands of 
organised criminals, it forces anyone that wishes to use cannabis to have to meet these people. They 
have to trust that the drug dealer has checked the cannabis for things such as mold and spider mites 
(two things that are very dangerous to inhale). This also leads to things such as dealers crushing glass 
onto the drug to make it appear more potent and also, some drug dealers won’t even think twice about 
selling drugs to minors. All these issues are solved by tax and regulation. 
 

4.      The criteria used by the Government to measure the efficacy of its drug policies 
I believe the current drug policy is fuelled only by social stigma and ignorance. The evidence is clear 
that decriminalisation is much more effective than prohibition. We have seen it in the past with 
alcohol and we can see it working in many countries such as the Netherlands, Spain, Portugal, Czech 
Republic many other countries. The evidence is right in front of us and we need to act on it.  
 

5.      The independence and quality of expert advice which is being given to the government 
The ACMD has produced many scientific reports on the harms of cannabis, but the government just 
doesn’t seem to want to listen. 
 

6.      Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have 

Going back to my second paragraph and the report from the IDMU, millions of pounds are going to 
waste trying to criminalise innocent, tax paying people. £500 million is spent every year on the 

                                                      
1  http://www.idmu.co.uk/taxukcan.htm 
2http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH
_129624 
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criminal justice system for cannabis alone. £200 million of that is for police costs. This £500 million 
could be spent, as I said before, on improving our education and National Health Service. 
 

7.      The cost effectiveness of different policies to reduce drug usage 
We can so that in many countries where cannabis has been regulated or decriminalised, consumption 
actually decreases. As with the regulation of tobacco and alcohol, giving the government control of 
who can sell cannabis, where they can sell and most importantly, who they can sell to as opposed to 
our current policy which allows even minors to buy drugs. 
 

8.      The extent to which public health considerations should play a leading role in 
developing drugs policy 

I believe that public health should be taken into consideration when drugs policies are concerned, as 
long as they do not breach basic human rights. A warning label, similar to the ones introduced to 
tobacco products should suffice. Drugs should be classified by a combination of physical harm, 
addiction potential and social harms such as cost to healthcare and disorderly behaviour such as the 
paper written by David Nutt3. A scientific approach should be the way we classify drugs. 
 

9.      The relationship between drug and alcohol abuse 
Many people that use drugs have drank alcohol at some point. Despite alcohol being the most 
addictive, harmful and dangerous drug, people often mix it with other drugs, most of the time not 
realising the harm they are doing to themselves. A clear message should be issued from the 
government, explaining the damaging effects of alcohol and mixing alcohol with other drugs. With 
the current drug policy, this isn’t possible as the government won’t even tell us the real truth about 
what drugs are more harmful than others.  
 

10.  The comparative harm and cost of legal and illegal drugs 
The very fact that alcohol, possibly the most damaging drug is legal and cannabis, one of the safest 
drugs is illegal, really shows that the government is putting out the wrong message about the wrong 
drugs. Even over the counter medicines have a lethal dose and yet cannabis has none. It is impossible 
to overdose on cannabis. Nobody has ever died directly from cannabis use, yet alcohol is responsible 
for over 4000 deaths per annum. Tobacco is responsible for a shocking 120,000 deaths per annum. 
What if these 124,000 people were using cannabis instead of alcohol or tobacco? The NHS estimated 
that around tobacco users cost the NHS £2.7 billion per annum. Alcohol is costing £3 billion per 
annum. These numbers are shocking and it baffles me as to why these very harmful and very costly 
drugs are legal, and yet cannabis is illegal. The only cost of cannabis for the government is keeping it 
illegal, which as I noted before is over £500 million per annum. 
 

11.  The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 

Legal highs are starting to become more of an issue than the drugs they are supposed to imitate. 
Mephedrone for example became almost as popular as cocaine and users were not aware of the risks. 
Drugs like this show how our current drug policy is failing. People are resorting to synthetic drugs 
just because they are legal, but they could possibly be a lot more harmful. I don’t believe the new 
approach to legal highs will be effective. As fast as the government bans these drugs, new ones will 
take their place. It will be a never ending cycle in an attempt to bypass a system that is clearly failing. 
The government won’t accept that people are going to use illicit drugs. There is no way of stopping 
this, so they should be focusing on reducing the risks and harms. Drugs should be regulated and sold 
with warnings of the risks clearly stated on the packaging. It is more important for drug users to know 
exactly what they are taking and exactly what effects it will have, rather than turning to legal highs. 
 

12.  The links between drugs, organised crime and terrorism 
Prohibition allows criminals to sell illegal drugs on the black market with no regulation or limits to 
who they can sell to. Prohibition creates criminals, as we can see from history and the prohibition of 
                                                      
3 http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2807%2960464-4/fulltext 
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alcohol in the United States during the 1930’s. The prohibition allows for a black market and the 
cannabis market is worth between £2.9 and £8.6 billion per annum. This money is allowed to be 
passed into the hands of criminals rather than the government.  
 

13.  Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the national crime agency 

With many countries in the EU and 16 US states moving towards decriminalisation, I feel we are far 
behind in terms of effective drug policy. With the introduction of the national crime agency, hopefully 
they will realise that drug prohibition is fuelling organised crime. 
 

14.  Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (The Government’s 
Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 
Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 
2009–10).” 

There is substantial evidence that the current drugs policy simply is not effective in any way. It fuels 
organised crime, costs the government hundreds of millions each year and criminalises innocent 
people. Tax and regulation are the logical steps towards freeing up valuable government resources, 
reducing the harm from the use of drugs and shutting down organised crime. I urge detailed 
consideration must be given to this issue. 
  

15.  Summary 
In conclusion, I believe that tax and regulation will lead to a brighter future for our drugs policy and 
national health. Reclassifying cannabis as a drug with recognised medicinal properties based on 
scientific evidence is important; this will lead to patients the medicine they need. Tax and regulation 
moves a £6 billion market out of the hands of criminals and puts it into the government funds, which 
can help reduce the budget deficit, help improve education and public services while also freeing up 
the millions of pounds it is currently costing the government to enforce this failing policy. Cannabis 
that is purchased from authorised vendors rather than drug dealers is will also reduce harm and risk of 
bad cannabis that is contaminated with things such as crushed glass, dust mites and mold. I hope the 
government can come to its senses and cleans up its current drugs policy. 
 
January 2012 
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Written evidence submitted by Stuart Harper [DP025]  
 

I am a 32 year old Entrepreneur, running international businesses on 2 continents, previously married 
for 9 years with one 5 year old daughter that I care for jointly. I was diagnosed at age 2 with ADHD 
and spent the next 3 years on a series of diets that effected my eating habits to this day. I never had 
chocolate, sugar, wheat or cow’s milk until I was 5. From 5 was medicated with amphetamine derived 
drugs for over 20 years. First Ritalin, then in my 20’s Concerta. By age 10 I was prescribed double the 
maximum daily dose (which is 6 tablets or 60 mg) I was given 12 tablets or 120mg methylphenidate 
per day. By age 15 I was on 4.5 x the maximum daily dose at 25 tablets and 250mg per day). 

At the time I was unaware but I become addicted to these drugs before my 10th birthday, they caused 
my personality to swing one way then the other, often when the drugs were wearing off. Due to the 
addiction and high doses I was taking, as well as the rapid on and offset of the drugs, meant I was 
essentially undergoing withdrawal on a daily basis. That didn’t affect me so much until I was older 
but alongside this I also suffered from an inability to eat, especially at regular times. I suffered from 
daily bouts of morning nausea and vomiting, stomach cramps and symptoms of an irritable bowel. 

At age 15, and already smoking tobacco, my doctor, who had admitted to taking methylphenidate in 
medical school to aid studying, recommended that I try a cannabis joint in the morning to help my 
nausea. I was amazed, no sickness, no cramps, I could eat breakfast for the first time that I could 
remember in my life. After starting smoking cannabis I noticed a lot of changes. I started making 
friends, something I had always found very difficult, I gained excellent grades school and a university 
place. I also found I was able to decrease the amount of Ritalin I needed to take and found it easy to 
stop smoking tobacco. 

After finishing university and starting work I found the mood swing like side effects of the Ritalin 
were causing me difficulties in my work life and my relationships and in my mid-twenties I was 
switched to Concerta, a slow release version in order to try to stop these fluctuations. At the same 
time I continued medicating with cannabis and spent several years managing an international 
development company primarily engaged in the health sector. Unfortunately my relationship failed. 
This I believe was caused by the marked change in my personality when I switched to slow release 
Concerta, which although leaving me more level also left me feeling very flat and introspective.  

After the break down of my relationship, I entered a custody battle. As my condition was being used 
against me I chose to cease all prescription medications including cannabis, under my lawyer’s advice 
and my psychologists monitoring. I promptly spent the next 18 months unemployed and after losing 
both houses, homeless, as well. I found myself in receipt of benefits for the first time in my life. 
Eventually despite feeling so much better in myself (general health and wellbeing) after ceasing the 
methylphenidate but realizing that unmediated I could not work I chose to take what some may call a 
drastic step. I knew cannabis helped me keep calm and so researched online about new therapies with 
types of cannabis. Eventually I used my job seekers allowance to purchase an ounce of the correct 
Dutch cannabis. I used this to settle my mind for a long enough period to re-incorporate, gain several 
new clients and launch a new company and start to become a part of society again. 

I now use only cannabis to treat my condition, I have no more stomach cramps, I have no more mood 
swings, and I have no more need to take a stimulant medication that has a host of side effects.  

I then sought permission to import cannabis, later to grow cannabis, and to bring my prescription 
across from Holland, from my Dutch doctor. I was refused at all avenues. After 18 months of trying to 
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make the UK stick to its part of the Schengen agreement which allows, for example, for an Irish 
national with a Dutch prescription to smoke his medicinal cannabis in the UK, I chose to grow my 
own, using seeds and equipment specifically sold for cannabis cultivation in the UK using cannabis 
products specifically designed for UK water. I grew ADHD variant cannabis which is the best 
medically for my condition and involved no organized crime nor had a victim.  

Eventually I was caught growing my medicine, in a secure shed, padlocked and in accordance with 
the strictest European guidelines for growing. I was given a caution and told not to grow anymore. 
The cost to the state was 3 arresting officers – 12 hrs. 4 detectives – 6 hours,  3 patrol cars, 2 
photography unit vans, one police van to arrest me, one interviewing special sergeant – 2 hours, and 
the processing and paper work on top. For 15 plants, enough to give me a 3 month supply of my 
medication.  Currently I have to purchase my cannabis from criminals; it is often not quite the right 
sort or strength. It costs me between 500-750 per month to buy. I cost me about 35 per month in 
electric to grow them. 

As an interesting example, as a side effect of my condition and the ADHD is that I used to have at 
least 3 fault road accidents a year for over a decade and have written off more than 15 Cars. Often 
damaging the courtesy car I had while mine was in repair. Once I had stopped the methylphenidate 
and switched solely to cannabis I haven’t had any further accidents and for the first time in my life 
have a no claims bonus (4 years now). This behavior, of ADHD people whilst driving and cannabis’s 
aid to ADHD sufferers, has been shown in a number of medical papers from Germany. It’s also worth 
noting that methylphenidate is both far more toxic and addictive than cannabis and I was prescribed 
that from age 5. 

My condition is genetic; it will not go away or lessen with time. I believe I have to be a productive 
and high functioning member of society. I believe I have the right to medical help with my genetic 
condition. I have no wish to be a criminal. I believe I have a right to use the medication safest and 
most effective for my needs. I believe I have a right not to be poisoned by the medicine recommended 
by the state. I believe it is not the states job to legislate in the daily lives of its citizens.  

2.  
No, taking the case above as a typical example, an arrest of a grower can cost upwards of £12,000 
some reaching £20,000 or even higher if there are a lot of plants. With the current economic fears I do 
not think this is sustainable. I point you to the IDMU report1  the illegal cannabis markets in the UK 
are making at least £6 billion per year. This is the lower end of the scale, £12 billion being a more 
realistic amount. Currently, helped by my 750 a month ‘donation’, these criminals are using these 
monies to fund larger, more organized crime directly from cannabis revenue. Often people are 
shipped in to the UK to ‘work’ in grow factories, their passports taken and they are not allowed to 
leave. These are just some of the crimes that occur because drugs are prohibited. The costs will only 
rise.  

3 
No, the policy is not grounded in science, health, security and human rights. Compared to alcohol, 
tobacco, prescription drugs, medicines you can buy over the counter and even caffeinated energy 
drinks, cannabis is far less harmful than any of the mentioned substances yet is illegal. The latest 
findings from the NHS suggest this2. In fact prescription medicines kill more people a year then even 
                                                            
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 

2 http://www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
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heroin. Most doctors agree that providing the opium is pure and the patient’s wellbeing and food 
supply maintained even a heroin addiction is not that harmful. It is the prohibition and the secrecy that 
it causes that envelopes the world of the user that cause the issues i.e. lack of access to food or safe 
places to live/use. Opium was legal for hundreds of years with millions of addicts living normal lives. 
In regards to cannabis this prohibition is particularly awful as it is a medicine that can be used to treat 
and prevent cancer as well as many other conditions such as ADHD, Autism, MS, AIDS, for a further 
list please check here  http://norml.org/component/zoo/category/recent-research-on-medical-
marijuana 
 
Having personally grown my own, as well as travelled to Holland to use Bedrocan3 and visited coffee 
shops in L.A. to see the benefits of medicinal cannabis for my disability, I can confirm that cannabis 
has got medical benefits, and cannabis as medicine can have a dramatic effect for the disabled user, 
giving him/.her another chance of life, without the fear of conviction. A medical user of cannabis has 
enough to cope with his/her illness or terminal condition without the added pressure of a police 
incident. I would recommend that all drug possession be decriminalized.  
 
4.  
Most of the answers submitted to parliamentary questions to the Home Secretary suggest that the 
government does nothing to measure the effectiveness of its drug policies. Both the National Audit 
Office and the Public Accounts Committee have previously commented that drugs policy is run on the 
basis of ministers' opinions rather than evidence.  
 
5.  
The Government are supposed to use the ACMD to base their drugs policy. The panel was formally 
chaired by Professor David Nutt (sacked back in 2009 for publically saying cannabis, LSD, and 
ecstasy were less dangerous than alcohol), In 2010 Professor Les Iversen was given the job of chief 
drugs adviser, he openly spoke about the medical benefits of cannabis at the British Pharmacological 
Society4 both professional men in the field of science, and both being ignored by the Government. 
 
6. 
‘According to the IDMU report5 £500 million is spent every year on the criminal justice system for 
cannabis alone of which £200 million is for police costs. In 2009/10 Drug offences accounted for 5% 
of offences as a whole, of which based on 80% of drug offences being cannabis-related, cannabis 
offences would represent approximately 4% of the annual total. In 2010 the Ministry of Justice 
Budget was £9.5 Billion and the Police budget was approximately £5 Billion. Significant cost savings 
can be made if cannabis offenders were removed from the criminal justice system. These cost savings 
would be in 3 areas:  - Investigation costs (Police & Customs/UKBA/Forensics), Prosecution costs 
(CPS, Courts & Legal Aid), Sentencing Costs (Prisons, Probation)’ 
 
The costs of police time and resources just relating to cannabis are Premises searched usually involve 
four or more officers, with cultivation cases probably among the more expensive usually involving 
more officers, requiring photography and/or video recording, storage and/or disposal of plants and 
                                                            
3 http://www.bedrocan.nl/ 

4 http://www.youtube.com/watch?v=_7wZpt22Kpo 

5  http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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equipment and more detailed forensic and expert evidence. Based on the presumption that 4% of 
police caseload relates to cannabis offences, and an annual police budget of £4.8 Billion (2010-11), 
the potential annual savings from police funds would be in the region of £200 Million. My caution 
cost the tax payer about £20,000. 
 
7.  
Cannabis has been used for over 20,000 years evidence proves that where countries such as the US, 
Holland, Portugal have either de-criminalized or legalised for medical use cannabis use decreases, 
particularly amongst children, alcohol sales go down and drink drive deaths fall. Evidence also 
showed that when cannabis was downgraded to class c in 2004, cannabis use actually increased the 
first year, but then went down every year, but since being upgraded back to class B it use has 
dramatically increased, year on year, especially in the young. 
 
8.  
The Misuse of Drugs Act 1971 says that it’s about the “misuse” of drugs “having harmful effects 
sufficient to constitute a social problem”. I would argue that there is a big difference between use, 
misuse and abuse.  
 
9.  
I am tee total and although trying wide variety of drugs around the world in my youth, ranging from 
LSD to opium, I had no urge to become addicted and use no other substance now, nor have any 
inclination too. Alcohol is one of the most dangerous drugs if not for its impairment effects then for 
its link to violence and sexual crimes. I draw no distinction between drugs. All should be regulated 
and treated as a health and personal choice issue. 
 
10.  
People cause the problems not the drugs. Most “illegal” drugs are in fact much less harmful than the 
“legal” drugs alcohol and tobacco as well as a great many pharmaceuticals, why aren’t they controlled 
under the Misuse of Drugs Act 1971? Alcohol is a case in point, just as ingrained in history, once just 
as widely used but the effects of alcohol are much more destructive than cannabis, yet tolerated. 
 
11.  
These are only occurring due to prohibition. People who do not want a criminal record but wish to 
alter their state of mind for a short time look to legal alternatives.  Nothing should be sold without 
being tested. I would recommend that we follow the Dutch example with cannabis i.e. cafes but all 
other drugs should also be made legal and regulated from pharmacies. 

12.  
It is obvious to see the links between cannabis, organized crime, and terrorism; not just here in the UK 
but on a worldwide scale, the amount of illegal immigrants being imported into the UK specifically to 
grow cannabis is also very disturbing, the youngest illegal immigrant forced to work in a grow factory 
was just 10 years old.  
 
13.  
When other countries develop their own laws, such as Belgium, Czech Republic, Denmark, Finland, 
Germany, Netherlands, Portugal, Spain, Switzerland, it makes us appear backwards.  
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Under the Schengen agreement a person travelling within the European zone can import and use his 
prescribed medication, so If a person has been prescribed cannabis of any kind from his doctor in a 
European country where cannabis is used for medical reasons that person can bring it into the UK and 
use his medication, while a British medical user can get locked up for doing what another human 
being is doing, this is unfair.  

Why can’t Britain follow the sensible route the rest of Europe is taking or at least allow us to use the 
Schengen act to bring our medication into the UK. 
 
14.  
Legalisation + de-criminalization+ taxation + regulation; or prohibition. These are our choices, its 
plain to see prohibition does not work however legalisation without a regulated supply will keep the 
supply chain with the criminal. Likewise being de-criminalized without a regulated supply chain also 
keeps it with the criminal, just like Holland. De-criminalized with a taxed and regulated system or 
legalised with a taxed and regulated supply chain is the route we must go down to reduce teenage use 
and improve the quality of the product. 
 
15.  
To sum it all up, prohibition does not work, is not fair to medical or adult users and causes untaxed 
drug money to be used to finance crime. Prohibition causes more harm than the drugs ever could. 

January 2012 
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Written evidence submitted by Dr Sue Pryce [DP053] 
 
Summary of my main points: 

• After years of study and the experience of living with an addict I have become a 
reluctant legalizer. The govt. should legalize and redistribute the costs of enforcement 
into drug therapies and rehabilitation. 

• The drug problem cannot be solved – it can only be managed 
• Prohibition of recreational drugs is wrong in principle and in a democracy, 

unworkable in practice 
• Decriminalization is fundamentally inconsistent and at best would only be a 

temporary half-measure  
 
Below I have addressed my comments to the inquiry’s terms of reference. My book provides 
a detailed analysis of these matters, and although it is not available until 24 Feb I could 
provide the committee with an early copy on request. 
 
Introductory comments 
Having studied the Home Affairs Committee 3rd Report ‘The Govt’s Drug Policy: is it 
working 2002?’, I was struck by the fact that most of the arguments and evidence remain the 
same and relevant. Drug policy has moved in the direction of harm reduction, as 
recommended by the report. As the parent of an addict I know that the sources of help and 
treatment have increased in the last 10 years. Substitute prescribing, both outside and inside 
prison have become the norm. Since 2010 ‘recovery’ has become the new mantra, which is a 
worthy aspiration, but in reality seems to be another ‘one cure fits al’l or nothing. The real 
change  
over the last 10 years has been in the climate of opinion. As drugs have come out of the 
ghetto and the sons (to a lesser extent the daughters) of the middle class and opinion formers 
have been exposed to drugs and the effect of the drug laws, the argument for prohibition has 
become less self-evident (ref the letter to the PM ‘Taking Drugs Seriously’ from Demos and 
the UKDPC, and recommendations of many former politicians in the GCDP). Useful 
comparisons can be drawn with changes in the law relating to capital punishment, abortion, 
homosexuality, the time for change, and a willingness to accept it, seems to have come. 
 

1. The criteria used by Govt.to measure the efficacy of its policies 
The problem with drug policy is that the success of outcomes that did not occur cannot be 
measure. It is impossible to measure the extent to which prohibition acts as a deterrent to use. 
It seems reasonable to suppose that some people who might try drugs do not do so because of 
the legal implications. But it is also reasonable to assume that many non-users would remain 
non-users even if drugs were legal.  

• Measuring the efficacy of policies becomes measuring what is measurable eg. the 
quantities of drugs seized. But if seizures go up it does not tell us if the 
police/customs have become more efficient or whether they are simply interdicting 
the same percentage of an increased volume of drugs.  

• Likewise, increasing the number of people in treatment tells us nothing about 
outcomes – does treatment lead to drug free lives? Evaluating treatment outcomes is 
notoriously difficult because of the lack of transparency and heavy reliance of self-
reporting from interested parties. Treatment providers have a vested interest in the 
‘treatment works’ slogan. Addicts who have achieved a drugs free life may wish to 
advertise their success and provide feedback to researchers, or they may wish to 
distance themselves from their old drug lifestyle and ignore invitations to participate 
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in surveys and research. Those for whom treatment has not been a success will be 
difficult to trace if they have returned to drug using. Many users ‘in treatment’ use 
both substitutes and street drugs. 

• How can the success of drugs education be measure? People who do not use drugs 
may not do so because of drugs education but there may be a range of other 
explanations such as peer group, sport, etc. 

 
2. The independence and quality expert advice given to the Govt. 

Once again this is something that can’t be measured. Drugs evoke strong responses some of 
which are based on a belief that drugs are wicked and should be prohibited whatever the 
practical outcomes. The best hope is that the Govt. listens to lots of different kinds of advice. 
If however it gives more attention to ‘insider groups’, some of which receive tax money to 
perform their advisory role, it raises questions about the independence of what they have to 
say. Providers of drug services develop a vested interest in the continuation of policies from 
which they benefit. Prohibition has become a massive job creation scheme for the 
‘prohibition-industrial complex’: providers of prisons, security, legal services and treatment 
services.  Bureaucracies both public and private develop vested interests in the perpetuation 
of the current regime. See for instance Cindy Fazey (2003) ‘Commission on Narcotic Drugs 
and the UN’s Int. Drugs Control Prog: politics, policies and prospects for change’ Int. Journal 
of Drug Policy 14. 
 

3. How effective are different policies to reduce drug usage? 
This is partly answered in (1) above, for example, how can the effectiveness of drugs 
education and drugs information services such as FRANK be measured? Research is unlikely 
to be able to prove effectiveness. The best the Govt. can do is try lots of different policies 
combining education, honest information, offer a real range of treatments not one type fits all, 
listen to drug users and families. 
 

4. To what extent should public health considerations play a leading role in 
developing drug policy? 

It should be the key consideration. Criminalizing drugs has not worked. It has filled our 
prisons, cost a fortune in criminal justice, policing, customs etc. It has undermined public 
health by the spread of blood borne viruses, the often untreated mental health problems of 
drug users and their families, and exposing drug users, no matter what kind of drug they use, 
to the criminals and the risks of consuming drugs of unknown strength and purity. Prohibition 
has ensured  black market profits for criminals and pushed addicts into petty dealing 
(spreading drug use further), stealing or prostitution (unless they are rich and famous such as 
city traders, celebrities, sports stars). 
 

5. What of the challenges of ‘legal highs’? 
Once again the Govt. was seen to panic in reaction to a very few deaths that may have been 
partly caused by for example methedrone.  There was no due consideration, no time for 
scientific research. The result is that the Home Secretary now has the power to temporarily 
ban these constantly emerging substances, and then after the ban seek advice from the 
ACMD. If the ACMD concluded that on balance there was no need to prohibit the new 
substance, it is difficult to envisage a govt. declassifying a drug having once banned it. The 
recent farce over cannabis gives little reason for optimism on this matter. It may well be that 
methedrone is less harmful than other highs that have arrived on the scene since it was 
banned. In respect of ‘legal highs’ the Govt. is in a no win situation, as indeed it is with 
prohibition. No drug is harmless. Drugs have risks but they are insufficient to justify 
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prohibition.  The clear double standards with respect to alcohol expose the Govt. to claims 
that the real difference between illegal and regulated legal drugs is economic clout of vested 
interests. 
 

6. What of the links between drugs, organized crime and terrorism? 
Organized crime and terrorism will not go away if drugs are legalized. They will simply shift 
their activities to other things to gain profit or funds for political violence. The problem raised 
by illegal drugs is that there is no consensus that they are wicked compared to robbing banks, 
kidnapping hostages, trading in nuclear materials. Many people condone the production of 
and trafficking of drugs because they see it partly as a western imposed ban prejudiced in 
favour of our particular menu of drugs (see for instance the continuing argument over the 
status of coca). Drug users have obvious reasons for colluding in the trade, but many others 
feel neutral. Therefore the drug market offers reasonably safe rich pickings for criminals and 
politically motivated violent groups.  
 

7. Should alternative ways be tried for tackling the drugs dilemma? 
Yes, the time for radical change has come. It is difficult to think of another policy that has 
failed so dismally being pursued so relentlessly. Decriminalization of all types of drug 
possession seems to be gaining support in Europe and South and Central America. It is 
defended as a further step along the road of harm minimization: people caught in possession 
of illegal drugs would no longer be subject to court proceedings, they would not have a 
criminal record with its knock on effect on their employment prospects, and the burden on the 
tax payer in police time and the huge costs in terms of lawyers, prisons etc would be reduced. 
I would endorse decriminalization of possession but only as an incremental measure towards 
full legalization for the following reasons: 

• It is fundamentally inconsistent – it involves a kind of public sleight of hand to say 
you can legally possess these substances but producing and supplying them is illegal. 
Both Spain and The Netherlands are trying to get round this inconsistency in respect 
of cannabis by permitting people to grow their own cannabis plants (up to 5 for 
personal use in The Netherlands). This measure makes states disingenuous.  

• How can the police distinguish between an acceptable quantity for personal use and 
intent to supply. Portugal permits 10 wraps of heroin for example, but this could 
easily be possessed by a local street dealer who is circumspect enough to only carry 
the permitted quantity. Users and small time dealers are in any case often one and the 
same.  

• Decriminalization would be unlikely to effect the systemic crime of drug markets 
(local and global) in which resort to violence is the norm for enforcing contracts and 
defending turf. 

• Decriminalization does nothing to address the health hazards of drug use – the 
unknown strength and purity (in terms of potentially harmful additives) that cause 
accidental overdoses, health scares as in the anthrax  adulterated heroin in 2011, and 
septicaemia.  Decriminalization offers some modest improvement over the current 
position in terms of criminal records and costs, but it still ensures that people who use 
drugs do so with the maximum risk to their health and exposure to the criminal 
underworld. 

 
Concluding comments 
Legalization and regulation will never stop dangerous drugs getting into the wrong hands 
(minors) as is demonstrated by under-age drinkers and smokers. But nor does prohibition 
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prevent this as per newspaper headlines about children as young as 8 using and indeed 
supplying and trafficking class A drugs. 
From a personal point of view, I am ambivalent about arguing in favour of legalizing drugs. 
Drug addiction brings anxiety, heartache and desperation. But prohibition failed to protect us 
from this. Alcohol brings much the same negative consequences for near ones and dear ones, 
as well as for alcoholics. 
January 2012 
 

Further Written Evidence from Dr Sue Pryce [DP53b] 
 
The account below was written for Black Poppy (a users’ magazine) in 2007 and was picked 
up in the Guardian and run under a nom-de-plum Anna Wright under the title ‘Desperate 
Measures’ 18 July 2007. 
 
 
A Dealer’s Tale  
I am a drug dealer.  I park in dark streets waiting for the man (more often the lad) to 
exchange a small package for a disproportionately large quantity of cash.  I sub-divide it into 
£10 wraps and dole it out to my customer.  I use the term customer loosely and in the singular 
because I supply only one addict who is not a paying client.  
 
My story is not unique.  I am one more accidental dealer to an accidental addict. 
 
How did this come about?   
 
The police phoned. They had arrested my son while raiding the premises of a known heroin 
dealer.  D (my son) had knocked on his door, been invited in by the police, searched and 
arrested for possession of cannabis.  Guessing the police would probably appear with a search 
warrant, I ransacked D’s room.  There were no drugs, but there was lots of tinfoil with funny 
scorched lines on it and a bottle containing green liquid.  Instinct made me remove these, 
although at the time I had no idea of their significance. 
 
D was charged with being involved in the supply of ecstasy to his friends.  Something he 
confessed to the police.  He confessed to us that he was addicted to heroin, that he was 
‘chasing the dragon’ (hence the tinfoil) and trying to get clean, hence also the black market 
methadone (green liquid). 
 
The nightmare had begun.  We paid debts to dealers and relentlessly pursued the few and 
mainly useless sources of help.  The wheels of justice ground slowly, but those of D’s 
addiction spun fast, exacerbated by the threat of prison.  Eventually, despite a brief spell in 
two detoxes and the efforts of two enlightened judges, he ended up in prison. 
 
He became relatively, although not entirely, clean in jail.  But he obsessed about heroin all 
the time.  He used his release money to score the day he left prison 
 
My career as a drug dealer began.  It was not a decision taken lightly – so why was it taken?  
I did not want to see D go back to jail.  By now I realized that his addiction would drive him 
back to stealing or dealing, and all of his stealing had been from us.  He convinced me that 
part of the problem was the unpredictability of supply. A reliable source of heroin would 
enable him to get his life together, and we could wean him off it. I say we because I did not 
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take these decisions alone.  D’s father was a key, if reluctant, participant, and without his 
salary, financing D’s addiction would not have been possible. 
 
Hindsight shows the futility of our decision.  The idea of security of supply was fanciful.  
Street heroin varies in quality and quantity for any given price.  These fluctuations and D’s 
growing tolerance resulted in a rising drug bill for us. 
 
Supplying heroin was not our only strategy.  We tried a range of detoxes, at home and 
residential, counselling, methadone maintenance and subutex – mostly at our expense and all 
to no avail.  At his suggestion, we also paid for a range of IT short courses.  These enabled 
him to develop sophisticated computer skills, even to the extent of designing animated 
websites.  
 
There were times when everything became unmanageable. D’s rages when we tried to curb 
his demands to £30’s worth of heroin a day resulted in police interventions and arrests at our 
instigation.   
 
How has this affected the relationship between D and me and relationships with the rest of 
the family and our neighbours?  There have been some positive outcomes.  D and I became 
closer. I trained to be a voluntary substance misuse counsellor.  I studied drugs and their 
effects on users and became interested in drug policy.  I learned about users and dealers and 
the workings of the drug market.  
 
There have also been considerable negatives.  D has developed few coping strategies. He uses 
drugs to avoid withdrawal but also to avoid dealing with difficulties.  He is entirely 
dependent on our largesse.  He has a comfortable life compared to many addicts but that life 
is largely empty of most things except heroin.  His potential remains unfulfilled.  
 
D’s brother has become more distant.  He understands the problem but feels angry about what 
D has done to us. He may feel resentful about the amount of resources, financial and 
emotional, that have been squandered on D.  He probably feels embarrassed that his brother 
is a heroin addict. 
 
The relationship between D and his father has deteriorated. His father has tried hard to 
provide D with breathing space in which to develop skills and mature out of the drug habit. 
But the problem has dragged on so long now (10 years) and been exacerbated by theft and 
lies. They rarely communicate peacefully or directly with one another.  I have been forced 
into the role of piggy-in-the-middle in a vain attempt to keep the peace.  
 
Family, friends and neighbours divide into two camps.  There are those who understand and 
those who think we should throw D out.  Some neighbours barely acknowledge me because 
they see us as harbouring a dangerous drug addict and criminal.  They fail to see that by 
paying for his drugs and allowing him to use them at home we are trying to contain the wider 
fallout of his addiction. 
 
All attempts at detox have failed.  These failures rob us of hope. They leave me wondering if 
it is D’s lack of commitment, their lack of professional skill, or worst of all, that nothing will 
ever work anyway.  Sometimes I wonder if by detoxing and rehabilitating people we are 
simply trying to make them come to terms with a world and self which cannot be reconciled.  
D despairs of ever getting clean – although he claims he wants to.  Life is unimaginable after 
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this long on heroin. He blames this or that ‘cure’ or treatment, but doubtless knows that his 
will or heart has so far never been in it.   Knowing this drives him to demand more heroin to 
anaesthetise himself from self-knowledge, or to use crack to achieve a quick, but far from 
cheap, thrill. 
 
The relationship between D and me has become a war of attrition.  He nags me for heroin.  I 
try to balance his need, or sometimes just his wants, against our budget.  So I nag him to cut 
down, he begs, pleads and cajoles and then rants and rages and bullies.  If I don’t give in I 
have no peace.  If I do I feel depressed because of being too weak to hold the line. 
 
It is difficult to talk to D.  We used to share a joke, discuss politics or talk about addiction. 
His horizons have shrunk to just obtaining and using gear.  My life consists of balancing all 
the spinning plates.  D’s behaviour swings are difficult to live with.  If he’s had more than 
enough heroin, he talks none stop, repeating things again and again as he paces up and down; 
or he slumps on his bed nodding, half watching TV.  If he’s had too little he’s angry, 
explosive, unpredictable and intimidating.  Lies have become a way of life and challenges are 
met with shouted denials, which are repeated endlessly until I doubt my own reason. I have to 
constantly find new places to hide the heroin.  D ransacks my belongings as though we are 
playing some sort of hunt-the-heroin game. 
 
D lives a one dimensional life but he is not a one dimensional man.  His addiction drives his 
behaviour but in addition to being demanding, threatening and difficult, he is also sensitive, 
creative and intelligent. He is shocked by the destructive force of his own rages when he 
craves gear.  He is ashamed of the impact this has had on us, although this doesn’t result in 
any change in his behaviour.  Maybe nothing can or will.  
 
Many professionals will probably blame D for not having come to terms with his addiction.  I 
will probably be condemned as a co-dependent suffering from motivated mother syndrome; 
someone who needs to learn and apply the lessons of tough love.  But if your child has a 
disability you don’t walk away, you try to find help and give support.  D did not commit a 
murder, molest a child or commit a violent crime.  Addiction maybe self-indulgence, but it 
may have causes beyond the will of the addict.  Living with an addict is heartbreaking – lies, 
stealing and often squalor come with the territory.   
 
So why do we continue with a course of action that isn’t working?  There seems to be no 
solution, just a range of possibilities that work for some addicts.  We are still buying time for 
D but can’t do so forever.  People sometimes say ‘why did he do this to you?’  I try to explain 
that he did it to himself – we are just in the fallout zone.  
 
1487 words; Sue Pryce (Spring 2007) 
 
So where are we now 5 year’s later? Not much further.  My son is still addicted to heroin. We 
still fund his drugs, although he gets them himself. But it is more of a struggle financially. 
My husband has retired. I still work full-time but am already 65. There are some 
improvements. My son is currently studying graphic design 3 days a week. He is a 
perfectionist and spends hours on his homework. He has a girlfriend who he sees at 
weekends. He is on a subutex prescription but uses street drugs as well. 
 
I was prompted to submit this additional evidence because this week he was picked up by the 
police after he left a known dealer’s. He was searched and found to be in possession £20’s 
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worth of drugs. He is currently on bail pending analysis of the substance. They have told him 
he will probably charged with possession of class A drugs. This brought back to me the 
whole pointlessness drug policy.  He is a known drug user who bought drugs. Easy to pick up 
and search.  His drugs were confiscated so in his case that is £20 we will have to find. Had he 
not been funded by us it would probably be £40 more shoplifting to replace the drugs. It has 
already used up valuable police time, taking him back to the station, interviewing him, finger-
printing and photographing him. If charged that will entail court time and lawyer’s fees.  
Maybe this will end in a fine. How will he pay it? It will be deducted from his benefits. So we 
end up paying out more for his food or college travel, or drugs. If he didn’t have us it would 
probably lead to shoplifting or small time dealing. Now the police have him on the radar 
again they will search him and hassle him on a regular basis. All to what purpose? He uses an 
illegal drug to cope with life, others may turn to a couple of stiff drinks. 
 
January 2012. 
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Written evidence from Neil McKeganey [DP054] 

 

1. Introduction 
 

In 1994 I set up the Centre for Drug Misuse Research at the University of Glasgow which conducted 
research on various aspects of the UK and international drug problem since that date. In 2011 the Centre 
moved out of the University of Glasgow to form an independent research centre undertaking studies in a 
number of key areas related to drugs misuse. These include research into the effectiveness of drug abuse 
treatment services, the impact of drugs within the prison environment, the growth of the drugs problem and 
its impact on society both at the present time and in the future.  Recently completed research by colleagues 
within the Centre include an assessment of the impact of major drug seizures on the local availability of 
drugs and the use of drug treatment services, work on the impact of parental drug use on children, and work 
on the developments of inner city areas where the drugs problem has attained considerable local momentum 
and is leading to a degree of separation on the part of those local areas from the wider society. This latter 
work has been undertaken for the United Nations as part of the forthcoming (2011) report of the 
International Narcotics Control Board.  I am the author of over 150 academic papers related to drugs misuse 
research and in 2011 authored the book “Controversies in Drugs Policy and Practice” (Palgrave Macmillan). 
I should like to respond to a number of areas related to the committees enquiry. 

 

2. Fiscal Responsibility 
My judgement is that we have largely skirted around the issue of fiscal responsibility in relation to 
implementing the various drug strategies and as a result we have relatively poor information on the cost 
benefit of many of the decisions taken with regard to the various areas of treatment, prevention, and 
enforcement.  The tendency instead of subjecting current and recent past interventions in each of these areas 
to robust assessment has rather been to assume that any interventions within these areas are beneficial to 
some degree and are worthy of support on that basis.  

 

3. Evidence Based 
I think that it would be fair to say that we have utilized the evidence base in relations to tackling the UK 
drugs problem to only a limited extent. Presently we lack a robust connection between the gathering and 
analysis of evidence in relation to drug misuse matters and the policy making process. Rarely for example is 
consideration given as to whether how and to what extent have research findings been implemented in 
practice. The tendency instead has been to assumed that the process of implementation of research findings 
occurs by a slow process of osmosis rather than through a clear implementation mechanism.  An example 
would be the research finding from work which I carried out with colleagues in Scotland which identified 
that the quantity of heroin seized within Scotland amounted to only one percent of the quantity of heroin 
consumed within Scotland. A similar analysis was undertaken for England with only a modest increase in 
the percentage of seized to consumed heroin. Those findings should ideally have led to a vigorous debate 
and critical consideration as to why the percentage of seized to consumed heroin was so low and to a 
determined examination of what strategies needed to be implemented in order to increase the proportion of 
seized to consumed heroin. What happened instead is that enforcement organisations rather regarded the 
findings as something of an embarrassment which it would be preferable to speedily move on from.  Equally 
the finding in research which I and colleagues undertook which identified that the those drug users who 
were luck enough to be provided with access to residential rehabilitation services were significantly more 
likely to be drug free on follow up assessment than those provided with community based (methadone) 
provision has also had very little impact. Indeed in the period following the provision of those results there 
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has been a diminution in the number of residential rehabilitation services available within the UK. The 
National Treatment Agency in the past and to a degree in the present has provided very weak leadership in 
relationship to developing the residential rehabilitation sector and have instead presided over a 
mushrooming national methadone programme that has delivered only modest results in terms of drug users 
abstinence and recovery. 

 

4. Independence of Expert Advice 
I think that this is an important issue but my sense is that there has been too great a tendency to rely on 
advice which is congruent with the current views of civil servants. Within this field there is definitely a 
tendency towards an “inside the tent outside the tent” divide within which discordant or more critical voices 
tend to be excluded and ignored. There may be a degree to which this occurs in all or most areas of public 
and private policy making although I think the operation of this divide in relation to drugs misuse where our 
achievements are very modest is particularly regrettable.  We are very weak within the UK on developing a 
sustained profile in drugs related research. Most of the funding that is available is on a project by project 
basis with shortcomings in the quantity of the funding for that work and in its sustainability long term.  It 
has been previously identified that the level of funding for drug misuse related research within the UK 
amounts to little more than a quarter of one percent of the monies spent on tackling the drugs problem. That 
observation was made in the Royal College of Physicians Report “Drugs Dilemmas and Choices” published 
in 2000. In all probability the percentage presently being allocated to drugs misuse research has changed to 
only a very modest degree. 

 

5. Public Health Playing a Leading Role in Developing Drugs Policy 
I think that it would be hugely regrettable to elevate the public health perspective above all else in shaping 
drugs policies within the UK. My reasons for this view are as follows. First I am not at all convinced that the 
public health approach gives due weight to the importance of individual recovery. The tendency instead is to 
adopt a more population wide approach in recommending and implementing interventions rather than an 
approach which enhances the capacity of individuals to improve their circumstances- including tackling the 
level of their drug dependency. Second, I think that effective drug policies require an equal contribution 
across the sphere of treatment prevention and enforcement. To the extent that any one of these assumed a 
preeminent position in shaping policy there is a real danger than an important contribution on the part of the 
other areas is being diluted.  

 

6. Transfer of the NTA into Public Health 
I think that it is very hard to judge what impact this transfer will have.  To the extent that senior staff within 
the NTA migrate into equally senior positions within Public Health England then I think there must be some 
skepticism as to whether a demonstrably different approach to tackling illegal drugs will be implemented. 
Again I think there is a degree to which the current senior staff within the NTA seek the advice and expert 
input only from favoured experts and tend to ignore and exclude those who they see has having been critical 
of past approaches to tackle the drugs problem. I think that the harm reduction approach favoured by a 
number of the senior NTA staff remains very much a key driver of who and where they seek external advice 
from. Inevitably in my mind this reduces the likelihood of developing effective interventions to tackle our 
drugs problem. 
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7. The Link Between Drugs Organised Crime and Terrorism 
This is a very important area although not one well explored within the UK. My own research centre has 
undertaken work in the area of the link between drugs and organized crime although this work has largely 
been funded on the basis of EU rather than UK support. Indeed we seriously lack research expertise in 
exploring these links. To the extent that the research which has been undertaken in this area has been largely 
funded on a piece meal basis we have lacked the capacity to build incrementally upon the expertise acquired 
and have seen expert researchers move out of this area where their own funding has ceased. We should have 
a sustained research capacity addressing these topics and the relationships therein. 

 

8. Support of Global Partners 
The principle of shared responsibility is crucial to effective national and international action to tackle the 
problem of illegal drugs. Whilst there are very positive examples of shared responsibility I think that there is 
a need to do much more in this area. The international drug conventions are the clearest example of the 
principle of shared responsibility as it relates to the drugs issue although I suspect that we make much less 
use of these international efforts than we should do and need to do. In relation to enforcement there is a clear 
need to pool expertise as to effective means for tackling drug markets- whilst there are examples where this 
is occurring my belief is that we need to expand this considerably.  However the principle of shared 
responsibility needs to be explored with equal vigor in relation to treatment and prevention- here too there is 
considerable scope for improvements in our efforts and contribution. 

 
This submission has been prepared within the context of existing commitments in managing and developing 
the research programme for the Centre for Drug Misuse Research. As a result the submission is less detailed 
that I would have wished. I apologise for that. However, if the committee feels that their enquiry would be 
usefully contributed to by an oral presentation on any of the themes that I have outlined in my submission I 
should be more than happy to make that contribution.  
 
January 2012 
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Written Evidence submitted by Darren Eardley [DP 055] 
 
I wish to contribute my opinion on the subject of drug law which is of immense significance 
socially but intend to limit my comments to cannabis. I do not wish to give oral evidence 
owing to mobility problems and the distance involved. 
 
 
Is present policy fiscally responsible? 
I contend that present policy is responsible for wasting huge amounts of money, time and 
resources within the justice system both within the police and courts which could be far better 
used, with very little to show for it.  The Independent Drug Monitoring Unit have released a 
report1 which states in section 10.5 on page 24 that “Overall the net benefit to the taxpayer 
of a taxed and regulated cannabis market could range from £3.4 Billion to £9.5 Billion 
per annum, with a best estimate of £6.7 Billion per year at recent market levels.” 
 
Is policy grounded in science, health, security and human rights? 
No. As the dismissal of Professor David Nutt from the ACMD clearly showed, whichever 
political party is in government continues the status quo. The truth must not interfere with 
policy it seems. Einstein said that the definition of insanity is doing the same thing over and 
over and expecting a different result.  
 
The home office is always keen to endlessly repeat that, while cannabis is illegal because 
they claim it is a dangerous drug (despite the vast majority of scientific evidence to the 
contrary), alcohol and tobacco are legal because of ‘cultural and historical reasons’.  Slavery 
could be justified in the same way.  
 
 It seems policy is dictated by the press.  Politicians seem to fear the press as they view it as 
having the ear and pulse of the public. Unfortunately as the ongoing Leveson inquiry is 
showing, the press generally cannot be trusted to be honest or honourable.  I am a supporter 
of a political party called CLEAR (cannabis law reform). One of their many campaigns 
relates to the incorrect reporting of cannabis related stories whereby facts have been 
exaggerated, distorted or plain invented. Publications such as the Daily Mail routinely publish 
damaging lies which have no basis in science or reality. The Press Complaints Commission 
has shown itself to be ineffective in its treatment (or lack thereof) of this large number of 
complaints.  
 
Policy cannot be dictated by science at present as the Department of Health’s own report ‘A 
summary of the health harms of drugs’2 shows that any dangers involved with cannabis use 
are very modest in comparison with legally available drugs and over the counter medicines 
and it is well known that cannabis has never caused a single fatality by overdose. In 
comparison, section 1.5 on page 15 “Substance related deaths” puts the number of deaths 

                                                            
1 http://clearuk.org/wpcontent/uploads/2011/09/TaxUKCan.pdf  
2 http://www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
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caused by alcohol in 2009 as 14,982, those caused by tobacco as 81,400 and does not 
mention deaths directly attributable to cannabis. I doubt any could be found.  
 
Policy is not dictated by science as the hemp plant which is not psychoactive at all having a 
very low THC level, but which is probably the most useful plant in the world with thousands 
of documented uses and products, is lumped in with the psychoactive cannabis plant and so is 
illegal to cultivate. This low THC plant shouldn’t even be covered by the MODA. This plant 
needs to be grown industrially in our country again. From a purely financial perspective, 
reintroducing the hemp plant to industry would be of immense benefit to this country. Some 
industries may suffer at the reintroduction of a cheaper, superior alternative fibre but it would 
be cutting away the dead wood and encouraging new growth. Jobs would be created and the 
economy would be stimulated.  
 
As far as security and human rights, prohibition has created a £6 billion black market in this 
country with all of the associated harms such as the trafficking of people to tend cannabis 
farms, the theft of electricity, and destruction of property. The gangs can then use the revenue 
generated to expand their criminal activities.  
 
I feel so strongly about this subject as for the last 15 years I have been living with multiple 
sclerosis, a progressive, degenerative incurable condition. Cannabis has anti-inflammatory 
effects which help MS as the damage caused by this condition is caused by inflammation in 
the brain. There is a study called CUPID (Cannabinoid Use in Progressive Inflammatory 
brain Disease) currently underway to see if cannabis can stop MS from progressing and 
further disabling the sufferer3. The study will be complete later this year.  
 
 Anyone who has to spend time in a neurological department will know that a lot of patients 
find cannabis to be very beneficial, with none of the terrible side effects which the 
prescription meds bring. I am currently on a treatment (Tysabri) which has a risk of 1 in 385 
for me personally of developing PML (Progressive multifocal leukoencephalopathy) a 
potentially fatal brain infection. Even this drug has passed the safety criteria set by NICE!  
 
The medical benefits of cannabis are irrefutable with hundreds of peer reviewed studies 
documenting the plants efficacy and safety. It is only within the last eighty or so years that we 
have forgotten how medically useful this plant is. As is often mentioned, Queen Victoria was 
given a cannabis tincture by her doctor to treat her menstrual cramps. Since the discovery of 
the endocannabinoid system in the 1990s within animals, science has awoken to the untapped 
potential of this plant. These chemicals, cannabinoids, protect our bodies and regulate many 
essential systems among them respiration, reproduction and the immune system. It would be 
impossible to survive without these chemicals. Mother’s milk contains cannabinoids which 
help the unborn child to be strong and healthy. It’s THAT safe and essential.  
 
The terrible and very cruel hypocrisy here is that while cannabis is currently illegal and 
carries penalties for possession etc, the Government allows GW Pharmaceuticals to grow 
                                                            
3 http://sites.pcmd.ac.uk/cnrg/cupid.php  
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tonnes of high THC skunk for profit. This is in effect a government protected monopoly, 
enforced by the police and courts. According to anecdotal evidence, many people I have 
spoken to do not want GW’s drug Sativex.  It is expensive and people seem to prefer the 
herbal plant itself.  It also seems practically impossible to get funding for the prescription of 
Sativex.  So quite often patients are forced to grow the plant for themselves which carries the 
risk of arrest, job loss or a criminal record, or to buy from the streets where contamination, 
quality and having to deal with criminals are just a few of the problems.  
 
Here is a link to NORML’s (National Organisation for the Reformation of Marijuana Laws) 
summary of research on the medical applications of cannabis - 
http://norml.org/component/zoo/category/recent-research-on-medical-marijuana  
 
The criteria used by the Government to measure the efficacy of its drug policies. 
I’m not sure what criteria the Government uses. Number of people in pain denied effective 
and safe treatment?  
 
 
The independence and quality of expert advice which is being given to the Government. 
I think that the Government IS getting the right advice from many sources.  It just does not 
seem to be listening.  
 
Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have.   
According to the IDMU’s report ‘Taxing the UK cannabis market’ £500 million is spent 
every year on the criminal justice system for cannabis alone of which £200 million is for 
police costs.  If cannabis were regulated police budgets would not be so inflated, and the 
police could spend their valuable resources stopping violent crime and antisocial behaviour.  
 
 
The cost effectiveness of different policies to reduce drug usage. 
A cursory glance at the cost effectiveness and social benefits of drug policies in Portugal is 
quite sufficient in answer to this question. HIV infection rates in decline, drug use in decline, 
crime rates in decline. Under the present illegal market in this country it is easier for children 
to get drugs than alcohol as ID is not needed with dealers.  Paradoxically it seems that the 
more draconian the drug law, the higher the rate of drug use.  Look at America.  
 
The extent to which public health considerations should play a leading role in developing 
drugs policy. 
I feel that health consideration should play a major role in the formation of government drugs 
policy.  The Misuse of Drugs Act of 1971 is concerned with the misuse of drugs “having 
harmful effects sufficient to constitute a social problem”.  I feel that the main problem with 
cannabis is caused by its very illegality. If this plants use and sale were to be regulated and 
controlled, a lot of the harms that people associate with cannabis would no longer exist.  
Cannabis is not at present a controlled drug. There is no control, except by criminals.  
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The relationship between drug and alcohol abuse. 
Alcohol is a drug, a very addictive and destructive drug which causes massive social harm.  
Anyone who has had experience of living around an alcoholic will tell you it can ruin lives. 
The MODA should apply.  Alcohol IS a gateway drug.  It is far too cheap and the social 
damage it causes is gigantic.  
 
The comparative harm and cost of legal and illegal drugs. 
It is the legal drugs alcohol and tobacco which cause by far the most harm to society. Again, 
the Misuse of Drugs Act of 1971 should apply.  
 
The availability of ‘legal highs’. 
The drug trade seems to be like the game whack-a-mole.  Prohibit one drug and the 
manufacturers/chemists reconfigure the chemical structure and there you go - a new drug 
which is outside of the law pops up, on the streets, with unknown effects, dangers and 
consequences.  Prohibition does not work. It does not achieve its desired outcome. It just 
makes criminals of people who are not criminals.  Again, the press have a major share of the 
blame here.  As shown by the mephedrone debacle, public fear can be whipped up easily and 
the Government feels it needs to be seen to be tough on crime.  This is counterproductive.  
 
The links between drugs, organised crime and terrorism. 
By prohibiting cannabis and drugs in general, governments around the world have abandoned 
an estimated 450 billion pound industry to criminal gangs.  Remember Al Capone?  He and 
his ilk were created by the prohibition of the production and sale of alcohol.  Prohibition still 
doesn’t work.  
 
Whether the UK is supporting its global partners effectively and what changes may occur 
with the introduction of the national crime agency. 
Is the UN single convention working? When other countries develop their own strategy for 
dealing with drugs, why not Britain?  
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002. 
Obviously I feel other alternatives should be included in the discussion.  Apparently so did 
you - ten years ago. Will the Government pay any attention this time?  Public opinion is 
shifting and the Government needs to catch up.  I feel that control, regulation and honest 
education should be seriously considered and implemented.  
 
 
Summary 
Policy must be grounded on scientific evidence, drug use should be approached in terms of 
health, Government policy should take this lucrative market out of the hands of criminals and 
it should stop making criminals out of honest people.  Present policy is fiscally wasteful and 
causes damage to society. Reindustrialise the low THC hemp plant and remove it from the 
MODA. Medical cannabis must be implemented and made available for prescription through 
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GP’s as a matter of urgency.  The MODA should apply to legal drugs as well as illegal.  
Alcohol and tobacco are very harmful socially. Alternative ways of dealing with the cannabis 
market should be considered and implemented. We as a society need control of this matter.  
 
January 2012 
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Written Evidence submitted by Applewoods Hydroponica Ltd [DP056] 

 
1/  I write in my capacity as a son, husband, father, citizen, individual and a businessman, to beg 
serious consideration be given by this committee to the issue raised in this letter when considering 
the future of drug prohibition and in particularly cannabis prohibition in the UK.  I was born in 
England in 1959 the youngest by 5 years, of 11 children; my father came to the Britain from 
southern Ireland during the 2nd world war to fight for freedom and human decency.  I wish to deal 
with the effects of prohibition on the three generations of my family who have lived at this address 
since the misuse of drugs act 1972 was introduced and how the state failed to address the welfare 
and heath of these people; preferring to criminalise and fail them; whilst restricting their rights to 
employment, mental and physical health treatment or full participation and advancement in the 
community or business.  I do not expect the committee to address any of these specific items only 
consider them as relevant.  I have attempted to show the folly of current policy and the way things 
could have been!  I have for the most part avoided reference to specific areas of the debate in order 
to present a wider picture of real life and the effects of prohibition of drugs on the family, the 
individual and their relationship with the state 
 
2/  As a child growing up cannabis, alcohol and tobacco were in common usage at home by elder 
members of my family; I thought no more of any of them than I did tea or coffee.  One morning I 
was taken aside by an older brother and informed that I must not talk about the use of cannabis in 
our house as we had been declared to all intense and purposes a criminal family with the 
introduction of the MDA, something nobody ever got to vote on!  The consequences of that 
moment were disastrous for many members of my family.  Over the next few years several 
warrants were issued for our address and home invasions (raids) were carried out, there is very 
little difference in the feeling of being violated at home be it from official or criminal forces and 
my parents felt this greatly; neither were illegal drug users and both saw their dreams of a better 
future trampled underfoot and their youngest 5 sons still at home criminalised.  The oldest of my 
brothers was recently awarded the keys to the city of London, while I the youngest am kept 
terrorised in our family home 
 
3/  My next brother up Dermot suffered depression from an early (pre cannabis use) age and 
became an alcoholic while working for a distillery as did another brother who worked there, both 
went on to use heroin, I am in no doubt that their alcohol addiction was the gateway to heroin the 
effects being similar in many respects.  This was very destructive for Dermot who turned to 
breaking into chemists, assumed various aliases with doctors to obtain ever more drugs sometimes 
ones he didn’t use to sell to buy ones he did.  He went onto crushing tablets, filtering them through 
cigarette filters then injecting them, filling his veins with chalk deposits and tiny plastic beads 
used to make tablets ‘non injectable’; there was no attempt by the state to help him but the police 
and judiciary were always ready to prosecute.  By the time he committed suicide some thirty odd 
years later most of his body had abscess scars, his veins had collapsed, his kidneys and liver were 
failing and his blood would clot before it could be analysed.  He was in constant and severe pain; 
he was by this time receiving help for pain management.  I believe this was an incredible 9 amples 
of Diamorphine per day plus even stronger cancer pain drugs (so many drugs that he had to 
regularly appear before the medical authorities to confirm he could take his full prescription 
without dying).  Many of his friends also heroin addicts died along the way including two of his 
partners, nobody helped any of them with their ‘illness’ but they all got prosecuted.  One friend 
hung himself by his underpants in Ealing police station (late 70’s) as a protest at continued and 
pointless arrest. He was 21 years old. 
 
4/  My own life took a nose dive in the early seventies, I became the ‘criminal of a criminal 
family’ I started stealing alcohol and smoking cigarettes as I went through my teens I was arrested 
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for ever more serious crimes.  I had occasionally used cannabis, it made me feel good and relaxed 
and I grew my first cannabis plants then, but mostly I was drinking which left me often angry and 
violent.  I was sentenced to 3 months DC at 15, a borstal at 18 and was a young prisoner in the 
Scrubs by the time I was twenty.  After this I left London for four years and lived in Leicestershire 
with my partner with whom I now have two children. Whilst in Leicestershire I came across Soap 
bar cannabis.  I told the people that offered it to me that it was rubbish and contaminated with God 
knows what. For the next decade and a half this substance was the only form of cannabis available 
throughout most of the UK and many of the ‘unexplained’ instances of asbestos like lung 
complaints in the fifty plus age group may well be a direct result of this contaminated cannabis.  
GW pharmaceuticals did an analysis to see if it was suitable for medical use; this was made 
publicly available and it makes frightening reading.  
 
5/  I came back to London to look after my elderly father after the death of my mother in 1985 
within two years the police had started raiding Dermot again believing he was me due to a 
neighbour miss identifying me when reporting me as a cannabis user, after the third raid on him 
they finely raided me and discovered a small amount of hashish on me and under a gram of my 
hashish in my partners bag, she was criminalised and thirty five years later still has to declare it on 
job applications as she is a teacher.  By this time the only cannabis I could find in London was 
also soap bar and I began to grow my own with a little more purpose. I was already fairly 
knowledgeable about cannabis in its many forms.  Eventually my home was raided again and 
cannabis plants were found in a hydroponic set up in my loft along with strawberries, sweet 
peppers and a lemon tree belong to my five year old daughter all the plants were destroyed much 
to the distress of my daughter who had already been woken by a ‘gang of people stomping around 
late at night and pushing her aside as she searched for her parents who were being ‘succoured’ 
downstairs. I received a sentence of 120 hrs community service and a recommendation I find a 
better outlet for my talents; I then opened my hydroponics business.  
 
6/ Within 6 months plain clothes police officers visited the garden centre I was working from and 
my relationship there became strained. I moved out after 12 months and took the stock to my 
family home; within three days the police had raided me as I was apparently believed to be setting 
up an ‘ecstasy factory’ (with all the plant feed and hydroponic systems?);  six cannabis plants 
where found.  I have well documented back injuries from an assault carried out against me as a 
child.  These plants where part of researching breeding medicinal strains of cannabis.  I had built 
up a large collection of seeds over the years and had inbred and interbred many types: over which 
I claim scientific and intellectual property rights  During the 14 years of operating this company I 
have been raided at home and work 5 times; millions have been wasted in court and police time.  
On the last two appearances the crown has accepted, indeed crown prosecution have stated to the 
judge, that my level of knowledge and expertise is far above that of the average cannabis grower 
and above the knowledge of the ‘expert witnesses’ brought in to evaluate my case.  In the same 
period £10million pound of taxpayers money has been illegally given to a company I consider to 
be a business rival, GW Pharmaceuticals.  I have attached a letter (as supplementary material for 
your consideration) to Baroness browning also forwarded to Baroness Meacher that deals with this 
illegal and dishonest company, its stolen genetics and product; the criminal at the centre of the 
company and his seed collection.  My own seed collection should be worth millions of pounds yet 
I am not allowed even to keep them viable. 
 
7/  A couple of years back I appeared on a programme called Britain’s secret farms were I showed 
ground glass being used to increase weight in cannabis and explained the health consequences to 
the public.  The states reaction was two fold, questions were asked in parliament about this and an 
investigation into me and my finances was launched resulting in yet another raid on my home and 
business.  On this occasion five premises belonging to my landlord were also attacked / raided 
/smashed up and into, presumably to punish him for renting to me and destroy my chances of 
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rental anywhere else.  Thousands of pounds of equipment was seized /stolen, no receipt given, no 
list made and no letters to the chief superintendant answered; these goods have since been 
destroyed and I still have received no receipt. 
 
8/  My two children have been at home during these raids and the psychological problems have 
been many and varied ranging from fear of the police to a general mistrust of authority that are 
seen as being hypocritical and prepared to lie to maintain prohibition.  (I have attached a letter as 
supplementary material for your consideration, from my daughter, aged 5 when first suffering 
police home invasion, 20 when writing this letter to the court). The latter being reinforced with the 
corruption surrounding GW Pharmaceuticals and the state in relation to the billion pound 
medicine Sativex (O’Shunessey’s Tincture) made from cannabis: a plant with no medical value 
according to the law that prevents me using or producing it, despite cannabis being the only active 
ingredient in this medicine. I again cite the Baronesses Browning document attached.  It should be 
noted that since my FoI requests, Clear the ‘cannabis party’ had a FoI request turned down on the 
grounds the truth is ‘not in the public interest’.  The truth is already out: the information gathered 
and contained in the Barroness Browning letter is gathered from the public domain and being 
freely circulated. 
 
9/  This is the experiences of just one British family since the Misuse of Drugs Act was introduced 
yet it is the story of hundreds of families the length and breadth of the nation, the story of perhaps 
thousands of children of ‘some people who take some drugs’; victims of a uncaring state waging 
war on its own population and claiming they must because of international conventions.  These 
conventions make no requirement on the signatory states to criminalise or terrorise its population 
but to deal with the health and welfare issues surrounding drug use.  You are in the position to set 
this to rights, please do it for the future of our nation and the mindset of its children.  Medical 
intervention is better than criminalisation, truthful education is better than lies and misinformation, 
compassion is better than hate! 
 
10/  Recommendations;  alcohol is worse that cannabis as is tobacco; the report of the Keele 
university underlines the deliberate overstating of mental health issues surrounding cannabis use; 
mental health issues being understated or ignored when it comes to alcohol or the hundreds of 
chemicals used to produce cigarettes and inhaled by users.  Recently Clear has produced a paper 
on regulating and taxing cannabis.  I support this idea in as far as commercial production but with 
cannabis being less harmful than alcohol, home production of cannabis should be exempt from tax 
or licensing just as home brewing is.  I would like to make one final point much is being made of 
high THC strains being more dangerous despite the Keele findings.  These are the strains that 
work best for those with medicinal needs and are the legitimate competition for GW 
Pharmaceutical products and this point should be noted; as should the fact that the Skunk makes 
your kids mental campaign started when our Government handed a major criminal figure millions 
of pounds of taxpayers money to succour the original genetics for SKUNK from the man who 
brought it to Europe,  the truth is out and we know what it is.  Do the honourable thing free up 
cannabis for medical and recreational use; tax major production and create production standards.   
Take care of those addicted to drugs, find a way of helping them with their health issues and stop 
criminalising the sick and do it now before it’s truly too late 
 
Summary: 

• Paragraphs 1-2-34-5-8-9 and the Roxanna Walsh letter [see appendices].  The ‘War on 
Drugs’ is a ‘War on people’ and their families, be they children of drug users or their 
parents.   

• Paragraphs 2-3-4-5. The health of drug users is currently neglected in favour of criminal 
prosecution. 
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• Paragraphs 3-4. Alcohol is far more dangerous a drug than cannabis is, it is also more akin 
to heroin in its addictiveness and effects on the health and welfare of drug users. 

• Paragraphs 3-4. The illegality of drugs leads to harmful practices by the user and often 
dangerous contamination of the drug supply by criminal suppliers. 

• Paragraphs 4-5-6-7-8 and the letter to Baroness Browning. The current laws discriminate 
against the individual in business or career advancement and are often backed by or result 
in acts that are illegal in law and immoral in practice. 

• Paragraphs 9-10.  The Misuse of drugs act is in contravention of the international treaties 
which obligate the signatory states to care for the health and welfare of drug users and their 
families. 

• Paragraphs 9-10. The non inclusion of alcohol and tobacco in the MDA is a farce, 
unsupported by the facts of dangers posed.  Cannabis should at the very least be treated in 
parity with alcohol if not with less regulation on personal use consumption and production; 
with taxation, regulation, inspection of facilities and ‘end product’ for those involved in 
commercial production and supply. 

• Paragraphs All. The current Law and its effects are more harmful to the individual, the 
family unit and the relationship between people and state than drugs themselves and needs 
to be changed for a health based policy and a more realistic approach to cannabis use. 

 
January 2012 
 
 
Appendix A 
Baroness Browning 
Minister for crime and anti social behaviour 
Marsham Street 
London  
Airstrip 1 
SW1P 4DF 
         3rd November 2011 
CTS Reference M8259/11 
 
Dear Baroness Browning. 
 
Thank you for your letter of the 27th July 2011 in response to my letter requesting a meeting 
between Mr Peter Reynolds of Clear and the Prime Minister to enable Mr Reynolds to give the 
Prime Minister the factual truth about cannabis, as he appears to have become more than slightly 
confused over this issue; despite his own (non criminalised) use of this substance (along with so 
many parliamentarians) and his own speeches prior to becoming leader of the Conservatives.  
 
The words from Mr Cameron’s  first speech in parliament “fresh thinking and a new approach” to 
drug policy comes to mind, as does “Politicians attempt to appeal to the lowest common 
denominator by posturing with tough policies and calling for crackdown after crackdown” and 
then there is “Drugs policy has been failing for decades”;  I believe as a member of the Home 
Affairs Select Committee  he stated that the government at the time should initiate a discussion at 
the United Nations to consider alternative ways ,including the possibility of legalisation and 
regulation, to tackle the global drugs problem; all of which glow as beacons of hypocrisy in the 
light of recent claims over “very very toxic cannabis”.   This leaves many of us wondering if some 
agency other than the elected government and its Prime Minister decide our nation’s drug policy. 
 
I have also sent you emails with regard to my freedom of information request lodged with the 
Home Office and James Brokenshire’s reluctance to reply.   I believe an email was sent to you on 
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the day you were appointed, I didn’t get any replies until now and I note it still fails to answer the 
questions over Hortipharm NL Hortipharm NL, it’s ‘licence’ and its Directors.  I was however 
gladdened to read that your officials are working hard to “formulate a response to my other 
representations” as the responses I have had, even to Freedom of Information requests, have been 
incomplete and inaccurate.  Indeed one FOI become lost for a few months and had to be reissued, 
I still await a full reply to all the questions contained within my FOI requests the most recent of 
these are contained in emails sent on the 12th and 16th of May 2011, proper responses are now 
overdue. 
 
I am hoping someone will explain why the British government gave millions of pounds to GW 
Pharmaceuticals.  I believe it is illegal for the government to ‘gift’ public money to fund a private 
company with a market share above 80%, and then actively promote and protect that company; let 
alone the 100% protected by criminalising the sick that the government currently favours.  
Unfortunately the Department of Trade tell me they can’t look into ‘dodgy dealing’ in other 
governmental departments, not exactly a reissuance of governmental commitment to free and open 
government or honesty. 
 
I am also hoping some one might tell me how much of that £10 million was given to ‘Sam the 
skunk man’ as he was known to the criminal underworld of Holland’s cannabis growers and 
cannabis seed producers, of which he was a major player.  One who used his ‘licence’ to provide 
seeds to most of the cannabis seed companies in the Netherlands for around thirty years.  He was 
the only seed breeder who could guarantee the safety of the crop due to his ‘licence’ other 
breeders, his contemporaries being routinely arrested and their crops seized.  AKA Sam Selezny 
the name on the passport he used when he ‘apparently’ fled the USA and their Drug Enforcement 
Agency to avoid criminal prosecution.  It is publicly claimed he was carrying with him the 
dubiously obtained Cannabis genetics (250,000 cannabis seeds) and the research of the Sacred 
seed collective, Santa Cruz, California of which he had been a ‘junior member’ when it was raided 
by the DEA.  AKA David Watson, which is his real name and the one that the DEA was 
‘apparently’ looking for him under although for reasons best known to themselves, they never 
applied to extradite him under, (a DEA undercover employee perhaps) David Watson who 
introduced Cannabis skunk to Europe.  David Watson the director of the discredited Hortipharm 
NL, who’s claimed licence, was apparently fraudulently obtained.  It was withdrawn by the Dutch 
Government as a consequence and this was ‘prior’ to the UK Governments financing of GW 
Pharmaceuticals and their attempt to privatise and monopolise the medical cannabis industry by 
handing over £10 million of taxpayer’s money to obtain these ‘stolen’ genetics; Money from 
taxpayers who still can’t access this ‘contaminated’ Cannabis medicine but can and are arrested 
for using natural cannabis medicine. 
 
I believe Hortipharms other director is RC Clarke; author of Marijuana Botany – a guide to 
breeding distinctive cannabis strains, a book that has ‘informed’ most other illegal cannabis seed 
breeders worldwide. I look forward to some one justifying the lying to the public over our 
government’s role in handing over millions of taxpayers pounds to two people who could fairly be 
described as the grandfathers of the illegal indoor cannabis market.  Such blatant hypocrisy and 
double dealing/double standards could only come from British parliamentarians.  
 
I am still hoping that someone will tell me; who in Government knew the true nature of the 
company ‘Hortipharm NL’ it’s illegally obtained and withdrawn licence and  also who was aware 
of the possible criminal nature of this companies directors in particular, David Watson.  Unless of 
course he was/is in fact a DEA agent; (which would explain many things about this ‘Teflon 
coated’ criminal);  who has gone ‘freelance’ and privatised the possibilities of utilising the drug 
his and every other government, including our own has signed up to destroying in the Opiates 
act!!  An act that makes possession or production of Sativex as illegal as any other type of/ ether 
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of/ ester of/ compound of/ oil of or preparation of cannabis in any form! Licensed or not, as does 
the British Muse use of Drugs Act! 
 
 
Earl Howe has indeed responded and confirmed that there is essentially no difference in the 
cannabis contained in Sativex and natural uncontaminated herbal cannabis. Both are cannabis, and 
cannabis is confirmed as the only ingredient of any medicinal value in O’Shaughnessy tincture or 
to use it’s rebranded, at great expense to the taxpayer name, Sativex.  Which is strange as cannabis 
apparently has no medical value according to the misuse of drugs act; yet Earl Howe clearly 
accepts that cannabis is the active ingredient in Sativex and that no medicinal claims are or can be 
made for any of the other ingredients.  I can only presume that either Earl Howe is mistaken or 
lying about cannabis the only effective medical content in Sativex; something I find hard to 
believe, considering his positions, by which I mean; Parliamentary under Secretary for Standards 
(Lords) and the Minister responsible for pharmacy policy at the NHS.  The only other conclusion 
possible is that you are mistaken or lying.  The feeble attempt to justify the government’s position 
that Sativex is a ‘different product’ is ridiculous as is the claimed reason for it to be considered so.  
By which I mean it is a medicine of quantifiable ingredients, only 5 of the 83 ingredients being at 
a measured dose which leaves 78 cannabinoids at an unregulated, unquantifiable level.  
 
You state in your letter that cannabis is a harmful drug that should not be taken. Am I to deduce 
from this statement, that the government will continue to refuse to follow the requirements of the 
UN Opiate act of 1963 to deal with the social and health issues surrounding drug use?  That the 
governments misuse of the UK’s misuse of drugs act, an act that is supposed to be used for the 
regulation and control of dangerous drugs; not the prohibition of drugs coupled with the 
criminalisation of some people (over a million and climbing) will continue regardless of common 
decency and respect for UK citizens who use ‘some’ drugs.  That our government will continue to 
claim that criminalising its citizens without any proper basis in law is, some how, being done to 
protect people; protecting people being the true basis for and the intension of the UN Opiates Act 
and the UK’s Misuse of Drugs Act. 
 
Perhaps you can give me some credible information over the harms as the Cannabis psychosis 
theory was found ‘not proven’ by the Keel University study which was funded by the Government 
and the ACMD.  I would also love to see the information upon which your dependences claim is 
made as cannabis is and always has been considered a drug of non dependence with no withdrawal 
symptoms. 
 
You go on to claim that the ACMD provide independent advice!!  This is the same ACMD who’s 
chair the government sacked for refusing to entertain the official policy of lying to the public over 
drugs, the same ACMD that had a rash of resignations in protest at Professor Nutts sacking and 
governmental misrepresentation of the facts.  The same ACMD who’s current Chair Professor Les 
Iverson is on record as stating in an article in 2003 that “cannabis had been incorrectly classified 
for nearly 50 years and stated that cannabis was one of the safer recreational drugs”.  It’s certainly 
safer than the parliamentarians drugs of ‘snout in the trough’ self interest, alcohol and tobacco, 
both of which cause death, no deaths have ever been recorded from cannabis, both are harmful to 
heath, both are addictive and do course irreversible brain damage.   
 
You further claim that the supposedly independent ACMD issued the statement in their report that 
“the use of cannabis is a significant public health issue, cannabis can unquestionably course harm 
to individuals and society”. I can only presume that you have never read this report and that this 
quote was furnished you by an advisor as anyone who has read this report would know that your 
chosen quote goes against the grain of the rest of the report; which does not contain any evidence 
to back up this statement.   Indeed I believe this was included on the insistence of the 
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representative from ACPO who seems to be confusing his responsibilities to factual evidence with 
ACPO’s desire to protect and preserve the honey pot of funding to the institutions of the state, 
(Police, Courts and prisons).  Cannabis represents a very large portion of the £16 billion dedicated 
to ruining the lives of some people who use some drugs, via the ‘War on some people who use 
some drugs’ AKA state sponsored ‘social conformity terrorism’ with the catchy tag ‘War on 
Drugs’ to disguise the fact it is a war on some people!! 
 
The claim that keeping cannabis illegal is to protect the public is farcical. How is allowing free 
reign to organised crime to pollute / contaminate the drug supply with dangerous adulterants in 
order to increase their profit, supposed to help protect anyone let alone the vulnerable.  My brother 
died after many years of opiate addiction his body wasn’t destroyed / impaired by the drugs he 
took but by the contaminate that clogged his veins, destroyed his liver, kidneys and caused 
abscesses in much of his body.  What ID does a modern ten year old need to buy a bag of Heroin 
or cannabis contaminated with ground glass that can burn a hole in your lung if inhaled hot from a 
joint?  Answer a note with a picture of the Queen on.  
 
A regulated drug supply would save the lives of countless people, save countless others from 
contaminate based harms and consequently save the NHS from long term costs treating these 
harms.  Cannabis properly regulated and taxed as suggested by Cannabis Law Reform in the 
document on Taxing the UK cannabis market compiled by the Independent Drug Monitoring Unit 
would offer more protection to the individual, children and society as a whole, than the current 
policy of feeding the monster of failed prohibition.  
 
You claim that the Government balances the rights of the individual on one hand and the greater 
health and welfare considerations on the other.  This statement flies in the face of reality; the 
harms caused by drug use stem directly from prohibition.  From people dying from contaminates 
to those that die due to suddenly finding some thing pure. From those that are robbed to feed a 
habit to the child with a note with the Queen on to buy a habit, they are not having their health and 
welfare considered or their rights as individuals protected.  The children even parents of cannabis 
user’s whether sick or well are not having the rights protected  by Police Officers smashing their 
way into peoples home at all times of the day or night in pointless raids that do nothing to boost 
respect for the authorities or its institutions,( I have enclosed a letter from my daughter to the court 
hearing a case against me to further your understanding of this matter, she is from the third 
generation of my family to suffer state/police home invasion).  In fact I suspect cannabis arrests 
and raids are the single most destructive act that the authorities undertake in the UK today. It 
cost’s billions when it should be making them, wastes enormous sums of public money in a war 
on our own population and the only things it generates is growing resentment and mistrust in both 
democracy and politician’s ‘truths’! 
 
Politicians truths brings me nicely to your statements that cannabis has no medical value. 
Why was £10 million handed over again; the absurdity of this claim is with out comparison, as is 
the hypocrisy.  The UK Government are to put it blatantly engaged in an attempt to privatise and 
illegally monopolise the  medical cannabis industry here in the UK and beyond, they are hand in 
glove with GW pharmaceuticals who are ‘housed’ at Porton Down and still, I believe involved 
with the criminals of Hortipharm NL. 
Our government is willing to allow citizens of all the countries that signed the Schengen 
agreement to consume natural cannabis as a medicine in the UK yet criminalise UK residents to 
protect commercial interest; ‘Politicians truths’ appear to be great big fat stinking lies! Perpetuated 
to protect the vested interest of their partners in a criminal conspiracy to control medical cannabis 
whilst denying cannabis is a medicine or has any medical properties, then using that augment as 
an excuse for destroying the lives of the sick and needy via criminalisation, a sicker, sadder 
conspiracy is hard to imagine but then again we are talking about British politicians aren’t we! 
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The most worrying aspect of this whole situation is that you may already know all this and are still 
prepared to continue the lie, while I will spend the rest of my life, as the last twenty years, being 
prosecuted for producing the kinds of seeds bought from Hortipharm NL and hence prevented 
from doing my own research, earning a living and having a life. 
I am in court again tomorrow and may not be going home to my wife and family!  
 
 
Yours Sincerely 
 
 
Mr P.S.Walsh 
Cannabis Criminal 
 
 
Appendix B 
My dad has always grown plants, for as long as I can remember; Chillies, Tomatoes, Cucumbers 
etc but his fascination was Cannabis.  The only difference between the first and last of those plants 
is that giving a jar of hot chilli sauce to a friend is a totally acceptable friendly gesture, whereas 
giving them anything made from the latter of those could lead to the both of you being arrested.  
Said friend may appreciate each gift equally, and they may in fact do themselves more harm 
putting too much chilli sauce in their dinner but one is illegal and the other isn't. 
 
The fact that my dad grew cannabis has never been a secret in our household, it has never been 
something that you "must not tell the children" or a "guilty secret", there has always been utmost 
honesty.  I have never felt that it was something to be ashamed of or that it was in any way wrong.  
In fact, the only time that Cannabis, its use or cultivation, has had any sort of negative impact on 
my life is on the occasions where the local police force have raided my family home. 
 
From the age of four or five, for a good few years afterward, I was frightened of the police, and 
would cower behind my mum or whichever adult I was with should we happen to see a police 
officer in the street.  I didn't see the police as the people who were there to protect me, or people to 
be trusted.  If I had gotten lost in a shopping centre, a police officer would have been the last 
person I went to for help.   
 
The reason for this I can trace to the first time I remember the police raiding our home; it was late 
evening and they were searching the loft.  Being a five year old, I was asleep in bed at the time, 
and was woken up by the noise of people stomping about in the loft above my room.  Not 
knowing what was happening, I went searching for my parents, as any child would, in the process 
being tripped over, bashed into and nearly knocked down the stairs by lots of people in black and 
white uniforms before I was finally able to find my mum. None of the officers thought to move a 
small child out of harms way, or had thought about the young children in the house (my brother 
would have been about two years old at the time).   At the time I was terrified - the people in the 
uniforms were something to be scared of, until I was old enough to understand why I was 
frightened and learnt with the help of my parents not to be.  However, 15 years later I can still 
remember feeling that way and even now I would not be able to honestly say I have any particular 
faith in the police force, or feel that as an entity they have individual's best interests at heart. 
 
On another occasion, a few years later, I remember returning from a family holiday to find that the 
police had raided the house while we had been away; that upsetting enough in itself, but finding 
the things that been damaged and destroyed while we were away was even more upsetting.  Our 
cat had died a while before, and I had built a sort of "shrine" where she was buried with a statue 
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and flowers.  The police had emptied the contents of a garden waste burner over the top of her.  I 
also had a lemon tree, which I had been growing for a few years, from a seed I got out of a lemon 
from the supermarket.  It was nearly as tall as I was, and I used to like going down to the 
greenhouse to see it and smell the lemony leaves.  When we had gone on holiday, it was in a 
standalone hydroponic system, growing happily, and when we came back it had been ripped out of 
its pot and tossed to one side, for no conceivable reason.  Both seem like fairly minor incidents, in 
the grand scheme of things, but I remember being in tears to find my cat's grave destroyed and my 
tree purposefully killed, with the only conceivable reason being spite 
 
It would be easy to say that my dad growing cannabis is what caused me all these various 
upsetting situations as a child, but I feel it would be more accurate to say it was the criminalisation 
and ceaseless persecution not only of the growers and users of this particular plant;  but also  their 
families.  
 
In contrast, I could list various things that I would consider direct, positive consequences of my 
dad's growing and use of cannabis.  Cannabis has never been the big, exciting mystery that it was 
to many of my peers while I was growing up.  The "drugs education" we received in school did 
little to inform us about drugs, their dangers and their effects; indeed they consisted mostly of odd 
exaggerated scare story that all the pupils immediately dismissed as a falsity.  The general line 
was "don't do drugs, drugs are bad".   
 
All this seemed to do was create a great sense of mystery and fascination about cannabis and 
drugs in general.  The reason many of the people I knew at school first tried cannabis was because 
they thought it was something really brave and grown-up; a great way of "being bad".  They only 
wanted to do it because it wasn't allowed.  A lot of people also succumbed to peer pressure over 
Cannabis at that age for the same reason.  Many thought it was a good way to look cool, or as a 
way to satisfy their curiosity about what it did and felt they could not ask an adult about it as most 
of them were afraid of getting in trouble.   
 
In my case, I could ask an adult, and find out that it really wasn't all that exciting.  This meant I 
never had any interest in trying Cannabis at school to "look cool" because it didn't seem like some 
kind of wild act of rebellion - just a normal part of life, like how your parents drink coffee in the 
morning.   
 
My dad has always said to me that when you're young, your brain hasn't finished developing and 
your hormones are all over the place, is probably not a great idea to take drugs of any kind, even 
alcohol. 
 
The most recent raid on our house happened when I was away at University, and I first heard that 
it had happened through a friend of my dad's.  At the time, my brother was studying for his AS 
levels, my mum was in the middle of chemotherapy cancer treatment. My dad was spending a lot 
of time at home to look after her, he had shut his shop and was trying to run his company as an 
internet site which I had been involved in creating.   When I spoke to my mum on the phone, I 
could tell that the chemo was making her extremely ill just from her voice, she was in immense 
pain and a lot of the time was not able to even leave her chair, she is a teacher and has always 
been a very active, positive person, so it was clear that she wasn't well at all.  I know that on some 
occasions she had eaten small amounts of cannabis extract made by my father (similar to Sativex) 
in order the ease the pain caused by the chemo, which made her feel a lot better and offered some 
relief from what she was going through. 
 
I feel that if you had the means to help someone feel better, even just for a little while, you should 
and to choose not to would be wrong.  Cancer is a hugely upsetting and stressful thing for any 
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family to deal with, my dad's arrest at this point and the forced abandonment of my mum while on 
the first day of one of her chemotherapy treatments served to add more stress, she was left 
unattended for several hours before my younger brother came home from college and made her 
some food.  Arresting my dad at this point did not help or protect anyone. 
 
My dad appeared on a BBC television show about Cannabis, in which he spoke about some of the 
contaminants often found in Cannabis bought on the street (as opposed to something you have 
grown yourself, which you can control the strength of and know is not contaminated with 
dangerous substances!).  This kind of topic is never raised in drugs education, in schools for 
example, when speaking about Cannabis.  It's common knowledge that most people will try 
cannabis at some point in their life, but instead of teaching people about things to look out for 
such as contaminants - like the crushed glass my dad demonstrated. Drug "education" is geared 
towards prohibition, not education of any practical use.  I learned nothing about the dangers of 
inhaling crushed glass in cannabis in any formal drugs education, but instead through my dad’s 
knowledge; because of this, I was able to pass such knowledge onto other people I know who do 
use Cannabis from time to time.   
 
Governmental policy would it seems rather simply criminalise people, thus creating various 
difficulties for them throughout their life and careers.  I feel the kind of knowledge my dad has 
and willingly shares physically protects people’s health. 
  
From what I can see, his life and livelihood is constantly harmed by over-zealous drug policing, 
when he does not cause, or attempt to cause, any harm to anyone.  In his day to day life, he would 
always go out of his way to help people. 
 
Since my dad was arrested, he has said to me that he does not feel like he can expect to have any 
sort of real life in this country, as he is under the constant threat of prosecution and arrest.  He 
even feels that the only way to allow my mum, my brother and myself to have the sort of life he 
would want us to have is for him to leave the family home and live elsewhere, Spain seems to be 
allowing a future to people such as him. Surely forcing families apart should not be the ultimate 
outcome of government policy?    What my dad does and has always done does not harm anyone, 
the treatment he, and we as his family, receive as a result, seems to me to be grossly 
disproportionate to the "crime" of which he is accused. 
 
 
 
Roxanna Walsh 
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Written Evidence submitted by Criminal Justice Alliance [DP057] 
 
The Criminal Justice Alliance (CJA) is a coalition of 64 organisations - including 
campaigning charities, voluntary sector service providers, staff associations and trade unions 
- involved in policy and practice across the criminal justice system1. We work for a fairer, 
more effective and efficient criminal justice system. 
 
We have addressed only the issues which are of concern to the broad CJA membership. In 
addition, several of our members have submitted individual responses to the inquiry which 
address the questions in greater detail. These include: Transform Drug Policy Foundation; 
DrugScope, Release and Rapt. 
 
Background  
In 2010, 9,693 people were sentenced to immediate custody for a drug offence, compared 
with 8,186 just three years previously, in 2007, representing an increase of almost 20%2. It is 
well known that prison is ineffective at rehabilitating offenders and reducing reoffending – in 
2009, 48.5% of ex-prisoners, and 59.4% of those serving sentences of twelve months or less 
were convicted of a further offence within a year of release3 – this is particularly the case for 
those who are drug dependent, many of whom will be sentenced for drug offences. The 
increase in recent years in the number of those sentenced to custody for drug offences should, 
therefore, be a real cause for concern. 
 
Drug and alcohol use is extremely common among offenders: 63% of sentenced male 
prisoners and 39% of female sentenced prisoners admit to hazardous drinking prior to 
entering prison, with half of these having a severe alcohol dependency, and up to 55% of 
people entering prison are problematic drug users. Access to evidence-based drug and alcohol 
treatment is effective in reducing harm and cutting offending and reoffending. However, 
while there is some excellent work going on in many prisons, the criminal justice system is 
still failing to rehabilitate too many offenders with addictions to drugs and alcohol. 
 
 
Drugs in Prisons 
Many of those in prison are drug dependent, and for these individuals there is limited access 
to appropriate treatment within the prison estate. Prison is, by-and-large, an inappropriate 
setting in which to deliver drug treatment programmes4 and while work to provide 
equivalence of care in prisons with that provided in the community is welcome, the UK Drug 

                                                      
1 Although the Criminal Justice Alliance works closely with its members, this response 
should not be seen to represent the views of each individual member organisation. A full list 
of our members is available at: http://www.criminaljusticealliance.org/organisations.htm 
2 Ministry of Justice (2011) Criminal justice statistics: quarterly update to December 2010, 
London: Ministry of Justice. 
3 Ministry of Justice (2011) Adult reconvictions: Results from the 2009 cohort, London: 
Ministry of Justice. 
4 This is not to say that there are not some excellent programmes within prisons. For example, 
RAPT’s abstinence-based model, developed along 12-Step lines in nine English prisons, has 
been shown to achieve significant and sustained reductions in drug use and offending. The 
programme achieved a 29% reduction in the number of ex-prisoners reoffending; and for 
every 100 individuals the RAPt programme saves £6.3 million on re-sentencing and re-
incarceration. 
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Policy Commission has argued that prison drug services frequently fall short of even 
minimum standards5. Overall, as the UK Drug Policy Commission concluded, “custodial 
sentences may frequently do more harm than good. By creating or exacerbating problems 
such as housing, employment and family relationships and increasing health risks such as 
infection from blood-borne viruses, the chances of successful long-term outcomes are further 
reduced. Enforced detoxification without adequate follow-up support also increases the risk 
of relapse, overdose and death, particularly on release.”6 Unsurprisingly, in the light of this 
analysis, 75% of prisoners saying they had a drug problem before custody go on to reoffend 
within a year of release7. 
 
In addition, short prison sentences for drug users make structured drug treatment programmes 
difficult to implement (the National Treatment Agency for Substance Misuse says that 12 
weeks is the minimum time for effective treatment of most addicts), while at the same time 
short sentences tend to exacerbate many of the problems linked to drug and alcohol 
dependency, such as mental health issues and homelessness. 
 
Alcohol treatment within the criminal justice system is particularly limited in scope and 
effectiveness. There are very few prisons which provide intensive accredited alcohol 
treatment programmes in England and Wales, with no dedicated funding available within the 
system, and a requirement to attend alcohol treatment is rarely given as part of a community 
sentence, despite being an available option. Alcohol services in prison and the community are 
in urgent need of attention and investment. 
 
Finally, many prisoners with drug addictions also have mental health problems and prisons 
have very limited provision for dual diagnosis. The Centre for Mental Health has argued that 
“there is a big gap in dual diagnosis services in prisons and a lack of co-ordination between 
different teams”8. A later study reported that mental health and substance misuse services 
recognised the need to work closely together, but largely failed to do so9. 
 
Sentencing considerations  
The CJA strongly endorses a review of sentencing for possession offences, lower level supply 
and production offences. In order to satisfy the demands of both proportionality and 
effectiveness, we believe that custody should never be available for possession offences, and 
we would also recommend against imprisonment for lower level supply and production 
offences. 
 

                                                      
5 UK Drug Policy Commission (2008) Reducing drug use, reducing reoffending: Are 
programmes for problem drug-using offenders in the UK supported by the evidence? London: 
UK Drug Policy Commission. 
6 p.14: UK Drug Policy Commission (2008) Reducing drug use, reducing reoffending: Are 
programmes for problem drug-using offenders in the UK supported by the evidence? London: 
UK Drug Policy Commission. 
7 May, C. Sharma, N. and Stewart, D. (2008) Factors linked to reoffending: a one-year 
follow-up of prisoners who took part in the Resettlement Surveys 2001, 2003 and 2004, 
London: Ministry of Justice. 
8 p.5: Centre for Mental Health (2007) Mental health care in prisons, London: Centre for 
Mental Health. 
9 Durcan, G. (2008) From the Inside: Experiences of prison mental health care, London: 
Centre for Mental Health. 
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Possession offences 
In 2010, just under 1,200 people were sentenced to immediate custody for possession 
offences10. The CJA does not believe that custody can ever be an appropriate sentence for an 
offence of possession. Anecdotal evidence suggests that some offenders are sentenced to 
custody because the courts believe that they will receive treatment for a drug addiction much 
faster in prison than if they were given a community penalty. This is a clear misuse of 
resources and, quite simply, a wholly inappropriate use of prison. 
 
Supply offences A number of organisations – including DrugScope, the UK‟s leading 
independent centre of expertise on drugs and drug use and a member of the CJA – have 
argued for a review of the law of social supply for many years. In the meantime, we believe 
that more should be done to ensure that in cases that relate to social supply, the offender does 
not receive a sentence that would be more appropriate for a genuinely commercial supplier. 
 
‘Drug Mules’ 
The recent Sentencing Council‟s draft guideline on drug offences acknowledges that drug 
„mules‟ are often involved in the offence as a result of naivety or undue pressure; they are, in 
the Council‟s words, often “poor, disadvantaged and motivated primarily by need rather than 
by financial gain”. As such, we firmly believe that custodial sentences are entirely 
disproportionate and wholly inappropriate. Additionally, retaining custody as a disposal for 
such individuals is unlikely to have any deterrent effect. Most drug „mules‟ are very unlikely 
to be aware of the scale of punishment in the UK – Hibiscus, an organisation that works with 
female foreign national prisoners, has reported that potential couriers are often informed that, 
if caught, they will simply be deported11. There is also no empirical evidence to support the 
efficacy of deterrence in sentencing12. The last major review of sentencing, the Halliday 
Report, examined this issue in 2001, concluding that: “The evidence, though limited in this 
area, provides no basis for making a causal connection between variations in sentence 
severity, and differences in deterrent effects.”13  
 
January 2012 

                                                      
10 Ministry of Justice (2011) Criminal justice statistics in England and Wales, supplementary 
tables (volume 5, all courts) – available at http://www.justice.gov.uk/publications/statistics-
and-data/criminal-justice/criminal-justice-statistics.htm 
11 Heaven, O. (2009) ‘Long sentences for drug mules were never going to act as a deterrent’ 
in Guardian, 14 May (http://www.guardian.co.uk/commentisfree/2009/may/14/crime-drugs-
smuggling-mules). 
12 Ashworth, A. (2010) Sentencing and criminal justice, Cambridge: Cambridge University 
Press. 
13 p.128: Halliday, J. (2001) Making Punishments Work: A Review of the Sentencing 
Framework for England and Wales, London: Home Office.  
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Written Evidence submitted by the UK Drug Policy Commission [DP058] 
 

Summary 

This submission is not an exhaustive summary of the evidence for all areas of drug 
policy, but rather our view of some of the key issues that require attention. We have 
extracted key points from our reports and submissions, which we have referenced and 
copies of which are supplied with this submission as appendices. We would be very 
pleased to add further detail to these areas or to respond on issues that we have not 
covered. 

We have identified 13 key points for consideration: 

 

Understanding the drug problem in the UK 

1. Drug use is not a single coherent phenomenon: there are many different causes and 
experiences of use and this complexity needs to be reflected in the range of policy 
responses. As such, drug use should be seen as one aspect of social policy and not 
treated in isolation from other issues. 

2. Drug policy interventions have harms and unintended consequences that are often 
not recognised and there is a need for more effort to be made to include these when 
designing and implementing interventions and overall policies and in evaluating their 
cost-effectiveness. 

 

The overarching aims and approach to drug policy 

3. The Strategy aim of enabling people with drug dependence problems to recover is 
welcomed but it is important that this is person-centred and encompasses a range of 
different pathways and support services. 

4. It is also important to recognise and build on the successes of past strategies and the 
strong evidence underpinning some public health measures that tackle some of the 
harms associated with serious drug problems, such as through needle exchanges, 
substitute prescribing and blood-borne virus (BBV) immunisations. 

5. The rapid introduction of PbR for funding treatment services has the potential to 
disrupt service delivery to vulnerable individuals and requires carefully phased 
introduction and evaluation with an emphasis on using evidence to design policy. 
Comparison with alternative models for incentivising recovery should be an important 
component of any evaluation programme. 

6. The Drug Strategy should have two other overarching aims: one to improve the 
health and wellbeing of drug and other substance users and their families, the other to 
improve public safety in relation to the operation of drug markets. 

 

Measuring impacts and effectiveness 
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7. Despite the explicit aim of basing the Drug Strategy on evidence, there are a 
number of parts of the strategy for which evidence is weak, in particular in the area of 
enforcement. These gaps require mitigation by carefully targeted and well-designed 
trials of competing interventions. 

8. We recommend the inclusion of a clear programme for research development and 
evaluation of drug strategies and policies alongside the promotion of evidence 
amongst professionals (ie a ‘knowledge pillar’) in future drug strategies. 

 

Getting the legal frameworks right 

9. The current legal control systems for psychoactive substances are inconsistent. The 
new psychoactive substances provide an opportunity to develop and evaluate new 
approaches to drug control. This could provide evidence to support a complete review 
of the legal framework for controlling all psychoactive substances. 

 

Challenges of implementation 

10. Disinvestment, fragmentation and marginalisation pose threats to the continued 
success of drug policies. It is important that drug issues continue to be highlighted and 
championed both at the national and local level, and that we deal with drug issues 
with a focused, integrated and evidence-based approach. 

11. Stigma experienced by recovering drug users is a fundamental barrier to delivery 
of the Drug Strategy. A campaign should be developed to address this. 

 

Rethinking how we make drug policy 

12. The current system for provision of independent advice and analysis of the 
evidence for drug policy to inform the government, parliament and the public could 
benefit from review and reform. 

13. National and international evidence indicates that the current system of drug 
control produces negative unintended consequences, and that realistic alternatives 
exist that have the potential to address these without leading to significant new 
problems. These alternatives, such as the replacement of criminal sanctions for 
personal possession of controlled drugs with a system of civil sanctions, are worthy of 
serious consideration. 
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Introduction 

In responding to the inquiry, we have grouped the questions posed by the Committee 
into a number of broad themes and have addressed these questions and other relevant 
issues together under these broader headings. To assist the Committee in identifying 
the sections that have relevance to the different questions, we have placed the 
questions covered within each theme in italics at the start of the section. We have 
identified key points from a range of our reports and submissions, which we have 
referenced; copies of the full documents are appended with our submission. We would 
be very pleased to add further detail to these areas or to respond on issues that we 
have not covered within this submission 

 

Understanding the drug problem in the UK 

The comparative harm and cost of legal and illegal drugs 

The links between drugs, organised crime and terrorism 

1. Illicit drugs and their associated problems are often discussed in policy terms as if 
they were manageable as a single set of issues, with the term ‘drug problem’ 
synonymous with heroin or crack addiction, and any drug use seen as being 
qualitatively different from use of legal psychoactive substances, such as alcohol.  

2. It is important to acknowledge that different drugs do not present the same level 
of potential harms, even if the relative rankings are the subject of debate.1 While 
for many of the estimated 12 million or more people in the UK who report having 
used drugs at some time in their lives, such use will have been without serious 
consequences, there is a range of problems that may be associated with different 
types of use. For example, amongst ‘recreational’ users there is a strong overlap 
with alcohol use; there is a potential public health issue with the use of cutting 
agents which may affect both occasional and dependent users; and injecting drug 
use is still strongly associated with blood-borne virus infections. 

3. The drivers for use are similarly varied and drug use is influenced by a wide 
variety of factors, including employment opportunities, inequality, social trends 
and other cultural influences. These factors also include the perceived benefits 
derived from use, which may include relief from mental or physical distress, 
cognitive enhancement, as well social benefits. People also vary in how they 
respond to drugs and in their ability to deal with any negative effects associated 
with use. 

4. Given this variety amongst individual users, in the contexts of use, and among 
different drugs, there is a need for a more considered and nuanced policy 
response that recognises this diversity and goes beyond simply targeting drug-

                                            
1 Nutt, D et al, Development of a rational scale to assess the harm of drugs of potential 
misuse, Lancet 369, 24 Mar 2007; Nutt et al. Drug Harms in the UK: a multicriteria decision 
analysis, The Lancet, 376, 1558-1565, 6 Nov 2010 and subsequent correspondence in The 
Lancet, 377, Pages 551-555, 12 Feb 2011.  

177



 

 

                                           

consuming behaviours (eg seeking to restrict access to drugs). Recognising this 
allows us to identify a wider set of opportunities and levers that can be used in 
order to influence drug use. Drug use cannot be seen in isolation from other social 
and economic policy issues. 

5. The 2010 Drug Strategy goes some way towards recognising this complexity, in 
that it seeks to address dependence on all drugs and recognises the overlaps 
between alcohol and drug dependence. However, it still emphasises the 
traditional responses that focus primarily on the drugs themselves rather than the 
drivers and contexts that are associated with harmful drug use.  We should 
instead expect to take very different approaches to different kinds of drug issues. 

6. The best estimate of the relative costs associated with drug misuse is £15.4 billion 
for Class A drug use in 2003/042 but there were many limitations to the data on 
which that was based, and some people think this is an overestimate. The 
estimates for alcohol also vary considerably for example, The Institute for 
Alcohol Studies has reported the estimated costs of alcohol misuse are in excess 
of £15bn in 20043 while a 2008 BMA report cited figures ranging between £20-
50bn+4.There are clear taxation and other economic benefits also associated with 
the alcohol trade which off-set some of these costs; these have been estimated at 
between £18 and £24 million.  

7. The Impact Assessment for the Drug Strategy 2010 contained no figures for 
either the costs or benefits of the various interventions. It also made many 
assumptions about costs and benefits of policies that are not backed up by any 
evidence (eg the benefits of temporary banning powers for legal highs, an issue 
that is discussed in more detail below). Currently, there is a great deal of 
emphasis on the costs involved in drug use and the benefits in reducing 
consumption, but very little attention to the unintended harms incurred by 
interventions. There should be more effort made to calculate this, for example 
recognising the financial and opportunity costs of enforcement as well as the 
harms that misplaced enforcement can cause. It should also be recognised that 
many people perceive their own drug use to have a benefit that outweighs its 
potential harms, including in substitution for other more harmful drugs, as well as 
pleasure and cognitive enhancements. 

8. In this submission we have not sought to analyse the link between drugs, 
organised crime and terrorism. The Home Affairs Committee explored some of 
this in its previous report about the cocaine trade and we anticipate organisations 
such as SOCA and Transform will provide additional information about the 
perceived links. 

 

 
2 Home Office Online Report 16/06,The economic and social costs of Class A drug use in 
England and Wales, 2003/04 
3 http://www.ias.org.uk/resources/factsheets/economic_costs_benefits.pdf  
4 http://www.bma.org.uk/images/Alcoholmisuse_tcm41-147192.pdf  
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Key Point 1: Drug use is not a single coherent phenomenon: there are many different 
causes and experiences of use and this complexity needs to be reflected in the range of 
policy responses. As such, drug use should be seen as one aspect of social policy and 
not treated in isolation from other issues. 

Key point 2: Drug policy interventions have harms and unintended consequences that 
are often not recognised and there is a need for more effort to be made to include 
these when designing and implementing interventions and overall policies and in 
evaluating their cost-effectiveness. 

 

The overarching aims and approach to drug policy 

The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 
policy with strategies grounded in science, health, security and human rights’ in line 
with the recent recommendation by the Global Commission on Drug Policy 

The extent to which public health considerations should play a leading role in 
developing drugs policy 

9. There have been some notable successes in UK drug policy over the years, for 
example: public health ‘harm reduction’ approaches have delivered rates of HIV 
among injecting drug users that are among the lowest in the world5 and saved 
thousands of lives; different types of drug treatment services, whether provided 
through the criminal justice system or outside, have helped many people 
overcome dependency; more money has been invested in treatment capacity so 
that there has been an increase in the numbers of people accessing drug treatment 
with lower waiting times; and information about drugs and other substances has 
secured a place in the national curriculum, although the impacts of this are hard to 
ascertain. 

10. Successive UK drug strategies have recognised the need for these to be evidence-
based but in practice the extent to which this has been the case is patchy. 
Treatment for drug dependency and addictions has a robust international 
scientific evidence base to justify the provision of public expenditure and has 
proven efficacy.6 7 The use of methadone and other prescribed medications as 
part of a treatment package has substantial research evidence in support, 
including use in prisons. Regrettably, this evidence has become the subject of 
considerable and unwarranted misrepresentation by those seeking to promote 
their favoured interventions.  On the other hand, it is in the area of enforcement of 

                                            
5 Mathers et al ‘Global epidemiology of injecting drug use and HIV among people who inject 
drugs: a systematic review’. The Lancet, 372, pp 1733-1745, 15 Nov 2008 
6 National Audit Office, Tackling problem drug use, 4 Mar 2010  
7 National Institute for Health and Clinical Excellence: Methadone and buprenorphine for the 
management of opioid dependence, NICE technology appraisal 114. 2007; Naltrexone for the 
management of opioid dependence, NICE technology appraisal 115. 2007; Opiate 
detoxification for drug misuse. Clinical Guideline 52. 2007; Psychosocial management of drug 
misuse. Clinical Guideline 51. 2007.  
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the law to tackle drug markets and those involved in them, where the scientific 
evidence base is most thin. This has been remarked upon by the NAO8 and was 
highlighted by a review of the evidence base underpinning law enforcement drug 
policies undertaken on behalf of UKDPC in 2008.9 Important questions remain 
unanswered, like: whether it is more efficient to invest in upstream efforts in 
other countries, border and organised crime interventions or local policing; 
whether asset seizure offers value for money in enforcement; and which of the 
different sentencing and justice approaches are most effective. 

11. The focus on recovery in the 2010 Drug Strategy is welcomed as is the fact that 
this did not constrain treatment and recovery services to ‘abstinent only’ 
approaches, as the current evidence base does not support that. Abstinence-
oriented interventions should play an important part in a balanced treatment and 
recovery system, along with self-help and mutual-aid groups. But current 
evidence suggests that recovery is as varied as the individuals who suffer from 
dependence and a range of recovery pathways and support services will be 
necessary. As we have noted, recovery is a process, not an end state.10 Research 
to establish how best to deliver recovery-oriented services that are person-centred 
and respect the different circumstances and needs of individuals should be part of 
the knowledge development associated with the Drug Strategy. While there is a 
pilot and associated evaluation of Payment by Results for Drug and Alcohol 
Recovery, this is only one means for incentivising recovery and we have some 
concerns about the approach being adopted11. A wider research effort should be 
undertaken given the centrality of the concept of recovery to the strategy and the 
varied ways in which the principle of ‘payment by results’ is being implemented 
across many associated service delivery areas.  

12. The 2010 Drug Strategy sets out as overarching aims to reduce illicit and other 
harmful drug use; and to increase the numbers recovering from their dependence. 
Unfortunately, the Strategy avoids identifying specific metrics by which success 
overall will be evaluated. UKDPC support both of the stated aims but would wish 
also to see a stronger emphasis on positive measures to improve the health and 
wellbeing of drug and other substance users and their families, along with an aim 
of improving public safety in relation to the operation of drug markets. 

 

Key point 3: The Strategy aim of enabling people with drug dependence problems to 
recover is welcomed but it is important that this is person-centred and encompasses a 
range of different pathways and support services. 

 
8 National Audit Office, op cit 
9 Appendix 1: UKDPC, Tackling Drug Markets and Distribution Networks in the UK, Jul 2008 
(http://www.ukdpc.org.uk/publications.shtml#drug_markets_report) 
10 Appendix 2: UKDPC, The UK Drug Policy Commission Recovery Consensus Group: A Vision 
of Recovery , Jul 2008 (http://www.ukdpc.org.uk/Recovery_Consensus_Statement.shtml) 
11 Appendix 3: UKDPC, By their fruits… Applying payment by results to drug recovery, Feb 
2011(http://www.ukdpc.org.uk/resources/UKDPC_PbR.pdf) 
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Key point 4: It is also important to recognise and build on the successes of past 
strategies and the strong evidence underpinning some public health interventions that 
tackle some of the harms associated with serious drug problems, such as through 
needle exchanges, substitute prescribing and blood-borne virus (BBV) immunisations. 

Key point 5: The rapid introduction of PbR for funding treatment services has the 
potential to disrupt service delivery to vulnerable individuals and requires carefully 
phased introduction and evaluation with an emphasis on using evidence to design 
policy. Comparison with alternative models for incentivising recovery should be an 
important component of any evaluation programme. 

Key point 6: The Drug Strategy should have two other overarching aims: one to 
improve the health and wellbeing of drug and other substance users and their families, 
the other to improve public safety in relation to the operation of drug markets. 

 
Measuring impacts and effectiveness 

The criteria used by the Government to measure the efficacy of its drug policies 

The cost effectiveness of different policies to reduce drug usage 

13. The collection and analysis of evidence should be central to the development of 
drug policy, and evaluation of policies should be built into the implementation 
process. This does not currently happen effectively in practice. For example, 
there is no clear linkage between the overarching aims of the current Strategy (to 
reduce illicit and other harmful drug use; and to increase the numbers recovering 
from their dependence) and any objective outcome measures. Nor is there any 
clear model (with underpinning knowledge base or knowledge development 
strategy) between the interventions identified and the aims of the Strategy. As 
discussed earlier, the 2010 Drug Strategy Impact Assessment was extremely 
limited and was insufficient for predicting its likely impact and effectiveness. It 
therefore provides no foundation for a thorough evaluation of the Strategy and the 
promised evaluation framework has yet to be published. 

14. This absence of logic models and measurement frameworks is a problem that we 
have also identified with respect to individual enforcement interventions and is, at 
least in part, responsible for the lack of evidence of effectiveness for 
enforcement. We have suggested a framework for approaching enforcement that 
could help to address this problem12. We believe the UK has a unique opportunity 
internationally to become a beacon of developing practice around measuring the 
impact of supply side interventions, but this would require political will and 
resource to invest in opening up to scrutiny what is, effectively, a closed system.  

15. While the commitment in the current Strategy to developing and publishing the 
evidence base on what works, to develop an evaluation framework to assess the 
effectiveness and value for money of the strategy overall, and to review it on an 

                                            
12 Appendix 4: UKDPC, Refocusing Drug-Related Law Enforcement to Address Harms, Jul 
2009 (http://www.ukdpc.org.uk/publications.shtml#hre_report) 
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annual basis is welcome, it is not clear how this will be done given the lack of 
clear outcomes or a model for interventions, let alone the necessary spending on 
research and evaluation. To address the shortfall, we have recommended in the 
past that a ‘knowledge pillar’ should be included as part of future drug 
strategies.13 This would encompass a clear commitment and programme to build 
a stronger evidence base through independent research and development, 
evaluation of interventions and a subsequent programme of evidence promotion 
and workforce development amongst relevant professionals in the treatment, 
recovery, prevention and enforcement fields. This should introduce a greater 
emphasis on respecting where the evidence is strong, and identifying where 
further work is needed to evaluate existing policies and identify promising 
alternatives. It should also include a commitment to cease doing things that have 
been shown not to work. In the United States, SAMSHA has created and 
supported a series of regional ‘knowledge transfer centres’ to spread knowledge 
and good practice in the addictions treatment field.14 The Substance Misuse Skills 
Consortium in England offers a foundation on which to develop a new approach. 

Key point 7: Despite the explicit aim of basing the Drug Strategy on evidence, there 
are a number of parts of the strategy for which evidence is weak, in particular in the 
area of enforcement. These gaps require mitigation by carefully targeted and well-
designed trials of competing interventions. 

Key point 8:  We recommend the inclusion of a clear programme for  research 
development and evaluation of drug strategies and policies alongside the promotion of 
that evidence amongst professionals (ie a ‘knowledge pillar’ in future drug strategies).  

 
Getting the legal frameworks right 

The relationship between drug and alcohol abuse 

The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 

16. The inconsistencies in the ways we control various psychoactive and harmful 
substances have been widely noted. This becomes particularly evident in our 
approaches to new psychoactive substances (‘legal highs’), where the response in 
the Drug Strategy is to simply seek to place these within the controls of the 
Misuse of Drugs Act (MDA) as a precautionary measure without any robust 
evidence of harms or of the likely impact of these controls. Resorting to the use 
of the ‘precautionary principle’ may provide comfort to some politicians and 
sections of the media. But in practice it has little utility and should be avoided in 
the field of drug control. The current policy of introducing temporary banning 

                                            
13 Appendix 5: UKDPC, A Response to Drugs: Our Community, Your Say Consultation Paper, 
Oct 2007 (http://www.ukdpc.org.uk/resources/Drug_Strategy_Consultation_Response.pdf); 
Appendix 6: UKDPC , A Response to the 2010 Drug Strategy Consultation Paper, Sep 2010 
(http://www.ukdpc.org.uk/resources/Drug_Strategy_2010_Consultation_Final1.pdf) 
14 See: http://www.attcnetwork.org/index.asp  
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powers under the MDA relies on an enforcement capacity that may not exist. It 
also fails to take account of the potential harms associated with such controls if 
people continue to use the drugs (as the evidence suggests they will), ie the shift 
of supply to organised criminal groups, the loss of any possibility of control over 
content and quality, and the potential for substitution of even more harmful 
substances. Criminalising suppliers also makes it difficult to collect the 
information needed for assessing the harms, providing advice to users and 
mounting credible prevention campaigns. It also does not acknowledge the 
potential positive aspects that may be associated with new drugs, such as that 
they may substitute for more harmful ones, as may have been the case for 
mephedrone for which it is plausible to suggest that the recent decline in cocaine 
deaths may have been, at least in part, a result of people substituting mephedrone 
for cocaine.15  

17. These problems would also apply to the ACMD’s proposed solution of analogue 
controls. There are other drawbacks with this solution, as identified by Dr Les 
King in his submission to this inquiry. 16 

18. As we highlighted in our recent project looking at so-called ‘legal highs’17, a 
fundamental concern with the current approach is that it appears neither to be 
targeting clear desirable outcomes nor to be based on evidence of effectiveness. 
As indicated above, criminalising supply of all new psychoactive substances is 
likely to have negative unintended consequences. An approach that targeted the 
outcome of reducing harms to young people might draw on other legal responses 
such as using enhanced consumer protection powers (eg trading standards) to 
regulate the availability and nature of certain new substances. Approaches taken 
in other countries and the experience of regulation under the Intoxicating 
Substances (Supply) Act 1985 indicate the potential for this approach of using the 
legal control system to improve health and wellbeing, and public safety.18  

19. We feel there is a clear missed opportunity here to test alternative approaches to 
control of substances and to begin to develop a more coherent, staged approach to 
regulation of the whole range of harmful substances. This would recognise that 
the evidence suggests that use of psychoactive substances will persist and that the 
freedom to use substances is best limited proportionately to the known harms 
they cause. In the longer term, we suggest there would be value in a complete 
review of the way we control all psychoactive substances, legal and ‘illegal’, in 
order to reduce the clear inconsistencies and anomalies in the way we treat them 

 
15 Bird, S, Banned drug may have saved lives, not cost them, Straight Statistics, 22 Nov 2010, 
www.straightstatistics.org/article/banned-drug-may-have-saved-lives-not-cost-them  
16 King, L, Submission to the Home Affairs Committee, Dec 2011 
17 Appendix 7: UKDPC/Demos, Taking Drugs Seriously, May 2011 
(http://www.ukdpc.org.uk/publications.shtml#legalhighs) 
18 New Zealand Law Commission, Controlling and Regulating Drugs – A Review of the Misuse 
of Drugs Act 1975, May 2011; EMCDDA Responding to new psychoactive substances. Drugs 
in focus. 22. December 2011; Hughes & Blidaru Legal Responses to New Psychoactive 
Substances in Europe EMCDDA, 19 Feb 2009.  
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and to develop a coherent and effective substance control framework, such as a 
Harmful Substances Control Act. 

 
Key point 9: The current legal control systems for psychoactive substances are 
inconsistent. The new psychoactive substances provide an opportunity to develop and 
evaluate new approaches to drug control. This could provide evidence to support a 
complete review of the legal framework for controlling all psychoactive substances. 

 
Challenges of implementation 

Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have 

The impact of the transfer of functions of the National Treatment Agency for 
Substance Misuse to Public Health England and how this will affect the provision of 
treatment 

Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the national crime agency 

20. The amount of change to delivery structures at the local level is unprecedented 
and is taking place during a period of serious financial constraints. As the 
changes are currently on-going it is not yet possible to be certain of the impact 
but it is important to identify both potential threats and opportunities in order to 
mitigate the former as far as possible and try and ensure advantage is taken of the 
latter. To this end we are undertaking research which seeks to document these 
issues.  

21. As powers are devolved and ring fences are removed from some funding, it is 
apparent that there is a risk that funding for drug services will be deprioritised.  
There is some evidence that services for young people with substance abuse 
problems have begun to be reduced, and UKDPC research has identified an 
expectation among police forces that they will have less funding and time to 
proactively address drug problems. Our report on this is appended.19 At the heart 
of this is the risk that, without strong local leadership, drug-related issues will be 
considered a lower priority than more ‘mainstream’ concerns within public health 
and law enforcement. A further challenge is the growing difficulty, under 
increasing devolution and localism, of identifying costs and benefits of particular 
policies, when funding may be allocated in one area (eg public health) and 
benefits felt in another (crime reduction). Sharing of evidence to ensure 
efficiency and best practice also stands at risk in a fragmented and increasingly 
market driven economy. Improved practices do not simply happen by osmosis 
and competition. 

                                            
19 Appendix 8: UKDPC, Drug enforcement in an age of austerity, Oct 2011 
(http://www.ukdpc.org.uk/resources/Drug_related_enforcement.pdf) 
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22. A fundamental impediment to successful implementation of drug policies is the 
huge barrier of stigma experienced by recovering drug users and their families as 
they seek to turn their lives around. This stigma stops people seeking help, 
promotes feelings of hopelessness that act as a barrier to change, and makes it 
difficult for them to obtain the jobs and accommodation needed to sustain 
recovery. Wide-ranging research carried out by UKDPC (appended) illustrates 
the many examples of stigmatisation by professionals in services, employers, the 
media and the general public and the ways this stigma has an impact on 
recovery.20 Addressing this is an important issue for sustaining more responsible 
behaviours and also touches on the human rights of those recovering from drug 
use. In value for money terms, the financial gains made through treatment will be 
lost if reintegration is not achieved. 

23. To achieve the desired goal of increasing recovery it is vital to tackle this stigma 
through a wide-ranging anti-stigma campaign, such as that which has successfully 
changed attitudes to mental health. This will take time but will be essential for 
effective delivery of much of the Drug Strategy. 

Key point 10: Disinvestment, fragmentation and marginalisation pose threats to the 
continued success of drug policies. It is important that drug issues continue to be 
highlighted and championed both at the national and local level, and that we deal with 
drug issues with a focused, integrated and evidence-based approach. 

Key point 11: Stigma experienced by recovering drug users is a fundamental barrier to 
delivery of the Drug Strategy aims. A campaign should be developed to address this. 

 
Rethinking how we make drug policy 

The independence and quality of expert advice which is being given to the government 

Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (The Government's 
Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 
Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 
94, 2009–10). 

24. Concerns have been raised about the pressures experienced by the ACMD, 
particularly concerning the timeframes under which they are required to act, and 
the shortage of resources available to them. This notwithstanding, we have 
broader concerns about the lack of evidence-based advice available to the 
government on all aspects of drug policy, beyond the ACMD’s expert and 
scientific remit. The Omand Review of the ACMD in 2010 considered some of 
these issues, but we are concerned that it was limited by narrow terms of 
reference. It may also be noted that there appears to be a lack of responsiveness 
by governments to the advice that is received, whether provided by the ACMD 
(for example the rejection of advice about the classification of cannabis and 

                                            
20 Appendix 9: UKDPC, Getting Serious About Stigma: the problem with stigmatising drug 
users, Dec 2010 (http://www.ukdpc.org.uk/publications.shtml#Stigma_reports) 
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ecstasy) or by other informed bodies. We note that many of the recommendations 
of the Home Affairs Committee’s 2002 report on drug policy were not acted 
upon, and that there has been no explanation for why these were not taken up. 

25. UKDPC has recently launched a review of the governance of drug policy; the 
findings from this will be available in autumn 2012. This study involves an 
international comparison of governance systems, in the UK countries and in a 
number of other countries. Our review covers such issues as: the nature and role 
of independent expert advice; the nature and contribution of the media and public 
engagement exercises; parliamentary accountability systems and the availability 
of robust evaluation, evidence and performance data. 

26. We finish this submission with some reflections about the perennial debate as to 
whether the UK government should rethink its drug policy in more fundamental 
ways. Unfortunately this debate has become polarised, requiring people to be 
identified with one camp or the other. There has been much discussion and 
analysis in many countries about the wisdom of processing people who use or 
possess drugs for personal use though the criminal justice system. The UNODC 
and the EU have considered this and attention was drawn to various initiatives 
taken in such countries as Portugal, Czech Republic and the Netherlands to 
remove or relax the use of criminal sanctions for small amounts of drugs, both 
possession and production/supply. Some of the results have been disputed but at 
the least we draw one broad lesson from these developments, which is that 
change is possible without leading to significant increases in consumption or 
associated harms. 

27. In the UK, warnings, cautions, small fines for small personal possession offences 
lower level penalties have been introduced in recent years, alongside the use of 
community justice interventions to steer those with drug-related offences into 
treatment programmes.  

28. While the UK processes a substantial number of people for minor drug offences 
through the criminal justice system (there were just over 200,000 recorded drug 
possession offences in England & Wales in 2010/11,21 the majority of which 
were cannabis warnings and cautions), given the scale and everyday prevalence 
of drug use (it is estimated that well over a million people in England and Wales 
used drugs at least once in the past year22) the risk of receiving any penalty is 
quite low. Nevertheless, the costs to individuals, their families and society, of 
applying these penalties are significant.  It might be argued that the UK has been 
heading in the direction of decriminalisation for some time. Crucially, this has 
corresponded with a trend of overall reduced drug prevalence and especially of 
cannabis, along with a stabilisation of the numbers of those with drug dependency 

 
21 Chaplin et al Crime in England and Wales, 2010/11(2nd edition). Home Office Statistical 
Bulletin 10/11, July 2011. 
22 Smith & Flatley Drug Misuse Declared 2010-11, Home Office Statistical Bulletin 12/11, July 
2011. 
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and addiction problems. We conclude this trend could be carried further with 
either the replacement of criminal penalties with civil sanctions or other actions 
for personal possession offences, as the ACMD has also suggested.  

29. When it comes to examining whether to change control and regulatory systems 
for the production and supply of drugs, the evidence is much more ambiguous. 
There is no doubt, as the ex-head of UNODC has said, there are many unintended 
consequences that have stemmed from the international and parallel domestic 
drug control  systems that have been built up over the past half-century. The costs 
of production and supply control are considerable and yet there remain vibrant 
and innovative drug markets. As with any market, supply and demand co-exist 
and normal economic rules apply. Strict control of supply through enforcement 
does place increased costs on illicit producers and suppliers and it is plausible that 
these additional costs reduce demand to some degree through the normal pricing 
mechanisms. This is as true for controlled drugs as it is for alcohol and tobacco. 
What is open to question is whether the public spending costs of this enforcement 
activity is balanced through benefits such as less demand on health care, 
improved productivity and tax receipts.  

30. Unfortunately, there is little concrete evidence to support arguments on both 
sides. What must remain of concern is that the example of tobacco and alcohol 
control and regulation is not encouraging about what a possible increased 
commercialisation of production and supply could bring. Whether such a regime 
could be applied to very widely used drugs like cannabis remains unclear. At the 
moment, the only substantial example of change in the production and supply 
control regime is the case of the production and sale of medical marijuana 
through approved outlets in the US. As with decriminalisation of personal 
possession cases in other countries, we conclude that change is feasible and 
consumption does not appear to have gone out of control. As to whether such 
change to the control and regulatory system would prove cost effective, in the 
absence of more robust and reliable data, we remain cautiously agnostic.  

 

Key point 12: The current system for provision of independent advice and analysis of 
the evidence for drug policy to inform the government, parliament and the public 
could benefit from review and reform. 
 
Key point 13: National and international evidence indicates that the current system of 
drug control produces negative unintended consequences, and that realistic 
alternatives exist that have the potential to address these without leading to significant 
new problems. These alternatives, such as the replacement of criminal sanctions for 
personal possession of controlled drugs with a system of civil sanctions, are worthy of 
serious consideration. 

 
January 2012 
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Written Evidence submitted by Amy Ratter [DP059] 
 
I petition the government to remove all legislation surrounding the cannabis plant. It is a 
natural herb with literally thousands of uses from medicinal to manufacturing, food to fabric. 
The only reason it has ever been banned is down to vested interests of a few very rich and 
influential people but they have no right to make nature illegal. All the research done on the 
plant has failed to find a single case of cannabis being lethal, unlike alcohol, pharmaceuticals, 
or even coffee. So stop playing the nanny state on us and get it off the banned substance list. 
There is absolutely NO justification for it to remain illegal unless you count the profiteering 
of unscrupulous men who would gain from another suffering. The Netherlands are doing well 
on their cannabis policy so add that to the many other FACTS that back up  the legalisation of 
this herb. 
 
January 2012  
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Written Evidence submitted by Mentor [DP060] 
 

“Evidence regarding prevention is always welcome, but it still will not gain much funding.”  

Robert J. Maccoun. The Implicit Rules of Evidence-Based Policy Analysis Updated1 

Summary 

Mentor believes it is the role of Government to promote drug education in schools and more widely, 

using programmes that have proven to be effective in achieving public health outcomes. Evidence 

shows such programmes deliver widespread benefits to the individual and to society. 

• While prevention has been a consistent theme of recent drug policy there is little evidence of 

commitment to widespread implementation of effective programmes. 

• There is increasing evidence that particular programmes and approaches to drug education 

can be effective in reducing substance misuse by young people.  

• International cost benefit analysis shows that universal prevention could in the longer save 

$18 for every $1 invested. 

Mentor would be delighted to give oral evidence on any aspect of our submission should the 

Committee feel this to be useful. 

1. About Mentor 

1.1. Mentor is a UK charity which believes that prevention is better than cure. We focus on 

protecting children from the harms caused by drugs and alcohol through evidence based 

programmes, inspiring them with choices to achieve their best as individuals and citizens, 

and working in partnership with schools, parents and carers and communities.  

1.2. Unless otherwise stated, in this submission ‘drugs’ refers to all drugs including medicines, 

volatile substances, alcohol, tobacco, ‘legal’ highs, and illegal drugs. 

2. Government policy 

“Education about drugs is vital and we should make sure that education programmes are there in 

our schools and we should make sure that they work.” 

David Cameron, March 20112 

                                            
1  Maccoun, R., The Implicit Rules Of Evidence-Based Policy Analysis, Updated, Addiction 105: 1335–1336. 

doi: 10.1111/j.1360-0443.2010.02936.x  
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2.1. While prevention and education has long been recognised in government strategies there has 

been a failure to invest in researching what works and implementing evidence based 

programmes.  

2.2. For example, the previous government’s response to the Committee’s 2002 report, ‘The 

Government’s Drugs Policy: Is It Working?’ states:  

“Education works. Credible drug education and information helps young people understand 

the risks and dangers of drug misuse and develop the confidence to protect themselves. It 

plays an essential part in preventing young people from becoming problematic drug users.” 

2.3. The current government’s drug strategy, ‘Reducing demand, restricting supply, building 

recovery’, states: 

"All young people need high quality drug and alcohol education so they have a thorough 

knowledge of their effects and harms and have the skills and confidence to choose not to use 

drugs and alcohol”. 

3. Government spending on drug prevention 

3.1. In 2006/07, school based primary prevention spending for children and young people was 

about 0.04% of the total spend on health.3  This included support for the National Healthy 

School programme, which has since been cut. 

3.2. Nationally, the UK annual reports to the European Monitoring Centre for Drugs and Drug 

Addiction reveal that public expenditure on drugs classified as ‘education’ decreased from 

£5.4 million in 2006/7 to £4.2 million in 2007/8, £4.1 million in 2008/9, £3.9 million in 

2009/10 and to £0.5 million in 2010/11.4  

3.3. The median local authority budget for substance misuse services (which focuses on specialist 

treatment) is £3 per capita population of under 18s.5 

3.4. In addition, central government support for the national Continual Professional Development 

training for drug education has been cut, and the Tellus survey (which collected school level 

data on young people’s drug use amongst other health and well-being measures) has been 

stopped. 

                                                                                                                                                   
2  Interview with Al Jezeera, http://bit.ly/uISf2Z   
3  http://www.mentoruk.org.uk/2011/11/prevention-expenditure-in-england/  
4  UK Drug Situation: UK Focal Point on Drugs 2011 Edition, Centre for Public Health, Liverpool John Moores 

University, UK, Dec 2011, Annual Report to the European Monitoring Centre for Drugs and Drug Addiction 
5  Section 251 Benchmarking tables of LA planned expenditure: 2011-12 
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4. Universal drug prevention: not very universal 

“Drug education needs to be consistent. [Otherwise it is] cheating young people out of the 

[opportunity] to make a decision which can have lifelong impact”. Mentor Youth Advisor, 15 years 

 

4.1. Ofsted has found drug education to be one of the weaker aspects of PSHE, finding that it can 

suffer from a lack of continuity and from being delivered by non-specialist teachers with 

insufficient support and training.6 

4.2. In a recent mapping study of PSHE education (Formby et al., 2011), drugs, alcohol and 

tobacco was found to be covered once a year or less by at least 60% of schools.7  

4.3. An in depth piece of research with secondary school pupils and teachers found that 70% of 

pupils could not recall receiving drug education since primary school; while teachers 

“recognised that schools’ drugs policies were rarely implemented in practice and that drugs 

education was not a priority.”8 

4.4. Around a third of local authorities responding to a National Health Education Group survey 

in early 2011 said they would not be actively supporting drug education in schools. Just two-

fifths were confident that they would be, with the remainder unsure.9 Data was collected in 

early 2011 from 79 of 152 local authorities. 

5. Evidence for drug prevention 

5.1. Research is increasingly clear that universal drug prevention programmes in schools can have 

a cost effective impact on the most common substances used by young people: alcohol, 

tobacco and cannabis.10  

5.2. The approaches which appear to be most effective are generic rather than substance-specific, 

and based on understanding social influences and developing life skills. These include a 

normative education component: correcting misperceptions about how common and 

acceptable substance misuse is among the young people’s peer group. They also teach 

                                            
6  Ofsted (2010) Personal, social, health and economic education in schools. Ofsted. 
7  Formby, E, Coldwell M, Stiell B, Demack S, Stevens A, Shipton L, Wolstenholme C, Willis B (2011) 

Personal, Social, Health and Economic (PSHE) Education: A mapping study of the prevalent models of 
delivery and their effectiveness. Department for Education 

8  Adam Fletcher, Chris Bonell, Annik Sorhaindo, “We don’t have no drugs education”: The myth of universal 
drugs education in English secondary schools?, International Journal of Drug Policy, Volume 21, Issue 6, 
November 2010, Pages 452-458, ISSN 0955-3959, 10.1016/j.drugpo.2010.09.009. 

9  http://www.drugeducationforum.com/index.cfm?PageURL=blog&ArticleID=7988&ArticleMonth=  
10  James, C. (2011) Drug prevention programmes in schools: What is the evidence? Mentor UK 
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interpersonal skills to help handle situations where alcohol or drugs are available. Interactive 

learning seems to be necessary for success, with more didactic methods being less effective. 

5.3. Examples with a strong evidence base include the Life Skills Training programme, developed 

in the United States and Unplugged, which was tested in a large-scale evaluation across 

several European countries. 

5.4. Young people who are disengaged from school are at very high risk of substance misuse. 

Another type of intervention that has been successful focuses classroom management to 

reduce this risk. One of the most striking examples is the ‘Good Behaviour Game’. This 

programme which is aimed at primary school pupils does not discuss drugs or alcohol. 

However, by keeping children engaged and improving behaviour in the classroom, it can 

significantly reduce later anti-social behaviour including problematic drug use, as measured 

at age 19 or 20.11 

6. Approaches that are ineffective 

6.1. It is important to be clear about which prevention approaches the research evidence so far 

shows are not effective in reducing drug use among young people. These include fear-based 

approaches and programmes which only provide information without considering skills, 

values or perceptions of peer norms. Interactive teaching also seems to be necessary for 

success, with more didactic approaches generally unsuccessful. 

6.2. Mentor is also concerned about the use of ex-drug users in classroom sessions.  International 

evidence suggests that where they give talks to pupils without an evidence based 

programme, the session can have significant unintended consequences.  An Israeli study 

found that this approach lead to a 4% increase in the proportion saying they were ‘eager’ to 

use drugs, and a fall of 9% in those saying they would not use cannabis because it might lead 

to other drugs.12  This is particularly worrying given the current drug strategy’s commitment 

to using those in recovery to deliver prevention activities in schools. 

                                            
11  Foxcroft DR, Tsertsvadze A. Universal school-based prevention programs for alcohol misuse in young 

people. Cochrane Database of Systematic Reviews 2011, Issue 5. Art. No.: CD009113. DOI: 
10.1002/14651858.CD009113. 

12  Israelashvili M, The Paradox of Realism in exposing students to ex-addict, presented at the European 
Society for Prevention Research http://bit.ly/ttNqOD  
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7. Need for guidance/database 

“It is not the role of Government to dictate decisions that are best made locally by professionals, so 

the Department does not issue guidance to local authorities on the commissioning of drug 

education programmes.” Sarah Teather, Hansard13  

 

7.1. The government aims to promote local decision-making with schools being given more 

autonomy. Many external organisations offer to assist them with drug education, but schools 

currently lack national guidance as to which models are effective and which may even be 

counterproductive. 

7.2. There are examples from other countries which could provide a useful model. In Canada, for 

example, detailed guidance can be found in the Canadian Standards for Youth Substance 

Abuse Prevention. Separate standards cover school, community and family-based 

programmes, as part of a five-year youth drug prevention strategy.14  

7.3. In particular, schools and commissioners may value guidance on evidence-based drug 

prevention programmes. In the United States, the Substance Abuse & Mental Health 

Services Administration hosts a database on evidence-based prevention programmes which 

can be accessed by school administrators and others in order to choose the programme that 

may be right for their school (http://nrepp.samhsa.gov/). Another source of information for 

US commissioners is the Blueprints project at Colorado University mission which identifies 

evidence-based and promising violence and drug prevention programs 

(http://www.colorado.edu/cspv/blueprints/index.html).  

7.4. In the UK, the Social Research Unit at Dartington is currently adapting a US model which 

calculates the return on public investment from evidence-based prevention and intervention 

programmes and policies.15  

7.5. We welcome the commitment in the government’s Positive for Youth statement to a set of 

standards for evidence based youth programmes, commissioned from the Centre for the 

Analysis of Youth Transitions. 

                                            
13  Hansard, 13 December 2011 http://bit.ly/vkKUa1  
14  http://www.ccsa.ca/ENG/PRIORITIES/YOUTHPREVENTION/Pages/default.aspx 
15  http://www.dartington.org.uk/sites/default/files/WSIPP%20Project%20Summary_0.pdf  
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8. Cost-effectiveness 

“When benefits are measured as public sector costs saved, there is evidence that the following 

interventions are cost-effective... school-based programmes to prevent illicit drug use (specifically, 

life skills training)...” Health England, 200916 

 

8.1. Drug misuse – legal and illegal – represents a significant public health burden with additional 

costs to society. PricewaterhouseCoopers has estimated the additional costs to society 

incurred by a problematic drug user over their lifetime, in comparison with the average 

person, to be over £800,000.17  

8.2. Cost-effectiveness calculations for drug prevention programmes are mostly based on 

avoiding or delaying use of alcohol, tobacco, and/or cannabis, which are by far the most 

widely used drugs among young people. For example, a study on cost-effectiveness by the 

US Department of Health and Human Services concluded that national implementation of an 

effective programme which cost $220 per pupil could in the long term save $18 for every $1 

invested (Miller and Hendrie, 2009).18 

9. Legal vs. illegal drugs 

9.1. We believe that to reduce drug-related harm in society, it is rational to consider legal drugs 

alongside illegal ones. Among both adults and young people, the use of alcohol and tobacco 

is more widespread than any other drug, and dependence can occur with both legal and 

illegal substances.  

9.2. Drug education in the National Curriculum reflects this, starting in primary schools with an 

understanding of the proper use of medicines, then the effects of drugs such as alcohol and 

tobacco. While young people need to understand the law around drugs, they should also be 

given realistic information about the effects of both legal and illegal drugs. Underpinning 

this should be a focus on generic drug prevention based on skills and values since evidence 

suggests that this is much more effective than focusing on knowledge of specific drugs. 

9.3. In recent years, the emergence of novel psychoactive substances has posed a challenge to 

education and prevention work. The example of mephedrone shows that the use of new 
                                            
16  Prevention and Preventative Spending, Health England Report No. 2, Health England 2009 
17  PwC (2008) Review of Prison-based Drug Treatment Funding, London: Ministry of Justice 
18  Miller, T.R. and Hendrie, D. (2009). Substance Abuse Prevention Dollars and Cents: A Cost-Benefit 

Analysis. Center for Substance Abuse Prevention, Substance Abuse and Mental Health Services 
Administration. 
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drugs can rapidly spread amongst a proportion of young adults. There is a widespread 

misperception that untested drugs will be safer than those whose dangers are known. The 

recent report from the Advisory Committee on the Misuse of Drugs recommended that these 

substances be included in drug education in schools, even in the latter stages of primary 

education. Developing general health literacy and supporting healthy decision making was 

seen as key by the Committee.19  We endorse this recommendation. 

10. Conclusion 

10.1. Considerable energy and resources are devoted to improving the delivery and outcomes for 

drug treatment.  In our view this is entirely welcome. However, it is not sufficient.   

10.2. Despite significant falls in the numbers of people using drugs, the number of problem drug 

users appears to have remained static over the last five years, with estimates putting the 

numbers at over 320,000.20,21  In our view this should not be a surprise to policy makers, 

given, as we have shown throughout our submission to the Committee, the lack of sustained 

action to invest in preventing drug misuse. 

10.3. Until we do more to provide every child in the UK with the information, skills and resilience 

to make informed decisions about drugs, we do not believe the number of problem drug 

users will shrink significantly, and the cost to the individual and to society will continue to 

grow.  

10.4. Mentor is already familiar with programmes that have been trialled and evaluated and can 

reduce the likelihood of 5 -15 year olds becoming the drug and alcohol problem users of 

tomorrow, bringing with them the massive social and financial consequences we all seek to 

address. 

10.5. We know there would be multiple benefits in introducing such programmes to mainstream 

education: they would help children get a better education and become more productive 

members of society; fewer lives would be ruined by problematic drug use; and health and 

criminal justice costs could be significantly reduced.   

10.6. Mentor is at the hub of research into youth intervention programmes. We know the 

universities, the programmes, the studies and the trials. what has worked, what has failed, 

                                            
19  Advisory Council on the Misuse of Drugs (2011) Consideration of the Novel Psychoactive Substances 

(‘Legal Highs’) 
20  The Health and Social Care Information Centre (2011) Statistics on Drug Misuse: England, 2011 
21  National Treatment Agency for Substance Misuse (2010) National and regional estimates of the 

prevalence of opiate and/or crack cocaine use 2008–09 
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8 

and what is promising. The pool of good evidence based programmes is not vast, but they do 

work and the fact that they are there, sitting on shelves, waiting to help solve this problem is 

an terrible indictment of successive government policies. It is an admission that, to date, we 

are failing to bring the best available evidence based programmes into the classroom where 

teachers are ready to teach them so children can have a degree of protection they currently 

do not have. We urge the Committee to do everything in its power to remedy this situation. 

 

January 2012 
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Written Evidence submitted by Ewan Hoyle [DP061] 
 
This submission will largely be concerned with whether detailed consideration should be given to 
alternative ways of tackling the drug dilemma, though it shall also touch on many of the other 
questions the Home Affairs Select Committee intends to consider. 
 
It is this author's belief that the “legalisation” of drugs can not be productively debated unless there 
are one or more regulatory models being explicitly proposed for discussion alongside the status quo. 
It is therefore intended for this submission to describe a regulatory model for cannabis which is a 
demonstrably strict control and regulation regime, and which has considerable potential to more 
effectively send a message that the drug is harmful, reduce access for under 18s, reduce the need for 
government health and criminal justice expenditure and deliver extra tax revenue to the exchequer. 
It is the author's belief that such a model can also achieve all of the above while remaining well 
within the bounds of political acceptability as it does not fit comfortably in to the standard 
presumptions of “legalisation” such as “liberalisation” or a “soft on drugs” stance. Polling evidence 
will be presented to support this case. 
 
This submission will also consider the potential benefits of the Portuguese model of administrative 
rather than criminal sanctions for drug possession, and heroin maintenance treatment for the most 
problematic heroin addicts. Again, suggestions will be made as to the political framing of these 
policy proposals to demonstrate their viability as policy positions for major political parties. 
 
 
Ewan Hoyle was the lead author of the policy motion “Protecting Individuals and Communities 
from Drug Harms” which amended Liberal Democrat policy in September of 2011 
 
 
The Harms of Cannabis 
 
There is considerable debate about the potential harms of cannabis to physical and mental health. In  
physical health, there are many of the same harms as there are with smoking cigarettes, and indeed 
cannabis and tobacco are often smoked together. Considerable improvements in health could be 
made by moving cannabis use towards safer use methods, such as vaporisation, which do not 
involve inhalation of the carcinogenic compounds in smoke. 
 
In mental health the potential harms are even more contentious. The recommendations of this 
submission stem from an acceptance of the conclusions of the Royal College of Psychiatrists: 
“Regular use of the drug has appeared to double the risk of developing a psychotic episode or long-
term schizophrenia... There is a particular issue with the use of cannabis by adolescents... If you 
start smoking it before the age of 15, you are 4 times more likely to develop a psychotic disorder by 
the time you are 26.”1 
 
Additional to the harms intrinsic to the drug itself, there are potential harms associated with the 
unregulated illegal market. As well as accidental contamination, there have been recent instances of 
deliberate adulteration of cannabis with iron filings, lead, glass beads and sand2 3 4 that can 

                                                 
Cannabis and Mental Health 

http://www.rcpsych.ac.uk/mentalhealthinfo/problems/alcoholanddrugs/cannabis.aspx 
2 Lead poisoning due to adulterated marijuana. New England Journal of Medicine 
http://www.nejm.org/doi/full/10.1056/NEJMc0707784.   
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sometimes have serious health consequences for the user. 
 
 
Reducing the Harms of Cannabis 
 
There are a number of ways we could reduce the harms cannabis causes in the UK. The most 
obvious is of course to reduce consumption, and mental health research indicates adolescents should 
be a particular priority if this is to be attempted. Physical health harms could be avoided if users 
were educated on the harms of smoking and encouraged to use vaporisers instead5. Adulterants and 
contaminants could be avoided if growers and processors were subjected to rigorous standards 
regulations. 
 
The mental health harms of cannabis could be ameliorated too if customers were educated on the 
early warning signs of psychosis and had available a variety of strains to be directed to if mental 
health is a concern. Cannabis has two main active ingredients - THC and CBD - with THC thought 
to be broadly pro-psychotic and CBD anti-psychotic in their effect6. Being able to intervene in 
someone's cannabis use and divert them to the use of less potent strains could hopefully prevent 
psychosis occurring. 
 
 
A model for the strict regulation of cannabis production, distribution and sale. 
 
So it is with the harms of cannabis in mind that the reader is asked to consider a model for the strict 
regulation of cannabis production, distribution and sale. This is just one of many models that could 
be employed7, but the author judges it to be the model which optimises the likely political 
acceptability and the practical effect in reducing harm. 
 
The ultimate point of sale should ideally be from a pharmacist, and the variety of strains available 
should be as extensive as is practical. If particularly potent strains are not stocked then there 
remains territory for the criminal market to exploit. Pharmacists are highly trained and could be 
further trained to deliver health advice, discuss effects and advise on switching to less potent strains 
if necessary. Should more pharmacies have to be provided in order to meet demand, the whole 
community benefits from this convenience. Dedicated cannabis outlets might not be so 
enthusiastically welcomed by communities. 
 
On who profits from the production, distribution and sale of the drug, the public might be 
uncomfortable with private companies profiting from the increased consumption of what will have 
been until recently an illegal drug. To optimise the ability to limit marketing and incentives to 
promote use of the drug, it would be advisable for all stages of the process to be state-controlled. 

                                                                                                                                                                  
3 “Some suppliers have added iron filings or sand to increase the weight of their shipments, a 
practice which has previously only been observed with cocaine and heroin.” Der Spiegel: 
http://www.spiegel.de/international/europe/0,1518,585240,00.html 
4 Scottish Executive: UPDATE ON SEIZURES OF CANNABIS CONTAMINATED WITH 
GLASS PARTICLES http://www.sehd.scot.nhs.uk/publications/DC20070517Cannabis.pdf 
5 Journal of Cannabis Therapeutics: Cannabis Vaporizer Combines Efficient Delivery of THC with 
Effective Suppression of Pyrolytic Compounds 
http://www.tandfonline.com/doi/abs/10.1300/J175v04n01_02 
6 European Psychiatry: Anti-psychotic effects of Cannabidiol (CBD) 
http://www.sciencedirect.com/science/article/pii/S0924933809704407 
7 After the War on Drugs: Blueprint for Regulation (book) 
http://www.tdpf.org.uk/blueprint%20download.htm 
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The price of cannabis (or each strain) should be determined by an independent panel tasked with the 
suppression of use balanced with the suppression of competing criminal supply. Any excess money 
raised by government from the process could be sensibly deployed in improved evidence-based 
education and treatment services for all drugs. 
 
 
The effect of state control and regulation on the illegal market. 
 
It is likely the legally available product could out-compete the illegal market on price, guaranteed 
quality and predictable effect, variety of choice and ethical considerations. Convenience is one area 
of concern that will need addressed as the illegal market is not restricted by opening hours or 
location.  
 
The issue of price is an important one as some opponents of “legalisation” have asserted criminals 
“could always undercut the price that the government wished to charge because their costs are 
lower”8. American researchers have estimated that “legalisation” of cannabis in the US would lead 
to an 80% drop in price as “Prohibition raises the cost of production by at least 400% because of 
information problems it creates in the market as well as imposing risk on producers/sellers9”. Were 
this margin to be similar in the UK, the government could likely impose considerable costs in 
regulation of production, distribution and sale, raise a healthy profit, and still undercut the illegal 
market. The American evidence suggests few criminals would be likely to pursue a diminished 
profit from fewer customers. 
 
The competitive advantages of the legal market over the illegal one should hopefully cause a very 
large proportion of the custom of over 18s to switch to legal purchasing. The rapid reduction in the 
size of the illegal market - and the number of illegal dealers attempting to profit from it - should 
cause the availability of cannabis to under 18s to rapidly diminish, so protecting children from the 
potentially serious mental health effects. A remaining illegal market that might try to target their 
product at children could be aggressively targeted by enforcement using resources freed up by the 
much diminished criminal market for adults.  
 
The reduction in size of the criminal market would have many positive effects. The total illegal 
market in the UK is estimated at between £1 billion - £1.5 billion10. It's reduction would free up 
many thousands of homes currently used for growing cannabis, would reduce the trafficking of 
children that occurs to work in these cannabis factories, and would reduce the violence increasingly 
associated with the illegal cannabis market11. 
 
 
Political considerations. Is strict control and regulation of the cannabis market politically viable? 
 
There have always been serious problems with opinion polling on this issue. “Legalisation” is a 
process not a policy proposal, and so those asked “do you support the legalisation of cannabis?” 
have to create their own idea of what “legalisation” would mean in practical policy terms. In such 

                                                 
8 Professor Neil McKeganey: The Cocaine Trade - Home Affairs Committee examination of 
witnesses http://www.publications.parliament.uk/pa/cm200910/cmselect/cmhaff/74/9102003.htm 
9 Legalizing Marijuana: Issues to Consider Before Reforming California State Law 
http://www.rand.org/pubs/testimonies/2009/RAND_CT334.pdf 
10 Cannabis Policy: Moving Beyond Stalemate (book) http://www.beckleyfoundation.org/cannabis-
policy-moving-beyond-the-stalemate/ 
11 The Guardian: Cannabis farmers take up arms to defend crops in booming trade 
http://www.guardian.co.uk/world/2010/aug/17/drugs-trade-drugs 
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polls carried out in the UK “legalisation” of cannabis typically receives minority support12. 
 
It was the author's judgement that such polling gave insufficient guidance to policy makers as to the 
actual opinions of the public on the matter. So it was decided to commission a more sophisticated 
poll which described three policy options and asked which would be most tolerable to a random 
sample of 2000 members of the public13. The policy options were “light regulation” - control of 
drugs much as alcohol and tobacco are controlled at present; “Strict government control and 
regulation” - a situation very similar to the model for cannabis described above; and “Prohibition” - 
the current approach to illegal drugs. 
 
Cannabis was by far the illegal drug that the most people would tolerate being legal and regulated. 
33% would most tolerate light regulation, 37% strict regulation, and 25% prohibition. So we see 
that, if the actual policy described above were to be proposed to the public, rather than be attacked 
as too liberal, the poll suggests more of the population would find it not liberal enough for their 
tastes than would instead prefer the laws to remain as they are now.  
 
The polling agency also provided a demographic breakdown of the kind of people who were 
supportive of each model of regulation. The newspaper readership group most supportive of strict 
control and regulation were Daily Express and Daily Mail readers at 41% support. The single 
demographic group that most supported strict control and regulation was 35-54 year old females at 
46% support. This group will contain a great many mothers of teenage children and so would be 
likely to be very interested in a policy that might restrict the ability of teenagers to access cannabis. 
 
 
Presenting the strict government control and regulation of cannabis as a policy proposal. 
 
The strict government control and regulation of cannabis has great potential to reduce the harm that 
both the drug and the criminals that currently produce and sell it cause to individuals and to 
communities. The policy proposal here can therefore be presented not as a liberalisation of drug 
laws, but a toughening of our approach. Much is made of the notion that the current illegality of 
cannabis sends a message that the drug is harmful. Under a tightly regulated regime allowing the 
sale of cannabis from pharmacies, that message on the harms of cannabis can be far more 
effectively delivered – and by a trained health professional – every time someone tries to purchase 
the drug. 
 
On the question of what to do about the UN drug conventions, the conventions could only 
realistically be challenged from the standpoint that they severely restrict the UK's ability to protect 
its citizens from harm. Given the regulatory model presented here, that would be a strong and 
eminently reasonable argument. The UK has sufficient international stature to take the lead in 
asserting the right of states to try alternative means of protecting their citizens from drugs and 
criminal activity. 
 
 
New policy for other illegal drugs 
 
Much of the model that I have described for regulation of the cannabis market could potentially be 
applied to the other currently illegal drugs in the future. Cannabis is an appropriate place to start 

                                                 
12 Angus Reid Public Opinion: Britons Worried About Drugs but Low Support for Legalisation 
http://www.visioncritical.com/wp-content/uploads/2010/01/2010.01.20_Drugs_BRI.pdf 
13 Polling Public Opinion on the Legalisation of Drugs: Implications for Drug Policy Reform 
http://bit.ly/LDDPRpoll 
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only because of the state of public opinion and not because it is allegedly a less harmful drug 
relative to others. There should be ongoing rigorous evaluation of the impact a strict control and 
regulation policy for cannabis has upon public health, criminal activity and government spending 
and revenue. If the impacts are clearly positive serious consideration should be given to regulating 
other drugs in a similar manner. 
 
In the interim for the other currently illegal drugs it would be highly desirable for the Portuguese 
model of decriminalisation of possession for personal use14 to be thoroughly examined with a view 
to the adoption of something similar in the UK. Once again this policy can be explained to the 
public in such a way that they can understand its potential to further restrict the harms that drugs 
inflict upon individuals and communities. One of the most attractive features of this policy in 
political terms is the fact that it does not involve turning a blind eye to drug use. Indeed police could 
be seen to be less tolerant of drug use as they refer every illegal drug user they encounter to a panel 
for assessment rather than have to make a judgement call on whether the offence is worthy of 
intervention and criminal proceedings.  
 
Decriminalisation removes an important barrier between the drug user and treatment services. It 
should be especially popular with the families and friends of drug users as they could seek help for 
their loved one without any risk of them receiving a criminal record, and the presumed resentment 
and reduced life chances that would accompany it. 
 
 
Heroin maintenance for the most problematic drug users. 
 
Perhaps the area of policy which most conflicts with the wish for “strategies grounded in science, 
health, security and human rights” is the continued lack of widespread provision of heroin 
maintenance treatment clinics like those utilised in Switzerland and The Netherlands15. Because of 
a continued failure to divert heroin users from the illegal market, it can be estimated from UN 
figures that UK heroin users inadvertently fund the Taleban in Afghanistan to the tune of £6-12 
million each year16. In diverting the most problematic users into heroin maintenance treatment 
programmes, funding can be restricted to terrorists and dangerous organised criminal gangs in the 
UK. Diamorphine (pharmaceutical heroin) reduces the patient's criminal activity and street drug use 
far more effectively than the best methadone treatment17. With rates of youth unemployment as 
high as they are at present, it is vitally important that user-dealers - who routinely recruit new users 
– are attracted into treatment. Policy-makers could also prioritise heroin-using street prostitutes - as 
a particularly vulnerable group - and habitual acquisitive criminals for heroin maintenance 
treatment in order to reduce the impact than heroin use from the criminal market has upon 
ommunities. 

                                                

c
 
Again heroin maintenance treatment can be presented as a “tough on drugs” policy. The removal of 

 
14 The British Journal of Criminology: What can we learn from the Portuguese decriminalisation of 
illicit drugs http://bjc.oxfordjournals.org/content/50/6/999.abstract 
15 Can Heroin Maintenance Help Baltimore? 
http://www.abell.org/pubsitems/cja_HeroinMaintenance_0209.pdf 
16 Drugs finance Taliban war machine, says UN drug tsar 
http://www.unodc.org/unodc/en/press/releases/2008-11-27.html  
UNODC World Drug Report 2010 
http://www.unodc.org/documents/wdr/WDR_2010/World_Drug_Report_2010_lo-res.pdf 
17 Cochrane Summaries: Heroin maintenance for chronic heroin-dependent individuals 
http://summaries.cochrane.org/CD003410/pharmaceutical-heroin-for-heroin-maintenance-in-
chronic-heroin-dependents 
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customers from the criminal market and the targeting of user-dealers for treatment can be framed as 
a concerted effort to build a wall between heroin and the next generation growing up in areas of 
deprivation. With problem drug users committing the majority of acquisitive crime in the UK18, 
widespread heroin maintenance provision can also be framed as the ultimate “Tough on crime, 
tough on the causes of crime.” policy. Efforts to eradicate street prostitution – again largely 
motivated by heroin addiction19 - from Britain's towns and cities can be realistically pursued with 

e deployment of excellent treatment provision with heroin maintenance at its centre. 

January 2012 

                                                

th
 
 

 
18 Strategy Unit Drugs Project http://image.guardian.co.uk/sys-
files/Guardian/documents/2005/07/05/Report.pdf 
19 Home Office Research Study: Tackling Street Prostitution: Towards an holistic approach. 
http://dro.dur.ac.uk/2557/1/2557.pdf 
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Written Evidence submitted by the National Treatment Agency for Substance Misuse 
[DP062] 

 
Addressing the following terms of reference, from a drug treatment perspective: 
 

1. The extent to which the 2010 Drug Strategy is fiscally responsible and grounded in 
science, health, and security. 

2. The criteria used to measure the efficacy of drug policy. 
3. The extent to which public health considerations play a role in drug policy. 
4. The impact of the transfer of NTA functions to Public Health England on treatment 

provision. 
 

Summary  
 

• Drug treatment and recovery services in England have a successful track record of 
reducing crime and protecting public health, and are increasingly enabling more people 
to overcome dependency and sustain their recovery.  

 
• Bringing together responsibility for tackling drug dependency and severe alcohol 

dependency, at both national and local level, will be welcomed by the field, since many 
drug users have alcohol problems and service providers treat both sets of clients.  

 
• Locating commissioning with local authorities also offers the exciting prospect of 

integrating treatment with the local factors that sustain recovery - access to jobs, stable 
homes, education opportunities and children’s services. 

 
• However, the principle of local authority discretion means there are risks that not every 

area may focus on improving employment opportunities or housing need, and some 
may even chose to divert resources from tackling drug dependency and reducing crime 
to other public health priorities. 

 

Background on the NTA and the drugs system 
 

 
• The NTA was created as a Special Health Authority in 2001 to ensure that treatment 

services in England delivered on both the public health and criminal justice agendas, 
reflecting the interests of the Department of Health (DH), responsible for funding the 
NHS as well as public health services, and the Home Office, the lead Whitehall 
department on drugs policy and crime reduction.  

• The commissioning of drugs services is undertaken locally by partnerships representing 
Primary Care Trusts, local authorities and criminal justice interests (police and 
probation). The NTA’s role is to allocate central funding, provide support and guidance 
to local areas, and measure outcomes to assure value for money. 
 

• The NTA is accountable to government for the objectives agreed in its business plan 
every year. Given our specific role in supporting local drugs systems, the Home Office 
has agreed to us providing a separate submission to the Home Affairs Select 
Committee. 
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1. The evidence supporting the government’s approach to tackling drug dependence 
 
 
1.1 Investment in drug treatment services has been a significant element in successive drug 

strategies since the first needle and syringe exchanges were piloted in 1986 by Margaret 
Thatcher’s administration.  

 
1.2 Drug treatment is now available to anyone who needs it in England, and 96% of clients 

start treatment within three weeks. The average wait has fallen from nine weeks in 2002 
to five days. About one-third of clients are referred via the criminal justice system.  

 
1.3 The evidence base for drug treatment was evaluated by the National Institute for Health 

and Clinical Excellence (NICE), and its recommendations enshrined in NICE guidance 
and UK Clinical Guidelines (2007). These promote a range of therapeutic interventions 
– involving psychosocial, pharmacological and social approaches – to help people 
overcome addiction and reduce the physical and psychological harms it causes. 

 
1.4 The Home Office estimates that crimes committed by drug dependent offenders 

(mainly heroin and/or crack users) cost society £13.9 billion a year. In addition NICE 
estimates the lifetime NHS bill for every injecting drug user is £480,000.  

 
1.5 Research indicates that retaining an individual in treatment for 12 weeks or more 

provides lasting benefit for them, their families and the community. It also shows that 
treatment breaks the link between crime and drug dependence, leading to significant 
reductions in offending.  

 
1.6 John Major’s government commissioned the National Treatment Outcomes Research 

Study (first published 1998) which showed that acquisitive crime by drug dependent 
offenders halved after entering treatment, and was subsequently maintained.   

 
1.7 Ten years later the Home Office commissioned a follow-up, the Drug Treatment 

Outcomes Research Study (DTORS, 2009), which confirmed that offending halved 
after entering treatment, as did illegal drug use.  

 
1.8 The NTA commissioned a study to cross-check Police National Computer records with 

drug treatment data and found that on average offending nearly halved once prescribing 
treatment began (2008). 

 
1.9 A National Audit Office (NAO) review in 2010 endorsed the DTORS value-for-money 

finding that every £1 spent on drug treatment saved the taxpayer £2.50 in reduced crime 
costs and improved health. 

 
1.10 The NAO also found that the cost of funding each adult in effective treatment (12 

weeks or more) fell 17% in real terms over five years to £3,000 per person in 2008-9.  
 
1.11 Drug treatment has a high level of public support. Surveys show 75% believe drug 

treatment is a sensible use of money; 80% think it makes society better and safer; and 
66% say they fear crime would increase without it. 

204



 
 
2. The efficacy of drug treatment and how it is measured 
 
 
2.1 Four out of five people in drug treatment in England are heroin and/or crack addicts. 

Research by Glasgow University estimated the prevalence of addiction to these drugs 
fell from a peak of over 332,000 in 2005-07 to 306,000 in 2009-10. This reduction was 
most marked among younger adults.  
 

2.2 Lower prevalence is feeding through into reduced demand for treatment. The total 
number of adults in treatment in 2010-11 was 204,473, compared to a peak of 210,815 
in 2008-09, and is expected to drop below 200,000 in 2011-12. Waiting times remain 
low, so we are confident the fall reflects demand, not any shortfall in services.  

 
2.3 Data collected from treatment providers by the National Treatment Monitoring System 

(NDTMS) is validated by the National Drug Evidence Centre at Manchester University 
for publication as National Statistics. This data shows fewer drug users coming into 
treatment, but more recovering from addition, and more getting over their addiction 
quickly.   

 
2.4 The number of adults newly entering treatment for heroin and crack has fallen by 

10,000 in two years (from 62,963 to 52,933). The reduction is fastest in younger age 
groups, with the number of new 18-24 year-old heroin and crack users halving over five 
years. As the drug-using population ages, the over 40s have become the largest age 
group starting treatment.  

 
2.5 The 2010 Drug Strategy set two aims: to reduce illicit and harmful drug use, and to 

increase the numbers recovering from dependency. Treatment and recovery services 
contribute indirectly to the former, and directly to the latter. 

 
2.6 The previous strategy (2008) measured activity, with a Public Service Agreement target 

(that was achieved) to increase by 3% the numbers in effective treatment for 12 weeks 
or more, in order to reflect increased investment.   

 
2.7 In line with the recovery ambition of the new strategy (2010), the focus of measurement 

is now on outcomes (through individuals completing treatment free of dependency). 
The NTA has sought to focus local systems on improving performance using this 
metric. 

 
2.8 The numbers successfully completing treatment free of dependency doubled from 

11,208 in 2005-06 to 23,680 in 2009-10. There was a further 18% increase in 2010-11 
to 27,969, and NTA figures for the first six months of 2011-12 suggest this 
improvement is being sustained. 

 
2.9 A retrospective analysis in the most recent national statistics found that of the 255,556 

unique individuals who started treatment for the first time since 2005, 71,887 (28%) left 
free of their dependency and did not subsequently re-present to treatment services.  
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2.10 Further analysis by the NTA to be published shortly will show the proportion of unique 
individuals starting treatment for the first time in the past three years, leaving free of 
dependency, and not returning to services, was 33%.  

 
2.11 This rate of successful completion and non-return is accepted across government as a 

key benchmark for measuring recovery. It will be one of the national outcome 
indicators by which local authorities will be held to account by Public Health England 
from 2013.  

 
2.12 The rate of completion and non-return is also one of the agreed outcomes for the eight 

local areas which are piloting methods of Payment by Results for drugs recovery. The 
other measureable outcomes are reduced drug use, and reduced offending. 

 
2.13 From April 2012, a significant proportion (20%) of the central pooled budget for drug 

treatment (approximately £400m) will be allocated to local partnerships on the basis of 
their rate of completion and non-return, in order to incentivise them to further improve 
recovery outcomes.  

 
 
3. The extent to which public health considerations should play a leading role in 
developing drugs policy 
 

 
3.1 Drug treatment has been a key aspect of public health policy since the mid-1980s, when 

the Thatcher government responded to the assessment of the Advisory Council on the 
Misuse of Drugs that the transmission of HIV via injecting drugs represented a bigger 
threat to public health than drug misuse itself.  

 
3.2 Since then treatment services have expanded to include protecting the public and drug 

users from blood-borne viruses and injecting risks, preventing overdose death by 
promoting safer practices amongst users, and stabilising troubled families to protect 
children and vulnerable adults.  

 
3.3 The Glasgow University prevalence research calculated the number of injecting drug 

users in England fell by a quarter from a peak of 137,141 in 2004-5 to 103,185 in 2009-
10. NDTMS data shows a 10% fall in the proportion of new treatment entrants 
currently injecting over the last six years.  

 
3.4 The UK now has one of the lowest rates of HIV amongst injecting drug users in the 

western world. The overall incidence of hepatitis C among current injectors in England 
(around 45%) is one of the lowest in Europe.  

 
3.5 Drug-related deaths increased steadily in England during the 1990s to 1,697 in 2001, 

then fell as treatment expanded. Despite a small rise in the late 2000s the 2010 figure 
was 1,625. The flat trend is reassuring as the injecting population is ageing and 
becoming more vulnerable.    

 
3.6 The 2010 Drug Strategy introduced a new emphasis on building recovery in 

communities – not just tackling the symptoms and causes of dependence, but enabling 
former addicts to get off drugs for good and successfully reintegrate into society.   
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3.7 One vital aspect of this agenda is the recognition that to sustain recovery and form 

positive relationships, people need something to do and somewhere to live. The 
importance of jobs and houses was acknowledged in the roles of the Department for 
Work and Pensions and the Department for Communities and Local Government on the 
Inter-Ministerial Group on Drugs.  

 
3.8 The other aspect of the recovery agenda was a drive to transform the treatment system 

into a recovery system, so individuals became free of dependence, no longer needed to 
offend, stopped harming themselves and their communities, and contributed to society.  

 
3.9 Local systems are already reconfiguring to deliver recovery-orientated treatment; with 

greater emphasis put on enabling individuals to overcome dependency, and on working 
with the support services needed to achieve full recovery. Providers who deliver 
recovery outcomes are gaining market share, but those unable to adapt are shrinking.  

 
3.10 Local treatment systems are forging new relationships with mutual aid networks like 

Narcotics Anonymous. New pathways between treatment and recovery support are 
being established, and new models of intervention are prospering, such as SMART 
Recovery which delivers peer-led support in partnership with conventional treatment 
providers. 

 
3.11 To support the recovery agenda, the NTA established an expert group of clinicians and 

practitioners to review prescribing practice and ensure that those clients receiving 
methadone maintenance treatment or similar substitutes for heroin addiction were 
getting adequate opportunity to overcome their addiction.  

 
3.12 In July 2010 the interim report of the expert group identified a check list for clinicians 

to audit their local prescribing services to ensure they are appropriately recovery-
focused. 

 
3.13 The NTA also set up an industry-wide body, the Substance Misuse Skills Consortium, 

to work collaboratively with NHS and voluntary sector providers to promote the 
specialist skills required by their 10,000 employees to deliver high-quality services.  

 
 
4. The impact of the transfer to Public Health England 
 
 
4.1 From April 2013, full responsibility for commissioning drug and alcohol treatment and 

recovery services will move from existing partnerships to local authorities, as part of a 
new duty on councils to promote the health of their local populations. 
 

4.2 This role will be supported by Public Health England (PHE), the authoritative national 
voice for public health, providing specialist skills, expert services, and expertise, 
information and advice, based on the best available evidence of what works. 

 
4.3 As set out in the white paper Healthy Lives, Healthy People (2010), the NTA’s critical 

functions will transfer to PHE in April 2013, contributing to its overall mission to 
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protect and improve the health and wellbeing of the population, and to reduce 
inequalities in health and wellbeing outcomes.  

 
4.4 Part of PHE’s role is to help authorities discharge their responsibilities in a way which 

reflects both local priorities and the interest of the Secretary of State for Health and 
other government ministers. How this balance is struck will become apparent as PHE 
takes shape during 2012. 

 
4.5 Meanwhile the NTA is working with the DH, local authorities and the public health 

community to identify the roles that will transfer to PHE and establish a smooth 
transition process, while continuing to ensure the effectiveness of the existing system 
during 2012-13. 

 
4.6 Bringing together responsibility for tackling drug addiction and severe alcohol 

dependency, at both national and local level, will be welcomed by the field, since many 
drug users have alcohol problems and service providers already treat both sets of 
clients.   

 
4.7 Locating responsibility for commissioning drug and alcohol treatment with local 

authorities, under the leadership of local Directors of Public Health, also offers the 
exciting prospect of integrating treatment with the local factors that sustain recovery - 
access to jobs, stable homes, education opportunities and children’s services. 

 
4.8 However, the principle of local authority discretion means there is a risk that not every 

area will use their new powers to make further progress in securing local employment 
opportunities or tackling local housing needs. 

 
4.9 The local public health system will be co-ordinated with NHS and social care services 

through new Health and Wellbeing Boards. It is vital that the Boards also establish 
effective working relationships with existing Crime Reduction Partnerships and new 
Police and Crime Commissioners.    

 
4.10 The current central funding for drugs (the Pooled Treatment Budget) will be subsumed 

into a wider ring-fenced public health budget. Alongside the risk that drug spend could 
be diverted to other local priorities, there is a risk that reduced priority may be given to 
the crime reduction benefit of treatment    

 
4.11 Over the past year, the commissioning of integrated treatment in prisons and the 

community has been aligned to improve the continuity of care and reduce the risk of 
overdose, relapse and reoffending among ex-prisoners. From 2013 responsibility for 
prison treatment will move to the NHS Commissioning Board, posing a potential threat 
to these arrangements.   

 
 
January 2012 
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Written evidence submitted by the International Centre on Human Rights and Drug 
Policy [DP063] 

 
 
No rule, treaty or custom, no matter how special its subject matter. . .applies in a vacuum 
International Law Commission, 20061 
 
It is important that we work with a wide range of countries. This includes some countries 
where we have concerns about human rights....We cannot take for granted that assistance 
provided by HMG will always have a positive impact on the human rights compliance of the 
institutions with which we work 
Rt Hon William Hague, Secretary of State for Foreign Affairs, 20112 
 
Replace drug policies and strategies driven by ideology and political convenience with 
fiscally responsible policies and strategies grounded in science, health, security and human 
rights – and adopt appropriate criteria for their evaluation 
Global Commission on Drug Policy, 20113 
 
 
ABOUT THE INTERNATIONAL CENTRE ON HUMAN RIGHTS  
AND DRUG POLICY 
Established in 2009, the International Centre on Human Rights and Drug Policy is dedicated 
to the study of human rights law and drug policies in order to: 
 
 Promote and disseminate international legal scholarship and research on human rights 

and drug policy 
 Highlight the obligations of all governments and international organisations to 

respect, protect and fulfil human rights in the context of drug policy 
 Promote a human rights-based approach to drug policy 
 
The Centre works in partnership with universities and human rights centres around the world 
including the Essex Human Rights Centre and the Irish Centre for Human Rights, and is 
supported by an international advisory committee comprised of eminent human rights and 
drug policy scholars. 
 
The Centre produces the International Journal on Human Rights and Drug Policy (the only 
peer reviewed law journal on this topic), conducts debates on key human rights themes in 
drug policy, and holds seminars and classes on specific topics for students around the world. 
 
The Centre also produces legal advice, amicus curiae briefs and other submissions on specific 
issues. 
 

                                                      
1 International Law Commission. (2006) ‘Fragmentation of International Law: Difficulties arising from the 
diversification and expansion of international law: Report of the Study Group of the International Law 
Commission’, UN Doc A/CN.4/L.702. July 18, para 120. 
2 Overseas Security and Justice Assistance (OSJA), Human Rights Guidance, 
http://www.fco.gov.uk/resources/en/pdf/global-issues/human-rights/osja-guidance-151211.pdf 
3 http://www.globalcommissionondrugs.org/Report 
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As the material below is wide ranging and dealt with only briefly, the International Centre on 
Human Rights and Drug Policy would welcome the opportunity to provide oral evidence to 
the Home Affairs Select Committee 
 
EXECUTIVE SUMMARY 

 
KEY MESSAGES 

• An evaluation of UK drug law and policy is required, with human rights as a central 
component  
 

• This should include the national situation as well as UK foreign policy and overseas 
assistance 

 
• Current drug laws, national and international, and options for reform, must not be 

considered in a vacuum from human rights law 
 

• Systems for strengthening human rights protection and monitoring in national and 
international drug control must be put in place  

 
RELEVANT TERMS OF REFERENCE 

• The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 
policy with strategies grounded in science, health, security and human rights’ 

• The criteria used by the Government to measure the efficacy of its drug policies 
• Whether the UK is supporting its global partners effectively  
• Whether detailed consideration ought to be given to alternative ways of tackling the 

drugs dilemma 
 
 
1. Drug policy cuts across a range of disciplines, policy areas, and, as a result, human rights 
considerations. In addition, drug control, by its nature, crosses borders. The United Kingdom, 
meanwhile, has long been at the forefront of international debates and progress on human 
rights. It has ratified almost all of the relevant international and European human rights 
treaties, many of which have a direct and important bearing on drug policies.  
 
2. It is now well known that human rights abuses associated with drug enforcement are rife 
worldwide. They include extra-judicial killing, the death penalty, corporal punishment, 
arbitrary detention, denial of healthcare, discrimination, and violations of multiple other 
rights including for specific groups such as children and indigenous peoples. 
 
3. This is in large part due to the rhetoric that surrounds drug enforcement in international 
law and policy and in national contexts, where drugs and the drug trade as posited as threats 
to the fabric of societies. In this political environment, punitive and draconian measures are 
seen as justified. 
 
4. Despite this, indicators of success or failure in drug control rarely take into account human 
rights outcomes, positive or negative. And meaningful evaluations of drug enforcement or 
drugs laws are rare.  
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5. In order to appropriately evaluate, human rights must be central, and all policy options that 
may potentially better protect human rights in the context of drug control should be 
considered. 
 
6. While some of the most egregious human rights abuses in the context of drug control occur 
overseas, the UK cannot divorce itself from the international context for a number of reasons. 
First, the UK funds drug enforcement efforts in countries with poor human rights records; 
second, developments in the UK are looked to in other parts of the world; and third, almost 
all UN Member States have agreed to be bound by the same law enforcement based approach 
to drug control, governed by three core UN drugs treaties,4 which entrench the threat-based 
rhetoric noted above, and within which the abuses below are carried out. 
 
7. There are, however, important human rights issues raised by UK national drug law and 
policy including racial disparities in policing and sentencing; the right to health in the context 
of prisons, harm reduction and drug treatment; freedom of religion; privacy rights; and 
myriad rights of the child relating to education, health, and freedom from neglect and abuse. 
 
8. In this regard, it is important to note that not all human rights considerations are negative. 
In some ways UK drug policies contribute to the progressive realisation of human rights, 
notably in relation to HIV prevention and harm reduction in the context of the right to the 
highest attainable standard of health, which explicitly includes prevention of epidemics. This 
is something the UK has also taken a lead on seeking to promote internationally. 
 
9. In countries around the world, including the UK, however, and at the international level, 
systems for the monitoring and protection of human rights in drug control are weak or non-
existent.  
 
10. Current law and policy must be evaluated for human rights impact, with options for 
reform being considered to assess where human rights risks may be mitigated. Serious 
concerns must be immediately remedied. International drug control legislation must be 
interpreted in line with concurrent human rights obligations.  Evaluation and monitoring 
systems related to drug law and policy must be able to track the impacts on human rights, 
both positive and negative. 
 
11. These changes require concerted effort by the United Kingdom at home and abroad. 
Below we provide a number of recommendations in this regard. Our recommendations are 
intended to assist the Home Affairs Select Committee in considering the need for human 
rights scrutiny in drug policy, and what measures might be put in place to facilitate this.  
 
 
 
 
 
 
 
                                                      
4 Single Convention on Narcotic Drugs, 1961, March 30, 1961, 520 U.N.T.S. 204; Protocol Amending the 
Single Convention on Narcotic Drugs, 25 March 1972, T.I.A.S No 8118, 976 UNTS 3; Convention on 
Psychotropic Substances, 1971 32  U.S.T. 543, T.I.A.S. 9725, 1019 U.N.T.S. 175; Convention Against the Illicit 
Traffic in Narcotic Drugs and Psychotropic Substances 1988, U.N. Doc. E/CONF.82/15 (1988), reprinted in 28 
I.L.M. 493. 
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DRUG CONTROL AND HUMAN RIGHTS 
12. In country after country around the world drug enforcement efforts, both in relation to 
supply and demand reduction, are characterised by extensive human rights abuses. This is 
driven in large part by strong threat-based rhetoric in political speeches and in international 
policy whereby nothing less than our very way of life is at stake in combating this ‘evil’.5  
The following is a brief selection, intended to provide an international context within which 
the UK’s drug strategy and policies must be developed.  
 
The death penalty 
13. As many as 1,000 people are executed for drug offences every year. Many more are on 
death row for drug offences, and in some countries the majority of those sentenced to death 
are foreigners.6 In some countries Britons are awaiting sentence, have received the death 
penalty or have been killed.7  
 
14. International drug enforcement funding, including from the UK and other abolitionist 
countries, goes towards efforts to arrest and prosecute drug offenders in countries that retain 
the death penalty for drug offences.8  
 
Police and military violence and abuse 
15. In many countries abuses by the police and in some cases the military are widespread in 
the context of drug enforcement. Human rights monitors have documents extrajudicial 
killings, beatings, disappearances and other forms of violence.9 
 
Arbitrary detention 
16. In various countries, particularly in Asia, people who use drugs or are suspected of using 
drugs may be detained, without trial or any semblance of due process, in drug detention 
centres (often called ‘treatment’ or ‘rehabilitation’ facilities, though no form of evidence 
based, ethical treatment is provided). Under the guise of drug treatment, people are detained 
for years at a time and in their tens of thousands in some countries.10 
 
17. International funding has been traced to such centres which represent clear violations of 
basic human rights norms.11 

                                                      
5 This is not an overstatement of the political rhetoric. The preamble to the 1961 Single Convention on Narcotic 
Drugs, for example, recognises that ‘addiction to narcotic drugs constitutes a serious evil for the individual and 
is fraught with social and economic danger to mankind’.   
6 P. Gallahue, The Death Penalty for Drug Offences: Global Overview 2010 and Global Overview 2011, Harm 
Reduction International 2010, 2011. See also Amnesty International,  Addicted to death: Executions for drug 
offences in Iran, 15 December 2011 
7 The case of Akmal Shaikh was a tragic example http://www.reprieve.org.uk/cases/akmalshaikh/ 
8 R. Lines, D. Barrett and P. Gallahue Complicity or Abolition: The death penalty and international support for 
drug enforcement, Harm Reduction International, 2009. See also 
http://www.guardian.co.uk/world/2010/jun/20/international-drug-crime-executions and 
http://www.guardian.co.uk/commentisfree/2011/dec/06/iran-war-on-drugs-executions 
9 For example, Human Rights Watch, Rhetoric and Risk, Human Rights Approaches Impeding Ukraine’s Fight 
Against HIV/AIDS (2006); Human Rights Watch, Neither Rights Nor Security Killings, Torture, and 
Disappearances in Mexico’s “War on Drugs”, (2011) 
10 See for example, Human Rights Watch: Skin on the cable: The Illegal Arrest, Arbitrary Detention and 
Torture of People Who Use Drugs in Cambodia (2010); Where Darkness Knows No Limits” Incarceration, Ill-
Treatment and Forced Labor as Drug Rehabilitation in China (2010); The Rehab Archipelago: Forced Labor 
and Other Abuses in Drug Detention Centers in Southern Vietnam (2011); Somsanga's Secrets. Arbitrary 
Detention, Physical Abuse, and Suicide inside a Lao Drug Detention Center (2011) 
11 Ibid 
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Torture and cruel, inhuman and degrading treatment 
18. People detained in drug detention centres have reported beatings, rape, denial of meals, 
isolation and forced labour.12 
 
19. Human rights monitors have documented police beatings and the use of unmedicated 
withdrawal to coerce testimony from people who use drugs and drug suspects.13  
 
20. Thousands of people who use drugs or are convicted of other drug offences are whipped, 
caned or flogged every year. This is particularly prevalent in the Middle East and East Asia 
and is absolutely prohibited in international law.14 
 
 
 
Racial discrimination15 
21. In many countries, including the UK, black and ethnic minority groups are far more likely 
to be arrested, prosecuted and incarcerated for drug offences despite often lower rates of drug 
use among these communities.16 
 
Denial of access to healthcare 
22. The United Kingdom has long been a leader on the reduction of drug-related health 
harms, including through international assistance through DFID in the context of HIV/AIDS 
prevention.   
 
23. 30% of new HIV infections outside of sub-Saharan Africa are related to unsafe injecting.  
But in the pursuit of zero-tolerance policies many countries refuse to provide life saving harm 
reduction and HIV prevention and treatment services to people who inject drugs,17 now a 
recognised component of the right to the highest attainable standard of health.18  
 
24. In most countries around the world, including the UK, needle and syringe programmes 
are not provided in prisons, even where they are available in the community,19 breaching the 
‘principle of equivalence’ in human rights law, whereby medical services available in the 
community must be made available in places of detention.20   
 

                                                      
12 Ibid 
13 See for example Rhetoric and Risk, op. cit; ‘Report of the Special Rapporteur on torture and other cruel, 
inhuman  or degrading treatment or punishment, Manfred Nowak:  Mission to Indonesia’, (UN Doc No 
A/HRC/7/3/Add.7, 2008) 
14 E. Iakobishvili, Inflicting Harm: Judicial corporal punishment for drug and alcohol offences in selected 
countries, Harm Reduction International, 2011 
15 Please see further the submission of Release to the Home Affairs Select Committee 
16 Human Rights Watch, Targeting Blacks: Drug Law Enforcement and Race in the United States (2008) 
17 See generally C. Cook (ed) Global State of Harm Reduction, 2010, Harm Reduction International (2010) 
18 D. Barrett and P. Gallahue ‘Harm Reduction and Human Rights’ Interights Bulletin Vol 16 No. 4 
19 Global State of Harm Reduction op. cit 
20 R. Lines ‘The right to health of prisoners in international human rights law’, International Journal of Prisoner 
Health, March 2008; 4(1): 3-53 
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25. The World Health Organization has reported that people who use drugs and are living 
with HIV are less likely to receive anti-retroviral treatment than other people living with 
HIV.21 
 
26. Overdose is one of the leading causes of death among people who inject drugs22 and is 
insufficiently addressed in country after country worldwide.  The UK has the highest rate of 
overdose deaths in Europe.23 
 
Failure to ensure access to essential controlled medicines 
27. WHO estimates that approximately 80% of the world’s population has no or insufficient 
access to opiates (such as morphine) for pain relief, representing only around 6% of global 
morphine consumption.24  
 
28. There are many reasons for the lack of availability of such medicines, including a lack of 
training, burdensome bureaucracies and basic economic considerations.  But significant 
barriers are also unwarranted concerns about addiction and overly restrictive narcotics laws 
aimed at tackling heroin.25  
 
Forced crop eradication 
29. Colombia is currently the only country that employs aerial fumigation with herbicides 
(glyphosate) to eradicate illicit crops (such as coca). It has resulted in environmental damage 
and damage to the health and food security of farming communities. It has contributed also to 
the massive rates of internal human displacement in the country.26 The practice has been 
criticised by many UN human rights monitors.27   
 
30. Manual eradication, where teams enter farms and villages ripping up crops by hand and 
with machinery, have resulted in violence, theft, rape and houses being burned to the 
ground.28 
 
31. Neither practice has significant or long lasting impacts on rates of production of illicit 
crops.29 The UK, alongside other UN Member States, has played a strong role advocating 
                                                      
21 Annemarie Bollerup, M Donoghoe, J Lazarus & SVMatic, ‘Access to HAART for injecting drug users in the 
WHO European Region 2002–2005’ 
22 Coffin P (2010) Underestimated and overlooked: A global review of drug overdose and overdose prevention. 
Global State of Harm Reduction. International Harm Reduction Association 2010 
23 EMCDDA (2010) Annual Report 2010: The State of the Drugs Problem in Europe. Lisbon: EMCDDA 
24 World Health Organization The World Medicines Situation 2011, Geneva, WHO, 2011. 
25 See for example Human Rights Watch, Needless pain: Government failure to provide palliative care for 
children in Kenya, (2010) 
26 For an overview see ‘An exercise in futility: Nine years of fumigation in Colombia’, Witness for Peace, 
Fundacion Minga and Institute for Policy Studies, 2007 
27 Special Rapporteur on the right of everyone to the highest attainable standard of physical and metal health, 
Paul Hunt, Oral Remarks, 21  September 2007, Bogota, Colombia;  Report of the  Special Rapporteur on the 
situation of human rights and fundamental freedoms of  indigenous people, Rodolfo Stavenhagen, Mission to 
Colombia, (UN Doc No E/CN.4/2005/88/Add.2, 2004) paras 46-52, & 106; Working Group on the question of 
the use of mercenaries as a means of violating human rights and impeding the exercise of the right of peoples to 
self-determination, Addendum : Mission to Ecuador, (UN Doc No  A/HRC/4/42/Add.2, 2007) paras 47-51. 
Committee on the Rights of the Child, Concluding Observations,  Colombia,  (UN Doc No CRC/C/COL/CO/3, 
2006) para. 72. 
28 Witness for Peace and Association Minga, Forced manual eradication: The wrong solution to the failed US 
counter-narcotics policy in Colombia, September 2008. 
29 For evidence of this see the annual World Drug Report produced by the UN Office on Drugs and Crime 
http://www.unodc.org/unodc/data-and-analysis/WDR.html 
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against forced eradication in favour of sequenced, consensual alternative development at the 
UN Commission on Narcotic Drugs.30 
 
Traditional practices and indigenous peoples’ rights 
32. In some countries and regions the use of certain substances forms part of historical 
cultural and indigenous practice. This is notably so in the Andean region of Latin America 
where the coca leaf has been used in traditional ceremonies and as a medicine.31 The 1961 
Single Convention on Narcotic Drugs, to which the UK is a party, banned any such 
traditional uses.32  
 
The rights of the child 
32. Children are at the forefront of political justifications for drug control measures.33 But 
simply stating that drug laws protect children is, of course, not enough. Whether the policies 
adopted in relation to drug use and the drug trade have in fact worked to protect children 
must form part of any evaluation. The protection of children in this regard is a requirement of 
the UN Convention on the Rights of the Child (article 33). 
 
33. With this in mind, less often publicly voiced is the concern that drug control measures are 
increasingly having serious negative impacts on children’s lives and violating many of their 
rights, while failing to reduce drug use and dependence among them. Additional to the many 
issues noted above, all of which affect children directly or indirectly, there are many others 
specific to children, such as in the context of parental drug dependence, juvenile justice and 
education.34 
 
 
 

                                                      
30 See ‘Political Declaration and Plan of Action on International Cooperation towards an Integrated and 
Balanced Strategy to Counter the World Drug Problem, adopted at the High Level Segment of the UN 
Commission on Narcotic Drugs’, (UN Doc No E/2009/28- E/CN.7/2009/12, 11-12 March 2009) 
31 For an overview see Transnational Institute, Coca Myths, 2009. 
32 Bolivia has now denounced the treaty and is in the process of re-acceding with a reservation permitting 
traditional uses. This is intended to balance its concurrent drug control and other international human rights 
obligations. It is a move that should be supported by the UK and any government respectful of and committed to 
indigenous rights. See M. Jelsma ‘Bolivia’s denunciation of the 1961 Single convention on Narcotic Drugs – 
Backgrounder’ June 2011 http://www.druglawreform.info/en/issues/unscheduling-the-coca-leaf/item/2596-
bolivias-denunciation-of-the-1961-single-convention-on-narcotic-drugs- and International Centre on Human 
Rights and Drug Policy, ‘Bolivia's concurrent drug control and other international legal commitments’, July 
2011 
33 The preamble of the 1988 Convention Against the Illicit Traffic in Narcotic Drugs and Psychotropic 
Substances, for example, enshrines the threat to children of drug trafficking in international law, expressing 
States Parties’ deep concern ‘that children are used in many parts of the world as an illicit drug consumers 
market and for purposes of illicit production, distribution and trade in narcotic drugs and psychotropic 
substances, which entails a danger of incalculable gravity’   
34 See D. Barrett and P. Veerman A Commentary on the UN Convention on the Rights of the Child: Article 33, 
Protection from Narcotic Drugs and Psychotropic substances (Martinus Nijhoff, forthcoming, 2012); and D. 
Barrett (Ed) Children of the Drug War: Perspectives on the Impact of Drug Policies on Young People, New 
York and Amsterdam, International Debate Education Association, iDebate Press, 2011. 
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NATIONAL CONTEXT 
34. That there are significant human rights issues raised by UK drug policy is clear. Some 
have been raised above and others will form part of submissions to the Home Affairs Select 
Committee, even if not explicitly stated as such. For example, issues relating to drug 
treatment, harm reduction and medical assistance in prisons have direct implications for 
article 3 of the Human Rights Act, and European Convention on Human Rights (freedom 
from cruel inhuman or degrading treatment or punishment).35 Harm reduction and drug 
dependence treatment also relate to the right to health under the International Covenant on 
Economic Social and Cultural Rights,36 and to the protection of children from drugs under 
the Convention on the Rights of the Child 37.  

                                                     

 
35. Decriminalisation of possession of illicit drugs for personal use will certainly be raised by 
some submissions and it is an important discussions from a human rights perspective in two 
main ways:  
 

a. The impact on human rights of incarceration, criminal records or otherwise coming 
into contact with the criminal justice system for such offences; and  
 
b. Whether criminalising this behaviour, certainly in the realm of privacy rights and in 
some cases religious practice, is proportionate to a given ‘legitimate aim’ (i.e. no 
more restrictive on certain rights than necessary to achieve that aim). This is a well 
known question in human rights and central to an evaluation of UK drug policy.  

 
36. But raising concerns about specific issues is not sufficient for human rights analysis and 
protection. At the root of rights-based approaches is the development of systems and 
structures geared towards the protection and promotion of human rights on an ongoing basis. 
Given the many intersections with human rights and the risks posed by drug enforcement, 
this is especially pertinent to drug policy, and it is this aspect that we wish to focus upon. 
 
 This involves: 
 

o Evaluation - Taking stock of the human rights implications of current drug policies 
(including the UK’s foreign assistance) 

o Remedy - Addressing problems based on any such investigation, including 
strengthening protection systems 

o Monitoring and accountability – Developing processes for ongoing assessment of 
human rights issues arising in drug policies 

 
37. To date the UK has never undertaken a full evaluation of drug law and policy to take into 
account human rights impact. In addition, existing mechanisms for advising the government, 
such as the Advisory Council on the Misuse of Drugs, lack sufficient human rights expertise.  
There is no clear mechanism for monitoring human rights compliance in UK drug policy on 
an ongoing basis, and there are no clear mechanisms for assessing and reacting to human 
rights risks associated with overseas drug enforcement assistance. 
 

 
35 See R. Lines op. cit 
36 See D. Barrett and P. Gallahue op. cit 
37 See D. Barrett and P. Veerman A Commentary on the UN Convention on the Rights of the Child: Article 33, 
Protection from Narcotic Drugs and Psychotropic substances (Martinus Nijhoff, forthcoming, 2012) 
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38. This situation means that a picture of the impact of national and international drug polices 
on human rights is unknown. It increases the risk of human rights violations going 
undocumented and unaddressed at national level, and risks UK involvement with human 
rights violations in the context of drug enforcement assistance. 
 
RECOMMENDATIONS 
 

• 39. The United Kingdom should conduct an evaluation of current drug laws and 
policies within which impacts on human rights (civil and political, as well as 
economic, social and cultural) should form a prominent part. This includes: 

o The interpretation of UK drug laws and international drug control legislation 
in line with the UK’s concurrent international human rights obligations38 

o The development of rights-based indicators of success or failure as part of an 
evaluation39 including those relating to children 

o A review of overseas drug enforcement assistance for human rights risk and 
compliance 

o Placing all policy options on the table for consideration, from zero-tolerance to 
legal regulation and control 
 

• 40. The United Kingdom should:  
o Act immediately on serious human rights concerns raised by any such review, 

including through law reform where necessary 
o Review policy to ensure human rights compliance moving forward  
o utilise the FCO Overseas Security and Justice Assistance (OSJA) Human 

Rights Guidance in this regard40 
o Cease any current drug enforcement funding shown to contribute to human 

rights abuses 
o Implement human rights impact assessments as a component of all future drug 

enforcement funding to include predictive risk assessments and consideration 
of human rights outcomes in evaluation 
 

• 41. The Advisory Council on the Misuse of Drugs should be strengthened with 
specific human rights legal expertise 

 
• 42. The Joint Committee on Human Rights should be encouraged take a more 

prominent role in assessing the human rights implications of UK drug policy 
 

• 43. The Children’s Commissioners’ Offices in the UK (Scotland, England, Wales, 
Northern Ireland) should be encouraged to consider the impacts of drug policies on 
the rights of the child 

                                                      
38 For a discussion see D. Barrett and M. Nowak , ‘The United Nations and Drug Policy: Towards a Human 
Rights Based Approach’ in The Diversity of  International Law, Essays in Honour of Professor Kalliopi K. 
Koufa, eds. A Constantinides and N Zaikos, Brill/Martinus Nijhoff, Leiden, 2009 
http://www.ihra.net/files/2010/07/01/The_United_Nations_and_Drug_Policy_(with_Manfred_Nowak).pdf; See 
also the range of human rights and drug control treaties ratified by the UK - 
http://treaties.un.org/Pages/ParticipationStatus.aspx (Chapters IV and VI) 
39 http://www.ohchr.org/EN/Issues/Indicators/Pages/framework.aspx 
40 Overseas Security and Justice Assistance (OSJA), Human Rights Guidance, 
http://www.fco.gov.uk/resources/en/pdf/global-issues/human-rights/osja-guidance-151211.pdf 
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INTERNATIONAL CONTEXT 
44. The international human rights context in which UK foreign policy relating to drugs and 
international diplomatic efforts take place has been outlined above. Additional to this are the 
weaknesses in terms of human rights at the international forums and within the international 
agencies responsible for drug control. These weaknesses contribute to a situation where 
human rights abuses in drug enforcement are often overlooked, and in some case made 
worse. 
 
45. For example, European Union funding has been connected to the application of the death 
penalty for drug offences. It is an issue that has been recently raised as a concern at the 
European Parliament,41 but there are as yet no formal structures of mechanisms in place to 
ensure this does not happen again. 
 
46. The United Nations Commission on Narcotic Drugs and main agencies responsible for 
drug control, namely the UN Office on Drugs and Crime and the International Narcotics 
Control Board, are generally weak on human rights.  
 

• The Commission on Narcotic Drugs is a political environment generally antagonistic 
to human rights. It is something the United Kingdom has come up against in the past 
in seeking to advance human rights in UN drug policy resolutions and political 
declarations.42 

 
• The UN Office on Drugs and Crime has been connected to executions for drug 

offences (through the provision of material or technical assistance, or capacity 
building), and to funding related to drug detention centres.43 The UNODC lacks 
human rights capacity in terms of staffing, and while it has developed a ‘Human 
Rights Guidance Note’ for all staff it has not yet published this note,44 nor have any 
projects yet been amended or ceased for human rights concerns. 

 
• The International Narcotics Control Board, which oversees the implementation of the 

three core UN drugs conventions, currently has no human rights or international legal 
expertise among its membership of thirteen independent experts, and has a poor track 
record on human rights commentary and advice to governments. It has been criticised 
for its lack of transparency and its lack of engagement with civil society.45 

 
47. The UK has taken a lead on human rights, alongside other States at both the European 
Union and the United Nations in the context of drug policy. For example, the UK was 
instrumental is negotiating the first ever human rights resolution at the UN Commission on 
Narcotic Drugs in 2008. It was important progress which improved to an extent the human 
                                                      
41 http://www.europarl.europa.eu/sides/getDoc.do?type=TA&language=EN&reference=P7-TA-2010-0489, and 
http://www.europarl.europa.eu/sides/getDoc.do?pubRef=-//EP//TEXT+WQ+E-2011-
011425+0+DOC+XML+V0//EN 
42 See Harm Reduction International Blog ‘The Life of a Human Rights Resolution at the UN Commission on 
Narcotic Drugs’ 22 April 2008 http://www.ihra.net/contents/288 
43 Somsanga’s Secrets op. cit 
44 A copy is on file with the authors and available on request 
45 D. Barrett, Unique in International Relations? A comparison of the International Narcotics Control Board 
and the UN Human Rights Treaty Bodies, Harm Reduction International, 2007; J. Csete and D. Wolfe Closed to 
reason: The International Narcotics Control Board and HIV/AIDS, Canadian HIV/AIDS Legal Network and 
International Harm Reduction Development Program, 2007.  
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rights discourse at that forum, allowing for easier insertion of human rights safeguards into 
resolutions.  
 
49. The UK’s contributions on human rights to EU drug strategies and UN political 
declarations on drugs are clear from the texts. It is important that this work continues on a 
diplomatic level. As the Home Office takes the lead in negotiations at the UN Commission on 
Narcotic Drugs and within the horizontal working group on drugs in European Union, it is 
vital that the HO develop clear and strong human rights positions as they relate to drug 
control, working closely with the FCO and DFID.  
 
50. Added to this, given weaknesses in the international drug control system as it relates to 
human rights, the UK should promote the development of improved international systems in 
this regard. We provide some specific avenues for this below. 
 
 
RECOMMENDATIONS 
European Union 
51. The United Kingdom should:  

• Promote and advocate for strong human rights components of any new EU drug 
strategy (the current strategy expires in 2012) 

• Promote the inclusion of drug policy as a theme in the EU human rights dialogues 
with third countries (e.g. Colombia, China)46 

• Support a review of EU drug enforcement funding to ensure human rights compliance 
• Promote the implementation of human rights impact assessments as a component of 

all future drug enforcement funding  
 
United Nations 
52. The United Kingdom should:  

• Ensure that human rights norms are central to foreign policy relating to drugs and 
drug control.  

• Promote an annual thematic debate on human rights at the UN Commission on 
Narcotic Drugs 

• Nominate and support an international human rights lawyer as the UK’s 
representative on the International Narcotics Control Board (INCB) 

• Encourage more open working methods and better civil society engagement with the 
INCB. 

• Support the UN Office on Drugs and Crime (UNODC), through financial assistance, 
to develop its internal human rights capacity 

• Encourage the development of human rights impact assessments for all UNODC 
technical assistance and capacity building 

• Take the lead in the development of international guidelines on human rights and drug 
control 

• Promote a new ‘United Nations Working Group on the Promotion and Protection of 
Human Rights While Countering the World Drug Problem’ as an independent 
international monitor which would report to the UN Human Rights Council. The 
Working Group could modelled on other such mechanisms in the UN.47 

                                                      
46 One such dialogue recently took place in Beijing as part of the legal dialogues series. The International Centre 
on Human Rights and Drug Policy took part. 
47 See http://www2.ohchr.org/english/bodies/chr/special/themes.htm 
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Written evidence submitted by Mr Laurel Bush [DP064] 
 
 
PEACE WITH DRUGS 
 
MYSELF  
 
I write as a UK citizen and resident of Scotland believing that:  
 
My own health and life prospects have been damaged by war on drugs, because the war has 
prevented proper exploration of drug options in relation to personal health issues, especially 
cognitive difficulties.  The lives of thousands of others have been similarly affected.  For the sake of 
the health and prosperity of future generations, the war should be ended immediately. 
 
An early end to the war appears unlikely, however, because it is driven by powerful institutionalised 
interests, not least of those who profit, in financial or career terms, from the current structure of 
trade in licensed medicines, and is perpetuated by mindless, ‘knee-jerk’ repetition of misleading, 
stigmatising propaganda. 
 
The inquiry’s terms of reference exhibit language of the propaganda. 
 
More information about myself is available at www.spanglefish.com/laurelbush 
 
SUBMISSION & EXECUTIVE SUMMARY 
 
If the following is not relevant to each and all of the inquiry terms of reference, then I do not know 
what is relevant to any. 
 
I have very recently found What The ACMD Doesn’t Know And Can’t Define by Jake Ish, dated 30 
December 2011 and published on the Cannabis Law Reform (CLEAR) website1. 
 
I have not yet had time to properly digest contents of the CLEAR article, but it suggests to me 
strongly that the Misuse of Drugs Act 1971 is fundamentally flawed legislation, which is incapable 
of being administered on any rational, consistent or genuinely legal basis. 
 
 
 
January 2012 
 

 
1  www.clear-uk.org/what-the-acmd-doesnt-know-and-cant-define/ 
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Written evidence submitted by the Serious Organised Crime Agency [DP065] 
  

1. This submission sets out the Serious Organised Crime Agency’s (SOCA) written 
evidence to the Committee’s inquiry into drugs policy. It specifically seeks to address the 
following areas:  
 

• The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances; and 

• Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the National Crime Agency. 

 
2. This submission supplements the Home Office’s submission which addresses the full 
range of questions the inquiry is set to explore. 
 
3. As set out in the SOCA Annual Report and Accounts 2010-11 one of SOCA’s 
strategic priorities is the dislocation of criminal markets where SOCA has the lead 
responsibility for UK law enforcement (as well as contributing to the dislocation of those 
criminal markets where other agencies have the lead responsibility). This includes the drugs 
market. SOCA works closely with intelligence and law enforcement agencies both in the UK 
and overseas, as well as government departments, agencies and the private and third sector in 
so doing. SOCA’s strategic priorities are set out in full at annex A.  
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances. 

 
4. The European Monitoring Centre for Drugs and Drugs Addiction, (EMCDDA) state 
‘Recent developments allowing organic chemicals to be synthesised cheaply, combined with 
the information exchange and marketing possibilities afforded by the Internet, have led to new 
psychoactive substances becoming widely available throughout Europe at an unprecedented 
pace. The speed at which new psychoactive substances can appear and be distributed now 
challenges the established procedure of passing legislation to control a substance in each 
country. Suppliers are making substantial profits during the months required to control a new 
substance under criminal law and while the risks associated with its use have yet to be 
determined.’1 SOCA, as part of a wider initiative to disrupt criminal activity, has taken action 
against UK based websites that offered mephedrone or naphyrone for sale following their 
classification as Class B drugs in April and July 2010 respectively. In 2010/11 over 120 
websites were closed down as a result of SOCA action, causing disruption of the supply of 
these drugs.  

 
5. SOCA, the Home Office and forensic providers are working together to gather more 
information about the range of psychoactive substances (both controlled and ‘legal’) that are 
traded in the UK.  Under the arrangements for bringing a drug under control of the Misuse of 
Drugs Act 1971 (MDA), the Advisory Council for the Misuse of Drugs undertakes a full 
assessment of a drug’s medical and societal harms, which can necessarily take between three 
and six months. However, temporary class drug orders provide a pragmatic and effective 
legislative tool to ensure that these potentially harmful drugs do not get a foothold in the UK’s 
drug market and cause serious harm to individuals, communities and businesses.   
 

                                                 
1 EMCDDA : Responding to New Psychoactive Substances 2011 
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6. It is important that the decision to invoke a temporary class drug order is made at the 
right time and on the best possible evidence.  Work is therefore in progress to align and 
integrate existing early warning systems and to develop forensic responses and intelligence 
collection plans on the threat from newly identified substances.  Although quantifying the 
scale and assessing the consequences of misuse of these emerging substances remains 
problematic, SOCA and partners are seeking to improve understanding of the threat in order 
to inform decision making still further and enhance the effectiveness of the broader multi-
agency response.   
 
7. The UK has also engaged competent authorities within source countries and sought 
international leverage when a substance has been banned in the UK. For example, China has 
increased its controls of on-line sales by making mephedrone a controlled substance.   
 
8. Following the classification of mephedrone in the UK as a class B drug under MDA 
many internet based traders ceased openly offering the substance for sale and the wholesale 
kilogram price in the UK increased. As well as traditional methodologies for smuggling illicit 
substances into the UK, mis-descrip!ion of substances is now commonly detected at point of 
entry to the UK as overseas suppliers attempt to circumvent UK border controls.  This has 
included the growing tendency for suppliers to use ‘European hubs’ to ensure that 
‘parcel/courier post’ enters the UK from a European country rather than from source countries 
such as China, a displacement of activity that renders the profiling of such importations for 
interdiction less effective.     
 
Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the National Crime Agency. 
 
9. Organised crime does not recognise national, international or jurisdictional 
boundaries. But, while it is a global problem, its effects are felt in communities across the 
UK, from significant social and personal harm, through to financial costs to the taxpayer, 
businesses and the government.  
 
10. International collaboration will continue to be vital for the response to organised crime 
and wider national security for the following reasons: 
 

• Force multiplier: work overseas enables the UK to leverage local intelligence and 
law enforcement assets to counter shared threats. 

• Value for money: upstream interdiction tackles the problem at source with 
maximum effect results (focus on high value targets, disruption to production 
facilities, multi-tonne seizures).  

• Collaboration: to combat organised crime can provide common ground with other 
nations.     

 
11. The UK continues to work closely with partners in the EU and more widely to disrupt 
drugs trafficking routes. Such upstream efforts form part of the “golden thread” of law 
enforcement in the UK – the connectivity from local, neighbourhood policing through to 
international work – and allows end-to end disruption of organised crime groups. This 
approach, with strengthened links between domestic and international enforcement agencies, 
is reflected in the Drugs Strategy, published by the Home Office on 8 December 2010.  
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12. Law enforcement activity in the UK and overseas by SOCA and its partners has had a 
demonstrable effect on the drugs market in the UK. In late 2010 and early 2011 shortages of 
heroin were reported in several locations across the UK. Wholesale prices for heroin have 
increased throughout the supply chain, making it more difficult for criminals to operate their 
businesses. In the UK in 2009/10 the wholesale price of one kilogram of heroin was around 
£15-17,000. There is now evidence that, when they can source it, dealers are prepared to pay 
£20,000 and upwards, and there are reports that some organised crime groups are trading 
high-quality heroin for around £40,000 per kilogram. Street purity fell from 46 per cent in 
September 2009 to around 32 per cent in September 2010, with suppliers adding more cutting 
agents to maintain their levels of profit.  The heroin route via Turkey has been squeezed by 
multi-agency international activity against the main traffickers, which has resulted in an 
increase in the direct trafficking of heroin via Pakistan. SOCA and UKBA anticipated and 
reacted to this and for example SOCA increased its operations against heroin trafficking from 
Pakistan by 50% within three months. 
 
13. In addition, wholesale prices for cocaine remain at historically high levels and average 
purity at dealer level has also fallen sharply from 62% in 1999 to around 20%. 
 
14. Examples of the SOCA’s support to global partners 
 

EU 
 

• The EU-funded Maritime Analysis and Operation Centre (MAOC (N)) based in 
Lisbon, coordinates the law enforcement and military assets of EU partner nations 
(UK, Italy, Ireland, Netherlands, France, Portugal and Spain) in joint counter-drugs 
work in the Atlantic and off the coast of West Africa. MAOC (N) has facilitated the 
seizure of more than fifty tonnes of cocaine and over forty-five tonnes of cannabis 
since 2007. In June 2011, acting on intelligence provided by SOCA and the French 
Customs Investigative Service (DNRED), UKBA officers at Southampton seized 1.2 
tonnes of 90%-pure cocaine from a pleasure cruiser from South America which was 
being transported by container ship from the British Virgin Islands to the UK en route 
to the Netherlands. A Dutch law enforcement investigation was then carried out, 
assisted by SOCA and UKBA, to identify the group attempting to traffic the cocaine. 
Six arrests were made on 2 August 2011. Links with DNRED, the British Virgin 
Islands Police and MAOC (N) were crucial in this operation. 

 
West Africa 

 
• The SOCA-led International Liaison Unit (ILU) in Ghana is an international platform 

with a mixed European, Canadian and US membership, designed to help coordinate 
law enforcement activity and share operational or strategic intelligence. The platform 
in Ghana and the French led platform in Senegal allow for joint working, sharing of 
intelligence and a coordinated approach to capacity building.   

 
• Capacity building in west Africa includes activity aimed at enhancing the ability of the 

authorities in that region to tackle drug trafficking. In June 2011, working in 
conjunction with the Gambian National Drug Enforcement Agency, SOCA discovered 
a hidden bunker behind a fake wall in a building that was being used as a large-scale 
cocaine distribution centre. This discovery led to the seizure of 2.1 tonnes of cocaine 
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‘bricks’ - a record for west Africa, and worth more than £100 million at UK wholesale 
prices.  

 
Turkey 

 
• SOCA works closely with LE partners on the heroin route from Afghanistan to Turkey 

and onwards across Europe under the SOCA chaired multi-agency International Drugs 
Threat Reduction Board. The strong working relationship with the Turkish National 
Police has contributed to the imprisonment in Turkey of key figures involved in the 
trafficking of heroin through the country, towards Europe and into the UK.  

 
• Close cooperation between SOCA and the Turkish National Police (TNP) resulted in 

the arrests of four organised crime group members in Turkey, seven arrests in the UK, 
the seizure of 100kg of heroin following a UK controlled delivery, the seizure of a 
further 50kg in a stash and the confiscation of £350,000. The Turkey-based OCG was 
responsible for transporting large quantities of heroin by airfreight from Iran directly 
to the UK. So far, three people have been convicted, with sentences totalling 58 years. 

 
Afghanistan 
 

• SOCA contributes to UK efforts to foster good governance, stability and security in 
Afghanistan and reducing the impact on the UK of the Afghan narcotics trade. SOCA 
activity in Afghanistan includes support and assistance to units of the Counter-
Narcotics Police of Afghanistan (CNPA). This has delivered good operational results 
with seizures for the year 20112 by the SOCA mentored Intelligence and Investigation 
Unit (IIU) of the CNPA being over 3 tonnes of heroin and around 5 tonnes of opium. 
Examples of operational successes include the following: 

 
• In August 2011 following an investigation by the IIU, officers of the CNPA 

stopped a vehicle in the Western part of Afghanistan and seized 456 kg of 
crystal heroin destined for Iran which led to the arrest of one of Afghanistan’s 
most prolific traffickers and many members of the network. 

 
• In September 2011 CNPA officers supporting an IIU operation seized 10,500 

litres of acetic anhydride (AA), a vital precursor in the production of heroin, 
which had been smuggled into Afghanistan from Iran. That amount of AA 
costs over £3 million and is sufficient to produce some 5 tonnes of heroin 
hydrochloride. 

 
Latin America 
 

• Operational activity in Latin America in conjunction with law enforcement partners 
results in large seizures of cocaine and the arrest of significant traffickers engaged in 
the supply of cocaine to Europe and the UK. SOCA works closely with Law 
Enforcement partners in Latin America and the Caribbean, the latter which remains a 
significant transit route for cocaine ultimately destined for Europe and the UK. For 
example: 

 

                                                 
2 All in-year figures are subject to validation at year-end. 
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• In October 2011, 24 members of an organised crime network were handed jail 
terms totalling more than 250 years for their roles in plots to smuggle up to 40 
tonnes of drugs into the UK which included a significant amount of cocaine 
from Latin America. The complete dismantlement of the entire network was 
only possible because of joint working with a number of law enforcement 
agencies which included partners in Latin America. 

 
15. The creation of the National Crime Agency (NCA) presents the UK with an 
opportunity to achieve a further step change in the response to organised crime. It will build 
on the capabilities, techniques and skills SOCA has developed in recent years enable further 
refinement of the understanding of organised crime and harmonise efforts across the law 
enforcement community. It will also ensure more law enforcement activity takes place against 
more organised criminals, at reduced cost, which is necessary given the size and scale of the 
problem.  
 
16. The NCA will need to work with a wide range of partners, including other law 
enforcement agencies and government departments, the intelligence agencies, wider public 
and private sectors and partners overseas. To do this effectively it is necessary to be able to 
receive, share and manage data, and to be able to provide partners with reassurance that such 
data will be appropriately protected. The new approach of national tasking and coordination 
will bring greater coherence and provide reassurance over the reach and coverage of law 
enforcement efforts against organised crime. 
 
 
Annex A 
 
SOCA’s strategic priorities  
 
 

• The dislocation of those criminal markets where SOCA has the lead 
responsibility for UK law enforcement and contributing to the dislocation of 
those criminal markets where other agencies have the lead responsibility.  

 
• The systematic management, on a risk basis, of all SOCA Persons of Interest 

(PoIs) identified as involved in organised crime, causing harm to the UK, 
through effective information management and planned interventions; 

 
• Delivery of more law enforcement activity against more organised criminals, 

at reduced cost and securing criminal convictions against the most serious 
criminals; and  

 
• To support the seamless transition of SOCA into the NCA while maintaining 

the tempo of SOCA’s operational activity.  
 
January 2012 
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Written evidence submitted by Jasper Knight [DP066] 
 

My name is Jasper Knight, I write to you to provide evidence for the Home Affairs Committees new drugs inquiry. 
As a constituent of Brighton, the drug death capital of the UK, it is important to me that the drug policy is reformed 
to help change this. I hope that I will be able to make a contribution to this inquiry as one who has seen and 
experienced drug use personally and amongst, friends and family.   

 
Summary 
I am of the opinion that the current drug strategy is not fiscally responsible. The policy disregards science, health 
and human rights. The government should consult a board of scientific and medical experts on the effectiveness 
of the drugs policy and act on their advice; unlike they do with the ACMD. 
 
No matter how much money is spent on fighting drugs people still use them, it just increases the profit for 
dealers. A regulation policy would be the most effective strategy, in terms of finance and health. Correct 
education regarding combining any drugs, including alcohol is essential for user/public safety. The comparative 
harm of legal and illegal drugs indicates that illegal drugs are often less dangerous than alcohol and tobacco, 
making prohibition seem like a poorly judged policy.  
 
In a regulated market, billions of pounds which current fund organised crime and terrorism would be taken back 
by the government, and the market for “legal highs” would cease to exist. The Netherlands, Portugal, Switzerland 
and Basque Spain have all chosen alternative ways of dealing with drug use, none of which have shown 
damaging effects. The UK is a very influential country and should take a stand against prohibition, as we lead, 
may others follow. 

 
The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy” 
In regards to Cannabis the most up-to-date evidence available is  “Taxing the UK Cannabis Market” from the 
IDMU which concluded a legal, regulated system would provide the government with approximately £6b profit 
even after the creation of additional drug support services. To answer the question, No, the present policy is not 
fiscally responsible at all, it uses a huge amount of police and courts funding for non-violent, victimless crimes 
 
Is policy grounded in science, health, security and human rights? 
The currently prohibiting policy adopted in the UK has shown it’s self to completely disregard scientific evidence, 
as was clearly demonstrated after the ACMD made recommendations to down grade Cannabis from class B to 
class C. Unfortunately many feel this policy to be hypocritical, as to date, no one has ever died from a Cannabis 
overdose as it is not physically possible. Yet this policy allows people to go out drinking dangerous quantities of 
alcohol without consequence or judgment. It allows parents to give a five year old child alcohol without any 
restrictions. However if one person chooses a safer option like Cannabis they risk a criminal record, loss of job 
and imprisonment. Where is the consistency?  The policy needs to be based on science. All drugs need to be 
assessed by their damages to the user and to society/ their local communities.  
 
The health hazards associated with drugs is the most important issue here; currently this country has a poorly 
structured approach and is unable to supply safety information to any drug users or potential users. Briefly 
reading through the Talk to Frank webpage I found most of the information to be useless. Many first time users 
would take the time to read up on a drug before using it and there are no accurate government guidelines on how 
to use drugs, ensure the quality, and correct dosage and administration. A prohibitive policy allows no quality 
control of drugs, which makes them far more dangerous to the user. See “A summary of the health harms of 
drugs” For more information. 
 
In regards to security; the majority of burglaries and thefts in this country are drug related which indicates that 
drugs are a security issue, alcohol included. Addicts are dangerous and need to be treated accordingly by 
medical professionals. The criminalisation and imprisonment of a user costs more than treatment and causes 
more damages. Drugs are often available in prisons, which do not help a user overcome their addiction, and once 
released there is a high chance of them re-offending. Even if a user is not imprisoned their prospects diminish 
significantly with a criminal record. 
 
I believe that to use drugs is within our human rights. We cannot control what people put into their bodies and so 
far the attempts have failed miserably. We only need to look at the affects of alcohol prohibition in America to see 
that prohibition is an ineffective policy. It feeds criminal gangs, removes quality control and age restrictions. As 
has been stated many times, it’s easier for children to access Cannabis than it is for them to get alcohol. 
The most important point in regards to human rights is the medicinal use of Cannabis compounds which is 
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currently only licensed by GW Pharmaceuticals in the form of Sativex. This is a good quality treatment for MS, 
Crohn’s disease, fibromyalgia, spinal injury, cancer and many other conditions. Allowing a single company a 
monopoly over the supply the psychoactive chemical Delta-9 tetrahydrocannabinol is unacceptable.  GW Pharma 
is permitted to produce 20,000kg of herbal Cannabis legally, while medicinal users are persecuted for growing 
plants to help them live a better life. It is simply inhumane. 
 
The criteria used by the Government to measure the efficacy of its drug policies 
The current criteria used must be inaccurate for this same policy to have been adopted for 40 years. The 
government should seek advice from a board of professionals on how best to categorise all drugs including 
tobacco and alcohol products according to their damages, and discuss the methods of regulation and quality 
control for all of them 
 
The independence and quality of expert advice which is being given to the government 
The ACMD have given accurate advice regarding the damages of drugs but the government is not willing to take 
the advice of science. Instead our current policy is adopted by politicians with no scientific background. 
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets and what 
impact this may have 
Hundreds of million are spent on fighting non-violent drug use. This money could be better spent helping people 
who have drug addictions, supplying accurate safety information and in the case of a legal regulated market, it 
could be used for drug quality control. This could drastically reduce death from overdoses, contaminant and 
incorrect administration.  
 
The cost effectiveness of different policies to reduce drug usage 
The current policy costs a huge amount of money and has little effect. In Portugal where all drugs are 
decriminalised the cost and average consumption is lower than the UK. In Holland where Cannabis is regulated 
the number of child users under 15 is lower than in the UK. For the safety of children the policy needs to change. 
 
The extent to which public health considerations should play a leading role in developing drugs policy 
Public health should have an input into the development of a new drugs policy. Our current policy is based on the 
“misuse” of drugs, which is defined as “having harmful effects sufficient to constitute a social problem” Under this 
definition surely alcohol should be listed as class A. 
 
The relationship between drug and alcohol abuse 
This is a somewhat misleading question as alcohol is a drug. The most commonly used, addictive and harmful 
drug that can turn users into incredibly violent people. Alcohol use in association with Cannabis often simply 
results in the person sleeping due to the relaxing effects of the drug. Where as alcohol used with stimulants such 
as cocaine can help the user feel more alert and sober, thus increasing the chances of further drinking, stimulant 
use and overdosing. Many drugs should not be combined and it is important that this information is freely 
available without prejudice against illegal drugs.  
 
The comparative harm and cost of legal and illegal drugs 
The comparative harm is clear. More deaths occur per year due to alcohol and tobacco consumption than the 
deaths caused from every illegal drug, combined. I believe that both tobacco and alcohol products should be 
listed and controlled under the Misuse of Drugs Act 1971 as they are clearly the most dangerous and damaging, 
socially and physically.  
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to deal 
with new substances 
Most legal highs currently available are more dangerous than the actual drugs they attempt to mimic. It is an 
attempt to side step the current legal system and all of these legal highs should have clinical trials before being 
publicly sold. Most of these drugs are synthetic variations of the active cannabinoids found in Cannabis. In the 
case of decriminalisation or legalisation of cannabis the market for these legal highs would be removed. 
 
The links between drugs, organised crime and terrorism 
The prohibition of drugs has handed a multi-billion pound market to organised criminals. The harder police work 
to remove drug production facilities from this country the higher the price of drugs rises, thus increased profit for 
those willing to take that risk. This also prevents users and addicts from being able to afford the drugs which can 
directly cause more crime in the form of burglaries and theft. 
In regards to terrorism, drugs produced in the UK to specific standards would stop the importation of heroin and 
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hashish from the Middle East. The only reason terrorist groups are involved in the supply of drugs is because the 
profit margin is so high. Remove this opportunity and they their income will be extinguished. 
 
Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency 
Britain need to take a stand against the war on drugs, as it is in some respect a war on human nature. As we 
have seen in Europe, alternative methods are effective. The Netherlands allows public purchase of Cannabis, yet 
the UK has a higher number of child users. Portugal have decriminalised all drugs, Switzerland are allowing the 
cultivation of 4 plants per person to stop feeding the black market and Spain are following suit. In America over 
17 states allow medical Cannabis use, with no ill effects. Britain following the UN Single Convention is not within 
the countries best interests. 
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, as 
recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, HC 318, 
2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case for 
justice reinvestment, HC 94, 2009–10).” 
Decriminalisation has shown to be effective in Portugal; however this does not help with the issues of quality 
control and age restrictions. Children need to be protected from drugs and a decriminalised market will not help 
that. Instead I would propose full legalization of Cannabis while encouraging safer usage by oral consumption or 
using a vaporiser. Making serious restrictions to tobacco and reductions to availability of alcohol e.g. off-license 
may only supply alcohol from 4pm-midnight on weekdays and other soft drugs, MDMA, ketamine, LSD and 
psychocatic mushrooms may also be made available from specilised distributors and buyers will have to undergo 
education on administration, potential damages and safety. These drugs should be used either at home or in a 
specific controlled environment. 
 
Hard drugs such as cocaine, heroin and methamphetamines should be available only through the NHS. These 
would have to be administered by a trained nurse or doctor and if use is prolonged the Dr should gradually 
decrease dosage with each visit to aid the user’s recovery. 
 
January 2012 
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Written evidence submitted by Linda Lee [DP067] 
 
My name is Linda Lee. I lost my son to a heroin overdose on 5-10-11. I have comprehensive 
personal and professional knowledge of drug and alcohol treatment in the UK. I trained at the 
Royal College of General Practioners (RCGP) when I undertook the Certificate in the 
Management of Drug Misuse in 2005 and Management of Alcohol use in Primary Care in 
2010. I also facilitated at many of the IDTS trainings for prisons several years ago. 
 
I have been the national advocate for people in drug treatment for 5 years. We are a small 
charitable organisation that has service users at the helm and our work is clinically led but 
based in realism. Sadly, due to lack of funding opportunities in these times of austerity 
measures two of my colleagues and I were made redundant just before Christmas so our 
much needed work may not continue 
From what I have witnessed the Governments 2010 drug strategy, although very well thought 
out, is not based wholly on solid ground, one of the main reasons being that no policy or 
organisation in the world will ever stop people taking drugs in the first place. It is part of the 
human conditioning to experiment and explore and nobody ever sets out to become 
dependent or addicted to any substance.  
 
We also have the paradox of the drugs alcohol and nicotine being legal and the cause of most 
drug related deaths and violence and harms to society.  
 
The government should focus on reducing supply of illegal drugs but I think this should stand 
alone as it is mission impossible to control a multi-billion pound industry. There are two 
options; legalise and control all drugs, cut out the criminal element or continue with the 
facade. All the while this battle goes on those who are dependent on legal and illegal drugs 
are dying. The main focus should be on treatment not punishment. 
 
http://www.pbs.org/wgbh/pages/frontline/opium-brides 
 
If the above link doesn't make the Home Office see reason then nothing will. 
 
As I can't see certain drugs being legalised then the focus has to be on recovery and providing 
a safety net for those that become ensnared. Unfortunately once again the principles of the 
drug strategy, although well thought out and comprehensive have not been grounded in 
reality. The empathis on abstinence as opposed to medically assisted recovery has caused 
untold harm to many clients because services are being led by this and their policies are now 
not fit for purpose. Addiction is medically termed as a 'chronically relapsing condition.' 
 
The competition for services for funding and results is causing a smoke screen and their so 
called successes are in fact costing people their recovery capital and in the worst case 
scenario their lives. If you go into the clinical evidence written by Mary Jean Kreek you will 
see that some people who have used opiates long term no longer have natural endorphins and 
will be reliant on opioid replacement therapy for maybe the rest of their lives. Where does 
this leave the people who have been forced off their methadone or buprenorphine 
prescription? Relapse, re-entry into crime, exposure to BBV's a, total loss of stability and 
maybe a death sentence.  
 
How do you think it feels to have all aspects of your health and life totally dependent on a 
medication that a service can sanction and stop at any time The Dept of Health clinical 
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guidelines clearly state many times that people should have treatment tailored to their needs, 
nobody should be coerced to reduce or stop their medication or forced into abstinence 
because history has clearly shown this does not work. 
 
What is not taken fully into account is that forcing people to reduce their prescriptions against 
their will actually breaches their human rights, e.g 
.  
This is an excerpt from the Human Rights Act guide. 
 
'What is inhuman treatment or punishment? 
3.24 Inhuman treatment or punishment is less severe than torture. Circumstances in which 
inhuman treatment or punishment can arise include: 
 
• serious physical assaults 
• the use of psychological interrogation techniques 
• inhuman detention conditions or restraints 
• failing to provide or withdrawing proper medical help to a person with a serious 
illness a threat of torture, if it is real and immediate.' 
 
Also  
 
2.4 
'Since the Human Rights Act came into force, people have been able to argue that a decision 
violated their rights by being, for example, a disproportionate interference with the right to 
respect for private or family life. So the language of human rights is becoming more and 
more a common way of judging whether a public authority has acted unlawfully.' 
 
If the Home Office want to reduce drug related deaths then listen to what the Service Users 
have to say about what they need from a service. Improve services, invest in treatment not 
punishment. It costs £40,000 a year to keep someone in prison and punish them for offences 
related to drug related crime. Multiply that by 88,000 and rising! This money is being paid to 
treat the symptoms of a sick society instead of tackling the cause and that money should be 
used on preventative treatment, housing, employment, education, healthcare and treatment.  
 
What I have also witnessed many times are people transferring their substance use from 
heroin to alcohol. They consider themselves as 'clean' from opiates and successful in 
abstinence but the truth is their dependency has not been treated and their underlying 
problems have not been addressed. 
 
I have witnessed extreme social exclusion because of substance use but consider the largest 
and most important problem being unaddressed is 'dual diagnosis.' I have researched this 
widely. My son had a dual diagnosis and dual diagnosis is considered to be expected in both 
mental health services and drug treatment and as yet, the services have still not got their act 
together to meet this need. Most people in prison have two or more mental health disorders 
and around 60% of these are addicted to substances yet prison has a suicide rate 14 times 
higher than in the community. People are being punished not treated and the vulnerable are 
being locked up with the dangerous. 
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If mental health problems are the reason behind why many people are resorting to using 
substances to self-medicate then why is government cutting funding to these services when 
they are the root cause? 
 
The comparative harm and cost of legal and illegal drugs should be measured by lives saved 
not money. 
 
As for sustained employment: Consider this, I have witnessed many people doing well in 
long term employment suddenly losing their jobs because the employer has found out they 
are on methadone or burenorphine or suboxone even though they have performed perfectly 
well. Also, DVLA will take away someone's licence for a year after they have detoxed. It 
seems that once someone has become socially excluded there's no way back for some. The 
Disability Discrimination Act even discriminates against and excludes substance use so there 
is no recourse for that person. 
 
January 2012 
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Written evidence submitted by Tom Longland [DP068] 

1) I am a 31 year old male from South West London, I am currently in employment for a 
large consumer electronics company and have been with them for over 10 years.  

2) I welcome the enquiry into drugs and feel that now is the time for a change in 
government policy.  I am a member of the Clear (Cannabis Law Reform) party so my 
answers to the listed questions will mainly refer to cannabis.   

Is present policy fiscally responsible? 

3) Millions of pounds and police hours are wasted each year combating a victimless 
crime like drug possession.  I would like to see this money being put to better use 
elsewhere.  Please refer to the IDMU report “Taxing the UK Cannabis Market” which is 
a report commissioned by the Clear Political party. 

Is policy grounded in science, health, security and human rights? 

4) The currently policy does not reflect the above.  Cannabis is far less harmful compared 
to legal drugs like alcohol, tobacco and even energy drinks.  Prohibition on cannabis 
creates a £ 6 billion market that is handed over to criminal (both local & international) 
gangs. 

5) A quick search on the Internet shows overwhelming evidence on how effective 
cannabis is a medicine for illnesses like MS, Crohn's disease and many more.  Our 
current policies restrict the crucial research and treatment using the amazing medical 
properties of the cannabis plant.  Please refer to NORML web page on recent research to 
medical marijuana named: "Emerging Clinical Applications For Cannabis & 
Cannabinoids" 

The criteria used by the Government to measure the efficacy of its drug policies 

6) I believe the government's current Cannabis policy is out of date and out of touch.  It 
looks to me that it is based on false political propaganda which hasn't changed much 
since the 1920s.  Policy should be based on science and not fear. 

The independence and quality of expert advice which is being given to the 
government 

7) The government can listen to expert advice but they may not take it.  This is clear after 
the sacking of Professor David Nutt a few years ago when Labour were in power.  He 
presented the science showing low risk for cannabis and the government still chose to 
raise it to a class B drug.  In my opinion this was very wrong indeed. 

Whether drug-related policing and expenditure is likely to decrease in line with 
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police budgets and what impact this may have 

8) Over £ 500 million is spent every year with £ 200 million of that on police costs for 
cannabis alone (IDMU report).  This is an insane amount of money wasted on a drug with 
very little harm.  Police budgets are already at full stretch, they should not be putting any 
resources into this. 

The extent to which public health considerations should play a leading role in 
developing drugs policy 

9) I would say that health is an important consideration but it should not interfere with a 
persons right of choice unless it causes a social problem of some kind. 

The relationship between drug and alcohol abuse 

10) Alcohol is a drug, we should not separate or treat it differently from others.  I see 
alcohol as potentially dangerous and harmful.  It causes more social harm than any illegal 
drug.   

The comparative harm and cost of legal and illegal drugs 

11) Under law, it is people's actions with drugs that are illegal and not the drugs 
themselves, they are neither "legal" or "illegal".  Why are current legal drugs not included 
in the Misuse of drugs act?  They clearly cause the most "social problem" in society, 
most "illegal" drugs in comparison cause much less harm. 

The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 

12) The "legal highs" make a mockery out of current drugs policy as scare stories from 
papers such as the Daily Mail would be the cause of any policy change and not science.  
Replicating cannabinoids to avoid the law to have a similar effect to cannabis are proving 
to be more dangerous than "the real thing" itself. 

The links between drugs, organised crime and terrorism 

13) The cannabis market is worth at least £6 billion annually which is currently in the 
hands of organised crime.  Illegal cannabis farms up and down the UK often produce 
poor quality weed and it is common for children to be involved in human trafficking 
working as "farmers" .  It is those Children who end up in prison for drug related crimes 
when they should be looked after and returned to their families.  The kingpins at the top 
just move on to the next location and remain untouched.   We have to take this money out 
of the hand of criminals and put it directly back into the British economy. 
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Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (The 
Government’s Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice 
Committee’s 2010 Report on justice reinvestment (Cutting crime: the case for 
justice reinvestment, HC 94, 2009–10).” 

14) In my opinion, the way to handle drugs policy is to firstly treat both "illegal" and 
"legal" drugs in the same way.  Look at them equally, compare their harms both 
medically & socially and then look at how to regulate them. 

15) A regulated system should be put into place with restrictions on the most medically 
dangerous drugs such as heroin.  The government has a responsibility to help those in 
need of rehabilitation and users of those drugs should be classed as "patients" and not 
"criminals".  Users should be able to seek help from the NHS without fear of 
discrimination or criminal punishment. 

16) In regards to Cannabis regulation, it should be regulated similar to alcohol with age & 
marketing restrictions etc..   

Summary 

17) In my view, Prohibition has been a massive failure from the start.  The mistakes from 
the past with the banning of alcohol in the US should have been a warning for Britain all 
those years ago that Prohibition simply does not work. 

18) Under a regulated system, the UK would benefit from the huge cost savings by police 
(£500million) and the tax made from the sale of cannabis (at least £6billion pa) and its 
various licences (commercial/personal).  The number of jobs that could be created and 
the tax revenue generated from them would be more than any other scheme the 
government are looking at to do. 

19) I also believe that is so important we open up research for medical cannabis.  
Scientists have only just scratched the surface and have already found multiple uses for it.  
For Cannabis to reach it's full potential medically, it must be legalised.   

20) I hope to see one day, the NHS  replacing expensive toxic pills made by 
pharmaceutical companies and replace with cannabis products similar to those being used 
in California.    

21) We in the UK live in a very diverse community with people of all races, up-bringing 
and beliefs.  We have made great progress clearing racism and sexism from society and 
now it is time to clear drug discrimination. 

22) Finally, I wish to thank the Home Office for giving the public the opportunity to 
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express our views to the committee. 

References 

Emerging Clinical Applications For Cannabis & Cannabinoids 
http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
IDMU report “Taxing the UK Cannabis Market” 
http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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Written evidence submitted by Anthony James [DP069] 
 
 
My name is Anthony James. I am a 21 year old, civil engineer from Carmarthenshire in 
Wales. I’m a firm supporter of CLEAR and I fully support their aims and objectives. 

1. To end the prohibition of cannabis. 

Prohibition is a big, dumb, and very expensive failure.  It is brutal.  It puts prejudice before 
people.  The “war on drugs” is responsible for more death, destruction and despair than any 
other war.  History has shown that prohibition creates far more problems than it solves.   In 
the 21st century we should expect far better solutions from our policy makers and 
governments. 

2. To promote as a matter of urgency and compassion the prescription of medicinal 
cannabis by doctors. 

No reasonable human being can deny another relief from pain, suffering or disability.  There 
is no rational argument against permitting access to medicinal cannabis for those who need 
it.  The fact that the British government and the deeply rooted bureaucracy of the Home 
Office stand in the way is a deep and lasting shame on our nation. 

3. To introduce a system of regulation for the production and supply of cannabis based 
on facts and evidence. 

Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum.  That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence and experts agree that a 
responsibly regulated system would also reduce all health and social harms. 

4. To encourage the production and use of industrial hemp. 

The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp.  Although the industrial strains of the plant 
have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop.  With that we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre, a better fabric than cotton, a better paper than wood 
and one of the most ecologically important activities on the planet. 

5. To educate and inform about the uses and benefits of cannabis. 

Prejudice is based on ignorance.  In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
1930s  and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil.  The truth about cannabis is clear and we have to spread the truth 
in the face of ignorance and lies. 
  
January 2012 
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Written evidence submitted by Tom Lloyd [DP070] 

 
“I joined the police service to help people and catch criminals; arresting drug users does 
neither.” 
 

1. Personal Introduction 
Chief Constable Cambridgeshire Constabulary 2002-2005 
International Drug Policy Adviser Lead, Law Enforcement Project, International Drug Policy 
Consortium. 
 
I was a police officer from 1974 to 2005. I achieved the rank of Commander in the 
Metropolitan Police Service and was the Director, Strategic Co-ordination at New Scotland 
Yard until January 2000 when I was appointed Deputy Chief Constable, Cambridgeshire 
Constabulary. I became Chief Constable in 2002 and retired in 2005 with over 30 years 
service. 

I am an independent campaigner for drug policy reform. Since 2009 I have led the 
International Drug Policy Consortium’s Law Enforcement project, engaging with senior law 
enforcement officials and others in various countries1, speaking at seminars and conferences 
and running drug policy courses for senior police officers. 

2. Oral evidence and confidentiality 
 
2.1. This is a very complex and wide-ranging subject so I would like to give oral evidence 

in support of this submission. 
 

2.2. Nothing in my submission needs to be treated confidentially. 
 

3. Executive Summary 
3.1. This submission is neither an academic paper nor a list of facts and statistics. I am 

sure that the committee has access to relevant data from other sources; I would only 
be quoting data second-hand. 
 

3.2. It is based on over 30 years police service at all ranks and subsequently on 
observations of drugs law enforcement in the UK and a number of countries around 
the world, meetings with users, recovering addicts, health and social workers in 
NGOs and government organisations, drug policy reformers, law enforcement 
officials of all ranks and politicians.  I have arrested users, led operations against 
dealers and supervised complex drugs investigations as a very senior officer. 

 
3.3. A key issue informing my approach is the reality that human beings like taking mind-

altering substances.  Efforts to prohibit this powerful behavioural trait have failed in 

                                                            
1 Austria (UNODC), Brazil, Canada, Georgia, India, Malaysia, Mexico, Peru, Thailand, Turkey, Uruguay, USA. 
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the past and continue to do so.  Managing rather than banning drug taking stands a 
much better chance of minimising harmful consequences. 

 
3.4. My main conclusions are that law enforcement efforts to reduce the supply and 

consumption of drugs in the UK have failed, been very costly and have caused 
avoidable harm to individuals, institutions and society as a whole.  In fact, they have 
probably caused more harm than good. 
 

3.5. My view that we need a change of approach is shared by others in law enforcement 
and related professions in the UK and around the world.  

 
3.6. I attach the “Rio de Janeiro Declaration”, of which I am a co-signatory, for 

information2.  I have noted in my travels that law enforcement officials are 
increasingly frustrated with traditional approaches to drug law enforcement and are 
demanding evidence-based debate and consequent change. 
 

3.7. I recommend, inter alia, that drugs are immediately de facto decriminalised, treatment 
options should include heroin prescribing and an inquiry should consider the control 
and regulation of all drugs. 
 

4. Introduction 
 
4.1. I joined the police service to help people and catch criminals. Increasingly I found 

that drug users were not criminals in the ordinary sense of the word3 and that I and 
my colleagues weren't helping them, or anybody else, by arresting them. Many 
seemed to be doing no more than seeking some temporary, relatively harmless, 
enjoyment and others were clearly in need of help and treatment for their serious 
medical and psychological conditions, including addiction. 
 

4.2. It did seem to be of benefit to arrest dealers as they were clearly trying to profit 
through criminal enterprise. However, despite huge efforts to make arrests, the 
number of dealers didn't decrease, nor did the supply of drugs. In fact, over the last 
40 years, drug supply and consumption has increased dramatically and drugs are 
relatively easy to obtain in all parts of the country.   

 
                                                            
2 Rio de Janeiro Declaration, September 2011, 
http://www.idpc.net/sites/default/files/alerts/Declaration_ENGLISH.pdf 

3 Most laws are intended to protect citizens from the harm that might be inflicted on them by 
others, such as assault or theft of property.  Some laws seek to regulate or prohibit behaviour 
that is considered to be undesirable, immoral or harmful to the individual themselves. Sexual 
and religious activities, as well as possessing certain substances, are covered here. There is a 
clear distinction between the two types and that leaves room for proper debate about the need 
for, and efficacy, of the latter. The prohibition of drugs is not the same as the prohibition of theft 
or assault (and their many variations).   
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4.3. The prohibition of drugs creates huge value in otherwise relatively cheap products.  
This creates massively profitable, relatively low-risk illegal drugs markets that excel 
in recruiting every new generation into drug use. The only control over drugs is 
exercised by criminals; regulation doesn’t exist. 
  

4.4. I have witnessed at first hand, and at all ranks, our efforts to combat the harms of drug 
abuse.  I have been very impressed with the professionalism, bravery and ingenuity 
of law enforcement officials as they have tried to work in the best interests of the 
country.  It is a great sadness to me that those efforts have often been wasted and 
counter-productive.   

 
4.5. It is a greater sadness that there is such a reluctance to stop and think, to assess our 

effectiveness, to consider the reality of current circumstances and, at the very least, 
conduct a debate with open minds and consider what might be a better way forward. 

 
4.6. What is the point of the police service if it is not to maintain law and order and serve 

and protect the public? When it comes to drug law enforcement the answer is unclear 
to say the least, largely contradictory and certainly very problematic. 

 
5. The users 

 
5.1. Human beings have taken mind altering substances as long as they have been able to 

make or obtain them.  The reasons for taking mind altering substances are various: 
 

a) Personal development 
b) Spiritual enlightenment 
c) Enhanced enjoyment of art and music 
d) Enhanced (enjoyment of) physical activity 
e) Creativity 
f) Non-specific relaxation 
g) Reduce inhibition/shyness 
h) Stress reduction 
i) Self-medication 
j) Pain reduction 
k) Blocking out unwanted thoughts or feelings 
l) Oblivion 

The criminal law makes no distinction between the various motives of users 
(possession of cannabis at a party is legally the same as possession for the relief of 
medical symptoms) however inappropriate that may be. 

5.2. Problematic users are often very damaged individuals, suffering from the effects of 
sexual, physical and emotional abuse, in need of support not condemnation.  Those 
who collapsed from overdoses in Piccadilly and ended up in the "pit" (a bare room 
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with mattresses thrown on the floor in the local hospital in Marylebone) needed help 
not ostracism and, almost certainly, an early and avoidable death.  Every addict is 
someone’s child. 
 

5.3. Many users, ostracised by society at large, feel no allegiance to that society and, even 
if they do not resort to criminality, will indulge in insensitive and anti-social 
behaviour. 
 

5.4. There are avoidable harms for users associated with the enforcement of the drugs 
laws.  These are often referred to as “Unintended Consequences” (an increasingly 
inappropriate term for such predictable consequences) and were acknowledged in 
2008 by the then Executive Director of the UNODC, Antonio Maria Costa.4 

 
Harms include: 
 

a) Drugs supplied by criminals are of unknown concentration/strength. 
 

b) Drugs supplied by criminals are often adulterated with dangerous substances. 
 

c) Users are necessarily exposed to the criminal market, and often encouraged to 
take more profitable (and dangerous) drugs.  
 

d) Many users are forced into risky behaviours and contract blood borne diseases 
such as HIV/AIDS and Hepatitis C. 
 

e) Many users die of accidental overdoses. 
 
f) Fellow users may be reluctant to call emergency services when needed. 

 
g) Many users resort to prostitution to support their habit. 

 
h) Many users resort to crime to support their habit. 

 
i) Many users acquire criminal convictions that prevent them from taking 

opportunities later in life. 
 

j) Criminalisation deters many from seeking the help they need. 
 

k) The law has fallen into disrepute for many people who feel resentful that their 
own use is criminalised, whereas those who consume other, possibly more 
dangerous, substances are not. 
 

                                                            
4 http://transform‐drugs.blogspot.com/2008/03/unodc‐director‐declares‐international.html 
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5.4 Prevention in the form of education is limited and often confounded by misleading 
or incorrect information.  For example, in April 2008 Gordon Brown, then Prime 
Minister, described “skunk” cannabis as “lethal”.5  Not only is this wholly wrong it is 
perceived to be wrong by many whose mistrust of the views of their “elders and 
better” will be even more justified. 

 

6. The producers and dealers 
 
6.1. Criminals have taken advantage of the prohibition of drugs to take over the 

production and supply of drugs and make enormous profits. 
 

6.2. Criminal drug dealers have sufficient financial motivation and funds to protect, 
maintain and increase their trade despite enormously costly and extensive law 
enforcement efforts. 
 

6.3. Experience has shown that the arrests of drug dealers does not stop supply, other than 
temporarily and locally, but it does result in new dealers taking over the supply. 

 
6.4. Drug dealing provides an opportunity for young people to obtain funds and an 

incentive to join gangs. 
 

6.5. Drug dealers pay scant regard to the safety and security of the users (being only 
interested in their money) or the neighbourhood more broadly. Drug dealers will 
often use intimidation to create an environment in which they can deal more easily 
with reduced risk of interference.   
 

6.6. Many so-called dealers are either that week’s "buyer" for a group of friends or just 
trying to subsidise their own habit. 

 
6.7. The people making money out of this are the high level "drug barons" and the 

workers in the criminal justice system. 
 

7. Crime 

Crime associated with the illegal drugs trade has proliferated in a number of ways: 

7.1. Violence is used to settle disputes between dealers, increasingly involving the use of 
firearms.  
 

7.2. Innocent bystanders have been victims of violence. 
 

                                                            
5 http://news.bbc.co.uk/1/hi/uk_politics/7372876.stm 

242



7.3. Violence and coercion is used to intimidate citizens from giving evidence against 
dealers. 
 

7.4. The profits from drug dealers are used to corrupt law enforcement officials. 
 

7.5. The profits from drug dealers are used to pervert the course of justice by bribing with 
witnesses and others. 
 

7.6. A substantial amount of acquisitive crime (including burglary, robbery and 
shoplifting) is committed by users stealing to pay for drugs. 

 
7.7. A substantial amount of prostitution is driven by the need to obtain money for drugs.  

Prostitution is not a crime in itself but the consequences can be very damaging to 
neighbourhoods and, tragically, the people involved.6 
 

7.8. Drug dealing provides income for, and attracts young people to, criminal gangs. 
 

7.9. Law enforcement officials are tempted by the substantial amount of money involved 
and turn to crime themselves. 

 
8. The costs of the “War on Drugs” 

 
The costs of enforcing the drugs laws are substantial: 

 
8.1. The costs to the Criminal Justice System amount to many billions per annum.7 

 
8.2. A great deal of effort is put into planning and prosecuting investigations into dealing 

at all levels, including undercover operations, surveillance and other covert tactics. 

Personal examples include:  

a) a planned raid on a pub garden in Hampstead that resulted in the arrest of 15 black 
men and youths for dealing in cannabis (with attendant allegations of racism),  
 

b) a 10-week surveillance operation in Westminster that resulted in over 20 street dealers 
being imprisoned,  
 

c) the arrest of more than 100 street dealers in Peterborough8 (against my better 
judgement-and thereby hangs a tale of Home Office interference) and 
 

                                                            
6 http://news.bbc.co.uk/1/hi/england/suffolk/7256402.stm 
7The economic and social costs of Class A drug use in England and Wales, 2003/04. Home Office Online Report 
16/06. http://www.tdpf.org.uk/MediaNews_FactResearchGuide_SocialAndEconomicCosts.htm 
8 http://www.guardian.co.uk/society/2002/sep/29/drugsandalcohol.drugs 
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d) an operation lasting more than a year in Cambridgeshire that eventually resulted in the 
convictions for drug dealing of several family members.   

None of these operations had any long-term impact on drug supply and consumption.9 

8.3. Examining seized substances at forensic science laboratories. 
 

8.4. Imprisoning or in other ways punishing offenders. 
 

8.5. Despite the huge effort put into investigating large-scale drug trafficking operations 
convictions are hard to achieve and the overall success rate in preventing supply or 
deterring new entrants into drug crime is minimal.  
 

8.6. Police officers, and others, are at physical risk when enforcing the drugs laws. 
 

8.7. Opportunity costs lost to policing other crimes are substantial.  This is a growing issue 
as the funds available to support policing are decreasing and the pressure on pursuing 
efficient activities increasing.  
 

8.8. Despite financial constraints and the supposed discipline of accounting for 
government expenditure I was never asked to justify the cost effectiveness of drug 
law enforcement activity.  As far as I am aware not only has this not happened, it is 
actively opposed.10  This stance is directly opposed to evidence-based policy making. 

 
8.9. The law has fallen into disrepute for many people who realise how much of a failure it 

has been.  
 

9. Concluding thoughts 
 
9.1. Everybody agrees that we should be reducing harmful drug consumption, reducing the 

power and profits of serious and organised criminality and increasing safety and 
security for all citizens, wherever they live.  We also agree that we should be offering 
honest, effective education and guidance to our children, protecting them from the 
temptations and harms of drug abuse. 
 

9.2. In the current financial climate we must also be even more aware how we spend our 
money, ensuring that we get the very best returns for every penny spent. 

 
9.3. However, it is the criminals, not us, who are in charge of the supply, variety, quality 

and quantity of drugs, causing untold damage.  I firmly believe that the evidence 
points to an urgent need to change our approach. 

                                                            
9 http://www.peterborough.gov.uk/safer_peterborough/news/2011/operation_a_success_as_more.aspx 
 
10 http://transform‐drugs.blogspot.com/2010/01/gordon‐brown‐responds‐to‐transforms.html 
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10. Recommendations 

 
10.1. Declare an immediate amnesty by means of de facto decriminalisation for possession 

of all drugs for personal use, pending legal changes. 
 

10.2. Consider deploying cheaper and quicker police tactics to disrupt drug dealing that 
causes public harm. 
 

10.3. Focus more resources on tackling serious and organised criminality. 
 

10.4. Do not regard abstinence as the only measure of success; managing addiction can 
bring huge benefits, including in the longer term. 
 

10.5. Offer what is necessary to those who need it (including heroin prescribing) to stop 
them resorting to harmful activities to support their addiction.  
 

10.6. Overhaul education about drug taking (of all types) so that it is based on properly 
evaluated methods.  The work of Timothy Wilson, Professor of Psychology at the 
University of Virginia, challenges current practices and proposes evidence-based 
successful approaches.11 

 
10.7. Conduct a comprehensive inquiry into UK drug policy to consider implementing 

proper control and regulation of drugs by the government. 
 

January 2012 

                                                            
11 Redirect: The Surprising New Science of Psychological Change, Timothy D. Wilson, ISBN: 978‐1‐846‐14229‐1 
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Written Evidence submitted by Abby Hughes [DP071] 

 

1 - Introduction 

I am a 23-year-old female, residing in Birmingham, currently employed as an Assistant 
Directorate Manager for General Surgery within one of the largest NHS Trusts in the country, 
and I enjoy partaking in the consumption of Cannabis on an almost daily basis. I do not feel 
that my use of cannabis affects either my home or working life in any negative way. I am still 
able to wake up in the morning and go about my daily routine, however when I get home from 
work after a stressful day of dealing with constant drama, I like to relax and unwind by using 
marijuana. I find it keeps my stress levels down, I remain level headed and since taking 
cannabis, I have found that it helps prevent bronchial stenosis, which is brought on by my 
life-long allergy asthma. I cannot believe that the UK Drug Policy, particularly in this day and 
age, has not previously been thoroughly reviewed and alternative ideas looked at. 

 

2 – Brief Concerns 

Apologies that this is not as informative as I’d have liked it to have been – I do not have much 
time available. 

As I have found with my allergy asthma, cannabis can help medicate people who are unwell. 
The findings are still being unveiled and with more support put into financing these medicinal 
findings, rather than the money being blown away by ridiculous raids every 5 minutes on 
people just trying to produce enough cannabis to help themselves, people could really be 
helped a lot more. 

I am also concerned that the government allows the sale and consumption of alcohol, but does 
not condone cannabis. I should not need to go in to detail regarding the comparison of both 
substances, as whomever this submission reaches will be well and truly aware, however I 
appreciate that this piece is to be used as written evidence. Therefore, I will go as far as 
saying that alcohol causes a lot more social harm than cannabis, however it is not controlled 
under the Misuse of Drugs Act 1971. Yes, some people may experience bad side effects of 
cannabis, however I do not, in the same way that I do not become an obscene drunkard, 
ending up becoming violent and wasting police time at the weekend, or attempting to become 
superman as within the advertising campaigns trying to promote safer drinking. Can we not 
legalise cannabis and promote safer use? 

 

3- CLEAR, Cannabis Law Reform - UK 

I am a member of CLEAR and agree with the aims and objectives set out by the Party as 
follows: 

1. To end the prohibition of cannabis. 

Prohibition is a big, dumb, and very expensive failure.  It is brutal.  It puts prejudice before 
people.  The “war on drugs” is responsible for more death, destruction and despair than 
any other war.  History has shown that prohibition creates far more problems than it 
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solves.   In the 21st century we should expect far better solutions from our policy makers 
and governments. 

2. To promote as a matter of urgency and compassion the prescription of medicinal 
cannabis by doctors. 

No reasonable human being can deny another relief from pain, suffering or disability.  
There is no rational argument against permitting access to medicinal cannabis for those 
who need it.  The fact that the British government and the deeply rooted bureaucracy of the 
Home Office stand in the way is a deep and lasting shame on our nation. 

3. To introduce a system of regulation for the production and supply of cannabis based on 
facts and evidence. 

Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis 
tax and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum.  That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence and experts agree that a 
responsibly regulated system would also reduce all health and social harms. 

4. To encourage the production and use of industrial hemp. 

The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp.  Although the industrial strains of the 
plant have no psychoactive potential, the absurd level of control has effectively destroyed 
its value as an agricultural crop.  With that we have lost the most efficient producer of 
biomass in the natural world, the strongest natural fibre, a better fabric than cotton, a better 
paper than wood and one of the most ecologically important activities on the planet. 
 

5. To educate and inform about the uses and benefits of cannabis. 

Prejudice is based on ignorance.  In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
1930s and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil.  The truth about cannabis is clear and we have to spread the 
truth in the face of ignorance and lies. 

4 - Summary 

I urge you please, to take a step back and look at the embarrassment already suffered from the 
current UK Drugs Policy. Really, is it worth throwing another £6billion into organised crime? 
Look at other countries within Europe making positive changes – don’t be left behind. 
Cannabis could be a wonderful thing for so many people if they were given the option to 
utilise it, but currently people are unable to explore the help or pleasure that this natural plant 
could bring them if legalised. 

I hope you are able to come to a sensible and worthwhile decision regarding the control of 
cannabis. 

January 2012 
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Written evidence submitted by J.M. Moore, University of the West of England [DP072] 
 
Executive Summary  

• Current UK drug policy operates firmly with the paradigm of prohibition 
• Prohibition is a policy choice 
• Drugs are harmful. This applies both to substances which are currently prohibited and 

substances which are available from supermarkets 
• The policy of prohibition generates considerably more social harm than the substances 

prohibited. 
• The substances which cause the most harm, alcohol and tobacco, are not prohibited and 

subject to different regulatory regimes 
• The regulatory regime currently adopted in respect of tobacco has had considerable success 

in reducing the harm caused by that drug in recent years. 
• The regulatory regime currently adopted in respect of alcohol, largely characterised by 

deregulation, and has resulted in a considerable increase in the harm caused by that drug. 
• The regulatory regime for substances prohibited under the Misuse of Drug Act 1971 has 

failed. 
• Drug policy for all substances should be subject to a single regulatory regime operating 

within the paradigm of public health and designed to minimise harm whilst respecting 
individuals’ rights to partake in risky activities. 

• The regulation of individual substances within this regime should be based on a scientific 
assessment of the risk of harm they present and include controls on the substances (e.g. 
strength); supplier (e.g. supply restricted to licensed premises) and consumer (e.g. minimum 
age) 
 

1.0 First do no harm 
 
1.1 The minimum that can be expected of any policy is that it does not make matters worse. The 

consumption of drugs carries risks of harm to both the individual consumer and society. It is 
a legitimate aspiration for Government to mange that risk and to take steps to minimise the 
harm caused by drugs. However when considering the harms caused by drugs the Select 
Committee need to look at those caused by government policy alongside those generated by 
the behaviour of individual consumers, producers and suppliers of currently illegal and legal 
drugs.  If drug policy is increasing drug harms then the urgent priority must be to change 
policy.  

 
2.0 The Misuse of Drugs Act (1971) and Harm 
 
2.1 The Prohibition of certain classes of drugs is a policy decision. The core piece of legislation 

underpinning this policy is the Misuse of Drugs Act 1971 (MDA) which seeks to control 
specific drugs through criminal justice interventions based on the scientific classification of 
their harms. Although harm appears to be an established component of this regime this is an 
illusion than needs exposing. This has been highlighted by the work of David Nutt, an 
eminent scientist and former chair of the scientific committee, established by the MDA, to 
advise the Home Secretary on drug policy. 

 
2.2 Nutt raises ‘the critical question of why society tolerates –indeed encourages – certain forms 

of potentially harmful behaviour but not others’, highlighting the comparative risks of 
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ecstasy and alcohol, ecstasy and horse riding and the relative harms of legal and illegal 
drugs.1  In figure 1 below Nutt compares the relative harms of the two E drugs, ethanol, 
better known as alcohol, and ecstasy and his figures make clear that the harms caused by 
alcohol are dramatically greater than ecstasy.  

 
Figure 1 (Source: Nutt, D.J. (2006) ‘A tale of two Es’  pp. 315-317 in Journal of 
Psychopharmacology No. 20, Vol. 3. P.:316) 

 
 
2.3 In fact what is clear from this is how much harm alcohol causes; twenty two thousand 

premature deaths, one thousand five hundred road traffic deaths and over 10,000 cases of 
interpersonal violence per annum, and how little harm is caused by ecstasy. Yet ecstasy 
remains classified as a class A drug under the MDA. 

 
2.4 In an interesting analysis Nutt et al attempted to incorporate both legal and illegal drugs in a 

single hierarchy of harm. The results, published in the Lancet and shown in figure 2 below, 
clearly demonstrate the lack of any clear correlation between a drug’s harm and it’s 
classification under the MDA. Methodologically this study is not unproblematic and remains 
trapped in the paradigm of prohibition.  For example, considering the most harmful drug, 
heroin, it fails to separate those harms intrinsic to it as a chemical substance and those harms 
that are generated by its legal status. Hopefully, this exercise will be repeated with the harms 
directly attributable to prohibition disaggregated. This would show that illegal street heroin 
has a significantly higher level of risk of harm than prescribed heroin?   

 
Figure 2 (Source Nutt, D.J., King, L.A., Saulsbury, W. & Blakemore, C (2007) ‘Developing 
a rational scale for assessing the risks of drugs of potential misuse’. Pp. 1047–1053 in the 
Lancet Vol. 369. p. 1050) 

                                                 
1 (Nutt, D.J. (2009) ‘Equasy: An overlooked addiction with implications for the current debate on drug harms’ 
pp 3-5 in Journal of Psychopharmacolgy Vol. 23. No. 3. p.4; Nutt, D.J. (2006) ‘A tale of two Es’  pp. 315-317 
in Journal of Psychopharmacology No. 20, Vol. 3. Nutt, D.J., King, L.A., Saulsbury, W. & Blakemore, C 
(2007) ‘Developing a rational scale for assessing the risks of drugs of potential misuse’. Pp. 1047–1053 in 
the Lancet Vol. 369.) 
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2.5 The relationship between the prohibition of a substance and the harms caused are complex.2 

Prohibition removes the opportunity for any quality controls, it has led to moral panics, 
misinformation and has potentially impacted on levels of consumption. Lack of quality 
control means the consumer has no reliable information about ingredients and this lack of 
regulation leaves the control of the exact composition of the product retailed, and the health 
and welfare of consumers, in the hands of organised crime. Illegality therefore certainly 
increases the risk of harms associated with the use of prohibited substances but does it deter 
use, thereby reducing the risk as well? 

 
2.6 The Number Ten Strategy Unit, whose confidential report on drug policy to the cabinet in 

2003 was leaked to the Guardian, concluded that ‘attempts to intervene have not resulted in 
sustainable disruption to the market at any level.’3 Figure 3 below is reproduced directly 
from the Number 10 Strategy Unit’s report to the Cabinet.  

 
2.7 It demonstrates how use of Heroin has increased steadily since the introduction of MDA. 

This conclusion was backed up by the UK Drug Policy Commission whose research 
concluded that ‘seizures and enforcement efforts have had little adverse effect on the 
availability, purity and price of illicit drugs in the UK ‘ and that ‘since 2000, average street 

                                                 
2 For an exploration of the disaggregation of drug harms and drug policy harms see Rolles, S. (2009) A 
Comparison of the Cost-effectiveness of Prohibition and Regulation of Drugs, Bristol, Transform Drug Policy 
Foundation 
3 SU Drugs Project (2003) Phase 1 Report: Understanding the Issues Leaked to Guardian and available at: 
http://image.guardian.co.uk/sys-files/Guardian/documents/2005/07/05/Report.pdf 
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prices in the UK have fallen consistently for heroin, cocaine, ecstasy and cannabis.’4  Illegal 
drugs are today widely available, at historically low prices, suggesting that prohibition has 
neither reduced supply nor demand, both of which have actually grown dramatically over 
the last forty years. Whatever their ambitions it is clear that the MDA and the prohibitionist 
paradigm in which it operates have not reduced harm by controlling use.   

 
Figure 3 (Source: SU Drugs Project (2003) Phase 1 Report: Understanding the Issues p. 38) 
The lighter columns are addicts notified to the Home Office, and the darker columns from 
1997 when the HO notification system was shelved, are numbers in treatment. 

 
 
3.0 Prohibition – A failure to regulate 
 
3.1 If we look at other aspects of prohibition we see the generation of significant violence and 

harms.  The MDA makes all consumers criminals. A third of the population admits drug use 
in the British Crime Survey.5 Of course all these people are not subjected to criminal justice 
intervention, the system simply couldn’t cope, but all of them are liable to arrest, a criminal 
record and imprisonment. Events that could have a dramatic bearing on their lives. Jobs and 
homes are lost regularly by consumers who come into contact with the criminal justice 
system. These harms fall disproportionally on minority ethnic communities and working 
class people. The inequality generated by the selective enforcement of drug prohibition in 
Britain urgently requires detailed research. The Home Office was required to carry out an 
Equality Impact Assessment on their new drugs strategy in 2007. In response to the question: 
‘Could the aims of the policy be in conflict with equal opportunity, elimination of 

                                                 
4 McSweeney, T., Turnbull, P.J. & Hough, M. (2008) Tackling Drug Markets and Distribution Networks in the 
UK: A review of the recent literature London, UK Drug Policy Commission pp. 48, 40 
5 Hoare, J and Flately, J Drug Use Declared: Findings from the 2007/08 British Crime Survey England and 
Wales London, Home Office p.5 
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discrimination, promotion of good relations?’ the Home Office replied ‘NO’.6  
 
3.2 The prohibition of some substances does not just impact on crime by criminalising their 

consumers. It has much wider impacts both within the UK and internationally and generates 
dramatic levels of harm. Central to this generation of crime and violence is prohibition itself, 
which in terms of policy, places the entire market, production, distribution, wholesale and 
retail, into the hands of organised crime. The illegal drug market is a state sponsored, tax 
free monopoly for criminals. The consequences of this are dramatic; however because of 
limited space I will restrict myself to a few examples 

 
3.2.1 Generation of acquisitive crime  

Figure 4 below shows the cost of drug use for a heavy user in 2003. Having a Cocaine or 
heroin habit is expensive, raising £300, £400 or even £500 a week is impossible for most 
people through legal means. They resort to crime.  
 
Figure 4 (Source: SU Drugs Project (2003) Phase 1 Report: Understanding the Issues p.12) 

 
 
The Strategy Unit estimated that 56% of the total number of crimes; some thirty six million 
crimes, are ‘drug-motivated crimes’ committed by drug users. This is illustrated in Figure 5, 
again copied from the Strategy unit report to the cabinet. 
 
Figure 5 (Source: SU Drugs Project (2003) Phase 1 Report: Understanding the Issues p.22) 

                                                 
6 Home Office (2008) Drug Strategy Equality Impact Assessment 
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Home Office Research has estimated that drug-motivated crime in total costs victims just 
under ten billion pounds per year and the economic costs to the community of the average 
‘problematic drug user’ is in excess of £44,000.7 The government’s own analysis finds that 
over half of all crime and victimisation are linked to behaviours generated by the economics 
of this market - which the government chooses not to regulate.   

 
3.2.2 Prostitution of drug users 

For many women and girls and a few men and boys, fundraising is achieved not through 
acquisitive crime but by prostituting themselves. Research carried out for the Home Office 
has shown that the drug and sex markets are intrinsically linked.8 The same factors detailed 
above for acquisitive crime drive adults and children into prostitution. The Home Office’s 
Equality Impact Assessment makes no mention of the contribution of drugs policy in 
generating supply within prostitution nor does it acknowledge the gendered status of 
prostitution.9 

 
3.2.3 Generation of Violence  

Drug markets operate outside the law and have no recourse to legal procedure to resolve 
disputes. Drug dealers use violence to collect debts, they use violence to resolve disputes 
between themselves and they use violence to resist law enforcement efforts. Prohibition 
makes violence a cost effective business strategy. Prohibition introduces guns and knives on 
to our streets as routine business tools. Criminal justice responses generate perverse 
outcomes. As Sanho Tree has argued, law enforcement operates as a Darwinian natural 
selector removing less ruthless and less violent market participants.10 Over time law 

                                                 
7 Gordon, L,. Tinsley, L, Godfrey, C and Parrott, S (2008) ‘The economic and social cost of Class A drug use 
in England and Wales, 2003/4’ pp. 41-45 in Singleton, N., Murray, R. and Tinsley, L. Measuring different 
aspects of problem drug use: methodological developments (2nd Edition)  London, Home Office pp. 44, 41 
8 Hunter, G. and May, T (2004) Solutions and Strategies: Drug Problems and Street Markets, London, Home 
Office 
9 Home Office (2008) Drug Strategy Equality Impact Assessment 
10 Tree, S. (2007) What Darwin teaches us about the drug war (online at 
http://www.commondreams.org/archive/2007/12/27/6018) 
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enforcement has driven out the non violent hippys like Howard Marks and replaced them 
with brutal, callous and vicious gangsters.11 The violence of the market raises prices; 
Caulkins & Reuter estimate that 33 per cent of the retail price of cocaine is paid to 
compensate dealers for their risk of death or injury.12 This in turn increases the fundraising 
requirements of problematic users, thus increasing crime and its associated victimisation.   

 
3.2.4 Destabilisation of producer and transit countries 

As well as generating considerable levels of violence in consumer countries like the UK the 
drug business has a far more dramatic impact on producer and transit nations. In Latin 
America, the Caribbean, Africa and Asia nations have been destabilised as a direct 
consequence of the so called war on drugs.   

 
4. So we legalise? 
 
4.1 Given the scale of the harms generated by a policy of prohibition the obvious solution is to 

legalise the substances covered by the MDA.  Whilst such a move would have immediate 
benefits it could also have significant costs. However what abandoning prohibition does do 
is open up the opportunity for Government to regulate the production, distribution and 
retailing of these substances rather than leaving them in the hands of organised crime.  

 
4.2 Government has a mixed record in its performance regulating drugs not prohibited under the 

MDA.  Recent alcohol policy with its emphasis on deregulation provides an example of 
Government policy contributing to increasing harms.  Whilst prohibition would, based on 
the American failed experiment, result in greater harm, effective regulation could 
significantly reduce harm.  Indeed an examination of the alcohol policy followed by the 
British Government during the prohibition era would provide an excellent case study in how 
to reduce drug harms. 

 
4.3 The current public health based policy on tobacco provides a much more positive example 

of how effective Government control and regulation can contribute to a significant reduction 
in the harms caused by a drug. This could be adopted as a model for future drug policy for 
regulating both alcohol and substances covered by the MDA. 

 
5. How can we control and regulate drugs? 
 
5.1 The current policy of prohibition in many ways represents a failure of imagination. By 

rejecting this paradigm and moving towards a public health based approach a range of 
possible interventions become available to Government to manage the risk of harm.  The 
level and form of regulation for specific drugs would need to be informed by scientific 
assessment of the risk of harm of the substance. These could include controls over the 
products on the market, such as the strength, form and packaging; controls over the retailing, 
such as controls on marketing, opening hours and the number and location of outlets; and 
controls over consumers such as minimum ages, consumption on premises and potentially 
registration. A detailed and comprehensive account of the menu of policies available to 

                                                 
11 Marks, H. (1996) Mr Nice London, Secker and Warburg; Glenny, M (2008) McMafia: Seriously Organised 
Crime London Vintage Books 
12 Caulkins, J.P. & Reuter, P. (1998) ‚What price data tell us about drug markets’. pp. 593-613 in Journal of 
Drug Issues No. 28, Vol.3 
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Government’s in effectively regulating and controlling drugs, After the War on Drugs: 
Blueprint for Regulation, has been produced by Transform Drug Policy Foundation and is 
worthy of detailed consideration by the Committee.13 

 
6. Conclusion 
 
6.1 Legal and illegal drugs contribute to a range of social harms. In exploring these harms we 

need to differentiate between those which are consequences of the substances and those 
which are generated by policy. We can not completely remove the harms of drugs; but an 
effective drug policy, covering both currently legal and illegal drugs can minimise the harms 
these substances cause. Such a policy must involve government taking responsibility for 
regulation of the markets for these substances. This would include intervention on pricing as 
well as allowing a range of controls, as set out above.   

 
 
 
                                                 
13 Rolles, S (2009) After the War on Drugs: Blueprint for Regulation, Bristol, Transform Drug Policy 
Foundation 
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Written Evidence submitted by International Drug Policy Consortium [DP073] 
 
IDPC greatly welcomes the decision of the Committee to look at this subject. Governments and 
analysts worldwide are all aware of the limited impact of current government action on the control 
and management of psychoactive drugs, and the need to find a more effective and humane mix of 
policies and programmes. However, due to the complexity and political sensitivity of the subject 
matter, governments are tending to avoid the close analysis of policy options, leading to a certain 
inertia. If current policies were successful, this would be less of a problem, but there is an urgent 
need to bring an end to the unjust and ineffective aspects of state activity, and to expand and 
improve the implementation of proven interventions. Independent commentators such as the HASC 
have the opportunity to stimulate policy improvements that would not otherwise be prioritised by 
the government. 
 
You will be receiving a wealth of detailed responses on areas of potential reform such as the 
framing of drug laws, police enforcement strategies, sentencing practices, prison management, drug 
prevention, treatment, and harm reduction. IDPC has produced policy advice on all of these issues – 
all of our materials are available on our website: www.idpc.net (we particularly draw your attention 
to our comprehensive Drug Policy Guide, which is currently being updated and will be reissued 
during the period of your inquiry). This submission, however, will concentrate on the high level 
political challenge facing the UK Government (and indeed, all Western democratic governments) – 
to openly acknowledge that the historic attempts to eradicate or significantly reduce the scale of 
illegal drug markets can never succeed, and that the responsible role of governments is to manage 
these markets in a way that minimises the associated health and social harms. 
 
We make this proposal not from some sense of defeatism, or from being casual about the harms that 
can arise from drug use and drug markets. But the clear conclusion from 50 years of experience is 
that the two main hypotheses behind punishment based drug policies have been disproved: 
 

• That state authorities could – through determined use of intelligence, diplomatic, military, 
customs and law enforcement resources – choke off the production, distribution and retail 
sale of all psychoactive substances deemed inappropriate for non-medical uses. The reality 
of 21st century drug markets is that they are so diverse – in terms of the range of substances 
available for use, the methods and locations of production, and the routes and mechanisms 
for distribution – and the profits to be made so attractive, that the best possible supply 
reduction outcomes involve the containment of the scale of the market, or the disruption of 
small areas of the market. 
 

• That the attempt to deter potential users from becoming involved in drug markets through 
strong laws, widespread arrest, and harsh punishments, has not worked, and has been an 
expensive way of increasing the negative health and social consequences of drug use. 
Governments around the world have put great faith in repressive strategies, but it is now 
clear that, however strong the criminal justice response, it has little impact on overall levels 
of drug use – the US authorities, at the peak of their deterrence based policy in 2007, 
conducted almost 2 million drug law arrests, and imprisoned over half a million users, but 
their drug use prevalence remained amongst the highest in the world.  
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The UK Government has been aware of these realities for some time – research and internal reviews 
have for many years presented this advice to Ministers, most notably with the Prime Minister’s 
strategy unit report in 2002 – and to some extent the implications have been incorporated into 
strategies and programmes. For example, while we still arrest as many people as ever for drug 
possession, very few are imprisoned; national and international law enforcement strategies are more 
focused on achieving specific operational objectives, rather than some abstract idea of stopping the 
entire flow of drugs; and much of the policy and resource attention in recent years has focused on 
the expansion and improvement of health and treatment programmes for drug users. 
 
But these areas of budget setting and operational programming continue to be conducted within the 
straitjacket of government policy and presentation, which still takes a traditional rhetorical approach 
– that government will fight drug markets and use in all its forms, and will protect citizens through 
the prohibition and suppression of these activities. To maintain that approach, the UK Government 
continues to implement ineffective programmes that support that narrative, and resists the 
implementation of crucial activities that acknowledge the continuation of drug markets and use. The 
reality is that we are managing a market that is constantly evolving, but will not significantly 
diminish in scale in the foreseeable future. 
 
So this is our primary recommendation to the Committee – to issue a clear and unequivocal call 
to the Government to be more honest with the electorate about drug policy – that we, as a 
society, cannot eradicate drug markets, so we must be comfortable with finding ways of 
managing them to best protect security, health and social wellbeing. 
 
Key to this change of focus is a shift in the criteria used to judge the success of drug policy, as you 
indicate in your call for evidence. Government and law enforcement spokespeople continue to 
present drug seizures, arrests, and the strengthening of laws and punishments as evidence of 
success, when they know beyond doubt that these ‘process’ achievements have little impact on the 
‘outcomes’ of improved security, health, and social wellbeing. The headline objectives of drug 
policy should therefore be framed under these incomes – for example, reductions in drug related 
crime and the power of drug dealing organisations; the reduction of drug related health problems 
such as HIV, Hepatitis and overdoses; and the successful recovery of those suffering from drug 
dependence. The Government should openly state that these are their drug policy objectives, and 
commit to pursuing policies and programmes that have the best evidence and prospects to achieve 
them. 
 
The HASC should call on the Government to make a clear statement clarifying these objectives, 
and describing what the government is doing to pursue them. As we have mentioned above, much 
of what the government currently does recognises the need to move away from a reliance on 
repression and deterrence, but there are some areas of policy where a truly objective and outcome 
based approach would necessitate significant reforms: 
 

• Drug Laws. The 1971 Misuse of Drugs Act has many clear deficiencies that, in the normal 
process of legislative refinement, would be addressed through technical review and 
amendment. In addition, the diversification of new drugs and markets mean a new approach 
to classification is required. The government needs to approach these challenges 
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responsibly, rather than simply using the Act as a symbol of ‘toughness’ or to ‘send a 
message’. 
 

• Possession Arrests. It is now clear that arresting and punishing drug users do not deter use, 
and has no impact on overall levels of prevalence. This reality has been recognised in recent 
years in the move away from imprisonment as a sanction, but over a hundred thousand users 
are still arrested each year, at great expense and with no social benefit. These arrests are also 
disproportionately targeted at young, poor and ethnic minority users. The Government 
should be brave enough to acknowledge that criminal punishments for possession, where no 
other offence is committed, should be discontinued. 
 

• Law Enforcement Strategies. Traditional drug law enforcement strategies attempt to tackle 
all forms of drug distribution. If we accept that some form of market will continue, law 
enforcement strategists need to objectively analyse markets, and develop tactics that 
undermine the most harmful forms of distribution (i.e. those involving violence or 
community disruption), while tolerating markets that cause none of those problems.  
 

• Harm reduction. We have been very successful in the UK in containing HIV amongst 
injecting drug users, largely through the early and widespread implementation of harm 
reduction strategies. There is now a need to extend these programmes further to tackle the 
worrying rates of overdoses and hepatitis amongst drug users. The Government has, 
however, been resistant to elements of harm reduction that openly accept and work with 
continuing drug use, such as consumption rooms. The symbolism of fighting drugs should 
not be allowed to inhibit the delivery of effective public health services.    
 

• Foreign policy. Despite significant modification and modernisation of our own domestic 
policies and programmes, the UK Government continues to hold a position in international 
debates that resists even the slightest amendment to the international control system (for 
example, the current reasonable request from the Bolivian Government to enter a reservation 
on the coca leaf), through some abstract notion of ‘protecting the integrity of the 
Conventions’. In reality, this 50 year old system is in need of careful modernisation if it is 
going to be fit for purpose for the challenges of the 21st century. Countries like the UK, with 
extensive research evidence and professional experience, should be leading the international 
process of reform and modernisation, rather than pretending that a system designed in very 
different times is somehow immutable. 

 
Most of these proposals do not involve any great structural reform or investment (indeed, they 
would produce a significant saving to the taxpayer), but they do require an amount of political 
bravery, and a willingness to be honest with the electorate. The public is increasingly aware of the 
need for reform, so the political risk of taking a more rational and open approach is decreasing. 
Western governments will all need to adjust and diversify their policies for management of 
psychoactive drug markets and use in the coming years – it is much preferable that these reforms 
are carried out through open and honest debate between policy makers, professionals and the public, 
rather than continuing to muddle through, with policy rhetoric disconnected from reality on the 
ground. 
 
January 2012 
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Written evidence submitted by Reckitt Benckiser [DP 074] 

1.1 Reckitt Benckiser Pharmaceuticals is a UK company with a long-standing heritage in the research, 
development and distribution of safe and effective medicines and support programmes for the 
treatment of patients with opioid dependency. 

1.2 We welcome this inquiry into an area of public policy that absolutely must be founded on up-to-
date and robust evidence, research and careful bipartisan consideration. We shall limit our evidence in 
this submission to a specific issue relating to opioid overdose. 

1.3 Drug-related deaths mainly result from injecting drug use. Treatment, regulation, education, and 
research must all play a role in preventing overdose. However, even once a dangerous dose of opioids 
is consumed, death can still be prevented. 

1.4 Opioid overdoses typically take an extended amount of time to become fatal and are often 
witnessed by others, with evidence suggesting that overdoses occur in the presence of others in 60-
70% of cases. Emergency medical help is frequently not sought (for fear of police involvement), or 
called when it is too late. 

1.5 Naloxone, which is the first line treatment used by paramedics and A&E departments, is a highly 
effective reversal agent for opioid overdose. Since naloxone can be administered intra-muscularly, it 
is a simple intervention for non-medically trained individuals to use. It has no abuse potential and its 
only contraindication is allergic reaction, which is rare. Timely injection of naloxone rapidly reverses 
the respiratory suppression caused by the heroin overdose by blocking the victim’s receptors. 

1.6 There is a growing level of support for wider distribution of naloxone packs targeted to help 
reduce the number of fatalities from opioid overdose. There are also a number of programmes in the 
UK and worldwide to increase access to ‘take-home’ naloxone. 

1.7 Naloxone packs contain a solution of naloxone of varying strengths in the form of pre-filled 
syringes, Mini-jets, or a Uniject device. These are often referred to as Narcan kits and usually contain 
0.4mg of naloxone. These kits contain a syringe and vial and can be injected anywhere on the body. 

1.8 A number of naloxone distribution initiatives are in place across the United Kingdom. The 
Scottish government rolled out a National Naloxone Programme in October 2010, setting aside 
£500,000 over the course of 2 years to fund it. 

1.9 The Welsh Assembly supported the introduction of the use of naloxone in Wales. In 2009 
demonstration sites were developed across Wales to deliver this initiative. By March 2011, 684 
naloxone kits had been distributed with 51 being used to reverse opiate overdose. A total of £55,000 
had been set aside to ensure that naloxone training and kits were available across Wales by December 
2011. 

1.10 In 2009 the NTA initiated and funded 16 pilot programmes at drug treatment services across 
England1, in a scheme that ended in 2010. The NTA report in August 2011 concluded that the project 

                                                      
1 http://www.nta.nhs.uk/uploads/25_6_09_life_saving_kits_to_beg_scheme.pdf 
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“helped save lives”2. Since the end of the pilots, many local services have been able to continue 
providing naloxone3 through Patient Group Directions4. 

1.11 In the US in 2008, there were 52 peer naloxone programs operating legally in 17 US states. 

1.12 In the UK, the N-Alive5 project has received approval from the UK Medical Research Council 
for a randomised pilot trial in UK prisons. Randomly selected individuals with a history of injecting 
heroin will be issued with naloxone packs on release from prison. The aim of the study is to establish 
the number of lives that may be saved with this intervention. 

1.13 We understand that the MHRA is actively and sympathetically considering the granting of a 
license for the use Narcan kits, to be provided on prescription to a greater number of at-risk 
individuals. 

1.14 Changing the prescribing status of naloxone from POM to P would make it, and therefore the 
naloxone packs, more freely available in the UK. This is a decision that would be made by the MHRA 
in consultation with the Home Office and with advice from leading experts in this field. Political 
support for such a decision would clearly also be a pre-requisite. 

January 2012 

 

                                                      
2 http://www.nta.nhs.uk/uploads/25_6_09_life_saving_kits_to_beg_scheme.pdf 
3 http://www.take-homenaloxone.com/proformaBirmingham.htm   
4 http://www.dh.gov.uk/en/Managingyourorganisation/Emergencyplanning/Patientgroupdirec 
tions/index.htm 
5 http://www.iop.kcl.ac.uk/departments/?locator=1114&context=1452 DP 074 
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Written evidence submitted by Tjalling Erkelens [DP 075] 
 

1. Brief introduction of the submitter 
Tjalling Erkelens (1956) is co-owner and CEO of Bedrocan Beheer BV. Since 2003 
Bedrocan BV (subsidiary of Bedrocan Beheer BV, established in 1984 as a 
horticultural company) is licensed and contracted by the Dutch government for the 
production of medicinal cannabis in 4 different varieties to be provided to patients 
upon prescription.  
 
In cooperation with Dutch universities in Wageningen and Leiden Bedrocan BV is 
involved in the scientific development of cannabis as a medicine. Furthermore the 
company recently established a pharmaceutical company under the name Bedromedical 
BV whose main aim is to take herbal cannabis through the drug approval process.  
 
If the Committee has more questions for us, I’ll be glad to provide more information 
upon your request. Our scientific staff, Mrs Lisette Wijnkoop (pharmacist, head of 
processing) and dr. Arno Hazekamp (PhD, head of Research & Development) will be 
able to submit more detailed technical information upon your request. 
 

2. Executive Summary 
a. Over the last decade the amount of scientific evidence of the efficacy of cannabis as a 

medicine to fight symptoms of certain debilitating diseases has increased very 
significantly.  

b. More and more European countries have decided to legalise and regulate the use of 
cannabis as medicine. 

c. In The Netherlands the biggest Health Insurance company, Achmea, lately decided to 
reimburse the full cost of prescription cannabis for clients suffering from diseases for 
which the use of cannabis is recommended by the Dutch government.  

d. Cannabis of standardised pharmaceutical quality has been available for export through 
the Dutch government since 2003. Germany, Italy and Finland are using this source to 
provide medicinal cannabis to their patients. 

e. Illegal producers and traders of cannabis often use medical reasons to justify their 
actions, thus blurring the emerging scientific evidence that cannabis is a good 
alternative to combat certain symptoms like pain and spasms in debilitating diseases 
like Multiples Scleroses, Cancer, Tourette Syndrome, HIV/Aids and Glaucoma. 

f. A clear separation between the medicinal use of cannabis and other use will contribute 
to an improvement of health and/or quality of life for certain groups of patients in the 
UK and would be cost effectiveness to the legal system with regard to prosecution of 
illegal production and sales of cannabis. 
 

3. Preamble 
This document will focus on the effects of the UK’s policy to not allow the use of 
cannabis as a means to treat certain conditions and symptoms of serious diseases. 
More specifically I will focus on two of the considerations in the Home Affairs Select 
Committee’s Call for written evidence:  
 

• The extent to which public health considerations should play a leading role in 
developing drugs policy. 

• The comparative harm end-cost of Legal and illegal drugs. 
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Although certain extracts and pure compounds of the plant species Cannabis Sativa L. 
are allowed for medicinal use in the UK, there is still a very strong demand amongst 
patients for standardised herbal material from this plant species, as they claim that 
derived or synthesised compounds are less, or even, not effective compared to herbal 
cannabis. This demand is not just confined to the UK, but occurs worldwide. 1 
 

4. The drug-substance: Cannabis Flos (dried female flowers of the species Cannabis 
Sativa L.) 
Cannabis Sativa L. is just a single plant species of which many varieties are known. 
Originally there were two main (feno) types of cannabis, named Sativa and Indica. 
The main differences between these two types is found in their appearance (resp. tall, 
open structured plants, narrow leaves and short bushy plants, broad leaves). More 
differentiation is found in the chemical structure of these cannabis varieties. The 
cannabis plant contains over 100 known unique compounds that are known as 
cannabinoids. Many of these cannabinoids have been identified over the last decade. 
The most important ones are Tetrahydrocannabinol (THC), Cannabidiol (CBD) and 
Cannabinol (CBN) a degradation product of THC. THC is the substance that is known 
for its psychotropic effect, for which it has become the most popular recreational drug 
worldwide. However, cannabinoids are found in the plant material in an acidic form 
that changes only after heating these substances. Some terpenes that are found in 
cannabis, such as Myrcene and Beta Caryophyllene are quite often generally available 
in other plant species too and are also known for some of their therapeutic effects such 
as relaxing (Myrcene) and anti-inflammatory (Beta Caryophyllene).2  
 
The constituents mentioned above are most abundant in the female flowers of the plant 
species, making these flower-buds (cannabis flos) the most wanted part of the plant for 
both recreational and medicinal use.  
 

5. Administration of the drug-substance 
Cannabis flos (constituents) can be administered via inhalation and/or by digestion. 
The most popular way is via inhalation because of the quick onset of effects (only a 
few minutes). The digestive way takes more time (approx. 1 – 1,5 hours) to become 
effective. In both cases the substance needs to be heated up to a temperature of at least 
200 degrees C. to change the less effective acidic cannabinoids into the regular 
cannabinoids (decarboxylation) . This is the main reason why smoking cannabis has 
become the most popular way of using the substance. However, exactly the same 
effect can be achieved by vaporizing (using a vaporizer) the volatile compounds of the 
plant matter instead of combusting the substance. 3 
 

6. Current legal use of cannabis as medicine worldwide. 
Using cannabis as a medicine, in full compliance with the UN Single Convention on 
Narcotic Drugs of 1961, is now officially allowed in 6 countries:  

• Canada 
• The Netherlands 
• Germany 

                                                            
1 IACM survey among almost 1000 patients World wide http://www.cannabis‐
med.org/meeting/Bonn2011/abstractbook.pdf page 42 
2 Beta-caryophyllene is a dietary cannabinoid http://www.pnas.org/content/105/26/9099.short 
3 D I Abrams, Vaporization as a smokeless cannabis delivery system: a pilot study  Clinical Pharmacology & 
Therapeutics (2007) http://www.nature.com/clpt/journal/v82/n5/abs/6100200a.html 
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• Italy 
• Finland 
• Israel 

Three of these countries (Canada, The Netherlands and Israel) also allow production 
of cannabis to be sold to patients under very strict requirements. Germany, Italy and 
Finland import cannabis from The Netherlands through the Dutch Office of Medicinal 
Cannabis (an official government agency as defined by the UN treaties). In these 
countries cannabis is prescribed for patients by a doctor, on prescription through the 
regular pharmaceutical system.  
 
Although until recently, medicinal cannabis was not reimbursed on a regular basis in 
The Netherlands, an increase in the annual number of prescriptions has been noted 
since 2006. 4Doctors in The Netherlands are free to prescribe cannabis for any 
condition, however the Office of Medicinal Cannabis specifically recommends use of 
the drug for patients suffering from Multiple Scleroses (spasms and pain), HIV/Aids 
(wasting syndrome), Tourette syndrome (tics and spasms), Cancer (nausea and 
vomiting related to chemotherapy and pain), Glaucoma (lowering eyeball pressure)and 
Neuropathic pain. 5 
Since January 1st 2012 the biggest Dutch Health insurance company, Achmea (4.7 
million clients, 29 % market share), has started to reimburse medicinal cannabis for 
100 % of all their clients that have a prescription from their doctor to fight symptoms 
of one of the diseases for which the use of cannabis is recommended by the Dutch 
government. 
 
In Canada patients have to obtain a license from the government on the basis of a so-
called “recommendation” from a doctor, to either grow cannabis for themselves or 
obtain it from the government.  
 
In Israel people have access to medicinal cannabis the same way as in Canada, 
however the government is not producing or providing cannabis (products) to patients. 
This is done by a number of government licensed growers.  
 
The Swiss government has allowed the use of cannabis and cannabis derived products 
as medicine since July 1 2011.  
 
The government of the Czech Republic is preparing a change of law that will allow the 
use of cannabis as medicine under strict conditions in the near future. 6 
 

7. Regulatory and pharmaceutical compliance  
The main reasons to not legalise cannabis for medicinal purposes are often found in 
regulatory and pharmaceutical hurdles. Leakage to illicit markets, lack of standardised 
cannabis and lack of scientific proof are often mentioned in this regard. However lack 
of scientific proof of efficacy of natural cannabinoids is no longer a valid argument 
since the cannabis extract Sativex (GW Pharmaceuticals) has become a registered 
medicine in the UK and other European countries as well as in Canada. Beyond that, 

                                                            
4 Stichting Farmaceutische Kengetallen  http://www.sfk.nl/publicaties/farmacie_in_cijfers/2011/2011‐20.html 
(only available in Dutch) 
5 www.cannabisbureau.nl/en 
6 http://www.vlada.cz/assets/ppov/protidrogova‐politika/Press_release_medical_cannabis‐in‐
CR_08122011.pdf 
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the number of positive clinical studies with cannabis and cannabinoids has increased 
rapidly over the last decade.7 8 
In The Netherlands our company (Bedrocan BV) has been producing cannabis flos for 
the Dutch government since 2003. We now produce four standardised varieties which 
are made available to patients on a doctor’s prescription through pharmacies. These 
varieties are all standardised for their content of THC, CBD, CBN and moisture. Since 
last year we have also been able to detect and quantify the terpene content of 
cannabis.9 Within a few years our varieties will also be standardised for the most 
abundant terpenes in each variety. During the 9 years that cannabis has been legally 
available as medicine in The Netherlands, not a single case of abuse by patients has 
been reported.  
 

8. Hiding behind patients 
Discussions about regulation and/or legalisation of cannabis are nowadays seriously 
polluted by confusing medicinal and so-called recreational use. This basically started 
in the United States in the mid nineties, when the state of California legalised use and 
growth of cannabis for medicinal purposes. The state of California failed to embed 
cannabis into the regular medical and pharmaceutical system at the time. This 
triggered the rise of a newly created system of home growers and cannabis outlets, 
organised by non-professionals that claimed to be professional, supported by a group 
of medical doctors that were only interested in earning money by selling so-called 
recommendations to people that were looking for access to cannabis (with or without 
medical reasons).  
This system started to spread around the world from the beginning of the 21st century. 
Many illicit growers and traders did see (and still do) the medical use of cannabis as a 
mean to earn huge amounts of money, more or less legally. While more scientific data 
was being gathered that supported the efficacy of cannabis, these people started to 
promote cannabis as a panacea, blurring the entire scientific discussion about the 
medical value of cannabis and making governments (understandably) very hesitant 
about allowing this substance in its raw form to become legal. However now scientific 
evidence about the efficacy of cannabis for treatment of certain serious conditions is 
piling up, it is, at the least, very peculiar that many governments, including the U.K.’s, 
still refuse to even touch the subject.  
 

9. Solving problems by clear separation, legalisation and regulation 
Clear separation of medicinal and non-medicinal use of cannabis, by rescheduling and 
regulating cannabis for medicinal purposes, will definitely help to solve urgent matters 
of public health and several legal and emotional problems in this field.  
It is our experience over the last decade that many patients suffering from serious 
diseases only find relief from cannabis and some of them are even willing to go to jail 
for it. Our company has been approached by several patients living in the U.K. with 
requests for access to our products. In several cases they even came to Holland to 
obtain a prescription for medicinal cannabis from a local doctor to see whether it works 
for them. And in a number of cases it does work.  If no legal alternative is available to 
these people, they either turn to the illicit market or start growing cannabis themselves. 

                                                            
7 Journal of Ethnopharmacology 105 (2006) 1–25  http://www.doctordeluca.com/Library/WOD/WPS3‐
MedMj/CannabinoidsMedMetaAnalysis06.pdf 
8 Cannabinoids 2010;5(special issue):1‐21 http://www.cannabis‐med.org/data/pdf/en_2010_01_special.pdf 
9 J.T. Fischedick: Metabolic fingerprinting of< i> Cannabis sativa</i> L., cannabinoids and terpenoids for chemotaxonomic and 
drug standardization purposes http://www.sciencedirect.com/science/article/pii/S003194221000381X 
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However in both cases, the finished product is not controlled in any way, so patients 
basically don’t know what they are getting. Products from the illicit market are often 
contaminated with residues of pesticides and fungicides or other dangerous substances, 
such as led dust or milled glass. This is to get more weight into the product or give it a 
more attractive appearance. These products can have a seriously negative effect on the 
already vulnerable condition of patients. Legalising and regulating the use and 
production of medicinal cannabis will contribute very significantly to the wellbeing of 
many patients who at present depend on the illicit market.  
Regardless of the question whether cannabis should be entirely legal or not, once legal 
and illegal use and production are clearly separated, the legal system will be able to 
operate much more effectively against illicit use and production. Importantly, 
producers will not be able to “hide behind patients” anymore, by stating in court that 
they grow and sell cannabis for medicinal purposes.  
All in all a clear policy aiming for separation between medicinal and recreational use 
will have a positive effect on the financial burden (policing, judiciary, NHS) on the UK 
government that goes along with the current policy of full prohibition of all use of 
cannabis.  
 
January 2012 
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Written evidence submitted by Adfam  [DP 076] 

Adfam is the national umbrella organisation working to improve the quality of life for 
families affected by drug and alcohol use. We do this by working with a network of 
organisations, practitioners and individuals who come into contact with the families, friends 
and carers affected by someone else’s drug or alcohol use. We provide direct support to 
families and practitioners through publications, training, consultancy, prison visitors’ centres 
and signposting to local services, and work extensively with professionals and Government to 
improve and expand the support available to families.  

Throughout this response, the term ‘families’ is used to refer to relatives or close friends 
affected by someone else’s drug use. This includes parents and carers; spouses and partners; 
children and siblings; grandparents; extended family members and close friends with respect 
to those supporting current drug users, recovering users and those that have been bereaved by 
drug use. 

Summary of key points 

• Drug treatment is more likely to be effective, and recovery to be sustained, where 
families, partners and carers are closely involved 

• The inquiry is considering the criteria used by the Government to measure the 
efficacy of drug policies; but as the Drug Strategy does not include a clear framework 
for action and evaluation – particularly in relation to work with families – there may 
be gaps, meaning the strategy will be difficult to evaluate.  

• Increased localism is admirable but may risk inconsistencies in services across local 
boundaries and disinvestment in provision for vulnerable people, especially without 
ringfenced money. 

• Small, community-based organisations such as those supporting families need support 
to adapt to new systems of commissioning, particularly Payment by Results. 

 
Adfam would welcome the opportunity to submit oral evidence to the Committee. 

1. The Drug Strategy 

1.1 Adfam welcomed the recognition of families in the Drug Strategy, including the harmful 
effects of drugs on family life; the effectiveness of family-focused interventions in prevention 
work with young people; the effects of parental substance use on children, and the harms it 
can cause to them; the cost savings of intensive whole-family interventions; the valuable 
‘social capital’ provided by families in the recovery journeys of substance users; and, 
crucially, its statement that ‘treatment is more likely to be effective, and recovery to be 
sustained, where families, partners and carers are closely involved’.  
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1.2 The strategy also says the Government will ‘encourage’ local areas to ‘consider’ support 
for families in their own right; however, this does not mandate any action, does not explain 
what form this ‘encouragement’ will take, and does not mention a framework of evaluation. 
There is a clear risk that without more robust strategic direction and guidance, local areas will 
disinvest in vital services for vulnerable people. It is Adfam’s view that families should not 
be expected to contribute to a relative’s recovery without concurrent support for their own 
needs – they are not simply a source of ‘recovery capital’. For example, the UK Drug Policy 
Commission states that they experience harms amounting to £1.8 billion per year, as well as 
providing £750 million of support for their families1. Support should be available for them 
across the board, and without this their capacity to support other people’s recovery will be 
reduced.  

1.3 With the Government’s move towards greater independence for local areas, the Drug 
Strategy is not expected to be highly prescriptive; there are many positive opportunities for 
communities to design and implement responses to the problems they know best, and it is up 
to them how to allocate resources to the most important and effective initiatives. However, 
the changes the strategy claims it will cause will be difficult to measure effectively without 
some commitment and leadership from central Government.  If local areas are left entirely to 
their own devices, Government must be prepared for the eventuality that they may fail in 
their service provision. In this case, it is families and service users who may suffer.  

1.4 A lack of drive and guidance from Government – including around minimum standards – 
runs the risk of causing confusion, inconsistency and disinvestment as local areas are unsure 
of effective approaches to problems, introduce different ways of working with varying 
results, and do not allocate money to services for substance users and their families at all. 
This is not an argument for centralism, but a recognition that Government is more likely to be 
in possession of the full facts (for example evidence on effective drug education in schools, 
the best ways of involving families in treatment, and the most successful crime reduction 
initiatives at local level), has a role in distributing good practice and learning, and has a clear 
interest in making practice as effective as possible. 

1.5 Budgets are tight and with an increase in local accountability – including the introduction 
of local Police and Crime Commissioners, who will likely be asked what their approach to 
‘the drug problem’ is in the run-up to elections – decision-makers may find themselves hard-
pressed to justify spending public money on unglamorous groups like drug users and their 
families. Without a ringfence for funding, it is vital that the Government plays some 
leadership role in ensuring that local service provision is adequate and follows best practice. 

1.6 The strategy also pledges to reduce demand by providing ‘good quality education and 
advice so that young people and their parents are provided with credible information to 
actively resist substance misuse’. To achieve this goal it is vital that evidence-based 
educational approaches are employed. The Drug Education Forum 
(www.drugeducationforum.co.uk) is a centre of knowledge in this area, so it is unfortunate 
                                                            
1 UKDPC (2009) Supporting the Supporters: families of drug misusers 
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that it will no longer receive Governmental funding after the end of this financial year. The 
drug environment is not a fixed one – see, for example, the emergence of ‘legal highs’ and 
the proliferation of false information, confusion and hearsay around them – so organisations 
with expert knowledge in the drug education arena should have an ongoing role. 

 

2. Payment by Results 

2.1 Payment by Results is a key feature of the Government’s approach to public spending as 
it relates to drugs and recovery. This is of course based on the sound principle that services in 
receipt of public money should be conducting demonstrably effective work. However, the 
introduction of new ways of working  to a sector which is unused to such practice, is largely 
composed of small, independent voluntary sector providers (particularly as far as family 
support is concerned); and works in ‘hard to measure’ results entails a great amount of risk.  

2.2 Where vulnerable families are concerned, improving their health and wellbeing is rarely a 
question of the work of one service: outcomes are secured in partnership between various 
organisations, for example peer support, counselling services and health professionals. So 
with outcomes that are difficult to measure at the best of times, this clouds the picture even 
further. There is a risk that if narrow outcome measures are introduced which relate only to 
individual service users, this will make the system more atomised and centred on the 
individual, rather than looking at the whole context of the family, children and community – 
after all, substance use does not exist in a vacuum and is surrounded by myriad causes and 
consequences involving many other people. 

2.3 The Drug Strategy listed ‘improved relationships with families, partners and friends’ and 
‘the capacity to be an effective and caring parent’ as key outcomes in a recovery-focused 
system of commissioning. However – disappointingly – these were omitted from further 
work on outcome measurement such as the Department of Health’s Final Outcome 
Definitions for the drugs recovery pilots being held in different sites across the country. 
Outcomes in the new drug recovery system should be selected on the basis of how important 
they are, not how easy or difficult they are to measure. 

2.4 Though the strategy itself states that ‘central Government will not seek to prescribe the 
approaches that should be taken in delivering these outcomes but will instead carry out 
research to develop and publish an evidence base as to ‘what works’ in promoting the sharing 
of best practice’, there is again a lack of information on what form this will take and how it 
will be carried forward. 

2.5 The introduction of Payment by Results also presents serious practical difficulties for 
smaller organisations due to a lack of historical data collection with which to demonstrate 
their effectiveness, and a lack of reserves or capital to manage the transition to future 
payment for outcomes instead of advance payment for services. These organisations should 
be supported to implement effective monitoring systems to help demonstrate their 
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effectiveness in more robust ways, and new systems should be introduced gradually so these 
support services can catch up to new ways of working and their expertise is not lost. 

 

3. Transition from the NTA to Public Health England 

3.1 The current public health reforms and the transition of the functions of the National 
Treatment Agency to Public Health England present a number of possible risks, as well as 
some opportunities, regarding support for families affected by drugs and alcohol. 
 
3.2 In terms of basic funding, there is a risk of serious disinvestment through the loss of any 
funds ringfenced for dedicated drug and alcohol treatment or family support. It has been 
suggested that the final budget for public health will stand at around £4bn, £1bn of which will 
come from current drug and alcohol funds; although this £4bn will be ringfenced for public 
health, no ringfence will exist within that for substance use, and the health and wellbeing 
boards that sit within local authorities will be able to use it to meet any of their 
responsibilities for a wide selection of competing demands under the broad banner of public 
health. This greater autonomy at local level could mean that funding is used to address any 
issues deemed to have sufficient local priority and can legitimately be described as a ‘public 
health matter’, with unattractive areas of public health – such as drugs – neglected. There will 
be no legal compunction to provide a complete drug and alcohol treatment system, or to 
provide support for families in particular. 
 
3.3 As well as a potential loss of funding, this lack of ringfence could lead to a lack of focus 
on meeting the needs of those affected by drug or alcohol use in terms of general policy and 
priority. Good work has been done in demonstrating how families contribute to the recovery 
of substance users and how important it is for families to receive support in their own right; 
it’s essential that this is not lost in the broad process of meeting public health outcomes, and 
that ‘drug and alcohol services’ does not simply equate to treatment for individuals without 
the full-family recovery Adfam has long championed. Effective support for the recovery of 
drug or alcohol users and their families is essential in reducing the personal and public harms 
that substance use cause, and in bringing down the costs to the NHS and criminal justice 
system. 
 
3.4 The voices of families often struggle to be heard and every effort must be made to ensure 
that transition does not worsen this situation. Families are experts of their own experience, 
and their input and advice on priority setting in the commissioning process can be invaluable 
in helping to shape services that meet the needs of substance users and their families. A 
platform must exist that allows vulnerable voices to be heard and have a say in setting 
priorities. The creation of HealthWatch represents an excellent opportunity for this to happen, 
and for a plurality of opinion to be nurtured that informs commissioning, with the voice of 
families respected as expert and useful. Adfam encourages any step which increases the 
involvement of families and carers in the commissioning process. Local authorities will have 
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a duty to ensure that their local HealthWatch is functioning correctly, and one of the 
measures used to assess the efficiency of HealthWatch should be its involvement of families.  
 
3.5 Adfam also welcomes the opportunities reform will bring to level the playing field 
between drug and alcohol service provision. Alcohol support has in many regions lagged 
behind drug treatment – ideally the redrawing of priorities should be used to erase this 
discrepancy and improve support for problem drinkers and their families. 
 
 

4. Stigma 

4.1 Many family members describe a sense of stigmatisation from the community, other 
family members and friends when one of their loved ones is using substances. The deep sense 
of shame and stigma that families feel can lead to a reluctance to access services; children 
affected by parental substance use can feel isolated and alone, or be bullied by other children. 
Families can even face prejudiced or judgemental comments whilst they are grieving for a 
loved one who has died through drug and alcohol use. 

4.2 Much of the general public’s information about substance use comes from the media and 
as such, some of their use of language and terms filters into everyday conversation. By using 
terms such as ‘junkie’, ‘crackhead’ or ‘wino’ to describe someone who is using drugs or 
alcohol, the media conveys a very derogatory judgement on that individual and indicates 
these are acceptable terms to describe them. For families who are impacted by drugs and 
alcohol, the use of these terms can be distressing and add to their sense of shame and 
isolation. Every one of those individuals described by news sources is someone’s son or 
daughter who deserves the respect and dignity of any other human being. 

4.3 Drug and alcohol use touches many millions of people across the country and it is likely 
that many of us will know people who are affected; however, it is often stated that substance 
use occurs on the margins of our society and is somehow an indication of family failure or 
collapse. As the UK Drug Policy Commission’s Getting Serious about Stigma survey found, 
almost 1 in 4 respondents agreed with the statement that “Most people would not become 
dependent on drugs if they had good parents”, whereas 1 in 3 respondents agreed that 
“Parents would be foolish to let their children play in the park with the children of someone 
who has a history of drug dependence”2. These judgements can prevent drug and alcohol 
users and their families from seeking support for their problems.  
 
4.4 The Lancet has argued that by ‘overmedicalising’ addiction, there is a risk of increasing 
stigma, encouraging a sense of fatalism and permitting Governments to ignore the social and 
environmental factors that increase the risk of drug dependency3.  Addiction is a complex 
disorder and should be treated with compassion and empathy from professionals and the 

                                                            
2 UKDPC (2010) Getting Serious About Stigma: the problem with stigmatising drug users 
3 The Lancet (editorial), Volume 378, Issue 9793 pp.742 (2011) 
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public alike. Adfam would welcome a review of policy which seeks to reduce the sense of 
shame and stigma experienced by families.  
 
January 2012 
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Written evidence submitted by University of Kent [DP 077] 
 
1. Executive summary 
1.1 In this submission we argue that the current drug policy, based on the 

criminalisation of drug users, is ineffective, wasteful of resources and damaging to 
public well being. 

1.2 We note that countries (e.g. Portugal and the Netherlands) that have moved 
towards depenalised and decriminalised systems for the regulation of illicit drugs 
have not seen the predicted increase in drug-related harms, and that they have 
achieved significant public health benefits. 

1.3 We also note the association between social inequality, welfare support and drug-
related harms. Countries which have lower inequality and higher welfare support 
(e.g. Sweden and the Netherlands) have lower rates of drug use and related harms 
than countries with higher inequality and lower levels of welfare support (e.g. the 
UK and USA). 

1.4 We argue that the effectiveness of the current emphasis on ‘recovery’ is hampered 
by the government’s failure to provide adequate support to the housing and 
employment needs of people who are recovering from drug dependence. 

1.5 We acknowledge the copious evidence on the positive effects of harm reduction 
measures, such as opiate substitution treatment, in reducing illicit drug use and 
crime and in limiting the spread of blood borne viruses, such as HIV and Hepatitis 
B and C. We refute the non-evidenced based claim that these services prolong 
illicit drug use. 

1.6 We recognise the existence of several alternative methods of regulating the 
production, distribution and use of psychoactive substances, some of which have 
been assessed as more cost-effective than current methods. Many of them are 
already in place for the regulation of other psychoactive substances (e.g. alcohol 
and tobacco). 

1.7 However, we also recognise that the evidence base on which to base decisions in 
the field of drug policy is currently under-developed. 

1.8 We acknowledge that some of these alternative methods would contravene 
obligations under existing UN conventions. 

1.9 We therefore recommend: 
1.9.1 Investment in research to enable the generation of better evidence to inform 

the public debate on drug policy. 
1.9.2 Progressive movement through carefully evaluated steps to reduce the 

criminalisation of, firstly, drug possession and, secondly, drug production and 
sale. 

1.9.3 Diplomatic efforts to reform the UN conventions in line with respect for 
human rights and the need to create more effective drug policies. 

1.9.4 Redistribution of resources from private consumption, avoided tax and 
unearned wealth of people at the top of the income distribution towards 
universal welfare services (e.g. housing and disability benefits) and 
specifically targeted services to support recovering drug users into stable 
housing and employment. 
 

2. The submitters 
2.1 This submission is made by members of the Crime, Culture and Control research 
group at the University of Kent. We are based in the University’s School of Social 
Policy, Sociology and Social Research. Collectively, we have significant expertise in 
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the field of drug policy analysis, international drug policies, drug use, drug markets 
and drug trafficking. The individuals involved in the writing of this submission have 
been: 

• Professor Alex Stevens 
• Dr Caroline Chatwin 
• Dr Axel Klein 
• Dr Jennifer Fleetwood. 

 
3. Current drug policy: costs and effects 
3.1. Current British drug policy relies on the criminal law as its principal instrument 

and the criminal justice system as its most expensive component. 
3.2. This is despite the repeated finding that drug use is a public health problem that is 

not amenable to eradication through the criminal law [1-2].  
3.3. Controlling drugs through prohibition is primarily intended to protect public 

health, but it also damages public well-being. Both property crime committed by 
users to pay the artificially inflated price of drugs and the activities of organised 
crime groups involved in drug trafficking and sale are unintended but predictable 
consequences of prohibition [3]. 

3.4. Repeated analyses of British drug policy have shown that it has failed to achieve 
the goal of eradicating, or even significantly reducing, the use of substances 
whose possession is criminalised by the Misuse of Drugs Act 1971 [4-9]. 

3.5. There have been recent reductions in the overall use of drugs (driven by 
reductions in cannabis use) [10] and in the estimated prevalence of problematic 
drug use (opiates and crack) in England and Wales [11]. 

3.6. The fall in cannabis use occurred despite the downward reclassification of 
cannabis to class C from class B and the simultaneous introduction of the 
cannabis warning in 2004. 

3.7. The reduction in use of opiate and crack cocaine may be associated with the 
significant expansion of treatment services, but may also be associated with a 
natural ‘epidemic’ downturn in heroin and crack use [12]. 

3.8. There has been a significant increase in the use of imprisonment for drug 
offences. The population in prison for drug offences rose by 91 per cent between 
1995 and 2007 (compared to 53 per cent for other offences) [13].  

3.9. This rise has most greatly affected black and minority ethnic groups. The increase 
amongst people classified as black was 117 per cent and for those classified as 
Asian it was 345 per cent, compared to 58 per cent for those classified as white 
[13]. 

3.10. The pains of imprisonment for drug offences fall especially hard on women. In 
2010, 23 per cent of the sentenced female prison population was made up of drug 
law offenders, compared to 15 per cent of the male population [14]. 

3.11. Despite the introduction of the cannabis warning, many young people continue 
to receive a criminal record for low level drug offences. In 2010, 25,661 people 
were convicted of drug possession [15]. Over 40,000 received a caution for a 
drugs offence [16].  

3.12. The negative effect of a criminal record on future life chances is well known 
[17]. Less well known is that being arrested for an offence makes young people 
more - not less - likely to reoffend [18]. 

3.13. The total cost to the taxpayer of criminalisation through drug laws has never 
been properly counted. It is most likely to be above £2 billion per annum [4, 19]. 
This is well in excess of current spending on drug treatment and prevention. 
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3.14. These calculations do not include the opportunity cost of the potential tax 
income from the substantial trade in substances which currently takes place in an 
unregulated and untaxed market. Nor do they include the cost of health harms 
associated with the lack of regulation of the contents of these products. 

3.15. Previous reviews of drug policy have not found convincing evidence that drug 
law enforcement is cost-effective in reducing drug problems [2, 20]. They have 
found that drug treatment and, with a lower degree of certainty, some forms of 
drug prevention are cost-effective [20-21]. 

3.16. Opiate substitution treatments, including methadone and buprenorphine 
maintenance as well as heroin assisted treatment, are among the best-researched 
interventions in the field of drug policy. They have been found to be effective in 
reducing the transmission of blood-borne viruses, reducing illicit heroin use and 
reducing offending by heroin users [20-28]. 

3.17. A recent suggestion that methadone maintenance is too expensive and 
prolongs drug use [29] is based on misinterpretation of the evidence. It conflates 
the cost of methadone prescribing with the cost of all treatments funded by the 
NHS (including abstinence-based treatment) [30] and it misrepresents the BMJ 
article on the link between length of methadone treatment and length of injecting 
career [31]. Specifically, it ignores that people with more severe drug problems 
are more likely to have both long methadone and long injecting careers. One need 
not cause the other.  

 
4. Alternative policies  

 
4.1. A range of alternative policies are already in place internationally or have been 

proposed for the regulation of currently illicit psychoactive substances. 
4.2. The three UN conventions restrict, but do not eliminate, possibilities for policy 

innovation [2]. Specifically, the 1988 Convention against Illicit Traffic in 
Narcotic Drugs and Psychotic Substances obliges signatories to criminalise the 
possession, production and distribution of scheduled drugs. This makes it very 
difficult to move towards less damaging ways of regulating drug markets while 
staying within international law.  

4.3. Existing international experiences with less harmful drug policies have focused 
on decriminalising use. Several US states have decriminalised the possession of 
cannabis [32]. Many European countries, including France, Germany, Belgium, 
Finland, Greece, Romania, Slovakia, Estonia, Bulgaria and the Czech Republic 
have reduced penalties for drug possession since 2000 [33], without any evident 
effect in changing the prevalence of drug use. Portugal decriminalised the 
possession of small quantities all drugs in 2001. Since 1976, the Netherlands has 
formally depenalised both the possession and small scale supply of cannabis [34].  

4.4. There are developing models for decriminalising the production of cannabis at 
home or in clubs for personal consumption [35]. 

4.5. Several proposals have been made on how the wholesale production and 
distribution of drugs could be brought within legal regulation [36-38]. Most 
envisage using models of regulation that are already in existence for food, 
alcohol, tobacco or pharmaceutical products. Due to the restrictions imposed by 
the UN conventions, no country has been able to try these out in practice and to 
develop evidence on their effects. 

4.6. Any alternative model of production and sale should retain controls on price and 
advertising, as the limited research available suggests that the scale of use is 
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responsive to both price and advertising [20, 39]. 
4.7. There is recent research on models for the legal regulation of wholesale cannabis 

distribution which consistently suggests that this would be more cost-beneficial 
than the current criminalisation of the cannabis market [40-42]. 

4.8. Evaluations of the Dutch and Portuguese policies of depenalisation and 
decriminalisation have suggested that they have not had significant effects in 
increasing drug use [39, 43-46]. Significant public health benefits, including 
reductions in heroin use, in injecting drug use, in the incidence of HIV and AIDS 
and in drug-related deaths have been achieved in both countries. 

4.9. It should be noted that these two countries have also invested in expansion of 
services for the treatment of drug dependence. In Portugal, there has been a major 
expansion in low threshold methadone maintenance treatment [43]. In the 
Netherlands, a wide range of integrated services has been developed, including 
heroin assisted treatment and safe drug consumption rooms [45]. Both countries 
have also succeeded in reducing their prison populations in recent years [47]. It is 
likely that these developments have had significant impacts in improving public 
health. 
 

5. Drugs, inequality, welfare and recovery. 
 
5.1. Drug use and related harms are issues of public health. Like all such issues, they 

are closely associated with social inequality. Drug use tends to be more prevalent 
in countries with higher levels of inequality [48]. Within the UK, drugs are more 
likely to be used by people who have higher levels of income [13]. But drug-
related harms, including dependence, imprisonment, HIV infection, drug-related 
death and drug-related crime are more prevalent among people at the bottom of 
the income distribution [13, 49-50]. 

5.2. Drug-related harms are also associated with low levels of welfare support. For 
example, countries with more generous levels of sick pay, pension and 
unemployment benefits tend to have lower rates of adolescent drug use and 
injecting drug use (see figures 1 and 2 below). 

5.3. These links are correlational and have not yet been proved to be causal. However, 
there are sociological and bio-psycho-social models that can explain why higher 
levels of inequality and lower levels of welfare support would cause increased 
rates of drug use and related harms [13, 48]. 

5.4. Welfare services - such as income support, social housing and employment 
services - are especially important in enabling people to recover from dependent 
drug use. Without a decent minimum legal income, dependent drug users are 
reluctant to move away from participation in illicit drug markets and into 
treatment. Without stable housing, they are less likely to stay in treatment [51]. 
Without support to get into employment, they are less likely to sustain abstinence 
and avoid relapse [52-53].  

5.5. Current government policies are limiting access to stable housing through cuts to 
the Supporting People programme, by limiting housing benefits in metropolitan 
areas where rents are high (and where many drug users live and are in treatment), 
and especially by lifting the minimum age for single accommodation to be paid 
from housing benefit from 25 to 35. Many recovering drug users need single 
accommodation to stay away from co-residents who may offer them drugs and 
alcohol, or stigmatise them for their former drug use or current treatment. 

5.6. Current policies are making it harder for recovering drug users to find 
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employment by cutting hundreds of thousands of jobs in the public sector (which 
the private sector is not replacing). There is a danger that the organisations 
contracted to deliver the Work Programme lack specific expertise in the needs of 
people recovering from drug dependence, and lack the incentives to take on 
difficult-to-place cases. British research has found that specific employment 
support services are vital to help recovering drug users into work [54]. 

5.7. Current government policies are making it more likely that drug problems will 
become entrenched in future by increasing income inequality [55-56] and by 
restricting sustainable funding for recovery-oriented services that work with 
people who are furthest from the drug market. 

5.8. The current policy of payment-by-results for drug treatment is innovative, but is 
untested and risky [57]. It may lead to uncertainty and unsustainability for many 
drug treatment agencies, including the residential abstinence based providers who 
currently have the highest costs but have little evidence of providing better 
outcomes than less expensive services [58]. It is likely to create perverse 
incentives, including the ‘cherry picking’ of less problematic patients who are 
most likely to show good outcomes [59]. 

5.9. By focusing on the problem of addiction rather than on the social barriers to the 
inclusion of drug users, current policies reinforce exclusionary stigma and inhibit 
individual autonomy, which is an important precondition for overcoming drug 
misuse [60]. 
 

Figure 1: Scatterplot of the association between the prevalence of past year cannabis 
use by 15 year olds and levels of welfare support, 2002 or nearest available year. 
Data sources: [61-62] 

 
Figure 2: Scatterplot of the association between past year prevalence of injecting 
drug use and levels of welfare support, 2002 or nearest available year. Data sources: 
[62-63] 
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6. Recommendations 

 
6.1 That the government develops policies which plan for a progressive 

movement through carefully evaluated steps to reduce the criminalisation of, 
firstly, drug possession and, secondly, drug production and sale. This would 
involve a fundamental review of the Misuse of Drugs Act 1971. 

6.1.1. The first step would be to extend the cannabis warning system to all 
offences of cannabis possession (including those by young people and 
repeat offences) and to remove the power of arrest from these offences. 

6.1.2. A subsequent step would be to decriminalise the domestic production 
of small amounts of cannabis (e.g. the growing of up to six plants at a 
time at residential addresses). 

6.1.3. Another subsequent step would be to decriminalise the possession of 
all drugs, and to institute instead a system of administrative diversion to 
education and/or treatment, using the experience of the Portuguese 
Committees for the Dissuasion of Addiction, or the Australian cannabis 
diversion schemes [43, 64]. 

6.1.4. A further step would be to test systems for the regulated production 
and distribution of safer forms of popular psychoactive substances 
through licensed premises, clinics or prescription services, with retention 
of controls on price and advertising, in order to substantially reduce the 
scale of the unregulated, criminal market. 

6.2 That the government extend its diplomatic efforts to reform the UN 
conventions in line with respect for human rights and the need to create more 
effective drug policies. The options include (in descending order of 
difficulty): 

6.2.1. Developing a new global convention to replace the existing three 
conventions. This new convention should clarify existing contradictions 
and tensions between the regime for international drug control and the 
need to guarantee fundamental human rights, should enable access to 
opiate analgesics for medical use in all countries and should allow 
countries to develop and test alternative methods for the regulation of 
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drug markets.  
6.2.2. Negotiating a new convention with a smaller group of like-minded 

countries, without changing the existing conventions. This new 
convention would take precedence over existing conventions. 

6.2.3. Withdrawing from the existing conventions and re-acceding with a 
note of reservation on the clauses of the conventions that prevent 
development and trial of more effective domestic policies. 

6.2.4. Allowing the existing conventions to fall into desuetude by developing 
domestic policies with less regard to obligations imposed by the 
conventions, or at least to the interpretations that the International 
Narcotics Control Board makes of them. 

6.3 Drug problems are associated with poverty and inequality. We therefore 
recommend redistribution of resources from private consumption, unearned 
wealth and avoided tax of people at the top of the income distribution to 
universal welfare services and specifically targeted services to support 
recovering drug users into stable housing and employment. 

6.3.1. Greater income inequality could be achieved through reforms of the 
labour market, e.g. by increasing the minimum wage and reducing 
excessive pay inflation for people in the highest centiles of the income 
distribution. It could also be achieved through more progressive taxation 
and tax credits.  

6.3.2. Universal welfare services, including housing benefit, should be 
protected from cuts in order to reduce the concentration of poverty that is 
associated with the development of drug dependency.  

6.3.3. The provision of more affordable housing is necessary both to bring 
down the housing benefit bill and to provide access to stable housing for 
all, including recovering drug users. 

6.3.4. For those drug users in recovery who cannot work, a flexible system of 
personalised assessment which takes into account the social barriers to 
the employment of recovering drug users should be created in order to 
provide disability benefits that support their recovery. 

6.3.5. Specialised support to the housing and employment needs of 
recovering drug users should be protected from the threats to their 
funding that have arisen from ring fencing being taken away from 
Supporting People and specific employment services. The funding 
structure for employment support, including the Work Programme and 
payment by results, must not ignore the specific needs (and associated 
costs) of those recovering drug users who are furthest from the labour 
market. 

6.4 The evidence base on alternative methods for drug policy is currently too thin 
to provide definitive answers to important policy questions [2, 65-66]. We 
therefore recommend: 

6.4.1. That development and renegotiation of international drug policies 
should take into account the need to enable testing of alternative drug 
policy regimes. 

6.4.2. That the UK government diverts money from law enforcement efforts 
(such as imprisonment) which are probably not cost-effective in reducing 
drug problems towards research that will improve the evidence base for 
drug policy and its cost-effectiveness.  
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Written evidence submitted by Mark Eltringham [DP079] 
 
This has only been drawn to my attention today and I would have liked more time to prepare. I am 
interested in making a submission to the committee and if appropriate appearing before them. 
 
As a recovering heroin addict of over 10 who has been free of drugs for almost two and a half years I 
have a view on my own recovery and have become interested in what works and what doesn't. I am 
happy to provide an expanded submission should that be possible but to summarise: 
 

• 45 year old former heroin addict living on Teesside (Stockton-on-Tees), NE England 
• Unusual (although not unique) in that I was a professional (graduate, working as SHE manger 

in the chemical industry) 
• Addict since my late 20s, drug free since October 2009) 
• Patient of the Addictive Behaviours Service (ABS) in Stockton, part Tees, Esk and Wear 

Valleys NHS Foundation Trust (TEWV) 
• I now volunteer for TEWV within ABS and in other part of the Trust. I believe that this 

support and opportunity to be involved has been a key part of my recovery 
• I have become interested in the whole health arena as part of my recovery and passionate 

about what works in terms of treatment. Certain treatments have (and still are) working for 
me. For example I take Naltrexone Hydrochloride, an opioid antagonist (a blocker). This is 
now prescribed by my GP but most GPs are not keen to prescribe to addicts. 

• Through my volunteering I am developing a role as a service user representative working 
within my own service and the various 3rd sector agencies in the area 

• TEWV is active in seeking the views and participation of service users and carers. This is to 
be encouraged I think. I gained a great deal (and was of some use) when I participated in a 
week long workshop on dual diagnosis last year 

• I am active locally having become part of the Local Involvement Network (LINk) and 
building up contacts within the Drug and Alcohol Action Team, local authority, GP groups 
and carers organisations. 

• As somebody who although well qualified is long-term unemployed I am now participating in 
the Work Programme (WP) and through my volunteering and other activities seeking to work 
with the WP provider to return to employment. This requires a degree of openness about my 
history. This something of an experiment at the moment 

• I am familiar with the Report of the Global Commission on drug Policy and believe that there 
is much of use in it. There are some radical proposals contained within it that could prove to 
be extremely cost effective. 

• I have serious concerns about alcohol use and its prevalence, especially amongst the young 
• I feel that criminalising addicts is expensive 
• 12 step programmes (Alcoholics & Narcotics Anonymous) work for some but do introduce 

another level of dependency. There are other (more scientific) routes to recovery (Smart) 
which have their place too 

• People can become dependent on services 
• There is no such thing as an addictive personality 

 
I would very much like the opportunity to expand on this but fear that I have missed the deadline for a 
formal submission. 
 
Sorry for the rushed nature of this email. I didn't want to completely miss the deadline. 
 
January 2012 
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Written evidence submitted by Antidote [DP080] 

1. Antidote is a service providing drug and alcohol support specifically to lesbian, gay, 
bisexual and transgender (LGBT) people in London. A literature review conducted by 
the UK Drug Policy Commission (UKDPC) in 2010 on behalf of the Home Office 
found consistently higher levels of substance misuse within LGBT-identified 
communities than in society as a whole1. Since April 2011 Antidote has been 
provided as a service of London Friend, a registered charity working with LGBT 
people since 1972. Previously Antidote was a sub-service of a central London 
substance misuse agency provided by Turning Point. It is unique in being a service 
targeted at members of these communities. As such it is able to identify trends in drug 
use within these groups. The written evidence submitted below specifically addresses 
issues from an LGBT perspective.  The evidence seeks to provide information on the 
following three areas of the inquiry: 

• The criteria used by the Government to measure the efficacy of its drug policies 

• The extent to which public health considerations should play a leading role in 
developing drugs policy 

• The availability of ‘legal highs’ and the challenges associated with adapting the 
legal framework to deal with new substances 

 

The criteria used by the Government to measure the efficacy of its drug policies 

2. This response relates to the efficacy of treatment in relation to diversity. Although the 
National Treatment Agency for Substance Misuse requests providers to collect data 
on service users’ sexual orientation the quality of this data is poor. No data is centrally 
collected on transgender status. Poor data on sexual orientation and none on trans 
identity makes it impossible to disaggregate by these two protected equality 
characteristics and analyse whether LGB or T people are accessing services; have 
successful treatment outcomes; are more or less likely to be using particular drugs; or 
are disadvantaged by strategy, policy and methods of service delivery. The UKDPC’s 
report The Impact Of Drugs on Minority Groups: A Review of the UK Literature 
(Part 2 LGBT)2 found that despite experiencing higher levels of drug misuse LGBT 
people often felt treatment services would not understand their needs or were not 
targeted towards them. Despite mention in the Drugs Strategy 2010 of the need for 
services to be responsive to the needs of specific groups such as LGBT users, and the 
need to comply with the Public Sector Equality Duties of the Equality Act, few 
providers explicitly target LGBT users; there is little evidence of services specifically 

                                                            
1 http://www.ukdpc.org.uk/resources/LGBT_groups.pdf 

2 http://www.ukdpc.org.uk/resources/LGBT_groups.pdf 
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commissioned for LGBT people; and there are no central support mechanisms to 
support commissioners and providers, such as guidance from the National Treatment 
Agency. Neither providers nor commissioners are specifically evaluated on how they 
meet the needs of these groups.  Antidote is provided via a modest grant from the Big 
Lottery Fund; as such it is not within the pooled treatment budget arrangements and is 
not required to submit data to the National Drug Treatment Monitoring System 
(NDTMS). As a result, evidence of need within this community is being missed by 
the Government’s data collection and high-risk groups are not being adequately 
commissioned for.  
 

3. Over the past three years, as a targeted service, Antidote was able to identify a new 
and distinct pattern of drug use by predominantly gay and bisexual men. Service users 
reported a sharp upturn in the use of crystal methamphetamine (including 
administration via injecting) and GBL (including physically dependent use at up to 
hourly dosage, which at that time was a new development with this drug), both very 
heavily associated with use in sexualised situations. Neither of these drugs has seen 
significant prevalence in mainstream treatment agencies or outside the LGBT 
community (predominantly used by gay and bisexual men); in fact early requests to 
local drug services often resulted in services such as detoxification for GBL use being 
declined as this wasn’t a drug they provided such modalities for. Such lack of 
awareness of emerging trends may have been missed had the critical mass of users via 
one LGBT targeted agency not highlighted this. Poor sexual orientation monitoring 
would have not allowed for identification as a trend predominantly amongst LGB 
people. Such trends have been confirmed in emerging data from the pilot Club Drug 
Clinic (CDC) at the Chelsea & Westminster Hospital, which Antidote provides work 
in partnership with. Approximately 80% of the CDC’s clients identify as LGBT 
(mainly gay or bisexual men), with high prevalence of crystal methamphetamine and 
GBL. This data is now being collated by NDTMS but as yet Antidote’s wider data is 
not included (although we are working to make this data NDTMS compatible for 
further discussion with the NTA). The success of Antidote and the CDC at attracting 
LGBT people into services suggests that when services are specifically marketed at 
LGBT people this perceived ‘hard-to-reach’ group are willing to engage. 
 

4. Recommendations: 

That the Government, through the NTA and subsequently Public Health England: 

i. explores options for commissioning for LGBT-specific treatment services 
ii. utilises knowledge and evidence from these services to continually improve 

policy and strategy in relation to LGBT users 
iii. provides guidance for services on how to commission and provide for the 

needs of LGBT users as a higher-prevalence group of substance users 
iv. ensures providers are required to demonstrate how they will target and deliver 

positive treatment outcomes for LGBT users via performance monitoring 
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v. improves data collection around the existing requested NDTMS field for 
sexual orientation of people in treatment via performance monitoring of local 
partnerships, and explores options for improved data on gender identity of 
people in treatment.  

 

The extent to which public health considerations should play a leading role in 
developing drugs policy 

5. This response seeks to highlight the overlap in several public health fields. With the 
change in patterns of drug use by gay and bisexual men as highlighted above Antidote 
has seen an increase in referrals to our service via sexual health (GUM) clinics. 
Having taken sexual risks whilst using drugs users seek first sexual health 
intervention at which problematic drug use is identified. This provides an ideal 
opportunity for joint intervention, and is one which Antidote provides in partnership 
with 56 Dean Street, a leading London GUM clinic with a large LGBT patient base. 
This has been a noticeable change in route of presentation to services by this 
community and highlights the need for consideration of a range of support to be 
integrated at either commissioning level, or at provider level via partnership working 
alongside substance misuse interventions. The Government’s new arrangements for 
public health integration at local authority level provide opportunity for this.  
 

6. However, the push for localism in commissioning (e.g. in London at borough level) 
does not always meet the needs of geographically diverse communities of interest 
such as LGBT people. Low levels of need per borough combine to much higher level 
of need at a pan-London or multi-borough level. The recent development of the 
London Health Improvement Board, a collaboration between the GLA and local 
authorities to address certain public health needs at a regional level, may offer 
solutions to commissioning for communities of interest such as LGBT people. Models 
such as the Pan-London HIV Prevention Partnership may also be appropriate. It is 
vital that the needs of LGBT substance users are assessed in Joint Strategic Needs 
Assessments (JSNA). 
 

7. Recommendations:  

That the Government, through the NTA and subsequently Public Health England: 

i. explores options for greater collaborative commissioning and provision of 
substance misuse and other interventions such as sexual health and HIV 
prevention that deliver positive public health outcomes for LGBT people.  

ii. requires local partnerships to assess need based on equality characteristics that 
specifically include sexual orientation and gender reassignment via robust 
JSNAs. 
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The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 

8. This response offers anecdotal evidence based on information from our service users. 
The two former ‘legal highs’ most used by our service users are GBL and 
mephedrone. Whilst mephedrone appears to be used by a diverse range of people, 
early evidence from our partnership with the Club Drug Clinic suggests that 
problematic GBL use is more focussed within LGBT groups, predominantly gay and 
bisexual men. Neither drug appears to have seen a reduction in use since being 
classified under the Misuse Of Drugs Act.   
 

9. Based again on the experiences of our services users it appears to be the case that the 
transfer of users to the then still legal high GBL following the classification of GHB 
resulted in unintended consequences of a more severe nature. Many users switched to 
this drug, seemingly encouraged by its then easy availability (legality being of 
seemingly inconsequential value). In its consideration of evidence on GBL in 2008 
the Advisory Council on the Misuse of Drugs (ACMD) reported that GBL had a faster 
onset and lower equivalent doses to GHB3. This links to the sharp increase Antidote 
has seen of users presenting with dependent use; common experience has been to use 
for longer periods over weekends, increasing the dose slightly as a sleeping aid at the 
end of a period of using (typically 2-3 days). This typically has resulted in users 
experiencing some mild form of withdrawal, leading them to re-dose to stave off 
physical withdrawal symptoms, which has ultimately resulted in daily, dependent use, 
with users typically doing every two hours. This has resulted in users requiring a 
medically assisted detoxification, on an in- or out-patient basis. It is Antidote’s view 
that such change to dependence was, at least in part, an unintended consequence of 
users shifting to GBL following regulation of GHB.  
 

10. Recommendations: 

That the Government, via the ACMD: 

i. considers the impact of any speedy decisions to regulate new ‘legal highs’ 
including careful consideration of the harms associated with unintended shifts 
to replacements.  

 

January 2012 

 

                                                            
3 http://www.homeoffice.gov.uk/publications/alcohol‐drugs/drugs/acmd1/report‐on‐gbl1?view=Binary 
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Written Evidence submitted by the National Users’ Network [DP 081] 
 
Executive Summary 
• The National Users’ Network (NUN) believe that the gains to individual health and 

reductions in acquisitive crime that have been made through Harm Reduction 
interventions including Opioid Prescribing must be maintained. 
 

• The NUN believe that Recovery from problematic Drug Use is an individual person-
centred journey and that all treatment modalities are equally valid and valuable, including 
both abstinence and Medically Assisted Recovery. 

 
• The NUN believe that the national level ring-fenced monies should be maintained. 

Bearing in mind that these services are already subject to efficiency savings, which in 
itself may prove unsustainable. 

 
• The NUN believe that the removal of a Central Governing body RESPONSIBLE for drug 

treatment (such as the NTA) may mean that local areas do not prioritise drug treatment 
within their Public Health Budget. 

 
• The NUN believe that Hepatitis C will become an increasing burden on the NHS even if 

current Harm Reduction measures are maintained. If these measures reduce this cost will 
increase significantly. 

 
• The NUN recognises that the demographic of drug use and users is changing 

dramatically. Current drug treatment and treatment monitoring were designed for crack 
and opiate use. This system is not able to offer appropriate help to individuals who 
develop problems with other stimulants, cannabis or the new “designer” drugs. This may 
explain the reduction in young people (under 35) presenting to drug treatment. 

 
• The NUN believe that (in part) due to the success of current drug treatment methodology 

we are now seeing an ageing cohort of log-term drug users (primarily opiate). These 
individuals will be needing support in their old age the same as the rest of the population. 

 
• The NUN believe that many of the harms and costs currently associated with drug use 

may be addressed by examining the idea of a regulated market and looking at the current 
success of the Portuguese model. 

 
1. The National Users' Network (NUN) is a community organisation comprising a national 

network of individuals and groups who believe that drug users should be at the centre of 
all decisions made about them, whether at an individual or policy level. The membership 
includes: service users and service user groups, drug users and their organisations, ex-
users, recovery groups, carers (family members), professionals and academics. The NUN 
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welcomes anyone, regardless of their personal choices about drug use and treatment, on 
the condition that they respect the choices of others. 

2. The NUN is a user led organisation in pursuance of which principle all board members 
have experience of drug use current or past in treatment or not.  

3.  The NUN serves as a community hub by which different organisations, groups, & others 
share experiences, knowledge, news, advice, alarms and give collective voice to their 
concerns and the issues that impact on their lives, families and communities: “Nothing 
about us without us!” 

4. The NUN serves as an interface facilitating communication at local, regional, national 
and international levels, whilst retaining individual autonomy and independence whether 
as groups, organisations or individuals. 

5. The NUN is prepared to (and does) work with many diverse organisations to ensure drug 
users are involved in all aspects of their own care. These organisations include: the Royal 
College of General Practitioners, SMMGP , the Addictions Faculty of the Royal College 
of Psychiatrists, DDN, The Alliance,  The UKRF, UKHRA, ‘Transform’, ‘Drugscope’, 
‘Release’ and NNEF. Internationally, NUN is affiliated to NAMA Recovery (USA), 
INPUD, the Danish Drug Users Union, AIVL and the Cannabis & Hemp Activist 
Alliance.  

6. Many of our members are involved in the oversight of commissioning of treatment 
services and the delivery of same at a local, regional and national level. We are similarly 
committed to and involved in the delivery of peer-led drug education, academic research 
and advocacy of rights and individuals. 

7. The NUN represents the interests of all drug users regardless of their drug of choice, this 
includes, but is not limited to, those that use  Opiates, Stimulants, Alcohol and Dance 
drugs and those with more complex needs such as poly-drug users and drug users with 
concurrent physical or mental health problems. The NUN ensures that the collective 
voices of these diverse groups are heard at all relevant forums.   

8.  The NUN promotes human rights & responsibilities, harm reduction, informed & 
empowered treatment, science led, evidence based medical practice and recognition that 
recovery must be determined by the individual from within rather than imposed from 
without.  (UK Recovery Federation: Statement of principles).  

9. The negative media representations of drug users and drug use compounds the many 
problems they experience , leads to discrimination, prejudice, violence, low self-esteem  
and other forms of social exclusion ; whilst failing to reflect the many positive examples 
of drug users past and present who work- often in highly demanding careers, voluntary 
work, and other activities of benefit to society. Functional, caring, working, drug users 
and ex users are a success story that dare not be told for fear of adverse consequences 
members, they and their families may suffer, including loss of employment, violence, 
vigilante action, loss of housing, benefits, children taken into care and other forms of 
discrimination. 

10. There are many pathways to recovery and we seek to ensure that a diverse range of 
pathways remain available to all in need during our present economic difficulties. No one 
size suits all. The NUN notes with concern the UK Recovery Foundation’s reports 
comment that : “A combination of the removal of the nominal ring fence for drug 
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treatment, a new commissioning environment and competing demands for an ambitious 
public health agenda create the potential for disinvestment in drug treatment” 

11. The NUN fears this may see a return to the days of the ‘treatment postcode lottery’ at a 
time when HIV and Hepatitis C are on the rise in the community. Most of us have lost 
loved ones, friends, and/or live with disease and afflictions acquired before needle 
exchange and opioid prescribing were uniformly available across the UK. 

12. The NTA have ensured that drug treatment across England and Wales has been of a 
consistent standard and that the Government monies available for drug treatment have 
been spent on National priorities. The removal of this safety mechanism means that some 
areas may not prioritise drug treatment and that drug treatment that is available may vary 
significantly across different areas. 

13. The NUN is receiving reports to the effect that some service commissioners and providers 
are interpreting UK Government policy in varying ways.  Leading to fear, anxiety, 
distress, and concern for what the future may hold for our members. A common concern 
is that there is an on-going creation of a 'hierarchy of recovery’ with abstinence at its 
summit and medically assisted recovery being viewed as an ‘easy way out'. In effect 
rewarding drug users by giving them drugs. This is happening even though the current 
government drug strategy specifically mentioning the benefits of Medically Assisted 
Recovery and the Clinical Evidence that shows the proven benefits of OST in enabling 
individuals to achieve many of the outcomes outlined as important in the strategy. This is 
based on a profound lack of understanding of treatment, of drug use and users, of 
recovery, and of maintenance treatment in particular. 

 
January 2012

290



 
14. Members of the NUN have expressed concerns that under current conditions 

commissioners are cutting back on frontline open access (tier 2) work such as Needle and 
Syringe Provision and Overdose Prevention and other practices associated with Harm 
Reduction for those who are not engaged in treatment, many of whom are among the 
most vulnerable members of society. This is being done regardless to the importance 
attached to preventing Drug Related Deaths in the current Drug Strategy. We feel that 
Harm Reduction in practice and principle is essential to the successful delivery of drug 
treatment. In the words of William Nelles founder of the Methadone Alliance: “The job is 
to keep people alive. Why? Because corpses do not recover, period!!” 

15. Members of the NUN have expressed concerns that under current conditions managers of 
substance misuse services are choosing not to fill posts as they become vacant, or expand 
on service developments essential to the engagement of current drug users.  

16. Members of the NUN have expressed concerns that under current conditions 
commissioners are also cutting back on Service User and Peer Advocacy Groups. Such 
groups have been integral to the design, implementation and delivery of improvements to 
the Drug Treatment System in many local areas. 

17.  The NUN would like to remind the committee’ that both methadone and buprenorphine 
maintenance treatment are designated by the World Health Organisation as ‘essential 
medicines’ due to their impact on reducing incidence and risk of HIV and Hepatitis C. It 
would, in our view be a source of international shame if such medical treatment was to be 
denied to NHS patients in need. 

18. There has been a significant reduction in the options available for Opioid Substitution 
Therapy in particular injectable preparations such as diamorphine, although it is 
mentioned in the current Drug Strategy. We seek to ensure that such options remain 
available to those in need and who demonstrably benefit from them. 

19.  The NUN support the UK Recovery Federation’s call for more residential space for those 
who wish to cease, reduce, modify, or stabilise their drug use and wish to see the 
establishment of a suitable body and inspectorships, with patient involvement, ensuring 
that all residential rehabilitation facilities both public and private sector are offering 
services of an appropriate standard ensuring the safety and wellbeing of patients, many of 
whom may be highly vulnerable. 
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20. Of concern is the increasing demographic of older users. (“Our invisible addicts” Royal 

College of Psychiatrists, 2011. (http://www.rcpsych.ac.uk/files/pdfversion/CR165.pdf  & 
http://www.rcpsych.ac.uk/press/pressreleas es2011/ourinvisibleaddicts.aspx).  Aside from 
the problems associated with the ageing process, there are also additional problems which 
may be a legacy of past drug use, including lack of pension contributions, poverty, social 
isolation and housing. Many will not be welcome in existing care homes and facilities 
even if they can afford them. This demographic, itself a testament to the success of harm 
reduction based practice and opioid maintenance is projected to continue to grow in the 
medium to long term. http://www.guardian.co.uk/society/2011/jan/26/older-drug-users-
habits-die-hard  “It is essential for treatment services to respond to everyone as an 
individual …. Physical and mental health needs are essential considerations for all drug 
users coming into treatment, but particularly for ageing drug users...” Paul Hayes, CEO, 
NTA.   
 

21. Current Drug Treatment, as monitored in the National Drug Treatment Measurement 
System (NDTMS https://www.ndtms.net/) for Drug Trends and enforcement are weighted 
towards treating opiates and crack cocaine use. For this reason we are concerned that 
current assumptions concerning the success of drug policy and concomitant treatment as 
measured by the proxy indicator of the decline in the number of younger people (under 
35s) presenting for treatment may well prove ill founded. Crack cocaine and heroin use 
has undergone a radical change in its perception by the young. No longer is its use seen as 
fashionable and chic, rather it would appear that those presenting or seeking treatment for 
drug and alcohol related problems exemplify an image seen as undesirable by the young. 
Consequently reports from drug treatment workers indicate younger users prefer to use 
cocaine powder – either in a purer form at premium cost or in the form of ‘bash’, a 
generic highly adulterated cocaine powder that may be cut with a variety of other 
dangerous and/or unidentified substances presenting unknown risks. There is an increased 
use amongst young people of synthesised drugs (commonly identified as ‘legal highs’) 
with unknown short or long term effects. Cannabis use is the norm rather than the 
exception amongst a significant minority of young people, but the social context and 
culture of substance use is undoubtedly changing. Alcohol use is on the rise in this group, 
as it is across the board. 

22. There is an increasing use of diverted prescription drugs and 'over the counter' 
medications both for self-medication and for use as bulking agents in other drugs. This is 
of concern as the effects of long term exposure to Paracetamol at variable, potentially 
dangerous or lethal levels which could well lead to hepatic or gastro-intestinal health 
issues in both short and longer term, increasing the burden on the NHS. 
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23. The NUN would like to see wider licensing of cannabis preparations and herbal cannabis 

for medical use, noting its established benefits for MS suffers and research indicating that 
it helps with other chronic conditions, confirming anecdotal reports received as to its 
therapeutic benefits, and noting a global trend in legalisation for therapeutic use.  In 
addition, the NUN’s members would also welcome the development of legal regulation 
allowing for eventual cannabis use for adults noting that it is far less harmful and anti-
social than currently legal drugs such as Alcohol and Tobacco.  

24.  Drugs can and do cause harm. Some to greater degree than others, but we wish to submit 
evidence that such harm is frequently compounded by existing policy, prohibition, and 
criminalisation, and suggest that such evidence merits further investigation.  

25. We suggest that custodial sentences for most drug users are harmful to society, the 
individual and their families and that serious consideration be given to the abolition of 
prohibition and the introduction of regulation in accordance with a planned strategy for an 
exit from the ‘war on drugs' which is in reality a war on all who use them. 

26. The NUN notes the success of the Portuguese model as attested to in the Greenwold 
report for the respected  Cato Institute  and reflect our members’ view that this is an 
option the UK Government would be well advised to consider: 
http://www.cato.org/store/reports/drug-decriminalization-portugal-lessons-creating-fair-
successful-drug-policies 

27. The NUN would like to note that many people who use drugs do not do so 
problematically. We note Stanton Peele’s work on ‘Natural recovery’. Writing to 
SMART Recovery counsellors, Stanton reminds them that recovery is a natural process, 
one assisted by counsellors (http://peele.net/lib/change.html) which shows that many 
people use drugs non-problematically and reduce or cease drug use around the median 
age of 35 without recourse to treatment or other help. 

28. The minority of drug users who develop problems often suffer from mental or physical 
health problems for which drug use is a form of ‘self-medication’. We note that a 
majority (around 60%, http://psychcentral.com/disorders/bipolarresearch.htm and 
http://archives.drugabuse.gov/NIDA_Notes/NNVol14N4/DirRepVol14N4.html) of 
people diagnosed with a mental health condition choose to ‘self-medicate’ with illicit or 
illegal drugs. It seems cruel and unusual punishment to criminalise and further compound 
the problems and conditions of those who are ‘self-medicating’ for untreated or 
undiagnosed medical conditions, rather than invest in early and effective interventions by 
social and health care services. 

29.  We also recognise that drugs are used for pleasure and other reasons. Prof R K Seigal in 
his book ‘Intoxification’ describes this search for pleasure and altered states of being , 
mind and body, as the fourth primordial drive akin and no less important to us than the 
need to eat, sleep and procreate. Coming from a relatively staid academic this is a very 
candid observation based on evidence. 

30.  
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Written evidence submitted by Release [DP 082] 
 
Release is the national centre of expertise on drugs and drugs law – providing free and 
confidential specialist advice to the public and professionals.  Release also campaigns for 
changes to UK drug policy to bring about a fairer and more compassionate legal framework 
to manage drug use in our society. Release’s campaign ‘Drugs – Time for Better Laws’ was 
launched in June 2011 and calls for the Government to carry out an urgent review into the 
UK’s drug policy giving proper consideration to decriminalisation of drug possession 
(www.release.org.uk/decriminalisation). 
 
Release’s submission will provide evidence on the following: the impact of policing drugs in 
the UK; the experiences of jurisdictions that have adopted a decriminalised approach to drug 
possession; the failure of successive UK Governments to properly consider the advice of the 
Advisory Council on the Misuse of Drugs (‘ACMD’); the misinterpretation of the role of the 
classification system as defined by the Misuse of Drugs Act 1971 (‘MDA 1971’); and the 
recommendations of previous Committees in respect of alternative ways of tackling drugs. It 
is our opinion that this information will be of assistance to the Committee in relation to the 
following:   
 

• The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 
policy with strategies grounded in science, health, security and human rights’;  
 

• The criteria used by the Government to measure the efficacy of its drug policies;  
 

• The independence and the quality of expert advice which is being given to the 
Government;  
 

• The cost effectiveness of different policies to reduce drug usage;   
 

• Whether detailed considerations ought to be given to alternative ways of tackling the 
drugs dilemma as recommended by previous Committees. 

 
An effective drug strategy will be dependent on a number of factors including investment in 
drug treatment and harm reduction services1. One of the major components of an effective 
policy is the approach taken to the policing and prosecution of drug offences, in particular, 
possession offences. Release’s submission will focus on this aspect of the UK’s drug policy 
and will demonstrate that the current criminal justice system (‘CJS’) approach fails in its aim 
to deter drug use and in fact creates significant harms for certain sections of society.    

1. The impact of policing drugs in the United Kingdom  
 

                                                            
1 Release refers the Committee to the submission from the UK Drug Policy Consortium which properly asserts 
that that drug use and drug policy should not be seen in isolation from other social policy issues (UKDPC, 
Evidence to the Home Affairs Select Committee Inquiry into Drugs, January 2012, page 6).  
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One of the major failings of the current drugs laws is the disproportionate application of those 
laws and the policing of them. The reality is that the vast majority of people who use 
controlled drugs in the UK will never face prosecution nor will they be subject to a police 
stop and search.   

The British Crime Survey estimates that one in three adults in England and Wales have used 
an illicit drug in their lifetime2.  Nearly 3 million people used an illegal substance in the last 
year3, during the same period almost 80,0004 were found guilty of or cautioned for 
possession, a further 95,0005 were dealt with under the cannabis warning scheme. Even if it 
is accepted that none of these individuals were repeat offenders it would appear, based on the 
statistics, just over 5% of those who used illicit drugs in the last year actually fell foul of the 
law.  

It is impossible to police and prosecute everyone who uses drugs within the UK. In practice 
what is occurring is that those from black and Asian communities, the young and those from 
areas of deprivation are disproportionately policed.  Research has found that black people are 
9.2 times more likely to be stopped and searched for drug offences; 6.1 times more likely to 
be arrested and 11.4 times more likely to go to prison6. This is despite the fact that the British 
Crime Survey shows that drug use is higher amongst the white population than the non-white 
population7.   
 
In 2010, the Metropolitan Police carried out over half a million stop and searches8, of this 
number over 50% were for drugs. Over half of those stopped and searched were under the 

                                                            
2 Smith & Flatley, Drug Misuse Declared: Findings from the 2010/11 British Crime Survey, July 2011, Home 
Office at page 12 (http://www.homeoffice.gov.uk/publications/science‐research‐statistics/research‐
statistics/crime‐research/hosb1211/hosb1211?view=Binary) page 12  
3 Ibid p.12 
4 Ministry of Justice, Criminal Justice Statistics 2010, Supplementary Tables ‘All Courts’, Volume 5, Table 5.1 
(http://www.justice.gov.uk/publications/statistics‐and‐data/criminal‐justice/criminal‐justice‐statistics‐
editions.htm) details convictions at Court – a total of 43,406 people were convicted of possession of a 
controlled drug in England & Wales in 2010.  Supplementary Table, Volume 3 Part 7, Table 3A provides details 
of cautions and confirms that 35,998 people received a caution for drug possession in 2010.  
5 Taylor & Chaplin, Crimes Detected in England and Wales 2011, July 2011 (HOSB:11/11) at page at page 10 
(http://www.homeoffice.gov.uk/publications/science‐research‐statistics/research‐statistics/crime‐
research/hosb1111/hosb1111?view=Binary) – the total figure was 95,408 and includes PNDs issued for 
cannabis possession.  
6 Stevens A. Prof., ‘Drugs, Crime and Public Health’, 2010, Routledge at page 96 – a copy of the chapter relating 
to disproportionate policing of drug offences has been appended to this submission. Further to this the 
Guardian recently undertook an analysis of more than one million court records, their results showed that 
those from black and Asian backgrounds received a harsher sentence than their white counterparts. In respect 
of drug offences those of black ethnicity were 27% more likely to be sentenced for drugs possession. Asian 
offenders were 41% more likely to receive a custodial sentence for drug offences than their white counterparts 
(http://www.guardian.co.uk/law/2011/nov/25/ethnic‐variations‐jail‐sentences‐study)  
7 Smith & Flatley, Drug Misuse Declared: Findings from the 2010/11 British Crime Survey, July 2011, Home 
Office at page 21 (http://www.homeoffice.gov.uk/publications/science‐research‐statistics/research‐
statistics/crime‐research/hosb1211/hosb1211?view=Binary)  
8 Metropolitan Police Authority, ‘Stop and Searches Monitoring Mechanism’, December 2010, 
(www.met.police.uk/foi/pdfs/priorities_and_how_we_are_doing/corporate/mps_stop_and_search_monitorin
g_report_december_2010.pdf)  – these searches were based on ‘reasonable suspicion’ based searches such as 
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age of 24 and both those from the black and Asian communities were significantly 
overrepresented. The arrest rate resulting from these stops and searches was 8%.  
 
Release is currently undertaking research with the London School of Economics which 
further examines the disproportionate policing of drug offences. On initial analysis it would 
appear that less harsh criminal justice responses, such as cannabis warnings, are more readily 
available to those from a white background.  
  
The policing of drugs significantly undermines community relations. It is young black and 
Asian men from certain communities who are subject to such police interference from an 
early age.  In most cases these stops occur using the powers conferred on police by the MDA 
1971. The fact that these young people are repeatedly stopped and searched results in a 
breach of trust between them, the police and other state actors. Further to this, studies have 
shown that black people are twice as likely to enter the criminal justice system following stop 
and search9.  
 
The unequal application of a law, that is essentially unenforceable, is a powerful reason for 
other alternatives to be considered. A system which adopted a civil legal approach to drug 
possession would see a reduction in policing of drug use and divert people away from the 
criminal justice system.   
 
2. The experiences of jurisdictions that have adopted a decriminalised approach to 

drug possession  
 
The main concern of those that oppose a decriminalisation model for drug possession is that 
it would be a ‘green light’ for drug use and would result in a cataclysmic increase in 
consumption. The evidence shows this is not the case. 
 
Release has recently undertaken a review10 of jurisdictions that have adopted a model of 
decriminalisation. For clarity, the term ‘decriminalisation’ is generally accepted by those in 
the policy field as meaning that drugs are still illegal, but either the police decide not to 
enforce the laws (a de facto model) or that possession and use are dealt with through the civil 
system (a de jure model).  Based on this definition, it is estimated that between 30 – 35 
jurisdictions have adopted some form of decriminalisation11.  
 
The main aim of the paper is to ascertain what impact the enforcement policy adopted has on 
the drug prevalence rates within that jurisdiction; the conclusion is that the model adopted has 
                                                                                                                                                                                         
section 1 PACE 1984 or s23 Misuse of Drugs Act 1971, it excludes s40 Terrorism Act 2000 and s66 Criminal 
Justice and Public Order Act 1994 searches.   
9 Bowling B Prof. & Phillips C., ‘Disproportionate and Discriminatory: Reviewing the Evidence on Police Stop 
and Search’, The Modern Law Review, (2007) 70(6) 936 – 961.  
10 Rosmarin A. & Eastwood N., ‘A Quiet Revolution: Drug Decriminalisation Policies in Practice Across the 
Globe’. 2012, Release – the paper is currently in draft form and has been appended to this submission [not 
separately printed]. The final paper will be made available to the Committee by mid‐February.  
11 In some jurisdictions only cannabis has been decriminalised. 
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very little relationship with the levels of drug use. The paper has been submitted to the 
Committee in draft form and it is expected to be published in the next two months. However, 
to assist the Committee the following examples support the conclusion put forward:  
 
2.1 Portugal  

 
In 2001 Portugal decriminalised possession and use of all illicit drugs. Along with 
significant investment in treatment and harm reduction services, Portugal introduced a 
civil legal system for dealing with drug possession. Those caught in possession of illicit 
substances12 are now referred to a ‘dissuasion commission’ (CDT), a three person panel 
made up of medical experts, social workers and legal professionals13. The Panel can 
recommend treatment or can impose a low level sanction such as a fine or community 
service. However, on the first occasion the person does not receive a sanction and does 
not have to access treatment unless they choose to do so. In such cases, the offence is 
recorded and is kept on record for 6 months, after this period it is removed from the 
system. A person only receives a sanction or is mandated to treatment if they appear 
before the CDT within the prescribed six month period.  
 
When first introduced many critics of the scheme expected it to be a disaster which would 
result in rocketing rates of drug use and drug tourism. This was not the case. The 
Portuguese model has been extensively reviewed and there is broad agreement that whilst 
there has been a slight increase in the overall drug use amongst the population, (this is an 
experience shared with the country’s neighbours) there has been a small reduction in the 
number of young people using illicit drugs (cannabis use is significantly lower in Portugal 
than in the neighbouring countries of Spain and Italy14) and a reduction in the numbers 
who use drugs problematically. Furthermore, HIV transmission rates have significantly 
reduced from 907 new cases in 2000 to 267 in 2008. There has also been a reduction in 
drug related deaths attributed to overdose15.  
 
On the criminal justice side, Portugal has reduced the number of criminal drug offences 
from approximately 14,000 per year to an average of 5,000 to 5,500 per year after 
decriminalisation.16 This has led to a significant reduction in the proportion of individuals 
in Portuguese prisons for drug related offences —in 1999, 44 per cent of prisoners were 
incarcerated for drug-related offences; by 2008, that figure had reduced to 21 per cent. 
This resulted in a major reduction in prison overcrowding in Portuguese prisons.17 Since 

                                                            
12 There is a threshold amount of 10 days’ worth of drugs.  
13 Kreit, Alex. 2010.,The Decriminalization Option: Should States Consider Moving from a Criminal to a Civil 
Drug Court Model? University of Chicago Legal Forum. pp. 299 ‐ 326. 
14 EMCDDA, ‘Lifetime prevalence of drug use by age and country, most recent national general population 
survey available since 2000’, Statistical Bulletin 2011, Table GPS‐1, 
(http://www.emcdda.europa.eu/stats11/gpstab1c)  
15 Hughes, Caitlin Elizabeth and Alex Stevens. 2010. What Can We Learn From The Portuguese 
Decriminalization of Illicit Drugs? British Journal of Criminology 50, pp. 999 at page 1008. 
16 Hughes and Stevens at 1015. 
17 Hughes and Stevens at 1010. 
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decriminalisation, Portuguese law enforcement statistics have also revealed an increase in 
operational capacity resulting in more domestic drug trafficking seizures and an increase 
in international anti-trafficking collaborations that have provided for greater targeting of 
drug traffickers by sea.18 
 

2.2 Australia  
 
To date, three Australian states19 have laws in place decriminalising possession and use 
of cannabis.20 In the review of analytical literature about the impact of decriminalisation 
on cannabis usage in Australia, we found: one study finding a significant increase in 
cannabis usage in decriminalised states;21 one study demonstrating a decrease in cannabis 
usage after decriminalisation;22 and four studies finding decriminalisation had no 
significant impact on cannabis usage prevalence.23  Collectively, these studies suggest 
that cannabis decriminalisation in Australia has had a minor, if any, impact on cannabis 
usage.  
 
Yet the decriminalised states have shown a capacity to keep individuals out of the 
criminal justice system. One study compared individuals given a cannabis enforcement 
notice (non-criminal response) in South Australia and individuals given a criminal 
sentence in Western Australia (pre-decriminalisation) and found that the individuals given 
criminal penalties were more likely to suffer negative employment, relationship, and 
accommodation consequences as a result of their cannabis charge and were more likely to 
come into further contact with the criminal justice system than the South Australia 
individuals.24 The data also suggests decriminalisation can save States scarce fiscal 
resources as opposed to criminalisation policies.25  
 

2.3 Czech Republic   
                                                            
18 Hughes and Stevens at 1012‐1013. 
19 An early adopter of decriminalisation, some Australian states have had cannabis decriminalization schemes 
in place for nearly 25 years. 
20 Until August 2011, there were four decriminalised states. Western Australia repealed its decriminalisation 
policy then. 
21 Damrongplasit, Kannika (with Cheng Hsiao and Xueyan Zhao). Decriminalization and Marijuana Smoking 
Prevalence: Evidence from Australia. Journal of Business and Economic Statistics, 28, 344‐356 
22 Fetherston, James and Simon Lenton., 2007. Effects of the Western Australian Cannabis infringement Notice 
Scheme on Public Attitudes, Knowledge, and Use. National Drug Research Institute. p.54. 
23 See Donnelly, Neil, Wayne Hall, Paul Christie. 1999. Effects of the Cannabis Expiation Notice Scheme on 
Levels and Patterns of Cannabis Use in South Australia: Evidence from the National Drug Strategy Household 
Surveys 1985‐1995. Drug and Alcohol Services Council, South Australia; Lenton, Simon, Paul Christie, Rachel 
Humeniuk, Alisen Brooks, Mike Bennett, Penny Heale. 1999. Infringement versus conviction: the social impact 
of a minor cannabis offence under a civil penalties system and strict prohibition in two Australian States. Drug 
and Alcohol Services Council, South Australia. 1999; Lenton, Simon. 2000. Cannabis policy and the burden of 
proof: is it now beyond reasonable doubt that cannabis prohibition is not working? Drug and Alcohol Review 
19; Single, Christi, Ali. 
24 McLaren, Jennifer and Richard P. Mattick. 2007., Cannabis in Australia: Use, supply, harms, and responses. 
National Drug and Alcohol Research Centre, University of New South Wales. p. 57 at p. 60.  
25 Single, Eric, Paul Christie and Robert Ali., 2000. The Impact of Cannabis Decriminalisation in Australia and the 
United States. Journal of Public Health Policy. Vol. 21, No. 2. pp. 167. 
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The Czech Republic decided to legislate to decriminalise drug possession after carrying 
out a cost-benefit analysis of the criminal system. After a two year project that was 
concluded in 2002, research found that:  
1. Penalisation of drug use had not prevented the availability of illicit drugs;  
2. There was an increase in the levels of drug use within the country;  
3. The social costs of illicit drugs increased significantly.  
As a result of this analysis, the Czech Republic formally decriminalised possession of 
illegal drugs in 2010. It is too soon to determine the impact of the new policy approach 
but it is interesting to see a country adopting a new model for addressing drug use based 
on an evidenced assessment of a criminal justice approach.  

 
Based on the review undertaken by Release the evidence appears to support the position that 
the law enforcement approach taken has little impact on the levels of drug consumption 
within a country. The question that should then be asked is why pursue an expensive law 
enforcement approach that criminalises individuals creating significant harms in terms of 
employability and education.  
 
According to the European Monitoring Centre on Drugs and Drug Abuse the UK spends the 
highest proportion of GDP on ‘the drug problem’ and yet has some of the highest rates of 
drug use within Western Europe26. It would certainly appear that the current strategy is not 
‘fiscally responsible’ and that criminalising drug possession does not meet its aim of 
deterring use. In fact, research has shown that criminalisation plays a significant factor in 
stigmatising those who use drugs problematically and can therefore act as a deterrent in 
seeking treatment27.   
 
3. The failure of successive Governments to properly consider the advice of the ACMD  

 
Successive governments have ignored or failed to act upon the advice of the ACMD. 
Evidence of this is well established and decisions relating to the reclassification of ecstasy 
and cannabis or to the debacle around mephedrone clearly demonstrate the weakness of the 
ACMD.  A more benign example includes the ACMD’s recommendation that foil be added 
to the list of paraphernalia exempted under section 9A of the MDA 1971. The 
recommendation was made by the ACMD in November 2010 - to date no action has been 
taken by the Home Secretary.  
 
Policy should be based on evidence and the ACMD must be given a stronger mandate in 
developing the UK’s drug strategy. However, recognition should be given to the lack of 
clarity as to the role of the ACMD. The MDA 1971 states that the Council is required to 

                                                            
26 EMCDDA, November 2011, 2011 Annual report on the state of the drugs problem in Europe, page 22 
(http://www.emcdda.europa.eu/publications/annual‐report/2011)  
27 Lloyd C, August 2010,  ‘Sinning and Sinned Against: The Stigmatisation of Problem Drug Users’, UKDPC, page 
9 (http://www.ukdpc.org.uk/resources/Stigma_Expert_Commentary_final2.pdf)  
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examine the harm associated with drugs yet there is no definition of harm which the ACMD 
can use to properly evaluate the impact of a substance on an individual or society.  
 
The reality is that we have an arbitrary system where drugs are irrationally classified28 within 
the three main groupings, where movement between those groupings based on evidence 
becomes impossible, and no consideration is given to possible alternatives for dealing with a 
substance.   
 
Beyond the controversy over the role of scientific advice provided by AMCD is an 
underlying problem of government being prepared to base drug policy on the evidence. The 
Committee has referred to the report of the Global Commission on Drug Policy in this 
inquiry, the Home Office’s rejection of the report was so quick and dismissive it ran the 
danger of sending the signal that any critique or suggested improvement of the current policy 
would not be given an evaluation based on merit.  

A failure to base drug policy on evidence is linked to the perception that even the most 
minimal deviation from the existing policy is akin to abandoning any attempt at drug control, 
even when policy changes may in fact improve our ability to control both drug use and 
supply. This block on policy development has resulted in: 

· A highly limited scope to piloting innovation and to further test the findings of 
successful pilots. 

· Preventing police forces feeling free to focus resources on local priorities rather than 
policing drug possession. 

· A failure to effectively tackle problematic drug use through joint working between the 
police, NHS and drug services. 

· The ability for drug policy to be mainstreamed with other policy areas to seek outcomes 
that bring a wider benefit to society. 

 
4. Misinterpretation of the role of the classification system as defined by the MDA 1971 
 
As already indicated, the legislatures responsible for the MDA 1971 were vague when it 
came to defining the classification system and how the ACMD assessed the harm(s) of a 
particular drug. The Act states that drugs should be ‘controlled’ where it appears they ‘are 
being or appear to them [ACMD] likely to be misused and of which the misuse is having… 
harmful effects sufficient to constitute a social problem’29. In recent years, the classification 
of drugs has been used to send ‘a message to young people’30, this is an un-evidenced 
approach to drug policy and undermines the government’s credibility in terms of messaging 
the actual harms associated with a drug. This use of the classification system to send 

                                                            
28 Nutt D Prof. et al., ‘Drug harms in the UK: a multicriteria decision analysis’,  The Lancet, Volume 376, Issue 
9752, Pages 1558 ‐ 1565, 6 November 2010. Professor Nutt’s paper clearly demonstrates how the classification 
system bears no resemblance to the hierarchy of harms associated with specific controlled drugs.  
29 Misuse of Drugs Act 1971,  Section 1 (2), (http://www.legislation.gov.uk/ukpga/1971/38/section/1) 
30 ‘Gordon Brown: I overrule drugs advisors to avoid sending mixed messages to the young’, The Daily Mail, 
3/11/09. (http://www.dailymail.co.uk/news/article‐1224830/Sacked‐adviser‐Nutt‐wrong‐risks‐drugs‐say‐
scientists.html) 
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‘messages’ was strongly criticised by the House of Commons Science and Technology 
Committee31.  
 
5. Previous Committee’s advocating an alternative approach to tackling drugs  

 
The past decade has seen increasing calls for a review of the current legal approach to 
tackling drug use in our society and greater acknowledgment of the failure of the current 
system. The Strategy Unit Drugs Report undertaken by No 10 in 2003 identified that ‘the 
drugs supply market is highly sophisticated, and attempts to intervene have not resulted in 
sustainable disruption to the market at any level’.  
This Committee’s previous inquiry in 2002 recommended that the Government initiate a 
discussion within the CND of alternative ways to tackle the global drug dilemma.  

In addition to the above are an increasing number of high profile figures who have added 
their voices to the calls for reform32.  

Despite these calls for reform and the growing evidence demonstrating the failure of the 
current system there has been no significant change to the UK’s drug policy in the last forty 
years.  

Recommendations:  

1. The Committee endorses a call for decriminalisation of drug possession.   
 

2. A Royal Commission is established to look at drug legislation and policy reform 
within the UK and that an expert body is set up to participate in or advise the 
Commission on alternative models for tackling drugs.   
 

3. The Committee calls for a full independent Impact Assessment of UK Drug Policy as 
recommended by Transform Drug Policy Foundation in their submission.  As part of 
this process a Human Rights Impact Assessment should also be undertaken, Release 
would refer the Committee to the submission of the International Centre on Human 
Rights and Drug Policy which provides a detailed analysis of the human rights 
implications for this policy area.  

 

January 2012 

 
                                                            
31 ‘Drug classification: making a hash of it? Fifth Report of Session 2005‐06, House of Commons Science and 
Technology Committee. 6 Evidence base for classification (80) 
(http://www.publications.parliament.uk/pa/cm200506/cmselect/cmsctech/1031/103109.htm#a24) 
32 Kofi Annan, former Secretary General of the United Nations, Cesar Gaviria, former President of Mexico, 
Ernesto Zedillo, former President of Mexico as well as other world leaders have all called for an end to the war 
on drugs, Report of the Global Commission on Drug Policy, June 2011. In the UK former Chairman of the Bar 
Council, Nicholas Green QC called for a review of UK drug policy and Sir Ian Gilmore Former Chair of the Royal 
College of Physicians has called for drug possession to be decriminalised.   
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Written evidence submitted by Robert Young [DP083] 
 
1. Introduction 
My name is Robert Young. I am 35 years old and I have been an addict of one description or 
another since the age of 14. I am currently 13 months sober, 10 years clean of Heroin and 5 
years off prescription medication notably benzodiazepines. Currently I smoke cannabis which 
one can say has just about saved my life. I can lead a full and productive life while smoking 
cannabis and it doesn’t control me like other drugs have. Any prescription medication I have 
ever tried has always lead to physical addiction which is not good. 
 
2. Is present policy fiscally responsible? 
According to the IDMU report1 this is the most up to date authoritative evidence available. 
The cannabis market in the UK are making a large amount of money £3 billion per year is the 
lower end of the scale, £12 billion being a more realistic amount. If prohibition continues 
down the road it has for the last 87 years this amount will continue to rise year after year, 
rethinking drugs policy just for cannabis can have a massive impact on the criminal  
underground, their £6/12 billion would be put in to the UK economy instead of the criminals 
own pockets. so to answer the question above NO as we allow criminal organisations to make 
this profit instead. 
 
3. Is policy grounded in science, health, security and human rights? 
alcohol, tobacco, prescription drugs, medicines you can buy over the counter and even energy 
drinks, cannabis is far less harmful than any of the mentioned substances, the latest findings 
from the NHS suggest this2.  
 
Prohibition of cannabis has a dramatic knock on effect on the user and not the criminal gangs 
involved in its commercially grow operations, the grower will usually be an illegal immigrant 
working for the gangs, normally against his will, from the grower we then move on to the 
dealer, this could be anyone from a 12 year old to your OAP, they will sell to anyone willing 
to buy the product regardless of age, or taking in any consideration of the health of the buyer, 
making cannabis a legalised market would take away all the down sides to the illegal market, 
lets us talk about the medical benefits of cannabis, there is now hundreds of peer reviewed, 
scientific studies that prove the efficacy of cannabis in the treatment of MS, Crohn’s disease,  
fibromyalgia, spinal injury and a wide range of other conditions3when put through regulated 
system cannabis as medicine can have a dramatic effect for the disabled user, giving him/.her 
another chance of life, without the fear of conviction, a medical user of cannabis has enough 
to cope with his/her illness never mind the added pressure of a police raid, being dragged 
through the courts, named and shamed in the media, thrown out of a job, evicted from their 

                                                      
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
2 http://www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
3 http://norml.org/component/zoo/category/recent-research-on-medical- 
marijuana 
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property, and banned from travelling to certain countries, all this for using cannabis for a 
medical reason, prohibition of cannabis is a criminal act. 
 
4. The criteria used by the Government to measure the efficacy of its drug  
policies. 
 
Most of the answers submitted to parliamentary questions to the Home Secretary suggest that 
the government does nothing to measure the effectiveness of its drug policies. Both the 
National Audit Office and the Public Accounts Committee have previously commented that 
drugs policy is run on the basis of ministers' opinions rather than evidence. Not only that but 
any time you ask an official they seem to like giving out already prepared statements, as if 
they don't know themselves what’s actually going on. But when looking for yourself all you 
come across is people who have been in office saying that its failed and has been like it for 
many many years. 
 
5. The independence and quality of expert advice which is being given to the government. 
 
The Government use the ACMD to base their drugs policy, the panel was chaired by 
Professor David Nutt who was sacked back in 2009 for publically saying cannabis, LSD, and 
ecstasy were less dangerous than alcohol, and then in 2010 Professor Les Iversen was given 
the job of chief drugs adviser, he openly spoke about the medical benefits of cannabis at the 
British Pharmacological Society http://www.youtube.com/watch?v=_7wZpt22Kpo both 
professional men in the field of science, and both being ignored by the Government. 
 
6. Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have? 
 
IDMU report4 £500 million is spent every year on the criminal justice system for cannabis 
alone of which £200 million is for police costs. In 2009/10 Drug offences accounted for 5% 
of offences as a whole, of which based on 80% of drug offences being cannabis-related, 
cannabis offences would represent approximately 4% of the annual total. In 2010 the 
Ministry of Justice Budget was £9.5 Billion and the Police budget was approximately £5 
Billion. The costs of police time and resources relating to cannabis offences vary at  the 
lowest end from as little as £10-£20 for a street-issued warning up to over £1M for multi-
handed conspiracy cases involving large scale import or supply involving extensive 
surveillance and investigation resources. Arrests for possession on the street fall at the lower 
end of the spectrum, issuing of warrants and searches of Premises usually involve 5 or more 
officers, with cultivation cases probably among the more expensive usually involving more 
officers, requiring photography and/or video recording, storage and/or disposal of plants and 
equipment and more detailed forensic and expert evidence. Based on the presumption that 4% 
of police caseload relates to cannabis offences, and an annual police budget of £4.8 Billion 

                                                      
4 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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(2010-11), the potential annual savings from police funds would be in the region of £200 
Million. 
 
7. The cost effectiveness of different policies to reduce drug usage? 
Cannabis has been used by man for over 10,000 years, Governments have been trying to stop 
its use by man for the last 100 years, the cost of trying to stop its use will continue to rise year 
after year whilst the use of cannabis under prohibition will also continue to rise, evidence 
proves that where countries such as the US, Holland, Portugal have either de-criminalised, 
legalised for medical use and is regulated, cannabis use decreases, particularly amongst 
children. Evidence also proved that when cannabis was downgraded to class c in 2004, 
cannabis use actually increased the first year, but then went down every year, but since being 
upgraded back to class B it use has dramatically increased, especially in the young. 
 
8. The extent to which public health considerations should play a leading role  
in developing drugs policy. 
 
The Misuse of Drugs Act 1971 says that it’s about the “misuse” of drugs “having harmful 
effects sufficient to constitute a social problem”. It’s not your health the government is 
concerned with; it’s about preventing a “social problem”. Does using or cultivating cannabis 
cause a social problem? A social problem is a condition that at least some people in a 
community view as being undesirable. Everyone would agree about some social problems, 
such as murders and traffic deaths. Other social problems may be viewed as such by certain 
groups of people. Teenagers who play loud music in a public park obviously do not view it as 
a problem, but some other people may consider it an undesirable social condition. Some non-
smokers view smoking as an undesirable social condition that should be banned or restricted 
in public buildings. So if a cannabis user is using cannabis or growing cannabis in the 
confinements of his/her own home does this make for a social problem? My answer is no. 
 
9. The relationship between drug and alcohol abuse? 
 
Under any measure of testing the majority of illegal drugs are less dangerous the currently 
legal, pushed and worshipped by some drug alcohol!! 2010 saw over 1 million hospital 
admissions relating to alcohol where cannabis sees less than 1000 every year. If you adjust 
those figures and go as far as to say there are 75 million people in this country you can see 
even if everyone in the country smoked cannabis there would be less than 25000 hospital 
admissions a year compared to over a million and rising all the time with alcohol. 
 
10. The comparative harm and cost of legal and illegal drugs. 
In reality a drug like heroin costs less than paracetamol to produce but due to prohibition the 
prices and quality are terrible. One would never advocate a heroin addiction but in reality 
prohibition takes what is essentially a bad social habit and turns it into something 1000 times  
worse. The only health side effect also of long term heroin use is constipation but again due 
to prohibition addicts are made to feel like scum. If we carry on treating them in such a way 
please do not be surprised if they behave like dirt!! 
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11. The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances. 
 
New legal highs make a mockery of drugs policy. New names come out on a weekly basis 
that can cause far more harm than cannabis could ever cause. Synthetic cannabinoid's, 
manufactured to avoid the laws against cannabis are proving far more harmful than cannabis 
itself. Outrageous reactions are made on the basis of Daily Mail stories, not science  
or medicine. IT is prohibition which is the cause of these new legal highs and  
nothing else. 
 
12. The links between drugs, organised crime and terrorism. 
It is obvious to see the links between cannabis, organised crime, and terrorism; it is a gold 
mine for the criminal gangs, not just here in the UK but on a worldwide scale, the amount of 
illegal immigrants being imported into the UK is very disturbing, the criminal organised 
market is better run than the banking system, you never see the criminal gangs asking for bail 
outs, it’s a vast and organised company, a company that will not be taken down by the drugs 
policy that is in place today, the amount of money terrorists groups make from cannabis and 
other drugs is their main form of income, taking control and regulating that supply chain 
would have a dramatic effect on the criminal underworld, take control of their product. The 
quality of cannabis from the criminal market is usually of very poor quality, not grown in the 
right environment, not grown for the right amount of time, not dried to the required standard, 
not cured at all, and often sprayed with some form of weight gaining substance, usually glass, 
thus causing more harm than good., Children as young as 10 are now being groomed as 
dealers to deal to the young generation of users, this must stop, prohibition has not and will 
not stop this from happening. We need change now or we are just letting terrorism and crime 
prevail. 
 
13. Whether the UK is supporting its global partners effectively and what  
changes may occur with the introduction of the national crime agency. 
 
When other countries develop their own policies, such as Belgium, Czech Republic, 
Denmark, Finland, Germany, Netherlands, Portugal, Spain, Switzerland, also under the 
shengen agreement a person travelling within the European zone can import and use his 
prescribed medication, so If a person has been prescribed cannabis of any kind from his 
doctor in a European country where cannabis is used for medical reasons that person can 
bring it into the UK and use his medication, while a British medical user can get locked up 
for doing what another human being is doing. Why can’t Britain follow the sensible route the 
rest of Europe is taking. 
 
January 2012 
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Written evidence submitted by Independent Scientific Committee on Drugs [DP 084] 
 

1. Executive Summary: The current UK government’s drug policy is not founded upon 
the evidence base. Basing it on such would offer far greater scope to effectively 
reduce drug harms to the individual and to society as would a shift from criminal 
justice to public health. The Global Commission on Drug Policy’s recommendations 
have much to offer in this area.  
 

2. The Independent Scientific Committee on Drugs (ISCD) welcomes this much needed 
review of the Government’s 2010 drugs strategy and policies. We would be happy to 
give evidence to the Committee on this matter. 

 
3. The Independent Scientific Committee on Drugs reviews and investigates the 

scientific evidence relating to drugs, free from political concerns.  
 

The ISCD provides accessible information on drugs to the public and professionals. 
The ISCD works in the UK and internationally and addresses issues surrounding drug 
harms and benefits; regulation and education; prevention, treatment and recovery. Our 
vision is that that there will be widespread, informed public understanding about 
drugs which can promote effective policies and practice in the UK and at international 
level. More information on the ISCD and its work can be found at 
www.drugscience.org.uk. 

 
4. The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 

policy with strategies grounded in science, health, security and human rights’ in line 
with the recent recommendation by the Global Commission on Drug Policy 
The Global Commission’s report rightly makes the issue of drug use a public health 
issue rather than one of criminal justice, which unfortunately is the current focus of 
the Government’s drug policy. The success of a public health-focused, evidence-
based drug policy can be seen with the success of Portugal’s policy of the past ten 
years, see Hughes and Stevens1 and EMCDDA2. 
 

5. The criteria used by the Government to measure the efficacy of its drug policies 
Our suggested criteria would be a favourable change in one or more of the 16 
parameters set out by the ACMD in 2007 and expanded upon in our 2010 paper3 in 
the Lancet, attached. It is imperative that alcohol is included in drug policy and that 
the broader social context of drug policy is properly considered – policies cannot be 
assessed in isolation from the social issues that contribute to them. A solid evidence 
base for policies along with proper assessment is critical. 

 

                                                            
1 What Can We Learn From The Portuguese Decriminalization of Illicit Drugs? Hughes and Stevens 2010.   
2 Drug policy profiles — Portugal. EMCDDA 2011. 
3 Drug harms in the UK: a multicriteria decision analysis. Nutt et al, 2010. 
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6. The independence and quality of expert advice which is being given to the government 
Following the sacking of David Nutt, the subsequent resignation of a number of the 
ACMD’s members and the recent removal of the statutory requirement for relevant 
experts to sit on the ACMD, the independence and quality of advice being given to 
the government on drug policy has inevitably been affected. As a fully independent 
organisation comprised of many of the top experts in the field and highly trusted by 
the public, the ISCD would be happy to provide the government with scientific 
evidence and advice to inform drug policy. 
 

7. The extent to which public health considerations should play a leading role in 
developing drugs policy 
Public health considerations should be the primary consideration of drug policy to 
most effectively reduce harms. 

 
8. The relationship between drug and alcohol abuse 

Alcohol is a drug and should not be arbitrarily separated from other recreational 
drugs. Differentiation could in fact be harmful – users may infer a higher level of 
safety because of its legal status and underestimate its harms both taken alone or when 
combined with other drugs. 
 

9. The comparative harm and cost of legal and illegal drugs 
The comparative harms of drugs used recreationally are considered in depth in our 
2010 Lancet paper4. 

 
10. The availability of ‘legal highs’ and the challenges associated with adapting the legal 

framework to deal with new substances 
‘Legal highs’ present a new set of problems for those that seek to reduce their harms. 
The speed with which suppliers can alter the chemical composition to evade 
legislation and the ease with which users can buy these substances over the internet 
mean that the traditional methods of controlling drugs, which have generally moved 
fairly slowly, are even more ill-equipped than usual to address the issue. The new 
Temporary Banning Orders (TBO) will not be an effective alternative as there is 
likely to only ever be one outcome for a drug subject to a TBO: classification. 
Anything less than this could be seen as a government sanction of the drug. This 
scenario would negate the potential benefit of TBOs – what is the point of gathering 
evidence if the outcome will be the same regardless? 
 
The ISCD has drafted a minimum data set, attached, which sets out the evidence 
needed on a substance to enable effective and coherent legislation and policy. 
Whilst there are undoubtedly both (a) legally available legal highs in abundance as 
anyone can see from the internet and also (b) an illegal market has developed in 

                                                            
4 Ibid. 
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previously legal highs like mephedrone (eg. Fiona Measham’s Year 1 and now also 
Year 2 Vauxhall data published in JSU in 2011 and 2012 shows the prevalence and 
popularity of mephedrone), this does not necessarily mean that there is an interest in 
them. Mephedrone remains popular (as the Year 1 and Year 2 Vauxhall surveys 
showed) but there has not been any legal high since then which has taken its place. 
The current contender is methoxetamine but prevalence rates for all the new legal 
highs remains very low in all the surveys being carried out. Some of the 
disillusionment with the purity and content of Class As in 2009 that led to the rise of 
mephedrone has now rubbed off on legal highs too, combined with re-emergence of 
higher purity ecstasy.  
 
A more effective and rational system would be something similar to the Dutch DIMS 
system5 which would enable drug users to know the composition, strength and purity 
of the drugs they take as well as offering a far more accurate picture of drug trends for 
government. The relatively unknown nature of many of these substances and their 
appearance as adulterants and substitutes in more commonly used drugs makes it all 
the more important that users are given the opportunity to understand what is in the 
substances they take6. 

 
11. Whether detailed consideration ought to be given to alternative ways of tackling the 

drugs dilemma, as recommended by the Select Committee in 2002 (The Government's 
Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 
Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 
94, 2009–10). 
Absolutely – the current approach to the issue of drugs has not reduced use or harms 
significantly at all. 

 
January 2012 

                                                            
5 The Drug Information and Monitoring System (DIMS) in the Netherlands: Implementation, results, and international 
comparison. Brunt and Niesink, 2011. 
6 We need an antidote to the agony of Ecstasy. Andrew M Brown, 2011. 
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Written evidence submitted by The Alliance [DP085] 
 

1. The Alliance is a unique organization- a registered charity with a remit to help people 
experiencing substance use problems with independent advocacy, support and advice 
around issues and challenges they face gaining fair access to appropriate quality 
evidence based treatment and services. We see the side of drug policy people very 
rarely talk about - the direct impact of implementation on people experiencing the 
most challenging health and personal consequences of drug use. We run a helpline and 
deliver independent advocacy services – these have directly influenced this response. 
While you will receive many responses from organisations who provide treatment, 
commission treatment, direct or govern treatment, we would suggest that ours is 
possibly the only response solely from the perspective of those who use drug treatment 
services. 

 
2. Let me apologise in advance for the brevity of this submission. Your review, while 

welcome came with a very short timetable. Like many other small voluntary 
organisations, our income has more than halved over the last 24 months.  
Consequently the Alliance has faced some very difficult choices culminating in a 
programme of cuts and redundancies which have been unavoidable if the organization 
is to stay afloat. This has left us with only two and a half members of staff (of which I 
am the “half” – with the remaining 2 members of staff solely concerned with front line 
work). This reduction in our resources and staff is ironic as we believe that never has 
the role of our organization been more critical – in both senses of the word. Whatever 
the rights and wrongs of our current drug policy it would have been irresponsible for 
myself or our trustees to prioritise your call for evidence over the very real crisis 
facing our organization. 

 
3. However we did not want to let this opportunity pass to reflect the concerns of our 

constituency and to ask you to please take accounts from those using drug treatment  
and their representatives when you take oral evidence. As an organization we would 
value the opportunity to give oral evidence to the committee. 

 
4. In this letter we are responding to the following terms of reference the inquiry: 

 
• The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 

policy with strategies grounded in science, health, security and human rights’ in 
line with the recent recommendation by the Global Commission on Drug Policy 

• The criteria used by the Government to measure the efficacy of its drug policies 
• The extent to which public health considerations should play a leading role in 

developing drugs policy 
• The impact of the transfer of functions of the National Treatment Agency for 

Substance Misuse to Public Health England and how this will affect the provision 
of treatment 

 
5. In terms of the impact of drug policy on the people who use our services, it is our 

understanding that the current government strategy – with its emphasis on delivering a 
somewhat ill-defined model of recovery – is enabling those who seek to limit access to 
life preserving, evidenced based treatment on moral grounds, to do so. In many areas 
fuelled by government tone and approach and pressures on funding and resources, 
recovery is being defined as abstinence and access to treatment is being rationed and 
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limited. This is contrary to the evidence base on treatment and what we know of 
addiction. It is damaging the health and wellbeing of some of the most vulnerable 
people in society. Our evidence for this comes from helpline and advocacy activity 
and direct reports from our service users which we would be happy to share with you 
at a later stage of this inquiry with permission from the individuals concerned. 

 
6. We believe that previous and current government approaches to measuring success 

and efficacy have concentrated on systemic and proxy measures at the expense of 
enabling services to take account of individual experience. In particular the over 
emphasis on community safety returns for investment has led to a devaluing of health 
and quality of life returns and this has had a deleterious effect on some people who are 
or could be beneficiaries of drug treatment services. 

 
7. It is obvious that the voices of the consumers of drug treatment have a huge role to 

play in the design and delivery of effective services – and indeed national policy. 
Through the work of the NTA over the last 10 years there has been greater 
acknowledgement of this. However the systems which have been built to commission 
and deliver treatment are largely impermeable to service user influence. They are 
complex, weighted to deliver national rather than individual outcomes, expensive and 
cumbersome. A renewed emphasis on meeting locally defined outcomes and person-
centred results is to be welcomed. However it is far from clear how this will be 
achieved. The Alliance has received hugely varying reports on the centrally driven 
Payment By Results pilots. In some areas – where advocacy and self determination are 
built into the PBR model - users realize their own outcomes with greater ease. In other 
areas however we have seen evidence that users are being further marginalized in 
decisions about their own treatment in the name of outcome focussed delivery. The 
question is of course who values the results for which we are paying. When the answer 
is central government, or local commissioners to the exclusion of the people who 
actually use services, then the experience of consumers can only get worse. 

 
8. The Alliance’s main concern is the health of our users and their well-being and quality 

of life. In terms of delivering this however, we have observed that public health is by 
far the most helpful – and the least damaging - of the overarching approaches we have 
witnessed. The extent to which public health considerations should play a leading role 
in developing drugs policy is clear and we welcome the transfer of the functions of the 
NTA to Public Health England. Of greater concern to us currently is the shift in the 
functioning of CQC and their role in the inspection of treatment services. Despite the 
excellent work of the NTA in improving treatment consistency, drug treatment is often 
sadly ill regulated and in the residential sector in particular there is huge variation in 
the standards and quality of treatment. It is critical we maintain access and quality of 
drug treatment across England – as the loss of any of our recent gains in consistency 
will be measured in lives lost.  

 
9. Our most valuable contribution to your work is likely to be in the areas of your inquiry 

related to healthcare and treatment and we have restricted our comments in this letter 
to this. However we have contributions to make in other areas – such as enforcement 
and public health -  as they necessarily impact on the people who use our advocacy 
and advice services.  As an organization with a unique perspective, we are also able to 
take a differently informed view on issues such as Value for Money and overall policy 
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impact. We would very much value the opportunity to contribute further to your 
inquiry as it progresses.  

 
January 2012 
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Written evidence submitted by Adam Corlett [DP 086] 
 
Executive Summary 
- The efficacy and value-for-money of current policies are poorly monitored, if at all. Core 

approaches such as “sending out messages” are not evidence-based. 
- The Committee should accept that ‘prohibition’ has its own harms which must be measured too: 

some intentional such as financial and opportunity costs, loss of individual freedom, criminal 
records and convictions; and some unintentional such as making these drugs less safe, organised 
crime and causing acquisitive crime via high prices. These are often conflated with the harms of 
the drugs themselves. 

- Neither the Drug Strategy nor ACMD have analysed the fundamentals, rather than details, of the 
current approach. 

- Liberty should be a consideration, even if its valuation is subjective. Responding to unhealthy 
behaviour with the criminal justice system is at the top of the “intervention ladder” and so it’s 
necessary to show it’s worthwhile. 

- The Committee should consider why it is not the Department of Health that has the most control 
over [illicit] drug policy. 

- In general, "For far too long, drugs policy has been dictated by what sounds tough, not what 
works" (David Howarth). 

- The classification system and the placement of drugs within it are not based in science. 
- Far too little attention is paid to displacement between drugs (including alcohol which is certainly 

a ‘drug’), with each often looked at in isolation.  
- Prohibition fuels corruption, organised crime and terrorism around the world and almost no illegal 

financial flows are being intercepted. 
- There is little evidence that decriminalisation of possession increases harm (often the reverse) and 

there have many expert calls for change. The Home Office has dismissed rather than engaged with 
this debate. The onus should be on the Government to show that criminalisation of users is 
beneficial. 

- There are good arguments for legalisation (particularly with strict regulation) but the UN 
Conventions severely limit experimentation. Via treaty reform we should at least allow some 
countries to cautiously experiment with regulating some drugs. 

- Given all this, it does not seem at all unreasonable that the over forty-year old fundamentals of 
UK drug policy should be rigorously compared to alternatives (including a yet more punitive 
approach) in terms of costs and benefits. 

 
A Metrics 
1. The aim of drugs policy should be to reduce the harms stemming from drug use and from drug 
policy too (and maximise any benefits). “Reducing drug usage” is of course part of the solution but 
like many attempts to measure these harms it is not sufficient and can be misleading in isolation, as 
I discuss below and in Section D. Strategies on alcohol do not start with the aim of reducing the 
number of alcohol users. 
 
2. For example, I hope the committee will recognise that drug prohibition brings its own harms and 
that it’s therefore not sufficient to look just at the harms of drug use. We need to ensure the 
(presumed) benefits of current policy outweigh the costs. See Section F. 
 
3. For the amount of drugs seized or number of arrests, it is unclear whether an increase is a good or 
a bad sign, the UKBA having claimed both (http://www.bbc.co.uk/news/uk-15756462). For 
assessing spending, a more useful figure would be the percentage of such smuggling is stopped. 
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Whilst this is harder to estimate, seizures can be compared to estimated levels of use. Are we 
intercepting 90% or - in the case of heroin in Scotland1 - 1%? 
 
4. More importantly still, do these efforts lead to decreased availability or increased price and do 
these lead to a reduction in use/harm or just to increases in acquisitive crime/prostitution, use of 
cutting agents or a shift to other drugs?2 
 
5. Evidence of the efficacy or value-for-money of most of the Government’s supply reduction or 
demand reduction programmes seems sparse. Existing programmes must be compared with each 
other, and with more radical alternatives, for cost-effectiveness. 
 
A2 Questioning fundamentals 
6. Many of the fundamental premises of our drug strategy are even less scrutinised. Does locking up 
dealers and smugglers reduce use or are they too easily replaced? Are longer sentences a deterrent? 
Does drug law enforcement decrease drug market violence (the evidence strongly suggests the 
opposite3)? 
 
7. ‘Sending a message’ is one central idea: that we must punish problematic and non-problematic 
users not for their own good but to deter others from copying this behaviour. I think this is based on 
a mistaken assessment of the state’s ability to influence Britain’s culture, rather than on evidence. 
 
8. There seems to be little correlation between the severity of states’ drug laws/rhetoric and levels 
of drug use. Cannabis use in the USA is far higher than in the Netherlands, for example. Culture 
and socioeconomic factors are far more important than Ministers’ pronouncements. Within 
countries, changes in policy do not seem to affect levels of drug use. 
 
9. Non-drug users tend to explain their preference by saying they simply don’t want to or that they 
know the health risks, rather than “because it’s illegal”. Conversely, a study of mephedrone users4 
showed “none of the study participants recalled an initial interest in using mephedrone because it 
had been legal” or “felt that 'legal highs' were safe simply because they were legal” and “21 of the 
23 study participants had used mephedrone after the ban”. 
 
10. The Government also seems to want it both ways when it “sends out messages”. “It’s harmful 
therefore it should be illegal” suggests that alcohol is not harmful. Undeservedly classifying drugs 
as A or B to “send a message” says that all class C drugs are less harmful than cannabis or ecstasy. 
 
A3 Personal freedom 
11. Added need to rigorously assess drugs policy comes from the loss of liberty involved. Some 
MPs may put little value on personal liberty but if two approaches give the same results, the more 
liberal one should clearly be favoured. To quote from a Health Committee report, “In its approach 
to health improvement, the Government makes much of the idea (developed by the Nuffield 
Council on Bioethics) of a "ladder of intervention". [...] [I]n dealing with particular lifestyle-related 
public health issues, a range of policy options, on an escalating scale of intrusiveness, is available. 
Healthy Lives, Healthy People states that: Where the case for central action is justified, the 
Government will aim to use the least intrusive approach necessary to achieve the desired effect. We 

                                                 
1 tvnz.co.nz/our-drugs-war/about-4190786 
2 David Blakey CBE QPM, ‘How can enforcement agencies reduce drug harm?’, Police 
Professional, September 11 2008 
3 Werb, D., et al. Effect of drug law enforcement on drug market violence: A systematic review. 
International Journal of Drug Policy (2011) 
4 http://www.sciencedaily.com/releases/2010/10/101004101137.htm 
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will in particular seek to use approaches that focus on enabling and guiding people's choices 
wherever possible. This favoured approach it refers to as "nudging people in the right direction 
rather than banning or significantly restricting their choices"”. 
 
12. In discussions of unhealthy food, alcohol and smoking, the benefits of moving up the 
“intervention ladder” are indeed “weighted against the erosion of individual freedom” (Nuffield 
Council). The same should be true for other drugs, even if the intervention is already in place, or 
especially so given that the benefits can be better judged and that prohibition and criminalisation of 
users would be at the top of the ladder. 
 
B Science, health and human rights 
13. Despite causing and being caused by problems in other departments, drug use is definitely a 
physical and mental health problem. The Committee should therefore consider why it is not the 
Department of Health that has the most control over [illicit] drug policy. I have heard that this is the 
case in no other EU countries except for Malta and Ireland. 
 
14. Trials such as re. naloxone for prisoners on release are a very welcome scientific approach (and 
I hope more will be done into heroin-assisted treatment). But this has not extended to the 
fundamentals of drug policy. The Drug Strategy 2010 stated a commitment “to continuing to review 
new evidence on what works in other countries and what we can learn from it” but dismissed any 
other approach without reference to any evidence, saying it “does not believe that liberalisation and 
legalisation are the answer” (my emphasis). In the strategy’s impact assessment, “What policy 
options have been considered?” was answered with the strategy and an alternative of “Do nothing” 
only. Its consultation was criticised in EDM 709 (2010) and by NGOs for its brevity and small 
scope. 
 
15. Classifications are extremely inconsistent and unscientific, not least due to the status of alcohol 
and tobacco. The Science and Technology Select Committee’s report ‘Drug classification: making a 
hash of it?’ and other proposals for more rational scales of harm have apparently been ignored. The 
effectiveness of the classification system should be considered by this committee as we are now at a 
point where neither those who want a drug uprated (such as ketamine) or downrated (such as 
ecstasy) seem to think it worth the effort. 
 
16. However, if classifications and legality are not based scientifically on harms then that is unfair 
and discriminatory - often a tyranny of the majority. The fact that “black people are six times more 
likely to be arrested than white people for drug offences and 11 times more likely to be imprisoned” 
despite “no evidence that black people use or deal drugs more than white people” is even more 
worrying. 
 
C Expert advice 
17. In practice, the ACMD is significantly constrained. It doesn’t have time to cover all the areas it 
needs to, whilst what time it has usually goes to priorities set by the Home Office. It seems in no 
position to rigorously review the fundamentals of drugs policy which is why this review and 
anything that follows it are so welcome. It’s also unclear to me why the council’s remit does not 
include alcohol and tobacco. 
 
18. That said, more important is that the government doesn’t follow the advice. The one time I 
recall the ACMD tackling a broad topic - the classification system, requiring the assessment of 
many drugs at once - ended in the ACMD losing many of its members and the project itself!  
 
19. Another problem with the process of the ACMD advising the Government is that while it’s easy 
for the council to say that something is “harmful”, backed up by solid statistics, there is nonetheless 
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a lack of context of whether that’s harmful enough to justify action and how it compares to other 
risks (other drugs, soft drinks, skateboarding...) and possibly too few MPs trained in statistics. 
Again, the last time such a comparison was attempted it did not end well. 
 
D Displacement between drugs 
20. In my view, far too little attention is paid to displacement between drugs. Often, rises and falls 
in the use of one drug are looked at in isolation while, for example, an increase in the price of 
alcohol might lead to increased ecstasy use5. 
 
21. Similarly, success in reducing ecstasy use might only mean an increase in the use of another 
drug, such as a “legal high” (one far less studied than ecstasy) and so on... 
 
22. It’s not clear to me whether the overall demand for drugs can be reduced at all (other than 
through tackling poverty etc.), only shifted between drugs. If all illicit drug use were eliminated, 
demand would shift to alcohol, or nutmeg, or solvents, or crushed-up antiretrovirals. 
 
23. This emphasises the importance of sensible classification based on harms. A recent study 
suggests increased cannabis use amongst young people means fewer accidents via less drink-
driving6. Policies should nudge people towards the least harmful drugs (and encourage the 
development of even safer ones), using these to saturate the demand for drug use. 
 
E Corruption, organised crime and terrorism 
24. “Even President Bush has made the connection: "It is important for Americans to know that the 
traffic in drugs finances the work of terror, sustaining terrorists, that terrorists use drug profits to 
fund their cells to commit acts of murder."”7. 
 
25. Examples include profiteering by the Taliban (and poppy destruction arguably driving people 
into terrorism), the North Korean and Burmese regimes, Al Qaeda guarding smugglers in the 
Sahara, growing corruption in African transit states, and of course the cartels of Latin America. 
Displacement of drug production and transit - the balloon effect - is part of the reason why so many 
Latin American countries have been harmed so badly. 
 
26. The UNODC report, Estimating illicit financial flows resulting from drug trafficking and other 
transnational organized crime, states that the illicit drugs trade accounts for half of all transnational 
organized crime proceeds and is the most profitable sector. It also states that around $2 trillion was 
laundered in 2009 and that probably around 0.2% of illicit financial flows are currently being seized 
and frozen. 
 
F More harms of prohibition.  
27. It may be that prohibition has benefits in terms of reducing drug use but it also has many costs 
(in addition to those already discussed).  
1) Loss of liberty, and other intentional harms such as searches, imprisonment, criminal records; 

often doing more harm to that individual than the drug use itself, presumably for the greater 
good. This also harms respect for the police and law. 

2) It makes drugs more dangerous - with unknown strengths or different drugs, cutting agents and 
contaminants. It drives users to more concentrated drugs which are easier to smuggle and to 
novel drugs. Research, palliative care and other medical uses are impeded. Education and harm-
reduction advice can’t easily be directed at users. 

                                                 
5 www.theage.com.au/national/alcohol-price-spike-fuels-switch-to-ecstasy-20101022-16xvj.html). 
6 www.examiner.com/top-news-in-denver/uc-denver-study-finds-legal-mmj-cuts-traffic-fatalities 
7 Mo Mowlam - http://www.guardian.co.uk/society/2002/sep/19/drugsandalcohol.comment 
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3) Drug-trade profits are more attractive to the disadvantaged than school or legitimate work, while 
prison only leaves them less able to find other work. 

4) Inflated prices and a criminal rather than medical approach to addiction drive robberies, 
burglaries and shoplifting and force women into prostitution. 

5) Without regulation, disputes are settled violently, no tax is collected to even cover health costs, 
there is environmental damage, and there are no restrictions on who can buy drugs and where 
and when.  

 
28. Many of these harms are often conflated with the intrinsic harms of the drugs themselves. 
Harms caused by illegality can not be used to justify illegality!  
 
29.Conversely, I hope you will acknowledge that regulation would have benefits: it’s simply a 
question of whether or not there are greater costs. 
 
30. As is common in discussions of the costs and benefits of alcohol, we must also acknowledge the 
fact that many people enjoy drug use, physically and socially, and have done so for millennia across 
the world. For some, use is medicinal or functional rather than recreational.  
 
31. Anti-drug policies can be even more harmful in other countries, with forced labour and 
countless human rights abuses all too common (whilst remaining ineffective). This may not be an 
argument against prohibition in the UK, but does help show that it is possible for government 
policies to do more harm than what they were intending to prevent. 
 
G Alternatives 
32. Should detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma? Yes! At UK, European, and international levels. The Misuse of Drugs Act is over 40 
years old; prohibition has had “unintended consequences”; state interventions that involve “erosion 
of individual freedom” need to be frequently checked to ensure they’re justified; and there is 
reasonable evidence to suggest alternatives are viable. 
 
33. A report from the UN Special Rapporteur on the Right to Health to the General Assembly 
recommended that member states decriminalise drug possession and consider the creation of a 
regulatory framework - similar to that used for tobacco - for some drugs. The ACMD has also 
effectively called for decriminalisation, as have many health, development, human rights and 
children’s organisations - see the Vienna and Beirut Declarations. 
 
34. Decriminalisation of possession of some or all drugs in many countries and American states 
seems to have no impact on use compared to others in the region. Portugal’s experience seems if 
anything to have had positive effects.  
 
35. The onus should be on the Government to show that criminalisation of users is beneficial. 
 
36. The international conventions do not aid a scientific approach and should be amended to make 
clear that decriminalisation is an option, and to give sovereign states the freedom to experiment 
with some legalisation. Britain could then learn from others’ experiences or vice versa. Legalising 
the least harmful drugs may, as discussed, draw users away from more dangerous drugs. 
 
37. Legalisation is not descriptive of the range of post-legalisation regulatory options. Prohibition 
can also include a large range of approaches and spending priorities. ‘Decriminalisation’ also 
covers many possibilities, some de jure, others de facto.  
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38. I would like to see a detailed, quantitative comparison of such systems, e.g. the status quo vs 
Portuguese-style decriminalisation vs laissez-faire legalisation vs strictly regulated legalisation vs a 
much more punitive approach to illicit drug users. However, different drugs may need different 
solutions. 
 
January 2012 
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Written evidence submitted by Alastair Crawford [DP 087] 
 
My name is Alastair Crawford, I am a 21 year old currently studying History and Political 
theory at the University of Strathclyde, and a member of CLEAR (the Cannabis Law Reform 
group). I am taking this opportunity to respond to  the call for written evidence with regards 
to the Home Affairs Committee's  drug enquiry. Not only am I member of CLEAR but I have 
also worked as an intern for Guy Opperman MP. 
 
I feel that, as stated in the Report of the Global Commission on Drugs Policy's report of June 
2011 states; 
"The global war on drugs has failed, with devastating consequences for individuals and 
societies around the world. Fifty years after the initiation of the UN Single Convention on 
Narcotic Drugs, and 40 years after President Nixon launched the US govornment's war on 
drugs, fundamental reforms in national and global drug control policies are urgently needed." 
 
I am sure you are familiar with the Report of the Global Commission on Drugs Policy's 
report of June 2011 so I will not quote it back to you, however I will provide you with the 
aims and objectives of CLEAR below; 
 
1. To end the prohibition of cannabis. 
Prohibition is a big, dumb, and very expensive failure.  It is brutal.  It puts prejudice before 
people.  The “war on drugs” is responsible for more death, destruction and despair than any 
other war.  History has shown that prohibition creates far more problems than it solves.   In 
the 21st century we should expect far better solutions from our policy makers and 
governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis 
by doctors. 
No reasonable human being can deny another relief from pain, suffering or disability.  There 
is no rational argument against permitting access to medicinal cannabis for those who need it.  
The fact that the British government and the deeply rooted bureaucracy of the Home Office 
stand in the way is a deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on 
facts and evidence. 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum.  That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence and experts agree that a 
responsibly regulated system would also reduce all health and social harms. 
 
4. To encourage the production and use of industrial hemp. 
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The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp.  Although the industrial strains of the plant 
have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop.  With that we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre, a better fabric than cotton, a better paper than wood 
and one of the most ecologically important activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
Prejudice is based on ignorance.  In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
1930s  and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil.  The truth about cannabis is clear and we have to spread the truth 
in the face of ignorance and lies. 
 
January 2012 
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Written evidence submitted by Angelus Foundation [DP088] 
 
Summary 
The Angelus Foundation is dedicated to combating the huge increase in use of legal 
highs/party drugs in UK in recent years. This submission is restricted to addressing that 
specific (and related) points of the Committee’s terms of reference (“the availability of ‘legal 
highs’ and the challenges associated with adapting the legal framework to deal with new 
substances”). 
 
These drugs are particularly attractive to our young people given their price and purity - the 
UK market is one of the biggest in the world and growing rapidly. Taking these drugs 
damages lives, costs society millions and current limited interventions are struggling to have 
any effect.  
 
No one knows what the harms of the new drugs (legal and some now illegal) because there is 
insufficient laboratory data nor has the little knowledge we have been effectively 
communicated through health messages to the users and their families.  
 
Memorandum 
The first priority for Government must be to ensure the establishment of a world class 
analysis laboratory to establish the harms of these drugs There must a demonstrable 
commitment to drugs education including adding it to PHSE.  
 
The Misuse of Drugs Act 1971 has not shown it can be used to reduce prevalence of the new 
drugs - it should be fully reviewed.  
 
The vital co-ordination between Departments needed to make an effective long-term Drugs 
Strategy is lacking. Consideration should given to establishing a dedicated cross 
Departmental Agency answering directly to Prime Minister (similar to MILDT in France)  
 
 
Introduction 
The Angelus Foundation was founded in 2009 by Maryon Stewart, the well-known health 
practitioner, author and broadcaster. Her 21 year-old daughter Hester, a medical student and 
athlete, passed away after consuming a legal high (GBL) in April 2009. The Foundation has 
since attracted a group of world-class experts, known as the Angelus Advisory Group, who 
bring together expertise from chemical, medical and behavioural sciences, as well as having 
considerable expertise in both the areas of enforcement and misuse of social substances. 
 
Our Mission Statement 
To help society understand the dangers of ‘legal high’ (unclassified substances), to reduce the 
harm they cause to young people and their families, and to save lives.  
 
Our Aims and Objectives 
We aim to become the acknowledged expert and knowledge centre on the subject of the 
dangers of legal highs and to maximise public understanding of the risks. 
 
The Foundation's work 
We are planning, subject to adequate funding, internal and external projects which will: 

• scope the problem 
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• raise awareness of legal highs 
• educate about the risk 
• detect and analyse new unclassified substances and their impact on the human 

body 
• make the use of party drugs less socially acceptable 
• enable parents to have informed conversations with their children on the use of 

legal highs 
• empower young people to make more responsible lifestyle choices 
• improve the understanding of the physiological and psychological impact of 

these substances on the human body and mind 
 
Angelus Foundation is committed to help raise awareness about the dangers of legal highs 
and party drugs and now have a group of 20 world class experts to advise on its work 
programme. We now know that simply adding substances to the list of controlled drugs is not 
the solution: each time something is banned the chemists just tweak the molecules and put 
something else on the market.  
 
We have had many joined up meetings with Ministers for Education, Health and Work and 
Pensions as well as their senior Civil Servants. While there was broad agreement that the 
issues were urgent and needed addressing in a co-ordinated manner that has unfortunately not 
become a reality. 
 
Potential Dangers 
Young people are using potentially very dangerous substances, due to: 

• Misleading labelling and marketing; long lists of herbal and vitamin 
ingredients obscure the fact that the active ingredient is actually far from 
natural 

• Unregulated manufacturing leads to products of extremely variable quality and 
purity 

• Price - most are cheaper than alcohol 
• Constant manipulation of the substance’s composition keeps manufacturers 

ahead of the law and makes legal intervention highly problematical 
• Substances have been found to contain fertiliser, plant food, rat poison and 

some traces of Class B drug 
• Reported side effects include panic attacks, respiratory problems, nose bleeds, 

paranoia, depression, anxiety, suicidal thoughts and aggression 
• Our mission is to help society to understand the dangers of legal highs, to 

reduce the harm caused to young people and to save lives.  The Foundation is 
the only charity in the UK with this specific remit 
 

Cost Associated with Abuse of Social Substances 
The potential for real harm to individual users either physically or psychologically is ever 
present. But it is not just the impact on the individual which is of concern. 

• It costs £250 per ambulance call out, £500 for a night in hospital and £3-4000 
for an Intensive Care Unit (ICU) bed per night. This means just 100 
ambulance call outs per week as well as 100 nights in hospital per week cost 
£3.9 million per year - 100 ICU nights per week cost at least another £15.6m 
per year as well as taking up valuable medical resources. 
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• Research shows the financial cost to society of children who become serious 
drug users is likely to be in the region of £1 million each by the time they 
reach 30 

• It is estimated that NEETs (16 – 18 year olds who do not engage with 
education or training), who are more likely to experiment with toxic 
substances, will cost society over £31 billion during their lifetimes. 

 
The Foundation’s Work Programme  
The projects are grouped into four programmes: 
 
Problem scoping  
Populus or a similar research group will carry out quantitative surveys of parents, educators 
and young people. 

·Focus groups with young people and parents to determine which messages are most 
likely to encourage wiser choices. 
·Work with statisticians to determine the measurement of outcomes 
 

9.) Raising awareness 
·Films outlining new developments 
·Tips for wise conversations in the form of downloadable material and films by young 
people, experts and celebrities enabling parents to discuss their children’s drug use 
·The production of  a “Wise Up”  campaign and materials for both young people and 
parents which will be tried and tested by the Angelus Foundation and partnering 
charities prior to broad dissemination  
·Workshops and online resources in eight different modules for GPs and nurses 
·Outreach programmes for higher education and university campuses 
·Outreach support programmes, including staff training for social scene venues 
 

10.) Laboratory Services 
·Testing to identify substances, the cornerstone of the Angelus Foundation work, will 
be the establishment of a laboratory with the aim of monitoring new synthetic drugs 
·A dedicated, specialised laboratory will plug this much needed gap. Its facilities will 
enable toxicologists to provide new information on a regular basis on the toxic 
substances which make up each new legal high as it emerges onto the market so that 
there is broad understanding and knowledge of the harms of these substances. 
 
The laboratory work will be complemented by the establishment of a “novel 
substance assessment” team will undertake studies of the physical impact of the new 
drugs on the human body and systematically record their findings to produce a 
definitive reference source – the first of its kind in the country. This will provide 
valuable information to medical professionals in Accident and Emergency 
departments who are presented with cases of acute harm (“toxicity”) associated with 
novel recreational drugs. There will be continued analysis of newly confiscated items 
and test-purchasing legal highs from suppliers to detect new substances on the market. 
This vital facility, the basis for saving lives, does not currently exist anywhere in the 
world. 
 

Positive interventions include: 
·Evaluate current family therapy and early intervention programmes used in the USA 
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Pilot a project to assess the impact of functional family therapy on 100 young drug 
users in the UK 
 
Do we need to add in the education programmes like Preventure and Climate here? 

 
Points for the Committee on Drugs Strategy 
The Foundation’s founder Maryon Stewart has met several times with Government ministers 
and senior officials, particularly in the Home Office. There initially seemed to be some good 
momentum in getting to grips with legal highs when James Brokenshire was drugs minister in 
2010. 
 
However he since been replaced twice which means there have been eight drugs ministers in 
as many years. Most drug ministers in recent years have little or no previous experience of 
drug issues and have only approached the point of useful knowledge when they are moved 
on. 
 
Departmental Co-operation 
There has also been a discernible deterioration in departmental co-operation on drug strategy 
matters since 2010. The Home Office have concentrated their efforts on a legal change 
(Temporary Orders) which may have no bearing on prevalence at all. There was no 
regulatory impact assessment carried out to defend the Government’s policy principle that the 
illegality of a drug will reduce demand for it.  
 
The vital co-ordination between Departments needed to make an effective long-term Drugs 
Strategy is lacking. Consideration should given to establishing a dedicated cross 
Departmental Agency answering directly to Prime Minister (similar to MILDT in France) 
 
The Department of Education has a vital role to play in prescribing a National Curriculum for 
PSHE with proved positive outcomes - currently drugs education is implemented on by 
region and on an ad hoc basis, often with negative outcomes as a result of inexperience and 
lack of knowledge. 
 
 The Home Office and the Departments of Education and Health should therefore work 
closely together to guarantee best practice. 
 
Review of the Act.  
The Misuse of Drugs Act 1971 was drafted in a very different era for drug misuse. The pace 
of change cannot be sustained by the legislation The Angelus Foundation advocates a review 
of the act similar to the one carried out by in New Zealand by their Law Commission. 
 
Laboratory Analysis 
In 2010 there were 41 new substances introduced into the UK but there is no dedicated 
laboratory to assess the harms of these drugs and get basic information out to practitioners. 
This scale of drug innovation is clearly too much to ask the unpaid advisors of the ACMD to 
carry out. Due to cutbacks in test purchasing in 2011 because of budgetary constraints it is 
not known how many new substances entered the market, but it is known that there were 20 
detected in the first four months of the year. 
 
Education 
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The educational need in the UK on advertising the potential dangers of the new party drugs is 
acute but the Department for Education have not made any significant contribution to 
preventing harms by giving young people simple additional advice (for example on what 
drugs can be fatal if mixed with alcohol). 
 
Every stakeholder agrees we are in the midst of a revolution in drug taking yet DE has not 
responded with anything like the necessary resources. There does not appear to be any 
acknowledgement by that department of the seriousness of the situation and their 
responsibilities in addressing it. 
 
There is no PHSE on the National Curriculum which means that drug education is not 
compulsory. When it is taught, there is no measurement of its efficacy. 
 
The Government is not giving any direction to the regions from central Government to steer 
them towards the proven successful initiatives. There have been negative interventions in 
schools in the recent past which have resulted in worsening outcomes. 
The Drugs Education Forum, which is the umbrella body that is committed to improving the 
practice and profile of drugs education in the UK, has no funding in place for 2012 and faces 
closure. 
 
Conclusion 
Legal Highs through the internet, have transformed the market for drugs in just three or four 
years. Government ministers, although committed to tackling this potential social tragedy, 
have been slow to deploy effective measures. This is partly because often the only lever they 
feel they can pull is a legislative one. The Misuse of Drugs Act is not equipped to deal with 
such rapid change in the drugs landscape and research on Mephedrone prevalence shows 
simply illegalising a drug does not reduce prevalence and harms. Temporary Orders are 
simply a stop-gap for that out-dated process. 
 
The main point about the new wave of party drugs is the harms are unknown to science, 
practitioners users and their parents. The best response would be to:  
  

i) Gather as much scientific and clinical knowledge as possible which would 
mean establishing a dedicated laboratory (the ACMD is not sufficiently 
resourced to carry this out) 
ii) A comprehensive programme of education for the population on the harms 
of these drugs 

 
At present there is little to suggest the Government accepts this revolution in drug-taking 
merits an exceptional response. Nor are Departments working in a co-ordinated fashion to 
implement the current strategy and a restructuring may be overdue. Angelus Foundation 
wants to work with ministers and officials to address the perilous situation but first all 
parties/stakeholders must agree how urgent the situation is. 
 
January 2012 
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Written evidence submitted by Grant Finlay [DP089] 
 
My name is Grant Finlay, I am a 19 year old currently studying Finance and Marketing at the 
University of Strathclyde, and a member of CLEAR (the Cannabis Law Reform group). I am 
taking this opportunity to respond to the call for written evidence with regards to the Home 
Affairs Committee's drug enquiry. 
 
I feel that, as stated in the Report of the Global Commission on Drugs Policy's report of June 
2011 states; 
 
"The global war on drugs has failed, with devastating consequences for individuals and 
societies around the world. Fifty years after the initiation of the UN Single Convention on 
Narcotic Drugs, and 40 years after President Nixon launched the US govornment's war on 
drugs, fundamental reforms in national and global drug control policies are urgently needed." 
 
I am sure you are familiar with the Report of the Global Commission on Drugs Policy's 
report of June 2011 so I will not quote it back to you, however I will provide you with the 
aims and objectives of CLEAR below; 
 
1. To end the prohibition of cannabis. 
Prohibition is a big, dumb, and very expensive failure. It is brutal. It puts prejudice before 
people. The “war on drugs” is responsible for more death, destruction and despair than any 
other war. History has shown that prohibition creates far more problems than it solves. In the 
21st century we should expect far better solutions from our policy makers and governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis 
by doctors. 
No reasonable human being can deny another relief from pain, suffering or disability. There 
is no rational argument against permitting access to medicinal cannabis for those who need it. 
The fact that the British government and the deeply rooted bureaucracy of the Home Office 
stand in the way is a deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on 
facts and evidence. 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum. That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence and experts agree that a 
responsibly regulated system would also reduce all health and social harms. 
 
4. To encourage the production and use of industrial hemp. 
The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp. Although the industrial strains of the plant 
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have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop. With that we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre, a better fabric than cotton, a better paper than wood 
and one of the most ecologically important activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
Prejudice is based on ignorance. In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
1930s and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil. The truth about cannabis is clear and we have to spread the truth 
in the face of ignorance and lies. 
 
January 2012 
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Written evidence submitted by Anonymous [DP 090] 
 
 
1. Introduction 
For professional reasons I wish to remain anonymous, suffice to say I am a university 
educated self employed businessman in the New Media sector. I am in my early 30s and am a 
regular user of soft drugs but I do not use alcohol or tobacco. My reasons for submission is I 
feel passionately about the grave hypocrisy and injustice inherent in the current policy on 
drug use and feel that prohibition does more harm than could. I have come to this conclusion 
based on personal experience and on evidence presented to me in media and from recognised 
professional bodies. 
 
2."Is present policy fiscally responsible?" 
 I'm sure I won't be the first to reference the Independent Drug Monitoring Unit recent report 
"Taxing the UK Cannabis Market" which was released in August 2011. A lengthy and 
exhaustive examination on the cost of legalising the most widely used illegal narcotic, 
cannabis. In it the projected boost to tax coffers (in a time when austerity is being forced on 
every aspect of public life) would be in the region of billions, taking into account the extra 
costs of administrating taxation and regulation and the savings from a reduction in legal 
costs. To quote the report conclusions "10.5.1 Overall the net benefit to the taxpayer of a 
taxed and regulated cannabis market could range from £3.4 Billion to £9.5 Billion per annum, 
with a best estimate of £6.7 Billion per year at recent market levels" Daily I read news reports 
of massive police operations to prosecute one individual for the possession of a few cannabis 
plants and the subsequent legal proceedings and each time I ask myself how we can afford 
such wasteful proceedings when the cost to society of personal cannabis use is debatable. Can 
the Prohibitionists justify the expense in police time and effort on what is essentially a health 
matter better handled by harm reduction rather than criminalisation? 
 
3.Is policy grounded in science, health, security and human rights? 
 I have yet to see a government provide scientific evidence that the current policy on drug use 
is better than one of harm reduction and regulation. Indeed I have noticed a shying away from 
evidence based policy from successive governments with the treatment of Prof. David Nutt 
and the recent appointments to Governments advisory committee on drug policy. To me and 
many of my peers it would seem that the Government is incapable of providing evidence to 
back up it's continued stance and instead tries to ignore the debate or rely on unsubstantiated 
rumours purported by tabloid newspapers rather than the opinions of professionals. I, like 
many in my social bracket have regular experience of cannabis and other soft drugs and still 
manage to maintain my sanity and keep a job. 
 
Speaking from personal testimony I recall the treatment the synthetic canniboid JWH-071 
more commonly known as "Spice" was given by the previous administration in 2009. I was a 
regular user of the product, a treat for the weekend or after a hard day's work. As I find 
alcohol and its effects unpleasant my options were limited in so far as keeping within the law 
and using a substance which didn't have the same unwanted effect on me as alcohol. For over 
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a year I regularly used the substance to no ill effects and kept up to date with other's 
experiences of the JWH-071 via internet accounts and the experiences of my friends. At no 
point did I ever hear of anybody being hospitalised by it, at best the most negative reports 
were that it didn't work or it wasn't strong enough. But without any evidence of health risk to 
back it up JWH-071 was made illegal by the Home Secretary of the time, Jacqui Smith. I can 
only summarise the reason for the criminalisation of JWH-071 was not based on any actual 
health risk but for solely political reasons in so far as it was like cannabis and therefore in the 
minds of some far worse than the effects of alcohol which cause havoc every weekend to 
great public expense in this country. 
 
Whereas I have no doubt there are those for whom the pleasures of drugs provide too much 
of a temptation and will destroy their lives the same can be said for the effects of alcohol, 
gambling and other indulgences but few are seriously arguing that criminalisation of such 
pursuits is preferable to regulation and support for problem users.Why should users of 
currently illegal drugs be treated more harshly than alcoholics and compulsive gamblers?  
Personally I find alcohol to be an awful drug and gambling to be a pointless endeavour but I 
would not demand that their users be treated as criminals, I would like the same tolerance to 
be afforded to the habits of my peers and I. There are few who can say live their lives entirely 
without the "vices" (or what I would prefer to call the "spices") 
 
 I would also ask under what right the State has over what I choose to ingest for my own 
personal enjoyment and sometimes education. I found experiences with illegal 
hallucinogenics to be both emotionally and spiritually rewarding yet I have to break the law 
to reach such epiphanies yet those who choose to find their answers to life via religious 
means are not only left to their own devices but in some cases receive tax benefits. Are my 
rights to explore the human condition without causing harm to anyone else not as important 
as more traditional means of personal exploration? Am I more of a danger to society taking 
magic mushrooms at home with friends than a preacher telling their followers to hate other 
members of society because god told them so? 
 
4.The criteria used by the Government to measure the efficacy of its drug policies  Those 
more inclined to statistics and official reports than me will no doubt provide evidence that 
since the introduction of the Misuse of Drugs Act 1971 problem drug use has exploded and 
the illegal drugs trade as blossomed more than any other industry across the world. By now 
between 1 - 3 million people regularly use cannabis as opposed to the few hundred thousand 
since before the act. People clearly aren't put off experimenting with drugs by the legality of 
them and regular users only find the effects of the laws to be an inconvenience rather than a 
dissuading influence. So long as the Government continues to view drug use as a criminal 
matter rather than one of a health issue then it will completely misjudge the issue at hand and 
therefore its' targets will be meaningless. For every ton of illegal drugs caught many more get 
through, across the world whole nations (such as Mexico) are destabilised by the illegal drugs 
trade. Surely if the current policy were any success this trend would be going down rather 
than up? 
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5. The independence and quality of expert advice which is being given to the government  
With reference to the previous administration (and on the evidence that the current 
administration is happy to continue its' policies on the matter" I refer to the debacle 
surrounding the sacking of David Nutt and the resignation of many within the ACMD 
because of undue political influence and agendas which made their position professionally 
untenable. It would seem that every time a professional expresses an opinion different from 
the Governments position they find themselves out of job. One wonders why the government 
bothers with an Advisory Council at all? 
 
6. Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have. With reference to the findings of the "Taxing the UK 
Cannabis Market" report police expenditure is £500 million pounds a year on what should be 
a health matter at best. This is a lot of money to be spending on a morally ambiguous crusade 
fuelled by tabloid headlines when the money could be best spent treating problem users and 
on other areas of policing. 
 
7. The cost effectiveness of different policies to reduce drug usage   In countries which have a 
more liberal attitude to cannabis use such as Holland and Portugal use has been seen to go 
down, particularly among the young. Surely if the government's view on drug use is its' 
reduction the evidence suggests that decriminalisation is way forward rather than prohibition. 
Again I would refer to the benefits of a regulated and controlled market as opposed to one in 
the hands of criminal organisations. 
 
8.The extent to which public health considerations should play a leading role in developing 
drugs policy Unless the government is dictating morals onto it's citizens then surely the only 
consideration with regards to drug use should be its public health consequences whether that 
is in the physical and mental health of the problem user or the effects that problem users 
actions have on those around them. Note how I use the term "problem user" rather than 
anyone who uses narcotics. 
 
9. The relationship between drug and alcohol abuse  Personally I see no distinction between 
alcohol and other (illegal) drugs. I have seen far more destruction wrought by a bottle of 
vodka than a bong, I've been in relationships which were destroyed by alcohol use yet never 
had one turn sour because of cannabis or MDMA. I have seen violence caused by alcohol yet 
never seen a user of cannabis, MDMA, LSD or any other chemical turn on me and others in 
quite the horrifying way that alcohol does. I don't touch the substance myself because in the 
past it has had that appalling effect on me, I only wish others who had the same reaction to 
alcohol's effects had the same resolve to quit or to find more narcotics more amenable to their 
personality that I did. This is the greatest hypocrisy about drug prohibition which angers me 
most, alcohol is no different a narcotic than those that are illegal. To treat it as so, to ignore 
the lessons taught to us by alcohol prohibition in America during the 1920s is the real crime 
and one that many in this country are guilty of. Perhaps unwittingly, for society is only 
slowly realising the nonsense it has been fed the past 40 years and I notice a rising sea-
change in public opinion even going by nothing else than the comment sections in media 

329



reports of drug matters. The government is already in danger of being at odds with the public 
opinion it claims to represent. 
 
As a final aside on the matter I find it an affront that Westminster as a place of work not only 
has a bar serving alcohol when key matters of state are being discussed and acted upon but 
that members can also smoke tobacco at that bar. Hardly a good example for an establishment 
that has the audacity to dictate to the rest of us how to use narcotics. 
 
10. The links between drugs, organised crime and terrorism  As touched on briefly before the 
illegal drugs trade is one of the biggest businesses in the world, a trade which exists on 
violence, intimidation and whose profits fuel all sorts of criminal endeavours. None of this 
trade is taxed, and it's influence destabilises whole nations. 30,000 people in Mexico alone 
have been killed by violence between drug gangs and the state in the past few years and all 
because current global drugs policy allows such massive and wealthy criminal organisations 
to exist. It would almost seem as if the state is in collusion with criminal organisations to 
keep drugs illegal and highly profitable at the expense of public health and safety. It is time to 
be realistic, where there is a market there will be people wanting to exploit it especially when 
the profits are so high. Alcohol prohibition in America during the 1920s gave rise to the 
Mafia, so drug prohibition has given rise to organisations which span across the world in 
power and influence. 
 
 
Summary 
 This is my personal view on drugs policy. Others will supply hard facts and figures to back 
up the argument and I hope the Committee views this with a fresh attitude and a progressive 
mindset. We have tried prohibition and it has failed by the definition of it's own goals. More 
people use drugs than ever before and most of those manage maintain a decent hardworking 
life. Should they be deemed criminals just for what they put into their own bodies? And 
should those who cannot handle the substances they can get hold of be forced into the 
darkness rather than get the treatment and support they need because of the legal 
implications? Should this trade be in the hands of violent criminals or regulated producers 
and their products taxed to help those who for lack of character or education fall foul of 
narcotics? Is someone who grows a few cannabis plants to help with their own health 
complaints a cause of concern for the police over violent thugs who cause injury to person 
and property? We have an opportunity here to do the smart thing, put hysteria aside and make 
a policy shift that will not only put money INTO tax coffers but also bring a whole chunk of 
society out of the darkness and into the light where problems can be addressed and the rest 
can go about their otherwise law abiding lives without the fear of having them ruined not by 
drug use itself but by the legal and social consequences of being prosecuted for a habit which 
done with due care and in moderation causes no harm to anyone else. We can do the smart 
thing or just continue banging our heads against the wall expecting a different result. 
 
January 2012 
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Written evidence submitted by Indico Hawk [DP091] 
 
I am a 40 year old Multiple Sclerosis patient who uses marijuana to medicate my condition. 
 
In February 2009, I was experiencing some numbness in my hands that within a week started 
to spread through the rest of my body. My GP suspected I had MS and sent me to a 
neurologist at Torbay Hospital, where an MRI scan confirmed I had this condition.  In their 
medical opinion, I had had MS for 23 years since the age of 17. 
 
The scan revealed multiple deep lesions, which is damage to nerve endings. The neurologist, 
Prof Hobart, told me he couldn’t understand how I was functioning. In his opinion, I should 
have been a vegetable, unable to use any of the motor functions in my body. The scan 
showed an area the size of a skullcap with hundreds of black holes going into the central 
cortex of the brain. Also it showed a large black hole in the left hand side of the brain and on 
the right hand side of the brain, the same size hole, but white. The brain had receded into the 
skull by half an inch and scans also showed white scarring all the way down the right hand 
side of the spine. 
 
The doctors originally wanted to prescribe steroids and beta-interferon, which I refused, since 
I have always been a user of complimentary medicines. I had a good idea of what medicine I 
needed; I have been using cannabis since the age of 21 and I was certain this is the reason I 
had been undiagnosed for so long. 
 
I have been prescribed Sativex in the past, but I had an adverse reaction to it. It made my 
mouth go very dry, my gums bleed and flared up and it didn’t work, so I have had to carry on 
using organic marijuana, which I smoke. 
 
The effects are amazing; it enables me to function like a normal human being. I can walk, not 
far, but at least I can get around. It makes me feel more awake and more alert. It gives my life 
back to me. 
 
My neurologist, Prof Hobart, acknowledges that I need to smoke organic cannabis, but his 
hands are tied, because of the law. My GP also agrees, but again the law prevents him from 
prescribing the best medication available, which I understand would be freely available to 
patients with my condition in countries such as Netherlands, Switzerland, Belgium, Spain, 
Italy, Portugal, and many states of the USA, including California. Because I am an MS 
sufferer and an English citizen, I have to resort to the black market to get my medicine. This 
costs me a fortune, which means I have little money to do other things, and it’s a real hassle 
to get hold of. Sometimes, I suffer, because I’ve been unable to get my medicine. Also, due to 
the unfair law, I can only use my medicine in a few restricted places, so I mainly stay at 
home, as it’s the only place where I feel I can safely use my medicine, without being hassled. 
Even then I was still visited by a local police officer recently, who knew I smoked cannabis 
for my condition, but wanted to check I wasn’t dealing in it. 
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I cause no harm to society whatsoever, I’m a peaceful law abiding citizen who needs to 
smoke cannabis in order to lead as normal life as I can, due to the fact I have MS. 
 
It is universally acknowledged cannabis helps Multiple Sclerosis, as well as many other 
conditions. I have many friends who smoke it recreationally and in my opinion it is far less 
dangerous than alcohol. 
 
I thank you in advance for giving people the opportunity to write to your committee to ask for 
our views. I appeal to your humanity to do everything in your power to get the Government 
to change our unfair and unjust laws on cannabis. The prohibition of cannabis is preventing 
many people from having a quality of life. All I want is to have easy access to my medicine 
and be left alone to get on with my life. 
 
If you would like to visit me personally, or speak with my neurologist and/ or GPs then I’m 
sure this can be arranged. 
 
January 2012 
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Written evidence submitted by Duncan Reid [DP092] 
 
My name is Duncan Reid, I am a 20 year old currently studying Mechanical Engineering.. 
 
I feel that, as stated in the Report of the Global Commission on Drugs Policy's report of June 
2011 states; 
 
"The global war on drugs has failed, with devastating consequences for individuals and 
societies around the world. Fifty years after the initiation of the UN Single Convention on 
Narcotic Drugs, and 40 years after President Nixon launched the US government's war on 
drugs, fundamental reforms in national and global drug control policies are urgently needed." 
 
I am sure you are familiar with the Report of the Global Commission on Drugs Policy's 
report of June 2011 so I will not quote it back to you, however I will provide you with the 
aims and objectives of CLEAR below; 
 
1. To end the prohibition of cannabis. 
Prohibition is a ridiculous, stupid, and very expensive failure. It is brutal. It puts prejudice 
before people. The “war on drugs” is responsible for more death, destruction and despair than 
any other war. History has shown that prohibition creates far more problems than it solves. In 
the 21st century we should expect far better solutions from our policy makers and 
governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis 
by doctors. 
No reasonable human being can deny another relief from pain, suffering or disability. There 
is no rational argument against permitting access to medicinal cannabis for those who need it. 
The fact that the British government and the deeply rooted bureaucracy of the Home Office 
stand in the way is a deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on 
facts and evidence. 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum. That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence point to the fact that, and 
experts agree, a responsibly regulated system would also reduce all health and social harms. 
 
4. To encourage the production and use of industrial hemp. 
The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp. Although the industrial strains of the plant 
have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop. With this we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre known to man, a better fabric than cotton, a better 
paper than wood and one of the most ecologically important activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
Prejudice is based on ignorance. In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
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1930s and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil. The truth about cannabis is clear and we have to spread the truth 
in the face of ignorance and lies. 
 
I would also like to point out that probably the most invaluable benefit to the legalisation and 
regulation of cannabis is that it would take the drug out of the hands of our children. While 
alcohol remains something that not many under 18 year olds can get their hands on, drug 
dealers across the country are happy to sell cannabis to whoever has the money in hand. Be it 
14 year olds or even younger. While cannabis remains one of the safest drugs there is in our 
natural world, I think the idea that smoking anything at such young age where the body is still 
developing is detrimental to a child's health. The fact that Britain's government can not seem 
to get this idea into their heads, I feel, says a lot about the people running this country and 
exactly where their interests lie. 
 
Finally I'd like to finish with a quote from the 20th centuries most respected astrologists, Mr 
Carl Sagan; 
 
"The illegality of cannabis is outrageous, an impediment to the full utilisation of a drug which 
helps produce the serenity and insight, sensitivity and fellowship so desperately needed in 
this increasingly mad and dangerous world." 
 
January 2012 

334



Written evidence submitted by Carl Nolan [DP093] 
 
My name is Carl Nolan, I am a 19 year old currently studying Computer Applications. 
 
I feel that, as stated in the Report of the Global Commission on Drugs Policy's report of June 
2011 states; 
 
"The global war on drugs has failed, with devastating consequences for individuals and 
societies around the world. Fifty years after the initiation of the UN Single Convention on 
Narcotic Drugs, and 40 years after President Nixon launched the US government's war on 
drugs, fundamental reforms in national and global drug control policies are urgently needed." 
 
I am sure you are familiar with the Report of the Global Commission on Drugs Policy's 
report of June 2011 so I will not quote it back to you, however I will provide you with the 
aims and objectives of CLEAR below; 
 
1. To end the prohibition of cannabis. 
Prohibition is a ridiculous, stupid, and very expensive failure. It is brutal. It puts prejudice 
before people. The “war on drugs” is responsible for more death, destruction and despair than 
any other war. History has shown that prohibition creates far more problems than it solves. In 
the 21st century we should expect far better solutions from our policy makers and 
governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis 
by doctors.  
No reasonable human being can deny another relief from pain, suffering or disability. There 
is no rational argument against permitting access to medicinal cannabis for those who need it. 
The fact that the British government and the deeply rooted bureaucracy of the Home Office 
stand in the way is a deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on 
facts and evidence. 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax 
and regulate regime in Britain would produce a boost to the UK economy of at least £6 
billion per annum. That’s based on a cannabis tax of £1 per gram, massive savings in law 
enforcement costs but allowing for the cost of administering the system and providing 
additional healthcare and education services. All the evidence point to the fact that, and 
experts agree, a responsibly regulated system would also reduce all health and social harms. 
 
4. To encourage the production and use of industrial hemp. 
The prohibition of cannabis has caused huge damage to our society, environment and 
economy by preventing the cultivation of hemp. Although the industrial strains of the plant 
have no psychoactive potential, the absurd level of control has effectively destroyed its value 
as an agricultural crop. With this we have lost the most efficient producer of biomass in the 
natural world, the strongest natural fibre known to man, a better fabric than cotton, a better 
paper than wood and one of the most ecologically important activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
Prejudice is based on ignorance. In the case of cannabis there is also deliberate 
misinformation. It started with Randolph Hearst, the media, timber and oil magnate of the 
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1930s and it continues today with the vested interests of alcohol, tobacco, Big Pharma and, 
yes, media, timber and oil. The truth about cannabis is clear and we have to spread the truth 
in the face of ignorance and lies. 
 
I would also like to point out that probably the most invaluable benefit to the legalisation and 
regulation of cannabis is that it would take the drug out of the hands of our children. While 
alcohol remains something that not many under 18 year olds can get their hands on, drug 
dealers across the country are happy to sell cannabis to whoever has the money in hand. Be it 
14 year olds or even younger. While cannabis remains one of the safest drugs there is in our 
natural world, I think the idea that smoking anything at such young age where the body is still 
developing is detrimental to a child's health. The fact that Britain's government can not seem 
to get this idea into their heads, I feel, says a lot about the people running this country and 
exactly where their interests lie. 
 
Finally I'd like to finish with a quote from the 20th centuries most respected astrologists, Mr 
Carl Sagan; 
 
"The illegality of cannabis is outrageous, an impediment to the full utilisation of a drug which 
helps produce the serenity and insight, sensitivity and fellowship so desperately needed in 
this increasingly mad and dangerous world." 
 
January 2012 
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Written evidence submitted by Pheon Management Services [DP094] 
 
Former Assistant Chief Investigation Officer, HM Customs & Excise National 
Investigation Service. Member International Task Force on Strategic Drug Policy. 
 
Main Points  
1. Drug use, legal or illegal, and consequent TOTAL HARM, is driven by national 
and   local culture. 
 
2. The drugs using culture is affected, for better or worse, by external factors, 
particularly the actions of and signals given out by, government and media. 
 
3.  Internationally & domestically there is a very well financed, well orchestrated 
planned campaign, to normalise & legalise currently illegal drugs and to undermine 
the UN Conventions. A prime (but not the only) financier, is George Soros.  
 
4. The “Global Commission on Drug Policy” to which the HASC alludes in publicity 
for this review, is but the latest iteration of the SOROS financed movement.  The 
“Global Commission” scheme, was outlined in a plan by disgraced UK Deputy Drug 
Czar Mike Trace, many years ago.  
 
5. The UN Drugs Conventions, the best kept international agreements of all time, 
create a “SHARED RESPONSIBILITY” upon States, not to undermine the efforts of 
other States in dealing with threats to society and the rights of the child. 
 
6. Countries should not individually  take "freedoms" to implement policies at 
significant variance from each other over what are common public health threats that 
cross political/geographical boundaries.  
 
7. Damaging drugs use, legal or illegal is best thought of as "an infectious disease of 
society". If one country allows the infection to proceed apace, other countries are also 
affected.  The Committee should think very carefully indeed before seeking to 
undermine the commitment of the current (and the previous government-expressed to 
the HASC earlier) to keeping those UN conventions unchanged.  
 
8. The HASC should not propose any action which threatens the integrity of the UK 
response to those drug conventions or to the UN Convention on the Rights of the 
Child. Gen Assembly 44 of 25th Nov 1989 Article 33: 
 
“States Parties shall take all appropriate measures, including legislative,  
administrative, social and educational measures, to protect children from the  
illicit use of narcotic drugs and psychotropic substances as defined in the  
relevant international treaties, and to prevent the use of children in the illicit  
production and trafficking of such substances”. 
 
The Writer 
9. David Raynes spent 36 years in UK public service. He retired as Assistant Chief 
Investigation Officer in HM Customs & Excise responsible for investigations in 
Wales & the West Country. He also served in The Cabinet Office Efficiency Unit and 
in the Northern Ireland Office. Much of his investigation career was spent detecting & 
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investigating drugs trafficking and other major crime & fraud. Earlier in his career he 
was the first intelligence Officer in any UK organisation, dedicated to Heroin & 
cocaine. He served in the heroin source countries of Thailand and Pakistan  
 
Since retiring from HM Customs he has operated internationally, in Eastern Europe 
(EU accession countries) and sub-Saharan Africa, as a self employed consultant 
specialising in anti-corruption work, organised crime, Customs improvement & 
Customs senior management training. He worked for a European commission study as 
Customs consultant on drug pre-cursors used to make amphetamine type substances. 
He has operated as a corporate fraud investigator within the UK. 
 
As a volunteer, unpaid, he has since 2001, been a spokesman for the National Drug 
Prevention Alliance, becoming probably the most frequent UK media spokesperson 
against drug legalisation across all media. He has made a special study of the drug 
legalisation movement from its origins in the mid 70s. He has presented on this 
subject to audiences in the UK, Brussels, Istanbul and North/South America and given 
evidence on drug policy to the Government of Western Australia.  He is an invited 
member of the International Task Force on Strategic Drug Policy. He has written a 
small number of newspaper articles on drugs policy. (Independent & Guardian). 
 
He has been an outspoken critic of the poor performance of the Serious & Organised 
Crime Agency in respect of drugs, during its early days. His criticisms, opposed 
initially, later became the language used by government and broadly accepted.  Many 
of the initiators of the failed policies have left SOCA. 
 
He has attended, generally by invitation, workshops or meetings with all three major 
political parties when they have been reviewing drug policies. 
 
He was the first person in the UK to point out publicly the inappropriate pro 
legalisation antics of Professor David Nutt when the Professor was on the ACMD and 
to call for him to consider his position, (or for government to do it for him). Professor 
Nutt was subsequently sacked by the Labour Home Secretary 
 
In 2002 he gave written and oral evidence on drugs policy to the Home Affairs Select 
committee, then under Chris Mullen MP. He is prepared to give oral evidence again 
in 2012. 
 
This submission focuses primarily on the drug using culture, some of the history and 
the legalisation arguments. Other areas in the HASC questions where the writer 
might contribute orally are on links with organised crime & terrorism, the current 
failures of anti drug smuggling policy and procedures and the proposed National 
Crime Agency. Comments or questions about the world-wide drug legalisation 
campaign and the effects thereof might be answered or expanded 
 
Some History 
10. The writer argues that UK drug policy was at its most effective when all three 
major parties had broadly the same policies, that is pre 1990. Arguably enforcement 
was also then at its most effective in disrupting trafficking and making the UK an 
unattractive target for organised crime. (Example, a US based commentator, Bob 
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Stutman, warned the UK of an upcoming crack cocaine epidemic here, towards the 
end of the 80s, it took nearly 10 years to arrive). 
 
11. Early in the 90s the Liberals /Liberal Democrats began to drift away from the core 
deterrent policy (Note that a pro legalisation motion was passed at the most recent 
Lib-Dem conference).  
 
In the mid 90s the worldwide campaign for legalisation, particularly of cannabis, took 
hold in Britain. It was spear headed by the Independent on Sunday and Rosie Boycott 
as editor. Though both have now recanted, the Independent on Sunday especially 
fulsomely. It is important to understand that the legalisation argument & debate had 
been brought to the UK in the mid 1970s by the “father of legalisation” Professor 
Arnold Trebach, but until the 1990s the arguments made no progress. The writer 
suggests there is a correlation the HASC should examine, between the rise of the 
legalisation argument in the UK and the increasingly damaging position of the UK as 
the European country most troubled by damaging drug use. 
 
12. From the mid 1990s the drug supply and demand curves took off, possibly partly 
because of successes against cocaine in the US. The UK continued to develop one of 
the biggest drug problems in Europe.   
 
13 In 1999, focussing on “the drugs that cause most harm” (a phrase disgraced UK 
Deputy Drug Czar Mike Trace now tells the writer  he invented), UK Customs 
stopped the deliberate targeting of cannabis imports and the UK was flooded with the 
stuff, much of it Moroccan Cannabis Resin and according to users, of poor quality. 
The price after 2000 dropped as supplies dramatically increased. The UK had given 
traffickers open-house and they took it. This combined with increasingly strident and 
frequent media comment about legalisation was fuelling dramatic changes in drug 
using culture.  Arguably even the comments at and after the HASC hearings in 2002 
contributed. The current Prime Minister as a member of HASC had signalled some 
support for liberalisation (since recanted-see below) 
 
14. David Blunkett’s blunder in cannabis downgrading took effect shortly afterwards.  
“Age of first use” dropped alarmingly as did “age of first regular use”. Reportedly, 
kids–often pre teen were/still are, using cannabis on the way to school, at school and 
on their way home. The effect of this is that these kids become un-teachable, 
discipline breaks down, they fail academically, some drop out of education, they are 
forever damaged. Many, too many, become mentally ill, some diagnosed psychotic, 
others below formal diagnosis as mentally ill, nevertheless unable to really contribute 
to society and cause huge distress to their families. The unemployment or mentally 
disabled register looms for many, their jobs taken by educated hard-working Poles 
and others from Eastern Europe. The government became seriously worried. Alarm 
bells rang in the Department of Social Security and in the Department of Health, both 
now picking up the pieces of the very wrong Home Office policy. The downgrading 
policy was looking expensive and socially damaging. 
 
15. Out on the streets, the imported poor quality cannabis resin was gradually 
replaced by home grown and Dutch “sinsemillia” or “skunk” cannabis, this getting 
progressively stronger but strength alone being only one of several contributing 
factors to damage.. Frequency of use and age of first use is also important, and, in the 
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view of this writer, so was/is the different ratio of THC to CBD in this new fresh, 
home grown “super-weed”. The belief is that CBD moderates the effect of THC on 
the brain. (Note. The writer’s early view on THC/CBD is now becoming mainstream 
scientific opinion). 
  
16. A new Home Secretary, (Blunkett having left government), took over and 
anxiously asked the ACMD for advice –yet again, on cannabis classification. The 
ACMD resorted to “return-to-sender” for this enquiry after a half-hearted review 
where, according to inside information, there was no vote merely a decision by the 
Chairman, Sir Michael Rawlins and a round the table “chat”. Dissent in the ACMD, is 
not encouraged, the ACMD members, all of them, have historically only negligible 
knowledge of the drugs market. The self-selection of new members keeps out those 
who oppose liberalisation so plainly; the internal debate is and can only be, very one-
sided.  (There is some evidence for this predisposition to liberalisation on the ACMD 
membership in the outcry that took place last year in respect of Dr H C Raabe) 
 
17. No change then, the cannabis problem for teenagers and pre-teens gets worse. In 
2007 the spin doctors and even Ministers take comfort in figures from the British 
Crime Survey which shows a slight reduction in cannabis use at ages 16 to 24. No one 
other than this writer mentions this is simply because cannabis for older young people 
is becoming unfashionable and gets replaced by cocaine, crack-cocaine and 
(particularly) gross & physically damaging alcohol consumption. Cocaine use in the 
UK has also zoomed up.  
 
18. The regular discovery of organised Cannabis farms, a new phenomenon in the UK 
(although known elsewhere, for example in Canada) and an entire new industry in the 
UK since the Blunkett downgrading, goes unexplained, Cannabis use is down we are 
emphatically told. When this writer challenges this and points to the farms, pro 
cannabis legalisation lobbyist Professor Colin Blakemore, suggests the UK is a 
substantial exporter of cannabis. A statement that defies belief, there is no evidence 
of such a thing. 
 
19. Another ACMD examination of cannabis at the request of yet another Home 
Secretary takes place in 2008. Despite the manifest harms of cannabis, the evidence 
on THC & CBD, the plea of the National Director of Mental Health the ACMD does 
not advise reclassification. There was an ACMD public hearing in which a well 
known Australian based agitator for cannabis legalisation and alterations to the UN 
Conventions was presented as an expert and paid for by the UK taxpayer. 
 
20. On 6th April 2008 David Cameron as leader of the opposition recants his earlier 
position (Sky News). Asked by Adam Boulton if cannabis should be reclassified he 
said: 
 
Yes…I think we should. We had a discussion about this in our Shadow Cabinet some 

time ago and made very clear that was our policy. I think the main reason is 
because the sort of cannabis now being smoked is so strong and there is such a 
link to mental health issues that it should be Class B. 

 
AB The point that (the caller) makes is that you were in the Home Affairs Select 

Committee which actually recommended going in the other direction. 
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DC  I think there was a lot in that committee’s report (HASC 2002) that was very 
good particularly on treatment. Actually we were saying that education and 
treatment were the absolute keys but I think on reclassification we got it 
wrong on reflection……..  

 
21. The Government accepts all the advice of the ACMD on cannabis except the 

recommendation on classification, Cannabis is reclassified to B. 
 
 
22. The reclassification of cannabis in the UK caused enormous world wide fuss, but 
classification had in the opinion of this writer become hopelessly totemic. 
 
23. From that point legalisation campaigners have focussed on the case of Portugal 
with an ongoing argument about decriminalisation replacing arguments about 
classification.  Commentators have not really studied Portuguese methods but build 
on one flawed study which misrepresented the situation there. Most people do not 
realise that Portuguese methods of getting people into treatment via custody at the 
Police Station could not occur in the UK if the criminal justice system were to be 
taken out of the equation. No one in the UK system can be compelled to attend a 
Police Station except by way of arrest. 
 
24. Changes are now afoot in Portugal. Very recently the Portuguese government has 
closed the heavily criticised Portuguese Drug Institute (IDT) and restored evidence-
based psychosocial intervention strategies of drug free programs to addicts. A new 
agency is being created,  SICAD – Intervention Service on Additive Behaviours and 
Dependencies, to allow more effectively “the planning and following up of programs 
to reduce the consumption of psychoactive substances, prevention of addictive 
behaviours and diminishing of dependencies in a new service born in Health Ministry 
direct administration” (Statement from the Council of Ministers of December 7, 
2011).  
 
25. Things are not only changing in Portugal. In the Netherlands the cannabis cafes 
are being restricted, some closed down, sales to foreigners ruled out and some types 
of cannabis (those now most prevalent in the UK market-with low CBD) reclassified 
as “hard drugs” 
 
26. The self styled “Global Commission” reported in 2011 and through other efforts 
by a small group in the UK House of Lords and the terms written for the current 
HASC review, the Global Commission legalisation lobby group has been  given 
oxygen  
 
The legalisation lobby – a summary. 
27. Throughout the period mid-90s to date, legalisation lobby groups have been 
increasingly active. They are very well financed. In the UK the dominant overt 
provider of funds is the Esmee Fairburn Foundation which has financed both 
“TRANSFORM” (a single issue, drug legalisation/normalisation lobby group) and 
UKDPC, a less overt but still liberalising influence. The Chief Executive of Esmee 
Fairburn is Dawn Austwick; she sat as an observer on the UKDPC Board. In view of 
the millions the Foundation has spent supporting the drug legalisation lobby, she is a 
person the HASC might usefully question. In the view of this writer the enormously 
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wealthy Esmee Fairburn Foundation exercises power without taking responsibility for 
the social consequences. 
 
28. Mid 90s to date the most quoted body on drug policy in the UK, has been 
“DrugScope”, a subtly liberalising influence but doing some good sound work as 
well. Despite getting much of their funding from the UK Government, at one stage, 
actors within DrugScope were covertly working in Europe to undermine the UN Drug 
Conventions and get changes made in a challenge to expressed Labour government 
(and their paymaster) policy. That was arguably  corrupt. 

29. The UK “Beckley Foundation” has become increasingly strident, financed and run 
by Amanda Neidpath, Baroness Wemyss. With others, it has been active in promoting 
the ideas of the “Global Commission” in the Palace of Westminster. It has seemingly 
unlimited funds. It financed a booklet “Cannabis Policy –Moving beyond Stalemate” 
which has been trawled around internationally in an effort to change international 
opinion on cannabis. (Amanda Neidpath once herself achieved minor notoriety for 
boring a hole in her own skull or self trepanning) 

30. “The Global Commission” is the latest iteration of the George Soros funded and 
world wide drug legalisation campaign which is explained in his book “Soros on 
Soros”. Soros funding also finds its way to the most prominent North American drug 
legalisation lobby groups and massively supported the (failed) cannabis legalisation 
proposition in California. .  Funding is regularly provided through his network of 
“Open Society” offices all around the world. The exposure in a British newspaper of 
covert support being given to the Open Society Brussels Office by one time UK 
Deputy Drug Czar Mike Trace, led to him having to resign from his then new job with 
the United Nations. He was, as he admitted in his own words at the time, “disgraced”.  

There is no evidence, yet, that Trace was working covertly for Soros at the time he 
was in UK Government service. Of course if he was doing that, it would have been 
corruption right at the heart of UK policy making. 

31. The leaked e-mails that exposed Trace as, in his words, a “fifth columnist” (which 
the writer holds details of) outline the creation of a body much like the “Global 
Commission” with some of the same pro legalisation actors e.g. Richard Branson . 

Legalisation Arguments & Shared Responsibility 
32. The worldwide & domestic legalisation lobby groups, whose arguments the writer 
would be happy to deal with in oral evidence, singularly fail to demonstrate a “public 
good” behind their ideas and have real trouble reconciling the immense personal & 
social harm of the tobacco/alcohol model, as variously applied around the world, with 
their nirvana (for some campaigners) of availability of any and every possible 
substance for what is called “recreational use”.  Legalisation campaigners tend to step 
around the increasing harms from illegal use of prescription drugs where we already 
have a tight, legal, but failing, prescription regime.  
 
33.  A key and specious argument often used is that legalisation would “take the 
criminality out of supply”.  This is often repeated by a few serving and ex law 
enforcement officers who should know better. In fact legalisation would gift an 
inevitably larger market to organised criminality, with counterfeiting and substitution 
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taking place. The HASC should take note (and maybe even evidence?) on the size of 
the illegal tobacco & alcohol markets.  The illegal tobacco market is said to exceed 
20% (in the writers time in service it was higher) with illegal tobacco product, being 
smuggled, counterfeit or both.  
 
34. Some legalisation campaigners fail to accept that the effects of damaging drug use 
(legal or illegal) are not just personal to the user but affect those around the user, 
family, friends, work colleagues and the wider public who pick up the social costs. 
 
35. One of the foremost commentators on drugs policy Professor Peter Reuter has 
pointed out (1999) a key fact with which the writer agrees: 
 
Drug legalisation is a very risky strategy which advocates never acknowledge. That is 
because TOTAL DRUG HARM =AVERAGE HARM PER USER X TOTAL USE. 
 
This means that TOTAL HARM can increase even if average harm goes down. 
TOTAL HARM could increase very substantially indeed, as the evidence of the 
tobacco/alcohol model amply demonstrates. 
 
Drug legalisation can make an individual episode of personal drug taking safer 
(known quantity, known or more reliable content), yet massively increase social harm 
and even the personal harm of most users, over time. 
 
36. The objectives of the worldwide legalisation lobby seem to this writer to be to get 
variations made to the UN Conventions (with a current target date of 2020-the last 
one of 2008 having failed) to allow States more “freedoms” to make their own 
arrangements, with more toleration of drugs use, more decriminalisation and less 
social stigma attached to use, even leading full legalisation for some drugs, even if 
only on the false “medical use” model. The belief seems to be that success in one or 
two countries with this agenda, would create a “domino effect” which would ripple 
around the world. Anglophone countries are under particular attack. 
 
37. Examination of the disease transmission model, of addiction and damaging drugs 
use, leads inevitably to the conclusion that no State is able to act independently on 
drugs policy without affecting neighbours. The damaging example of the Netherlands 
becoming an entrepot state for drugs trafficking and manufacture is one such. 
(Though the Netherlands now does better at enforcement than the UK). 
 
The writer argues that States have shared responsibility under the conventions, not to 
unilaterally consider major changes which would have social consequences for all 
States. No British Government so far has shown any tendency to do that. Bob 
Ainsworth a former Labour drugs Minister emphatically told the HASC that the last 
Labour government wished no changes in the conventions.  As David Cameron has 
acknowledged, the last HASC drugs review, of which he was a member, got some 
things wrong. 
 
38. The writer would urge the current HASC to pay no attention to siren voices.  The 
last HASC review sadly did that (with the then Chairman going off to support an 
international legalisation lobby group), meanwhile matters in the UK got considerably 
worse.  That HASC review had very little in the way of positive effects. 
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What the current HASC says now, if ill considered, can add to the damaging “noise” 
around drugs policy. 
 
January 2012 
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Written evidence submitted by Fraser Ross [DP095] 
 
 
I am Fraser Ross, a 20 year old student studying Biomedical Sciences. I 
would like to take this opportunity to respond to the call for written evidence 
with regards to the Home Affairs Committee's drug enquiry. 
 
I feel the statement made in the Report of the Global Commission on Drugs  
Policy's report in June 2011 is completely agreeable. This states that; 
 
"The global war on drugs has failed, with devastating consequences for  
individuals and societies around the world. Fifty years after the initiation  
of the UN Single Convention on Narcotic Drugs, and 40 years after President  
Nixon launched the US government's war on drugs, fundamental reforms in  
national and global drug control policies are urgently needed." 
 
No doubt you have familiarised yourself with this report so I will not quote  
this further.  
 
I do however feel it is neccessary to provide the objectives and aims of  
CLEAR. These are; 
 
1. To end the prohibition of cannabis. 
 
Prohibition is a failure that has cost our country countless sums of money 
and lives. It is brutal. It puts disregards the safety of people. The “war on  
drugs” has cost more deaths than any other war and will only continue to 
take the lives of otherwise innocent people. History has shown that 
prohibition creates far more problems than it solves, it allows criminals to 
gain a foothold in the lives of those who would never encounter them had 
there been no prohibition. In the 21st century we should expect far better 
solutions from our policy makers and governments. 
 
2. To promote as a matter of urgency and compassion the prescription of  
medicinal cannabis by doctors. 
 
No reasonable human being can deny another relief from pain, suffering or  
disability. There is no rational argument against permitting access to  
medicinal cannabis for those who need it. The fact that the British 
government and the deeply rooted bureaucracy of the Home Office stand in 
the way is a deep and lasting shame on our nation.  
 
3. To introduce a system of regulation for the production and supply of  
cannabis based on facts and evidence. 
 
Authoritative research from the Independent Drug Monitoring Unit proves 
that a cannabis tax and regulate regime in Britain would produce a boost to 
the UK economy of at least £6 billion per annum, money that could be used 
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in all areas of society. That’s based on a cannabis tax of £1 per gram, 
massive savings in law enforcement costs but allowing for the cost of 
administering the system and providing additional healthcare and education 
services. All the evidence point to the fact that, and experts agree, a 
responsibly regulated system would also reduce all health and social harms. 
 
4. To encourage the production and use of industrial hemp. 
 
The prohibition of cannabis has caused huge damage to our society, 
environment and economy by preventing the cultivation of hemp. Although 
the industrial strains of the plant have no psychoactive potential, the absurd 
level of control has effectively destroyed its value as an agricultural crop. 
With this we have lost the most efficient producer of biomass in the natural 
world, the strongest natural fibre known to man, a better fabric than cotton, 
a better paper than wood and one of the most ecologically important 
activities on the planet. Throughout history hemp has been used as a multi 
purpose textile and it has only been in recent times that we have cut 
ourselves off from such a beneficial plant. 
 
5. To educate and inform about the uses and benefits of cannabis. 
 
Prejudice is based on ignorance. In the case of cannabis there is also  
deliberate misinformation. It started with Randolph Hearst, the media, timber  
and oil magnate of the 1930s and it continues today with the vested interests  
of alcohol, tobacco, Big Pharma and, yes, media, timber and oil. The truth  
about cannabis is clear and we have to spread the truth in the face of  
ignorance and lies. 
 
I must also add that probably the most important benefit of leaglisation and  
regulation of cannabis is that we can keep our children safe from it.  
Regardless of ones age they can purchase cannabis from any dealer on the  
streets, all the need is the money to do so. This is by far the most dangerous  
aspect of cannabis (like any drug, alcohol included) because if a child is  
exposed to something at such an early stage of their life where the  
development of the body is so crucial to their future health it can only ever  
do more harm than good. By legalising and regulating cannabis we can put it 
in the same class as alcohol and cigarettes and keep them out of the hands 
of our children. The fact that Britain's government can not seem to get this 
idea into their heads, I feel, says a lot about the people running this country 
and exactly where their interests lie. 
 
Finally I'd like to finish with a quote from the 20th centuries most respected  
astrologists, Mr Carl Sagan; "The illegality of cannabis is outrageous, an  
impediment to the full utilisation of a drug which helps produce the serenity  
and insight, sensitivity and fellowship so desperately needed in this  
increasingly mad and dangerous world." 
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Written evidence The Royal College of Psychiatrists [DP096] 
 
This submission has been prepared by Dr Owen Bowden-Jones, Chair of the Faculty of 
Addictions, Royal College of Psychiatrists.  
 
1. Summary 
1.1 The Royal College of Psychiatrists (RCPsych) is the leading medical authority on 
mental health in the United Kingdom and is the professional and educational organisation 
for doctors specialising in psychiatry.  
 
1.2 The RCPsych Faculty of Addictions comprises medical doctors who have completed 
extensive training in psychiatry and addiction, and service users with lived experience of 
addiction and addiction services. It thus has expertise in all aspects of addiction, 
including individual brain mechanisms, behaviour, and its overall effect on the family, 
society and the economy.  It has unique expertise in the management of addiction 
problems in complex cases, particularly co-morbid mental health problems. 
 
1.3 The Faculty supports a holistic approach that considers how biological, psychological 
and social factors impact on a person’s life and recovery journey. 
 
1.4 We welcome the opportunity to submit evidence to this important Inquiry.  Our 
evidence identifies 13 key points for consideration: 
 

i. Drug policy should be based on evidence of clinical effectiveness and value for 
money. Cost alone is an inadequate measure: cost-effectiveness requires study of 
effectiveness divided by cost. 
 

ii. There is strong national and international evidence for a range of cost-effective 
substance misuse treatments. 

 
iii. There remain significant gaps in the evidence base, particularly with respect to 

recovery interventions. These gaps need to be explored using rigorous research 
methods. 

 
iv. The Drug Strategy 2010 themes of reducing demand, restricting supply and 

building recovery should be broadened to include improving the public health and 
well-being of the individual, their family and their community.  The role of Public 
Health England and Health and Wellbeing Boards in its implementation needs to 
be fully considered.  

 
v. Patterns of drug use in the UK appear to be changing. Close attention should be 

paid to the increasing prevalence of new psychoactive substances and their 
potential harms. 

 
vi. High quality drug treatment requires an appropriately trained and qualified 

workforce. There are currently serious concerns about the loss of psychiatric 
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addiction expertise from the treatment system and an urgent review is 
recommended of re-tendering processes to ensure commissioned services 
continue to meet the needs of all service users. 

 
vii. Drug policy needs strong leadership, particularly at a time of great change. This 

leadership, with particular expertise in substance misuse, should be embedded in 
Public Health England and in local Health and Wellbeing Boards. 
 

viii. It is important to protect drug treatment monies from being diverted into other 
services.  There is currently no clear mechanism for preventing such 
disinvestment. 

 
ix. Drug and alcohol payment by results models are operating quite separately, with 

the potential for much confusion.  It is also possible that in their current form they 
might fail the most vulnerable users.  
 

x. A change in individual treatment for a stable patient to a more challenging 
aspirational approach can be constructive but must be properly supported.  There 
must also be safeguards to protect against unintended destabilisation. 

 
xi. Similarly, a change in policy to a more challenging aspirational approach can be 

constructive but must be properly supported.  Good intentions alone are not 
enough: actual measurable benefits must be identified and tracked. 
 

xii. Gains from treatment are various and differ between individuals and over time.  
Movement to abstinence from the problem drug(s) is a typical early objective.  
This will often involve consideration of the individual relevance of alcohol and 
prescription drugs. 
 

xiii. Health gains and other benefits may sometimes be supported by medications. 
When this is constructive, they should be available and utilised, but their 
continuation over time should be regularly reviewed. 
 

 
2. Evidence-based policy 
 
2.1 We welcome the 2010 Drug Strategy, particularly its focus on building recovery. 
 
2.2 Building recovery in communities is an opportunity for the treatment field to refocus 
on the personal aspirations of people with substance misuse problems.  
 
2.3 Treatment and rehabilitation should be seen as a balance of reducing harm and 
accruing positives for individuals and their communities. 
 
2.4 The Drug Strategy commitment to “using the evidence to drive the very best 
outcomes” rightly underpins the document. 
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2.5 Drug policy should be focused on interventions with strongest the evidence of clinical 
and cost effectiveness.  
 
2.6 The College supports the Drug Strategy’s ambition to identify where the evidence is 
“too sparse or weak” and to tackle any “evidence gaps”. 
 
2.7 There is now a very strong body of UK and international evidence supporting a range 
of drug treatments (including pharmacological and psychological treatments), and public 
health interventions. Authoritative NICE Technology Appraisals and Guidelines are 
available for several areas of substance misuse treatment.1-6 
 
2.8 Effective treatment has been shown to deliver a range of benefits for patients, families 
and communities including reduced illicit use, increased health and social functioning, 
reduced overdose, reduced transmission of blood-borne viruses, and reduced crime.  
 
2.9 Additionally, there are widely available, well-accepted good practice guidelines for 
clinicians.7-9 
 
2.10 NICE-approved Quality Standards are available for alcohol treatment and are being 
developed for drug treatment. These provide a very valuable benchmark.  
 
2.11 Even treatments strongly supported by science will only be effective if delivered by 
a workforce skilled to provide them. There is considerable concern nationally about the 
loss of psychiatric addictions expertise from the drug field and the effect this will have on 
the quality of care. In some cases, cost savings are resulting in the commissioning of 
services with insufficient expertise to meet the needs of this often complex group of 
patients.  
 
2.12 Of particular concern is the lack of robust evidence supporting the recovery 
interventions described in the Drug Strategy when compared to the international 
research.10  In this context, the work of the Recovery Orientated Drug Treatment (RODT) 
working group, exploring the integration of current evidence-based treatments with 
recovery systems, is welcome.11 
 
2.13 Given the financial climate, there is concern about investment in treatments that 
have not yet been shown to be efficacious or cost-effective.  
 
2.14 There is a significant risk that parts of the Drug Strategy are moving ahead, before 
the evidence has caught up. With this comes the danger of investment in interventions 
which may later be discovered to be ineffective, or worse, have unintended negative 
consequences for particularly vulnerable groups of people, for example those with more 
severe dependence on single/multiple drugs and those with co-existing psychiatric or 
physical health problems.  
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2.15 We recommend that in this context a clear framework is devised for developing the 
evidence base and that new interventions should be trial led, with clear outcomes and on 
a small scale, before they are rolled out more widely.  
 
Criteria used by the Government to measure the efficacy of its drug policies 
 
2.16 The current National Drug Treatment Monitoring System (NDTMS) is well 
established, with high levels of compliance from services.  
 
We recommend that the NDTMS should continue and be further developed to better 
capture co-morbid mental illness and newer drugs.  

 
2.17 Payment by results pilots have been established for alcohol and drugs recovery. This 
is an ambitious and complex initiative with little existing national or international 
evidence guiding this approach. Drug and alcohol payment by results models are 
operating quite separately, with the potential for much confusion.  
 
2.18 We are also concerned that the proposed drug payments systems do not mirror the 
well established ‘clustering’ payment by results model used in mental health. The 
clustering payment by results system now has a developing evidence base in contrast to 
the drug recovery pilots. 
 
2.19 While we support the Drug Policy’s definition of recovery as “an individual, person-
centred journey”, we have concerns that the payment by results systems in their current 
form will fail to take account of the most vulnerable individuals, with the most severe and 
complex addictions, for whom the recovery journey will be most difficult. In particular, it 
would be counter-productive for patients to be encouraged prematurely to attempt 
excessively challenging change pathways without proper prior consideration and 
planning of safety measures in the event of destabilisation. 
 
2.20 We recommend that appropriate safeguards are built into the proposed payment by 
results systems to protect those with the most severe and complex problems. 
 
 
3. Independence and Quality of Advice to Government 
 
3.1 The main statutory source of independent advice to Government is the Advisory 
Council on the Misuse of Drugs.  The College strongly supports the role of this body on 
scientific matters. 

 
3.2 We also support the continued use of working groups to tackle complex clinical/ 
service delivery issues. A recent example is the Recovery Orientated Drug Treatment 
working group, exploring the integration of evidence-based prescribing treatments with 
recovery principles. 
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3.3 The Royal Medical Colleges and other professional bodies provide another source of 
independent and quality expert advice to Government.  
 
3.4 Recently a ‘quartet’ of such organisations - the Royal College of Psychiatrists, the 
Royal College of General Practitioners, the Royal College of Nursing and the British 
Psychological Society - has come together to provide expertise on substance misuse 
issues to Government.   
 
Such support to Government, which should include the perspective of service users, is to 
be encouraged. 
 
4. Public Health 
 
4.1 Public health is defined as “preventing disease, prolonging life and promoting 
health”. This definition fits well with the ambition of drug policy. 

 
4.2 There has been considerable success in the UK with respect to public health 
initiatives relating to substance misuse problems.  
 
4.3 In particular, the use of needle exchange programmes to combat the spread of 
HIV/AIDS as well as other blood-borne viruses has resulted in some of the lowest 
transmission rates for HIV in Western Europe. 
 
4.4 People with substance-misuse problems are particularly vulnerable to a range of 
health problems, including smoking. 
 
4.5 The Royal College of Psychiatrists and the Royal College of Physicians will be 
producing a report in 2012 addressing ‘Substance misuse and public health’. This 
document will highlight the importance of public health in drugs policy. 
 
4.6 We recommend that, in addition to the Drug Strategy’s three broad themes of 
‘reducing demand, restricting supply and building recovery’, a further specific theme 
should be included: ‘improving public health and well-being of the individual, their 
family and the community.’  We hope that this would encourage a more holistic and 
integrated approach to drug misuse and its impact, not only on users themselves but on 
their families and wider community.  We know, for example, that substance misuse is a 
significant factor in many child protection cases. 
 
The impact of the transfer of functions of the National Treatment Agency for 
Substance Misuse to Public Health England and how this will affect the provision of 
treatment 
 
4.7 It has yet to be announced which functions of the National Treatment Agency are to 
be transferred to Public Health England.  
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4.8 It is essential that the drugs field continues to have strong political leadership with a 
national oversight of quality.  
 
4.9 The current reorganisation of local and national structures poses a very real threat that 
the focus on drug policy will be lost.   
 
4.10 We have a number of concerns about the transfer of local drug treatment budgets to 
the Public Health leads within Local Authorities. 
  
4.11There is a need to brief Public Health leads on the broader health needs and priorities 
of this population. This is particularly important, as Local Authorities will be assuming 
control for the budgets previously held by the Primary Care Trusts.  
 
4.12 People with drug problems are a vulnerable and often disenfranchised group who 
suffer significant stigma. They are often less able to advocate for their needs when 
compared with other health groups.  
 
4.13 In this context, it is particularly important to protect drug treatment monies from 
being diverted into other services. There is currently no clear mechanism for preventing 
disinvestment. 
 
4.14 Having drug services only within the wider health managed by Local Authorities 
and not by clinical commissioning groups could be detrimental, as alcohol and drugs are 
so prevalent and overlap with some many other health issues.  Health and Wellbeing 
Boards should ensure that drug and alcohol issues are a major focus of Joint Strategic 
Needs Assessments.  
  
4.15 There is also concern that Local Authorities may insist on all drug and alcohol 
services being put forward for tender within their procurement policies. There is a major 
risk that this will significantly destabilise the entire system.  
 
4.16 It is equally important that drugs services should not only consider opiates but also 
over-the-counter drugs, abuse of prescribed medications and all internet-sourced drugs. 
Many of those with drug problems also misuse or are dependent on alcohol, hence there 
must be clear co-ordination with all health commissioners and providers.   
 
4.17 We recommend an urgent review of re-tendering processes to ensure that 
commissioned services are able to meet the needs of all service users, including those 
with complex use and co-morbidities such as mental health problems. 
 
5. Novel Psychoactive substances 
 
5.1 Discussion of this area is complicated by terminology. ‘Legal highs’ are by definition 
legally available, however some of the most frequently used (Mephedrone) and harmful 
(Gamma-Hydroxybutyric acid [GHB]/Gamma-Butyrolactone [GBL]) drugs in the UK, 
were once ‘legal highs’ but are now illegal.  
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5.2 One approach would be to adopt the term ‘novel psychoactive substance’ (NPS) used 
by the ACMD in its recent report.12 NPSs remain easily available in the UK, typically via 
the Internet. 
 
5.3 Their level of use and the degree to which they cause harm remains unclear due to the 
current reliance on self-reporting.13, 14 There are however reports from clinical services of 
significant harms associated with GHB/GBL, Ketamine and Mephedrone. 
 
5.4 New NPSs are appearing on the European illicit market at an alarming rate, with little 
opportunity for assessment of risk. 
 
5.5 The ACMD has proposed a temporary banning order, which could be applied to 
chemical classes. There is contradictory evidence on the effect of banning legal highs on 
subsequent levels of consumption. Further research is urgently needed. 
 
5.6 Understanding the prevalence of the use of NPSs is essential but there must now also 
be a focus on their potential harms and how to treat those who use them. 
 
5.7 There is significant evidence of changing drug use both in the UK and internationally.  
Of particular concern is the apparent rise in the use of club drugs, over-the-counter 
medications, abuse of prescription medications and internet sourcing. 
 
5.8 We recommend there is robust surveillance of these changes as well as the 
development and evaluation of psychosocial and prescribing treatments. 
 
6. Poly-substance use 

 
The relationship between drug and alcohol abuse 
 
6.1 Poly-substance misuse is the norm for many. Some people who give up illicit drugs 
subsequently develop dependence on alcohol. 

 
6.2 In this context it is important to have a highly skilled workforce able to 
comprehensively assess all potential substances of misuse, understand the complexities of 
managing polysubstance misuse and be alert to the risks of cross-addiction between 
different substances.  
 
6.3 Poly-substance misuse presents a particular challenge for payment by results for 
drugs and alcohol recovery in that the identified outcomes are less likely to be achieved 
by the most complex cases and thus the most vulnerable individuals.  
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Written evidence submitted by Paul Sax [DP097] 
 
Thank you for asking for the views of people on the subject of drug law, it is a subject I feel 
strongly about as I had my life prospects damaged at the age of 20 from being given a 
criminal record for cannabis use, which for many years only served to anger and cement me 
to the habit as well as teaching me to think like a criminal and see the police as an enemy, 40 
years later it still damages my work options. I have also seen so many decent, honest people 
being sent to prison with such awful consequences to their lives and society as a whole that I 
thought I would submit a letter. I have no qualification for this except personal experience 
and reflection which I will attempt to communicate to you. As an ex-user I can do this, unlike 
many current users who would like to contribute their views yet are prevented from doing so 
from fear of the reprisals. 

These laws have helped create the hatred felt towards the police and state by youngsters and 
ethnic minorities that is a very real problem in today’s society. Indeed at its heart the 
prohibition of drugs had racist origins- fear of the other, the unknown and misunderstood, the 
'yellow-peril' or the publicity of 'reefer madness' which laughably said that your daughter will 
have one puff and have sex with a black man, all shameless but effective lies originally 
disseminated by US cotton and timber barons who received aid from corrupt politicians and 
law-enforcement agencies to remove hemp as a market competitor. Even now in this country 
black and Asian people have much more chance of being sent to prison than Caucasians for 
these offences.  

It must surely be that in the future drug criminalisation will take its place alongside the, now 
seen to be unjust, historic anomalies of the criminalisation of homosexuality, abortion, or 
institutionalised racism. That the users of some drugs receive criminal penalties while users 
of another similar or more dangerous intoxicant (alcohol) do not, is an obvious injustice that 
derides any concept of equality under the law. Not only does scientific fact seem to have no 
part of this discrimination, the prejudicial treatment of some, mostly poor, drug users makes 
any associated problems worse, as well as make the sections of society most in need of drug 
education and help impervious to it. The whole terminology is wrong, the law and biased 
media have made it normal for the term drug-user solely to mean users of illegal drugs. Not 
only does this make no reference to the huge difference between the usage and effects of 
different illegal drugs, for instance lumping the occasional user of cannabis with a long-term 
heroin addict, it ignores the fact that damage from illegal drugs pales to insignificance next to 
the toll taken on the users of the legal drugs alcohol and tobacco and even the many 
casualties and addicts of drugs prescribed medically. The concentration on some drugs being 
illegal makes education to minimise the harms from all drugs impossible to undertake.  

The Misuse of Drugs Act was enacted to prohibit, restrict or control ALL substances that may 
cause medical or social harm and grade them according to their relative dangers. That 
lawmakers choose to omit the inclusion of the drugs most used by themselves and the 
electoral majority is indicative of the hypocrisy that has always attended the application of 
this law. Also the haphazard, media-driven and scientifically ludicrous classifications that 
have been made over the years make this originally well-crafted law unworthy of any respect. 
There is no reason in this law that alcohol and tobacco should not be given a category under 
the MDA which permits licensed sale except that alcohol and tobacco users falsely see 
themselves in a different light than the users of other similar drugs, this is merely self-
delusion and should have no basis in law. This irrational bias flouts natural justice as well as 
contributing to the hundreds of thousands of deaths every year in this country alone and the 
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terrible health consequences from the very dangerous drugs tobacco and alcohol, which make 
up by far the greatest proportion of casualties from all drugs worldwide (even including the 
multitude of casualties and the poverty caused by the 'war on drugs' ). The only reason that 
has ever been given for this discrimination is that users of alcohol and tobacco have a 
historical and cultural basis for their unequal treatment under law which is a very flimsy 
excuse for locking up users of similar, often less dangerous substances which also often had 
traditional usage until the 1920s. Legal challenge of these irregularities has been constantly 
blocked by the home office, no doubt because they are aware of the poor legality of their 
position. For some insight into this please see the history of cases brought against the Home 
Office and the ACMD by Casey Hardison. This man has been declared a vexatious litigant in 
order to silence him, although who wouldn’t be vexatious after receiving a 20year sentence 
for drugs that are irrationally and wrongfully declared class A under a misapplied MDA?  

We still hear from our leaders the blatantly false assertion that tobacco and alcohol are used 
responsibly by the majority while other drugs are always used irresponsibly. If this were so 
there would be many less casualties from legal drugs and many more from illegal ones. This 
is not seen despite the added dangers that illegal drug-users face from having to resort to a 
criminally driven market with the attendant difficulties of obtaining supplies of  their drug of 
choice that are pure, of a known dosage and the total lack of  directions for safe use, as well 
as often not seeking medical help when it is needed because of fear of the police. This is 
especially true for the statistically few casualties from the drug MDMA, many of the widely 
advertised tragedies would not have happened but for drug impurities, fear of the law 
stopping people from seeking medical help and the sort of sheer ignorance which led to Leah 
Betts being drowned by her policeman father. Even heroin users die most often from the 
impossibility of  giving themselves a known dosage of variable quality blackmarket heroin in 
clean surroundings. A law that increases the likelihood of death cannot be right. Recently the 
relaxation of penalties for cannabis was reversed by the pressure of media misinformation 
which completely ignored the severe mental health dangers of alcohol whilst wildly over-
exaggerating the dangers to latent schizophrenics from cannabis. Even as a class C drug why 
would a potential 5 year sentence be inadequate to deter users and sellers? In fact cannabis 
use had declined after the change to category C, but politicians ignored this and ACMD 
advice solely to grovel to the press barons as we have seen so often over the past 90 years. 
This year we have witnessed some of the extent of police and political abasement to the 
tabloids and it stinks, yet it is still the main factor that makes any sensible rethink of drug 
policy impossible. 

I believe that alcohol is unique in its effect of being so often liable to cause random violence 
and misbehaviour in its users, even noticed in normally moderate drinkers. In all my wide 
experience of watching drug users from junkies, hippies, cocaine-users, speed freaks and 
alcoholics I know there is no drug that makes people behave as badly as alcohol - socially, 
personally or sexually! In fact the total opposite to our leaders view is true and I doubt 
whether there is any alcohol drinker who has not misbehaved under its influence at sometime 
during their drinking history. The law should chastise people for their actions regardless of 
their chosen recreational drug and drug use of any sort should never be an excuse for bad 
behaviour. It is also pertinent to note the majority of people feel it is their right take alcohol 
for every conceivable celebration, as a reward after a good day or a bad day, as a ubiquitous 
social lubricant or for myriad other reasons yet it is a drug that is unable to be used by one 
third of the human race for religious reasons and many others for medical or personal 
reasons, why should all these people be denied any legal recreational alternative because they 
don’t use the addictive poison preferred by our lawmakers. 
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On the subject of other  legal-highs apart from alcohol, many vendors of these products 
started in the business with the aim of reducing drug harm by supplying pure and less harmful 
alternatives to street drugs and to take away the very real danger that drugs can ruin your life 
by giving you a criminal record. It is obvious that as one substance is banned two others, 
possibly more dangerous, take its place. In one way or another this will always happen 
because human beings have a inbuilt desire (I would say a right) to change their 
consciousness and the more you try to suppress this urge the more the urge will push back. 
Your job should be to help make this natural desire as safe as possible, not to carry on with 
some hopeless pie-in-the-sky aim of changing an innate and basically positive aspect of 
human nature, as without this urge we may well have no religion, mysticism or philosophy. 
The law has in its usual way made all of these 'legal high' products more dangerous by 
making any advice on contents or dosage illegal leading to the ridiculous and dangerous 
'plant food and bath salts' situation. If you did manage to stop this market, its customers will 
merely seek out criminal-based suppliers who will then have a longer menu to push to a 
wider customer base and even higher profits. The international criminal gangs don’t want a 
change in the law, the current status quo has made them rich. As their profits in recent years 
have been damaged by the 'legal high' trade they would like these alternatives to illegal drugs 
banned as well; as usual the lawmakers seem intent on helping them. 

Drug prohibition, as we saw with the 1920s alcohol prohibition in the US, causes so many of 
the widely perceived attendant evils of drugs- alienation, criminality, street gangs, guns, 
prostitution, poverty, easy access by youngsters, runaway addiction and many unintended 
overdoses, as well as giving drugs more allure to normal healthily rebellious youngsters. I 
realise that decriminalisation would not cure some people’s problems with drugs overnight 
and may initially increase use although it would most likely reduce harms immediately. But 
one thing for sure is that prohibition does not work nationally and is a disaster internationally, 
probably causing more misery than any other law on this planet. It also has meant that much 
innovative work in medicine and neuroscience is stifled as well as the ridiculous situation 
where we see ill and dying people denied cannabis-based medicines, even non-psychoactive 
ones, yet are freely given far more dangerous addictive opiate painkillers and 
benzodiazepines- it makes no sense and we have to ask what ignorance or corruption is 
behind this. Research into new painkillers, psychiatric medicines and even cancer therapies 
are not pursued merely because they may prove to be pleasurable to some people, this is 
enough for them to be immediately dropped by pharmaceutical companies who won't spend 
money to research drugs which may then be 'abused' and  banned by lawmakers who seem 
determined to see only evil in pleasure, unless it is alcoholic pleasure which is socially 
encouraged. If research could find a non-addictive, non-toxic, pleasurable drug which could 
be used by people who need to self-medicate in order to live happily or to enjoy their 
recreation what would your opinion of it be? And why? I believe before you can 
meaningfully look at this issue you will have to examine your views on the attainment of  
pleasure, its relation to human happiness and social order and lose the fundamentalist idea 
that pleasure is always destructive of morality.  Also you should consider why any 
government would want to needlessly alienate and criminalise millions of its citizens whilst 
providing many of the world’s worst criminals and terrorists with a bottomless pit of money, 
spending our taxes on a war on drugs that has succeeded in only filling our jails, increasing 
drug availability and lowering prices over the past forty years of the war on some people who 
use some drugs.  

There will be those among you and many others now in highest office who have used illegal 
drugs yet were lucky in avoiding detection and the subsequent criminal record which would 
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have prevented any success in their careers or even any career at all. To them I ask how many 
thousands of other talented but less fortunate young people have been denied a similar chance 
to benefit themselves and society, not because of any inherent damage done by their drug-use 
but solely because they got caught and punished by the law. I believe they, at least, should 
have the honour and bravery to speak up to stop future young lives being wasted by this 
unworkable and unjust law and find a way to deal with the issue of the dangers of drugs 
through social, medical and educational methods which will not damage lives and the fabric 
of society as the current criminal prohibition does.  

To anyone who actually reads this far, thank you again for allowing this democratic debate. 
You have a chance to initiate a new paradigm for preventing harms from all drug use, I hope 
you are not prevented from doing this solely for fear of negative media or political response. 

January 2012 
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Written evidence submitted by Harm Reduction International [DP 098] 

Founded in 1996, Harm Reduction International (formerly the International Harm Reduction 
Association) is a leading non-governmental organisation working to promote and expand 
support for harm reduction worldwide.   

We work to reduce the negative health, social and human rights impacts of drug use and drug 
policy – such as the increased vulnerability to HIV and hepatitis infection among people who 
inject drugs – by promoting evidence-based public health policies and practices, and human 
rights based approaches to drug policy. 

The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy 
with strategies grounded in science, health, security and human rights’ in line with the 
recent recommendation by the Global Commission on Drug Policy 

The extent to which public health considerations should play a leading role in developing 
drugs policy 

Introduction 

1.  Harm reduction refers to policies, programmes and practices that aim primarily to reduce 
the adverse health, social and economic consequences of the use of legal and illegal 
psychoactive drugs without necessarily reducing drug consumption. Harm reduction 
complements approaches that seek to prevent or reduce the overall level of drug 
consumption. It is based on the recognition that many people throughout the world continue 
to use psychoactive drugs despite even the strongest efforts to prevent the initiation or 
continued use of drugs. Harm reduction accepts that many people who use drugs are unable 
or unwilling to stop using drugs at any given time. Access to good treatment is important for 
people with drug problems, but many people with drug problems are unable or unwilling to 
get treatment. The harm reduction approach to drugs is based on a strong commitment to 
public health and human rights. Harm reduction principles encourage open dialogue, 
consultation and debate. A wide range of stakeholders must be meaningfully involved in 
policy development and programme implementation, delivery and evaluation. In particular, 
people who use drugs and other affected communities should be involved in decisions that 
affect them. 

2. Harm Reduction and HIV in the United Kingdom 

• The UK has proved itself to be a leader in harm reduction. As a result, the prevalence 
of HIV among people who inject drugs remains comparatively low in the UK, and it 
is estimated that approximately one in every 100 is living with HIV.1 

• In addition to the risk of HIV transmission, other injecting related wounds and health 
problems are common among people who inject drugs. For example, approximately 

                                                            
1 HPA (2010) Shooting Up. Infections among people who inject drugs in the UK 2010. An Update: November 2010. Health 
Protection Agency 2010 
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one-third report having a symptom of a bacterial infection (such as a sore or abscess) 
at an injecting site in the past year.2 

• Although needle and syringe sharing is lower than a decade ago, still one-fifth of 
people who inject drugs continue to share needles and syringes.3 

Current UK Drugs Strategy – Omission of Harm Reduction 

3. The UK has played a leading role in pioneering harm reduction nationally and globally, as 
a result it has one of the lowest HIV prevalence rates amongst people who inject drugs in the 
world. However, the new UK drugs strategy was received by the harm reduction community 
with disappointment. 

4. The phrase ‘reduction of drug-related harm’ is only referred to twice in the entire text of 
the strategy and ’harm reduction‘is not mentioned at all. Instead, terms such as 
‘enforcement’, ‘prevention’, ‘rebalancing’ and ‘drug free outcomes’ are repeatedly 
emphasised. These are important elements of a comprehensive strategy, but should not be 
implemented at the expense of proven, effective interventions that reduce the harm faced by 
those who continue to use drugs, their families and communities. The new strategy under-
emphasises the need to support and protect people who will not or cannot become drug free 
in the immediate future. 

5. While we are extremely concerned about the impact the current UK drugs strategy 
may have on harm reduction services in the UK, we are equally concerned about the 
mixed messages this strategy is sending at an international level, given the UK’s global 
leadership role on HIV prevention efforts related to injecting drug use. 
 
Evidence for Harm Reduction 

6. International evidence shows that comprehensive harm reduction measures can drastically 
reduce the transmission of HIV and other blood-borne viruses in prisons and in the 
community.4 Harm reduction has been adopted in the policies of, inter alia, the United 

                                                            
2 HPA (2010) Shooting Up. Infections among people who inject drugs in the UK 2010. An Update: November 2010. Health 
Protection Agency 2010 
3 HPA (2010) Shooting Up. Infections among people who inject drugs in the UK 2010. An Update: November 2010. Health 
Protection Agency 2010 
4 See for example, U.S. Institute of Medicine (2006), Preventing HIV Infection among Injecting Drug Users in High Risk 
Countries: An Assessment of the Evidence, September 2006 http://books.nap.edu/catalog.php?record_id=11731#toc 
Hunt N (2003) A review of the evidence-base for harm reduction approaches to drug use. London: Report commissioned by 
Forward Thinking on Drugs – A Release Initiative. 
 http://www.ihra.net/uploads/downloads/50best/HIVPrevention/HIVTop50Documents1.1.pdf 
World Health Organization (2004) Evidence for Action Technical Papers: Effectiveness of Sterile Needle and Syringe 
Programming in Reducing HIV/AIDS among Injecting Drug Users. Geneva, World Health Organization 2004  
http://www.who.int/hiv/pub/prev_care/effectivenesssterileneedle.pdf 
World Health Organization (2004) Evidence for Action Technical Papers: Effectiveness of drug dependence treatment in HIV 
prevention, Geneva, World Health Organization 2004 http://www.emro.who.int/aiecf/web203.pdf 
Canadian HIV-AIDS Legal Network (2004) Prison Needle Exchange: Lessons from a Comprehensive Review of International 
Evidence and Experience. Canadian HIV-AIDS Legal Network. 
 http://www.ihra.net/uploads/downloads/50best/HIVPrevention/HIVTop50Documents8.5.pdf 
World Health Organisation, Evidence for Action Technical Papers, Interventions to Address HIV in Prisons: Needle and Syringe 
Programmes and Decontamination Strategies, WHO/UNODC/UNAIDS, 2007 
http://www.who.int/hiv/idu/oms_%20ea_nsp_df.pdf   
World Health Organisation, Evidence for Action Technical Papers, Interventions to Address HIV in Prisons: Drug Dependence 
Treatments WHO/UNODC/UNAIDS, 2007  http://www.who.int/hiv/idu/EADrugTreatment.pdf 
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Nations system,5 specific UN programmes and funds including UNAIDS, the World Health 
Organization (WHO), UN Office on Drugs and Crime (UNODC)6, European Union,7 the 
Council of Europe,8 and the International Federation of the Red Cross and Red Crescent 
Societies.9  

Needle and Syringe Exchange Programmes  

7. Needle and syringe exchange programmes (NSPs) provide people who inject drugs with 
access to sterile injecting equipment (needles and syringes, swabs, vials of sterile water) and 
offer access to health education, referrals, counselling and other services.   

8. Studies have shown that NSPs are effective in reducing HIV infection among people who 
inject drugs, and do not increase the use of illicit drugs or the rate of injecting drug use.10 It 
has been suggested that integrated programmes (e.g. pharmacy provision of syringes, access 

                                                            
5 UN General Assembly, Declaration of Commitment on HIV/AIDS, 2 August 2001, UN Doc No A/RES/S-26/2, paras 23, 52, 62 
http://www.un.org/ga/aids/docs/aress262.pdf  
Preventing the Transmission of HIV Among Drug Abusers. A position paper of the United Nations System. Annex to the Report 
of 8th Session of ACC Subcommittee on Drug Control 28-29 September (2000) 
 http://www.ihra.net/uploads/downloads/50best/HIVPrevention/HIVTop50Documents18.7.pdf  
Commission on Narcotic Drugs Resolution 45/1, Human immunodeficiency virus/acquired immunodeficiency syndrome in the 
context of drug abuse http://www.unodc.org/pdf/document_2002-04-25_1.pdf  
Commission on Narcotic Drugs Resolution 46/2, Strengthening strategies regarding the prevention of human immunodeficiency 
virus/acquired immunodeficiency syndrome in the context of drug abuse 
http://daccessdds.un.org/doc/UNDOC/GEN/V03/837/76/PDF/V0383776.pdf?OpenElement  
Commission on Narcotic Drugs Resolution 47/2, Prevention of HIV among drug users 
 http://www.unodc.org/pdf/resolutions/cnd_2004_47-2.pdf   
Commission on Narcotic Drugs Resolution 49/4, Responding to the prevalence of HIV/AIDS and other blood-borne diseases 
among drug users http://daccessdds.un.org/doc/UNDOC/GEN/V06/526/23/PDF/V0652623.pdf?OpenElement  
6 UNODC (2008) Reducing the adverse health and social effects of drug use: A comprehensive approach. 
http://www.unodc.org/documents/prevention/Reducing-adverse-consequences-drug-abuse.pdf  
WHO, UNAIDS & UNODC (2004) Policy Brief: Provision of sterile injecting equipment to reduce HIV transmission. Geneva, 
World Health Organization, 2004 http://www.who.int/hiv/pub/advocacy/en/provisionofsterileen.pdf  
WHO, UNAIDS & UNODC (2004) Position Paper - Substitution maintenance therapy in the management of opioid dependence 
and HIV/AIDS prevention. Geneva, World Health Organization 2004 
 http://www.who.int/substance_abuse/publications/en/PositionPaper_English.pdf 
World Health Organization (2007) Model List of Essential Medicines, 15th list March 2007. 
http://www.who.int/medicines/publications/EssMedList15.pdf  
WHO, UNAIDS & UNODC (2004) Policy Brief: Reduction of HIV Transmission in Prisons, Geneva, World Health Organization, 
2004 
http://www.who.int/hiv/pub/advocacy/en/transmissionprisonen.pdf  
7 EU Drugs Action Plan 2005-2008  
http://eur-lex.europa.eu/LexUriServ/site/en/oj/2005/c_168/c_16820050708en00010018.pdf  
EU Drugs Strategy 2005-2012 http://ec.europa.eu/justice_home/fsj/drugs/strategy/fsj_drugs_strategy_en.htm  
8 Council of Europe, Parliamentary Assembly Resolution 1576 (2007) For a European convention on promoting public health 
policy in the fight against drugs; Council of Europe, Recommendation R(98)7 of the Committee of Ministers to Member States 
Concerning the Ethical and Organisational Aspects of Healthcare in Prison, adopted 8 April 1998, 627th Meeting of the 
Ministers’ Deputies; Council of Europe, Recommendation R(93)6 of the Committee of Ministers Concerning Prison and 
Criminological Aspects of the Control of Transmissible Diseases including AIDS and Related Health Problems in Prison, 
adopted 18 October 1993, 500th Meeting of the Ministers’ Deputies; Council of Europe, P.A. Standing Committee, 
Recommendation 1080 (1988) On a Co-ordinated European Health Policy to Prevent the Spread of AIDS in Prison; Council of 
Europe, Recommendation R(2006)2 of the Committee of Ministers on the European Prison Rules, adopted 11 January 2006, 
952nd Meeting of the Ministers’ Deputies 
9 Rome Consensus for a Humanitarian Drug Policy (2005) Italian Red Cross and Senlis Council, signed to date by 
approximately 110 national Red Cross and Red Crescent Societies  
http://www.senliscouncil.net/modules/media_centre/press_conferences/rome_public_health/rome_consensus 
10  WHO (2004) Effectiveness of Sterile Needle and Syringe Programming in Reducing HIV/AIDS Among Injecting Drug 
Users, World Health Organisation  
Palmeteer et al. (2010) ‘Evidence for the effectiveness of sterile injecting equipment provision in preventing hepatitis C and 
human immunodeficiency virus transmission among injecting drug users: a review of reviews.’ Addiction. 105.5. 
HIV in People Who Use Drugs’ Lancet Series July 2010. <http://www.thelancet.com/series/hiv-in-people-who-use-drugs>. 
Wodak, Cooney (2005) Effectiveness of sterile needle and syringe programmes. International Journal of Drug Policy S31–S44 
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to and adherence to Antiretroviral Therapy (ART), in addition to NSP) are most effective in 
reducing syringe sharing and HIV transmission.11 

Opioid Substitution Therapy 

9. Opioid Substitution Therapy (OST) in its different forms has become a widely accepted 
drug treatment and harm reduction measure for people who use opioids. OST substitutes legal 
oral medicines in place of illegal injected drugs, thus reducing injecting and its associated 
harms.12 Studies have consistently shown that substituting methadone or buprenorphine for 
opioid-dependent injecting drug users is associated with statistically significant reductions in 
illicit opioid use, injecting use, sharing of injecting equipment and a significant decrease in 
HIV infection amongst people who inject drugs.13 

10. The single most important event showcasing the evidence for harm reduction 
interventions over the past few years was a Lancet special edition entitled ‘Global HIV 
epidemic among people who use drugs’. It featured seven reviews of current evidence and a 
number of invited commentaries concluding that harm reduction interventions are extremely 
effective in preventing HIV amongst people who inject drugs.14 

11. We acknowledge and support the fact the UK has consistently implemented high quality 
harm reduction interventions mostly in the form of needle and syringe exchange programmes 
and opioid substitution therapy. However a number of clear gaps remain. 

 Evidence for the implementation of Drug Consumption Rooms (DCRs) in the UK 

12. The recommendation to set up pilot DCRs was made to the Government by the Home 
Affairs Select Committee in 2002. However, this recommendation was rejected for a number 
of reasons, including a lack of evidence, legal concerns and the likely media and public 
hostility. 

13. An independent working group was formed by the Joseph Roundtree Foundation to 
address these issues. That group reviewed the growing body of evidence, commissioned 
research where there were significant gaps, visited DCRs abroad and heard from relevant 
witnesses.  

14. The group concluded that DCRs are a rational and overdue extension to the harm 
reduction policy that has produced substantial individual and public benefits in the UK over 
the last two decades. DCRs offer a unique and promising way to work with the most 
vulnerable users, in order to reduce the risk of overdose, improve health and lessen the 

                                                            
11 WHO (2004) Effectiveness of Sterile Needle and Syringe Programming in Reducing HIV/AIDS Among Injecting Drug Users, 
World Health Organisation 
12 WHO, UNOCD, UNAIDS (2007) Interventions to address HIV in prisons: drug dependence treatments. Evdence for Action 
Technical Paper. Geneva WHO 
13 Mattick et al. (2009) “Methadone maintenance therapy versus no opioid replacement therapy: A Systematic Review.” 
Mattick et al. (2008) ‘Buprenorphine maintenance vs placebo or methadone maintenance for opioid dependence: a Systematic 
Review.’ 
Gowing et al .(2008) ‘Substitution treatment of injecting opioid users for prevention of HIV infection: A Systematic Review. 
14 Lancet Series can be accessed here http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(10)60832-X/abstract 
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damage and costs to society. The group therefore recommended that pilot DCRs are set up 
and evaluated in the UK.  

15. Harms associated with injecting drug use in the UK 
• Over the past decade, the UK has consistently had the highest number of drug-related 

deaths in Europe.15 
• Health problems include blood-borne viruses, abscesses and cellulitis, frequently 

resulting in hospitalisation.16 
• Large quantities of syringes and drug-related litter are dropped in public places across 

the UK, causing considerable impact on local residents and businesses.17 
 
16. Impact of DCRs 

• DCRs can prevent drug-related deaths, prevent needle sharing and improve the 
general health of injecting drug users. 

• DCRs can lead to a reduction in injecting in public places and an associated reduction 
in discarded, used syringes and drug-related litter. 

• Most of those who use DCRs are local drug users. 
• DCRs do not appear to either increase or decrease levels of acquisitive crime. 
• Public disorder and drug dealing in the vicinity of DCRS are infrequent and can 

generally be prevented through good interagency co-operation.18 
 
17. Heroin prescription 

“We will continue to examine the potential role of diamorphine prescribing for the small 
number who may benefit, and in the light of this consider what further steps could be taken, 
particularly to help reduce their re-offending.” UK Drugs Strategy 2010 
 
We welcome this statement to ensure access to injectable diamorphine for those dependent to 
drugs who persistently fail to benefit from conventional oral substitution treatment. It has 
been proven that treatment with supervised injectable heroin leads to significantly lower use 
of street heroin than does supervised injectable methadone or supervised oral methadone. The 
RIOTT trial recommended that UK Government proposals should be rolled out to support the 
positive response that can be achieved with heroin maintenance treatment for previously 
unresponsive people who inject drugs.19 
 
Evidence for the benefits of implementing NSPs in prisons  

18. We acknowledge and support the fact that the UK currently operates OST in prison 
settings. However, we stress the need for immediate implantation and scale up of NSPs in 
prison which is currently lacking. 

                                                            
15 EMCDDA (2005) Annual Report 2005: The State of the Drugs Problem in Europe. Lisbon: EMCDDA 
16 Stone, M.H., Stone, D.H. and MacGregor, H.A.R. (1990) ‘Anatomical distribution of soft tissue sepsis sites in intravenous 
drug misusers attending an accident and emergency department’, British Journal of Addiction, Vol. 85, pp. 1495–6 
17 ENCAMS (2005) Drugs-Related Litter Survey 2005. Wigan: ENCAMS 
18 Independent working group on drug consumption rooms (2004), The report of the independent working group on drug 
consumption rooms. Joseph Roundtree Foundation 
19 Strang et al (2010) Supervised injectable heroin or injectable methadone verus optimised oral methadone as 
treatment for chronic heroin addicts in England after persistent failure in orthodox treatment (RIOTT): a 
randomised trial. The Lancet Vol 975 
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19. Evidence-based prison health programmes, including harm reduction interventions, such 
as needle and syringe exchanges programmes (NSPs) and opioid substitution therapy (OST), 
significantly reduce drug-related harms among vulnerable populations. Since the early 1990s, 
a number of countries have introduced these interventions to reduce HIV and HCV in 
prisons.20  

20. Following a comprehensive international review, the WHO, UNODC and UNAIDS 
recommended that NSPs should be urgently introduced and scaled up in countries threatened 
by HIV epidemics among people who inject drugs.21 The review also recommended that 
‘prison authorities in countries in which OST is available in the community should introduce 
OST programmes urgently and expand implementation to scale up as soon as possible.’  

21. At present, NSPs operate in over sixty prisons in ten countries in Europe, Central Asia 
and Iran.22 Systematic evaluations of the effectiveness of NSPs for addressing HIV-related 
risk behaviours in from ten prison programmes demonstrate that NSPs are feasible in men’s 
and women’s prisons and prisons of all security levels and sizes.23 Existing research shows 
that provision of sterile needles and syringes is readily accepted by people who inject drugs 
across a variety of prison settings, significantly reduces syringe sharing and resulting 
infection with HIV and other BBVs and facilitates referral to drug dependence treatment 
programmes.24 25 26 There is no evidence to suggest that prison-based NSPs have negative 
unintended consequences, including increasing levels of drug use or injecting, or use of 
syringes as weapons.27 

The cost effectiveness of different policies to reduce drug usage 

Value for money 

22. An important case for the continued support for harm reduction services is the cost 
effectiveness of harm reduction.  In Australia, NSPs directly averted 32,050 new HIV 
infections and 96,667 new HCV infections between 2000 and 2009. For every dollar invested 
in needle and syringe exchange, more than 4 dollars were returned in health care savings.28 

23. The benefit return for methadone maintenance treatment is estimated to be approximately 
four times the cost of the treatment. According to the US National Institute on Drug Abuse, 

                                                            
20 Jurgens, Lines and Cook (2010) Out of Sight, Out of Mind? Global State of Harm Reduction. International Harm Reduction 
Association 
21 WHO, UNODC, UNAIDS (2007) Interventions to address HIV in Prisons: Needle and Syringe programmes and 
Decontamination Strategies. Evidence for Action Technical Paper. Geneva: WHO. 
22 Jurgens R, Lines R, Cook C (2010) “Out of Sight, Out of Mind?” Global State of Harm Reduction (London, 2010) International Harm 
Reduction Association. 
23 Jurgens, Lines and Cook (2010) Out of Sight, Out of Mind? Global State of Harm Reduction. International Harm Reduction 
Association 
24 Jurgens et al (2009)Interventions to reduce HIV transmission related to injecting drug use in prison. Lancet Infectious 
Diseases 9: 57-66. 
25 Menoyo C et al (2000) Needle exchange in prisons in Spain. Canadian HIV/AIDS Policy and Law Review 5(4):20-21. 
26 Stover H (2000) Evaluation of needle exchange pilot project shows positive results. Canadian HIV/AIDS Policy and Law 
Newsletter 5(2/3):60-64. 
27 WHO (2005) Effectiveness of Sterile Needle and Syringe Programming in Reducing HIV/AIDS among Injecting Drug Users. 
Evidence for Action Technical Paper. Geneva: WHO. 
28 Australian Government, Department for Health and Ageing (2009) Return on Investment 2: Evaluating the Cost-Effectiveness 
of Needle and Syringe Exchange Programs in Australia. Canberra, ACT:  Department of Health and Ageing 
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’Research has demonstrated that methadone maintenance treatment is beneficial to society, 
cost effective and pays for itself in basic economic terms’29 

24. Prevention of HIV is cheaper than treatment of HIV/AIDS. For example, in Asia it is 
estimated that the comprehensive package of HIV-related harm reduction interventions cost 
$39 per disability-adjusted life-year saved,30 whereas antiretroviral treatment costs 
approximately $2,000 per life-saved. Such figures demonstrate that harm reduction is a low-
cost, high-impact intervention.  

Whether the UK is supporting its global partners effectively and what changes may occur 
with the introduction of the national crime agency 

25. Harm Reduction and HIV Globally 

• Up to 3.3 million people who inject drugs are living with HIV31 accounting for up to 
10% of all HIV infections linked with injecting worldwide and one-third of all HIV 
infections outside of Africa.32 

• Western Europe rates of reported newly diagnosed cases of HIV in injecting drug 
users on the decline, HIV in Eastern Europe and Central Asia – 1 in 4 injectors is 
believed to be living with HIV accounting for 57% of all infections.33 

• Hepatitis C prevalence34 reaching 60-90% among people who inject drugs who have 
been tested for Hep C 

26. The glaring disparities between HIV prevalence globally amongst people who use drugs, 
have been attributed to the relative action and inaction of governments on harm reduction. 
For example, early adoption of harm reduction measures in the Netherlands, Switzerland and 
the UK have led to relatively low national HIV prevalence among people who inject drugs 
(less than 5%), whereas countries such as Russia where OST is illegal and NSP is limited 
have an HIV prevalence rate of 38% amongst people who use drugs.35  

Funding 

27. Funding for harm reduction is a major concern.  

28. HIV infection among people who inject drugs is preventable. Harm reduction is cost-
effective and drug users have responded well when offered harm reduction advice and tools. 
It is of the utmost importance that rhetoric around decreasing new HIV infections globally is 
matched with the necessary financial resources to do so. 

                                                            
29 National Institute on Drug Abuse, NIDA International Program, Methadone Research Web Guide (last accessed March 2010) 
30 Commission on AIDS in Asia (2008) Redefining AIDS in Asia: Crafting an Effective Response New Delhi: Oxford University 
Press: 90 
31 EMCDDA (2010) Drugnet Europe 71, European Monitoring Centre on Drugs and Drug Addiction, 2010. Lisbon 
32 HPA (2010) Shooting Up. Infections among people who inject drugs in the UK 2010. An Update: November 2010. Health 
Protection Agency 2010 
33 UN reference Group on HIV and Injecting Drug Use http://www.idurefgroup.unsw.edu.au/regional-data-and-
maps/Eastern_Europe (last accessed 05/01/2012) 
34 EMCDDA (2010) Trends in injecting drugs in Europe, European Monitoring Centre on Drugs and Drug Addiction, 2010. 
Lisbon. Table INF-2 . Prevalence of HCV antibody amongst injecting drug users in the EU, 2008 or most recent year 
35 UNAIDS (2009) AIDS Epidemic Update.  
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29. However, a cautious estimate of global funding for harm reduction concluded that $160 
million worldwide was invested in HIV-related harm reduction in 2007, of which $136 
million (90%) was from international donors. This equated to $12.80 for each injector per 
year in low and middle-income countries – or just three US cents per injector per day. This is 
clearly inadequate when compared with indicative unit costs of providing needles and 
syringes (approximately $100 per person per year) and methadone (approximately $500 per 
person per year).36 

The majority of funding for HIV prevention and care globally has been provided by 
multilateral and bilateral donors. For example: 

• Global Fund: 2007 – 2009 - $180 billion 
• PEPFAR: 2007 – 2009 - $23.1 billion  

30. The Global Fund has recently cancelled its round 11 bid and PEPFAR has reinstated its 
ban regarding needle and syringe exchange programmes. This will lead to a critical gap in the 
level of funding available for harm reduction. 

The United Kingdom’s foreign policy on harm reduction 

31. For many years the United Kingdom has played a leading role within the European Union 
and in the United Nations promoting evidence-based, effective and human rights compliant 
measures to prevent HIV and other blood borne viruses among people who inject drugs. This 
leadership stems from a legacy of innovation and success in this field nationally, with HIV 
infections related to injecting drug use in the UK remaining consistently low over many 
years. 

32. The United Kingdom is one of the world’s largest and most important donors to HIV 
prevention related to unsafe injecting, which forms the majority of new infections in many 
countries of Eastern European and Asia – and often forgotten in the global response to 
HIV/AIDS.  

33. Harm reduction is central to DFID’s HIV strategy. 

34. The new UK drug strategy plays down harm reduction, and if this were to translate into 
instructions to the Foreign Office or to the Home Office International Secretariat this would 
be very damaging to the global HIV/AIDS response. 

35. Millions of pounds spent on the HIV response through DFID could be undermined unless 
there is strong, unambiguous international political support, and, crucially, support from host 
Governments.   

36. On a number of occasions the United Kingdom has found itself debating HIV-related 
harm reduction at the UN with governments receiving UK funds for these very programmes. 

                                                            
36 Stimson et al (2010) Three cents a day is not enough. Resourcing HIV-related Harm Reduction on a Global Basis. 
International Harm Reduction Association 
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37. At present there is considerable antagonism towards HIV prevention from a small number 
of countries. The United Kingdom has long been a bedrock in the EU’s position protecting 
and promoting the most effective responses including needle and syringe programmes and 
opioid substitution therapy. 

38. The UK must continue to play a lead role in the global HIV/AIDS response. This 
necessitates a strong a leadership position on HIV-related harm reduction, one the UK is 
known and respected for, and has played for many years. 

39. Harm Reduction International has assisted DFID on the UK delegation to the UN 
Commission on Narcotic Drugs from 2008 to 2011 and has seen the positive outcomes in 
HIV/AIDS policies that have emerged because of the UK’s efforts. 

40. RECOMMENDATIONS: 

• The Home Office should co-ordinate closely with DFID in all matters relating to 
international development which includes HIV/AIDS in the context of injecting drug 
use. DFID should take the lead in HIV-related harm reduction in international forums. 

• Clear instructions should be sent to all UK diplomats requiring a strong UK position 
in favour of HIV-related harm reduction 

• The UK should rebalance its domestic drug policy to include strong support for 
existing harm reduction interventions and should extend this policy to include 
interventions including DCR’s, heroin prescription and NSPs in prison settings. 

• A number of pilot Drug Consumption Rooms should be set up in the UK, founded on 
local accords between the key agencies.  

• Pilots should be developed in parts of the country where there is already considerable 
local support for the idea and significant problems with public drug use and overdose 
deaths. 

• DFID should advocate for approximately 20% of international funds be allocated for 
HIV/AIDS prevention at an international level should go specifically to harm 
reduction.  

 
January 2012 
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Written Evidence submitted by Crime Reduction Initiatives [DP100] 
 

Background 
CRI is a health and social care charity working with individuals, families and communities across England 
and Wales that are affected by drugs, alcohol, crime, homelessness, domestic abuse, and antisocial 
behaviour. Our projects, delivered in communities and prisons, encourage and empower people to take 
control of their lives and motivate them to find solutions to their problems.  
 
Executive Summary 
On the whole, the 2010 drug strategy is well grounded in evidence.  
Drug and alcohol misuse destroys the lives of individuals and has repercussions throughout society. It is 
closely linked to homelessness, mental health and social mobility; causes family and societal breakdown; 
and contributes to millions of crimes every year.  
 
Central to CRI’s response to this inquiry is the firm belief that the only effective method of stopping 
individuals from misusing drugs and alcohol is high quality intervention and treatment. Therefore, it is 
essential that government retains financial and political support for education and treatment services, and 
that it constantly strives to integrate these services with the criminal justice, health, and education systems.  

 

1. The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with 
strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy  

 
1.1. The Government’s 2010 drug strategy is, on the whole, well thought out and effective. It builds on the 

country’s experience over the past decade, and has an overt focus on a recovery model, while 
recognising that there are many routes to recovery and that there needs to be a balanced treatment 
system within which evidence based treatment and harm reduction have a clear role to play. This is 
central to CRI’s recovery focused model, which has been proven to lead to greatly improved drug free 
outcomes. 
 

1.2. CRI particularly recognises the positive effect of the following elements of current drug strategy and 
policy: 
• Criminal Justice System entry points into treatment are broad, particularly for those within the 

criminal justice system who have traditionally been excluded from treatment services; 
• The breadth of treatment available has increased; 
• Waiting times for entry have significantly reduced, vital in allowing treatment services to 

exploit windows of opportunity when working with substance users; 
• The voice of the service user has become much more powerful; 
• Crime and harm are being reduced; 
• The emphasis upon sustained recovery builds upon the incremental improvements that have 

been delivered during the previous drug strategies. 
 

1.3. Weaker points in the UK’s drug policy include: 
• An overemphasis on input driven rather than outcome focused targets; 
• The lack of discrete services for 18 – 25 year olds; 
• Lack of appropriate accommodation for substance misusers and move-on pathways; 
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• More broadly, there is insufficient integration with broader socio-economic conditions 
including housing, employment opportunities, educational under-achievement and poverty of 
opportunity within the UK. 
 

1.4. The strategy is fiscally responsible, but it must be ensured that it continues to be adequately funded and 
that the removal of the ringfence does not lead to a postcode lottery with better funding, and therefore 
better services, in some areas than others. It is vital that funding is maintained; after all, the Home 
Office and the NTA have estimated that drug treatment services prevent 4-5million crimes per year. 
More detail on this issue is provided in later sections.  

 

2. The criteria used by the Government to measure the efficacy of its drug policies  
2.1. The criteria used to date are fit for purpose, but it is important that the sector continues to develop 

more efficient, reliable and accurate techniques for measuring recovery.  
2.2. At CRI, we measure the impact of our projects not only in terms of reduced drug use, but also by 

looking at crime and antisocial behaviour, as well as improved physical and mental health, personal 
wellbeing, family and social relationships and community integration. 

2.3. Success is demonstrated in a number of ways but established behaviour can take a long time to 
change and small improvements can require huge effort from the individuals concerned. People 
affected by substance misuse, intergenerational poverty, unemployment and lack of opportunity 
cannot change their lives overnight. Therefore, it is vital that we measure these factors for an 
extended period of time, revisiting individuals after a year, two years and even five years.  

2.4. The difficulty, of course, comes in measuring these outcomes. It is far simpler to measure 
quantitative data. Yet if we are to gain a fuller picture of recovery – and therefore, which methods 
are most effective – we must look beyond things that can be easily counted.  

2.5. CRI is currently carrying out longitudinal studies into sustainable recovery within its East 
Lancashire and Warrington services. We believe these will help us evidence not only the positive 
effects of our approach but also improve the operational and fiscal efficiency of its delivery. 

2.6. There is scope for organisations and regions to work together to improve on the national picture. 
The police, job centres, social services, the NHS and treatment services should triangulate their 
models to give a fuller picture.  

2.7. The issue of measurement is of great importance to the effectiveness of payment by results, and 
more effective measurement will enable more accuracy in this field.  

2.8. CRI welcomes the shift towards payment for outcomes rather than the number of people entering 
services. It has been interpreted by some as being a way of reducing costs rather than driving up 
performance, and it must be ensured that this is not the case, but rather is genuinely linked to real 
outcomes as outlined above.  

2.9. Our projects also demonstrate substantial savings for other public services, and this should be 
reflected in a payment by results framework.  
 

3. The independence and quality of expert advice which is being given to the government  
3.1. CRI supports the role of the Advisory Council for the Misuse of Drugs, specifically welcoming its 

approach in basing its advice upon sound scientific evidence. 
3.2. Its role must be preserved and enhanced, and its independence from political pressure and influence 

must be ensured. The government receives advice from many sources, some of a higher quality than 
others, but it must ensure it listens to a wide range of organisations and stakeholders, from 
commissioners to service users.   
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4. Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have  
4.1. The police are actively involved in partnerships with treatment agencies, with involvement in Drug 

Intervention Programme and Prolific and other Priority Offender services, as well as in creative 
intelligence lead work such as Operation Reduction in Brighton. We are already seeing cuts to 
police budgets, and CRI has concerns that this could impact on the future of partnership work 
between the police and treatment agencies.   

4.2. This makes it all the more important that we ensure drug treatment services are properly funded. It 
has been estimated that issues related to drugs and alcohol cause up to 50% of crime, and DirectGov 
has shown that in 2007-8 more than a million crimes involved alcohol in some way. Ensuring a 
strong focus is retained on these services will reduce any negative impact in cuts to police budgets.  

4.3. With the ringfence removed, drug services will have to compete with 16 other public health 
priorities. There needs to be continuing commitment to support drug related treatment and recovery 
as priority public health concerns. This is the biggest threat to the sector in a generation.  

 

5. The cost effectiveness of different policies to reduce drug usage  
Education and early intervention 

5.1. Education and early intervention should be at the core of any cost effective drug strategy. Research 
from the Department for Education produced in February 2011 demonstrated that early intervention 
for young people is cost effective, with every £1 spent on young person’s treatment saving between 
£5 and £8 for the NHS and other agencies. 

5.2. Despite this, we are already seeing significant disinvestment in drug related expenditure, with cuts 
having an impact on drug education and prevention provision for young people delivered in school 
settings, drug treatment for young people who are already using drugs and alcohol, and support for 
infrastructure organisations for professionals working in the sector. 

5.3. Drug education and early intervention must go beyond the ‘just say no’ models of previous decades. 
It must: 
• Be preserved within mainstream education or the PSHE curriculum; 
• Be evidence based, using credible, real world information; 
• In addition to mainstream education, be targeted at those most at risk of developing problematic 

substance abuse, such as those living in areas of multiple deprivation with limited opportunities, 
through specialist support and treatment; 

• Include children excluded from school or in young offenders institutes, targeted appropriately; 
• More widely, address poverty of aspiration and opportunity. 

Integration of services 

5.4. If we are to make treatment services as cost efficient as possible, we must continue pressing for 
more extensive integration between bodies, in order to maintain a link between, for example, 
criminal activity and treatment.  
 

5.5. Opening up the market for drug treatment will also have a cost effectiveness benefit, although 
commissioners should be wary of organisations that take shortcuts and keep costs apparently low 
when tendering for contracts, where these would have a negative impact on individuals and 
communities. 
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6. The extent to which public health considerations should play a leading role in developing drugs 
policy  
6.1. Positive impact on public health is absolutely key to drugs policy. Successful treatment for those 

who misuse drugs or alcohol is of vital importance not only to the substance user but to the whole of 
society, as it creates healthier, safer communities.  

6.2. CRI welcomes the move to embed substance misuse strategies as a public health issue rather than 
one that can be marginalised within local government. We must ensure that a strong link is retained 
between drug treatment and the criminal justice system, to avoid returning to the situation of the 
1980s where offenders were effectively disbarred from treatment for being ‘unmotivated’ or ‘too 
difficult’ to treat.  

 

7. The relationship between drug and alcohol abuse  
7.1. Drug and alcohol abuse are inextricably linked as public health issues; the issues are two sides of the 

same coin. Historically, there has been a chronic lack of integration between the two, but this is 
beginning to change.  

7.2. CRI ensures that the two are closely linked in its treatment services, while being mindful of 
variations in demographics between different types of substance misuse. It may be that service users 
arrive at a service through different routes, but our integrated recovery services provide a full range 
of interventions that address a range of complex needs.  

7.3. Our model is highly successful at getting those who commit drug-related offences to address their 
dependency. For example, if CRI provides a Drug Interventions Programme and treatment, clients 
are twice as likely to enter treatment than the national average.  
 

8. The comparative harm and cost of legal and illegal drugs  
8.1. It will always be the case that young people will experiment with drugs and alcohol and many adults 

will use alcohol (and some drugs) with no harm to themselves or others. A blanket approach which 
suggests that all drugs are equally dangerous, or that they are all a gateway to Class A drug 
addiction, is as counterproductive as it is disengaging – when these messages do not reflect the 
individual’s experience they can discredit all communications on substance misuse. 

8.2. Within the current legal framework, we need an integrated system that tackles both legal and illegal 
drugs as interlinked issues. We must also consider ‘legal highs’, which CRI believes will be a major 
public health issue over the coming years. This issue is covered in section 10. 

8.3. Over the counter medications, either prescribed by GPs or increasingly purchased online, are also a 
significant concern. Benzodiazepines, for example, are a feature in more than 50 per cent of drug 
related deaths in Brighton compared with 18 per cent for heroin.  

 

9. The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to 
Public Health England and how this will affect the provision of treatment  
9.1. CRI believes the National Treatment Agency for Substance Misuse to be an effective organisation, 

and would hope that the transfer of functions to Public Health England will retain the best elements 
of this organisation.  

9.2. CRI does have some concerns about the security of funding for drug treatment following the pooling 
of the adult Pooled Treatment Budget with other public health funding streams. There should be 
nationally defined firm guidance on the minimum expectations of investment in locally available 
drug treatment and recovery services, in order to avoid disinvestment and worsening public health 
and crime.  
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9.3. While there should be some room for local prioritisation, we must avoid a ‘postcode lottery’ that 
results in very different services in different boroughs. We must retain equal access to treatment.  

 

10. The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances  
10.1. Legal highs will be a huge public health issue for the next decade, with new drugs appearing all the 

time. 
10.2. The effects of these drugs are less well known than the drugs traditionally used by younger people, 

such as alcohol and cannabis, which means the signs of their use can be harder to spot. This could 
mean that it takes longer for a problem to be identified, and therefore that many individuals who 
need support are not being referred to treatment services. These changing patterns of drug use mean 
there is a vital need for more preventative and early intervention work with schools and 
communities.  

10.3. What’s important is that we look at the issues young people have with drugs and alcohol in their 
wider context. Family relationships, homelessness, unemployment and mental health issues all play 
a part, so we must ensure services are integrated and address the complex needs of individuals.  

10.4. Key to working with young people who use these legal highs is credibility and an ability to engage 
with them. Some young people will always experiment with drugs, and treatment around legal highs 
should be focused on stopping this drug use from becoming entrenched and problematic.  
 

11. The links between drugs, organised crime and terrorism  
11.1. The link between drugs, organised crime and terrorism is clear: international criminal networks are 

funded by the profits of the street level drug trade around the world. 
11.2. Effective treatment services have the potential to have an impact on these networks, by removing 

some of the demand for drugs on the ground, ultimately reducing the profits of international 
organised crime.   
 

12. Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency  
12.1. If we are to effectively tackle illicit drugs on a world scale, we must look far beyond the UK’s drug 

strategy. We must address the global issues that dictate both supply and demand in the drug trade, 
which are inextricably linked to questions of foreign policy (aid, trade and defence).  
 

13. Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma 
13.1. The most effective approach to stopping people from using drugs is ensuring that accessible and 

high quality treatment is available, quickly. If we are to create healthier, safer communities, we must 
retain investment in effective treatment services and continuously strive to improve the services on 
offer.    
 

13.2. The ultimate aim of services at every level, from early education and intervention to treatment for 
entrenched addiction that is associated with criminal behaviour and other complex issues, must be to 
ensure people have a stake in society. Disenfranchisement is the common thread that runs through 
all of the issues we tackle.  
 

13.3. Initiatives which recognize that substance misusers are part of the community, and can make 
contributions, need to be championed. For example, employers should be encouraged (through tax 
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incentives or reduction of employer NI) to provide opportunities for recovering substance misusers 
to access work placements and employment. 

 
January 2012 
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Written evidence submitted by Chris Bovey [DP101] 

I am writing in response to your call for written evidence for your new inquiry into drugs. I 
wasn’t going to bother initially, since it seems the Government never listens to a common 
sense approach when it comes to drugs, but then I decided if we don’t make our voice heard, 
then there is even less chance of the Government acknowledging their policy is not only 
disastrous,  (which I suspect they already know) but also very unpopular. 

Recreational substances have been used throughout the ages; clearly some of these substances 
have more potential for harm if they are misused than others. In the UK, 2 of the more 
dangerous and addictive recreational substances, alcohol and tobacco are legally available for 
adults to buy through licensed premises that are subject to strict regulations laid down by the 
government. It is clearly madness that safer substances such as Magic Mushrooms and 
cannabis, are not permitted by law to be sold via a similar regulatory framework. 

I have used these substances occasionally since I have been a young adult. I am not mental, I 
have a good income, pay tax, have kids, etc., and cause no harm to others.  Like most pot 
smokers, I don’t smoke huge amounts of cannabis,. I put it to you the typical pot smoker does 
not fry his brains every day getting wasted on cannabis, just as most alcohol users don’t get 
blind drunk each time they have a drink. The mashed up hippy smoking pot is not a typical 
cannabis user, just as the wino lying in the gutter is not a typical drinker.  

In my circle of friends, I should say an awful lot of them use cannabis. They do so, 
presumably, because they know the government are not telling the truth when they say it is 
dangerous and they enjoy the effects.  If you allow people to drink alcohol, because they 
enjoy the effects, then why not let people legally use cannabis, because they enjoy the 
effects? Aside from being morally wrong in not allowing grown adults to use a plant that is 
safer than other legal alternatives, it is a complete waste of tax-payers money. According to 
the Independent Drug Monitoring Unit the Exchequer would save in the region of £6,7 billion 
if prohibition of cannabis were ended1.  

Us grown adults genuinely feel patronized by the Government because of these laws. When 
we hear politicians talking nonsense about the evils of cannabis, we just laugh at you and 
think you are a bunch of idiots; why? Because we know it’s not true. For example, we are 
told cannabis is much stronger now then back in the 80s when people such as, Jacqui Smith 
and David Cameron were smoking it; this is simply not true, strong cannabis has been around 
for years; I certainly remember smoking some very strong White Widow that came in from 
Brixham when I was a naughty teenager and very nice it was too! Moreover, if cannabis 
sends you mad, although the most comprehensive study from Keele University2 said it does 
not, then where are all the mad people? How come cannabis use has gone up, yet levels of 
psychosis remain stable? I know enough people who smoke cannabis regularly to know it 
certainly doesn’t cause psychosis; I accept people already with underlying issues should not 
smoke cannabis, but then again, neither should they drink alcohol. 

As a regular visitor to The Netherlands, where cannabis has been since the 1970s sold 
through licensed coffeeshops, I can tell you The Netherlands is a very nice country, with 
great infrastructure and very good levels of government services, which I’m sure any 

                                                      
1 http://www.idmu.co.uk/taxukcan.htm 
2 http://www.ukcia.org/research/keele_study/Assessing-the-impact-of-cannabis.pdf 
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Committee Members who have been to The Netherlands, would agree. If Holland manages to 
run (some would say better than the UK), even though, shock horror, they let people buy 
dope through a taxed and regulated market, then I don’t see why the UK should suddenly 
come to a standstill if we were allowed to do the same. In fact, interestingly enough, The 
Netherlands has lower usage of cannabis than in the UK3. 

More importantly, usage of cannabis in NL is lower than in UK amongst minors, precisely 
because there is a strict policy in The Netherlands that the coffeeshops are not allowed to sell 
to under 18s and they face strict sanctions if they are ever caught doing so (i.e., they get 
closed down if they do it twice).  The penalties are so severe that no Dutch coffeeshop will 
sell cannabis to minors, as it is just not worth their livelihood, in fact, I noticed a number of 
coffeeshops in Amsterdam have someone on the door that ID every person that comes in, 
even if you are nearly 40 like me. 

Cannabis policy is becoming increasingly liberal in many other countries such as Spain, 
where marijuana-growing co-operatives are allowed, or Portugal, where possession is 
decriminalized or Belgium where one plant and small amounts is permitted. Switzerland and 
Czech Republic are also very liberal on cannabis; Switzerland is about to change the law to 
allow up to four cannabis plants per citizen. All these countries mange to function perfectly 
normally, the main difference I’d imagine is they save a fortune in policing daft laws 
prohibiting cannabis and freeing up their police services to get on with the job of actually 
investigating more serious crimes. 

The UK’s laws on cannabis are an absolute joke. There are millions of cannabis users in the 
UK who simply ignore them anyway and there are huge criminal gangs making billions in 
tax-free profit to fill in the supply and meet the demand. Some of these gangs are also 
involved in far less unsavory activities such as human trafficking and harder drugs.  Many of 
these gangs are using illegal immigrants from countries like Vietnam, who if they get caught, 
the tax-payer will spend hundreds of thousands of pounds in prosecuting, imprisoning and 
finally deporting them. Of course, the people at the top are seldom caught and those at the 
bottom are often as much victims of this ridiculous war on some drugs that will never ever be 
won. I’d rather you spent the money I pay in tax on hospitals than jailing cannabis growers. 
I’d also rather legally buy taxed and regulated cannabis from legitimates sources, as one can 
in The Netherlands, than buy it from the criminal black market. 

Finally, and I feel most importantly, there are also the medicinal qualities of this wonderful 
plant. Although, I’m not a medicinal user myself, I do know people with conditions such as 
MS or Crohn’s disease that are unable to function without cannabis. It is vital these cruel 
laws are changed so people in pain can have access to the only medicine they know that can 
alleviate their suffering. I implore you not to listen to the nonsense and lies peddled by the 
prohibitionists like Peter Hitchens and the Daily Mail. Listen to the Government’s own drugs 
adviser, Prof Les Iversen, who is on the record as saying cannabis is “one of the safer 
recreational substances” and more importantly, listen to the millions of voting cannabis users 
out there, who would just like to be able to buy small amounts or grow a few plants without 
fear of arrest and prosecution. Start treating the electorate as adults, save billions of pounds 
and who knows, you might even find a huge swathe of the population showing you some 
respect for once.  Tax and regulate is the only sensible way forward. 

                                                      
3 http://en.wikipedia.org/wiki/Annual_cannabis_use_by_country (referenced to the United 
Nation World Drug Report at the bottom).  
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I thank you in advance for taking the time to read this and look forward to hearing the Home 
Office Select committee has urged the Government to take a more sensible approach on drugs 

January 2012 
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Written evidence submitted by Dr Mark Monaghan, School of Sociology and Social Policy, 

University of Leeds (DP102) 
 

May I first begin by expressing my belief that an inquiry into drugs is a welcome development. Please 
find enclosed a completed submission. This makes two key, interrelated points to which I would like 
to draw the attention of the committee. The first is that the whole process by which evidence is used 
(or not) in decision-making needs to become more transparent. As it stands it is unclear as to how 
certain kinds of evidence find their way into policy documents and others do not. The second point is 
that the process of drug policy formulation in government is in need of being streamlined with the 
appointment of a drug strategy coordinator overseeing policy development in this area. 

I would also like to put on record that I would welcome the opportunity to expand on any of the points 
raised in the oral evidence sessions.   

EXECUTIVE SUMMARY 

The advantages of evidence-based policy making are clear to most people, yet the process by which 
evidence is selected in policy lacks clarity. Evidence does not speak for itself and thus policy 
formulation needs to be more transparent and accountable so that the evidence that is used in 
decision-making can be made open to scrutiny. The transfer of data/evidence/knowledge from 
research producers to research users is an issue that has vexed academics and policy makers for a long 
time and the connection is made more difficult in heavily politicised areas such as drugs. This 
submission argues that the Government should be committed to the evidence agenda and to 
developing policies on the best available research data with the full recognition that this is not always 
an easy task. In addition, the process through which evidence is used and policy is formulated within 
government in the area of drugs is in need of reform. This should involve the removal of the drugs 
brief from the Home Office and the creation of an office of an independent drug strategy coordinator.  

1. Mark Monaghan is a lecturer in social policy and crime at the University of Leeds. His ESRC-
funded PhD studentship followed the scientific and political battles through which cannabis 
classification decisions were made in the UK in last decade. Mark has researched and published on 
drugs policy. His recent monograph Evidence versus Politics: Exploiting Research in UK Drug 
Policy? was published in 2011 by Policy Press. Mark is an Associate Editor of the Journal Evidence 
& Policy. This submission is based on his ongoing research in the area of evidence-based drug policy 
formulation. 

2. The decision by the Committee to take a comprehensive review of drugs policy is welcome. The 
reasoning behind decision-making should be open to scrutiny and parliamentary select committees are 
well placed to undertake such a task. It is, furthermore, a positive sign that this review intends to be 
wide-ranging. This short submission, however, focuses on one key area under consideration:  

a) The independence and quality of expert advice which is being given to the 
government. 

3. In recent years evidence-based policies have become the yardstick by which most policies are 
judged. The advantages of evidence-based policy making are clear to most people. The Government 
Office for Science recently stated that “The UK is respected internationally for ensuring that the right 
evidence is acquired and brought to bear on issues. But more needs to be done to ensure that policy 
makers have access to the best scientific evidence and advice and are therefore in a position to make 
the best decisions about the challenges…facing the country (Government Office for Science, 2009, 1) 
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4. Evidence does not, however, speak for itself and thus policy needs to be transparent and 
accountable. As it stands, it is something of a mystery as to how certain kinds of evidence survive the 
policy process and so become used in policy decision-making. Professor Stevens' (2011) account of 
his time in a major government department is one of a small number of studies to shed light on this 
issue, but as the recent Royal Society of Arts (RSA) (2007) report noted: "At the level of national 
government, it is not clear at the moment how ministerial groups like the Serious and Organised 
Crime and Drugs Cabinet Committee, the Drugs Working Group or the Drug Strategy Delivery Group 
operate. Nor is it evident how effective they are." 

5. As somebody who has spent the last eight years researching this area, it appears that if evidence is 
being considered in policy, this does not take place on a level playing field, nor is it consistent. The 
range of stakeholders involved in all stages of drug policy formulation are widespread. They include 
politicians, civil servants and the ACMD. Various groups and NGOs from civil society are important 
players as are the police and criminal-justice professionals and various health professions. The 
chances of influencing decision-making, however, depend on how receptive politicians and policy 
makers are to the evidence and ideas supplied by the various groups and organisations.  

6. The location of the drugs brief in the Home Office for the majority of the time since 1971 has 
meant that certain kinds of evidence – those from criminal-justice agencies – enjoy particular salience 
in the development of contempory drug policy. Research has shown that evidence that fits in with the 
‘world view’ of the decision–makers is more likely to be utilised in decision-making at the expense of 
evidence that challenges the existing status quo, but that this is not a foregone conclusion. (Stevens, 
2007; Monaghan, 2008), Recent debates over the evidence-base for the drug classification system and 
the place of cannabis (and ecstasy) therein are testament to this and are concentrated on here. Other 
examples - such as the continued investment in supply-side interventions as a means of tackling the 
drug problem; the continued focus on drug-related crime and the development of quasi-compulsory 
treatment to counter this - could also be cited as areas where policy-makers proclaim policies to be 
evidence-based but where the rhetoric does not always match the reality.  

7. On one level the 2004 reclassification of cannabis from class B to class C was an evidence-based 
decision. This heralded a subtle, but significant change in UK drug policy. Advice was sought from 
across the policy spectrum. There were two initial triggers for this change. Firstly, a number of high-
profile inquiries into drug policy and legislation which occurred in and around this time, both 
domestically and internationally highlighting the relatively benign nature of cannabis vis-à-vis other 
prohibited substances. The Police Foundation (2000) inquiry into the 1971 Misuse of Drugs Act, also 
known as the Runciman Report, suggested that in terms of its toxicity or harmfulness, it was not 
comparable with either class A or B drugs. This was supported by subsequent inquiries of the House 
of Commons Home Affairs Committee (2002) and the ACMD (Advisory Council on the Misuse of 
Drugs) (2002).  

8. The second and main trigger was a governmental concern with public service efficiency. The Police 
Foundation Report (2000) also recommended that cannabis be reclassified from a class B to a class C 
drug, making cannabis possession a non-arrestable offence (except in aggravated circumstances). It 
was perceived that this would reduce the number of ‘otherwise law abiding, mainly young people’ 
being criminalised and potentially receiving a custodial sentence to the detriment of their futures 
(Police Foundation 2000:7). It was also perceived that this could free up police time, enabling them to 
concentrate on issues associated with class A drugs.  

9 In 2004 cannabis was reclassified under the watch of the then Home Secretary, David Blunkett. In 
March 2005, his successor Charles Clarke announced that the reclassification would be placed ‘under 
review’. In doing so, Clarke was concerned about whether high-potency strains of cannabis such as 
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‘skunk’, should be given a higher classification as studies had shown how these had been linked with 
the increased risk of developing schizophrenia (e.g. Arsenault, et al, 2004). In January 2006, the 
ACMD (2005) published its review, stating that the initial reclassification should remain, thus 
maintaining cannabis as a class C substance.  

10. Whilst David Blunkett and Charles Clarke had differing appreciations over what ‘evidence’ 
should count, it was clear that evidence was very much a part of these policy decisions. Within weeks 
of assuming office, the then Prime Minister Gordon Brown announced that the classification of 
cannabis would again be referred back to the ACMD. The ACMD (2008) concluded that although the 
council was still ‘very concerned’ that cannabis use was widespread and a genuine health threat to 
users, they pointed out that it was a ‘public health’ problem that requires a public health solution. 
They also stated that – the major emphasis must be directed at ways that the demand for drugs could 
be reduced, but that that cannabis should remain a class C drug. This was based on the fact that 
although there is recognition of a consistent, though weak correlation from longitudinal studies 
between cannabis use and the development of certain psychotic illnesses including schizophrenia, 
little evidence exists of the social harms associated and its association with acquisitive crime and anti-
social behaviour. 

11. In 2009 it was announced, however, that cannabis would be reclassified back up to class B. This 
was the origin of the dispute between Professor Nutt and the New Labour Government. The 
government’s main support in this decision came from the Magistrates association, reaffirming the 
point that criminal-justice related lobbies are powerful in drug policy development. As the evidence-
base for policing, health and social harms had not altered significantly over the course of the previous 
decade, it is impossible to draw any other conclusion that the decision to classify cannabis back up to 
a class B drug was a political one and not supported by the groundswell of evidence. This is 
frustrating as hitherto a commitment to evidence use had been prominent in the decision-making 
process; something not always the case in heavily politicised policy areas like drugs. 

12. How can the research and policy connection be improved? The transfer of data/ evidence/ 
knowledge from research producers to research users is an issue that has vexed academics and policy 
makers for a long time. The main issues surround timing in that it takes a long time for research to be 
done, yet policy-makers require almost instant access to information. Research is often presented in 
lengthy reports with numerous caveats, yet policy-makers require bullet pointed summaries. 
Ultimately, some simplification of the process in central government would be beneficial. One way to 
achieve this would be to give the responsibility to a 'drug strategy coordinator' who is invested with 
the power to make the relevant departments involved in policy delivery accountable. This would 
demark the position from the previous 'drug czar experiment. As far as possible the position would 
have to be filled by an independent candidtate. One of the major problems of formulating drug policy 
is that it takes place in a febrile, highly politicised atmosphere. Depoliticising the issue is necessary. 
This is not depoliticisation in the manegerialist sense that accompanied much public-sector reform of 
the 1980s and 1990s, but something more akin to 'taking the heat out of the debate’.    

13. In sum, those responsible for drug policy need to be committed to a scientific and social scientific, 
evidence-based approach.. Drugs is an issue that crosses departmental boundaries and should be 
concieved as a general social policy issue. Currently, because of its location in the Home Office,  it 
appears that if evidence is being considered in policy, this does not take place equitably. Furthermore, 
the current system does not ensure  accountability. Only recently in the UK have steps been taken to 
make the drug policy making process more transparent. In 2006 the House of Commons Science and 
Technology Committee (2006) criticised the ACMD for failing to host its meetings in public, which 
brought about change in this state of affairs. Additionally, although there are warranted grounds for 
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politicians to ignore the advice of their advisors, scientific or otherwise, the process through which 
government's respond to advisors needs to be less opaque and again some accountability needs to be 
brought into this process.  
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Written evidence Royal College of Veterinary Surgeons (RCVS) (DP103) 
 
1. The following evidence is provided on behalf of the Royal College of Veterinary Surgeons 

(RCVS). The RCVS is the regulatory body for veterinary surgeons in the UK. The role of the 
RCVS is to safeguard the health and welfare of animals committed to veterinary care through the 
regulation of the educational, ethical and clinical standards of veterinary surgeons and nurses, 
thereby protecting the interests of those dependent on animals, and assuring public health. It also 
acts as an impartial source of informed opinion on relevant veterinary matters. 
 

2. The RCVS commends the Home Affairs Committee for undertaking a comprehensive review of 
the UK drugs policy. The RCVS considers that it is essential for any such a review to take into 
account issues relating to veterinary controlled drugs and the level of veterinary expertise 
available to the Government in relation to the use and potential misuse of such medicines. 

 
3. The Police Reform and Social Responsibility Act 2011 removed the statutory requirement for an 

expert in veterinary medicine to be part of the Government’s Advisory Committee on the Misuse 
of Drugs (ACMD). Whilst, currently, one of the members of the ACMD is a veterinary surgeon, 
there is no certainty that such veterinary expertise will be maintained on the Committee when the 
current member leaves his post.  

 
4. The RCVS considers that it is essential for the ACMD to house appropriate veterinary expertise, if 

the Committee is to provide high quality advice to the Government on the misuse of drugs. 
Without such expertise, there would appear to be the potential risk of a serious knowledge gap on 
the Committee, which could result in the misuse of certain veterinary drugs and the harm they may 
cause, being overlooked.  

 
5. Such veterinary expertise currently assists the Committee to identify those veterinary medicines 

that could be subject to misuse, to advise on their potential to cause harm and to provide practical 
advice as to the measures that the veterinary profession could take to ensure that the legitimate 
veterinary use of such medicines does not contribute to their misuse. Furthermore, veterinary 
expertise on the ACMD ensures that the advice given by the Committee relating to the control of 
veterinary medicines, does not adversely impact upon the veterinary profession or restrict the 
profession’s ability to access medicines that are essential to the practice of veterinary medicine 
and to ensuring the health and welfare of animals in the UK. 

 
6. As example of the importance of veterinary expertise on the ACMD, the RCVS would like to 

draw the attention of the Home Affairs Committee to the 2005 Home Office review of Ketamine, 
a drug used in hospitals for human pain management and widely used as an anaesthetic in 
veterinary practice. The ACMD took a central role in this review and set up a working group to 
consider the potential harm caused by the misuse of the drug and to hear evidence from a range of 
experts. This review led to the reclassification of Ketamine as a class C Schedule 4 controlled drug 
and ensured that doctors and veterinary surgeons could continue to access the drug, and subject to 
a series of recommendations made by the ACMD  ensured that the potential for misuse was 
minimised. 

 
7. If clarification on the above comments is required, please do not hesitate to contact the College.  
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Written evidence submitted by British Veterinary Association (BVA) (DP104) 
 
 
The British Veterinary Association (BVA) is the national representative body for the veterinary profession in 
the United Kingdom and has over 12,000 members. Its primary aim is to protect and promote the interests of 
the veterinary profession in this country, and it therefore takes a keen interest in all issues affecting the 
veterinary profession, be they animal health, animal welfare, public health, regulatory issues or employment 
concerns.  
 
We would like to make a number of points in relation to the independence and quality of expert advice which 
is being given to the Government. 
 
We are aware that following the entry into force of the Police Reform and Social Responsibility Act 2011, 
there is no longer a statutory requirement for an expert in veterinary medicine to be part of the Government’s 
Advisory Committee on the Misuse of Drugs (ACMD) 
 
We are pleased that the current composition of the ACMD includes a veterinary scientist and one of our 
members, Dr Jason Aldiss. However, we are concerned that without a requirement for the group to include a 
veterinary member, this expertise could be lost in the future.  
 
We believe that the expertise in the veterinary profession on applied pharmacology merits a permanent place 
on the ACMD. In addition, as veterinary surgeons handle controlled drugs such as ketamine and morphine on 
a daily basis, it is our view that veterinary representation is essential to ensure that decisions made by 
Government on the regulation of such drugs consider the needs of the veterinary profession in terms of regular 
access to these medicines which are so important for the treatment of animals. 
 
I hope that you will find this submission of use to your inquiry. I would be happy to discuss any of the issues 
raised in more detail if required.  
 
12 March 2012 
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Written evidence submitted by Association of Directors of Public Health (UK) (DP105) 

 

ADPH is the representative body for Directors of Public Health (DPH) in the UK. It seeks to improve and 
protect the health of the population through DPH development, sharing good practice, and policy and 
advocacy programmes.  

ADPH has a strong track record of collaboration with other stakeholders in public health, including those 
working within the NHS, local authorities and other sectors.  

ADPH President Dr Frank Atherton is a member of the NHS Future Forum. 
ADPH has provided extensive information in response to consultations and inquiries relating to the proposed 
reforms to Public Health1, and has continued to highlight continuing concerns that the proposals could 
endanger the effective delivery of public health, undermine existing collaborative work and fragment the 
specialist public health workforce – already at risk due to management cuts in the NHS. 
We welcome the Home Affairs Committee inquiry into drugs policy, particularly in light of the fact that the 
local and national context for addressing the problems associated with illicit drugs is changing. The 
government is committed to putting recovery at the heart of drug treatment, widening the coverage to cover 
more drug types, moving to outcome-focused delivery, and piloting payment-by-results for drug services.  
At a national level, the National Treatment Agency is moving into Public Health England. At the local level, 
responsibility for public health, which will include the commissioning of substance misuse treatment, is 
moving back to local authorities under the leadership of Directors of Public Health. In some areas drugs 
treatment will be a new responsibility for public health, in other areas it will not be.  
As part of these changes, the budget for public health interventions, including the currently ring-fenced 
pooled treatment budget (PTB) for drug treatment, will also pass to local authorities with the new Health and 
Wellbeing Boards overseeing the spend. The local public health allocations will be ring-fenced for spending 
on public health interventions but there will be no ring-fencing of money within the overall public health pot.  
Spending on services for people with dual diagnosis will be the responsibility of Clinical Commissioning 
Groups, while spending on provision of drug treatment in prisons will come down from the NHS 
Commissioning Board; whilst the situation concerning GP-prescribing is currently unclear. 
In light of the above, ADPH and the UK Drug Policy Commission (UKDPC) recently held a round table 
event involving Directors of Public Health and national government officials, to consider the impact of 
decreasing expenditure and policy reform on efforts to tackle drug problems at the local level. 

1. Specific issues/concerns  
Given the strong focus on the role of Directors of Public Health in both crime/disorder and in drug/alcohol 
services, ADPH has identified a number of issues and concerns which we summarise below, followed by 
wider but linked contextual issues with the PH reforms in section 2. 
Whilst the government is committed to moving to outcome-focused delivery, within the draft Public Health 
Outcomes Framework there is only one proposed outcome relating to drugs, which relates to successful 
completions of treatment, and one on alcohol concerning a reduction in hospital admissions. While we 
welcome the proposed focus of a performance indicator on drug treatment outcomes this should include long 
term maintenance treatment as well as recovery.  
We are also concerned that, whilst some PH services have been made mandatory in the latest guidance (e.g. 
health checks; NCMP; access to sexual health services), drug and alcohol services have not been made 
mandatory. This will undoubtedly make it more difficult at a local level when it comes to prioritising.  
Drug interventions encompass a range of activities by a wide variety of organisations and inter-agency 
partnership working has been seen as essential to effective delivery. Within the current re-organisation of 
service delivery in England, drug interventions will be affected by multiple changes to structures for 
management and delivery. Each of these will require the establishment of new relationships with an area’s 
Health and Wellbeing Board and local Clinical Commissioning Groups.  
Public health leadership will facilitate a greater focus on early intervention and prevention, and location 
within a local authority gives an opportunity to integrate approaches to alcohol and drugs and link with other 
services such as housing, employment and education. However, the transition to public health and the way in 
                                                 
1 www.adph.org.uk 
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which responsibility for commissioning and delivering drug interventions will work is unclear in many areas, 
with local decisions around structures and processes having to be developed without key pieces of 
information being known (e.g. size of budgets, specific responsibilities) – resulting in a wide variety of 
different models being established across the country. Whilst public health allocations are currently 
undefined, the Pooled Treatment Budget allocations are likely to remain at a similar level to 2011/2012 
which raises the risk of PTB funding being used to meet the efficiency savings required by local authorities. 
Different local authority structures pose complications in making the links with different services, with 
district and county councils delivering different responsibilities.  
At the same time, overall public expenditure is decreasing and the budgets for most service areas are being 
reduced. We are concerned that there is therefore a risk that Local Authorities might choose to disinvest from 
drug/alcohol services as they are not mandatory. 
Public Health professionals are used to working in partnership, managing complexity and working across 
different organisations. In the current climate of shrinking resources it is even more important to invest time 
and energy on this.  
The introduction of Police and Crime Commissioners (PCCs), intended to shift power and accountability for 
policing to the local level, will also have an impact on drug interventions. An area’s PCC will have an 
important role to play in relation to the Health and Wellbeing Board (or Boards) in their jurisdiction. PCCs 
and Community Safety Boards will have to input to commissioning decisions on drug and alcohol services, 
so Health & Wellbeing Boards and Community Safety Boards will crucially need to link together in order to 
maintain a common approach. 
Guidance and/or best practice is needed on DAATs transfer to Local Authority ownership as part of the PH 
transfer, to ensure that the commissioning and technical expertise is retained. Health & Wellbeing Boards 
must bring together the right partners and involve key strategic and senior local authority partners.  
There will be a need to ensure the new arrangements enable an appropriate balance between both long term 
maintenance treatment and recovery. 
Fragmentation of service responsibility carries risks for the delivery of an integrated and good quality 
service. Overall responsibility for prison drug treatment now lies with the National Commissioning Board 
and will be devolved down to local areas, and mental health services will be commissioned by Clinical 
Commissioning Groups with implications for people who have dual diagnoses or co-morbidity between 
substance misuse and mental health. 
There is real variety in the quality of GP leadership and Clinical Commissioning Groups (which are still 
evolving). Reluctance amongst some GPs to engage with substance misuse or in specific drug treatment 
services will be a significant barrier to successful delivery and result in inequalities of provision between 
different areas. 
The aspirations of the national Drug Strategy rests on partnership. Good quality leadership, communication 
and advocacy by public health professionals and local Health and Wellbeing Boards are key to the promotion 
of this agenda. Joint Strategic Needs Assessment should be an important vehicle in the delivery of this.  
 
In view of the increasing impact of alcohol harm on public health, wellbeing and the wider society, we 
welcome the fact that the Committee has included alcohol within the remit of its inquiry. In a survey 
conducted by ADPH in December 2009, 83% of Directors of Public Health said that lobbying for a 
minimum price of 50p per unit of alcohol was one of their top priorities.  We believe a reduction in alcohol 
consumption at population level is needed, and have called for a 50p minimum price per unit of alcohol, 
which has been shown to deter heavy drinkers and could result in saving over 3000 deaths per year.   
UK government strategies to reduce alcohol-related harm need to be applied much more robustly, backed up 
with legislation and regulation where voluntary codes are failing. National policies need to support local 
strategies which will develop and implement a multi-sector approach to both preventing alcohol misuse and 
dealing with its consequences.  
 

2. Overview - the Public Health system 
We recognise that the proposed reforms raise opportunities for public health and welcome the increased 
formal role of Local Authorities (LAs) in the health agenda and integration of local DsPH into LAs. England 
needs an integrated system for delivery of public health outcomes, and we are concerned that the reforms 
should not have adverse effects on fragmentation: 
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• of the public health workforce across a number of organisations; 
• of commissioning and finance responsibility for public health programmes; 

and loss of clarity on accountability (particularly in the area of health protection). 

2.1  Public Health England  
Public Health England (PHE) can only effectively operate as a national public health service if it 
encompasses all three domains of public health: 
-  Health protection (infectious diseases, environmental hazards and emergency planning); 
-  Health improvement (lifestyles, inequalities and the wider social, economic and environmental 

influences on health); and 
-  Health services (service planning, commissioning, audit, efficiency and evaluation). 
PHE should operate as a supporting organisation which can: 
• provide independent scientific evidence-based advice to national and local government, the NHS and the 

public on all matters relating to the maintenance, improvement and protection of health;  
• offer expertise to the National Commissioning Board (NCB) in support of its role in providing national 

leadership in commissioning for quality improvement, commissioning national and regional specialised 
services, and allocating NHS resources; 

 provide effective, expert and adequately-resourced specialist PH capacity to support the work of local 
DsPH and their teams; 

 provide independent scientific evidence-based advice and guidance to the devolved nations where they 
are unable to access this locally;   

 generate revenue from external consultancy and academic research funding. 
Specialist public health capacity (including specialists working across the domains of health improvement, 
health protection, healthcare public health, and public health intelligence/analysis) should be consolidated 
into PHE. The specialist capacity can then be deployed to provide public health input to all parts of the 
health and social care system; CCGs, LAs, NCB, and NHS-funded provider organisations.  

2.2 The future role of local government in public health  
DsPH are the frontline leaders of public health working across the three domains of health improvement, 
health protection, and health care service planning and commissioning. DsPH must be enabled - through 
primary legislation - to provide oversight and influence across all these determinants of health within local 
authorities, the NHS and primary care, and other appropriate sectors and agencies in order to secure the 
improving health of their population.  
DsPH should be jointly appointed by LAs and PHE and should have a contractual relationship with both.  
DsPH will need clearly defined responsibilities and powers and the professional status and enablement to 
express an independent view in order to provide advocacy for the health of the population.  

DsPH will require a well-resourced, professional and co-located Public Health team providing the skills and 
experience to input to local service planning and commissioning, and to deliver Public Health programmes 
and advice across the health economy, supported by access to high quality local and national data and 
scientific evidence base. 
There is an immediate and transitional risk of loss of PH professional staff and expertise through uncertainty 
and staff concerns over the implications of potential transfer out of NHS employment. 
Clarification of the resources that will support the DPH role in local authorities is urgently needed. 

Health & Wellbeing Boards/JSNAs 
Health & Wellbeing Boards must have the power to sign-off local commissioning plans, ensuring that they 
are aligned with the joint strategic needs assessment (JSNA) and address the identified needs of the 
population.  
The DPH should act as a principal advisor to the Health & Wellbeing Board and as such, a DPH should not 
relate to more than one Board. However, we recognise that where local arrangements lead to a shared Board, 
then it may be appropriate for one DPH to work to this Board.  
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In two tier authorities existing health and well-being partnerships should continue to work together. District 
Authorities should have specific roles and duties for the improvement and protection of health and the 
reduction of health inequalities. 
The JSNA must: 

-  be asset-based, wide-ranging and thorough and include qualitative ‘citizen’ views (not just service-
user or patient views);  

-  include preventative and health protection issues;  
-  be the basis for all local commissioning. 

2.3 Commissioning 
Public Health oversight of and input to commissioning will be essential to achieve real improvements in 
health outcomes and the reduction of health inequalities. 
Locally, the DPH should provide oversight and the Public Health team input to CCG  commissioning, 
supported by additional resources and expertise held within PHE. CCGs should be required to work through 
and with DsPH to ensure their decision-making is underpinned by expert, professional public health advice. 
DsPH should have a formal relationship with CCGs, and local commissioning plans should be signed-off by 
the Health & Wellbeing Board. 

Specialists working in health services public health possess skills that are highly specialised. The essential 
role of this group in the commissioning of health services by CCGs (and NHS Commissioning Board) is 
crucial. 
The requirement for commissioners to take advice should be extended to ensure that all organisations 
undertaking commissioning functions (at national or local level) should be required to consult and take 
cognisance of specialist public health advice in formulating their commissioning proposals. The board of each 
such organisation must include a specialist in public health as a full member. 
The NHS Commissioning Board should be required to appoint a Director of Public Health with a national 
remit and to be a full member of its Board. 
Decisions as to whether services are commissioned and delivered nationally, regionally or locally should be 
based on evidence of effectiveness.  
Commissioners should be required to demonstrate the use of a strategy covering high quality, universal 
services, targeted services for communities of interest at greater risk especially deprived communities and 
tailored services for people with multiple and complex needs. This should be underpinned by evidence base, 
public health intelligence and needs assessments.  
There must be clear lines of accountability, communication and access between PHE, CCGs, NHS and 
DsPH working within local authorities.  

2.4 PH information and intelligence 
The new system must ensure that all those working in public health have access to timely, comprehensive 
and appropriate data and analysis to inform their decisions and advice. 
Reliable data and information are essential to the understanding of health needs, modelling of future 
scenarios and assessment of impact and efficacy. This is relevant both for service planning and design and 
for the recognition of and response to hazards and outbreaks.  
The reforms could result in disruption of existing flows of data and the loss of analytical expertise. 
Arrangements for maintenance of the public health observatory function and for ensuring access to health 
service data at local and national levels need urgent clarification. 

 
 

January 2012 
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Written evidence submitted by Students for Sensible Drug Policy UK (DP106) 
 
Students for Sensible Drug Policy welcome the welcome the Select Committee’s enquiry into 
drug policy and hope that this will prove a useful opportunity for debate and dialogue around an 
area of policy which has a great impact on the lives of young people today.  
 
Our report focuses on the impact of current drug policy on youth, particularly on the extent to 
which current drug policy is ‘grounded in science, health, security and human rights’. 
 
We are happy to provide further advice or give oral evidence if necessary.  
 
THE IMPACTS OF CURRENT DRUG POLICY ON YOUNG PEOPLE AND STUDENTS 

Case studies of interviews with young people from a variety of backgrounds have been collected 
and are provided alongside a critical synthesis of data on the impacts of current drug policies on 
students and young people. Current punitive drug policy fails to protect young people and 
students from the very real harms of drugs. Drug use amongst young people and students is a 
normalised part of everyday life – drugs are easily accessible despite the illegal nature of their 
supply, and largely because of the illegal nature of the supply, drug related harms are increased. 
Young people are consistently denied the chance to meaningfully participate in drug policy 
dialogue and the design of drug user services which they have a stake in. Young people’s access 
to unbiased drugs education and harm reduction information is limited, and young people still 
face significant barriers to user services. Practical recommendations for action are made which 
ensure the health and human rights of young people who use drugs.  
 
 

1. Introduction to the witness 
 

Students for Sensible Drug Policy UK is a grassroots network of campaigners in schools, 
colleges, universities and communities across the UK seeking to engage students and young 
people in honest debate around drugs, drug policy and harm reduction.  

 
2.    Current Drug Policy and its Impact on Youth 

 
2.1 What access do young people have to drugs? 
 
2.1.1 

The 2010/11 British Crime Survey reported that 36.3% of adults aged 16 to 60 in England and 
Wales had admitted to using an illicit drug within their lifetime, rising to 40.1% when 
considering those aged 16 to 241. 8.8% of adults aged 16 to 60 in England and Wales had 
admitted to using illicit drugs within the last month, rising to 23.0% and 18.4% when 
considering 16-19 and 20-24 year olds, respectively. (See Fig 2.1 below from Smith and 
Flately 2011)  

                                                            
1 Smith, K. and Flately, J. (2011) Drug misuse declared: Findings from the 2010/11 British Crime Survey 
England and Wales Home Office Statisical Bulletin 10/11 Home Office 

389



 
 
    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.1.2  
Fuller (2011) reports that in 2010, 18% of school pupils aged 11 to 15 years old admit having 
used an illicit drug within their lifetimes, and 7% within the last month. Older age groups 
admit to higher levels of drug use. (See figure 2.2 below2). Ogilvie et al. (2005) report that 
around a third of 13 year olds and two thirds of 15 year olds perceive illicit drugs in general 
as “fairly or very easy to obtain”.3 79% of young people aged 11-19 said that they could 
obtain cannabis within the hour, with an additional 11% reporting that they could get a supply 
of cannabis within the same day – often within school.4 

 

 

 

                                                            
2 Fuller, E. (2011) Smoking, drinking and drug use among young people in England – 2010. 
The Health and Social Care Information Centre, Leeds. www.ic.nhs.uk/pubs/sdd10fullreport 

3 Ogilvie, D. et al. (2005) Young people's access to tobacco, alcohol, and other drugs BMJ 2005;331:393 
www.bmj.com/content/331/7513/393.full 
4 Duffy, M. et al. (2008) Cannabis supply and young people Joseph Rowntree Foundation 2008 available: 
www.drugscope.org.uk/Resources/Drugscope/Documents/PDF/Good%20Practice/supply‐cannabis‐youth.pdf 
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2.1.3 

Illegal drugs are very accessible to young people, and many under 18 year olds find it easier 
to get hold of illegal drugs than alcohol and tobacco. One respondent, a 14 year old school 
student from Manchester said:  

 
You can sometimes rely on your parents to buy you the odd bit of booze, but if you 
can’t find an adult to get fags or drink for you it’s easy to get your hands on a bit of 
weed or mephedrone. It’s not like dealers ask for ID.5 

 
2.1.4 

The use of less harmful drugs (mainly cannabis, MDMA and ketamine) is normalised as a 
part of youth culture, across all ages. Whilst the use of more harmful drugs such as heroin is 
less common, respondents indicated that heroin use is not unheard of amongst school and 
college students. A 17 year old, female college student from Leeds said:  

 
I remember there were a couple of kids in school who would start unprovoked fights 
with people so that they could be sent out of school in order that they can take smack 
somewhere.6  

 

 

 

                                                            
5 Interview with 14 year old male school student from Manchester, conducted November 2011 - transcript 
available on request 

6 Interview with a 17 year old female college student from Leeds, conducted December 2011 – transcript 
available on request 

391



 

 

2.1.5 

th. To quote the former executive director of the International Aids 
Society, Craig McClure:  

 

In some circumstances, it is possible to quantify the risks and harms of drug taking, if factors 
such as purity and potency of substances are known. Due to the unregulated nature of drugs 
supply the ability to access risk information when taking drugs is limited, increasing the risks 
people take with their heal

Of course, the harms associated with some drugs are worse than others. Sometime 
these are due to the degree of addictiveness of a particular drug. But most of the 
harms are due to the way that a particular drug is acquired (for example, in a dark 
alley versus from a pharmacy), the way in which it is used (as a pill, for example, 
versus smoking, snorting, or injecting), and, even more importantly, the way in which 
society treats people who use drugs.7 

.2 Access to adequate drugs education  

2.2.1 

 being relatively 
commonplace. A 17 year old male college student from Burnley reported:  

 

o had taken each drug (or had taken it 
ourselves) without ending up dead or crazy.8  

2.2.2. 

 
to some young people disregarding important information and taking risks with their health.  

2.2.3 

 the choice to take illegal drugs. A 15 year old 
female school student from Birmingham said:  

 

aling with a 
genuine question about the relative harms of different types of drug use.9 

 
2.2.4 

                                                           

 
2
 

Respondents indicated that there is a lack of consistency in the drugs education received in 
schools and colleges, with an abstinence only approach to drugs

In school we were told the horror stories about drugs, but to us they just seemed far-
fetched; we knew the teachers were trying to mislead us by talking about the worst 
case scenario, because we all knew people wh

 

The view that current drugs education is far-fetched was relatively universal in our research 
and seemed to stem from a lack of coverage about positive or uneventful “everyday” drug 
experiences which young people saw as the norm. This is an area of great concern as it leads

 

Many respondents felt let down by the lack of reliable information offered in schools, 
colleges and universities for those who do make

A few weeks ago in a pastoral class about drugs I asked the teacher which method of 
taking heroin was the safest. I was told my question was inappropriate and threatened 
with a detention if I carried on… I don’t think this was a useful way of de

 
7 McClure, C (2009) Forward. In: Steve Rolles. ed. After the War on Drugs: Blueprint for Reform. Bristol: 
Transform Drug policy Foundation. pp. xi-xiv 

8 Interview with 17 year old male college student from Burnley, conducted November 2011 - transcript available 
on request 

9 Interview with 15 year old female school student from Birmingham, conducted December 2011 - transcript 
available on request 

392



 

 

 and 20% of 
pupils felt that drugs education was “poor”, with a general trend of being more critical with 
age (presumably correlating with increasing real-world experiences of drugs).10 

 
2.2.5 

on their own time. Students caught with drugs should be informed of local harm reduction 
d left alone if their drug use is non-problematic.  

rticipation in decision making and debate 
 
2.3.1 

ation of drug user services. This is especially the case for younger people, 
who sometimes feel “patronised” when in treatment and “fobbed off” when offering 
suggestions.11  

 
2.3.2 

at use all drugs services, including drugs 
education services, need to be empowered and listened to so that they can meaningfully 
engage in the decision making that affects them.  

 
2.3.3 

t with dismissal. This is particularly the 
case for schools and colleges but it is not uncommon when organising on university 
campus

 

issal and suppression… actively preventing harm 
reduction information from being made available without justification… causing the 
welfare of students to suffer.13   

                                                           

92% of school pupils in Wakefield said that advice on how to reduce the harms associated 
with drug use should be taught in schools, and 90% said that drugs education should allow a 
wider range of perspectives and include debates and discussions on drugs and drug policy. 9% 
of pupils felt that the standard of drugs education received so far was “good”

Whilst there are areas of good practices in some schools, colleges, and universities, 
inconsistent and inadequate signposting to harm reduction services, including mental health 
counsellors and education services is common. Many students are unnecessarily suspended or 
excluded from educational institutions for drug use, even if their drug use occurs off campus 

services and given support if they need it, an
 
2.3 Pa

Many people who use drugs feel that they have little ownership of the services that they rely 
on, as they are denied opportunities to actively engage with the design, implementation and 
continued evalu

The inclusion of service user representatives in Drug and Alcohol Action Teams (DAATs) is 
undoubtedly a step in the right direction, but people who take on this role often feel like they 
are tokenised and do not feel empowered to take a leading role in discussions and dialogue 
between service users and providers.12 People th

Young people who wish to engage in drug policy dialogue within schools, colleges, university 
campuses and the wider community are frequently me

es. A respondent from Keele University said:  

Although I was acknowledged positively by the students, the response by some 
sabbatical officers (in the students’ union) and the university establishment was one 
of non-engagement, active dism

 
10 Hammerson, C. (2001) A research report into drugs education received by young people in years 7-12 in 
Wakefield District City of Wakefield Metropolitan District Council  

11 Interview with a 22 year old male service user from Manchester, conducted December 2011 – transcript 
available on request 

12 Interview with a former service user rep from Leeds, conducted May 2011 – transcript available on request  

13 Interview with a student from Keele University, conducted December 2011 - transcript available on request 
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.4 Access to Healthcare 

2.4.1 

 of 
services by staff due to their age (usually occurring at pharmacy based needle exchanges).  

2.4.2 

ple should be able to access harm 
reduction services without parents having to be informed.  

.5 Criminalisation 

2.5.1 

 
2
 

Harm reduction treatment is both cost-effective and can be valuable in ensuring the health, 
dignity and human rights of drug users. For every pound spent on harm reduction, £2.50 is 
saved in criminal justice, health and social costs.14 Young people can face significant barriers 
to accessing harm reduction services and advice. Barriers to treatment include: inadequate 
signposting to services, fears over needing parental consent to access treatment, and denial

 

Young people need dedicated harm reduction services with specialist staff. If adult drug user 
services have to meet the needs of young people, then separate staff, venues and times should 
be used in order to create a less intimidating space. Consent should be required from the 
young person at all times, and where possible, young peo

 
2
 

Approximately 15% of the current prison population have been charged for drug related 
offenses15. The proportion of young people (aged 15-20) incarcerated for drug related 
offenses is lower at 7%16. In 2010, nearly 80,000 people in England and Wales were found 
guilty of or cautioned for possession of an illegal drug, of which 24,000 were young people17. 
There is no evidence to suggest that the risk of criminal sanctions acts as a deterrent to drug 
use18. The current cost of imprisonment stands at £42,900 per prisoner, per annum.19 

 
2.5.2 

Criminal convictions can have massive negative effects on young peoples’ lives, affecting 
their ability to travel, get a mortgage or insurance, find work, or enter into education. Often 
criminal convictions lead to a ‘vicious cycle’ of criminality, as young people cannot find 
legitimate work and often have to resort to illegal behaviour as an economic survival strategy. 
Currently the reoffending rates stand at 50%20. One respondent, a 22 year old drug dealer 
from Sheffield said:  

 

                                                            
14  Home Office (2009) The Drug Treatment Outcomes Research study (DTORS): Cost-effectiveness analysis. 
Home Office Research Report 25. 
15 Berman, G. (2011) Prison Population Statistics (November 2011) House of Commons Library 
www.parliament.uk/briefing-papers/SN04334.pdf 

16 Berman, G. (2011) Prison Population Statistics (November 2011) House of Commons Library 
www.parliament.uk/briefing-papers/SN04334.pdf 

17 Ministry of Justice, Criminal Justice Annual Report 2010, Conviction Tables, Table A.4 
www.justice.gov.uk/publications/statistics-and-data/criminal-justice/criminal-annual.htm 

18 Stevens, A. & Reuter, P., (2007) An Analysis of UK Drug Policy, UKDPC 

19 Smith, R (2007) Poverty and disadvantage among prisoners’ families Joseph Rowntree Foundation 2007 

20 Ministry of Justice (2011) Local Adult Reoffending 1 October 2009 – 30 September 2010 
www.justice.gov.uk/publications/docs/local-adult-reoffending-oct09-sept10.pdf 
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I’ve been looking for ages for a normal job but after getting a criminal conviction I 
really can’t find any decent work. I can’t afford to live on the dole and look after my 
kid, so I don’t have anything else I can do besides deal drugs. I want to be able to go 
to university some day but I don’t think I’ll ever be able to.21  

 
2.5.3 

One-quarter of young male offenders in prison are young fathers and one in five women 
prisoners were living at home with dependent children at the time of imprisonment22. Young 
people are indirectly negatively affected by drug laws when parents, guardians or siblings are 
incarcerated for drug offences.  

 
3.    Recommendations for Action  
 
 - The end to punitive drug policies which unnecessarily criminalise young people who use drugs, i.e. 

implement the decriminalisation of personal possession. 
 
 - Place the control of drugs under a regulatory framework which emphasises human rights in an 

evidence-based approach. For a practical idea of what this may look like, see After the War on Drugs: 
Blueprint for Regulation published by Transform23.   

 
 - Increasing young people’s access to unbiased drugs education, including harm reduction advice.  
 
 - Ceasing expulsion and suspension of students of all ages from educational institutions for drug use. 

Students who use drugs should be given support if they need it.  
 
 - Ensure continued investment into youth services and programmes such as youth clubs which provide 

ways for young people to positively engage with their communities.  
 
 - Increase needle exchange provision and establish supervised consumption and safe injection facilities in 

communities for drug users of all ages. Ensure the removal of barriers which impede young people 
who use drugs from accessing harm reduction services.  

 
 - Ensure that young people who are affected by drug policy are allowed to actively engage in drug policy 

dialogue in all spheres of life; especially in educational institutions.   
 
 - Ensure that young people who use drugs are allowed to actively engage in the process of design, 

delivery and evaluation of the harm reduction services they use.  
  
January 2012 

                                                            
21 Interview with a 22 year old female from Sheffield - transcript available on request  

22 Berman, G. (2011) Prison Population Statistics (November 2011) House of Commons Library 
www.parliament.uk/briefing-papers/SN04334.pdf 

23 Rolles, S (2009) After the War on Drugs: Blueprint for Regulation Transform Drug Policy Foundation 
www.tdpf.org.uk/Transform_Drugs_Blueprint.pdf  
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Written evidence submitted by DrugScope (DP107) 
 
Introduction 

1. DrugScope recognises that the HASC will receive many submissions on a wide range of issues, 
including drug law reform. DrugScope supports calls for a review of the Misuse of Drugs Act 1971, 
and has consistently argued for a cautious and piecemeal approach to the review of drug laws, with a 
focus on low-level drug offences, particularly possession. However, we are concerned that the HASC 
inquiry should consider other issues about the future of drug and alcohol services at a critical time for 
our sector. Our submission reflects the priorities of our members, and has a focus on the challenge of 
implementing the vision of recovery from drug and alcohol problems in the 2010 Drug Strategy. 
  

2. We strongly support this vision. We note, however, that the 2010 Drug Strategy is a high level and 
largely non-prescriptive document. There is concern among our members that local areas, balancing 
priorities with reduced budgets, may not make the necessary investment to deliver recovery-orientated 
drug services. There is evidence that substantial disinvestment is already occurring in some areas. As 
well as the impact on individuals, families and communities, we would highlight evidence for cost 
effectiveness. In March 2010 the National Audit Office concluded that every £1 invested in drug 
treatment saved £2.50.1   

 
3. While DrugScope is a UK wide organisation, this submission focuses, in particular, on the 

introduction of the new public health service in England.  
 
Support for recovery 

4. All those elements of life that most of us take for granted are fundamental to the process of ‘recovery’ 
from a drug or alcohol problem – including having a home, having good physical and mental health, 
operating within the law and having something meaningful to do with one’s time. These things are 
often lacking from the lives of people whose substance use is problematic. In a survey of participants 
in their Pathways to Employment project, which supported homeless people into work, St Mungo’s 
found that over two fifths (42 per cent) of people had a substance use problem;2 it is estimated that up 
to half of people diagnosed with a mental health condition also misuse substances;3 between a third 
and a half of new receptions to prison are estimated to be problem drug users (equivalent to between 
45,000 and 65,000 prisoners in England and Wales);4 and up to four fifths (80 per cent) of problem 
drug users (PDUs) are unemployed.5  

 
5. As the 2010 Drug Strategy recognises, the road to recovery for people experiencing substance misuse 

problems requires them, and the agencies that support them, to address multi-factorial and 
interlocking barriers to recovery. We welcome the Government’s recognition of the importance of 
social re-integration, but there are concerns among our members about their ability to access 
‘recovery capital’ locally, as ring-fences are removed, and local authorities work to balance 
competing priorities at a time of radical changes to local strategic and commissioning structures, in a 
period of significant financial constraint.   

 
6. DrugScope has a particular concern about services for people with a ‘dual diagnosis’ of mental health 

and substance misuse problems, and people with ‘multiple needs’ who can find themselves excluded 
from services that have not been designed to deal with complex problems. In 2009, DrugScope 
established the Making Every Adult Matter (MEAM) coalition, with Clinks, Homeless Link and 
Mind, and funding from the Calouste Gulbenkian Foundation, to develop practical proposals for 

                                                            
1 p9 National Audit Office (2010) Tackling Problem Drug Use 
2  Sodha S & Grant E (2010) Work Matters St Mungo’s 
3 Rethink Mental Illness (2011) Dual Diagnosis: Mental Illness and Substance Misuse  
4 UKDPC (2008) Reducing Drug Use, Reducing Reoffending: are programmes for problem drug-using 
offenders in the UK supported by the evidence? 
5 Spencer J et al (2008) Getting Problem Drug Users (Back) Into Employment: part two UKDPC 
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improving services for this group. On this issue, we refer the HASC to MEAM’s ‘Turning the Tide’ 
vision paper, which is available at www.meam.org.uk/vision-paper    
 
Policy change, austerity and the impact on implementation 

7. A plethora of policy changes are occurring with profound relevance for drug policy including the 
enhanced profile of public health, wider health service reforms and the introduction of Police and 
Crime Commissioners (PCCs). The most significant change for drug and alcohol treatment is the 
transfer of National Treatment Agency (NTA) responsibilities to Public Health England (PHE) with 
responsibility for local delivery transferring to local Directors of Public Health (DoPH) and Health 
and Wellbeing Boards (HWBs) by 2013. 
 

8. Critically, the nominal ring-fence around much of drug treatment funding is to go. It has been 
estimated that approximately one quarter of the total public health budget, and half of the likely £2bn 
that will go to local authorities, will be made up of current spend on drug and alcohol treatment. 
While there will be a ring-fence around the total public health budget (at least, in the short term), 
provision of drug and alcohol services, while accounting for around a quarter of the public health 
budget, will be only one of 17 local public health responsibilities.6  
 

9. We note, by way of comparison, that following the removal of the ring-fence from the Supporting 
People (SP) grant more than a third (36 per cent) of supported housing providers have experienced a 
significant reduction in their income, despite evidence that the national annual investment of £1.6bn 
in housing-related support through SP has generated net savings of £3.4bn by avoiding more costly 
acute services later on.7  In 2011, DrugScope conducted a survey of the impact of changes in SP 
funding for drug and alcohol treatment providers. When asked what the impact of the removal of the 
SP ring fence had been for their clients, over half (53 per cent) cited a decrease in SP funding.8  
 

10. The public health outcomes framework, due to be published by the Department of Health by the end 
of January 2012, has the potential to help protect investment by including outcome measures for drugs 
and alcohol, but we do not yet know how robust the national outcomes framework will be in 
protecting the necessary local investment and, ultimately, decisions on spending allocation will be 
substantially determined by local authorities. At a minimum there need to be clear and robust 
mechanisms to ensure sufficient local investment in every area to support recovery. It is also critical 
for Government (and PHE, once it is operational) actively to promote the importance of drug and 
alcohol issues within public health and provide information and guidance to prepare Directors of 
Public Health (as well as other key local decision-makers, including members of local HWBs and 
Police and Crime Commissioners) for their responsibilities for drug and alcohol services.  
 

11. It is unclear how HWBs, currently developing in shadow form, and which will have responsibility for 
health and public health, will discharge their responsibilities without additional statutory powers. We 
also note that there is no statutory seat on HWBs for criminal justice system (CJS) representation and 
no statutory requirement to consider how health issues interact with criminal justice issues. This is of 
particular concern for drug and alcohol treatment, which has a critical role in the criminal justice 
system and community safety. We know that a minority of problem drug users are responsible for 
high volumes of acquisitive crime, and that treatment engagement has a significant impact on crime. 
There is also widespread concern about the impact of alcohol misuse on offending and anti-social 
behaviour. We would also welcome further clarification of the role of the new Police and Crime 
Commissioners in the development of drug and alcohol policy and how they will interact with HWBs 
and other public health structures.  

                                                            
6  pp 27-28 Department of Health (2011) Healthy lives, healthy people – update and way forward, 
7 Ashton T & Hempenstall C (2009) Research in the Fiscal Benefits of the Supporting people 
Programme DCLG 
8 Roberts M (2011) ‘Housing for Recover’ Druglink September/October 2011 
www.drugscope.org.uk/Resources/Drugscope/Documents/PDF/Policy/RecoveryPartnershipHousingP
ullout.pdf 
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12. We broadly welcomed the approach to criminal justice provision that was set out in the ‘Breaking the 

Cycle’ Green Paper – particularly, the recognition that effective interventions to support offenders to 
address drug and alcohol problems are critical to the success of the ‘rehabilitation revolution’ in 
criminal justice, and the need to continue to develop innovative community penalties as an alternative 
to imprisonment for non-violent offenders. We note and support the Bradley Report’s 
recommendations on diversion, and emphasis on the importance of services for people with dual 
diagnosis.  
 
Evidence of disinvestment 

13. Feedback from DrugScope members suggests  that some funders are already beginning to disinvest in 
drug services - constraints on budgets within local authorities appear to have resulted in some services 
that support our members work focusing on ‘core business’ with a negative impact on  partnership 
working.  
 

14. Young people’s drug and alcohol treatment is particularly dependent on local investment. Evidence of 
disinvestment in young people’s services since the 2010 Spending Review - highlighted in the 
July/August edition of DrugScope’s Druglink magazine - found that a number of young people’s 
treatment services had closed or been severely scaled back in London. Speaking in July, staff at The 
Lifeline Project and Addaction, both treatment providers, reported cuts of up to 50 per cent in local 
funding for young people. Recent research by Frontier Economics for the Department for Education 
concluded that £1 invested in drug and alcohol treatment services for young people saves between £5 
and £8.9 
 

15. Drug education and prevention has also been hard hit with financial pressures on local authorities 
intensifying after the discontinuation of Healthy Schools funding from central government. In a 
survey of staff in 79 local education authorities (LEAs) carried out by the National Health Education 
Group, over a quarter (28 per cent) reported that there had been no specialist drug education support 
in their LEA’s secondary schools since April 2011. 

 
16. We also note the potential impact of a wide range of other policy changes on our sector and service 

users, including: 
 

• The introduction of payment by results for drug recovery, including in eight pilot areas from 
April 2012; 

• The development of the Work Programme for the long-term unemployed; 
• Welfare reform, including changes to the discretionary social fund and housing benefit rules; 

and  
• New powers of local authorities with respect to housing.10 

 
All these changes will have a profound impact for drug and alcohol services and many people in 
treatment and recovery - it is important that this is carefully monitored and evaluated. For example, 
payment by results may not be supportive of smaller voluntary and community sector providers who 
find it difficult to manage the cash flow and financial risks associated with outcome-based payments, 
and there are risks of ‘gaming’ (for example, cherry picking clients most likely to achieve the desired 
outcomes).  
 

                                                            
9 Frontier Economics (2011) Specialist drug and alcohol services for young people Department for 
Education  
10 For discussion of these issues see the Recovery Partnership’s papers for the Inter-Ministerial 
Group on drug policy on ‘Payment by Results and Recovery’, ‘Housing and recovery’, and 
‘Employment, education, training and recovery’ at 
www.drugscope.org.uk/POLICY+TOPICS/Recovery+Partnership     
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17. On the DWP’s Work Programme there has been concern about a perceived lack of engagement by 
prime providers in supporting recovery. The anxiety is that because of the narrow outcome-based 
criteria for funding and the particular challenges for supporting people with drug or alcohol problems 
into work, this group may be de-prioritised or ‘parked’. On housing, one concern has been the 
proposal to extend to all claimants under 35, rules preventing them receiving housing benefit for self-
contained accommodation that currently apply to under 25s only. More service users in recovery 
could be placed in inappropriate hostel style accommodation with people still misusing drugs or 
alcohol. There is also concern about the impact of the abolition of the social fund – for example, 
because of its role in providing some financial support for people leaving residential rehabilitation to 
purchase basic goods for independent living. 
 
Addressing negative attitudes that form a barrier to recovery 

18. Allocation of funding will increasingly be made in response to the demands of the politically active 
population in a local area. One difficulty in terms of advocacy for the drug and alcohol sector is that 
people in need of treatment and/or on the road to recovery have not been viewed positively by those 
who are more likely to lobby local decision-makers. 
 

19. Three quarters of employers told the UKDPC that they would not employ someone in recovery from 
problem drug use.11 Given the recognition in the Drug Strategy 2010 of the important role that 
employment can play in recovery, and the fact that those in recovery are not protected by the Equality 
Act, this needs to be addressed if the ambition for recovery is to become a reality. UKDPC research 
also found that a third (33 per cent) of UK respondents agreed with the statement ‘I would not want to 
live next door to someone who has been dependent on drugs’. 12  
 

20. The UKDPC concluded that ‘the stigmatisation of people with drug problems has serious 
consequences for government policy … If we are serious about recovery and reintegration, we need to 
be serious about tackling stigma.’13  
 

21. It would, however, be misleading to conclude that the majority of the public does not support 
investment in high quality treatment services. Nine out of ten respondents (88 per cent) to a 2009 
DrugScope/ICM survey agreed that ‘drug treatment should be available to anyone with an addiction 
to drugs who is prepared to address it’.14 Central and local government need to respond to and build 
upon these supportive public attitudes that have developed in recent years. 
 
Conclusion 
32. DrugScope welcomes the recovery vision in the 2010 Drug Strategy and our members are strongly 
committed to working with Government and local decision-makers to achieve the ambition. However, 
we would ask the HASC to give consideration to significant threats and barriers to the successful 
implementation of the strategy.  
 
33. In particular, we have highlighted the risk of disinvestment as: 
 

• Responsibility for investment transfers to the new public health service and local authorities; 
• The nominal ring-fencing is removed from the pooled treatment budget as it is integrated into 

a ring-fenced public health budget, where it is one of 17 public health responsibilities; and 
• Local authorities are increasingly making critical investment decisions against a background 

of financial austerity.  

                                                            
11 Spencer J et al (2008) Getting Problem Drug Users (Back) Into Employment: Part Two UKDPC 
12 Singleton N (2011) Getting Serious about Stigma in Scotland: The problem with stigmatising drug 
users UKDPC 
13  UKDPC (2010) Getting serious about stigma: the problem with stigmatising drug users – a 
summary of findings at www.ukdpc.org.uk/resources/serious_about_stigma_summary.pdf 
14  Roberts M (2009) What does the public really think about addiction and it’s treatment DrugScope at 
www.drugscope.org.uk/Resources/Drugscope/Documents/PDF/Policy/MarcusreportICM.pdf 
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34. If we are to support recovery and prevent damaging disinvestment, Government should balance 
support for localism with effective policy levers (notably in the new public health system) to ensure 
that drug and alcohol recovery needs can be adequately met in every area.  Local elected 
representatives, professionals and decision-makers acquiring responsibilities for drug and alcohol 
services will also need support and information. If we get this wrong, the consequences could be 
devastating for people willing to make the commitment to treatment. This will have serious knock on 
effects for families and communities, and long-term costs for the tax payer. If we get it right, then we 
can take a big stride forward in creating world-class cost effective treatment, and realising the 
Government ambition for recovery.  
 
January 2012 
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Written evidence submitted by Dave Harris (DP108)  
 
Introduction 
 
 1) My name is Dave Harris. I am writing to this inquiry as a member of the public, with my only 
political affiliation being as a supporter of Cannabis Law Reform (CLEAR.) I believe if any progression 
in policy is to occur, it makes sense to start with cannabis, being that it is the most socially accepted and 
widely used illegal drug, and also among the least pharmacologically harmful. I feel there needs to be a 
drastic change of direction in drug policy with appropriate models of regulation adopted for all drugs in 
the longer term, and that it should be done carefully in accordance with scientific guidance and evidence. 
It was clear a decade ago – and so must be abundantly clear at this point – that our current drugs policy is 
failing drastically in all areas; on health, social and fiscal grounds as well as unduly infringing on private 
life and personal liberties as it was never intended to do. 
 
Fiscal Responsibility 
 
 2) It costs £5,000,000 per annum to enforce prohibition of cannabis according to the IDMU's 
report into taxing the UK cannabis market,1 yet it has failed to produce a decrease in usage as was 
intended. Due to the nature of supply and demand, sentencing a dealer only serves to push up prices for 
consumers in the short term and create a gap in the market for another dealer to emerge and capitalise. 
 
 3) Regulation of cannabis alone is projected to generate up to £9B tax revenue per annum 
according to the IDMU report commissioned by CLEAR2. If other drugs were also taxed and regulated, 
that figure would rise further. This is not an insignificant amount of money – over 2% of total tax revenue 
for the 2010-2011 tax year (£447B.)3 This is revenue that society needs at this time of great strain on the 
public purse. If it is accepted that such demand for drugs exists in society, the choice for the government 
is whether society should buy from the black market or from a tax-paying drug dispensary. 
 
 4) All potential tax revenue is currently being gifted to criminal enterprise. Their trade could be 
undermined through allowing legitimate tax-paying businesses, with which black market dealers' 
artificially inflated prices could not compete. While not all illegal trade would disappear (as it has not 
with cigarettes or alcohol), there would be considerably less incentive to continue trading when cleaner, 
safer and cheaper legal alternatives exist for people. The United Kingdom desperately needs new industry 
and jobs, and the recreational drugs industry remains one of the greatest untapped resources.  
 
Health Implications 
 
 5) With the drugs trade left to the black market, there are no measures in place to ensure the 
quality and safety of the drugs being consumed. Heroin is often contaminated, as are shared needles used 
to inject it, greatly contributing to the spread of HIV and other diseases. Cocaine and MDMA are often 
cut with other (often more dangerous) substances as bulking agents to maximise profits.4 Cannabis has no 
restriction or verifiable indication of strength, is sometimes sprayed with harmful pesticides or is mouldy 

                                                            
1 IDMU Ltd, “Taxing the UK Cannabis Market”. clear‐uk.org/wp‐content/uploads/2011/09/TaxUKCan.pdf 

2 Ibid 

3 "HM Revenue and Customs receipts”. www.hmrc.gov.uk/stats/tax_receipts/tax‐receipts‐and‐taxpayers.pdf 

4 EcstasyData. http://ecstasydata.org 
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at the point of sale, and some drugs sold as one substance are often another substance entirely (for 
instance, blotter paper sold as LSD is often found to contain chemicals belonging to the 2C-* and DO* 
phenethylamine families, which are known to be more pharmacologically harmful.) 
 
 6) An unintended side-effect of drug laws is the emergence of “legal highs”. Usually these 
substances are newly developed or discovered and have little-to-no history of human use; a consequence 
of which is that their potential harms are often not known or understood. As a result, it is often safer to 
consume illegal drugs than legal ones. This illuminates the absurdity of our laws; they were introduced 
with the intent of protecting people, but instead do the very opposite. Blanket prohibition of all new 
substances (at least until properly investigated) would likely see “legal high” usage plummet. Drug users 
only resort to legal highs because they are more readily available than generally more desirable illegal 
drugs. 
 
 7) Many illegal drugs demonstrate promise for medicinal use. MDMA is being investigated as a 
treatment for PTSD, psychedelics like LSD and psilocybin mushrooms have been researched for their 
therapeutic value in treating mood disorders. Cannabis in particular is increasingly being adopted for 
medicinal purposes across the world, known to be beneficial for treating many ailments, including 
multiple sclerosis, Crohn's disease, arthritis, cancer and chronic pain to name a few. In the United 
Kingdom, we are trailing behind many of the United States and many EU countries that have already 
adopted cannabis for medicinal use to various degrees. Patients in this country have no choice but to use 
other less effective or more toxic medications, or resort to the black market. 
 
Social Implications 
 
 8) Drug legislation does little to reduce the availability of drugs to minors. Through regulation 
there could be a strictly enforced age limit, whereas currently illegal traders are only motivated by profit; 
who they sell to has no consequence if they are already in breach of the law. In some urban areas in 
particular, it is easier for minors to procure cannabis than alcohol. It is inevitable that even if drugs are 
regulated, some minors will still obtain them either through friends or family as they currently do with 
alcohol and tobacco; behaviour which could be more forcefully condemned through education, awareness 
campaigns or law. It should be made very clear that recreational use of drugs is an adult activity. 
 
 9) Despite drug use being no more common among the black minority, they are subject to police 
stop-and-searches far more often than whites. This leads to more arrests and incarcerations of blacks than 
whites for drug offences, producing data that appears to correlate drug use disproportionately to blacks. 
This gives enforcement the rationale to stop-and-search black people more often. There is a circular logic 
here that has resulted in drug prohibition contributing to racial discrimination. 
 
 10) Drugs traders naturally expect no protection by the law, so instead take matters into their own 
hands in settling disputes with rival businesses; often with violent consequences. The most pertinent 
example of this is Mexico, where drug cartels run rampant claiming thousands of lives every year, 
including many innocent civilians. While it is primarily demand for drugs in the United States that funds 
the crime in Mexico, the United Kingdom also has to be responsible for the social unrest the the drugs 
trade causes domestically and abroad in the hands of gangs. 
 
 11) Prohibition artificially inflates the prices of drugs through demand being higher than supply. 
This becomes particularly problematic with more addictive substances like heroin, crack cocaine and 
methamphetamine. Those who develop addictions will often run out of money and resort to burglary or 
other crime to fund their addiction. In a regulated system, not only could dosages be controlled, ample 
warnings be given at the point of purchase (on packaging) to help prevent people becoming addicted in 
the first place, if the price is affordable there is a smaller chance of addicts resorting to burglary. This 
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needs to be balanced against keeping usage low. 
 
Civil Liberties 
 
 12) We do not criminalise all harmful or potentially harmful activities. For example, many 
outdoor sports, fatty food, use of alcohol and tobacco, and ownership of certain guns. It is the 
responsibility of the government and law enforcement to protect us from harm others may cause us; it is 
not their responsibility to protect us from ourselves. Advice about lifestyle should be given by awareness 
campaigns, doctors, schools and parents, not the law. 
 
 13) Drug use does not inherently harm anyone but the user. Our current laws criminalise 
otherwise innocent and functional members of society for what is essentially a victimless crime. In the 
worst cases, drug users are imprisoned and given criminal records that follow them for the rest of their 
lives. While there can be no doubt that drugs can be harmful, and families are constantly losing loved 
ones to drug abuse, we have to allow adults to be responsible for their own lives and make their own 
decisions. We do not tolerate racism, sexism or homophobia; we should also not accept persecution of 
drug users, particularly against those who require them out of medical necessity. 
 
 14) Civil rights have been sacrificed in the name of protecting society, being that for most people 
using drugs is a lifestyle choice. However, millions of citizens in the United Kingdom are using 
prohibited drugs, and will continue to do so whether it is against the law or not. Attempts to halt this 
activity through coercion is not only a moral grey area, it is also too expensive and ineffective in respect 
of all other problems created through prohibition. 
 
Alcohol and Tobacco 
 
 15) Society and law already tolerates drug use in this country. Both alcohol and tobacco are 
widely used, mostly socially accepted, and among the most pharmacologically harmful recreationally 
used drugs known,5 each contributing towards hundreds of thousands of deaths annually. Despite this, 
they are often not even referred to as “drugs” by the media, and the harms they cause are vastly under-
reported (whereas nearly every Ecstasy-related casualty is reported.) Presumably such a distinction exists 
only due to their legal status. If the aim of drug classification is to stress the dangers of drugs, then it is 
wholly inconsistent by excluding alcohol and tobacco. 
 
 16) Despite the large amount of harm tobacco causes, current policy is proving successful in 
minimising harm. Through reducing the availability and visibility of tobacco, banning smoking in public 
places, as well as education anti-smoking health campaigns, usage over the last decade has fallen 
considerably and continues to drop. This I believe is the ideal balance between protecting the health of the 
nation but stopping short of interfering with the private lives of individuals, and similar approaches could 
be adopted for other drugs. 
 
 17) However, alcohol continues to be treated casually, perhaps for cultural reasons. Despite its 
well-documented destruction to health, binge drinking becoming a huge public nuisance and continually 
rising usage, the alcohol industry is permitted to self-regulate, alcohol advertisements are permitted on 
television, and health warnings on labels are unclear and do not go as far as those on cigarette packages. 
Far more can be done to limit the harm alcohol causes without first restricting sales. 
 
                                                            
5 Professor David Nutt, “Estimating Drug Harms” 
www.crimeandjustice.org.uk/opus1714/Estimating_drug_harms.pdf 
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Conclusion 
 
 18) Rewriting drug legislation presents an opportunity for the United Kingdom to be a world 
leader and set an example to other countries. Change in policy need not be a magic bullet; it need only be 
better than current policy. One thing is certain; if new policies are not experimented with, we will never 
know how effective they are in practice, and we will be in the same situation in another ten years, having 
another inquiry. Considering the now overwhelming evidence and the increase in public support for drug 
law reform, the potential benefits by far outweigh the potential harms. Even the Liberal Democrats voted 
overwhelmingly to adopt drug decriminalisation and regulated cannabis as a party policy in October, 
demonstrating that not only is the public ready, but politicians are too. The fact that drugs can be harmful 
is precisely why the trade should not be left in the hands of criminals. The time is right for a drastic 
change in direction and to excuse the government for the disastrous policies of the last 40 years. 
 
Executive Summary 
 
 2) Policing cannabis prohibition alone costs £5M annually and has failed reduce use. Tax payers 
should no longer be required to fund ineffective policies. 
 
 3) Billions in potential tax revenue is lost to the black market, and this is no longer affordable. 
Policy is failing to reduce demand so it must rethink supply. 
 
 4) Regulation of drugs could simultaneously create many new jobs and reduce drug related crime. 
 
 5) The unregulated supply of drugs is a hazard to the health of drug users and regulation would 
ensure that any drugs sold are fit for human consumption. 
 
 6) “Legal highs” make a mockery of drug laws and in some cases make drug use more hazardous. 
All new substances could be prohibited by default until their harms have been determined. 
 
 7) Drug prohibition stops many drugs from being used as treatments, when they could at least be 
available via prescription, thereby improving the health of society. 
 
 8) Teenagers and children can get drugs too easily, a problem which could be improved by 
controlling their sale. 
 
 9) Current drug laws unfairly discriminate against black minorities. 
 
 10) Trade in illegal drugs funds organised crime responsible for the death of thousands of people, 
therefore drug users need to be offered a socially and morally conscious alternative to the black market. 
 
 11) Some addicts will resort to crime to fund their addiction, a problem only exacerbated by high 
street prices of drugs. Regulating supply to meet demand could reduce prices and addiction-fuelled crime. 
 
 12) Many aspects of life are dangerous, and it appears discriminatory to use coercive legislation 
against users of drugs when such measures are not used for other often more dangerous activities. 
 
 13) Drug use intrinsically victimises no-one other than potentially the drug user themselves. If 
their usage causes no harm, there is no basis for punishment, and if their usage does cause them harm, 
they should not be punished a second time. 
 
 14) The premise that the right to use drugs can be sacrificed for the better safety of society is no 
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longer justified when drug law cannot be demonstrated to be effective, and has itself created so many 
secondary harms. 
 
 15) Messages on alcohol and tobacco are inconsistent with those on drugs and do not reflect the 
actual harms caused by all substances. It would be consistent to regulate tobacco and particularly alcohol 
more strictly while introducing degrees of regulation for other drugs. 
 
 16) The current regulatory model for tobacco appears to be working well, and policies for other 
drugs could be based on it. 
 
 17) Policy on alcohol is too lenient, and more should be done to discourage use. 
 
 
January 2010 
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Written evidence submitted by Kate Francis (DP109) 
 
I am an individual with no current professional links to drug policy.  However, I developed a 
keen interest in and concern about this subject during my work in the area of community 
safety policy between 2001 and 2006. 

It became clear to me then that ‘drug-related crime’ was a major issue for policy makers and 
law enforcers, yet finding ways of effectively dealing with it was significantly hampered by 
the failure of crime analysis and statistics to make a distinction between crime caused directly 
by the consumption of drugs (particularly alcohol related violence) and crime caused by their 
prohibition (particularly drug dealing and possession itself and some forms of acquisitive 
crime).   

It became obvious to me that no real progress could be made in tackling ‘drug-related crime’ 
without this distinction being acknowledged.  This was particularly worrying since there was 
overwhelming evidence to show that prohibition had failed in its primary objective of  
limiting the consumption of controlled substances.  Rationally it seemed to me that some 
assessment of better forms of control, that would not bring with them the unintended 
consequences associated with a massive, worldwide black market, should be undertaken. 

It was equally obvious that, in spite of this, drug policy review was a political ‘no go’ area, 
with major parties and successive governments setting themselves resolutely against allowing 
even a rational debate of how successfully that policy had been and whether better options for 
drug control existed. 

Since leaving full time employment I have there retained a keen interest in this subject. 

I do not have expert knowledge in this field, but have presented this short evidence as a 
logical analysis of the issues being examined in this review which I hope will be helpful.  

1.  The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy 
with strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy 
 
The ‘drug strategy’ to which this test should be applied must be the strategy in its entirety, as 
determined by the 1970 Misuse of Drugs Act.  It cannot be limited to the 2010 strategy which 
has only taken the consequences of the 1971 Act’s failure (‘controlled’ drugs are now far 
more widely available now than before they were banned) as its starting point and then set out 
measures aimed at mitigating, insofar as that is possible, some of the social and economic 
damage created by that failure.  
 
2. The criteria used by the Government to measure the efficacy of its drug policies 
 
There appears to have been no attempt has been made to measure the efficacy of the totality 
of the government‘s drugs policy, as set out in the previous answer.  Indeed, there appears to 
be a determination not to do so.  In rejecting recent calls for an impact assessment into drugs 
policy it said  

The Coalition Government has no intention of adopting either a more or a less restrictive 
approach overall to the production, supply and possession of currently controlled drugs 
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and it therefore does not support(the) call for an impact assessment comparing the costs 
and benefits of different legislative options for domestic drug policy. 1 

Clearly the efficacy of any one policy can only be properly assessed in comparison with 
viable alternatives, yet the government had apparently at a very early stage determined to 
continue within the legislative framework of the 1971 Act on the basis of no objective 
evaluation and in spite of the fact that it seemed aware of the potential societal and economic 
costs when it referred later to:  
The adverse impact that the use of illegal drugs has on our society, not least in the form of 
drug-related crime... 
 
3. The independence and quality of expert advice which is being given to the government 
 
I cannot comment in detail on the quality and independence of advice being given.  However, 
the ACMD was established to give expert advice to the Secretary of State, and members were 
appointed on the basis of expertise in specific relevant fields. It therefore it might be assumed 
that the quality and independence of the advice was of an acceptable standard.   
It is deeply regrettable therefore that ministers have on several occasions failed to take that 
advice on grounds that appeared to have no rational basis 
 
4. Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have 
 
I have no expert knowledge of this, but given the current economic situation the possibility 
seems highly likely.  This must be seen, however, in the context of the fact that police action 
has been successful in intercepting only a small fraction of illegal drug supply.  A 
comprehensive review of drug policy could help to ensure both a more effective form of 
control and a far better use of increasingly scarce policing resources. 
 
5. The cost effectiveness of different policies to reduce drug usage 
 
I have no expert knowledge of this, but there would seem to be a strong case for arguing that 
seeking to reduce drug use through the imposition  a non workable ‘ban’ is unlikely to be the 
most cost effective approach given that is has not only failed in its primary objective but also 
caused socially and economically damaging secondary effects. 
 
6. The extent to which public health considerations should play a leading role in developing 
drugs policy 
 
Public health and harm reduction should be the primary driver of drug policy.  This would be 
more effectively achieved with a transfer to responsibility for drug policy to the Department 
of Health 
 
7. The relationship between drug and alcohol abuse 
 
I have no expert knowledge of this, but I would note that this question can only meaningfully 
answered if it is understood that:  
a)  alcohol is a drug and only excluded from the generic term because it is legal, and 
b)  The relationship can be difficult to establish because different language is applied to drug 
and alcohol use.  For example, there is a widespread understanding that alcohol (one of the 

                                                 
1 Letter to TDPF 26 August 2010 
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most dangerous drugs) can be taken responsibly as well as misused/abused.  This is not 
normally the case for the wide range of substances falling within the category of illegal drugs 
where the terms ‘use’ and ‘abuse’ are often used interchangeably.    
 
8. The comparative harm and cost of legal and illegal drugs 
 
I have no detailed information on this  However I hope the Committee will acknowledge that 
much of the harm ‘caused’ by illegal drugs is in fact caused by prohibition, not consumption 
of the drug itself.  Equally there is evidence to support the view that the drug most likely to 
cause harm as a direct result of its consumption is alcohol. 
 
9. The impact of the transfer of functions of the National Treatment Agency for Substance 
Misuse to Public Health England and how this will affect the provision of treatment 
 
No comment 
 
10. The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
 
Currently, in spite of the fact that alcohol and tobacco are legally controlled, a strong 
misconception persists that the only form of control possible for other drugs is ‘prohibition’. 
Consequently whenever a new ‘legal high’ emerges the only ‘solution’ offered is to ban it. 
An alternative would be for these substances to remain legal but brought within a tighter 
regulatory framework appropriate to their assessed potential harm    
 
11. The links between drugs, organised crime and terrorism 
 
The Committee will have received a wealth of detailed evidence demonstrating that there is 
more than a link, there is a causal connection between drug prohibition, organised crime 
terrorism and corruption.  
 
Perhaps the clearest illustration of this was the reconstitution in 1997 of the UN International 
Drug Control Programme into a new agency (UN Office on Drugs and Crime) covering the 
additional issues as international terrorism and government corruption.  In other words the 
new body was tasked with not only ‘winning the war on drugs’ but also dealing with the 
disastrous consequences of the impossibility of that ever being achieved. 
 
12. Whether the UK is supporting its global partners effectively and what changes may occur 
with the introduction of the national crime agency 
 
In a very narrow sense the UK is supporting its drug-consuming partners in attempting to 
stamp out the drug trade through prohibition backed by the force of law.  This has had a 
persistently disastrous effect on producer/partner countries such as Mexico.  A balanced 
policy of support would rest primarily on pressing for evidence-based assessment within the 
UN of the most effective way to control the supply and use of currently prohibited drugs 
worldwide. 
 
13. Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs 
Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on 
justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10).” 
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Very definitely.  The Committee’s willingness to ask this question is extremely encouraging.  
An open, evidence-driven debate on the best way to control and minimise drug use and harm 
is long overdue.  It is clear though that the consideration of alternatives is something that 
successive governments have dismissed out of hand.  The reasons for this are unclear but 
could include the following: 
 

a) The term ‘illegal’ is often defined in relation to drugs in a way that is synonymous 
with ‘dangerous’.  This makes it particularly difficult to objectively assess the 
specific characteristics and potential harm of individual substances.  This tendency 
was particularly evident in the irrational dismissal by the then government of the 
valuable first attempt by the Advisory Committee on the Misuse of Drugs to create a 
‘matrix of harm’. 

b) There has been a tendency, oddly given that alcohol and tobacco are both legal and 
controlled, for successive governments to claim that prohibition is the only possible 
form of control for currently illegal drugs.  A simplistic binary choice is then 
presented.  ‘Controlled/illegal or uncontrolled/legal’.  What, is then claimed, follows 
from this is that however flawed prohibition might be it is not just the ‘best worst’ but 
the only option.  This fallacy must be vigorously challenged. 

c) The common proposal that cannabis would be the best candidate for legalisation 
should it be introduced implies that legalisation is only appropriate for the least 
harmful substances.  In fact there are potentially more effective means of legally 
controlling all substances, even the most harmful.  (This has been set out in detail by 
the Transform Drug Policy Foundation in its publication:  ‘After the War on Drugs:  
Blueprint for Regulation’) 

d) Some of the language used by supporters of reform, even those putting forward the 
most intellectually sound arguments has sometimes been unwittingly unhelpful.  The 
slogan for example ‘The war on drugs has failed’ whilst being entirely correct, can 
offer the opportunity to misrepresent the message as being that (evil) drugs had 
‘won’, and that ‘legalisation’ - wrongly equated to ‘liberalisation’ – would be the 
consequence of that defeat.  In fact virtually all supporters of reassessment want, just 
as the government does, effective control of drug supply and use.  Their objective is 
finding the best way of achieving that.  The question should not therefore be ‘Should 
drugs be legalised?’ but ‘How do we best control the supply and use of all potentially 
harmful substances used for recreational purposes?’ 

 
 January 2012 
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Written evidence submitted by Peter Reynolds (DP110) 
 
1. I am Peter Reynolds, a writer and communications advisor, aged 54 and presently resident near 
Weymouth in Dorset.  I was elected leader of the registered UK political party Cannabis Law 
Reform (CLEAR) in February 2011.1 

 
2. I first submitted a paper on cannabis policy to the Home Affairs select committee in 1983.2 All 
the arguments I presented then remain valid. Since then, the discovery of the endocannabinoid 
system and thousands more scientific studies have proven the safety and medicinal efficacy of the 
plant.3 

 
3. My submission to the inquiry seeks to address drugs policy in relation only to cannabis.  
However, I wish to make one crucial point about drug policy in general.  That is that the more 
harmful, addictive and dangerous a drug is, the more important it is that its availability is 
carefully regulated by government.  Prohibition is a fundamentally immoral policy that creates far 
more harm both to individuals and society than it prevents.  Anyone who is dependent on any 
drug should be able to obtain safe, clean maintenance doses of that drug in order to prevent 
harmful withdrawal symptoms and the necessity to indulge in crime or participate in criminal 
markets.  Clearly in the case of drugs such as heroin this would require medical supervision 
combined with appropriate healthcare interventions. 
 
4. Cannabis is a drug different from any other because of its unique characteristics.  
 

i. It is substantially less harmful than almost every other drug and even many common 
foodstuffs as clearly evidenced by the latest NHS information: "A summary of the health 
harms of drugs".4 Judge Francis Young of the US Drug Enforcement Administration 
(DEA) describes it as "less toxic than raw potatoes".5 

 

ii. It provides remarkable therapeutic benefits, incomparable to any other drug.  With the 
discovery of the endocannabinoid system, science now proves that cannabis is as close to 
a panacea as any other substance used for medicinal purposes.  

 
5. My response to the call for evidence is structured around the headings used in the terms of 
reference. 
 
6. Is present policy fiscally responsible? 
 

i. Present cannabis policy is probably the most fiscally irresponsible policy of all.  The very 
latest, authoritative data on the subject was published by the Independent Drug 
Monitoring Unit (IDMU) in September 2011 "Taxing the UK Cannabis Market".6  It 
shows that present policy gifts a £6 billion market to organised crime and spends £500 
million per annum criminalising millions of British citizens to no good effect.  It also 

                                                 
1 Cannabis Law Reform (CLEAR): www.clear-uk.org 
2 An Unaffordable Prejudice. A submission to the Home Affairs select committee. P.J., Reynolds, 1983. 
http://clear-uk.org/wp-content/uploads/2012/01/An-Unaffordable-Prejudice.pdf 
3 Endocannabinoid system. Wikipedia. http://en.wikipedia.org/wiki/Endocannabinoid_system 
4 A summary of the health harms of drugs. NHS, 2011. www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
5 Findings of Fact, Francis L. Young, DEA, 1988. www.ccguide.org/young88.php 
6 Taxing the UK Cannabis Market, M.J. Atha, S.Davies, IDMU, 2011. clear-uk.org/wp-
content/uploads/2011/09/TaxUKCan.pdf 
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presents a fully costed and detailed proposal for a tax and regulate policy that would 
produce a net gain to the UK exchequer of up to £9.5 billion per annum. 

 
7. Is policy grounded in science, health, security and human rights? 
 

i. Present policy on cannabis has nothing to do with any of these considerations.  In recent 
years both the Public Accounts Committee and the National Audit Office have criticised 
drugs policy in general as being based on ministers' opinions rather than evidence. 
 

ii. Julian Critchley, formerly director of of the Cabinet Office UK Anti-Drug Coordination 
Unit, said in August 2008: 

 
“I think what was truly depressing about my time in UKADCU was that the 
overwhelming majority of professionals I met, including those from the police, 
the health service, the government and voluntary sectors held the same view: the 
illegality of drugs causes far more problems for society and the individual than it 
solves. Yet publicly, all those intelligent, knowledgeable people were forced to 
repeat the nonsensical mantra that the government would be ‘tough on drugs’, 
even though they all knew the government’s policy was actually causing harm.” 

 
8. In fact, government policy on cannabis seems to be principally influenced by three factors: 
 

i. Fear of the Daily Mail which has conducted a systematic and mendacious campaign 
against cannabis and cannabis users for more than 10 years. This has included regular and 
deliberate falsification of scientific research and evidence.  A full list of its anti-cannabis 
propaganda is attached.7  So endemic has this become in Britain that it is commonplace 
for politicians, other newspapers, police officers and members of the judiciary to repeat 
Daily Mail scare stories as if they were fact.  
 

ii. The alcohol industry, whose products are permitted, against all rational, moral and legal 
considerations, to stand outside the Misuse of Drugs Act 1971 (MoDA), is 
understandably concerned about a far safer recreational substance reducing its market 
share.  As it continues to manipulate market forces to create addicts, promote and adjust 
the palatability of its products to children, there can be no doubt that it has had an 
improper influence over ministers and cannabis policy. 
 

iii. GW Pharmaceuticals has been granted an unlawful monopoly of medicinal cannabis.  It 
is engaged in a corrupt and dishonest conspiracy with the Home Office. While the Home 
Office endlessly repeats that there is “no medicinal value" in cannabis, GW has been 
licensed to grow up to 20 tonnes per annum to produce its cannabis medicine Sativex.  
The Home Office refuses even to consider licence applications for similar purposes from 
anyone else and refuses all FOI requests concerning details of its relationship with GW. 

 
a.  Sativex is cannabis with a little ethanol, peppermint oil and propylene glycol 

added.  It is a tincture of super strong, super concentrated 51% THC cannabis.  
The ACMD has advised the Home Secretary that it should be placed in schedule 
four of the MoDA.  However this has not been done because the Home Office is 
seeking falsely to distinguish it from cannabis.  It is pharmacologically identical 

                                                 
7 The Daily Mail Reefer Madness Archive, D.Williams,CLEAR, 2011. http://clear-uk.org/the-daily-mail-
reefer-madness-archive/ 
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to the herbal cannabis from which it is made. 
 
9. Science now proves beyond any reasonable doubt that cannabis is a safe recreational drug and 
an extremely safe and effective medicine.  See the paper: “Emerging Clinical Applications For 
Cannabis & Cannabinoids”.8 

 
i. GW Pharmaceuticals released results of recent phase III trials on Sativex stating: 

“…clinical experience to date has demonstrated that the tolerability profile of this 
medicine is favourable, with limited relevant adverse effects and - particularly reassuring 
- the drug does not appear to lead to withdrawal effects if patients suddenly stop using 
it.”9 

 
10. Health considerations are not at the root of UK drugs policy.  The Misuse of Drugs Act 1971 
says that it’s about the “misuse” of drugs “having harmful effects sufficient to constitute a social 
problem”.  Home Office propaganda seeks to present policy as being focused on health but this is 
a deception.  Its real concerns are as set out above.   
 
11. Comparatively, there are few significant health concerns about the use of cannabis by adults.  
However, there are massive health benefits to be gained from the use of cannabis as medicine.  
That the Home Office suppresses, misinforms and deceives about the truth concerning medicinal 
cannabis is a scandal of the very highest order. 
 
12.The most popular Daily Mail scare story about cannabis is that it can cause psychosis. In fact, 
all expert opinion agrees that there is no certainty of a causal link at all.  A 2009 study which 
looked at all published research on the subject (by definition, not cherry picked) showed that the 
risk of a single diagnosis of psychosis against lifetime use was at worst 0.013% and probably less 
than 0.003%.10 

 
i. Similarly, studies across the world have shown that despite massive increases in cannabis 

use since the 1960s, the rate and prevalence of schizophrenia and other forms of 
psychosis are either stable or declining.11 

 
13. There is now a huge body of peer reviewed, scientific research showing the efficacy of 
cannabis as medicine in a wide range of conditions.  It is worth mentioning that Professor Les 
Iversen, the government’s chief drugs advisor, is an enthusiastic advocate for cannabis as 
medicine.12 
 
14. As far as security is concerned, the prohibition of cannabis is a disaster.  It diverts law 
enforcement resources. It funds organised crime and terrorism.  It has a produced an explosion in 
illegal cannabis farms, the theft of electricity, the destruction of rental properties and the human 
                                                 
8 Emerging Clinical Applications For Cannabis & Cannabinoids. A Review of the Recent Scientific 
Literature 2000 – 2011, NORML, 2011. 
9 Phase III data on efficacy and tolerability of Sativex. GW Pharma, 2011. 
www.gwpharm.com/Phase%20III%20data%20on%20efficacy%20and%20tolerability%20of%20Sativex%
20in%20MS%20spasticity%20presented%20at%20ECTRIMS.aspx 
10 If cannabis caused schizophrenia-how many cannabis users may need to be prevented in order to prevent 
one case of schizophrenia? Hickman et al. 2009. http://dx.doi.org/10.1111/j.1360-0443.2009.02736.x 
11 Assessing the impact of cannabis use on trends in diagnosed schizophrenia in the United Kingdom from 
1996 to 2005. Frisher et al, Keele, 2009. www.ukcia.org/research/keele_study/Assessing-the-impact-of-
cannabis.pdf 
12 Bringing cannabis back into the medicine cabinet, Prof. Les Iversen, 2010. http://vimeo.com/19315276 
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trafficking of “gardeners”.  It brings the law into disrepute because most people know that it is a 
false and ridiculous law. 
 
15. For human rights, the prohibition of cannabis is a disaster and an affront to natural justice.  
That, with no basis in science, millions of people can be criminalised by arbitrary ministerial 
decisions is more reminiscent of a soviet state than a free society. In what is a shameful 
indictment of our society and our judicial system, paedophilia and violent assault are regularly 
treated far more leniently than is someone growing a few cannabis plants for his own use.  
Similarly, the criminal justice system regularly treats human trafficked “gardeners” as serious 
criminals without regard to the far more serious crime that they are the victims of. 
 
16. The criteria used by the Government to measure the efficacy of its drug policies 
 
17. In more than 30 year’s participation in the debate on cannabis policy, I have no idea what 
criteria, if any, the government uses to measure the efficacy of its policies.  In fact all the 
evidence of answers to parliamentary questions is that it doesn’t make any attempt to do so.  All 
that seems to matter is minsters’ opinions influenced by the three improper considerations set out 
above. 
 
18. The independence and quality of expert advice which is being given to the government 
 
19. The government has the very finest quality expert advice available to it on the ACMD but it 
picks and chooses when to take the advice and if it doesn’t like it, it sacks the experts. It is also 
evident that ministers are increasingly seeking to populate the ACMD with individuals who are 
not experts at all but merely puppets for their own opinions. 
 
20. The fundamental principle of the MoDA was that the contentious issue of assessing drug 
harms should be removed from politicians and given to experts – in exactly the same way the the 
Bank of England now decides interest rates and the Office of Budgetary Responsibility (OBR) 
makes other economic determinations.  The reality is that ministers have ridden roughshod over 
the will of parliament as expressed in the MoDA and their influence on drugs policy is dishonest, 
improper and corrupt. 
 
21. Whether drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have 
 
Criminal justice system expenditure on cannabis alone is approximately £500 million per annum.6 
This is a disgraceful and futile waste of money.  Any responsible Chief Constable and/or elected 
police commissioner should immediately reduce expenditure on matters related to cannabis to the 
lowest possible priority.  
 
22. The cost effectiveness of different policies to reduce drug usage 
 
23. Whether it is any business of government to “reduce drug usage” by adults, except as part of a 
health education programme, is open to debate. 
 
24. It is quite clear that British policy does not reduce cannabis use.  Britain has the lowest age at 
first use of any country in Europe and the highest rate of use by children.13 
 
                                                 
13 European Monitoring Centre for Drugs and Drug Addiction. www.emcdda.europa.eu/ 
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25. Alternatively, in places where a regulated system of supply exists: Holland, Belgium, Spain, 
Italy, Portugal, 16 US states and Israel, it is clear that cannabis use is lower amongst children and 
all health and social harms are reduced. 
 
26. The extent to which public health considerations should play a leading role in 
developing drugs policy 
 
27. Most British people believe that public health considerations should be the most important 
factor in drugs policy, as do I.  The truth, however, is that cannabis policy is actually determined 
by fear of the Daily Mail, the influence of the alcohol lobby and GW Pharmaceuticals as 
explained above.  The Home Office is engaged in a misinformation campaign to suggest 
otherwise. 
  
28. As stated by the ACMD in its 2008 report “Cannabis: Classification and Public Health”: 
 

i. “…strategies designed to minimise its use and adverse effects must be predominantly 
public health ones.  Criminal justice measures….will have only a limited effect on 
usage”14 

 
29. The relationship between drug and alcohol abuse 
 
30. Alcohol is a drug, probably the most harmful, dangerous and addictive drug that there is, even 
more so than heroin (maintenance of a heroin habit does not in itself cause physical harm unlike 
alcohol). 
 
31. It is high time that this false distinction was understood.   This very poor choice of language is 
a sad reflection on the drafting of the call for evidence. 
 
32. The comparative harm and cost of legal and illegal drugs 
 
33. Whether a drug is “legal “ or “illegal” is an entirely false concept and use of language.  It is 
people’s actions with drugs that are made legal or illegal under law.  Most “illegal” drugs are in 
fact much less harmful than the “legal” drugs alcohol and tobacco.  
 
34. There can be no integrity or honesty in British drugs policy until the unlawful exclusion of 
alcohol and tobacco from the MoDA is corrected. 
 
35. The links between drugs, organised crime and terrorism 
 
36. The cannabis market in Britain is worth at least £6 billion, which the government has 
abandoned to organised crime.15 Illegal cannabis farms produce poor quality, immature cannabis, 
often with human trafficked labour and provide funding for other crime and terrorism – all a 
direct result of current policy. 
 
January 2012 
 

                                                 
14 Cannabis: Classification and Public Health, ACMD, 2008. 
www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/acmd1/acmd-cannabis-report-2008 
15 Taxing the UK Cannabis Market, M.J. Atha, S.Davies, IDMU, 2011. http://clear-uk.org/wp-
content/uploads/2011/09/TaxUKCan.pdf 
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Written evidence submitted by Colin Fisher (DP111) 
 
My name is Colin Fisher I am now retired after working 34 years for Manchester University.  I am a 
member of CLEAR and support their aims and objections: 
 
1. To end the prohibition of cannabis. 
 
Prohibition is a big, dumb, and very expensive failure. It is brutal. It puts prejudice before people. The 
“war on drugs” is responsible for more death, destruction and despair than any other war. History has 
shown that prohibition creates far more problems than it solves. In the 21st century we should expect 
far better solutions from our policy makers and governments. 
 
2. To promote as a matter of urgency and compassion the prescription of medicinal cannabis by 
doctors. 
 
No reasonable human being can deny another relief from pain, suffering or disability. There is no 
rational argument against permitting access to medicinal cannabis for those who need it. The fact that 
the British government and the deeply rooted bureaucracy of the Home Office stand in the way is a 
deep and lasting shame on our nation. 
 
3. To introduce a system of regulation for the production and supply of cannabis based on facts and 
evidence. 
 
Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax and 
regulate regime in Britain would produce a boost to the UK economy of at least £6 billion per annum. 
That’s based on a cannabis tax of £1 per gram, massive savings in law enforcement costs but allowing 
for the cost of administering the system and providing additional healthcare and education services. 
All the evidence and experts agree that a responsibly regulated system would also reduce all health 
and social harms. 
 
4. To encourage the production and use of industrial hemp. 
 
The prohibition of cannabis has caused huge damage to our society, environment and economy by 
preventing the cultivation of hemp. Although the industrial strains of the plant have no psychoactive 
potential, the absurd level of control has effectively destroyed its value as an agricultural crop. With 
that we have lost the most efficient producer of biomass in the natural world, the strongest natural 
fibre, a better fabric than cotton, a better paper than wood and one of the most ecologically important 
activities on the planet. 
 
5. To educate and inform about the uses and benefits of cannabis. 
 
Prejudice is based on ignorance. In the case of cannabis there is also deliberate misinformation. It 
started with Randolph Hearst, the media, timber and oil magnate of the 1930s and it continues today 
with the vested interests of alcohol, tobacco, Big Pharma and, yes, media, timber and oil. The truth 
about cannabis is clear and we have to spread the truth in the face of ignorance and lies. 
 
January 2012 
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Written evidence  submitted by Joseph Burnham (DP112) 

1. Introduction 

My name is Joseph Burnham, I am twenty years old and over the last few years I have seen time and 
time again the failures of the Governments' drug policies concerning cannabis.  The laws themselves do 
more harm than the cannabis does ‐ particularly to young people who are branded for life as criminals 
for simple possession of a drug which is proven to be substantially less harmful than alcohol.  An 
excellent point of reference for this is the NHS "A summary of the health harms of drugs". 1 ‐  

I have spent years researching the facts and evidence surrounding cannabis, and I have come to fully 
support the UK political party Cannabis Law Reform (CLEAR) in its aims and objectives. These are as 
follows: 

2. CLEAR's aims and objectives 

To end the prohibition of cannabis. 

To promote as a matter of urgency and compassion the prescription of medicinal cannabis by doctors. 

To introduce a system of regulation for the production and supply of cannabis based on facts and 
evidence. 

To encourage the production and use of industrial hemp. 

 To educate and inform about the uses and benefits of cannabis. 

January 2012 

 

                                                            
1 www.nta.nhs.uk/uploads/healthharmsfinal‐v1.pdf 
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Written submitted by Sir Keith Morris (DP113) 

I had the privilege of giving evidence on 11 December 2001 to your committee on the then 
government’s drug policy. I also submitted written evidence (Memorandum 41).1 I argued that the 
war on drugs, of which I had been a keen supporter in my time as British Ambassador from 1990 
to1994, had failed at great costs to producer, transit and consumer countries and that a regulated, legal 
drugs regime should be adopted. I have reread my evidence and see no reason to change it. I also 
believe that events over the intervening ten years have reinforced the case for a serious consideration 
of “alternative ways- including the possibility of legalisation and regulation- to tackle the global drugs 
dilemma” as recommended by your predecessors in 2002. 

I had taken a public position in this sense in the Guardian of 4 July 2001. 4 days later in the Sunday 
Times Melanie Phillips grouped me with Mo Mowlem, Peter Lilley and the Daily Telegraph, who had 
called for cannabis to be legalised, and a TV series that thought heroin should be. “Without exception 
these arguments are intellectually dishonest, disingenuous or terrifyingly irresponsible.” I regarded 
that as a battle honour.  The same week General Sir David (now Lord) Ramsbotham, then the 
Inspector General of Prisons, told a BBC programme that he had also concluded that drugs should be 
legalised. His reasons were the same as mine: a well intentioned regime had led to disastrous 
consequences.   

Privately I received encouragement from ministers and senior officials in the British and Colombian 
Governments. Nine out of ten of the people with whom I discussed it were in agreement, often 
expressing impatience that I had taken so long to get there. When I gave evidence to the Select 
Committee I was questioned sympathetically. The committee’s recommendation quoted above 
increased my hope that a serious reassessment of current policies might not be long delayed. I was 
wrong. There has been no change of policy and the costs have continued to rise. 

In my evidence in 2001 I argued, as had wiser people than me before- Milton Friedman and The 
Economist- that prohibition made products very cheap to produce extremely profitable and that as 
long as there was demand someone would have an incentive to supply it. My experience in Colombia 
from 1990 to 1994 had shown me that the profits were so great that they gave organized crime the 
means and the will to take on the State as Pablo Escobar did at the head of the Medellin cartel from 
1989-1993. In Colombia the cocaine trade also made it possible for the FARC guerrilla group to carry 
on its insurgency after the end of the Soviet Union while similar groups in Central America made 
peace in 1992 when support was cut off. Indeed, although with strong US support- UK role was not 
insignificant- the Colombians killed Escobar in 1993 and broke the Cali cartel, Escobar’s rival, in 
1995, it was the FARC and the AUC, right-wing paramilitaries formed to fight the FARC, who 
mainly benefitted from the trade which continued to grow until the early 2000s. The imposition of US 
sanctions to persuade President Samper (1994-98) to reintroduce extradition and crack down even 
harder on the trade had been counterproductive. It was this gloomy situation that I described in 
Memorandum 41. 

  I had looked at the situation after retirement. The international community had made an unwritten 
compact with the Colombians.1) We would provide training and kit to help them stop production in 
Colombia. 2) We would stop the supply of precursor chemicals 3) We would crack down on money 
laundering. 4) We would reduce demand. My reading was that we had done well on 1). We had made 
big efforts on 2) and 3) but had fallen far short, particularly on money laundering. On demand we had 
                                                      
1 www.publications.parliament.uk/pa/cm200102/cmselect/cmhaff/318/318m57.htm 

417



made no progress and I could see no way that in our modern consumer societies government could 
really affect the outcome. As long as demand held up the war on drugs would be unwinnable- it would 
just keep the trade profitable.  

The costs of the war on drugs have continued to rise in the last ten years. Progress has been made in 
Colombia which risked becoming a failed state in 2002. Increased US aid- Plan Colombia- and an 
extraordinarily determined president- Alvaro Uribe 2002-10- backed by a public tired of the menace 
of illegal armed groups of left and right, has brought about a remarkable recovery in public order and 
the economy. But it has been an uphill struggle because although the drugs trade has been reduced it 
still remains large and profitable. And as in all counter-insurgency campaigns there have been abuses.  

Relative success in reducing cocaine from Colombia has meant some increase in production in Peru 
and Bolivia. But much more dramatic has been the surge in violence on the transit routes to the US. 
The Medellin and Cali cartels controlled distribution inside the US. When they were eliminated the 
Mexican cartels, which had been paid to transport the cocaine to the US by the Colombians, seized the 
business there and became immensely strong. President Calderon’s decision in 2006 to bring in the 
Army to take them on has led to an escalation in violence with 8,000 deaths a year linked to the drugs 
war, some in clashes between Army and traffickers but more between the cartels as competition 
intensified. Less well reported has been the rise of violence in Central America which the Mexican 
cartels have used increasingly to smuggle cocaine as Mexico itself has become more difficult. 
Honduras now has the highest homicide rate in the world. Guatemala and El Salvador are not far 
behind. These are all relatively weak states where drug financed organized crime can intimidate and 
corrupt institutions. 

The Caribbean, which suffered as the main route from Colombia to the US in the early days, has seen 
traffic to Europe replace the declining American trade. Venezuela too has become a very important 
route to Europe. Although there are other factors involved drugs related violence is a big contributor 
to the tripling of homicide in Venezuela in the 13 years of Hugo Chavez’s presidency. Brazil too has 
been afflicted the transit trade to Europe as well as many of the favelas around its big cities falling 
under the control of gangs of dealers. Much of the trade to Europe now goes through West Africa, 
making weak states like Guinea Bissau vulnerable to Latin American cartels. 

From the British point of view the saddest part of this story in last ten years has been Afghanistan 
where HMG took the lead in counter-narcotics. Our main achievement seems to have been stopping 
the US importing its aerial spraying from Colombia. I am no expert but became involved briefly when 
the Senlis Council asked me to fix a meeting with the Minister in the FCO responsible for 
Afghanistan. They had been studying on the ground in Helmand and Kandahar the possibility of 
producing licit opium and turning it in the villages into morphine and codeine for export. They wanted 
to warn HMG of the dangers of deploying 3,000 troops to Helmand where most opium was grown. If 
this was part of a counter-narcotics operation it would push the population into the arms of the 
Taliban. The Minister at the last moment decided it would not be politic to see Norine Macdonald of 
the Senlis Council but did let me make the case. I told him in terms that the British public was largely 
unaware that 3,000 troops ere going to Helmand and had no idea of the implications they would be 
shocked when casualties followed. It would be very much in HMG’s interest to talk to the Senlis 
Council who had been in Helmand for two years already and knew the problems we would face.  

There does not seem to have been serious thought given to how consolidation of the Afghan 
government’s authority could be combined with tackling the biggest concentration of opium growing 
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in the world. It is deeply sad that a British heroin addict who steals to buy his dose is helping to 
finance arms for the Taliban to kill British soldiers.  

The Global Commission on Drug Policy is an excellent starting point to what should now be a serious 
debate on alternatives to a regime which had clearly failed ten years ago and has done so even more 
spectacularly since. The call by President Santos of Colombia for such a debate is of great weight. 
Colombia has paid the highest price for the “War on Drugs.” President Santos has exceptional 
experience of it as Minister of Foreign Trade (1991-94), Minister of Finance (2000-02), Minister of 
Defence (2006-09) and President since August 2010. Given Colombian sacrifices it required great 
courage to speak out.  

It is surely time to end the one size fits all approach. To allow countries to experiment. To use the UN 
conventions to police a licit trade between countries which decide to replace the present market in the 
hands of criminals with one controlled by states.      

January 2012          
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Written evidence submitted by Chris W. Hurd (DP114) 
 
1. Introduction 
 
I am a 28 year old resident from Indiana, U.S.A.  I have lived in England since July 2008. Since 
immigrating to the U.K. I have gained a greater appreciation for the way that various political 
systems work, and although I can not legally vote in England I do have very passionate debates with 
friends, family, and co-workers regarding governmental policies.  My opinons are respected as I am 
earning the same wage and paying the same taxes as my peer's. Growing up in Indiana, which has 
quite strict laws in regards to Cannabis, I have seen the struggle of friends and loved ones through 
very harmful pharmaceutical drugs to combat pain, but opened up a whole host of other problems 
within the body, that herbal cannabis would not have done.  I have travelled to and through many of 
the 16 states that have legalized medicinal cannabis and have seen first hand the many benefical 
therapeutical benefits of this natually occuring, easily grown plant.  While visiting these states 
(Mainly Michigan which borders Indiana to the north) I have seen the paranoia associated with 
Cannabis greatly reduced due to the fact that a.) those consuming vaporized herbal cannabis, did so 
without the fear of having their door kicked in, or being prosecuted through the criminal justice 
system and b.) quality was assured to medicinal quality standards and no harmful additives were 
used to bulk out the product.   I also work as a support worker for adults with disabilities and I have 
seen the benefits, whether I agree with the illegal use or not, of cannabis to those who are in 
excruciating pain and have not felt the relief from modern and conventional pharmaceutical 
medications which have often lead to greater dependency and tolerence requiring higher and higher 
dose's leading to greater detrimental impact of organ's and vital bodily process's all of which 
Cannabis does not come close to having the same impacts.  Currently I only use cannabis when 
other forms of pain relief do not work; however, I would appreciate the ability to discuss with my 
doctor the use of cannabis for my chronic back pain that I have lived with since I was 15, as it has 
been the most beneficial way of alleviating my pain. 
 

2. Is present policy fiscally responsible? 

According to the IDMU report this is the most up to date authoritative evidence available.1 The 
illegal cannabis markets in the UK are making a massive amount of money £6 billion per year is the 
lower end of the scale, £12 billion being a more realistic amount. If prohibition continues in the 
path it has for the last 40 years this amount the criminal gangs are earning will continue to raise 
year after year, rethinking drugs policy just for cannabis can have a massive impact on the criminal 
underground, their £6/12 billion would be put in to the UK economy instead of the criminals own 
pockets. 

If you look at the cost in the uk regarding illegal drugs on releases website you can clearly see for 
yourself the cost associated with enforcing our current policy 2 

In my opinion a dealer on the street does not pay any taxes and collects all the profits and will not 
be prosecuted to the same extent as a small time grower for personal use.  Currently Illegal personal 
use growers pay taxes on legally purchased seeds, all grow equipment, and if electricity is not 
dangerously bypassed then they pay to the government taxes on this as well.  Everything in this 
process is legal.  The only thing illegal about a personal use home grown operation is actually 
putting a legally bought seed into soil, and yet in the eyes of the law they are committing an offence 
that is reprimanded with a harsher sentence than the tax evading dealer on the streets.  How is this a 
logical way to use MY hard earned tax money that I willing give to you with every paycheck and 

                                                 
1 clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
2 www.release.org.uk/campaigns/cost-in-the-uk 
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every luxury V.A.T. item I buy? 

3. Is policy grounded in science, health, security and human rights? 

I believe that the current policy is not grounded in scientific fact.  When cannabis was recently 
reclassified in 2008 this was against the recommendation of professor David Nutt and other 
scientific advisors that the government had set up to give recommendations relating to scientific 
drugs policy's.  How is ignoring scientific opinion, regarding policy, a just law based on scientific 
evidence?  You can't pick and choose which policies you want to implement based on public 
opinion and then claim that it is a just law!  Compared to alcohol, tobacco, prescription drugs, 
medicines you can buy over the counter and even energy drinks (keeping in mind that there is not a 
single age restriction on caffeine based products), cannabis is far less harmful than any of the 
mentioned substances, the latest findings from the NHS suggest this 3 

The medical benefits of cannabis, of which there are now hundreds of peer reviewed, scientific 
studies that prove the efficacy of cannabis in the treatment of MS, Crohn’s disease, fibromyalgia, 
spinal injury and a wide range of other conditions.4 As you're aware the home office has given a 
license to grow cannabis to G.W. Pharmaceuticals, thus creating a monopoly.  You can not claim to 
be a democracy when you've exclusively aided in creating a monopoly which is completly against 
the free market design.  It is extremely hypocritical to say that we the government can grow 
cannabis; however, you the people are not allowed to. 

I feel that, as stated in the Report of the Global Commission on Drugs Policy's report of June 2011 
states; 

"The global war on drugs has failed, with devastating consequences for individuals and 
societies around the world. Fifty years after the initiation of the UN Single Convention on 
Narcotic Drugs, and 40 years after President Nixon launched the US govornment's war on 
drugs, fundamental reforms in national and global drug control policies are urgently 
needed." 

I am sure you are familiar with the Report of the Global Commission on Drugs Policy's report of 
June 2011 so I will not quote it back to you, however I will provide you with the aims and 
objectives of CLEAR below; 

4. To end the prohibition of cannabis. 

Prohibition is a big, dumb, and very expensive failure. It is brutal. It puts prejudice before people. 
The “war on drugs” is responsible for more death, destruction and despair than any other war. 
History has shown that prohibition creates far more problems than it solves. In the 21st century we 
should expect far better solutions from our policy makers and governments. 

5. To promote as a matter of urgency and compassion the prescription of medicinal cannabis by 
doctors. 

No reasonable human being can deny another relief from pain, suffering or disability. There is no 
rational argument against permitting access to medicinal cannabis for those who need it. The fact 
that the British government and the deeply rooted bureaucracy of the Home Office stand in the way 
is a deep and lasting shame on our nation. 

6. To introduce a system of regulation for the production and supply of cannabis based on facts and 

                                                 
3 www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
4 http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
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evidence. 

Authoritative research from the Independent Drug Monitoring Unit proves that a cannabis tax and 
regulate regime in Britain would produce a boost to the UK economy of at least £6 billion per 
annum. That’s based on a cannabis tax of £1 per gram, massive savings in law enforcement costs 
but allowing for the cost of administering the system and providing additional healthcare and 
education services. All the evidence and experts agree that a responsibly regulated system would 
also reduce all health and social harms. 

7. To encourage the production and use of industrial hemp. 

The prohibition of cannabis has caused huge damage to our society, environment and economy by 
preventing the cultivation of hemp. Although the industrial strains of the plant have no psychoactive 
potential, the absurd level of control has effectively destroyed its value as an agricultural crop. With 
that we have lost the most efficient producer of biomass in the natural world, the strongest natural 
fibre, a better fabric than cotton, a better paper than wood and one of the most ecologically 
important activities on the planet. 

8. To educate and inform about the uses and benefits of cannabis. 

Prejudice is based on ignorance. In the case of cannabis there is also deliberate misinformation. It 
started with Randolph Hearst, the media, timber and oil magnate of the 1930s and it continues today 
with the vested interests of alcohol, tobacco, Big Pharma and, yes, media, timber and oil. The truth 
about cannabis is clear and we have to spread the truth in the face of ignorance and lies. 

January 2012 

422



Written evidence submitted by Elizabeth Wallace (DP115) 

I am writing with regard to The Committee undertaking a comprehensive review of drugs 
policy in the New Year. Below are my comments in response to you allowing us to make 
written submissions regarding drugs. 

I am 44 years old, a home-educator and a carer for my disabled husband who is 59. I have 
just finished my exams for accountancy. We are currently being prosecuted for an alleged 
charge for the production of cannabis. We are pleading not guilty and are using The Report. 
Cannabis: The Facts, Human Rights and the Law as our defence.  The Report includes a 
comprehensive collation of the official Findings of Fact and Conclusions of the medico-
scientific clinical empirical studies conducted by world-respected U.S. academic and research 
institutions into the smoking of cannabis (marihuana). The Report is an authoritative insight 
into the real, but concealed, illegal reason behind Prohibition: ulterior money-motive. The 
Report quotes legal grounds (national and international) which demonstrate numerous 
infractions of laws by the prohibition legislation, and which show all acts of its enforcement 
to be crime per se. No genuine evidence exists to support prohibition. Faced with this 
shocking discrepancy between exonerative facts and mal indoctrination, people find 
themselves perplexed and ask "if cannabis is clinically proven to be harmless, why does the 
government say the contrary and punish innocent people?" The Report reveals that the 
disinformation results from a massive but concealed motive. 

 

1 Is the present policy fiscally responsible? In The Report. Cannabis: The Facts, Human 
Rights and the Law I refer to Part 6, Prohibition: The Progenitor (originator) of 
Crime. The prohibition of cannabis is a huge cost to society including corruption on 
the largest scale, huge enforcement budgets, but by far the biggest cost is to those 
people who would benefit from cannabis use, this is covered extensively with 
empirical (human) studies in Part 3 of The Report. I would also like to bring to your 
attention the most up to date and authoritative evidence available which is “Taxing 
the UK Cannabis Market” bringing your attention to part 10,summary and 
conclusions. 
 

2 Is policy grounded in science, health, security and Human Rights? I again refer to The 
Report. Cannabis: The Facts, Human Rights and the Law part 1 Studies, Statistics and 
The supreme Law. Cannabis is non-toxic 100%. The word drug is wrong and 
inapplicable to cannabis. Cannabis cannot be proven to be harmless despite that no 
evidence exists to show harm, this is because over 200 separate components need to 
be tested to prove cannabis safe; this would be an astronomical cost. THC is not 
cannabis, many studies done today involve THC or cannaboids, these are 
concentrated chemical compounds and when in combination with the other 
compounds within the herb it is not THC as nature makes it into another single 
substance. I now refer to the Home Office Report regarding the Governments position 
on cannabis. Cannabis: Classification and Public Health. Many of these studies are on 
THC and not empirical studies on cannabis the herb, it also made its decisions on 
evidence from the bibliography. In the bibliography are 20 out 47 articles are on 
schizophrenia and psychoses. I would now like to bring to your attention Systematic 
Review of the Incidence and Prevalence of Schizophrenia and Other Psychoses in 
England, Feb 2011, and commissioned by The Department of Health. Overall there 
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was no evidence that the incidence of schizophrenia and all types of psychoses had 
changed over time. As for Human Rights issues cannabis prohibition breaches the 
following articles of the 1948 treaty, Universal  Declaration of Human Rights: Article 
1,2,3,7,8,9,10,12,16,21,26,28,29 and 30 as the prohibition is scientifically unfounded, 
technically inept, acutely criminogenic, counterproductive, destructive, tyrannical, 
flagrantly in breach of laws and contravenes Human rights. 
 

3 The criteria used by the Government to measure the efficacy of its drug policies?  
Many people are being made criminals for a harmless benign herb; please refer to The 
Report Cannabis: The Facts, Human Rights and the Law.  
 

4 The independence and quality of expert advice which is being given to the 
government. I refer to The Department of Health’s Systematic Review of the 
Incidence and Prevalence of Schizophrenia and Other Psychoses in England. The 
findings of which found no evidence to suggest rates of the prevalence of 
Schizophrenia and Other Psychoses had changed over time. 
 

5 Whether drug related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have.  According to the IDMU report “Taxing the 
UK Cannabis Market”; £500 million is spent every year on the criminal justice system 
for cannabis alone of which £200 million is for police costs. This is not an effective 
use of money that could be spent on serious crime. 
 
 

6 The cost effectiveness of different policies to reduce drug usage. People from time 
immemorial have used Drugs, there have always users and abusers, and this will not 
stop. Cannabis on the other hand is not a drug it is a benign herb as proved in 
empirical, scientific studies, please refer to The Report. Cannabis: The Facts, Human 
Rights and the Law.   
 

7 The extent to which public health considerations should play a leading role in 
developing drugs policy. “The regular long term smoking of cannabis causes no 
mental or physical deterioration.” Quote from, New York Academy of Medicine. We 
rely on people in authority to inform not misinform us. Cannabis is harmless and is 
the most tested plant on the planet. I feel the government and media have relied on 
people’s fears by keeping us ignorant of the truth. Money motive is behind prohibition 
as is shown throughout The Report. Cannabis: The Facts, Human Rights and the Law. 
Consideration should be given towards the empirical (human) studies and their 
therapeutic applications and the government should read all (not just the headlines) of 
the reports that they have asked to be performed, not shove under the carpet what they 
do not want to hear. 
 

8 The relationship between drug and alcohol abuse. The Report. Cannabis: The Facts, 
Human Rights and the Law covers the comparison of cannabis to other substances by 
official mortality statistics deaths per year U.S. Page 2 of The Report: tobacco 
340,000 to 450,000. Alcohol 150,000+. Aspirin 180-1000. Caffeine 1000-10,000. 
Legal drug overdose 14,000-27,000. Illicit drug overdose 3,800-5,200. Theophylline 
(asthma) 3,800-5,200. CANNABIS 0. This shows cannabis to be harmless. 
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9 The comparative harm and cost of legal and illegal drugs. Many people will always 
take recreational drugs and some people will always have addictive personalities. It is 
not justified to make criminals out of many to try, and fail to protect the few who 
would look for anything. Better to get hold of safe recreational drugs legally rather 
than these new ones on the black market today that can really harm our children. 
 

10 The impact of the transfer of functions of the national treatment agency for substance 
misuse to public health England and how this will affect the provision of treatment. 
Sorry do not understand question. 
 

11 The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances. Synthetic THC and cannabinoids, 
manufactured to avoid the laws against cannabis are proving far more harmful than 
cannabis itself. Making criminals out of young people who are only growing up and 
testing parameters is wrong. For the vast majority, they grow up and move on making 
perfectly reasonable lives for themselves and their families. 
 

12 The links between drugs, organised crime and terrorism. The cannabis market in 
Britain is worth at least £6 billion, which the government has abandoned to organised 
crime.  Illegal cannabis farms are producing poor quality weed, often with human 
trafficked labour and providing funding for other crime and terrorism – all a direct 
result of current policy. Legalising and taxing cannabis like tea and coffee is the way 
forward. 
 

13 Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the national crime agency. The Report. Cannabis: The 
Facts, Human Rights and the Law, page 57, show how cannabis has numerous 
applications and the prohibition of it is detrimental to the planet. 
 

14 Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (the government’s 
drug policy: Is it working?, HC318,2001-2) and the justice committee’s 2010 Report 
on justice reinvestment (cutting crime: the case for justice reinvestment, HC94, 2009-
10). Decriminalisation of cannabis is not an option, as legislation allows personal 
possession of small quantities which stimulates demand while continuing to constrict 
legal supply. This engenders the highest black market prices, producing the most 
incentive to crime. For example in decriminalised Holland, Belgium and Germany by 
weight black market cannabis can exceed the price of gold and seeds of preferred 
varieties sell at prices above £14. Instead of the beneficial transformation of society 
by re-legalised cannabis being cheap and available next to tea, decriminalisation 
actually brings increased black market prices, more crime, constricted supply, social 
turmoil, extra taxes and controls and ironically criminalisation. By contrast re-
legalisation would result in mass agriculture of THC rich cannabis sativa for fibre, 
seed food and for the bulk wood hurds residues, the cannabis biomass energy 
equation, plastics, lubricants, paper, card and building materials. All of the above are 
studied extensively in The Report. Cannabis: The Facts, Human Rights and the Law. 
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15 In summary all the information that is out there that I have found tells me that 
cannabis is harmless and shouldn’t be classified with harmful drugs and the untold 
harm prohibition has caused over many years making criminals out of people because 
of politics and the Big Pharma and mans greed. Many of our human right laws are 
being broken daily and the organised crime has caused many deaths and much 
suffering. Surely this should be put right. I urge you to read The Report. Cannabis: 
The Facts, Human Rights and the Law so you may too learn what is really behind 
prohibition. 
  
January 2012 
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Written evidence submitted by Kathy Gyngell, Research fellow and Chair of the Prisons 

and Addictions Forum at the Centre for Policy Studies (DP116) 

 

1.  A comprehensive review of drug policy  

 

• Background 

The field of drug policy and practice has changed beyond all recognition over the last thirty 

years. This is the result of the influence of one idea more than any other, namely harm 

reduction. There has been no more controversial a set of ideas and practices than those 

associated with this philosophy. No idea has more shaped UK and global drug policy since 

the late 1980’s. 

 

Arising from the concern in the 1980’s to reduce drug injectors’ risks of acquiring and 

spreading HIV infection, it was also based on the medical notion that opiate addiction is an 

unrecoverable medical condition.  

 

Yet epidemiological evidence suggests that the disproportionate rise of addiction, in the 

context of a post war rise in all psychiatric disorders, is an outcome as much of  cultural, 

psycho social and  economic conditions as of a genetic predisposition.   

In contrast with the ‘chronically relapsing disease’ mantra and justification, epidemiological 

evidence also shows that addicts do and can recover, largely outside the purview of medical 

treatment (see Addiction a Disorder of Choice, Gene Hayman, Harvard University Press, 

2009). 

 

• The effectiveness of ‘harm reduction’ 

Harm Reduction ‘treatment’, mainly methadone (a synthetic opiate) substitution dominated 

the medical response to addiction from the 1980’s but became national drug policy between 

1997 and 2008. Successive Labour governments set national targets to ‘engage’ and retain 

‘service users’ in treatment – giving this task to the newly formed National Treatment 

Agency. 

 

Labour’s commitment to getting as many ‘problem drug users’ (heroin and crack cocaine 

addicts) into treatment was dually motivated: to reduce drug related crime as well as other 

public health harms associated with drug use.1 This was the treatment ‘war’ on drugs Labour 

decided to fight.  

                                                 
1 Education.gov.uk [Internet] Updated Drug Strategy 2002.  [updated 2002 Dec; cited 2011 Jan 27]  
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• Drug Policy Expenditure 

Expenditure on harm reduction dominated UK labelled drugs policy expenditure– eclipsed 

budgets for enforcement, prevention or rehabilitation over these years. This labelled 

expenditure is not to be confused with various speculated ‘costs’ of illicit drug use drawn 

largely from addict self reported estimates of their drugs related crime (a crime motivation 

that would continue under ‘legitimised’ or ‘decriminalised’ regimes unless Class A drugs 

were to be supplied free on demand by the state). 

 

This ‘harm reduction’ commitment was mirrored by a decline in funds directed to abstinence 

based (residential, quasi residential and day) rehabilitation treatment – the only ‘intervention’ 

that recovered addicts report being helpful. 

 

Today the bulk (some two thirds) of the UK’s £1.1 billion drug policy budget is spent on 

harm reduction treatment as it has been for the last 6 years or so. 

 

• The scientific ‘evidence base’ for harm reduction 

The ‘scientific’ idea is that prescribing methadone as a medical substitute for heroin would, 

by retaining these ‘high harm causing (polydrug) users’ in treatment, eliminate their need to 

finance drug use through crime,  prevent overdose and blood-borne virus transmission, and 

improve their health and functioning.  NICE and the NTA advocacy of this ‘default’ approach 

is based on a much hyped, but in fact limited,  set of some 11 randomised control opiate 

substitution trials. Each though was no longer than of a year’s duration– too short a period to 

see the social or health consequences - whether ‘reduced harms’ could be sustained or at what 

dosage employment or responsible parenting might be viable. 

 

• Unintended consequences 

NICE and the NTA appear to have put subsequent data (evidence) to one side as unimportant 

– data showing ‘methadone’ reductions in drugs-related re-offending to be partial (30% 

reductions only) and unsustained, the continuation of the underlying dependency suggesting 

that any ‘cost benefits’ of such treatment reduce rapidly with time. National treatment data 

shows that the majority of treatment clients remain street drug dependent, an ‘in treatment’ 

                                                                                                                                            
Available from: http://www.education.gov.uk/publications/standard/publicationdetail/page1/HO-Drug-
Strategy  
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cohort study of treatment effectiveness reveals2. The Drugs Treatment Outcomes Research 

Study in Scotland (DORIS) found that methadone offered a window of opportunity on crime 

reduction of no more than a year.  

 

They appear not to relate this to:  

o Alarming rises in blood-borne infections: the prevalence of HIV amongst 

injecting drug users has increased from 0.7% to 1.5%, twice as high as in 

2000 despite the massive national expansion of methadone prescribing and 

needle exchange;3  90% plus of Hepatitis C infection is still acquired by 

injecting drug users -. 4484 cases reported in 2000 doubled to 8605 in 2009.4    

o Rising drug misuse deaths - from 1608 in 2005 to 1876 in 2009. 5  Deaths 

involving methadone rose over this period from 220 to 408, by 85 per cent. 

These now constitute a quarter of all drugs poisoning deaths.6  

 

Were such a rise of deaths found in any other population (other than addicts) as a result of, or 

relating to, the medical treatment they were receiving, it would, in likelihood, be the subject 

of a major inquiry.  

 

A recently published longitudinal cohort study (of 794 addicts in Edinburgh followed over a 

30 year period) found that being on methadone adds anywhere between 5 to 20 years to 

‘injecting’ careers, along with prolongation of poor health and quality of life and high rates of 

physical and mental illness. Specifically, the report states “Exposure to opiate substitution 

                                                 
2 Marsden J, Eastwood B, Bradbury C, Dale-Perera A, Farrell M, Hammond P et al. Effectiveness of 
community treatments for heroin and crack cocaine addiction in England: a prospective, in-treatment 
cohort study. The Lancet.  2009 Oct 10; 374(9697):1262-1270.  doi:10.1016/S0140-6736(09)61420-3 
 
3 Health Protection Agency.  [Internet] Shooting Up - Infections among injecting drug users in the 
United Kingdom Update November 2010 [cited 2011 Jan 27].  Available from: 
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/InjectingDrugUsers/GeneralInformatio
n/idu_ShootingUp/ 
 
4 Health Protection Agency.  [Internet] Shooting Up - Infections among injecting drug users in the 
United Kingdom 2009.  [cited 2011 Jan 27].  Available from: 
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/InjectingDrugUsers/GeneralInformatio
n/idu_ShootingUp/ Appendix Table 1 
 
5 Statistics.gov.uk [Internet]. Deaths related to drug poisoning in England and Wales, 2009. ONS 
Statistical Bulletin, Table 1. London. Office for National Statistics. [updated 2010 Aug 24; cited 2011 
Feb 2] Available from: http://www.statistics.gov.uk/cci/nugget.asp?id=806 
 
6 Statistics.gov.uk [Internet]. Deaths related to drug poisoning in England and Wales, 2009. ONS 
Statistical Bulletin, Table 4. London: Office for National Statistics. [updated 2010 Aug 24; cited 2011 
Feb 2] Available from: http://www.statistics.gov.uk/cci/nugget.asp?id=806 
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treatment was inversely related to the chances of achieving long term cessation.”7 It confirms 

longitudinal methadone data from the US. 

 

For my full account of the unintended outcomes of Labour’s policy please see: 

http://www.globaldrugpolicy.org/Issues/Vol%205%20Issue%201/UK's%20Treatment%20Wa

r%20on%20Drugs.pdf  

 

• The welfare cost of methadone 

The price of opiate substitution therapy is long term, entrenched dual treatment and welfare 

dependency leaving addicts in the UK on scripts, most often on other illicit and drugs and 

alcohol too, unemployable and  with no recovery in sight.8  

 

Yet the treatment bill and associated welfare claims of those in and out of treatment add up to 

some £3 and a half billion annually for England (including associated child welfare costs). 

For detailed analysis and references see my recent report for the Centre for Policy Studies, 

Breaking the Habit, http://www.cps.org.uk/publications/reports/breaking-the-habit/.  

 

• Prison methadone policy 

“Keeping drug addicts in jail under control with prescriptions ensures that the marginalised 

remain disempowered – and costs a fortune”, (Mark Johnson, Guardian 16.12.2009) 

 

Methadone has been the default drug treatment across the prison estate since 2006. The 

Cabinet Strategy Unit had advocated ‘gripping high harm causing users in treatment’.  Today 

some 60,000 prisoners are prescribed methadone – more than half the prison population – at 

any one time. A written answer to David Burrowes MP revealed that in 2008/9 for 45,000 

prisoners were on methadone detox of unspecified duration, that 20,000 were on long-term 

‘maintenance’ any time from months to years.  

 

Methadone has, as result, become another illicit drug ‘currency’ in prisons and creates a 

negative environment for the few and marginalised abstinence based rehabilitation 

programmes.  

 
                                                 
7 Kimber J, Copeland L, Hickman M, MacLeod J, McKenzie J,  De Angelis D et al. Survival and 
cessation in injecting drug users: prospective observational study of outcomes and effect of opiate 
substitution treatment.  BMJ 2010; 341:c3172.  doi: 10.1136/bmj.c3172 (794 patients with a history of 
injecting drug use presenting between 1980 and 2007.  
 
8 Griffiths A.  Written Answer. HC Deb, 1 November 2010, c636W 
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The International Narcotics Control Board has warned that drug treatment should not be used 

as a method of social control.  

 

• Policy lesson 

If there is a policy lesson to be learnt from the UK it is that Labour’s rapid, harm reduction 

treatment expansion has proved less benign than anticipated, that its gains do not outweigh its 

costs, that there is evidence it does more harm than good.  

 

The cost benefit calculations that justified it were inadequate. These failed to factor in 

treatment duration, dependency perpetuation, indefinite recovery delay, welfare dependency 

costs, inter-generational and collateral family damage costs.  Today of the estimated 300,000 

problem drug users at any one time over recent years some 160,000 are on methadone – 

mainly pharmacy dispensed. Nearly a quarter of this population has been prescribed for more 

than four years. No national record is available for the high numbers on it for longer – from 

10 to 20 years is not uncommon. 

 

• Enforcement 

Contrary to much received wisdom the UK’s drug control policy is not unduly punitive nor 

has the effect of ‘criminalising’ otherwise law abiding drug users. Serious drug offence 

convictions actually fact fell between 1998 and 2004/5 – the period in which cocaine supply 

and use was going up rapidly. And in 2010 for example, for ‘Class ‘A’, drugs,  supposedly the 

most serious, only 12,175 people were sentenced for simple possession and of these only 779 

were sent to prison. 

 

• Declining drug seizures 

Drug seizures have been declining too, including for cocaine and despite its threefold 

prevalence since the 1990’s (see Drug Misuse Declared 2010). The amount of cocaine seized 

by border officials in England and Wales continued to fall - by a quarter - in 2010/11 

compared with 2009/10, the amount of heroin seized halved. The trend has been downwards 

for all Class A drug seizures since 2001 – by some 50%. (See HOSB 17/11) This indicates a 

less than committed or active enforcement progamme but regarding which little official 

concern is shown. 

Though there is some evidence of a declining heroin problem, this is not so for cocaine.  

Since 1999 there has been a 152% rise in cocaine deaths, a 300% rise in cocaine poisoning 

and 132% rise cocaine in cocaine related mental health disorders 
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• Prevention 

A coherent policy of prevention directed at adults, youth or children has been remarkable for 

its absence in the UK; there have been no national public health campaigns on the risks 

associated with either cannabis or cocaine use on a par with the Aids campaign run at the end 

of the 1980’s.  

 

The government’s FRANK education website is inadequate on its own even if it was 

scientifically accurate which it still is not; if it was not patronising in the attempt to be ‘with 

it’ and did not have the effect of ‘normalising’ and legitimising teen drug use -which it does.  

 

2. An examination of the effectiveness of the Government’s 2010 drug strategy 

  

The advent of the Coalition in 2009 has seen a shift of policy strategy – towards goals of 

prevention and rehabilitation.  Reducing Demand, Restricting Supply, Building Recovery was 

published in December 2010 (HM Government 2010a).  

 

The strategy emphasises recovery and supporting people to become drug free. It is far too 

soon to evaluate its ‘effectiveness’. More importantly, change has been in intent but not yet in 

practice. There has been as yet no redirection of the drugs policy budget away from 

harm reduction.  

 

• Current drug policy expenditure 

Labelled public expenditure in England during 2010/11 was €1.1 billion (£971 million), a five 

per cent reduction on the previous year.  The bulk of the drugs policy budget (£637 thousand) 

is still spent on harm reduction policy, activities and interventions.   

 

Though the UK illicit drugs market was estimated to be valued at £5 billion a year, in 2011 

only £270 million or 29% of the drugs budget was spent on social order and ‘protection’, 

marginally less than the pre ceding year which does not bode well for the renewed policy 

commitment to prevention. 

 

• Payment by Results 

All that has changed in practice is the introduction of a new performance management 

measure – Payment by Results – to focus on outcomes rather than treatment engagement and 

retention.  
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But the NTA’s current implementation of the concept of successful treatment completions is 

far from demonstrating substance dependency free, employability or any other indicator of 

functional living. Routine prescribing continues across the country. Changes have been 

limited to ‘re-branding’ with recovery language. 

 

It is too early to see whether any change of performance management (in the absence of any 

new financial commitment to proven abstinence based rehab programmes) will have any 

impact on improving recovery outcomes or on reducing the unintended consequences 

associated with the previous drug strategy. 

 

• Abstinence and rehab evidence 

Evidence that a ‘recovery/rehabilitation strategy could work – given sufficient skilled drugs 

counsellors and appropriate drug free settings – is available. Research interest and funding in 

this area of drug treatment has been low. That which does exist is supportive of the merits of 

residential rehab in supporting people into recovery. Please see 

http://www.addictiontoday.org/files/residential-rehab-core-briefing-may-2011.pdf and  

http://www.cps.org.uk/publications/reports/breaking-the-habit/  (see Chapter 4). 

 

At the moment the recovery goals of the new policy are not consonant with the lack of 

facilities and experienced staff to handle the change.  The Coalition shows little awareness of 

this problem. It needs to be urgently addressed as the majority of drugs workers currently are 

unskilled in or ignorant of therapeutic recovery programmes such as those practiced in the 

country’s most successful rehabs.  

 

For the extent to which residential rehab has been disinvested and for the most up to date and 

comprehensive analysis of residential rehabilitation please see Addiction Today’s Report 

http://www.addictiontoday.org/addictiontoday/2011/11/state-of-residential-treatment-

england.html. 

 

 

4. The UK’s contribution to global efforts to reduce the supply and demand of illicit 

drugs. 

 

It has been argued curiously by the recent (and self appointed) Global Commission on Drug 

Policy that the United Nations international drugs control system constitutes a ‘war on drugs’ 

and that this war has been lost.  Since HASC, as indicated by your published call for evidence 
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outline,  is apparently following their line of argument as a basis for enquiry,  it is important 

members of the Committee are made aware that the premise contained within the report - that 

global drug use prevalence has gone up - is incorrect. 

 

 I have already referred the Chairman of your Committee to the misleading and 

misrepresentative statistics that the Report attributes, incorrectly, to the UN, on which the 

report’s argument is based.  The UNODC does not acknowledge these statistics as theirs. For 

their response please see: http://www.cps.org.uk/publications/factsheets/global-commission-

on-drug-policy-statistics-wrong-and-misleading/  

 
In summary and in their words: “Based on UNODC published best estimates of the number of 

cocaine and opiate users, the prevalence rates for annual use in the population age 15-64 

remained stable at around 0.35% for opiates and 0.36 % for cocaine between 1998 and 

2008”. This is very different from the plus 30% rise the Global Commission press released. 

 

• The effectiveness of drug control policies 

It is not widely known that a hundred years ago substances that are internationally controlled 

today were unregulated and far more widely abused. The consumption of opiates in China 

alone was estimated to be more than 3,000 tons in morphine equivalent, far in excess of 

global consumption, both licit and illicit, today. In the United States, about 90 per cent of 

narcotic drugs were used for non-medical purposes.  

 

Nor is it widely appreciated that in the last 25 years cocaine use in the United States of 

America has dropped by 75%, a figure confirmed by a range of different national surveys, as 

a result of drug control measures. Except for cannabis (and only since its medical use has 

been legitimised in a number of states) all illicit drug use in the States has begun to fall. In 

Europe cannabis use has been declining for some time and the last two years may have begun 

to see a reversal in cocaine use. 

 

It is hardly the moment to change the international approach to drug control – especially 

given that under 5% of the world adult population even tried a  drug last year (dramatically 

lower than for legal smoking at 25%). 

 

With over 95 per cent of Member States being parties to the international drug 

control conventions, multilateral drug control is one of the greatest achievements of the 

twentieth century. It is important that the United Kingdom continue to give these their full 

and responsible support as well as to The Right of Children to be Protected from Narcotic 
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Drugs and Psychotropic Substances, enshrined in human rights and international law - by 

making every effort to reduce the demand for illicit drugs here. 

 

January 2012 
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Written evidence submitted by Daniel Stamp (DP117) 

EXECUTIVE SUMMARY  

According to a 2008/09 survey, close to 40% of UK citizens have used illegal drugs. In fact, 10% 
of us have done so in the last year alone. However, largely due to political pressure heaped on 
police to hit targets, we see thousands of citizens labeled criminals based on tenuous reasoning. 
Hordes of officers are sent to tube stations, along with sniffer dogs, in order to make easy arrests 
and boost their figures. Your average citizen is not interested in the police stopping people from 
merely carrying drugs, but would rather violent crime and robberies were tackled. If targets are to 
be maintained as performance indicators, there must be a method to separate the quality of 
policing. Catching somebody with a joint in their pocket should come way down on the list of 
police priorities. The decriminalisation of drugs would inevitably lead to increased police 
numbers in other areas, helping to protect and serve in a manner which benefits society. 

Since the days of alcohol prohibition in the USA, we've seen how the outlawing of drugs (and I 
include alcohol as a bona-fide drug) does nothing to stem the tide of use. For the majority of the 
time it is just use, rather than ‘abuse’. Abuse is often thrown around to describe those who engage 
in drug use recreationally; often as a means of stoking the fears of many people across the land, 
rather than giving a fair portrayal of consumers. Some people enjoy fine cigars, some people 
enjoy alcohol, and a large amount of people prefer recreational drugs - most of which are 
scientifically proven to be less harmful, less addictive, and less problematic than the legal drugs 
which you can buy on every high street across the country. 

(1) We allow alcohol and tobacco (which account for some 150,000 deaths per year in the UK) as 
we realise that prohibiting people from partaking in things they enjoy is an unsuccessful way of 
dealing with the issue. In the case of alcohol, we tolerate the fact that 75% of A&E admissions on 
Friday nights are related to over-consumption. When alcohol deaths are combined with those due 
to smoking we see the total exceed 250,000. These figures are pushed into the realm of collateral 
damage, and not considered factors which should contribute towards the drug being made illegal. 

(2) A society must tolerate peripheral problems if it wants to give freedom to the majority who 
cause us no harm. For every town centre drunken brawl there are thousands of people who will 
pass the night without causing grief to another soul. This is certainly no less the case with the 
majority of illegal drug users. With the exception of people who are addicted to the likes of crack 
and heroin, there is relatively little social impact from the use of drugs. There's an expected 
statistical distribution of users who mostly have no problems with their choice of drugs, and a 
very small minority who do have problems. We shouldn't penalise and criminalise those who go 
about their business without impacting on the rest of society simply because a few unfortunate 
people succumb to addiction. We don't do it with alcohol, tobacco, red meat, or sugary foods as 
it's quite obviously an infringement on the rights of those who can indulge in moderation. The 
state should be there to massage those guilty of misadventure back into society, and not to 
monitor and imprison those who have self-control. 

 

(3) The idea that drugs fund criminal enterprise is real, but it needn't be. It's a self-fulfilling 
prophecy, as the act of criminalisation turns a non- crime into a very real and very profitable 
crime. The irony being that it's the government which effectively acts as a conduit for the drug 
gangs to prosper. The illegal drugs trade is estimated at £6bn per year - making it the third largest 
industry, behind only oil and arms. With up to 30,000% profit margins, the illegality of drugs is 
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an inadvertent gift to organised crime. 

(4) Safety is obviously paramount to the topic of narcotics. From the science select committee 
report of recent years we saw that the classification of drugs was completely skewed in relation to 
the actual harm they produced. Ecstasy, LSD, and cannabis were all at the lower end of the harm 
scale, while tobacco and alcohol stood rather alarmingly near the top of the scale. For 
completeness we must acknowledge that crack and heroin were classified as the two biggest 
threats of all drugs, but at the same time understand why this is almost a moot point. The scale 
used was based not only on relative physical damage, but also on societal impact. With increased 
funding for genuine addicts we would significantly reduce associated crime, ie theft and 
prostitution. 

(5) Indeed, the latest government pilot scheme accounted for a two-thirds drop in the amount of 
crime committed by those needing to feed their addiction. During the scheme, heroin was 
provided for addicts and they were allowed to inject on specified government premises. Given the 
dual use of crack and heroin by many addicts, a similar scheme for the former would surely see 
crime drop to more tolerable levels. Rather than bury our heads in the sand and dismiss things we 
don't like, we should take a more practical approach and seek to find the best solution for our 
society, based on our knowledge of how humans will act. No amount of legislation will change 
the fact that a large proportion of people will engage in drug use, as it's something they feel is 
their right. A 'one size fits all' approach to drugs is the equivalent to treating people with parking 
fines as you would those who have murdered. We know that certain drugs attract more problems, 
and even then, those problems can be reduced by proper treatment and education. 

(6) We have the theory explaining how manageable such a system would be, but there are also 
examples of nations who've have taken a softer approach to drugs, and haven't suffered as a 
result. Let's take the example of Portugal, which decriminalised drugs in 2001. This has seen a 
drop in the number of drug users, despite critics' claims that it would increase usage. It's also seen 
a doubling of the numbers being rehabilitated. With no prospect of criminal charges, those who 
have problems are more likely to come forward for help, and if you combine that with the 
aforementioned treatment programme being piloted in England, it's a massive step forward in 
decreasing the number of addicts, and therefore the number of people needing to turn to crime in 
order to fund their habit. 

(7) With decriminalisation comes reduced rates of imprisonment, which not only creates more 
space to store genuinely dangerous criminals, but also reduces the burden on the taxpayer. The 
average cost of keeping somebody behind bars in the UK is £40,000 per annum. At a time when 
our economy is struggling a significant saving in this department is not to be sniffed at. We could 
look to avoid public spending cuts if we cut costs in relation to prisons, and also taxed drugs in 
order to gain an additional, huge revenue stream. Recent figures suggest that tax income from 
tobacco is worth some £12bn to the government, with an additional £200m being generated from 
taxing suppliers on their profits. A study conducted by the BBC suggested possible tax revenues 
from drugs to be £1-4bn per year, with the cost of policing drugs reaching £16bn, which equates 
to roughly 30% of our education budget. 

(8) The Portuguese system shows us the merits of decriminalisation, and when these are added to 
the taxable benefits of legalisation, the package on offer seems silly to refuse. The usual antidote 
to such glowing pro-legalisation claims is the fear that we will create a nation of drug abusers. 
The anti-drugs camp speculate about which of their doomsday predictions will come to pass, 
when the reality is that places like Portugal show trends heading in the opposite direction. 
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(9) Those who seek certain types of enjoyment will still maintain a preference whether or not a 
substance is classified. Even amongst current users we see some people preferring more 
introspective, sensory-altering drugs such as psychedelics, while others prefer more energetic 
highs associated with amphetamine or ecstasy. It is simply not the case that something being 
available will attract people who have no interest in the first place. Likewise, banning a substance 
will not stop those who partake from seeking it out. Only now you have unregulated drugs and no 
income from tax. 

(10) A couple of cases are currently in the judicial system which see claimants challenging the 
uneven application of the current law. Their charge is that the decision to treat users of certain 
substances in a different way to others is in of itself illegal. Laws should not be created on a 
whim. The arbitrary decision to criminalise certain substances isn't based on science. There are no 
studies out there which can state that alcohol and tobacco are fine, while somebody else should be 
persecuted because they prefer a different method of enjoying themselves. The law on narcotics 
lacks any foundation, and goes so far as to ignore most scientific evidence. The cases of Edwin 
Stratton and Alan Taylor are set to challenge the Misuse of Drugs Act in court for just this reason. 
The title of the act itself is somewhat misleading; it's as if any use of drugs constitutes misuse. If 
such things were up for debate, there should be safe and unsafe limits, rather than a blanket 
statement that a given substance is illegal and punishable by imprisonment. How does one 
properly use drugs? With alcohol and tobacco we have suggested limits, even campaigns almost 
begging users to stop. There's no defiant stance which finds a negative and then uses that as the 
sole focus. The impact on the individual is calculated, and recommendations are given alongside 
precautions. 

(11) The use of education and restrictions would go a long way to reducing harm to the 
individual. We know from lengthy studies that most currently illegal drugs are less harmful than 
alcohol and tobacco, but there are clearly some limitations we should have on who can gain 
access to a given substance. Much has been made of increased psychosis being linked to stronger 
strains of cannabis, but as Professor Nutt concluded in his address to Kings College London, this 
has been exaggerated and shown to be false. Even tests to find the likelihood of death due to 
cannabis have ruled in its favour. The American DEA was ruled against in court after researchers 
tried to ascertain the LD-50 of the drug, which is the level at which 50% of animals die due to 
drug-related toxicity. Their experiments failed as they could not induce such poisoning from 
cannabis alone. They had to estimate the LD-50 at what equates to 1,500lbs of cannabis, smoked 
within a 15 minute period. The judge ruled that this showed it to be of negligible deadly potency, 
but his decision was vetoed by the government. 

(12) Age limits should be placed on drugs, so those in their formative years aren't exposed to the 
genuine dangers of underage use. The chief concern of psychedelics is the ability to exacerbate 
pre-existing mental conditions. This link is rather unproven, but even if we ran with this as a 
danger, it would be no different to warning those with peanut allergies not to eat nuts. In the 
peanut we find a food stuff with the potential to seriously harm or even kill people, yet we allow 
it to be sold, on the understanding that it shouldn't be denied to those who are fit to consume nuts. 
This is the approach adopted when it comes to alcohol and tobacco, and the same should apply to 
illegal drugs. A key point which is often excluded is the ability of pharmaceutical companies to 
produce analogues which are void of many of the negative side-effects of drugs. Drugs could be 
made safer still, with more controllable effects. 

(13) A government has responsibility to do what is best for its people. Despite media 
scaremongering, decisions should be made which reflect the truth of the matter. We've seen 
revisions of drug classification in recent history, but it's time to put a stop to legislation formed by 
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guesswork, and instead concentrate on the facts as presented to us by scientific research. There is 
a solid case for change and this needs to be addressed if Britain is to consider itself a progressive 
and world- leading nation. We're already behind countries such as Portugal and Holland, and now 
have the luxury of learning lessons from their experiments. 

(14) Even the government's own institutions and experts have concluded that criminalisation is 
both unjust and ineffective. Unfortunately, politicians such as former Home Secretary Jacqui 
Smith have decided to overrule scientific recommendations and choose policies which they think 
will be the least risky. Despite Professor David Nutt's position as head of the Home Office's 
Advisory Council on the Misuse of Drugs, his findings were downplayed, and his previous 
comments that ecstasy is no more dangerous than horse riding were censured.  

(15) The unfortunate irony of the government's stance is that it creates a more dangerous world 
for both users and non-users. Regarding the latest attempt to ban GBL, this is a chemical which 
will now be pushed underground, as people inevitably seek-out their substance of choice. The 
problem with GBL is that it can be very dangerous if taken in incorrect doses. At present users 
can buy 99% pure versions of the chemical from reputable sources, which are forced to comply 
with British standards. The act of removing this source and replacing it with a black market 
version does nothing but create a greater risk for consumers. This is ignored as we are faced with 
emotive stories of how the drug harmed lives, or caused somebody's child to suffer. Of course 
these are awful tales and reason for concern, but they are certainly not helped by knee-jerk, ill- 
considered reactions by politicians eager to be seen to do the right thing. If they really cared, they 
would do what's best, rather than what makes for a nice headline. 

(16) The implications of legalisation are far-reaching. While there are always going to be 
downsides to a solution, we must be pragmatic and accept drugs as a constant which isn't going to 
be improved with legislation. If Britain were to pioneer such an approach to drugs, we would be 
helping people across the globe. From farmers involved in the South American drug trade to 
people working for pharmaceutical companies in the West. Jobs would be created, taxes reaped, 
billions saved, police better used, drug purity assured, and lives would be saved. The legalisation 
of drugs would help create a better world for the vast majority of people. 

January 2012 
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Written evidence submitted by Gavin Ferguson (DP118) 
 
 
I am a young undergraduate engineer concerned with our government’s current  drug policy and as 
such would like to submit my opinion regarding the current  Home Affairs Select committee inquiry 
into drug policy and declare my support of the aims of the pressure group CLEAR.  
 
It is my belief that the war on drugs has been carried out for far too long  with a pitiful level of 
progress and a complete disregard for the lives which  are ruined in the process of carrying out this 
harmful policy. The use of  drugs (of all kinds) is a completely victimless crime and external 
problems caused by drug usage are often a direct result of the currently unbending  attitude of all 
authorities concerned towards said usage. For example, a user concerned by their growing habit will 
often choose not to seek treatment out of fear of persecution and that is when their habit starts to go 
out of control. I’d like you to consider the situation of Portugal whereby after some successful new 
laws were passed (essentially decriminalising drug usage) causing the amount of people seeking help 
for their drug addiction to massively surge. Amongst other positive trends due to this policy, the drug 
usage as a whole in Portugal went decreased and Portugal now enjoys one of the lowest drug abuse 
rates in the whole of the EU. 
 
The UK now has a profound opportunity to emulate this progressive policy which has demonstrably 
improved the lives of others. It is within this context that I wish to provide you with a couple of points 
which have hugely convinced me that a more liberal attitude to drugs is the only reasonable way 
forward 
 
1. Impact on the economy  
 
It is estimated by the Independent Drug Monitoring Unit that a modest tax of £1 per gram of cannabis 
sold could raise at least £6 Billion in tax revenue per year for the UK government. This is a very 
significant sum of money which the UK government should seriously consider if they are truly sincere 
in their efforts to reduce the budget deficit. Furthermore, it produces scope for new businesses to 
develop within the hemp growing industry (a highly useful derivative of the cannabis plant which 
utilises the non-psychoactive stem of the plant for a wide range of applications) and introduces new 
competition to the alcohol and tobacco industry. Essentially, this potential new asset to the British 
economy links seamlessly with the profoundly capitalist idea of increased competition and the 
promotion of small businesses (embodied in the Conservative’s vision of the “big society”). 
 
2. Increased governmental regulation of cannabis 
 
In our current situation, the UK government has very little to no influence over the narcotics industry 
short of making a phenomenal amount of arrests. This is due to the obvious fact that drug dealers have 
very little respect for the law and as such the narcotics industry has no minimum purchase age, no 
quality control (cannabis can and often is laced with dangerous substances such as melted plastic 
bags, or more worryingly cocaine) and rather than being sold by shop keepers can often be sold by 
common thugs (It is worth noting that cannabis is often a major income source for criminal gangs). 
By legalising cannabis, the UK government can ensure that it is properly regulated with the inclusion 
of a minimum age, defined areas where substance use is acceptable and the profits raised go to honest 
businesses rather than dangerous gangs. Such measures can help to ensure that cannabis is enjoyed in 
a far more socially responsible manner. 
 
3. Use in medical applications 
 
Cannabis is largely recognised by professional bodies within the medical industry as a very powerful 
pain killer and a vital aid in the fight against several known diseases. As a simple sign of compassion 
to those that needlessly suffer, cannabis should be at the very least legal in a medical capacity to 
hugely raise the quality of life for numerous patients within the UK. 
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I realise that many of the above comments may seem rather unsubstantiated without powerful facts 
and figures to back them up and that is the reason why I have provided links for you which should 
contain the necessary statistics you need to inform yourself of the above issues.1 
 
Furthermore, the current secretive nature of UK institutions regarding drugs  has led to a fundamental 
lack of understanding of the key issues involved in this debate. Such that the UK populace can make a 
more balanced decision on this current debate I strongly suggest that the UK government ceases in 
flouting inaccurate propaganda on this issue which is clearly compounding this issue and instead have 
a mature and open discussion on what is a very serious issue. 
 
I would like to thank you for the invite to join in this discussion and hope my response is received 
with an open mind and a mutual willingness to tackle what has been a serious issue in UK society for 
a long time. 
 
January 2012 

                                                      
1 http://www.soros.org/initiatives/drugpolicy/articles_publications/publications/drug-policy-in-portugal-
20110829 
http://www.idmu.co.uk/taxing-the-uk-drugs-market.htm 
http://norml.org/component/zoo/category/recent-research-on-medical-marijuana 
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Written evidence submitted by Jonathan Ford (DP119) 
 
Introduction 
 
1) This is my submission to the Home Affairs committee on Drugs Policy 
 
I am Jonathan Ford I am a working man who has held a variety of responsible positions including 
Civil Servant and Ships Captain. I am writing this submission mainly in regard to much needed 
reform of legislation in relation to possession of Cannabis. However I do feel that the reforms I 
suggest would lead to much reduced usage of harmful drugs such as Heroin Cocaine and Alcohol. 
 
Summary 
 
2) Current policy is a financial and social disaster leading to huge problems with criminality, poor 
health and gang violence. Policies of taxation and regulation would be far more effective from every 
angle. 
 
Is present policy fiscally responsible? 
 
3) I believe that the current policy is not at all financially responsible and is a contributing factor to 
the current poor state of the U.K. economy. The IDMU report “Taxing the UK Cannabis Market” 
shows quite clearly that the economy could be £6.7 Billion better off with a 'tax and regulate' policy in 
place.   
 
Is policy grounded in science, health, security and human rights? 
 
4) Although current policy seems to be flying in the face of strong scientific evidence, I think that all 
that needs to be done is for the government to start heeding the advice of the ACMD rather than 
sacking people it disagrees with. Even the slow moving NHS are beginning to realise this with their 
report “A summary of the health harms of drugs”. This report shows how the health harms of 
cannabis are far below the harms caused by just about all other drugs used for recreational purposes, 
both the illegal ones like Heroin and the legal ones like Tobacco. It shows that Cannabis is markedly 
safer than many popular over the counter products, such as 'Red Bull' which are not even commonly 
regarded as drugs. 
 
5) There is now a huge body of irrefutable evidence showing the effectiveness of Cannabis as a 
medicine and with the discovery, in recent years, of the Endocannabinoid System within our bodies it 
seems that Cannabis was designed specifically for us to use for the treatment of a huge number of 
illnesses including so many   There are now literally hundreds of peer reviewed, scientific studies that 
prove the efficacy of cannabis in the treatment of MS, Crohn’s disease, fibromyalgia, muscular spasm 
and a host of others. The U.S. organisation NORML has issued a report “Emerging Clinical 
Applications For Cannabis & Cannabinoids. A Review of the Recent Scientific Literature, 2000 — 
2011″ which clearly puts all this across. 
 
6) I myself suffer from internal muscular spasms that, apart from being extremely painful, render me 
immobile and unable to move. I have on occasion been able to use proper medical Cannabis and the 
effect it had on releasing my muscular spasm was so pronounced that I was even able to do some 
sparring at the local gym so I can personally testify to its effectiveness.  
 
The criteria used by the Government to measure the efficacy of its drug policies 
 
7) Unfortunately the Government seem to be paying far too much attention to the Gutter Press when 
formulating policy and measuring it's effects. I feel also that the quality of advice received from the 
ACMD could well drop with current procedure of replacing independent minded advisers with 'Yes 
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Men'. You should be listening more to people like Professor Les Iversen, a true academic, than to self-
appointed "experts" like Mary Bell. 
 
8) The IDMU report "Taxing the UK Cannabis Market”, that I mentioned previously, also shows that 
current policy is costing the U.K. £500 million per annum in legal system costs alone, I feel that this 
huge amount of resources could be put to much better use, we could even have Police patrols back on 
the street.  
 
The cost effectiveness of different policies to reduce drug usage 
 
9) The huge sums currently going to prop up prohibition are currently going to waste. The policies 
followed in many other countries such as Holland and Portugal are producing much better results with 
much reduced use of Heroin etc. One of the big arguments put forward for prohibitionist is that it 
"protects the youngsters" however this seems not to have been borne out in practice. It is in the area of 
supply to youngsters and children that the prohibition of cannabis has been most destructive. Under 
the current regime anyone, of any age, may purchase cannabis so long as they have the cash. In 
countries with a more enlightened approach, such as the Netherlands, there are provisions for legally 
supplying cannabis to mature adults. Anyone who looks like they may be under-age will be asked for 
I.D. before any transaction can be made. Add to this the factor that a regulated cannabis trade sells 
ONLY cannabis and does not try to trick its customers into buying heroin etc as happens so often in 
the U.K. the result of this is that in Holland, for example, the underage use of cannabis is much lower 
than the U.K. and the use of heroin in all age groups is far less. Cannabis use in adults is about level 
with the U.K. but those adults get a healthy well produced product with none of the poisonous bulking 
agents used by unscrupulous dealers in the U.K. 
 
The extent to which public health considerations should play a leading role in developing drugs 
policy 
 
10) Health really should be the prime consideration when developing drugs policy. The overwhelming 
evidence is now that Cannabis is by far the safest intoxicant to use recreationally, including all the 
drugs both legal and illegal Current policies affect people's health disastrously with poorly produced 
contaminated Cannabis often being used and this can potentially do a lot of harm. The NHS itself 
would benefit immensely if people were allowed to use Cannabis and grow it for themselves, with 
obvious benefits both for the patients using the Cannabis and other patients who would benefit from 
the freed-up resources 
 
The relationship between drug and alcohol abuse 
 
11) These are one and the same thing, Alcohol, or to be more precise Ethyl Alcohol, being one of the 
most addictive and poisonous drugs available. 
 
The comparative harm and cost of legal and illegal drugs 
 
12) These oft-used terms are, in fact, quite misleading: it is not the Cannabis that is illegal, it is the act 
of possessing it or selling it. If someone were to blow Cannabis smoke in you face and you breathed it 
in you would not be breaking the law. It really is quite obvious that the personal and social harms 
caused by the legal-to-possess Alcohol than the illegal-to-possess Cannabis  so I would like to know 
why Alcohol (and tobacco) are not controlled under the Misuse of Drugs Act 1971. 
 
The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to 
deal with new substances 
 
13) These new 'legal highs’ are purely a product of prohibition and will disappear just as soon as we 
return to a more sensible approach. Synthetic Cannabinoids, manufactured to avoid the laws against 
Cannabis are proving far more harmful than Cannabis itself, I can personally confirm this as, out of 
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desperation, I tried a packet of some of this synthetic Cannabis, it did not have the required effect on 
my muscular spasms and made me feel sick. 
 
The links between drugs, organised crime and terrorism 
 
14) The current laws have given the huge market of Cannabis directly into the hands of gangsters, 
giving them a huge revenue of £6 B upwards, which goes very often into activities very harmful to 
society such as terrorism. The present situation is untenable with huge numbers of people suffering 
because of the violence and gang warfare caused by prohibition. The huge black market has led to the 
modern phenomenon of indoor grow houses where the equipment is often poorly installed with fires 
occurring, the gangs use slave labour to tend the farms. I feel it would be far better to have this market 
legitimised so that the country as a whole will benefit.  
 
15) I would like to see more heed being paid to the recommendations of the Select Committee in 2002 
(The Government’s Drugs Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 
2010 Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–
10). 
 
16) We really need to take long hard look at what the situation has become through prohibition. The 
U.K. can genuinely turn the corner and go forward to a brighter, happier and more affluent society 
once we turn our back on the disastrous policy of prohibition. I look forward to, one day, applying for 
a job at the newly created DOCRE (Department OF Cannabis Regulation). 
 
January 2012 
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Written evidence submitted by Europe Against Drugs (DP121) 
 
About Europe Against Drugs 
Europe against Drugs (EURAD) is a European non-profit drug policy Foundation that advocates a 
prevention and recovery oriented drug policy at national and international level. EURAD is a 
registered foundation based in the Netherlands, with an office in Brussels. We have 50 affiliate 
organisations from across Europe and beyond1.  
 
EURAD attends the European Civil Society Forum on Drugs, alongside partners in the UK and we are 
members of the Council of Europe’s Conference of International NGO’s and the Vienna NGO 
Committee. 
 
The extent to which the Government’s 2010 Drug Strategy is a ‘fiscally’ responsible policy with 
strategies grounded in science, health, security and human rights  
 

1. In relation to fiscally responsible policies, labelled public expenditure on drugs in the United 
Kingdom is estimated to be around €1.5 billion (£1.3 billion) per annum. This is in 
comparison to the estimated economic and social costs of Class A drug use in England and 
Wales combined, which are estimated to have been around €22.2 billion (£15.4bn) in 2003/04 
and estimated €5.1 billion (£3.5bn) in Scotland for the year 2006 (EMCDDA, 2011)2. 

 
2. In relation to science and research, EURAD would like to highlight research which has been 

published since the last Drug Strategy in 2010. All of the below sources of information were 
contained within the most recent UK National Report to the European Monitoring Centre on 
Drugs and Drug Addiction (EMCDDA, 2011).  

 
a)   In England and Wales, prevalence of last year use of drugs was fairly stable at around 

12% from 1996 to 2003/04, decreased to about 10% in 2007/08 and has continued to 
decrease since. In 2009/10 for adults aged 16 to 59 years old in England and Wales, 
reported last year drug use was at the lowest level (8.6%) since the British Crime 
Survey first asked questions on drug use in 1996. 

b)   For the 16-59 year old age group, in 2009/10, 2.6% of females used any drug in the 
last month however 7.3% of men used a drug in the last month, showing the need for 
the UK to specifically target men in relation to prevention and treatment interventions. 

c)   In England, for which the longest time series are available, drug use has fallen since 
2001 overall, and among both boys and girls. 

d)   In 2010, Hoare & Moon found that the characteristics which were most likely to 
determine drug use were age (those aged 16-19 most affected), gender (men more 
affected), frequency of alcohol consumption and marital status (married adults were 
statistically less likely to have used drugs in the last year). Other factors which played 
a role were found to be having a long-term illness, frequency of nightclub and pub 
visits and housing tenure. EURAD encourages the UK government to build these 
factors into their drugs strategy. 

e)    In terms of the school and youth population, unemployment (Princes Trust, 20103) 
and parental attitudes towards alcohol and drug use (Miller et al, 20104) have been 
seen to play a role in drug use  

                                                 
1 More information is available on EURAD from www.eurad.net 
2 EMCDDA (2011) 2010 National Report to the EMCDDA by the Reitox Focal Point. United Kingdom. 
Accessed and available for download at: http://www.emcdda.europa.eu/html.cfm/index142583EN.html  
3 Princes Trust (2010) in: EMCDDA (2011) 2010 National Report to the EMCDDA by the Reitox Focal Point. 
United Kingdom. Accessed and available for download at: 
http://www.emcdda.europa.eu/html.cfm/index142583EN.html 
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The independence and quality of expert advice which is being given to the government 
 

3. EURAD is concerned by the reference to the Global Commission on Drug Policy in the Home 
Affairs Committee’s public call for evidence into this inquiry. The report published by the 
Global Commission on Drug Policy group in 20115, is clear in its’ call to “encourage 
experimentation by governments with models of legal regulation”, particularly in relation to 
cannabis. EURAD members do not support this policy objective.  
 

The extent to which public health considerations should play a leading role in developing drugs 
policy 
 

4. Public health should be seen as one stream of a fully comprehensive drug policy, which 
should include comprehensive prevention programmes in order to reduce drug use uptake.  

 
The relationship between drug and alcohol abuse 
Polydrug use, including the combination of illicit drugs with alcohol, and sometimes, medicines and 
non-controlled substances, has become the dominant pattern of drug use in Europe (EMCDDA, 
20116). As frequency of alcohol use is recognized as a characteristic of young people who use illicit 
drugs (See 2.d), therefore drug and alcohol strategies should not be seen in isolation of one another. 
 
The comparative harm and cost of legal and illegal drugs 
EURAD believes that the widespread harm caused by substances such as alcohol or tobacco should 
not be used as a reason to legalise potentially other dangerous substances. 
 
The availability of legal highs and the challenges associated with adapting the legal framework 
to deal with new substances 
EURAD would like to direct the Home Affairs Committee to the work carried out by the EMCDDA 
on new psychoactive substances7. EMCDDA have also carried out analyses of the online presence of 
‘legal high shops’ and found the UK to have a surge of these types of shops in 2011, compared to 
20108. 
  
January 2012 

                                                                                                                                                         
4 Miller et al (2010) in: EMCDDA (2011) 2010 National Report to the EMCDDA by the Reitox Focal Point. 
United Kingdom. Accessed and available for download at: 
http://www.emcdda.europa.eu/html.cfm/index142583EN.html 
5 Global Commission on Drug Policy (2011). Global Commission on Drug Policy Report. Accessed at: 
http://www.globalcommissionondrugs.org/Report  

6 EMCDDA (2011). 2011 Annual report on the state of the drugs problem in Europe. Accessed at: 
http://www.emcdda.europa.eu/publications/annual-report/2011  
7 A range of information can be gathered from: http://www.emcdda.europa.eu/activities/action-on-new-drugs  
8 Information can be found at: http://www.emcdda.europa.eu/online/annual-report/2011/library/fig20  
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Written evidence submitted by Berkshire Cannabis Community (DP122) 
 
The content of this document exclusively discusses cannabis, and the urgent reclassification system that our 
government will need to implement. 
 
Other substances that are currently prohibited, are not discussed in this contribution, it could be the duty of 
the recipient to acknowledge whether any of these principles are applicable to other substances. 
 
Detailed responses to each point have been provided, whilst reading please remain aware of our core 
purposes for writing this:- 
 
-To help and support our government, in bringing forward a more responsible strategy towards cannabis use 
in the UK.   
 
-To re-affirm that the truth about our natural cure, and the harm caused by its suppression, will become an 
exponentially increasing burden on our politicians who reject honest help and continue to propagate 
unfounded lies. 
 
Further information can be provided upon request. 
 
1. The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with strategies 
grounded in science, health, security and human rights’ in line with the recent recommendation by the 
Global Commission on Drug Policy 
 
Fiscal responsibility 
It is not fiscally responsible for anyone deemed a decision maker in this country, especially when making 
enforced legal acts and statutes, that could (and do) ruin peoples futures, to continue to push a multi billion 
pound industry into criminal markets, this is not fiscally responsible. 
 
-Allow true fiscal responsibility, create honest, regulated industry and tax contributions from an inevitable 
and continuous activity. 
 
Grounded in science or health?  
The evidence has been and will be presented, time and time again, to prove that cannabis is a highly capable 
medical substance. 
 
The issues at hand seem to reside in how accurately that information is portrayed to the public. 
Those who are fighting to maintain the status quo, seek to suppress and bias any true science that is found.  
Experiments are only funded if they seek to prove harm from cannabis, instead of benefit. 
Cannabis cures cancer, helps with AIDS, MS, Alzheimers, Bipolar disorder, and countless other conditions. 
 
The current limitations imposed on the lives of medical cannabis patients in the UK, is unacceptable, and 
must be changed this year.   
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The citizens of this country deserve to be told the truth about cannabis, they deserve to be told publicly by 
our authorities, that the cure and benefit to cancer amongst numerous other illnesses and disabilities.  These 
people deserve, and demand to be told the truth about the science rather than supporting blatantly biased, if 
not completely false information. 
 
Human rights and Security 
The UK government and it’s current drug strategy, does not consider the true damage that is a result of 
substance prohibition, once the policies are amended accordingly to embrace the population as a whole, and 
not stigmatize groups of individuals that they do not agree with.  Only then will they realize true fiscal 
responsibility.  With the new regulated cannabis policy, they will see new contributions to the system, from 
the very groups of people they were imprisoning previously. 
 
What is the true cost of the war on drugs?  Peoples futures, you choose to turn them into a prisoner, and use 
taxpayers money to keep them out of society.  We would choose for them to become taxpayers.  We would 
allow them to meet the demands for such an obvious and prevalent market.    
 
The consideration by the government for our public security and human rights, currently seems ignored. 
 
With regard to our human rights, the government has a lot of work to do to repair the damage to real human 
beings, which they are creating and advocating by supporting prohibition.  It is disgusting how the police 
could be instructed in such a manner against human rights. 
 
In conclusion, and in answer to the first point, the governments current drug prohibition strategy fails on all 
accounts. 
 
The unjust prohibition of my medicine, forces me to be a criminal, the financial implications of obtaining 
this medicine causes huge problems, anxieties and pressures in my life. 
 
 
 2.  The criteria used by the Government to measure the efficacy of its drug policies 
 
The drug policy for cannabis prohibition does not work, we are told lies by our government in order to 
maintain a justification for this unjust discrimination.  The reasons that we are given for keeping cannabis 
illegal are wildly exaggerated and falsified, as the real reasons for prohibition would expose the real 
perpetrators.  
 
 Pharmaceutical (patent for profit meds) 
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 Alcohol (industry for escapism – altering consciousness) 
 
 Balance of wealth amongst industry sectors / investors. 
 
Tobacco  
(If someone chose to smoke, what would they choose to smoke?) 
-Something that causes cancer, or something that cures cancer? 
-Something that kills, or something that doesn’t kill? 
-Tobacco causes serious health implications, and yet our government let it through, poisons are 
intentionally added. 
 
In conclusion to the point, the government does not convey a transparent reasoning for its drug policy.  As 
the policies cause more harm than good, it is also not clear how or why the efficacy of this policy could be 
measured or proven in any way successful..  
 
3.  The independence and quality of expert advice which is being given to the government 
 
The patient or participant will tell you what is right for them, thousands of people are giving testimonials 
for the medical efficacy of cannabis.  So, to what extent is qualification and certification of medical 
expertise even relevant?  These people live with their conditions every day, allow them autonomy of choice 
with their symptom management, and allow their results and studies to form the ‘expert’ findings of 
tomorrow. 
 
In respecting the autonomy of patients healing methods, refer to. 
 
Paragraph 5.9 – House of Lords report 
http://www.publications.parliament.uk/pa/ld199798/ldselect/ldsctech/151/15106.htm 
 
Money talks 
 
Information bias exists exponentially within today’s corporate society, the side with the economic voice to 
protect strives to suppress truth in favour of it’s own practices and interests.  The population of each and 
every country can clearly see where our government supports such mis-information.  We see clearly the lies 
that get propagated about drugs in order to control our actions, to sway us from cannabis to alcohol.  To 
sway us from cannabis to tobacco.  We see where the harm really lies, and we consistently lose respect for 
any government that lies to us in order to maintain existing and more harmful industries. 
We lose respect for any government that acts with injustice against the people because of what they have 
been told by an economic voice. 
 
INDEPENDENT AND EXPERT DRUG ADVICE (don’t talk to frank) 
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1.Treat cannabis as a medicine, and from those willing to take it, review objectively its ratio of benefit to 
harm.  
 
2.Always read the label.  Due to the variety amongst cannabis plants and cultivation environments, 
understanding which strain type works well for you or will give a desired and predicted effect, is essential 
to guarantee the safety of the educated and autonomous public, . 
It is the governments responsibility to allow the safest possible access to chosen medication methods. 
The new, legal and taxable cannabis markets, will guarentee their market share, by implementing a 
substance categorization system (and guaranteed public safety) that the illegal market cannot match. 
 
Label effects,  
(sativa and indica for example, could have very opposite effects),  
 
 
3.For those wishing to take part in the cannabis industry at any level, even just occasionally, recreationally 
or socially, or even growing their own plants to provide for themselves, they do so through personal choice, 
and can opt out at any time. 
 
4.To reduce ‘public harm’ the government should perhaps address the peer pressures involved in all social 
consumption of consciousness altering substances.  This is extremely problematic for working people who 
go out drinking together, and see competition in their drinking efforts.   
 
 
4.  Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have 
 
If police were in fact keeping people safe as a primary function, rather than trying to profit from loopholes 
in substance management.  They wouldn’t need to give their time to 99/100 people using cannabis because 
cannabis promotes peace. 
If the police sought to keep the peace, rather than impose unnecessary force, the world would become a 
much better, safer place. 
Police time can easily be applied elsewhere. 
 
Re-allocate police time to supporting the peace of the community, instead of profiting from ruining peaceful 
peoples lives. 
 
 
5.  The cost effectiveness of different policies to reduce drug usage 
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What if decriminalization, legalization and free choice was the best strategy to reduce usage?  As was seen 
in Portugal? 
 
 
Why would you seek to implement policies of reducing a market? 
Most markets aim to increase consumption of goods.. 
-Because of the perceived ratio of harm to benefit, on health? 
-Because of the subsequent impact on the public health service as a result? 
 
The government does not need to control by force a reduction in substance use, it just needs to educate 
honestly about all substances.   
Honesty will build respect from the people, and they are more likely to make decisions based on the advice 
given to them if they know it to be true and untainted by profit incentive. 
 
The cost effectiveness of any policy that seeks to suppress the inevitable, is an empty game and definitely 
wasteful. 
 
Divert all costs spent on the war on drugs, to offer real education.   
 
Do not seek to reduce drug usage, seek to repair the environment and societal structure that causes escapism 
to be such a prevalent aspect of life. 
 
Seek to repair the damage that surrounds the war on drugs, seek to remove all criminal funding by making 
all substances available. 
 
Reduce crime by reducing scarcity. 
 
Allow people to grow their own medication. 
 
6.  The extent to which public health considerations should play a leading role in developing drugs 
policy 
 
-Urgent medical access for patients, matter for immediate regulation change. 
-Stop making patients criminals, give them a choice to heal. 
 
Currently the truth about cannabis and it’s health benefits, is being hidden by mainstream media sources, 
yet everybody knows it heals. 
 
The lies that have been paid for, become ever more apparent. 
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Public health considerations should be the leading role in developing all policy. 
-The negative impact on public health when our government stigmatizes and lies about groups within its 
own country. 
-The negative impact on public health and national stability when we feel we can no longer trust our 
government because we see them openly lie to us. 
 
7.  The relationship between drug and alcohol abuse 
 
Alcohol is a drug, people don’t like to admit it, but it clearly is. 
 
A more appropriate question would be, the relationship between prohibited and legal methods of drug 
abuse. 
 
Escapism (to the extent of abuse) in any form is the result of an environment that has been based on an 
inferior social/economic/political/legal structure.  If we fixed the fundamental environmental imbalances 
within our systems, problematic abuse would be limited and completely chosen. 
 
Drug abuse in the form of alcohol abuse often results in abhorrent behavior and arrests being made.  The 
city centers and weekend nightlife cause a huge amount more public harm than public cannabis evenings… 
Drug abuse in the form of cannabis abuse, can often result in a more peaceful state, the only arrests are 
caused by prohibition and not by resulting intoxicated behavior. 
 
 
Abuse of a substance may be the result of free choice or some type of dependance/addiction.  The 
addictiveness of a substance can only ever be measured with the addiction susceptibility of the person. 
Our current system stigmatizes people who are different, if instead it offered unconditional support, then 
these people could be helped, and work with others to resolve their problems. 
When we can work together in solving the problems that society gives us, we will reduce problematic 
behaivour. 
 
 
Caffiene is also a drug which people abuse daily… 
Tobacco is also a drug which people abuse daily… 
 
 
8.  The comparative harm and cost of legal and illegal drugs 
 
197,000 EU patients die from ADR’s each year (adverse drug reactions) to prescription medications. 
0 EU patients (or global patients) die of an ADR to cannabis. 
The cost of the never ending drug war, is greater than money, it is people’s lives and futures.   
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The cost of suffering through illness when a beneficial, natural cure could be available, is a cost that every 
pro drug war politician should be ashamed of charging to the public. 
 
 
Politicians who support the prohibition of cannabis, are imposing a cost that they cannot afford to pay. 
The amount of suffering that our communities of disabled, sick or simply autonomous people are forced to 
endure because of our governments outdated regulations, puts strain not only on their risks in criminality, 
but also causes rifts and arguments in family relationships due to the dishonesty propagated by ‘war on 
drugs’ prohibitionists. 
 
-The negative impact on the coherence and well being of our families, as we experience prejudice, 
opposition and argument amongst our otherwise agreeable peaceful groups, as some still blindly accept the 
governments lies about cannabis, and others know the truth. 
 
 
 
9.  The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to 
Public Health England and how this will affect the provision of treatment 
 
Further funding for substance misuse workshops, education or clinics would be made available through 
taxing and regulating those very substances, rather than letting the billions go to criminal markets. 
 
 
10.  The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
 
Are you seeking to control legal access to substances or drugs? 
To what extent do the authorities have to enforce health decisions, and to what extent should they just 
advise? 
 
Adapting legal frameworks to cover every substance apart from alcohol and pharmaceutical? 
 
Alcohol is the biggest legal high, the only rule seems to be supply and demand.  All other drugs are also 
bound by the laws of supply and demand, these laws over-rule legal acts and statutes.   
 
The war on drugs, will never be won by force.  It will be won by freedom of choice, compassion, and 
education. 
 
If our government adopts the attitude of racing to prohibit substances, before they race to educate 
everybody impartially, then nobody listens to them when they talk about drugs anyway. 
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11.  The links between drugs, organised crime and terrorism 
 
The only link between the drug industry and crime/terrorism, is PROHIBITION. 
 
Politicians force this commerce to take place in illegal and unregulated markets.  The activities that this 
commerce has the potential to fund, is limitless in variety.  Making all drugs safely and legally accessible, 
purchasable through taxed systems, would regulate which registered businesses were operating, and how 
they operate.  If the project was for distribution, what the money was for, only so far as anybody earning 
money has the potential to fund terrorism? 
 
 
12.  Whether the UK is supporting its global partners effectively and what changes may occur 
with the introduction of the national crime agency 
 
 
The responsibility that ‘the UK’ give to their political spokesmen,  is one of maintaining a manageable 
situation for all its members, while also supporting global partners second. 
 
The term ‘crime’ has become distorted, and the focus of police time should be given to reducing public 
harm rather than penalizing individuals for their consumption choices. 
Organized crime will occur for as long as it is deemed a crime to grow a plant of a certain species, and 
choose to benefit from its attributes. 
 
If the primary intent of our system of legal force is to reduce harmful behavior, rather than to maintain a 
market for it, at the taxpayers expenditure, then the legal system should seek to educate rather than simply 
cause further suffering. 
 
13.  Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It 
Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting 
crime: the case for justice reinvestment, HC 94, 2009–10).” 
 
 
The drugs dilemma, is a message. 
The public create the demand for any substance they choose to consume. 
No amount of enforcement can change free will. 
Focus on true, balanced education about the pros:cons of taking drugs, let the public choose, and create 
safe, crime free environments for them to do so, focusing on reducing unwanted public harm. 
 
 
Focus on bringing to reality a stable economy for all classes of people, so that our lives and societies don’t 
revolve on stress and ways to escape from that stress. 
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-The root causes of escapism are what need to be addressed in order to tackle what our governments see as 
a dilemma. 
 
Ideas for tackling the dilemma of escapism: 
-Reduction of crime through balancing the economic stresses of society.   
-Freedom of the population from national debts, caused by an inherently flawed system of interest based 
and fractional reserve based banking. 
-Stop propagating messages of competition within working classes, and adapt to new economic models that 
will help people to work peacefully together, and to serve people as a collective team (globally). 
 
 
The governments drug policy is not working, that is a fact, proven in evidence. 
-The consumption of cannabis across the population, and availability of cannabis in every town or city, 
proves that the policy does not remove ‘the problem’. 
 
Under current and unjust prohibition laws, cutting crime is a different purpose to efficiently managing 
inevitable human behaviours, given the failing economic environment and structure of life for many.   
 
The current drugs policy is based on a monopoly, corporate interests who could not exclusively and 
greedily control or patent a natural lifeform.   
 
 
 
A message to the forces, the pro ‘war on drugs’ campaigners, politicians, and corporate interests. 
 
-To get the country to live exclusively by your rules you need to be on the side of true justice.  In your close 
minded proposal of force, and fear of force as a solution to the management of our needs.  You will never 
succeed in your purpose.   
 
-Act in peace, teach peace to the world, and the world will follow. 
-Act with force, teach force as the solution to a problem, and the world will follow. 
-Practice what you preach – create peaceful and safe societies. 
 
-As a police force, and regulatory system of peoples actions within reasonable safety, and social harmony 
with one another, you create your own market. 
-Actual solutions that completed your goals of reducing all crime down to zero, would see you out of a job, 
your true purpose is to create enough peace to be able to liberate yourselves as heroes.   
 
-You maintain your own market of crime, by teaching force. 
-You maintain suffering within peoples lives by maintaining your lies and propaganda, every time you deny 
the safety and medical efficacy of cannabis. 
 
 
 
 
Key points 
-Decriminalization, Legalisation, Tax and regulate multi billion pound cannabis industry.   
-Re-assign police efforts to more serious issues, such as actual public safety, maintaining peace, and 
resorting to force as a last resort. 
-True justice through education. 
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-Decriminalize drugs, educate honestly, allow people to make their own autonomous choice based on facts 
not bias.  
 
Operation : Tax and regulate inevitable industry activity. 
As per supply:demand, with which it is evident that many, many people have already been voting for 
cannabis as an industry. 
 
 
 
 
Management of danger/harm/risk 
A look into how we as a population manage some other potentially dangerous or harmful items/substances, 
and how we resolve the problems surrounding them. 
 
To what extent do governments need to intervene as they do with cannabis, and to what extent is it their 
duty to help us by reducing harm and educating us? 
 
 
After all, cars are dangerous, we don’t ban them. 
Aeroplanes are dangerous, harmful sometimes fatal, we don’t ban them, we accept the risk, and trust the 
engineering. 
Flights of stairs are dangerous, we don’t ban them, we put up a handrail. 
Fast food is not good for health, we don’t ban it, we try to educate people about food choices. 
Sex can have undesired consequences, we don’t ban sex. 
 
The prohibition of something such as aeroplanes, cannabis or a flight of stairs, is a ridiculous proposal.  We 
can only aim for honest education and harm reduction, people will make their own choices. 
 
Force vs Education 
In all human activity, threat of force is a primitive way to try to obtain order, control and uniformity.  
Education is the only way to channel us all toward the successes we desire for ourselves, and one another. 
 
We do not need enforcement of control over us for issues such as drugs, we do not need intervention of 
force into an otherwise peaceful industry. 
 
The authors of this work can be referred to as “Berkshire Cannabis Community” when referencing its 
content.  
 
January 2012 
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Written evidence submitted by Michael Williams (DP123) 
 
1. Introduction:. I am a regular cannabis user and would like to address the current drugs policy with 
regards to cannabis. I am doing so as in the past I have received cautions / convictions for possessing 
and horticulture / production of said drug and feel that I have been unfairly treated due to the nature of 
the current drugs policy. I have only been smoking cannabis regularly for about a decade since I left 
the Armed forces where I worked as a Radio telegraphist in the Royal Signals regiment. 
  
2. Is present policy fiscally responsible?  
  
I believe the current policy on drugs is irresponsible due to the amount of time and money wasted 
through the judicial system and due to the amount of police resources it currently demands, after 
reading numerous quotes from magistrates about how 50% of the current case loads each day are 
dealing with people being prosecuted for producing their own cannabis, apart from the fact that most 
of the equipment and seeds paraphernalia etc has been purchased completely legally and often there 
are no victims in the majority of these cases, millions of our hard earned taxes go towards gathering 
evidence and paying to put people behind bars at an even greater cost to the public purse for no other 
reason than to keep up the pretence that cannabis is a harmful drug and is dangerous to society, even 
the according to hospital admission statistics it is less dangerous than peanuts for example and has 
certainly never killed anybody. In times of austerity measures such as ours, surely the money wasted 
on these causes would be better spent on improving the NHS or providing training for the millions of 
unemployed, as well as the money that is wasted I believe the money that could be raised if cannabis 
were to be taxed and regulated as is with alcohol instead is being gifted to organised crime gangs, who 
not only use the profit to fund more criminal activity but quite often churn out a low standard of 
product causing further instances of a danger to public health far more dangerous than naturally 
cultivated organic cannabis itself. A recent report by the IDMU,  Taxing the UK Cannabis Market and 
it’s conclusions.1  It is the most up to date, authoritative evidence available conclusively shows how 
much revenue we are literally gifting to the criminal underworld due to our own ignorance. 
  
3. Is policy grounded in science, health, security and human rights? 
  
After many hours of research often leading to frustration and more questions rather than answers I am 
led to believe that the opposite may be true, if it were based on science, health and security then there 
would be no need for me to send this email, as far as science is concerned many recent and previous 
investigations into the effect upon an individual as well as a society has been undoubtedly proven to 
be less harmful than alcohol, tobacco and even energy drinks. Even as far back as "The Wooton report 
- 1969" the investigation before the "Misuse of drugs act - 1971" it was suggested that the law and its 
penalties for possession where far more damaging than the actual consumption of the drug itself and 
still over 40 years later and many reviews the government has refused to take heed of the advice of its 
own experts employed by the government unless that advice agrees with the politicians own personal 
misguided views which it often doesn't and so is ignored. As far as health and security are concerned 
an ever growing library of research proving cannabis to be much less dangerous than many common 
prescription drugs and alcohol and tobacco but still nothing is done to reclassify these? All of this can 
only lead to what we currently have an abomination of human rights on the grandest scale, many 
years ago I was deemed worthy enough to protect our country as well as handling classified and 
sensitive information but when it comes to making a decision on what drugs I am allowed to consume 
even if they are none toxic and do no harm to others it seems I am not deemed responsible enough for 
that decision. 
  
4. The criteria used by the Government to measure the efficacy of its drug policies 
  
I think politicians can cherry pick whatever statistics they like even though there has been no clear 
signs that the cannabis problem shows no sign of disappearing now that people can educate 
                                                      
1 http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 
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themselves a lot easier due to an increase in information due to internet access but I do not think 
current statistics are a true reflection of the situation here in the UK at the moment, mainly due to the 
fact that people although often open to friends and family but when it comes to talking to figures of 
authority often a feeling of paranoia due to the illegality of the subject no matter how hypercritical the 
current laws may be, the only way to reconcile this would be to educate people in an unbiased way 
whilst explaining the importance of being earnest about the subject, but a rethink is definitely needed 
in the way we measure our success on the subject. 
  
5. The independence and quality of expert advice which is being given to the government 
  
I think the quality of advice from places such as the ACMD is of the highest quality but expansion 
and more research and clinical trials are needed using people who are willing to participate and are 
currently using cannabis to treat a number of problems, I think people who use cannabis instead of 
quite often aggressive and dangerous prescription drugs should be championed and allowed to state 
their case without fear of reprisal for doing so, but most of all I believe the Government should listen 
to their own advisors and follow the example set by other countries with successful drug policies in 
place such as Portugal, Switzerland, Holland. Maybe one day we would be able to lead the field in 
this subject rather than continuously lagging behind. 
  
6. The relationship between drug and alcohol abuse 
  
I think this is the point that frustrates me the most so I have forgone some previous points to answer 
this one as I feel I have answered some of the other points in my answers to some of the above 
questions. 
Most people I speak to who have little or no knowledge of or about cannabis quite often forget that 
alcohol is also a drug and when I point out the comparative differences between the two cant seem to 
believe why cannabis is illegal and alcohol isn't. Due to the fact I do not drink anymore myself even 
though having quite a fondness for it since my mid teenage years until roughly my mid twenties I am 
increasingly amazed by the ignorance most people have on the subject, the more I learn about the 
dangers and harms caused by alcohol and the millions of lives that could be saved each year if only 
people where educated truthfully and protected through new laws such as raising the minimum price 
per unit as well being given the chance to opt for another less harmful drug without fear of breaking 
the law such as cannabis would be if the current policies were reformed we could have a much better 
educated society aware of all dangers and how to reduce these with regards to all drugs. If people 
really want to harm themselves they will find a way whether it be through alcohol, tobacco, crack, 
exercise or cannabis but by educating people and providing more services such as counselling at no 
extra cost or threat to current budgets the overall effect of changing current drug policies could only 
be better than the current situation we find ourselves in would it not? 
  
7. The comparative harm and cost of legal and illegal drugs 
  
This will be the last point I would like to comment on as it is the subject I have the biggest gripe with, 
how can cannabis remain illegal whilst tobacco and alcohol remain the opposite, recently Sativex a 
cannabis tincture has been licensed for use in conjunction with a number of ailments and although the 
ingredients and methods involved have changed very little since similar tincture where used years ago 
to also treat a variety of ailments it is being treated as some wonder drug even though it has ridiculous 
production costs and surely goes against the governments current stance that "cannabis has no 
medicinal value". It leads one to believe that the reason this drug has been approved is due to the 
contributions that GW Pharmaceuticals has made to this and the previous governments over the years. 
It almost makes you start to think who benefits more from this the patients or the CEO and 
shareholders of the company? 
  
8. Summary 
  
Even though I have not been able to address as many of the points on this subject as I would have 
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liked to I would like to say that I hope some of the points made by myself and no doubt countless 
others are taken on board this time around concerning drug policy reform, I think as with the subject 
of MP's expenses are concerned, transparency is the key, I will be undertaking further research into 
the vested interest of the current cabinet with the help of FIR and the internet I believe it would be 
helpful to illustrate who in current government has current or previous connections to industries that 
may be endangered if cannabis where to be regulated, such as the Paper, Alcohol, Tobacco, Oil, Big 
Pharma and Energy as I believe this may go some way to explain why some people in our current 
government are happy to keep things the way they are now, unfortunately due to ease of accessing 
information I am hopeful that the public will demand justice to be done on this subject and others and 
to be treated with the respect we deserve, we are no longer as easy to fool as was in the days of 
prohibition and as recent public unrest around the world has shown will not put up with inequality and 
oppression of our freedom to choose. 
  
  
January 2012 
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Written evidence submitted by James McGuigan (DP125) 
 
Executive Summary 
 
The sacking of David Nutt for his scientifically accurate but politically incorrect public comments is 
highlights the heavy politicization of the drug policy debate. The governments followup to this over 
the rush classification of mephedrone appears to be one driven far more by media and political 
considerations rather than clear scientific evidence. 
 
In dealing with the rise of legal highs, I bring forward the story of research chemist Alexander 
Shulgin and the systematic approach he took towards the discovery of hundreds of new psychedelic 
compounds. Next I expand upon the popularization of mephedrone and its roots in the recent MDMA 
drought stemming from the Chinese shutting down a major sassafras factory. Several external reports 
are referenced in the comparison of legal and illegal drugs. 
 
For the criteria measuring drug policy efficacy, I comment on the difference between measuring the 
acts of enforcement vs measuring the underlying social issues the drug war is intended to prevent. I 
further distinguish between the harms caused by the drugs themselves and the harms caused as a 
result of attempting to enforce drug policy. 
 
In regards the effectiveness of drug policy, I bring out a series of statistics to show that the drug laws 
are effectively unenforceable and that continually escalation of the threat of punishment, the 
deterrence effect, is used to compensate for a lack of enforceability. I further highlight how the 
current scale of punishments for drug offences makes it comparable the most serious of crimes against 
another individual, such as rape, murder and grievous bodily harm. 
 
In the section under alternative drug policies, I list a series of reports by Transform and CATO, giving 
special reference to the example of Portugal and their successful policy of complete decriminalization 
since 2001. The only other working alternative is Singapore's draconian policy of a mandatory penalty 
for all significant drug offences.  
 
In closing I make reference to the great depression being the economic trigger for the 1933 repeal of 
alcohol prohibition in the US. I also make a personal recommendation for controlled legalization of 
all drugs. 
 
 About the Author 
 
I am an UK citizen who is personally affected by the current legal framework on illegal drugs. 
 
I am by profession a computer programmer and also a part time student studying towards a second 
undergraduate degree in Physical Science. I am a higher rate tax payer and an upstanding member of 
my local community. With the exception of the laws on illegal drugs I have been an otherwise 
perfectly law abiding citizen and follow a strong ethical code of harm none and do as thou wilt. 
 
I was brought up by my parents to believe that all drugs where taboo and spiritually harmful. In my 
early 20s, after leaving home, I had my first encounter with MDMA and it opened my eyes, this lead 
me to directly question my previous taboos. Slowly over the next couple of years I made a systematic 
enquiry into all forms of psychoactive, psychedelic and ethogenic compounds conducted in tandem 
with deep research into the nature of the mind, spiritual awakening and untapped potential of human 
consciousness. I am a strong believer of cognitive liberty and freedom of thought. 
 
I am a self described psychonaut. In my time have personal ingested almost every drug currently 
scheduled under the law and many others that not yet been scheduled.  
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The process has resulted a long and fulfilling path of self discovery, personal insight, spiritual 
awaking and also been quite fun at times. The nature of the psychedelic experience is that it does not 
allow you to hide from yourself, it forces you to bring to the surface any unresolved issues that you 
have not previously dealt with and forces you to deal with them in the here and now. I do not believe I 
have harmed myself or others through my experimentation, and in fact believe that my range of 
previous experiences in altered states of consciousness have helped to make me a stronger and more 
integrated individual with a unique perspective on life. If approached through knowledge, self 
awareness and responsibility I believe the use of psychoactives can be used as a powerful tool for self 
development. 
 
From a personal perspective, I am tired of having to hide my experiences from the outside world 
outside of my circle of close friends and having to live with the slight paranoia that results from the 
knowledge that my chosen spiritual path makes me a defacto criminal and outlaw according to the 
laws of the land.  
 
In response to your request for evidence relating to the impact of drug policy, I have decided to 
answer a selection of the questions you have posted. Where possible I have attempted to provide 
references to qualified resources and well researched reports in order to back up my statements. 
 
I hope my comments are of assistance to you as part of your enquiry. 
 
In 2009, David Nutt the Chair of the Advisory Council on Misuse of Drugs was sacked for stating 
scientific opinions that where in conflict with the political message that the government wished to 
communicate through drug policy. This triggered off a wave of resignations from many of the other 
members of the committee.1 
 
On 1 April 2010 Eric Carlin also resigned after the announcement that mephedrone would be made 
illegal, saying that the decision by the Home Secretary was "unduly based on media and political 
pressure". He also stated "We had little or no discussion about how our recommendation to classify 
this drug would be likely to impact on young people's behaviour As well as being extremely unhappy 
with how the ACMD operates, I am not prepared to continue to be part of a body which, as its main 
activity, works to facilitate the potential criminalization of increasing numbers of young people." 
 
In regards the criminalization of mephedrone, it appears that there was a large media circus about the 
widespread availability of mephedrone, followed by the two reported deaths of Louis Wainwright and 
Nicholas Smith apparently linked to the drug in March 2010. The government used these deaths to 
rush through the classification of this new substance, within weeks. The government did not even wait 
for the toxicology reports of the two teenagers, which later declared that their deaths were not linked 
to mephedrone and that they had not taken the drug.2 
 
The current government has further removed the requirement for 6 specific scientific disciplines from 
the AMCD, thus reducing the diversity of scientific input into the committee.3 
 
David Nutt's has since formed the Independent Scientific Committee on Drugs, to provide a platform 
for evidence based scientific advice and research into drugs without being restricted by the 
politicization of the drug debate.4 
 
I offer the case of Alexander Shulgin, a brilliant biochemist and psychopharmacologist. He conducted 
systematic research into the Phenethylamine and Tryptamine family of chemicals, discovering 
hundreds of new and unique chemicals, many of which had the capability of crossing the blood-brain 

                                                      
1 www.guardian.co.uk/politics/2009/nov/02/drug-policy-alan-johnson-nutt 
2 www.bbc.co.uk/news/10184803 
3 www.guardian.co.uk/politics/2010/dec/05/government-scientific-advice-drugs-policy 
4 www.drugscience.org.uk/ 
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barrier and causing psychedelic and entheogenic 5effects. He personally taste-tested each of these 
inventions to explore their individual properties on the human psyche. He published his research in 
the form of two autobiographies, named PiHKAL and TiHKAL, which included full details of how to 
chemically synthesize each chemical along with experience reports of the effects of each drug at 
various dosages. His research notes can be found online. 
 
The UK government's reaction to Shulgin's work was the Misuse of Phenethylamines Bill which 
updated the Misuse of Drugs Act 1971 to systematically classify the entire contents of PiHKAL and 
TiHKAL as class A drugs.6 
 
Prior to mephedrone gaining popularity, MDMA was the drug of choice for most clubbers and ravers. 
A couple of years back the Chinese authorities shutdown one of the major factories producing 
sassafras, a precursor for the most common method of synthesizing MDMA. This was the root cause 
of a widespread MDMA shortage in the UK. Piperazines where used as a substitute in many ecstasy 
pills, but it lacks the same effect. 
 
I believe that given the unmet demand for a suitable party drug, various people started searching the 
medical and scientific literature for undiscovered chemicals that they could experiment with and that 
might get them high. There are numerous Chinese API manufacturers who given a chemical formula 
and a recipe will manufacture any unscheduled chemical required. Word of the most favourable 
discoveries slowly spread through word of mouth and variety of social circles until it was finally 
picked up as a story by the mass media. This is to the best of my knowledge the story of how 
mephedrone, ivory wave and the other recently banned "legal highs" came into the public 
consciousness. 
 
In 2006, the UK Science and Technology Select Committee submitted a report to the House of 
Commons entitled "Drug classification: making a hash of it?". The government response while 
accepting many of the smaller points, rejected any significant change to individual drug classification 
levels and the drug classification system as a whole. 7 
 
David Nutt published a detailed scientific report in the Lancet on the relative harms of various drugs 
in our society, entitled "Drug harms in the UK: a multi-criteria decision analysis"8 
 
Casey Harrison, a campaigner for cognitive liberty and a prisoner of the drug war, is currently 
attempting to take the Home Secretary to court regarding her choice to abdicate her power and duty 
under the Misuse of Drugs Act 1971 with regards to alcohol and tobacco control. Treasury Solicitors 
acting for the Secretary of State for the Home Department and the Advisory Council on the Misuse of 
Drugs have successfully requested the High Court grant them an "Extended Civil Restraining Order" 
stopping Casey Hardison's judicial reviews.9 
 
This is an important question. The current policy is based aimed towards prohibition and enforced 
abstinence. Most of the statistics used by the government in terms of drug policy are related to 
measuring drug enforcement, the number of arrests, the economic value of drug seizures, the length of 
sentence used to imprison drug users. Far less focus is given to measuring the underlying harms that 
the drug laws are supposed to be protecting us from. As such, the drug war can be continually 

                                                      
5 www.erowid.org/library/books_online/pihkal/pihkal.shtml 
www.erowid.org/library/books_online/tihkal/tihkal.shtml 
6 www.erowid.org/psychoactives/law/countries/uk/uk_misuse_phen_1.shtml 
7 www.publications.parliament.uk/pa/cm200506/cmselect/cmsctech/1031/1031.pdf 
www.official-documents.gov.uk/document/cm69/6941/6941.pdf 
8 http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2810%2961462- 
6/fulltext#article_upsell 
9 http://www.drugequality.org/hardison_home_office_acmd_jr2.htm 
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escalated, resulting in ever an increasing quantity of measurable enforcement, and declared a success. 
This whilst failing miserably at its stated aim of the total elimination of the availability of drugs. 
 
If enforcement in of itself is not the goal of government drug policy, then the underlying criteria 
should be based around the welfare, health and quality of life of the people of this country. Drug 
policy should be primarily an issue of national health, with a focus on education and harm 
minimization. 
 
It is also important to distinguish the harms caused directly by drugs: - anti-social behaviour 
committed whilst under the influence of drugs 
 

• Addiction 
• long term health issues 
• overdose / death 

 
From the harms caused by the prohibition of drugs: 
 

• harmful adulterants in drugs 
• inconsistent and unreliable dosages 
• HIV through needle sharing (due to restricted availability of clean needles) 
• stealing to fund black market drug prices 

 
Prohibition also causes some secondary social effects, which may be hard to measure  
 

• unwillingness to access medical services, for addiction or overdose 
• social disengagement and avoidance of police due to the criminalization of drug users 
• life consequences for young people receiving a prison sentence and criminal record from drug 

possession 
 
The cost effectiveness of different policies to reduce drug usage 
 
One of the fundamental issues of drug prohibition related policing is that, in practice, the law is 
impossible to systematically and consistently enforce. The result is that the vast majority of drug 
usage goes undetected by the authorities. 
 
Self-reported drug usage in the previous year (2007/08) for the following demographics:10 
 

9.3% of Adults, 16-59 years of age 
21.3% of Young Adults, 16-59 years of age 

 
There were 88,600 arrests for drug offences in 2005/06 (nearest year for stats)  
 
Drug arrests accounted for 88,600 / 1,429,800 = 6.2% of all arrests11 
 
Given a UK working population (age 16-59) of 38 million: 
 

88,600 / 38 million = 0.23% of population arrested for drugs in 2005/06 
9.3% * 38 million = 3,534,000 self reported as violating drugs laws 
88,600 / 3,534,000 = 2.5% police success rate at detecting violation of drug laws 
 

                                                      
10 www.tdpf.org.uk/MediaNews_FactResearchGuide_DrugUsageLevels.htm 
11 www.justice.gov.uk/publications/docs/arrests-for-recorded-crime-englandand-wales.pdf 
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The primary political response to unenforceable laws seems to be a continual escalation of criminal 
penalties in the hopes that the deterrence effect will mitigate for unenforceability. The logic seems to 
be that if the existing penalties fail to deter law breaking, then lets keep increasing them until they do. 
 
The problem now is that the punishment scale accorded to drug use and drug supply are now 
comparable to the most serious offences a person is capable of committing against another individual. 
 
Maximum Custodial Sentences:12 
 

- Supply or Importing of Class A drugs: Life Imprisonment 
- Supply or Importing of Class B or C drugs: 14 years 
- Possession of Class A drugs: 7 years or a fine or both 
- Possession of Class B drugs: 5 years; or a fine or both 
- Possession of Class C drugs: 2 years; or a fine or both 
- Murder: Life Imprisonment 
- Rape: Life Imprisonment 
- Sexual assault: 10 years 
- Sexual activity with a child: 14 years 
- Wounding or Inflicting Grievous Bodily Harm: 5 years 
- Possess Offensive Weapon: 4 years 

 
Even given these currently very high levels of criminal sanctions, the deterrence effect is still 
insufficient to prevent a significant percentage from the population from violating these laws. 
 
It is my personal opinion that the primary effect of harsher drug penalties is simply a greater level of 
secrecy about drug use, especially towards anybody who is not already known a drug user or 
sympathizer, and incredibly so towards anybody who has a connection with authority. Drug use is not 
actually reduced, but simply made less visible. The social outcome of drug policy is similar to that of 
the recently repealed "Don't ask, don't tell" policy regarding homosexuality in the US military. 
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It Working?, 
HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: 
the case for justice reinvestment, HC 94, 2009–10).” 
 
I strongly believe that the current prohibitionist approach is a significant failure, both in terms of its 
own stated goals and in terms of the wider social fallout of the current policy. 
 
Transform have published several reports addressing these issues including:13 
 

- After the War on Drugs: Blueprint for Regulation 
- After the War on Drugs: Options for Control 

 
CATO have released a report "Drug Decriminalization in Portugal: Lessons for Creating Fair and 
Successful Drug Policies". In 2001, Portugal decriminalized the possession of all drugs, and should 
serve as a major case study for the consequences of such a policy choice. From the report it appears 
that drug usage, drug mortality and drug HIV infection have all declined since the advent of 
decriminalization, and the update of public health services for drug treatment has increased.14 
 
It should also be noted that Singapore has undertaken the opposite extreme in drug prohibition, and 
has instituted a mandatory death penalty for the possession, importation or supply of any significant 

                                                      
12 www.cps.gov.uk/legal/s_to_u/sentencing_manual/ 
13 www.tdpf.org.uk/AboutUs_Publications.htm 
14 www.cato.org/pubs/wtpapers/greenwald_whitepaper.pdf 
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quantity of illegal drugs. According the report by the United Nations Office on Drugs and Crime, 
Singapore has the lowest annual prevalence of drug abuse of all reported UN countries in all 
categories (Cocaine, Opiates, Cannabis, Amphetamines, Ecstasy). This statistic probably has a strong 
correlation with their absolute and draconian drug laws15 
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets and 
what impact this may have 
 
From a historical perspective, US Alcohol prohibition was repealed in 1933, during the middle of the 
great depression. While there where many philosophical arguments that had been put forward 
previously, economics played a large part in the signing of the 18th Amendment. The costs of 
attempting to police prohibition and the wave of organized crime directly resulting from prohibition 
where eliminated and once legalized, alcohol taxation allowed the government to raise additional 
revenue in an age of austerity. 
 
Recommendations 
 
It is my personal belief that the only long term successful drug policy is in the form of controlled 
legalization, without commercialization, with access through licensed pharmacies, even for recreation 
use, combined with a return to the pre-1960s "British System" of drug control, where a medical doctor 
had full authority to prescribe any drug. 
 
With the advent of legalization, policies such the issuance of a "drug license", which require an 
educational test to acquire could be implemented, with the threat that this license could be revoked to 
those involved in crime or anti-social behaviour whist under the influence. Individuals should still be 
considered fully responsible for their actions, even whilst under the influence. 
 
January 2012 

                                                      
15 http://en.wikipedia.org/wiki/Capital_punishment_in_Singapore#Misuse_of_Drugs_Act 
www.unodc.org/pdf/WDR_2006/wdr2006_chap6_consumption.pdf 
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Written evidence submitted by Substance Misuse Management in General Practice 
(SMMGP) (DP126) 

 
Summary of main points for the Committee to consider: 

The treatment of problematic drug and alcohol use has always been an emotive subject and 
like many complex issues has no simple solutions. For many years England has had an 
effective and pragmatic drug policy that has acknowledged the known evidence - getting 
people who use drugs and alcohol into treatment to prevent premature death, reduce offending 
and provide respite from the repetitive cycle of daily illicit drug use.  

A more recent focus on the concepts of recovery is welcomed, albeit with certain caveats. 
Recovery needs to be focussed in the light of each individual’s need and not as a statistical 
construct in which one policy size fits all. We believe the opportunity exists to enhance the 
existing good work of current and previous drug policies and provide a first class holistic 
treatment system by embracing these concepts. At the same time there are several threats and 
we are concerned that the siren calls of principles over evidence could destabilise the lives of 
many who have benefited - and continue to benefit - from their current treatment.  

As well as the ideological challenges there are many practical obstacles in the light of current 
fiscal policy and the proposed changes within the NHS commissioning structures that will 
move the field primarily into the public health setting. 

Some of the areas that we believe will pose challenges are set out in more detail below: 

1 Disbanding of the National Treatment Agency for Substance Misuse and its role being 
moved into Public Health England, and as part of this process a move towards 
localism. We fully support the concept of local areas being able to produce solutions 
for their own unique problems, however there are many issues common to all areas 
and there is a risk that a loss of national direction and framework will allow 
disinvestment both strategically and financially in some areas. 

 
2 Removal of ringfenced funding and the impact on those who are most stigmatised. 

Despite the fact that many of the health problems impacting on society today have a 
significant “lifestyle” component, there is yet more stigma attached to those with drug 
and alcohol problems and the loss of ring fencing for funding will inevitably have a 
negative impact in some areas, due to competing priorities for funding at a local level. 

 
3 Legal frameworks - drug and alcohol treatment has often been seen as separate 

mainly due to the different legal frameworks related to their use. Divisions like this 
are unhelpful and it also become further blurred when we consider the increasing 
availability of new psycho active substances [legal highs] which often pass from licit 
to illicit use by legal decree. The issues that matter are around the problematic use of 
all drugs, their impact on an individual’s physical and mental health, ability to work, 
family and other relationships and the cost to society. Future drug policy needs to be 
framed around all substance misuse harms.  

 
4 Commissioning - the impact of the rebalancing of the treatment system, including the 

recommissioning of services. The proposed changes to the NHS outlined in 
Liberating the NHS with the formation of primary care based Clinical Commissioning 
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Groups risks creating a disconnection with the commissioning of drug and alcohol 
services via Public health England. Despite drug and alcohol treatment not being part 
of core GMS services for GP practices, large numbers of GPs have engaged in 
working within this field and the possibility exists that this will be lost when the 
proposed changes take place. We believe that meaningful recovery for individuals 
takes place within the communities where they live and that having recovered, they 
act as a beacon for others to follow. The normalisation that happens by being part of a 
primary care treatment system is hugely influential. 

 
5 Payment by results (PbR) in primary care based drug treatment - this outcome 

measure is being piloted in several areas and whilst measurable positive outcomes are 
important, it risks oversimplifying a complex issue.  There are many people who are 
cared for over long periods in primary care, who are severely affected either by their 
substance misuse, or who have turned to drugs and alcohol as a result of complex 
problems. A system that financially rewards services that may ‘cherry pick’ those 
individuals they perceive as having more ‘recovery capital’, compared to primary 
care that commit to seeing all for as long as necessary, is flawed.  

 
January 2012 
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Written evidence submitted Transform Drug Policy Foundation (DP127) 

Introduction / Summary 

1.1 The groundbreaking 2002 HASC drugs report1 made a number of important observations and 
recommendations that we hope this new inquiry will learn from and build upon. HASC 2002 rejected 
immediate moves towards legal regulation:    

 “While acknowledging that there may come a day when the balance may tip in favour of 
legalising and regulating some types of presently illegal drugs, we decline to recommend this 
drastic step”  

Yet, it did have the foresight to keep the issue on the table, recommending:   

“that the Government initiates a discussion within the Commission on Narcotic Drugs of 
alternative ways—including the possibility of legalisation and regulation—to tackle the 
global drugs dilemma” 

 1.2 Much has changed in the ensuing decade to make this final recommendation more urgent than 
ever. The growing prison population; the deteriorating situations in key drug producer and transit 
regions such as Mexico, Afghanistan and West Africa; and the growing public support for more far 
reaching reforms (including from former UK drug ministers2, prominent medical/health authorities3, 
former and serving heads of state and numerous other public intellectuals4, organisations and 
agencies5).  The balance has shifted more decisively in favour of law reform.  This Inquiry comes at 
an opportune moment. As foreseen, the day for meaningful Government action and leadership on 
exploring alternatives to prohibition has arrived.   

International drug control: free markets, prohibition and effective regulation 

2.1 A spectrum of legal/policy frameworks exists for regulating production, supply and use of non-
medical psychoactive drugs. Either end of this spectrum involves effectively unregulated markets; the 
criminal markets of a blanket prohibition at one end, legal/commercial free-markets at the other. 
Between these poles – both associated with high and avoidable social costs - exists a range of options 
for legally regulating different aspects of drug production, supply and use. Transform argues that 
given the reality of continuing high demand for drugs, and the evident resilience of criminal supply in 
meeting this demand, despite enforcement efforts, regulatory market models found in this central part 
of the spectrum will deliver the best outcomes. These outcomes should be measured in terms of 
minimising potential social and health harms (and creating positive policy opportunities) created by 

                                                            
1 Home Affairs Select Committee report: ‘The Government’s Drug Policy: is it working?’ 09.05.02 
2 Mo Mowlan – former Minister for the Cabinet Office with responsibility for drugs 1999‐2001 
www.guardian.co.uk/politics/2003/jan/09/drugsandalcohol.uk, Bob Ainsworth MP – former Home Office 
Drugs minister and Secretary of State for Defence http://transform‐drugs.blogspot.com/2010/12/legalise‐and‐
regulate‐drugs‐says‐uks.html  
3 Sir Ian Gilmore, former President of the Royal College of Physicians http://transform‐
drugs.blogspot.com/2010/08/consider‐drug‐regulation‐says‐ex.html , The UN special rapporteur on the right 
to health http://transform‐drugs.blogspot.com/2010/10/un‐expert‐calls‐for‐fundamental‐shift.html  and more 
recently the California Medical Association (re cannabis) www.cmanet.org/files/pdf/news/cma‐cannabis‐tac‐
white‐paper‐101411.pdf  
4 See for example; Global Commission report www.globalcommissionondrugs.org/ and public letter of the 
Global Initiative for Drug Policy Reform http://reformdrugpolicy.com/partner/public‐letter/   
5 For a more complete list see: www.tdpf.org.uk/MediaNews_Reform_supporters.htm  
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both drug use and drug markets.  Contrary to the suggestion of such reform as ‘liberalisation’ or ‘free 
market libertarianism’, drug market regulation is a pragmatic position involving rolling out of strict 
government control into a marketplace where currently there is none.  

2.2 This thinking is illustrated by the graphic below. To put this in context we are currently witnessing 
tobacco control moving from the right of the x axis towards the centre, and conversely, illicit drug 
control also moving towards the centre, but from a starting point on the left. It is entirely consistent to 
support both of these trends, as Transform does, in pursuit of optimum models of drug regulation.  

 

*Including market regulation models such as prescriptions and licensed retail.  See Section 5. 

The historical context: How we got here 

3.1 The 1961 UN Single Convention on Narcotic Drugs, - the established and continuing legal basis 
of UK and global prohibition - has two parallel functions. Alongside establishing a blanket global 
prohibition of some drugs for non-medical use, it also strictly regulates many of the same drugs for 
‘scientific and medical use’. These parallel functions have in turn created parallel markets – one for 
medical drugs, effectively controlled and regulated by state and UN institutions, the other for non-
medical drugs, controlled by organised criminals and paramilitaries.  

3.2 The 1961 Convention describes non-medical drug use as a threat to the “health and welfare of 
mankind”, and a “serious evil” which the global community must “combat”6.  Whilst nominally 
undertaken with the aim of reducing/eliminating drug availability and use, the political narrative is 
clearly framed as an emergency response to the drug ‘threat’, fuelling the crusading rhetoric of a ‘war’ 

                                                            
6 Quotes from the convention preamble www.incb.org/pdf/e/conv/convention_1961_en.pdf  
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on drugs and the ‘securitisation’7 of the drugs issue then used to justify the extraordinary measures we 
now engage in.   

3.3 The policy environment has changed dramatically since the 1940s and 50s when the 1961 
convention was being drafted. Drug use has expanded exponentially, to hundreds of millions of users, 
with organised criminal networks now accruing hundreds of billions of pounds in untaxed profits 
from the unregulated market. Due to the associated corruption, crime and violence, drug-related 
organised crime was, by the 1980s, assessed as a threat to nation states. The world is now effectively 
engaged in two wars; the initial war on drug use, and now a second war on the organised crime 
profiting from the opportunities created by the first war. 

3.4 Perhaps the starkest illustration of the harms created by prohibition comes from comparing two 
injecting heroin users – one in a criminal supply environment, the other in a legally prescribed and 
supervised medical environment 8 . Globally, and even within individual countries, these two policy 
regimes exist in parallel9 so a real world harm comparison is possible.   

The former: 

• Commits high volumes of property crime and/or street sex work to fund their habit 

• Uses ‘street’ heroin (of unknown strength and purity) with dirty, often shared needles in unsafe 
marginal environments. 

• Supplies are purchased from a criminal dealing/trafficking infrastructure that can be traced back 
to illicit production in Afghanistan 

• They have HIV, HCV and a long –and growing- criminal record 

The latter: 

• Uses legally manufactured and prescribed pharmaceutical heroin of known strength and purity 

• Uses clean injecting paraphernalia in a supervised quasi-clinical setting where they are in contact 
with health professionals on a daily basis  

• There is no criminality, profiteering or violence involved at any stage of the drugs production 
supply or use 

 

Moving forward: Counting the costs of the war on drugs and exploring alternatives 
 

4.1 In 2008 the Executive Director of the UNODC noted how: 
 ‘the [global drug] control system and its application have had several unintended consequences’.  

                                                            
7 For more discussion see Kushlick, D., ‘International security and the global war on drugs: the tragic irony of 
drug securitisation’, 2010  www.tdpf.org.uk/Security%20and%20Drugs%20‐%20Danny%20Kushlick.pdf     
8 For a useful illustration see Csete, J. ‘From the Mountaintops: What the World Can Learn from Drug Policy 
Change in Switzerland’ OSF 2010 
www.soros.org/initiatives/drugpolicy/articles_publications/publications/csete‐mountaintops‐20101021/from‐
the‐mountaintops‐english‐20110524.pdf    

9 the legal medical opiate market  accounts for around half of global opium production based on International 
Narcotics Control Board figures for legal opium and UNODC figures for illicit opium. 
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The first is the creation of:  
 ‘a huge criminal black market that thrives in order to get prohibited substances from producers to 
consumers’.  
The second:  
 ‘ is what one night call policy displacement. Public health, which is clearly the first principle of drug 
control…was displaced into the background’. 
The third is: 
 ‘often called the balloon effect because squeezing (by tighter controls) one place produces a swelling 
(namely an increase)in another place…” .  
 
4.2 Considering these and other ‘unintended consequences’ is of critical importance to the policy 
debate yet, whilst widely acknowledged, they are not systematically assessed and so largely remain 
outside of the high level political debate. As highlighted by a series UK Treasury, NAO, and internal 
Home Office studies, the Government has a history of inadequately evaluating the drug enforcement 
impacts in particular. Where more meaningful evaluations have been done publication has frequently 
been suppressed10.  Despite the obvious need, the Misuse of Drugs Act 1971 has yet to be subject to 
the scrutiny of an Impact Assessment – now standard practice for all new legislation. A growing 
group of concerned individuals and organisations has made a call for such an IA to be undertaken11.   

4.3 Attempting to redress this imbalance at a global level, a broad international coalition of concerned 
NGOs, the Count the Costs initiative, is now calling on Governments and relevant UN agencies to 
meaningfully count the costs of the 50 years of the war on drugs and explore alternative approaches 
based on the best available evidence (www.countthecosts.org). The initiative has produced thematic 
briefings on key areas of concern and we urge the committee to consider these summaries of the wider 
unintended consequences of prohibition12.   

• Crime:13 The drugs /crime nexus continues to drive the policy agenda and it is worthy of note 
that it is the HASC (rather than, for example, the Health Select Committee) that is again 
enquiring into drug policy efficacy.  Prohibition drives this confluence of drugs and crime in 
the first instance: The vast criminal opportunities created by rapidly expanding demand for 
prohibited goods, and acquisitive crime fuelled by the inflationary effects of drug control on 
prices.  

 
• Development and security:14 drug market related conflict and corruption is actively 

undermining development and security is some of the world’s most fragile and vulnerable 
regions. 

                                                            
10 Transform’s submission to the 2010 drug strategy consultation (page 9) for details of the relevant reports 
including quotes and references.  
www.tdpf.org.uk/TRANSFORM%20Drug%20strategy%20consultation%202010%20response.pdf  
11 See Transform’s page on Impact Assessment  www.tdpf.org.uk/Impactassessmentlead.htm and the briefing 
on Impact Assessment for drug policy produced by Transform and IDPC 
www.tdpf.org.uk/IDPC%20Briefing_Impact%20Assessment_June%202010.pdf  
12 Submitted as supplementary evidence 
13 www.countthecosts.org/sites/default/files/Crime‐briefing.pdf  
14 www.countthecosts.org/sites/default/files/Development_and_security_briefing.pdf  
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• Human Rights:15 drug control efforts result in serious human rights abuses around the world: 
torture and ill treatment by police, mass incarceration, executions, extrajudicial killings, 
arbitrary detention, and denial of basic health services.    

• Health16: as well as the direct health harms associate with drug enforcement, criminalisation 
increase health harms associated with use, creates new harms associated with the violent 
illegal trade and creates political and practical obstacles to implementing effective health 
responses  

 
• Environment17 deforestation and pollution in fragile ecosystems  from unregulated illegal 

drug crop production 

Legalisation and effective regulation   

"Drug legalisation has to be addressed… the issue presented itself several times in the last 20, 30 
years, and it is now a question that is on the table, and what is always important in political debates 
is to analyze the options present."  

P Michael McKinley, US Ambassador to Colombia, 2010-present, El Pais, 5.12.11 

5.1 Whilst supporting the immediate decriminalisation of personal possession and use18 (as already 
implemented in more than thirty countries, and advocated by the ACMD19, heads of international 
agencies including UNAIDS20 and the Global Fund21 and numerous other individuals and agencies22). 
Transform argue it is only the solution to a small part of the prohibition problem. A phased move 
towards responsible legal regulation of some or all markets for currently illegal drugs would not only 
reduce or eliminate the problems created or exacerbated by prohibition, but would create a 
dramatically improved environment for implementing effective responses to problematic use.  

5.2 When HASC looked at the issue in 2002 there were no detailed descriptions of a how a regulated 
regime would work. Since then a number of publications have emerged into this void,  including 
contributions from the King County Bar Association23, and The Health Officers Council of British 
Colombia24, and Transform’s 2009 publication ‘After the War on Drugs: Blueprint for Regulation’25. 

                                                            
15 www.countthecosts.org/sites/default/files/Human_rights_briefing.pdf  also note Transform’s endorsement 
of the submission from the International Center for Human rights and Drug policy   
16 Unpublished health briefing draft will be submitted separately – available online at 
www.countthecosts.org/seven‐costs/threatening‐public‐health‐spreading‐disease‐and‐death Feb 2012 
17 www.countthecosts.org/sites/default/files/Environment‐briefing.pdf  
18 Note our endorsement of the submission from Release 
19 http://transform‐drugs.blogspot.com/2011/10/acmd‐repeats‐call‐for‐decriminalisation.html 
20 http://unaidstoday.org/?p=497  
21 www.viennadeclaration.com/2010/06/why‐we‐should‐all‐support‐the‐vienna‐declaration‐2/  
22 See for example: www.viennadeclaration.com/  
23 King County Bar Association Drug Policy Project (2005). Effective drug control: toward a new legal 
Framework. State‐level intervention as a workable alternative to the ‘war on drugs’. Seattle: King County Bar 
Association www.kcba.org/druglaw/pdf/EffectiveDrugControl.pdf  
24 Health Officers Council of British Columbia (2005) A public health approach to drug control. Victoria: Health 
Officers Council of British Columbia www.cfdp.ca/bchoc.pdf  
25 Rolles, S. ‘After the War on Drugs Blueprint for Regulation’ 2009 Transform drug policy Foundation, online 
here www.tdpf.org.uk/blueprint%20download.htm  
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The models proposed by Transform have since been explored in the British Medical Journal26, and 
been endorsed by the BMJ editor27 and President of the Royal College of Physicians28.  

5.3 Rather than a universal model, a flexible range of regulatory tools are presented with the more 
restrictive controls used for more risky products and less restrictive controls for lower risk products.  

Options for control are explored for:  

• products (dose, preparation, price, and packaging), 
• vendors (licensing, vetting and training requirements, marketing and promotions) 
• outlets (location, outlet density, appearance) 
• who has access (age controls, licensed buyers, club membership schemes) 
• where and when drugs can be consumed.  

5.4 Options for regulating different drugs in different populations are then explored, suggesting 
regulatory models that may deliver the best outcomes. Five basic models for regulating drug 
availability are described:  

• Medical prescription model or supervised venues 
• Specialist pharmacist retail model—potentially combined with named/licensed user access 

and rationing of volume of sales  
• Licensed retailing—including tiers of regulation appropriate to product risk and local needs  
• Licensed premises for sale and consumption 
• Unlicensed sales 

5.5 Lessons are drawn from successes and failings with regulation of alcohol, tobacco, medical drugs 
and other risky products and activities – essentially applying well established regulatory and public 
health principles to a policy arena where they have been previously absent.  Particular attention is 
given to how availability can be controlled (not increased) and the importance of controlling 
commercialisation and profit-seeking marketing and promotion that seek to increase or encourage 
increased consumption.   

5.6 Any such moves require negotiating the substantial institutional and political obstacles presented 
by the international drug control system (the UN drug conventions)29. They would also need to be 
phased in cautiously over several years, with close evaluation and monitoring of effects and any 
unintended negative consequences.  
 
Objections to regulated market models? 

                                                            
26 Rolles, S. ‘An Alternative to the War on Drugs’ BMJ 2010;341:c3360 
www.bmj.com/content/341/bmj.c3360.full   
27 Godlee, F. ‘Ideology in the ascendant BMJ 2010;341:c3802 www.bmj.com/content/341/bmj.c3802 ’   
28 See http://transform‐drugs.blogspot.com/2010/08/follow‐up‐prof‐ian‐gilmore‐for‐de.html for detail and 
media coverage 
29 For a detailed exploration of these challenges and ways forward see appendix 1 ‘reforming the UN drug 
control system’ p.165 in Rolles, S. ‘After the war on drugs: Blueprint for regulation’ Transform Drug Policy 
Foundation 2009  
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6.1 The Government’s repeated casual dismissal of any real debate on alternatives to prohibition is 
often based on a wilful mischaracterisation of the reform arguments. Its position appears based on 
political considerations rather than an assessment of evidence on proposed reforms.  

6.2 Standardised wording is now used in these dismissals30; including that “Drugs are illegal because 
they are harmful” – they “destroy lives and cause untold misery to families and communities”; that 
any ‘liberalisation’ would ‘send out the wrong message’; that reform proposals are ‘simplistic’ and 
ignore the realities of drug related harm, and that legalisation would increase availability and use. 
These positions are almost the polar opposite of what is being proposed.  

• Regulation of drugs is proposed precisely because drugs are harmful; but they are even more so 
when supplied illegally and consumed clandestinely 

• Much of the ‘untold misery’ is the result of prohibition and the illegal trade – the government is 
conflating the drug harms with policy harms, then using it to justify the policies continuation. 

• Introducing legal regulation of markets is the opposite of ‘liberalisation’; what is proposed would 
bring strict government control into an arena where currently there is none. 

• Mass criminalisation and punitive enforcement should not be the basis for educating young 
people about sensible health and lifestyle choices – nor has it proven effective historically. 
Redirecting drug enforcement spending into proven public health interventions (education, 
prevention, harm reduction, treatment / recovery etc) will be far more likely to deliver the 
outcomes we all seek. 

• Suggesting law reform proposals are ‘simplistic’ is a weak attempt to undermine a growing body 
of scholarship and research into effective policymaking. 

• Regulation allows for controlled rather than increased availability, where currently there is almost 
no control at all. The implication that drugs are unavailable now, and would be dramatically more 
available under proposed government regulation is a misrepresentation of both current realities 
and reform proposals.  
 

6.3 It is clear that a policy and legal framework based on a set of agreed legal, pragmatic and public 
health principles31 would look very different to the one we have today.   We must ask why prohibition 
continues when it has so evidently failed. Transform has identified four key factors that prevent us 
moving beyond entrenched war on drugs positions:  

• 6.4 Ignorance – Most people know little about drugs - their use and misuse.  Most are 
unaware that much of what we call the drug problem is the consequence of pursuing a 
prohibition based approach, and most are unaware of well developed alternatives to 
prohibition.   

• 6.5 Fear – Many fail to question the entrenched threat-based narrative, and fear-based agenda 
that conflates drug harms and policy harms. Drug War propaganda has further fuelled these 
fears. Most governmental and state institutions are not designed for adaptation to fundamental 
change and therefore fear reform.  Politicians fear the consequences of challenging the status 
quo, (particularly the media response) of being portrayed as weak, waving the white flag, 
going soft on crime etc.   

• 6.6 Opportunism – Like alcohol Prohibition in the US, drugs prohibition has created a huge 
profit opportunity for organised crime.  The vast sums of money involved in the illegal trade 

                                                            
30 Recent examples include rapid and cursory Government responses to the ACMD proposal for non‐criminal 
sanctions for personal possession of drugs, and to the Global Commission on Drug Policy report cited in the 
committee inquiry terms of reference.   
31 See Transform’s ‘After the War on Drugs; Tools for the Debate’ p.20 for discussion on what such principles 
might be. For a more detailed discussion on this theme see Rolles, S. chapter in ‘The Politics of Narcotic Drugs’ 
Routledge 2010, titled ‘Principles for rational policy making’  
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provide opportunities for corrupt individuals and organisations.  The conflation of the 
problems created by prohibition, with the problems created by drug use, has created a 
propaganda opportunity for politicians - to portray themselves as tough on drugs and 
protectors of our youth, and provide a smokescreen for wider failings of social policy. At the 
same time, institutions fighting the war on drugs have benefitted from ever growing 
enforcement budgets.  

• 6.7 Indifference – The war on drugs impacts most heavily upon the marginalised, 
disadvantaged and powerless – from the urban poor in Mexico and the US, to peasant farmers 
in Colombia and Afghanistan.  Their lives (and deaths) are of little consequence to policy 
makers in comparison to their more pressing domestic and foreign policy priorities.   

 
 
"It's a fundamental debate [legalisation and regulation] in which I think, first of all, you must allow a 
democratic plurality [of opinions].. You have to analyse carefully the pros and cons and the key 
arguments on both sides." 

President Calderon of Mexico, 4 August 2010 
  

 
 
Recommendations 

 
• 7.1 Make a clear call for decriminalisation of possession of drugs for personal use32 
   
• 7.2 Restate the 2002 recommendation 24, and build on this by calling on the Government to show 

pro-active leadership in promoting the debate on alternatives to prohibition (including 
legalisation/regulation) in a range of international fora, including the Commission on Narcotic 
Drugs, but also a range of other relevant UN and international fora. 

 
• 7.3 Call for the establishment of a joint select committee inquiry to conduct a cross departmental 

inquiry into alternatives to prohibition  
 
• 7.4 Noting that the HASC in 2010 recommended a “a full and independent value–for–money 

assessment of the Misuse of Drugs Act 1971 and related legislation and policy”33, call for a 
comprehensive independent Impact Assessment of UK drug policy and legislation, both domestic 
and international commitments. Such an IA should consider alternative approaches, including 
intensifying the war on drugs, maintaining the status quo, decriminalisation models, and 
legalisation/regulation models. This undertaking could potentially involve a series of parallel 
thematic Impact Assessments (ie human rights, health, development, crime etc).    
 

• 7.5 Call for the UN conventions to be revised to remove the stranglehold on individual states 
exploring models of legal drug market regulation, allowing experimentation by expanding the 
menu of available options.  
 
January 2012 
 
 

                                                            
32 See submission from Release for more detail and discussion 
33 Home Affairs Select Committee report on the Cocaine Trade: 
www.publications.parliament.uk/pa/cm200910/cmselect/cmhaff/74/7402.htm  
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Written evidence submitted by Dan O’Donnell [DP128] 
 
My name is Dan O`Donnell I’m 31 year old and have been smoking marijuana since I was 18. The 
political arguments that are used to uphold this law are totally outdated and I wish to put my story 
forward as proof of this. I lived in a small town where after I would finish work it would be a choice 
of going to the pub to get drunk or going home to either drink till I fell asleep or sitting staring at the 
TV waiting for bed. Usually at the weekends I would go out get blind drunk and end up in hospital or 
in a police cell. This was until I started smoking weed. After I started smoking weed I found that life 
was much more enjoyable I could now go home have a smoke and unwind without a worry in the 
world and have a beautiful night’s sleep. now I know that stoners are supposed to be unemployed 
wasters, if we believe what u told us, but I have been employed for 8 years and have experienced 
people such as lawyers and teachers who also need a smoke after stressful days to unwind and spend 
quality time with their kids rather than be stressed out and short tempered. 
 
The main reason weed should be legalised is because of the way it is dealt currently. At present you 
have to get weed from criminals who only want to make money and therefore try to push other drugs 
on to u. If it were legal and a 16 yr old only wants weed then he could go to a shop or cafe to buy 
some, at present he has to go to a criminal who will offer other drugs such as speed, cocaine, crack or 
even heroin. Now the government make the link between cannabis and harder drugs but this is only 
due to circumstance, if I go to a cafe to buy it legally then there is no chance I could be offered harder 
drugs but when I go to a dealer they are always trying to sell whatever they can, they usually try this 
one 
 
"I haven’t got any weed mate but I’ve got this other stuff it will knock ur head of its the bollocks," 
even though I only want weed and have no intention of buying anything other I could be tempted and 
try something harder and get addicted. Believe me this is how 90% of kids end up trying hard drugs 
for the first time.  
 
If u take marijuana off the streets and into real shops that can advise people on all things to do with 
the subject then believe me u will see a drop in the people doing class a drugs as long as it is illegal 
the link to hard drugs will always be there. 
 
January 2012 
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Written evidence submitted by Anonymous [DP 129] 

I am a service user and lately I have notice that since the new recovery strategy as come in to place. 
The current recovery program has been dis-interpreted by some CRI or Addaction DSP (Drug 
Shortage Program) staff members to coax and pressure users off their life stabling medication. This is 
done by disregarding the evidence base and the orange and recovery orientated guidelines set out by 
the National Institute for Clinical Excellence UK. The pressure seems to be coming from higher up 
the chain. I have been forced to make enquiries regarding the pressure and coaxing put upon me after 
I assured them that to make me reduce of my sub therapeutic dose will do me more harm than good. I 
contacted the National Treatment Agency (NTA) Centre for Policy Director Mr. Tim Murray. I have 
the document enclosed below. In the end I have had to change key-worker but there is a constant 
change in atmosphere in the service. It seems to be driven on getting users off their methadone. This 
will have devastating consequences on users who suffer from mental and social problems. I hope a 
clear message is sent to these new recovery centres soon before it is too late for some user. I would 
like to remain anonymous as I depend on my medication and want to remain on the pad. Thank you 
for taking the time to read my letter. 
 
(Enclosed letter below not to be circulated please keep and use as evidence if you wish but names to 
be blotted out. Thank you) 
 
Dear ***, 
 
Thank you for your enquiry and I’m sorry to hear about your concerns. I’ve commented from a 
national perspective, and tried to address your concerns which seem to be about your fear that a 
recovery focus will lead to you losing your methadone prescription, and your fear of complaining to 
your treatment service. However, without knowing more about the local situation and circumstances, I 
can’t give you more specific feedback, and I would encourage you to raise your concerns directly, 
with the support of the local NTA team if necessary. 
 
The first main thing to say is that recovery should not mean people having their substitute 
prescriptions removed against their will. A recovery focus should be about ambition and optimism for 
all service users, while accepting that some people will need long-term medication treatment.  
 
I suggest that you have a look at Recovery-orientated drug treatment: an interim report by Professor 
John Strang, who is the chair of an expert group looking at how the range of treatments used in drug 
addiction can have a clearer recovery orientation. The report signals the direction of new clinical 
guidance for treating people with opiate addiction in England. I’m sure you’ll find that it’s relevant to 
your situation and reassure you that you will be supported. It stresses the importance of the recovery 
care plan and says 
 
“The recovery care plan…and subsequent revisions when progress is reviewed, must be developed 
collaboratively so that it is personally relevant and ‘owned’ by the patient. This will increase the 
likelihood that they commit to, and are motivated by, a personal recovery care plan that is meaningful 
to them.” 
 
The guidance is also clear that medication should not be all that is offered and points out that “better 
results can generally be achieved by the proper incorporation of psychosocial interventions within a 
comprehensive Opioid Substitution Treatment (OST) programme.” It also states: 
 
“Medication can valuably support individuals to make changes to harmful behaviour, just as nicotine 
replacement treatments can help individuals to quit their previous smoking; but in such cases, active 
commitment and effort is required from the individual in order to maximise the impact of the 
medication.” 
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The second main thing to say is that you have an absolute right (enshrined in the NHS Constitution) to 
raise concerns or complain and not be punished for doing so. Your letter suggests you are afraid to 
raise your concerns with the treatment service, but services need to be able to take feedback from 
service users, even if it is negative. You are within your rights to request a new key worker, and the 
service should consider this. If that doesn’t work out for you, the service will have a complaints 
procedure which you should be able to use, without fear of punitive measures taken against you, and 
you should try this.  
 
If, having gone through the complaints procedure at your local service, you still feel that your 
complaint hasn’t been resolved, you can contact the local drug partnership, the body responsible for 
commissioning the treatment services in your area (contact details here1), or the local Patient Advice 
and Liaison Service (PALS–more info here2) to seek further help, and if needed, a second opinion.  
 
You may also want to notify the local NTA team (contact details here3), which will have a better 
knowledge of the local situation than we do here at the centre. 
 
If you choose to give us any more information about where you are, we can make discrete enquiries 
via our local teams. I would stress that anything you do tell us will be held in strictest confidence, and 
no information about you and your complaint will go back to the service unless you give your 
permission to do so. 
 
I wish you all the best with your ongoing recovery. 
 
January 2012 

                                                      
1 Not printed. 
2 Not printed. 
3 Not printed. 
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Written evidence submitted by the Drug Equality Alliance [DP130] 
 

Herewith our submission to the Home Affairs Select Committee drugs inquiry. As stated in 
our previous letter, the short time extension for the deadline for submissions was agreed with 
prior consent. I enclose our Mission Statement reproduced below. 
 
I am a criminal lawyer with special expertise in the administration of the Misuse of Drugs Act 
1971. I wish to be invited to given oral evidence before the Committee on behalf of this 
group. 
 
Mission Statement 
The Drug Equality Alliance (DEA) is a UK based not for profit organisation whose purpose is 
to transform the "War on Some People who use Some Drugs" from its subjective historical 
and cultural roots into a rational and objective legal regulatory framework that secures equal 
rights and equal protection to all those who are concerned with dangerous or otherwise 
harmful drugs. 
 
Our mission is to use domestic and international legal jurisdictions to interrogate the law and 
its application to those who produce, commerce, possess and consume such drugs. We believe 
governments have failed to administer drug law in an evidence-based manner. This failure 
contributes to hundreds of thousands of unnecessary deaths and imprisonments each year. The 
Drug Equality Alliance seeks to remedy this. 
 
1. Executive Summary 
 
Parliament charged the Secretary of State for the Home Department (“SSHD”) with 
administering the Misuse of Drugs Act 1971 (“the Act”). Section 1(2) of the Act charged the 
Advisory Council on the Misuse of Drugs (“ACMD”) with a “duty ...  to keep under review 
the situation in the United Kingdom with respect to drugs which are being or appear … likely 
to be misused and of which the misuse is having or appears … capable of having harmful 
effects sufficient to constitute a social problem, and to give to any one or more of the 
Ministers [...]  advice on measures (whether or not involving alteration of the law) which … 
ought to be taken for preventing the misuse of such drugs or dealing with social problems 
connected with their misuse”. A plethora of evidence shows that the SSHD and the ACMD do 
not understand their respective duties under the Act and have therefore not given proper effect 
to them. Nowhere is this clearer than in their respective abdication of power regarding the 
detrimental effects of alcohol and tobacco misuse. 

The SSHD and the ACMD appear to believe that the only regulatory option under the Act 
is the SSHD’s “policy of prohibition”.1 This narrow policy holds that inclusion of a drug in 
the schedule of controlled drugs, via section 2 of the Act, necessitates that property activities 
with that drug be restricted to medical or scientific uses only. This policy, applied to alcohol 
and tobacco, would obviously “be unacceptable to the vast majority of people who use, 
[alcohol and tobacco], responsibly and would conflict with deeply embedded historical 
tradition and tolerance of consumption of a number of substances that alter mental 
functioning”.2 Regrettably, this “policy of prohibition” ignores the beautiful, flexible and 
evolutive nature of the regulatory discretions found within sections 7, 22, and 31, particularly 
s31(1)(a), and fails to extend this alleged “deeply embedded historical tradition and tolerance” 
to others who would appreciate the Cognitive Liberty to “alter mental functioning” with 
currently “controlled” drugs without fear of prosecution.  
  

                                                           
1 Home Office (2007) Response to Better Regulation Executive re MDAct, 27 September 2007 (1) 
2 Cm 6941 (2006) page 24, 13 October 2006 (2)  
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Section 31(1)(a) of the Act states: “31. General provisions as to regulations. (1) 
Regulations made by the Secretary of State under any provision of this Act – (a) may make 
different provision in relation to different controlled drugs, different classes of persons, 
different provisions of this Act or other different cases or circumstances”. (Emphasis added) 

When the five “different” of section 31(1)(a) are coupled with sections 7(1)-(2) – allowing 
the SSHD to authorise activities otherwise unlawful – and section 22(a)(i) –allowing the SSHD 
to exempt entire classes of offence from operation – a very flexible regulatory regime emerges 
suitable “for any drug, new or old, according to its legitimate use, its dangers and its social 
effects”,3 as Parliament intended. Said another way, by Statutory Instrument, the SSHD 
could immediately implement the proposals in Transform Drug Policy Foundation’s After 
the War on Drugs: Blueprint for Regulation4 for a fully regulated commerce in controlled 
drugs for peaceful, ‘recreational’ use, i.e. to “alter mental functioning”.  

Thus we ask, since the Act provides mechanisms to fully regulate commerce in any 
controlled drug for so-called ‘recreational’ use, why have alcohol and tobacco yet to be 
declared “controlled drugs”, (s2), under the Act? There can be but one answer; the SSHD and 
the ACMD have misconstrued the Act by fettering themselves to a “policy of prohibition”. 
The SSHD and ACMD believe that to deem alcohol and tobacco “controlled drugs” under the 
Act would require prohibiting their use and commerce. This esteemed committee must fix this 
crucial misunderstanding and make clear in an authoritative manner that the Act makes 
available a plethora of regulatory options suitable “for any drug, new or old, according to its 
legitimate use, its dangers and its social effects”.   
 
2. The comparative harm and cost of legal and illegal drugs. 
 

2.1. It is paramount that this Committee, the SSHD, the ACMD and the public understand 
that “illegal drugs” do not exist. Nor, for that matter, do “legal drugs”. These terms 
are both legal misnomers indicating the speaker does not understand the Act. These 
misleading terms flip the subject and object of regulation and thus create a false 
dichotomy in the minds of lawmakers, their advisors and the public.  

 
2.2. The Misuse of Drugs Act 1971 regulates people not drugs. The Act makes the 

actions: importation, exportation, production, cultivation, supply and possession, of 
“controlled drugs”, unlawful and an offence, except for medical or scientific 
purposes, unless the SSHD authorises otherwise and the Parliament approves by 
positive or negative resolution.  

 
2.3. We therefore request that the Committee cease using the terms “legal drugs” 

and “illegal drugs” to distinguish between "controlled drugs" and those not 
controlled under the Act. Until this is done, any discussion of the comparative harm 
of these drugs will fail to acknowledge the harms resulting to people from the chosen 
regulatory options and the Committee will therefore fail in its task.    

 
3. Differentiations based on outcome must lead drugs policy. 
 

3.1. Recognising that the exercise of the enumerated activities re “dangerous or otherwise 
harmful drugs”, (the Act’s preamble), may result in a variable likelihood of risks and 
benefits to public welfare and individual autonomy and that these must be 
consciously balanced, Parliamentarians embodied four principles of law in the Misuse 
of Drugs Act 1971: 

 
3.1.1. A determination, read from the Act’s preamble, s1(2) and the offences stated in the 

Act, to employ education, health and police power measures to prevent, minimise 
or eliminate the “harmful effects sufficient to constitute a social problem” that may 
arise via any self-administration of “dangerous or otherwise harmful drugs”. 

                                                           
3 First Day Debate on the Address, Hansard, HC Deb, 28 Oct 1969, Vol. 790 Col. 37 (3) 
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3.1.2. A determination, read from ss1, 2(5), 7(7) & 31(3) of the Act, to employ an 

independent advisory body to help the Secretary of State exercise the Act’s 
discretionary powers in a rational and objective manner, particularly when making 
contingent subordinate legislation and interstitial administrative rules and when 
considering regulatory options. 

 
3.1.3. A determination, read from s1(3), to employ an independent advisory body to 

consider any matter relating to drug dependence or the misuse of drugs that may be 
referred to them by any Minister and to advise them as required or requested. 

 
3.1.4. A determination, read from ss1(2)(a)-(e), to enable persons affected by drugs 

misuse to obtain advice and secure health services; to promote stakeholder co-
operation in dealing with the social problems connected with drugs misuse; to 
educate the public in the dangers of misusing drugs, and to give publicity to those 
dangers; and to promote research into any matter which is relevant to prevent drugs 
misuse or deal with any connected social problem. 

 
3.2. Crucially, this first principle of law is neutral and generally applicable, coherent with 

s31(1)(a) of the Act, and based on outcome, irrespective of the drug, the agent’s status, 
class, or intent, or the circumstances in which the drug-related activities occur.  

 
3.3. The second principle of law facilitates Due Process and seeks to ensure that the Act’s 

police power measures are proportionate to available objective evidence of the potential 
risk each drug presents when used and are suitably targeted to achieve the Act’s public 
health objective. 

 
3.4. The third and fourth principles facilitate a coherent social conversation for minimising 

harm through the intelligent use of education, health and ministerial services. 
 

3.5. The Act does not concern itself with absolute safety. Rather the Act seeks to prevent, 
minimise or eliminate the “harmful effects sufficient to constitute a social problem” that 
may arise via any self-administration of “dangerous or otherwise harmful drugs”. The Act 
targets these “harmful effects” indirectly through “restrictions” ss3-6, “prohibitions” ss8-9 
and/or “regulations” ss7, 10 & 22, on the exercise of enumerated activities re controlled 
drugs whilst intending to generate a harm minimisation conversation at all levels of 
society via education, research and the provision of specific health services.  

 
3.6. And whilst the difference between the activities enumerated in the Act: import, 

export, production, supply, possession, and drug use might seem insignificant, the 
legal line is drawn here. Crucially, s37(2) of the Misuse of Drugs Act 1971 states:  

 
“References in this Act to misusing a drug are references to misusing it by taking 
it; and the reference in the foregoing provision to the taking of a drug is a 
reference to the taking of it by a human being by way of any form of self-
administration, whether or not involving assistance by another”. (Emphasis 
added) 
 

3.7. Therefore, in ensuring consistency with the Act’s object of preventing, minimising or 
eliminating the “harmful effects sufficient to constitute a social problem” that may 
arise via “the taking of a drug” differentiations should distinguish drug use from 
drug misuse. 

 
3.8. With respect to drug use, i.e. self-administration, the Act’s principles of law afford 

three reasonable differentiations fairly related to the object of regulation: 
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1) A primary differentiation between drug use that is reasonably safe to the 

agent and does not result in harm to others and drug use that is reasonably 
safe to the agent and results in harm to others; 

 
2) A secondary differentiation between drug use that is reasonably risky to the 

agent and does not result in harm to others and drug use that is reasonably risky 
to the agent and results in harm to others; 

 
3) A tertiary differentiation between drug use harmful only to the agent 

following competent informed choice and drug use harmful only to the agent 
not following competent informed choice.  

 
3.9. These reasonable differentiations, based on the outcome of drug use, are neutral with 

respect to the drug, the agent’s intent, and the setting in which drug use occurs, and 
consistent with s31(1)(a) of the Act. Only in this way are autonomous individuals 
separable from the public interest and education and health measures separable from 
the need for police power. 

 
4. There is no distinction between drug and alcohol misuse. Alcohol and tobacco 

are drugs that should be included in the Misuse of Drugs Act 1971 and 
regulations with respect to their use and commerce made under sections 7, 22 
and 31 “according to [their] legitimate use, [their] dangers and [their] social 
effects”. 

 
4.1. On 22 May 2002, in concluding a wide-ranging inquiry into HM Government’s drug 

policy, the Third Report from the House of Commons Home Affairs Committee 
Session 2001- 2002 HC-318 The Government’s Drug Policy: is it working? declared:  

 
“tobacco and alcohol are responsible for far greater damage both to individual 
health and to the social fabric in general than [controlled drugs]” ... “Substance 
misuse is a continuum perhaps artificially divided into legal and illegal activity”. 
(Paragraphs 8 & 9, emphasis added).5 

 
4.2. The July 2002 Government Reply to the Third Report From the Home Affairs 

Committee Session 2001-2002 HC 318 stated the obvious but failed to notice the 
elephant in the clause:  

 
“Drug misuse does not occur in isolation. It is associated with the misuse of other 
substances (e.g., alcohol and tobacco).”6  
 

4.3. On 19 January 2006, the Secretary of State for the Home Department promised a 
public consultation suggesting a review of the Act’s drug classification system 
seemingly admitting the appearance of a problem:  

 
“The more I have considered these matters, the more concerned I have become 
about the limitations of our current system. Decisions on classification often 
address different or conflicting purposes and too often send strong but confused 
signals to users and others about the harms and consequences of using a particular 
drug and there is often disagreement over the meaning of different classifications. 
[…] I will in the next few weeks publish a consultation paper with suggestions 
for a review of the drug classification system”. (Hansard, HC Deb, 19 Jan 2006, 
Col 983, emphasis added)  
 

4.4. Though ultimately shelved and not released until 2010 when forced to do so after a 
three-year Freedom of Information Act battle, the SSHD’s May 2006 draft 
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consultation document Review of the UK’s Drugs Classification System – A Public 
Consultation7 stated:  

 
“6.3 To many young people the regulation of tobacco and alcohol and the 
prohibition of drugs presents a dichotomy in terms of harm. They question why 
substances of considerable harm such as cigarettes and alcohol are able to be 
consumed relatively easily when possessing a drug like cannabis can lead to 
prosecution”. (Emphasis added) 

 
After laying out the health effects of alcohol and tobacco, it continues:  

 
“6.8 There has not, in the UK, been any attempt to impose controls comparable to 
illicit drugs where it would be an offence to possess and supply alcohol and 
tobacco. The social acceptability of, for example, alcohol would make such 
controls unacceptable to the majority who use alcohol responsibly and therefore 
impractical. But alcohol and tobacco account for more health problems and deaths 
than illicit drugs. To many young people this presents problems in understanding 
the rational behind controlling drugs such as cannabis and ecstasy when their 
misuse contributes less overall harm to society than the widely available drugs such 
as alcohol and tobacco. 6.9 In terms of death, [controlled] drugs amounted to 
1,388 in 2003 compared to about 20,000 for alcohol and 100,000 for tobacco. 
6.10 In view of the harms presented by these substances a classification system 
could recognise [alcohol and tobacco] in a way which would stop short of 
imposing comparable controls. The creation of a system to assess the harmfulness 
of drugs on a more structured and transparent basis, as presented earlier in this 
paper could be extended to cover alcohol and tobacco but for comparative and 
messaging rather than control purposes. […] 6.11 This approach would allow for a 
more logically consistent approach to substance misuse. […]” (Emphasis added) 
 

4.5. On 31 July 2006, after rigorously investigating the production and use of scientific 
advice and evidence in making drug control and classification decisions under s2(5) 
of the Act, the Fifth Report of the House of Commons Science and Technology 
Committee Session 2005-06 HC 1031 Drug classification: making a hash of it?8 
declared:  

 
“With respect to the ABC classification system, we have identified significant 
anomalies in the classification of individual drugs and a regrettable lack of 
consistency in the rationale used to make classification decisions. […] We have 
found no convincing evidence for the deterrent effect, which is widely seen as 
underpinning the Government’s classification policy. […W]e have concluded that 
the current classification system is not fit for purpose and should be replaced with 
a more scientifically based scale of harm. […] In light of the serious failings of 
the ABC classification system that we have identified, we urge the Home 
Secretary to honour his predecessor’s commitment to review the current system”. 
(Summary).  
 

The 2006 Science and Technology Committee report HC 1031 finished with this 
flourish:  

 
“We conclude that, in respect of this case study, the Government has largely failed 
to meet its commitment to evidence based policy making”. 

 
4.6. Appendix 14 to the Fifth Report of the House of Commons Science and Technology 

Committee Session 2005-06 HC 1031 described the first scientific ranking of the 
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relative harmfulness of the 20 most commonly used drugs. Conducted by the ACMD 
Technical Sub-Committee, their research suggested that:  

 
“Our findings raise questions about the validity of the current Misuse of Drugs Act 
classification, despite the fact that it is nominally based on an assessment of risk to 
users and society. […] Our results also emphasise that the exclusion of alcohol 
and tobacco from the Misuse of Drugs Act is, from a scientific perspective, 
arbitrary. We saw no clear distinction between socially acceptable and 
[controlled] substances. The fact that the two most widely used legal drugs lie in 
the upper half of the ranking of harm is surely important information that should be 
taken into account in public debate on [controlled] drug use. Discussions based on a 
formal assessment of harm rather than on prejudice and assumptions might help 
society to engage in a more rational debate about the relative risks and harms of 
drugs”. (Emphasis added)  
 

4.7. On 14 September 2006, the Advisory Council on the Misuse of Drugs  published 
Pathways to Problems: hazardous use of tobacco, alcohol and other drugs by young 
people in the UK and its implications for policy,9 in which the ACMD declared 
publicly drugs policy lacks rationality and therefore credibility:  

 
“At present, the legal framework for the regulation and control of drugs clearly 
distinguishes between drugs such as tobacco and alcohol and various other drugs 
which can be bought and sold legally (subject to various regulations), drugs 
which are covered by the Misuse of Drugs Act (1971) and drugs which are 
classed as medicines, some of which are also covered by the Act. The insights 
summarised [here] indicate that these distinctions are based on historical and 
cultural factors and lack a consistent and objective basis” (Paragraph 1.13, p22, 
emphasis added).  
 

A few pages earlier in Pathways to Problems the ACMD finally admitted 
“neglect[ing]” their duty under the Act by discriminating between “harmful 
psychoactive drugs” on the ground of “legal status”. They said:  
 

“The scientific evidence is now clear that nicotine and alcohol have 
pharmacological actions similar to other psychoactive drugs. Both cause serious 
health and social problems and there is growing evidence of very strong links 
between the use of tobacco, alcohol and other drugs. For the ACMD to neglect 
two of the most harmful psychoactive drugs simply because they have a different 
legal status no longer seems appropriate” (Introduction, p14).  

 
The first recommendation in Pathways to Problems reads:  
 

“As their actions are similar and their harmfulness to individuals and society is no 
less than that of other psychoactive drugs, tobacco and alcohol should be 
explicitly included within the terms of reference of the Advisory Council on the 
Misuse of Drugs”. 
 

4.8. The SSHD did not respond publicly to this but we would later read in the ACMD’s 
July 2009 document, (oddly not made public until 29 March 2010 in the midst of the 
mephedrone panic), Pathways to Problems: A follow-up report on the implementation 
of recommendations from Pathways to Problems10 that:  

 
“the Home Office considered alcohol and tobacco to be implicit in the ACMD’s 
terms of reference, as these are substances that can be misused”.  
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This is the first time the SSHD has publicly admitted: “alcohol and tobacco … 
are substances that can be misused” placing them squarely within the 
jurisdiction of s2(5) of the Act. 

 
4.9. On page 18 of Pathways the Problems, the ACMD explained the reasons why we use 

psychoactive drugs, including alcohol and tobacco: 
 

“Psychoactive drugs are used worldwide in the pursuit of pleasure, solace and 
acceptance. […]Psychoactive drugs all act on certain parts of the brain, altering 
normal neuro-chemical functions and hence the user’s experience. The precise 
nature of the experience and other consequences will reflect the interaction of the 
particular drug with the individual’s physiology, psychology and current 
circumstances.” 

 
4.10. On 13 October 2006, the SSHD issued Command Paper Cm 6941, The Government 

Reply to the Fifth Report from the House of Commons Science and Technology 
Committee Session 2005-06 HC 1031 Drug classification: making a hash of it? In 
reply to Recommendation 50 of HC 1031, the SSHD said: 
 

“Government [believes] the classification system under the Misuse of Drugs Act 
1971 is not a suitable mechanism for regulating … substances such as alcohol and 
tobacco. The distinction between [alcohol, tobacco and controlled] substances is 
not unequivocally based on pharmacology, economic or risk benefit analysis. It is 
also based in large part on historical and cultural precedents. A classification 
system that applies to [alcohol and tobacco] as well as [controlled] substances 
would be unacceptable to the vast majority of people who use, for example 
alcohol, responsibly and would conflict with deeply embedded historical tradition 
and tolerance of consumption of a number of substances that alter mental 
functioning […]. [Alcohol and tobacco commerce is] therefore regulated through 
other means. […] However, the Government acknowledges that alcohol and 
tobacco account for more health problems and deaths than [controlled] drugs”.  
 

4.11. We hope that the Committee sees the fundamental interconnection between the 
misuse of alcohol, tobacco and other drugs. Any attempt to separate these drugs based 
on legal status is both arbitrary and irrational. In Cm 6941 the SSHD is at great pains 
to justify the specious distinction between alcohol, tobacco and “controlled drugs” on 
the most arbitrary of grounds possible “historical and cultural precedent”. The SSHD 
then repeats: “alcohol and tobacco account for more health problems and deaths than 
[controlled] drugs”. So why are they not “controlled drugs”? 

 
4.12. As alcohol and tobacco are drugs “which are being … misused and …[their] misuse 

is having … harmful effects sufficient to constitute a social problem” logic and the 
law dictates that they should be “controlled” under section 2(5) of the Act and 
regulations with respect to their use and commerce made under sections 7, 22 and 31 
“according to [their] legitimate use, [their] dangers and [their] social effects”.3   

 
5. The ACMD’s decision-making and policy is not sufficiently independent of the 

SSHD. 
 

5.1. The Advisory Council on the Misuse of Drugs (“ACMD”) is a statutory and non-
executive, non-departmental public body (“NDPB”), created under section 1 of the 
Misuse of Drugs Act 1971, an Act designed to employ education, health and police 
power measures to prevent, minimise or eliminate the “harmful effects sufficient to 
constitute a social problem” that may arise via any self-administration of “dangerous or 
otherwise harmful drugs”.  
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5.2. It is the ACMD’s “duty”: 1) to keep the drugs “situation” and relevant law “under 
review”; (2) to give ministers advice on exercising the Act’s powers; and (3) to give 
ministers advice on any measure or measures, “whether or not involving alteration of the 
law”, thought necessary to achieve the Act’s purpose. And as the Act’s purpose is the 
protection of public health, it is vital that the ACMD discharges their duties independent 
of political pressure.  

 
5.3. Cabinet Office guidance on NDPBs confirms that an NDPB is: 

 
“A body which has a role in national government, but is not a government 
department, or part of one, and which accordingly operates to a greater or lesser 
extent at arm’s length from ministers […] Ministers are however ultimately 
responsible for a NDPB’s independence, its effectiveness and efficiency”.  
 

5.4. The minister ultimately responsible for the independence, effectiveness and efficiency 
of the ACMD is also the primary advisee, the Secretary of State for the Home 
Department. The SSHD may well, and often does, come under intense public and 
political pressure in relation to that advice. In the last few years, this public and political 
pressure has spilled over onto the ACMD and resulted in the sacking of their Chair.  

 
5.5. On 30 October 2010, the former SSHD, the Rt Hon Alan Johnson MP, sacked the 

ACMD’s former Chair, Dr David Nutt, for publicly repeating what evidence and logic 
had shown, that “ecstasy and LSD are less harmful than alcohol and tobacco”. In doing 
so the SSHD made clear: 

 
“I cannot have public confusion between scientific advice and policy”.4 
 

5.6. Policy trumped evidence and, over the next ten days, five of the ACMD’s esteemed 
experts, each unpaid volunteers, resigned in protest. On 1 November 2009, Dr Les 
King, the ACMD’s then senior chemist, resigned in protest at Dr Nutt’s dismissal, 
saying:  

 
“I’m not going to say just how many will resign but there is an extremely angry 
feeling among most council members. Amongst the scientists, I think a number will 
resign […] the classification of drugs is about harm. It doesn’t need to be 
politicised in the way that it is”. 5 
 

5.7. On 2 November 2010, Marion Walker, the ACMD’s Royal Pharmaceutical Society 
representative resigned in protest. And, on 10 November 2009, after a meeting between 
the SSHD and the ACMD, three more members resigned: Dr John Marsden, Dr Ian 
Ragan, and Dr Simon Campbell.6 

 
5.8. On 13 January 2010, the SSHD appointed Professor Les Iversen as interim Chair.  
 
5.9. On 29 March 2010, Dr Polly Taylor resigned in the midst of a moral-panic about the 

drug mephedrone:  
 

“I feel that there is little more we can do to describe the importance of ensuring that 
advice is not subjected to a desire to please ministers or the mood of the day’s 
press”.7 
 

                                                           
4 SSHD (2009) Alan Johnson MP’s letter to Professor David Nutt, 30 October 2009 
5 BBC News (2009) Second drugs adviser quits post, 1 November 2009 
6 The Times (2009) Three more members of drugs advisory panel resign after sacking of David Nutt, 11 November 2010; Cf. 
SSHD/ACMD (2009) Joint Statement from the Home Secretary and the Advisory Council on the Misuse of Drugs, 10 November 2009 
7 BBC News (2010) Drug advisers resignation letter, 29 March 2010 
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5.10. On 1 April 2010, after the announcement that the SSHD will seek the “control” of 
mephedrone under the Act, Mr Eric Carlin resigned. He said:  

 
“Our decision was unduly based on media and political pressure”.8 
 

5.11. According to a 17 April 2010 editorial in The Lancet,9 the Council was still discussing 
the draft of the ACMD’s mephedrone report when the Chair, Les Iversen, rushed out of 
the meeting to brief the SSHD on their advice in time for the SSHD’s scheduled press 
briefing.   

 
5.12. Consequent of the political tempest over Dr Nutt, the trust between ministers and expert 

scientific advisers has evaporated. If ACMD members  cannot discharge their duty 
effectively for fear of being terminated or unduly influenced by public or political 
pressure, then ultimately, their independence is compromised and with it the 
nation’s health. 

 
5.13. Hence, when we asked the ACMD to advise the SSHD on the possibility of controlling 

alcohol and tobacco under the Act, the ACMD chair marched in the SSHD’s tracks 
without even considering the merits of the our request: 

 
“the ACMD interprets the legislation as including alcohol and tobacco issues 
whilst retaining a focus on illicit drugs. […] I understand … that the Coalition 
Government has no intention of seeking the classification of alcohol and tobacco 
under the Misuse of Drugs Act (the 1971 Act) for the purposes of controlling these 
substances under the Act. It is important that I make clear from the outset that the 
ACMD does not intend to provide advice to ministers on alcohol and tobacco that is 
concerned with classification under the [Act]”.10  
 

5.14. The statement above by the ACMD Chair gives every appearance that the ACMD is not 
acting as a statutorily independent non-executive body advising their departmental 
sponsor on the exercise of statutory discretion: for in discharging their “duty” under 
the Act, the SSHD’s intentions are of no consequence.  

 
5.15. The SSHD’s 2006 Draft response to Recommendation 1 of the ACMD’s Pathways to 

Problems Report, FOI 14725, evidences another attempt at interfering in the ACMD’s 
process with regards to alcohol and tobacco: 

 
“There may be practical problems for ACMD in its current form to take a greater 
interest and responsibility in alcohol and tobacco. For instance its current 
membership may need to be revised significantly to provide the necessary 
expertise. The Government may welcome the ACMD’s advice […] though it 
must be confident that the ACMD is equipped to give that advice and also, that 
ACMD is not distracted by what is considered to be its main function – advice on 
illegal drugs or those that can (realistically) be brought under the control of the 
1971 Act”.11 (Emphasis added) 
 

5.16. Here, the SSHD is advising the ACMD on “its main function” and the drugs that can 
“realistically” be controlled under the Act. It should be noted that in Pathways to 
Problems: a follow-up report,10 at page 5, the ACMD said that rather than take 
independent legal advice, they “approached the [SSHD] for clarification of the current 
terminology in the MDA”.  

                                                           
8 BBC News (2010) Adviser resigns over mephedrone, 2 April 2010 
9 The Lancet (2010) A collapse in integrity of scientific advice in the UK, Vol. 375, Issue 9723, page 1319, 17 April 2010 
10 ACMD (2010) letter to DEA Co-Founder Casey William Hardison, 16 August 2010 
11 Home Office (2006) Draft response to Recommendation 1 of the ACMD’s Pathways to Problems Report, FOI 14725 
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5.17. Unfortunately, the SSHD had already misconstrued the Act: 

 
“the Misuse of Drugs Act 1971 is not a suitable mechanism for regulating … 
alcohol and tobacco”.2 (Emphasis added) 
 

5.18. Remember, in 2007, the SSHD had already declared that: 
 
“our policy of prohibition [is]reflected in the terms of the Misuse of 
Drugs Act 1971”.1 
 

5.19. But, equating a “policy of prohibition” with the Act’s policy, expressed so 
unmistakably in sections 7(1)-(2), 22(a)(i)-(ii) & 31(1)(a)-(b), is manifestly absurd; 
yet the ACMD constrains their advice to the policy choice of “prohibition” as the 
following statements evidence: 

 
“wherever controlled drugs are used outside of those legitimate activities i.e. 
medical, scientific or industrial use, they are regarded as ‘dangerous or otherwise 
harmful drugs’ for which there are prohibitive controls”.12  
 
“Wherever drugs are used outside of medical and scientific use, and may have or 
appear capable of having harmful effects sufficient to constitute a social problem, 
they are regarded as dangerous or otherwise harmful drugs for which prohibitive 
controls are and will remain in place … There is no prospect of change”.13 
(Emphasis added) 
 

5.20. Both of the above statements adhere to the SSHD’s “policy of prohibition”, designed to 
limit controlled drug use purposes to medicine, science and industry. This policy 
prevents the “control” of alcohol and tobacco under section 2(5) of the Act without the 
unwanted effect of imposing “prohibitive controls”; as a result, the policy precludes the 
ACMD from properly considering the possibility of controlling alcohol and tobacco 
under the Act.  

 
5.21. In R(S) v Secretary of State for the Home Department [2007] EWCA Civ 546 at 50 it 

was said that: 
 
“A public authority may not adopt a policy which precludes it from considering 
individual [requests] on their merits, nor may it allow its treatment of [requests] 
to be dictated by agreement with another government body”. (Mutatis mutandis) 
 

5.22. Together, influenced by public and political pressure, the ACMD and the SSHD have 
created an impenetrable wall not susceptible to logic or persuasion whereby the ACMD 
will not advise the SSHD on the possibility of controlling alcohol and tobacco under the 
Act and the SSHD will not request that advice.  

 
5.23. Together, the ACMD and the SSHD have closed ranks and shut their minds: “from the 

outset”. This gives every impression that the ACMD is insufficiently independent of 
their sponsor/advisee, the SSHD: Cf. R(Brookes & Others) v Parole Board [2008] 1 
WLR 1950. 

 
5.24. Finally, in paragraph 10 of the ACMD’s Summary Grounds of Resistance to Judicial 

Review CO/12291/2010 the ACMD stated that: 
 

                                                           
12 ACMD (2010) FoI Act 2000 response to Casey William Hardison, 22 October 2010 
13 ACMD (2007) FoI Act 2000 response to Casey William Hardison, 14 August 2007; 
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“the [ACMD] is clear that its remit under s1(2) includes alcohol and tobacco”. 
 

5.25. Yet we received a Freedom of Information Act 2000 response14 from the ACMD, 
dated 5 May 2011, relevant to their “duty” or remit to include alcohol and tobacco:  

 
1) When asked for “the current ACMD file on the risk and harms of alcohol 

misuse”, the ACMD replied, “the ACMD does not maintain a file on the risks 
and harms of alcohol misuse”.  

 
2) When asked for “the current ACMD file on the risk and harms of tobacco 

misuse”. The ACMD replied, “the ACMD does not maintain a file on the risks 
and harms of tobacco misuse”. 

 
5.26. Regarding the two drugs that cause the most harm to our society, alcohol and tobacco, 

the ACMD is not independent of the SSHD. 
 
6. The Drug Equality Alliance believes that detailed consideration ought to be given to 

alternative ways of tackling the drugs dilemma 
 

6.1. Whilst the term legalisation is itself a legal misnomer, we believe that the inevitable 
end of the ‘War on some people who use some Drugs’ will necessitate the 
implementation of a regulatory structure allowing for a lawful commerce of at least a 
few dozen of the safest psychoactive drugs for peaceful use purposes, i.e. “to alter 
mental functioning”.  

 
6.2. The proposals in Transform Drug Policy Foundation’s After the War on Drugs: 

Blueprint for Regulation4 conjunct our three reasonable differentiations, found in 
paragraph 3.8 above, and the discretions already present in the Act would allow this 
regulatory model without new primary legislation.  

 
6.3. We at the Drug Equality Alliance believe that the use of substances to “alter mental 

functioning” is a basic human drive that should be protected and respected in terms of 
“freedom of thought”, i.e. Cognitive Liberty. Our entire constitutional heritage rebels 
at the thought of giving Government the power to control minds; yet drug policy has 
accomplished this. 

 
6.4. As paragraph 6.1 of the SSHD’s shelved consultation document Review of the UK’s 

Drugs Classification System – A Public Consultation7 stated: 
 
“People have used substances that alter mental functioning almost since the 
beginning of time”. 

 
6.5. Consider this allegory:15 as you read this sentence, you are receiving information. 

Words are carriers of thoughts, whether spoken from mouth to ear, digitized and 
passed electronically, or downloaded into ink and passed on paper across time and 
space. Because words are vehicles for thoughts, words can change your opinion, give 
you new ideas, reform your worldview, or foment a revolution. 

 
6.6. Attempts to control the written word date from at least AD 325 when the Council of 

Nicaea ruled that Christ was 100 percent divine and forbade the dissemination of 
contrary beliefs. Since the invention of the printing press in 1452, governments have 
struggled to control the printed word. Presses were initially licensed and registered; 

                                                           
14 ACMD (2007) FoI Act 2000 response to Casey William Hardison, 5 May 2011 
15 Boire RG (2000) On Cognitive Liberty pt II, Journal of Cognitive Liberties, 2000, Vol 2, No 1, pages 7-20  
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only certain people were permitted to own or control a printing press and only certain 
things could be printed or copied. Works printed without prior authorization were 
gathered up and destroyed, the authors and printers imprisoned. 

 
6.7. Scholars disagree as to the exact date, but some time around 1560, Pope Paul IV 

published the Index Librorum Prohibitorum a list of forbidden books (i.e. controlled 
substances) enforced by the Roman government. When the Index was (finally) 
abandoned in 1966, it listed over 4,000 forbidden books, including works by such 
people as Galileo, Kant, Pascal, Spinoza and Locke. Our point is simply the obvious 
one: efforts to prohibit heterodox texts and to make criminals out of those who 
“manufactured” such texts, were not so much interested in controlling ink patterns on 
paper, as in controlling the ideas encoded in printed words. 

 
6.8. We submit that in the same way, the so-called “war on drugs” is not a war on pills, 

powder, plants, and potions, it is war on mental states—a war on consciousness 
itself—how much, what sort we are permitted to experience, and who gets to control 
it. More than an unintentional misnomer, the government-termed “war on drugs” is a 
strategic decoy label; a slight-of-hand move by government to redirect attention away 
from what lies at ground zero of the war—each individual’s fundamental right to 
control his or her own consciousness.  

 
January 2012 
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Written evidence submitted by the All-Party Parliamentary Group for Drug Policy Reform 
[DP131] 

 
1. Summary and Recommendations 

 
1.1 The All Party Parliamentary Group for Drug Policy Reform (APPGDPR) is pleased to make a 

submission of evidence to the Home Affairs Committee Inquiry on the UK Drug Strategy. The 
APPGDPR was formed at the beginning of this year in response to widespread criticism of 
current ‘war on drugs’ policies at both national and international levels and to promote evidence 
based, health focussed approaches to the formation and implementation of drug policy. The size 
and range of our membership is in itself an indicator that there is increasing cross party interest 
and support for new approaches to drug policy. 

1.2 We have focussed on a limited number of key areas in respect of the UK drug strategy. 
1.3 Although the current Drug Strategy builds on considerable achievements in the fields of treatment 

and harm reduction we still have a drug policy which gives those caught for possessing drugs the 
stigma of a criminal conviction which diminishes job opportunities introduces restrictions in 
travel and so on. In 2009, 35,227 sentences were handed down for drug possession offences1. A 
new approach is needed. In order to assist the development of alternatives we make the following 
recommendations: 

1.3.1 We urge the Home Affairs Select Committee to recommend that The Government undertake a 
feasibility study into alternative forms of regulation for new legal highs 

1.3.2 We believe the evaluation framework for the Drug Strategy should be made public as a matter 
of urgency. It should represent a policy evaluation rather than a programme evaluation 
following examples from other countries which assess the broad social benefits of drug policy 
and compare different forms of regulation. The evaluation framework will need to draw also 
upon the expertise of bodies like the Advisory Council on Misuse of Drugs (ACMD) and 
relevant Government Departments (including Health and Department for Communities and 
Local Government (DCLG) and the criteria for the evaluation should be based on recognised 
indices of harm 

1.3.3 To emphasise the need for health as the primary focus, we urge the Home Affairs Select 
Committee to recommend the transfer of the lead for Drug Policy from the Home Office to 
the Department for Health. 

1.3.4 It would be desirable for UK Drug Policy to reflect UK policy on human rights in respect of 
its drug related aid to other countries. It is suggested that decisions on such aid programmes 
need to follow the guidelines prepared by Harm Reduction International 

 
2. The All-Party Parliamentary Group for Drug Policy Reform 

 
2.1 The All-Party Parliamentary Group was set up early in 2011 to examine and promote evidence 

based and health focussed approaches to national and international drug policy. It is a broad group 
of just under 70 members drawn from all parties and includes members with long experience at a 
senior level in professions including: the Police, Security, Health, Criminal Justice, Social 
Services, Law, Education, Pharmaceuticals, Government and Finance. In the last year it has 
undertaken a considerable body of work. This includes: 

2.1.1 The organisation (with Release and others) of a major international event on drug policy 
reform which included the participation of 14 Countries and the UK launch of the report of 
the Global Commission on Drug Policy. The following themes were addressed: 
 

2.1.1.1 Country studies in the liberalisation of drug policy;  
2.1.1.2 the experience and a cost-benefit analysis of the reform of cannabis policy; 
2.1.1.3 regulated heroin supply; and  
2.1.1.4 the potential for reform of the UN conventions on drugs; 

                                                            
1 Sentencing Council: Drugs Offences: March 2011 
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2.1.2 We are in the process of organising an Inquiry into The challenge of legal highs and the 

potential role of regulation in reducing the harms that they may cause. This work as so far led 
to tabled amendments to the then Policing and Social Responsibility Bill with respect to its 
proposals for ‘temporary banning orders’  

2.1.3 In conjunction with the UK Drug Policy Commission, the APPG organised a seminar on the 
question of governance in drug policy and how this can be made effective when so much of 
drug policy is contested and politicised 

2.2 We will draw upon this experience to address the questions asked by the Home Affairs 
Committee. We are not as well placed as others, at this stage, to address in detail some of the 
particulars of the UK drug policy landscape being examined by this Inquiry such as the location 
of the National Treatment Agency. The word maximum set by the inquiry does not allow for a 
lengthy consideration of all the questions but the key areas where we would like to comment are 
set out below. 
 

3. Key Questions to be considered 
3.1 The availability of ‘legal highs’ and the challenges associated with adapting the legal 

framework to deal with new substances 
3.1.1 So called ‘legal highs’ represent a serious new challenge for drug control. The number and 

speed at which new and potentially harmful products are appearing on the market represents a 
challenge to the current system of prohibition with cuts in policing and the criminal justice 
system in crisis.2 

3.1.2 In the first place will the proposed temporary drug control orders meet the challenge? The 
underlying assumption behind the legislation is to get new psychoactive substances identified 
and classified within the Misuse of Drugs Act (1971) quickly so that suppliers and dealers can 
be prosecuted within those powers. There is a process of taking advice from the Advisory 
Council for the Misuse of Drugs (ACMD) on the potential harms of new products which is 
too short for a reliable assessment of a new product to be made and a further assessment after 
the years temporary ban will still not guarantee a comprehensive and robust assessment of 
potential harms. 

3.1.3 What is the ACMD assessment for? If it is to underpin decisions on temporary and permanent 
bans under what circumstances will a new psychoactive substance that is not alcohol not 
receive a ban? The ACMD may well find that the available evidence on a particular substance 
suggests that potential harms are low but when they will rarely, if ever, have all the evidence 
they need, they will inevitably make risk averse reports, supporting control at both the 
temporary ban and year review stages. Also, scientific indices of drug harms which 
consistently place cannabis below alcohol (for example) in terms of harm generated have not 
led to decisions consistent with that evidence on control and classification. 

3.1.4 If an allied goal of the ACMD work is to gather evidence on a new substance to inform 
awareness, education and prevention work then it faces the problem that deployment of the 
Misuse of Drugs Act (1971) is an efficient means of driving drug markets underground and 
beyond the easy reach of scientific assessment.  

3.1.5 There is a risk that the valuable time of the ACMD will be spent on costly but futile exercises 
which will be used by successive governments to justify their decisions. 

3.1.6 The social consequences of such a system will be costly to the taxpayer and to communities 
as well as to vulnerable individuals (albeit it, that possession of a banned substance will not 
be an offence under temporary ‘banning orders’. 

3.1.7 Our starting point should be to find the most effective ways to discourage substance misuse, 
and to protect from harm those who are going to use such substances. There is interest in 
Europe3 in using different forms of regulation with respect to new ‘legal highs’ and the New 

                                                            
2 Cutting crime: the case for justice reinvestment, HC 94, 2009–10 
3 EC: Commission staff working paper on the assessment of the functioning of Council Decision 2005/387/JHA on the information 
exchange, risk assessment and control of new psychoactive substances: Brussels, 11.7.2011 SEC(2011) 912 final: 
http://ec.europa.eu/justice/policies/drugs/docs/sec_2011_912_en.pdf (90112)  
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Zealand Law Commission4has produced a detailed proposal as to how they could be put into 
practice within the New Zealand legal framework.  

3.1.8 In the UK there is a complex and well established network of regulation applied to alcohol, 
tobacco, foodstuffs and medicines at all stages of production and supply, designed to protect 
consumers and maintain product standards . We think that these instruments have the 
potential to be adapted to regulate effectively new ‘legal highs’ coming onto the market and 
have begun our own inquiry into the practicalities of such a system. We have carried out an 
initial scoping study5 which is briefly summarised below 

3.1.9 Although there are many regulatory instruments that may be relevant to the control of 
psychoactive substances only those for tobacco and alcohol are for the regulation of a 
psychoactive substance used for recreational purposes. Other regulatory instruments that may 
be considered for registration and development control and licensing such as those for 
pharmaceuticals will have to be adapted to such a purpose and we will need to examine 
whether this is feasible. 

3.1.10 We would expect bodies such as Her Majesty's Revenue and Customs (HMRC), UK Borders 
Agency, Crown Prosecution Services (CPS) and National Health Service (NHS) to continue 
to have an essential role in an alternative model of regulation.  The Home Office Drugs 
Licensing Unit, Medicines Health Regulatory Authority and the Local Authority licensing 
authorities have much experience with other complex and potentially toxic substances. The 
Criminal Justice System will continue to have a role in enforcing what is likely to be 
primarily a system of fines to ensure compliance with the regulatory systems. 

3.1.11 Without prejudging the outcome of our Inquiry we submit that the seriousness and potential 
unmanageability of the challenge of new ‘legal highs’ using existing control measures 
demands a fresh approach from Government. We recommend that the UK Government, with 
far more resources at its disposal than our All-Party Parliamentary Group, commissions its 
own independent feasibility study into alternative forms of regulation for new psychoactive 
substances. The ACMD has undertaken work on this issue but is not independent of the Home 
Office. 
 

3.2 The criteria used by the Government to measure the efficacy of its drug policies 
3.2.1 We believe that Drug Policy should be evidence based so we are very interested in how the 

Government measures the efficacy of its drug policies. At our recent International event on 
drug policy reform we were impressed by the Czech Drug Policy where a cost benefit 
analysis was carried out after legislation to criminalise the possession of drugs for personal 
use. The results of the analysis found that no benefits in terms of availability or use of illicit 
drugs, or in the level of social costs followed criminalisation. This approach to testing policy 
options has informed more recent Czech drug policy which has reduced drug possession from 
the status of a crime to that of an administrative offence.  

3.2.2 We are not clear what criteria are being used currently to measure the efficacy of UK drug 
policies. We note that in the 2010 Drug Strategy the Government was ‘currently developing 
an evaluative framework to assess the effectiveness and value for money of the Drug 
Strategy’6 More than one year later we have not seen the evaluative framework. Is it yet 
available?  The National Audit Office7 reported last year that it had recommended annual 
reports on progress with the Drug Strategy Action Plan and that to date the Home Office had 
worked with other government departments to collect baseline information on spending 
arrangements and the existing evidence base. It was also providing guidance for evaluations 
of programmes to make them more consistent to facilitate a meta analysis. We are not aware 
of any consultation with the ACMD about the framework or the Home Office activity above. 
We would expect that their expertise on such an important issue would be fully utilised. 

                                                            
4 Law Commission (2011): Controlling and regulating drugs: a review of the misuse of drugs act 1975: Report 122, Law Commission, 
Wellington, New Zealand: April 2011 
5 Hurlow J (2011): Preliminary Report for the Drug Policy Reform APPG Inquiry into alternative approaches to the regulation of ‘Legal 
Highs’ : All-Party Parliamentary Group for Drug Policy Reform 
6 UK Drug Strategy 2010 
77 Summary of the NAO’s work on the Home Officer 2012: National Audit Office 2011  
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3.2.3 We believe the evaluation framework for the Drug Strategy should be made public as a matter 
of urgency. It should represent a policy evaluation rather than a programme evaluation 
following examples from other countries which assess the broad social benefits of drug policy 
and compare different forms of regulation. The evaluation framework will need to draw also 
upon the expertise of bodies like the ACMD and relevant Government Departments 
(including Health and DCLG) and the criteria for the evaluation should be based on 
recognised indices of harm. 
 

3.3 The extent to which public health considerations should play a leading role in developing 
drugs policy 

3.3.1 We view a central health focus to Drug Policy to be of paramount importance. Although 
health and treatment are strong elements in the UK drug strategy the lead lies within the 
Home Office. Similarly, the lead for most other national drug strategies, the UN and the 
European are led by crime and justice interests. The Portuguese Drug Policy from 2010 which 
was presented at our recent international event was one notable exception.  Portugal not only 
decriminalised possession of drugs but provided for drugs policy to be led by a health 
department.  The policy allowed health and treatment services for those dependent on drugs to 
flourish leading to a significant improvement in health outcomes.  

3.3.2 We are also aware that the pioneering work on regulated heroin supply in Switzerland for 
seriously problematic drug users was due in part to the leading role played by the Swiss 
Federal Office for Public Health. The developments in Switzerland have been described as 
changing public perceptions from viewing drug users as ‘marginalised people responsible for 
their own fate’ to seeing them as ill, dependent and victims. These changes in public 
perception have themselves reinforced the Swiss health oriented approach.8 

3.3.3 The situation in the UK is different in that a relatively well funded network of treatment and 
harm reduction provision operates in parallel to extensive policing and criminal justice 
activity to enforce the Misuse of Drugs Act (1971) and to respond to crime associated with 
illicit drug use.  

3.3.4 It is the failure of enforcement activity to significantly impact on the relatively stable and high 
level of availability and prevalence of drug use over the last 10 years that indicates the need 
for some of the alternatives being suggested above to be seriously considered. 

3.3.5 As mentioned at the outset, to emphasise the need for a health focus we urge the Home 
Affairs Select Committee to recommend the transfer of the lead for Drug Policy from the 
Home Office to the Department for Health. 

 
3.4 The comparative harm and cost of legal and illegal drugs 
3.4.1 We know that the harms associated with the legal substances alcohol and tobacco are greater 

than the harms associated with a number of drugs that are controlled under the Misuse of 
Drugs Act. A harms based approach to Drug Strategy should include a review of these 
anomalies. Also the experience of regulating alcohol particularly at local level, will need to be 
analysed in relation to the possible regulation of drugs through similar systems. 

3.4.2 We know much less about the comparative harms and costs should a drug like cannabis 
change in status from illegal to legal. This is the subject of ongoing work by Professor 
Stephen Pudney of Essex University who presented his interim report at the APPG event on 
the 17/18 November. We recommend that he is invited to give evidence to the Inquiry. 

3.4.3 We would like to draw the attention of the members of the Inquiry to a cost benefit analysis 
carried out by Marian Shanahan and others (2011)9 which compared the costs and benefits of 
current cannabis policy in New South Wales, Australia with those envisaged for a legalised 
and regulated policy option. The study found no significant difference between the net social 

                                                            
8 Collin C (2002):Switzerland’s Drug Policy: Prepared for the Senate Special Committee on Illegal Drugs, Parliament of Canada 
www.parl.gc.ca/Content/SEN/Committee/371/ille/library/collin1-e.htm (90112)  
9Marian Shanahan, Alison Ritter, Rachel Ngui (2011): Developing a model to assess the consequences of cannabis policy options: Drug 
Policy Modelling Programme: University of South Wales    www.dpmp.unsw.edu.au/DPMPWeb.nsf/page/Translating+Evidence#Cannabis 
(080112) 
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benefit of the two options. However, no account of the potential tax revenues from the 
regulation option were considered. 

3.4.4 We recommend on of the UK drug strategy should include a cost benefit study comparing it 
to alternative forms of regulation.  

 
3.5 Whether the UK is supporting its global partners effectively and what changes may occur 

with the introduction of the national crime agency 
3.5.1 An important prior question to whether the UK is supporting its global partners adequately, is 

whether the basis on which this support is provided is appropriate. In this we take UK 
partners to include those countries which are either source or transit countries for drugs to be 
consumed in the UK. 

3.5.2 There is evidence that enforcement activities in respect of drugs have been supported by the 
UK in countries where human rights abuses including the use of the death penalty for drug 
offences apply. 

3.5.3 The UK is a donor nation contributing 24% of the funding to a Memorandum of 
Understanding on drug trafficking between China, Mayanmar, Viet Nam, Lao PDR, Thailand 
and Cambodia. All these countries except Cambodia retain the death penalty for drug 
offences. The programme includes the establishment of seventy plus border liaison posts to 
enable faster and more effective enforcement interventions and have, we understand, been 
active in more than seven hundred cases.10 

3.5.3.1 In response to these issues we would like to draw to the Home Affairs Committee’s attention 
the recommendations of Harm Reduction International in respect of aid programmes which 
have been developed for drug related aid programmes in relation to the European Union.  
These could equally apply to those where the UK is directly involved.11 
 

3.6 Recommendations 
3.6.1 We urge the Home Affairs Select Committee to recommend that The Government undertake a 

feasibility study into alternative forms of regulation for new legal highs 
3.6.2 We believe the evaluation framework for the Drug Strategy should be made public as a matter 

of urgency. It should represent a policy evaluation rather than a programme evaluation 
following examples from other countries which assess the broad social benefits of drug policy 
and compare different forms of regulation. The evaluation framework will need to draw also 
upon the expertise of bodies like the ACMD and relevant Government Departments 
(including Health and DCLG) and the criteria for the evaluation should be based on 
recognised indices of harm 

3.6.3 To emphasise the need for health as the primary focus, we urge the Home Affairs Select 
Committee to recommend the transfer of the lead for Drug Policy from the Home Office to 
the Department for Health. 

3.6.4 We recommend on of the UK drug strategy should include a cost benefit study comparing it 
to alternative forms of regulation.  

3.6.5 It would be desirable for UK Drug Policy to reflect UK policy on human rights in respect of 
its drug related aid to other countries. It is suggested that decisions on such aid programmes 
need to follow the guidelines prepared by Harm Reduction International 

 
January 2012 

                                                            
10 Lines R, Barret D, Gallahue P(2010) : Complicity or abolition: The Death Penalty and International Support for Drug Enforcement: 2010 
International Harm Reduction Association 
11 ibid 
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Written evidence submitted by National Drug Prevention Alliance [DP132] 
 

1. Background 
 
1.1 National Drug Prevention Alliance (NDPA) is a charity, operational since 1993, working 
across all sections of  the community to advance the quality and effectiveness of drugs policy 
and practice. Whilst its principal focus is on Prevention (Universal, Selective and Indicated), 
workers within NDPA practise at various times in e.g. education (as Department for 
Education (DFE) Drug Education Advisors), intervention, drug/alcohol agency directors, 
counselling, enforcement, custodial sites, rehabilitation and after-care, business/industry, 
sports/leisure, media and politics. As such, NDPA is able to bring a wider range of outlooks 
to its policy considerations than is the case with those who specialise in only one field. The 
NDPA website is visited by more than 100 countries, and NDPA has worked in several 
European and other countries, as trainers and advisers. The charity is a member of several 
international professional groupings  in this field, and holds international awards for its work. 

 
1.2 NDPA holds no commercial or party-political interests in advancing the views in this 
submission. 
 
2. Executive summary 
 
2.1 The UK Drug Policy is of necessity a ‘work in progress’, and in this Context we see 
the 2010 Policy as an improvement on previous editions, albeit in need of further 
strengthening. The recent shift to A Recovery-focused approach in the treatment field is a 
good example of hoe the 2010 Policy can be improved upon. 

  
2.2 The main weaknesses in the 2010 Policy are considered to be: 

 
• The inadequate commitment of Prevention, with the aim of a Healthy Society, and 
• The lack of central leadership (‘joining-up’) in policy delivery. 

 
2.3 Other weaknesses are such as those identified by CRI in their submission to this 
review—specifically their submission section 1.3, which NDPA is please to endorse. 
Likewise, NDPA supports in general the positions taken by the Addiction Recovery 
Foundation, by Crown Prosecution Service (CPS) (Mrs Kathy Gyngell) and the International 
task Force for Strategic Drug Policy (Mr David Raynes) in their submissions to this review. 
 
2.4 NDPA places on record its surprise at this review being commissioned so soon after the 
previous review, given what must be a crowded competition for space on Home Affairs Select 
Committee’s (HASC’s) agenda. The fingerprints of the Global Commission on Drug Policy 
(GCDP) are evident on this initiative. GCDP is no more valid a player in this policy arena 
than any other plaintiffs—including ourselves. We would hope that HASC will not allow the 
more substantial bankroll of GCDP to convey some kind of special status to what is, after all, 
just another pressure group. 
 
2.5 NDPA is ready to attend HASC hearings if required, to answer such Questions as HASC 
may have and/or to enlarge on any aspect of this Written Evidence. 
 
3. Specific policy matters 
 
3.1 In the interests of brevity, we are mostly avoiding repetition of points which we support 
but which others have already made. 

 
3.2 Some players in the drug policy field (including some in the media) have cynically or 
tendentiously characterised policies aimed at reducing the incidence of drug/alcohol misuse as 
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a ‘War on Drugs’. If this were a true representation (which it isn’t) one would have to ask 
‘Where are the Generals? There is no evidence of a co-ordinated ‘attack’, instead what we 
have is an individualised, often self-serving array of narrowly-focused sub-policies. One can 
understand this sectionalism being spurred by competition for scarce funds, but this cannot be 
the basis for a national policy. Some examples include: 

 
• Education—which gratifies teaching staff 
• Enforcement—which gratifies police officers 
• Treatment—which gratifies medical staff 
• and so on. 

 
What we need, above all, is an assertive and balanced leadership which provides project 
management across all the relevant fields, ensuring we all ‘sing from the same song sheet’. 
Government, together with its advisors such as HASC should provide or otherwise 
commission this project management, whilst practising abstinence in any direct involvement 
in the actual policy delivery. 
 
3.3 As to what constitutes ‘Prevention’, we have produced a concise explanation which is 
already published in the print version of ‘Addiction Counselling World’—January 2012, and 
will appear in the online version this coming Wednesday (18 January). (A copy of the paper is 
attached to this submission, for ease of reference). 
 
3.4 The clear inadequacy of attention/commitment to Prevention must be corrected as a 
priority in the next and future editions of the UK Drug Policy. This needs to engage cross-
society and cross-discipline, for example: 

 
• Government—specify, resource, manage, evaluate 
• Health—address all health elements 
• Schools—Health—promoting policies (including Random Student Drug Testing 

(RSDT)) 
• Colleges—train teachers/ youth workers in Prevention 
• Youth Peers—utilise untapped potential 
• Parents—de-marginalise, train, resource, support 
• Religions—spiritual lead, network, cross boundaries 
• Pharmacists—more pro-active, prevent, reduce harm 
• Businesses—Employee Assistance (Employee Assistance Programmes (EAP’s)), 

Random Drug Testing (RDT) 
• Media—Educate staff, counter mixed messages 
• Volunteers—network and engage better 
• Sport—Pro-active Prevention 
• Leisure—widen education/training 
• Drug Services—encourage plurality 

 
3.5 For Prevention to be most effective, it needs to be first cognisant of its own 
definition; to quote one of the leading experts in the field, William Lofquist: 
 

“We need to get beyond the notion that prevention is stopping something happening, to 
a more positive approach which creates conditions which promote the well-being of 
people” 

 
As such, it must engage the whole of society, not merely in some rigid, formulaic way but 
with each sector developing its practice in ways and extents that are relevant to that sector, 
and encourage ownership. This calls for sound project management by Government and its 
agents. 
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3.6 Effectiveness and economic justification of this approach is not well understood in 
this country, and even in more prevention-focused countries such the USA, there is still 
plenty of room for growth. In our experience, prevention can yield a 7:1 ‘profit’ on 
investment (a figure echoed by CRI in their submission to this review). Moreover, as an 
example of what a cross-society, cross-discipline approach can achieve in health-promotion 
terms, one need look no further than the matter of tobacco smoking prevalence. This would 
make an excellent subject for study of the costs and benefits of such a practice. 
 
3.7 Funding of the UK drug policy should recognise the Cost-Benefit as above, but we 
are under no illusions as to the ease of persuasion, given the present economic climate. For 
example, in its submission to this review, AVA (Against Violence and Abuse) Stella Project 
(Para 1.3) refers to Government “funding its whole systems approach” with local authorities, 
whilst at the same time cutting local authority budgets. 
 
3.8 Drug Policy seems to attract an inordinate level of ‘radical sabotage’. Often 
professing to act in the interests of drug users, there has been a potent campaign since the 
1980s under the euphemism of ‘Harm Reduction’—despite research by Glasgow University 
which showed that users would rather have help to give up than help to keep using. Similarly, 
this decade sees the promotion of ‘Human Rights’ in relation to drug use (as this writer 
observed in conferences in the Vienna UN City). The two initiatives often involve the same 
advocates and are deployed to press for liberalisation of drug use. NDPA agree that there is a 
valid kernel to giving due attention to both harm reduction and human rights in the drugs 
field, but this is being exploited and advanced beyond all common sense, in the name of 
libertarianism. HASC could do the field great service if it were to introduce some reality into 
this fuddled dialogue. 
 
3.9 The need for balance in a policy approach has already been stated here; sadly, the 
Advisory Council on Misuse of Drugs (ACMD) exhibits no such balance. Hansard has 
already recorded the imbalance in viewpoints and liaisons within ACMD’s membership. We 
would not wish to silence any point of view, but we do feel that action should be taken to 
correct this damaging imbalance. 
 
3.10 In the specific case of Prevention, HASC might give consideration to encouraging the 
establishment of a Prevention Institute, to monitor and advise the development of this 
neglected sector. We emphasise that great care would be needed to ensure that such an 
Institution would not be annexed by any one sectional interest group—with this in mind, the 
Institution should be answerable to a relevant section of Government. 

 
4. Specific headings in HASC terms of reference 

 
Turning to the specific issues listed in HASC terms of reference for this review, we offer the 
following brief responses to augment what we have said in more detail above. The issues are 
listed as they are in the HASC document: 

 
a. 2010 Policy is essentially sound, but the Health terms are too reactive, and the 

application of Harm Reduction is corrupted by its tendentious and liberalising 
interpretation. 

b. Criteria are again too reactive. Recovery approach for treatment, and 
prevention/abstinence needs to govern. 

c. GCDP in no way meets the classification of ‘independent’ or ‘expert’. 
d. Reduction in services is inevitable unless other measures—particularly preventive 

ones are introduced. 
e. Prevention yields greater net profits than other policies—but you still need them all. 
f. Public Health, especially Universal Prevention, merits greater emphasis. 
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g. Abuse of legal and illegal drugs is self-evidently related; users see no boundary, but 
changes in approach should be gradual, accounting for a general present deep 
emphasis of position by alcohol services compared to illegal drugs services. There is 
a difference of entry attitudes and behaviours, alcohol v illegals, but recovery has 
many similarities. 

h. Comparative societal harms of illegals is skewed by false assumptions; harm from 
illegals is not confined to crime to fund acquisition of drugs; there is an alteration in 
the established user’s attitude which makes reluctance to commit post-onset crime 
weaker. It is also false to assume that societal harms are concentrated in the addiction 
stage; research indicates that harm from regular-to-heavy/not-yet-addicted users 
exceeds that from addicts—prevalence is part of this assessment. 

i. The transfer from the National Treatment Agency (NTA) to Health England is met 
with suspicion in some quarters, where it is seen as more cosmetic than real. 

j. Legal highs, including the abuse of pharmaceuticals (such as the practice familiarly 
described by young abusers as ‘pharming’) is already a serious and growing matter in 
the USA. We should learn from them at the earliest and not be slow in introducing 
counter-measures. 

k. Links between drugs, organised crime and terrorism are self-evident. 
l. Partner support can only be carefully approached—the insertion of GCDP is but one 

example of what not to do. As to ‘alternatives’ caution is needed here too, as is ample 
objective research of other countries’ experience—their failures (as with Portugal) as 
well as their successes (as with Sweden). Precipitate changes, as with cannabis 
reclassification, should give us cause for circumspection. 

 
References 
 
No separate references are offered at this time, but these can be submitted if HASC require it, 
ad-hoc. In the meantime, there is an extensive listing in the paper by us, published in the 
Addiction Today bulleting for January 2012, and many of these references support this 
Written Evidence. 
 
Attachment to HASC review: 
 
In augmentation of Paragraph 3.3 of this review, we propose that the paper solicited from us 
by the Addiction Research Foundation, and scheduled for publication online next Wednesday, 
18 January, gives an adequate definition of what constitutes ‘effective and comprehensive 
Prevention’. 
 
As this paper is not yet available, we have attached here below. Once it is available, a 
reference to it in this review will suffice and the attachment can be removed. 
 
Addiction Today—for Deirdre Boyd—Submitted 14 Nov 2011  
 
Paper by Peter Stoker, C.Eng, Director, National Drug Prevention Alliance. 
 
To come before 
Prevention, the Cinderella of drug services, deserves to come to the ball. 
 
Listening to the inspiring description of the Betty Ford Center (BFC) by John Schwarzlose 
and Jerry Moe (at the King’s Fund on 2 November) there were clear parallels with prevention 
principles and practice. A welcome change, for in some 25 years covering most sectors of our 
profession, I have observed that the fields of treatment and prevention (both of which I hold 
in high regard) are more often than not separated by a large wall, over which insults are 
hurled—with divorce as the inevitable result. We must be able to do better than this, and the 
pay-off can be a more powerful way of working together. 
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What is it? 
 
Prevention has been the target of cheap shots throughout its existence. Some cynics even 
allege that there is no technology in prevention—just ‘apple pie sentiments’. This might come 
as a surprise to Lindsay Roberts, [Ref 1]who has just been awarded a Masters in Prevention 
Science at Oklahoma University, likewise to Bill Lofquist, [Ref 2] Tucson, Arizona who as 
long ago as 1989 had a widely-regarded workbook published under the name of ‘The 
Technology of Prevention’. Adding to the weight of prevention technology, Dr Barry Twigg 
was awarded his Doctorate [Ref 3] for research focusing on the whys and wherefores of 
young people who choose not to use drugs—a valuable reverse of most of the research, which 
concentrates on users. And to cap it all, this August the Independent [Ref 4]—known more 
for pro-drug apologia than anything—published an article commending ‘The Power of 
Prevention’. 
 
Fact is, simplistic prevention doesn’t cut it. To quote American humorist H L Mencken: "For 
every complex problem there is a simple solution—and it doesn't work". 
 
Asked what prevention is, many will rely on the OED and opine it is ‘obstructing’ 
something—but obstructing is too late! Look at the Latin root—praevenire, meaning ‘to come 
before’—then savour Bill Lofquist’s  definition: “We need to get beyond the notion that 
prevention is stopping  something happening, to a more positive approach which creates 
conditions which promote the well-being of people.” 
 
Since the overall goal of prevention is to promote well-being i.e. to improve health, it behoves 
us to agree on a usable definition of ‘Health’. Too often this is narrowly described in terms of 
physical capacity or mental illness … try instead this one derived from (int. al.) the World 
Health Organisation. Health comprises: Physical—Mental—Intellectual—Social—
Emotional—Spiritual—and Environmental elements. 
 
What is Prevention? The usual answer is ‘Educating youth to abstain’. This is doubly 
erroneous—all age groups can benefit from prevention [Ref 5] and education is but a part of 
the process. A useful acronym defining prevention elements is KAB (Knowledge, Attitudes, 
Behaviour) [Ref 6]. Importantly, behaviour should not just be about penalising negatives, it 
should also be about encouraging positives. 
 
Moreover, in limiting one’s attention to (at one end) youth abstainers, and at the other end, to 
addicts, between us we are missing a large population in the middle. Regular users (of varying 
degrees of use) [Ref 7] actually cost society more than all the addicts put together. 

America’s CSAP (Centre for Substance Abuse Prevention) as long ago as 1991 concluded 
that the best prevention results come through ‘….co-ordinated prevention efforts that offer 
multiple strategies, provide multiple points of access, and coordinate and expand citizen 
participation in community activity.’  
 
Caution is recommended in tackling the culture around behaviour—it can and should be 
considered as a kind of ‘social ecology’. In a paper [Ref 8] submitted to the 2003 
International Drug Prevention Conference in Rome, the point is made that ‘dabbling’ with 
one aspect may bring the ‘law of unintended consequences’ into play. 
 
Of course, no consideration of drug policy and practice escapes the attention of the libertarian 
front, and whilst the goal of prevention is to facilitate drug-free lifestyles for all, our pro-drug 
adversaries cynically condemn it as part of a so-called ‘war on drugs’. With the benefit of 
hindsight we can see that the term ‘war on drugs’ is a finely conceived and executed meme—
a paper by Brian Heywood [Ref 9] usefully informs on memes and their deployment. In 
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treatment as well as prevention, we need to learn from our opposition, and become adept 
‘memesmiths’. 
 
Culture is the key 
 
It is not too much to say that Culture drives Behaviour—be it at individual or societal level.  It 
follows that if you want to change behaviour, you have to change the culture.  No small task! 
Put another way, if much of drug use is to escape reality, it follows that the solution is to 
improve reality. Discuss! 
 
So, what influences the culture around decisions?  In no particular order: 
 

Peer Group Influence; Personal perceptions; Income v Cost of any action; Health 
Issues; Moral Structure; Spiritual structure; Family values; The attraction of risk-
taking; Mental condition, (depressed, elated, in-between); Legislation, including 
Laws and Conventions; Sports; Leisure; and the Media, music, movies, TV, fashion, 
humour etc. 

 
Of course the media are major players in the culture game. They have transformed themselves 
from reporters of the culture into makers of the culture. A major survey in America a few 
years ago found that an encouragingly high percentage of children got their information about 
life issues from their parents. But on asking parents where they got their information from, 
they answered ‘the TV’.  
 
Societal factors overlay and influence culture. There is no shortage of societal factors which 
tend to encourage drug abuse. Here are some examples:  
 

Self before society; Rapid gratification; The ‘Right’ to be Happy; Rights but no 
responsibilities; Youth supremacy; Conspicuous consumption; and Political 
Correctness. A drugs trainer once summed up the first four of these factors as a drug 
user’s rubric: “ME. FEEL GOOD. NOW.”  

 
 If someone alters the culture within which decisions are made, it is virtually certain that there 
will be different outcomes—and not all influences are positive. The ‘Values Clarification’ 
philosophy [Ref 10] founded by Carl Rogers and Professor Sidney Simon (with some input 
by Abraham Maslow) had a seminal effect, albeit a damaging one, on drug abuse. Melanie 
Phillips, in her paper "The Trouble with the Liberal Elite is that it just isn't Liberal"  [Ref 11] 
laments the fact that today is an era in which truth has become relative. The American 
philosopher William James (1842–1910) went so far as to suggest that: ‘Truth may be defined 
as that which it is ultimately satisfying to believe’. Chuck Colson, in his paper "The 
Cultivation of Conscience" [Ref 12] draws out the reality today, that many young felons 
simply do not know the difference between right and wrong. ‘How can you teach kids to act 
right when they don’t know what right looks like?’ 
 
Does it work? Can we strengthen it? 
 
Prevention effectiveness is visible in the campaign to reduce tobacco smoking, where ‘KAB’ 
has produced a marked decrease in prevalence. We can learn from this lesson. 

 
How can we promote healthy lifestyles? Here are a few options: 
 

Work to the model of ‘Total Health’ (as W.H.O. or similar).  Become ‘memesmiths’. 
Fix those ‘Broken Windows’. Establish ‘Prevention Cities’ (as in San Salvador, 
Argentina).  Nurture an informal, international ‘Prevention Institute’. Build ‘more 
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bridges, fewer towers’ (i.e. reduce your Ego Quotient). And get more funds for 
Prevention (US State Dept told me that prevention is under 2% of their drugs budget! 
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Written evidence submitted by Law Enforcement Against Prohibition (DP133) 
 
Executive Summary 
 

1. There is no doubt that harm is caused by the use of drugs, including alcohol.  The 
prohibition of alcohol in the USA failed because of the significant harm caused 
through the resultant increase in crime.  There is no evidence that the prohibition 
of other drugs has lessened the demand for them, but there has certainly been an 
increase in crime as a result.  The writers consider that the harms caused by this 
prohibition may well outweigh those caused by drug misuse and suggest that at 
the very least there should be an objective study of this.  If the evidence is 
forthcoming to support their belief, then the government should act accordingly. 

 
Introduction 
 

2. This evidence is submitted by Law Enforcement Against Prohibition (LEAP, 
http://www.leap.cc), a US based international organisation of more than 3,000 law 
enforcement professionals (police officers; prison and probation officers; judges 
and prosecutors). It addresses the recent recommendation by the Global 
Commission on Drug Policy and whether detailed consideration ought to be given 
to alternative ways of tackling the drugs dilemma. 

 
3. We have been in the frontline in a multi-trillion dollar, international effort to 

combat a subset of those drugs—those that are currently illegal. We have rarely 
been denied any legal policy or enforcement tool, however expensive or 
constitutionally questionable, in our quest to eradicate those drugs and to keep 
pace with the well-armed dealers who are empowered by their untaxed sale. 

 
4. And as law enforcement professionals we can say with confidence that this 

approach has been, at best, a total failure on its own terms. It has consistently 
failed to meet a single one of its goals, either as spelled out by the United Nations 
or by any participating country. At worst, it has actually increased the death, 
disease, crime and addiction it was meant to combat. 

 
5. We look askance at the fear-based movement of mass hysteria and irrationality 

that led to Alcohol Prohibition in the USA. We know that this drug has potential 
for abuse and addiction. Yet we eventually separated the dangers of drug use from 
the dangers inherent in the policy and legal environment in which they are 
produced, supplied and consumed. 

 
6. Today, we should bring the scientific method to bear on the contemporary drug 

prohibition, using evidence-based, objective inquiry (tools such as cost benefit 
analysis and Impact Assessments) to evaluate the impact of the current policy of 
prohibition policy, and compare it to alternatives including legal regulated 
markets. 
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7. A comprehensive review, such as the review the Committee is conducting, is a 
first, long overdue step. It is time to bring rationality to the issue of drug policy. 
 

 
Current Policy 
 

8. The criminalisation approach to drug control has created many problems - and 
hasn't solved any. For five decades, governments have endeavoured to create a 
“drug-free world” by banning drugs and severely penalizing those who use, 
cultivate and sell them. 

 
9. Yet despite immense and ever-increasing resources devoted to harsh enforcement 

and punishment, drug use and abuse has not been appreciably reduced. Instead of 
becoming harder to obtain, under prohibition drugs are cheaper and more 
available than ever before.  The consequences have been devastating. 

 
10. For example, in the US’s most recent youth drug use survey, high school students 

reported that they are finding easier access to illegal marijuana and having a 
harder time getting their hands on legal and age-regulated tobacco and alcohol. 

 
11. An unregulated market has caused drugs to be much more dangerous and cause 

more deaths by overdose. Heroin users in the US are four times more likely to die 
of an overdose today than they were in 19791. 

 
12. But beyond this striking failure to reduce use and abuse, the drug war’s punitive, 

enforcement-based approach has led to a series of other disastrous unintended 
consequences. 

 
13. It is well known that when the US banned alcohol in the 1920s and 30s, the 

ongoing demand for beer, wine and liquor created a lucrative opportunity for 
organised crime networks to supply Americans with the substances they desired, 
and that these networks violently battled it out for control of the illegal market. 
Today, the prohibition of other drugs has created a similar effect, although the 
current violence is far greater in intensity. A 2010 comprehensive review of 
studies examining drug law enforcement expenditures and levels of drug market 
violence concluded that law enforcement efforts are unlikely to reduce drug 
market violence, and drug law enforcement practices aimed to disrupt drug 
markets may have the unintentional effect of increasing levels of drug market 
violence2. 

 
                                                            
1 Robinson, Matthew B., and Renee G. Scherlen. Lies, Damned Lies, and Drug War Statistics: a Critical Analysis of Claims Made by 
the Office of National Drug Control Policy. Albany: State University of New York, 2007. 140. Print. 

2 Effect of Drug Law Enforcement on Drug-Related Violence: Evidence from a Scientific Review. International Centre for Science in 
Drug Policy. 2010. 
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14. In the last five years alone, for example, more than 50,000 people have been 
killed in drug wars in Mexico3.  This violence is not confined to Mexico.  There 
have been gun battles on American soil between police and criminals dressed as 
police officers.  If drugs were legally controlled and regulated rather than banned, 
there would be no incentive for organized criminals to kill each other, police 
officers and innocent bystanders in the effort to protect their share of the illegal 
drug business - because no such business would exist. 

 
15. Mexico has suffered because it adjoins the USA, does not have a tradition of 

effective policing and is poorer than its northern neighbour.  If we do not learn 
from the lessons of North and Central America we run the risk of similar 
developments in the Balkans, and other states of eastern Europe, even perhaps 
Hungary. 

 
16. Ending prohibition would increase public safety in other ways as well. If criminal 

justice systems weren’t distracted from having to arrest, prosecute and punish so 
many people for drugs, more resources would be available for preventing and 
solving crimes like murder, rape, robbery and arson. If police in the U.S., for 
example, weren’t busy arresting more than 1.6 million people a year for drugs, 
they’d have more time to address the nearly four out of ten murders, six out of ten 
rapes and nine out of ten burglaries that currently go unsolved. 

 
17. In addition the lucrative criminal market created by prohibition also provides 

perverse incentives that corrupt far too many officers of the law. Across the globe, 
there are countless examples of police officers, police chiefs, military personnel 
and even national drug czars on the payroll of drug-related organised crime. When 
law enforcers in Mexico, for example, are sent unmarked envelopes enclosing 
pictures of their families with the phrase “plata o plomo” (silver or lead) written 
on the back, it is not hard to imagine why so many choose the money over the 
bullet and end up succumbing to the cartels’ demands. 

 
18. This widespread corruption, as well as the fact that the enforcement of drug laws 

seems to fall disproportionately on marginalised communities like the poor and 
people of colour, has created widespread distrust between police and those 
communities who are supposed to be able to view them as protectors, not as 
enemies. We believe that replacing prohibition with effective regulation - when 
police officers are no longer charged with knocking down doors and patting down 
people on the street in the futile effort to stamp out drugs - will help restore the 
honourable role of law enforcement amongst key target populations. 

 
 

                                                            
3  Forsyth, Jim.  “U.S. should legalize drugs, says former Mexican president Vicente Fox. “Reuters.com. 03 May 2011. Web. 04 May 
2011. www.reuters.com/article/2011/05/03/us-mexico-fox-drugs-idUSTRE74251220110503?feedType=RSS>. 
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Critically Examining the Evidence 
 

19. We must disentangle our emotions about drugs from our process of examining the 
evidence. The suggestion of a regulated and controlled distribution model for 
drugs may sound radical and threatening to some. But the truly radical position is 
to ignore all the evidence showing the failure of the current policies and the 
potential of new policies. 

 
20. In 2001, Portugal changed its drug laws to shift efforts from enforcement to 

public health and safety, decriminalising use and possession of illegal drugs for 
personal use. A key goal of this change was to reduce social stigma and facilitate 
access to drug treatment and harm reduction services - which also received 
substantial new investment. In the years since reform has passed, the number of 
people determined by physicians to have died due to drug use has decreased to 
much lower levels4.  Compare this with the US, where overdose rates continue to 
rise despite ever-increasing enforcement and sentences. 

 
21. Opponents of moves towards regulated drug markets often dismiss such evidence 

with fear that reforming drug laws to take a public-health approach would “send 
the wrong message” that drug use is okay, thus causing children (and perhaps 
adults) to become drug addicts. The Portugal experience suggests the fears of drug 
law reform are misplaced; for those aged 15-24, rates of recent and current drug 
use declined. While the data shows a moderate rise in short-term, experimental 
cannabis use for school students around the time of reform, cannabis use 
subsequently declined. For the general population and for all substances, lifetime-
reported use similarly reflected a growth in predominantly short-term 
experimental use and a simultaneous increase in discontinuation of drug use (the 
proportion of the population that has tried a drug but opted not to in recent years). 
Overall, there was a net benefit to the Portuguese community which reinforces 
our experience: an honest approach which encourages those who need treatment 
to seek it results in a safer society making better decisions about drugs. 

 
22. One of the most heartbreaking consequences of illegal drug abuse are HIV-and 

AIDS-related deaths linked to injection of drugs. A serious HIV problem in 
Switzerland throughout the 1980s was the prime motivating factor which led 
Switzerland to revisit its narcotic drug policy in the early 1990s5. After consulting 
with health experts and others, the Federal Council of Switzerland endorsed a new 
idea based on the idea of four pillars: prevention of drug use, therapy for drug 
dependence, harm reduction, and law enforcement.  As part of this shift, the Swiss 
Federal Office of Public Health developed an experiment to treat heroin addicts 

                                                            
4  Hughes, Caitlin, and Alex Stevens. "A Resounding Success or a Disastrous Failure: Re-examining the Interpretation of Evidence on 
the Portuguese Decriminalisation of Illicit Drugs." Drug and Alcohol Review 31 (2012): 101-13. Print. 

5 Csete, Joanne. From the Mountaintops: What the World Can Learn from Drug Policy Change in Switzerland. Publication. New 
York: Open Society Foundations, 2010.  
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with prescribed pharmaceutical heroin, which began in 1994. In addition, the 
Swiss authorized methadone programmes, safe injection rooms, and needle 
exchange programmes across the country, including in prisons. Each programme 
was set up to be carefully evaluated so that results could be examined in detail 
and used to decide future policy. 

 
23. Swiss research conducted for six years showed that retention in treatment was 

high. The treatment programme dramatically reduced the use of dangerous and 
illicit street heroin (the percentage of clients using dropped from 81% to 18% 
after 18 months in the programme)6. Crime was also dramatically reduced; after 
18 months, the number of clients involved in crimes like dealing and shoplifting 
dropped from 70% to 10%. The clients’ unemployment rates dropped from 44% 
to 22%, and they showed significant improvements in health measures including 
body mass index, diet and nutrition. All of this was done with a net savings to the 
Swiss economy. 

 
24. And again, the fears that providing heroin would cause a flood of new users were 

unfounded. In fact, the opposite occurred; the expansion of treatment programmes 
including heroin-assisted treatment led to dramatic reductions in the apparent 
attractiveness of heroin use7. We note that the committee called for an expansion 
of such programs in the UK in 2002 - but that this has yet to occur, despite the 
growing evidence base from Switzerland and elsewhere in support of them. 

 
25. The US does have one success story for reducing the use of a dangerous drug: 

tobacco. Between 1965 and 2005, the number of tobacco users has declined by 
roughly 50%8. This was achieved through aggressive education, prevention and 
treatment programmes combined with more effective regulation (most 
prominently, bans on smoking in public spaces); not one person was arrested or 
incarcerated for smoking cigarettes.  The UK is moving in the same direction. 

 
A New Approach 
 

26. At this point we must consider a more rational alternative to our current failed 
policy. As the most practical and humane approach we endorse the ending of 
blanket drug prohibitions (a process of legalisation) leading to the development of 
appropriately controlled and regulated drug markets guided by evidence of 
effectiveness, public health and human rights principles. 

 

                                                            
6 Hallam, Christopher. Heroin Assisted Treatment: The State of Play. London: International Drug Policy Consortium, 2010. 

7 Ibid. 

8 "Cigarette Smoking Among Adults --- United States, 2006." Centers for Disease Control and Prevention. Web. 27 Oct. 2011. 
www.cdc.gov/mmwr/preview/mmwrhtml/mm5644a2.htm 
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27. The first step towards a post-prohibition world would be to develop regulatory 
models for the production, sale and use of drugs, along with the creation of a 
government regulatory agency to enforce these regulations. LEAP believes that 
government has a public health obligation to ascertain the risks associated with 
the use of each drug and clearly communicate that information to the public, 
including via appropriate labelling on drug products themselves. In addition, there 
is an obligation to ensure these drugs are of known strength and purity. 
Regulations must also be set for how drugs would be packaged and sold, likely 
banning the use of advertising and instituting a system of taxes and fines. These 
funds could be used to offset the administrative costs of the legalization system, 
as well as funnelled into drug treatment facilities for those who find themselves in 
need of help. 

 
28. For drug users, regulations would undoubtedly include appropriate age 

restrictions, just as there are age restrictions on alcohol and tobacco. The 
legalisation of drug use would not exempt those who participate in illegal 
activities while under the influence of drugs from being held responsible for their 
crimes. Driving while impaired, providing drugs to a minor, assault, abuse or 
property damage would certainly still be punishable by law. The end of drug 
prohibition would lead directly to a sharp decline in crime but law enforcement 
would still play a vital role in ensuring that the drug industry adhered to the 
standards imposed by federal regulations. Ultimately, the legalised control and 
regulation of drugs would reduce police costs currently squandered on upholding 
drug prohibition. 

 
The Turning Point 
 

29. Contrary to the outdated and inaccurate belief that only extremists question the 
current war on drugs, a great number of world leaders and experts including The 
Global Commission on Drug Policy are calling for a new approach. Mexico’s 
President Felipe Calderon and Colombia’s President Juan Manuel Santos have 
both suggested that legalising marijuana could help stop the international violence 
associated with drug trafficking. And the public in the US agrees; a poll released 
in October 2011 showed that a record-high 50% of Americans favour legalizing 
marijuana use9. 

 
Conclusion 
 

30. What is the real “global drugs dilemma”? Essentially, the dilemma is the 
disconnect between the instinctive belief that prohibition is the appropriate tool to 
control drugs and the reality that the prohibition will surely fail, paradoxically 
gifting full control to gangs and cartels with devastating consequences across the 

                                                            
9 Newport, Frank. "Record-High 50% of Americans Favor Legalizing Marijuana Use."Gallup.Com - Daily News, Polls, Public 
Opinion on Government, Politics, Economics, Management. Gallup, 17 Oct. 2011. Web. 07 Jan. 2012. 
www.gallup.com/poll/150149/record-high-americans-favor-legalizing-marijuana.aspx 
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globe. There is no doubt that drugs, including alcohol and tobacco, cause harm. 
So does prohibition.  Which is the greater harm? 

 
31. Of course evidence is the key, but political leadership is also necessary. Now that 

ever more expert and public opinion is supporting a change in policy, the 
committee has a unique opportunity to call on the Government to reconsider its 
approach - and meaningfully evaluate both failings of contemporary punitive 
prohibitions, and the potential of alternative approaches involving legally 
regulated rather than criminal controlled drug markets. 

 
 Submitted on behalf of LEAP by: 
 Francis Wilkinson, former Chief Constable of Gwent 
 Neill Franklin, retired Police Major, Maryland, USA 
 Paul Whitehouse, former Chief Constable of Sussex  
 Rowan Bosworth-Davies, retired Detective, Company Fraud Dept, New Scotland 
 Yard 
 
January 2011 
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Written evidence submitted by Adam Langer (DP134) 
 
 
Essential points: 
 

1. What drug services actually treat is being misrepresented and needs to be theoretically clarified 
by independent qualified experts.  

2. The information database of many of the incumbent service providers does not bear up to 
informed scrutiny, yet is being presented to those with political power as factually accurate. 

3. Many of the employees of current service providers do not believe in the working practices they 
are forced to adopt, yet this voice is not being heard. 

4. The inputs that lead to long term recovery from drug dependence are theoretically definable in 
terms clear enough for politicians to fully understand. 

5. The managers and employees of both DAATs and service providers often lack the training and 
experience for what they do. Many are assuming they can forgo the specialist trainings that relate 
to working with addicts on the basis that backgrounds in social work, probation and mental health 
are adequate. 

6. Replacement prescribing culture has become distorted, seemingly to plug the hole created by 
shortfalls of recovery capital within incumbent service providers. 

7. The criminal justice system is in need of fundamental reform in terms of the way it addresses 
dependency within the prison / probation population. 

8. NICE guidelines need to be followed. 
 

BRIEF INTRODUCTION OF ADAM LANGER: 
 
Background: Born 1964, London. Recreational and then dependent crack and heroin drug user. 
Experienced both community and residential drug treatment. Abstinent since 1999.  
 
Relevant Training: Advanced Diploma in Integrated Humanistic Counselling (BACP accredited) 2005. 
 
Relevant experience:  
Administrator for Outside Edge Theatre Company in London. Run by people in recovery from drug / 
alcohol dependence. Has produced professionally written and performed participatory theatre within 
treatment centres, community projects, and prisons for the past 10 years. 
 
Counsellor at ‘Off the Record’. Charitable youth counselling service in London. 
 
Counsellor at Lampton Court Residential Drug Treatment Centre in Devon. 
 
Senior Key Worker for Bethany Project, Barnstaple. Supported Housing service for homeless people with 
drug and alcohol dependency issues. 
 
Spent the last two years advocating for better drug and alcohol services for Devon. 
 
Professional supervisor: Ursula Carter (UKCP)  
 
Experienced a total of 18 months addiction focused participatory group therapy. 
 
Attended a variety of mutual aid organisations for 14 years (more than 5,000 hours of witnessing the 
testimony of other addicts), including representing Devon, Cornwall, and the Channel Islands for the 
largest addiction focused mutual aid organisation at their National committee level.   
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FACTUAL INFORMATION FOR IMPROVEMENTS TO DRUG / ALCOHOL TREATMENT SERVICES 
 
A brief look at terminology 
(1)There appear to be a variety of highly subjective representations of what services are actually treating. 
Though an uncomfortable place to start, a glance at terminology and meaning seems important. 
 
(2)‘Dependency’ and ‘Addiction’ both imply an impaired faculty for choice. Dependency seems to be a 
statement of circumstance rather than a diagnosis. It begs the question “dependent on drugs / alcohol to do 
what”? 
 
(3)‘Addiction’ seems to hold two interesting dynamics. The first is its etymological root. Past meanings 
include ‘yielding to’, ‘sacrifice’, ‘sell out’, ‘betray’, and ‘devotion’. Its literal composition, holds, ‘ad’ – 
to, ‘diction’ – language.  
Putting these together; Clients of drug and alcohol services appear to have yielded to, sacrificed 
themselves to, devoted themselves to a relationship with artificial chemicals rather than their bodies own 
natural chemistry which they have betrayed (I don’t particularly like these words, but they are the 
etymological roots listed and seem useful here). They have also stopped expressing themselves in the 
direction of, ‘to’, their needs, choosing the direction of artificial chemicals instead. They have become 
‘flat affect’, only expressing emotion in extreme passive-aggressive outbursts. By drowning out the body 
chemistry that is their emotional content, they have ceased to be motivated to express themselves in 
accordance with this natural self care system. They do not feel the chemistry of guilt or love even if it 
exists powerfully within them, so act in ways that hurt the people that matter most, leading to rejection, 
social exclusion and often homelessness. Thus the distinction between ‘an addict’ and a ‘non addict’ is 
the compulsive patterning to avoid experiencing the body’s own wisdom. 
 
 
(4)My own experience of clients has led to the belief that dependency is on self medicating 
overwhelmingly difficult / painful internal phenomena. Behaviour, though apparently choiceful to begin 
with, has become compulsive to the point that even when primary relationships, and personal health and 
liberty are being destroyed, the client does not stop. The pain being medicated can be physical, emotional, 
or psychological, and only at the point when the fear of phenomena such as death become so dominant 
within awareness that artificial chemicals won’t drown them out, does the willingness to seek help and 
engage in a process of change becomes possible. This is the stage of ‘action’ within the cycle of 
awareness, and the state that most clients present.  
 
(5)Many service providers respond to this healthy anxiety and readiness for change with fear. They 
choose overcautious replacement prescribing regimes as a means of short term harm reduction without 
appearing to understand the consequences of this in terms of medium / long term harm, or the damage to a 
recovery process.  
 
(6)Many years ago I attended a lecture about the nature of emotion. It described emotions as ‘E’- the 
energy of, ‘MOTION’- action. The lecturer described how thoughts on their own do not lead to actions. It 
is the emotional relationship with phenomena that motivates actions. When a client’s emotional 
experience is dominated with mood altering chemicals (including replacement therapies), they do not 
experience the necessary anxiety needed to motivate self care.  
 
(7)Causes: Some people believe that there is an addictive gene, others that addiction is related to trauma, 
and some hold spiritual beliefs that explain addiction as something of that domain. Using an informal 
disease model (not a conventional medical disease), avoids the problem of trying to define something that 
is experienced so subjectively. Current treatment options are not reliant on a particular causal root 
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(8)As a trained counsellor I was taught to trust the ‘Self Actualising Process’ of the client. This concept, 
born of the Person Centred model of psychotherapy holds that all people are meeting their needs as well 
as they can within their frame of reference. When given the chance to express and explore their frame of 
reference more fully their self awareness grows and they make more self enhancing choices based on their 
better grasp of their circumstances. Whilst there are many models of psychotherapy, most support this 
dynamic as the fundamental foundation of the therapeutic process. 
 
(9)What is strikingly consistent with the clients of community drug and alcohol services is the client’s 
unwillingness to experience their frame of reference, ‘their world’ in an authentic way. Whilst everyone 
has parts of themselves that they fear to acknowledge (existential givens), those people who have become 
locked into self destructive patterns of drug and alcohol use experience a sort of extreme panic at the 
thought of experiencing their lives in an authentic way. This panic is, to my mind, still part of their Self 
Actualising Process. I guess we have all witnessed, in films if not in our own lives, people who in a state 
of panic, run in front of cars, over cliffs, say the worst thing at exactly the wrong time etc. These people’s 
internal realities are experiencing a fear similar to that of impending death even when their external world 
clearly doesn’t fit this. It appears to be the central challenge of drug and alcohol service provision to find 
affordable ways of helping clients to bridge the gap between their internal and external worlds. This ‘is’ 
the recovery process. Clients need to re-establish relationships of trust with the outside world so that 
when difficult internal experiences arise for them, they meet their needs, reaching out for help rather than 
just trying to drown out their body’s messages. 
 
(10)Current providers have accumulated a huge and ever increasing number of clients who are dependent 
on replacement prescriptions. Devon DAAT has stated “The Methadone trail in Devon is huge”. Clients 
begin trainings and work whilst still on replacement prescriptions. This traps them in a position of either 
maintaining their replacement prescription or facing the psychotherapeutically unsupported and traumatic 
movement into authentic experiencing whilst trying to maintain work or education commitments. 
Unsurprisingly, overwhelm, relapse, and a new replacement prescription is the most common outcome. 
 
(11)There are two processes that seem to achieve the needed bridge of trust between internal and external 
worlds mentioned above. Both are specific types of relationship. 
 

1. A psychotherapeutic relationship 
2. A peer mentor relationship 

 
1. (12)In a psychotherapeutic relationship the therapist has developed the  

skills to provide a relationship that holds heightened awareness of the client’s world so here-and-now 
phenomenon are explored or avoided according to a fine sensitivity to what the client can handle being 
with. The therapist has the personal development to avoid polluting the relationship with personal stuff 
that would be unhelpful, differing to the client’s experience. Pacing the highlighting of incongruencies 
within client disclosures also requires deep insight and sensitivity. Many tools employed by 
psychotherapists are also used in MI (Motivational interviewing), however, MI trainings are very short, 
just a few days. A psychotherapist will have undertaken at least 2 years training that included work on 
their own issues. Psychotherapy is a fine art with the self as the tool of the work. 
 
(13)There seems to be an unfortunate pattern with drug workers endeavouring to key work using MI. 
Even with psychotherapeutic training, it is extremely difficult to develop a therapeutic alliance with a 
client who is using mood altering chemicals. For someone who only has a brief MI training, it is not 
possible to create a therapeutically viable relationship. As clients fail to make progress, the worker has to 
find a way of maintaining a sense of validity to their endeavours. This requires a sort of cynicism about 
the client and their recovery, and a disengagement from the underlying vulnerability of the client to avoid 
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acknowledging the skill shortfall within the professional. Once this has happened a co-dependent 
relationship emerges, with the member of staff seeing the client as failing in their recovery process rather 
than recognising the shortcomings within their abilities and treatment system being employed. The 
professional and client move into exchanging positions of ‘Victim, Rescuer, and Persecutor’, the classic 
co-dependent triangle. Once co-dependency is in place the therapeutic process is blocked. When a project 
has a treatment philosophy based on MI, it seems the whole organisation becomes entrenched in co-
dependency. Management act as unqualified pseudo-therapeutic supervisors of front line staff. They 
support and justify what their staff do to defend a reality too unpalatable for everyone to acknowledge as 
near valueless and often doing harm. 
 
(14)Design of this kind of flawed system of treatment seems to be the result of not respecting the need for 
specialist training and experience. In Devon, neither the DAAT nor management of commissioned 
services have any specialists qualified in the treatment of addiction within service design teams. 
Backgrounds in probation, mental health and social work are assumed to be sufficient, as if the specialist 
trainings that exist are an unnecessary luxury. Over-reliance on guidance from incumbent commissioned 
service staff by DAAT management holds a conflict of interest that has no safe guards, and leads to 
skewed representations of data that support maintenance of the status quo. 
 
 

2. (15)Within a peer mentor relationship, it is empathic  
identification that creates the trust to bridge the gap between internal and external reality. Clients 
experience someone who has used drugs and alcohol in a similar way to them but who has managed to 
stop. This represents a believable and safe bridge for them to also cross. Where the peer shares that they 
can accept awareness of, move through and then beyond uncomfortable internal experience, clients 
realises they can too. Shared historical experience also helps facilitate trust and empathy. 
 
(16)It is these relational aspects of client experience that are not being adequately met. Clients do not 
engage with services because they feel too scared of what experiencing their worlds authentically will feel 
like. They sabotage their own treatment plans. 
 
5 KEY AREAS FOR IMPROVEMENT / SAVINGS –  
 

1. Cutting back the CBT workshops offered before clients detox (excluding harm reduction). 
2. Redesign of replacement prescribing culture. 
3. Underuse of the mutual aid organisations. 
4. Redesign of criminal justice system’s sentencing and treatment regimes. 
5. Better use of Tier 4 budget. 

 
1. – (17)The rationale for this is described above.  

 
2. – (18)Current prescribing policy is incoherent and ineffective. Replacement 

Therapies are accumulating clients suspended in chemical limbo. With only 9 residential rehab places for 
drug users and only 17 for Alcohol each year for the whole of Devon (£200,000 total budget), most of the 
thousands of registered clients remain in community treatment for years, making little or no progress. The 
supported housing projects have to manage extremely chaotic people. Virtually no one breaks free from 
dependency, and community spirit has been sapped. 
 
 
(19)The first change to prescribing policy is distinction between ‘harm reduction’ and ‘recovery’ 
prescribing. 
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(20)A client’s human rights might include ‘choice to remain on a replacement prescription’. If not upheld, 
client overdose could be argued as resulting from clinical negligence. Until proven both ethical and 
viable, long term prescribing should remain an option. 

 
(21)Clients who choose long term prescribing should be key worked from a harm reduction and health 
monitoring perspective. 
 
(22)Clients choosing recovery should be stabilised and ready to begin their detox within the ‘12 week 
effective drug treatment’ window. If clients have dual diagnosis issues these should be addressed through 
appropriate prescribing within this time. If a client is too chaotic or has such antisocial behaviour that this 
proves unachievable, they should be presented (accompanied) by key workers to mental health services 
and a short term solution agreed. If not possible, a mental health section order should be recommended. 
Leaving unstable clients within communities costs a fortune to police, hospitals, social services and 
others. It deepens client feelings of despair and alienation, and damages communities. 
 
(23)In most circumstance, clients will be clean and have completed treatment including any aftercare, 
within 26 weeks of first presenting, providing huge savings.  

 
3. – (24)NICE guidelines state that “All treatment professionals should routinely provide information on 
self help groups; these will normally be 12 Step, for example Narcotics Anonymous, Cocaine 
Anonymous”. It also recommends that key workers accompany interested clients to their first meeting. 
This is not being followed. With services utilising the mutual aid groups, many of their clients will 
establish lives in recovery without needing expensive long term community or residential treatment. 
 

4. – (25)The criminal justice system seems to be a place of huge wastage.  
What is needed is not currently achievable as many elements require legislative changes by central 
government. I’ve including them as the only way to arrive at a coherent system is stake holders grasping 
how their actions affect partner agencies. 
 
 
(26)In principle, someone found guilty of drug / alcohol related crime, should be required to address their 
dependency issues. Clients who consent to undertaking a detox and attending an intensive therapeutic 
program within the prison system (e.g. Rapt) should then by made eligible for unusually early release 
(25% of sentence?) on probation orders requiring regular testing, attendance of mutual aid groups (12 
Step groups run a chit system for verification) and abstinence. This will create huge savings and see many 
prisoners achieving socially harmonious patterns of life rather than the huge rates of repeat offending that 
currently exist.  
 
(27)Clients who have just committed drug related crime but refuse drug treatment should be denied 
probation as they are choosing to stay in patterns that will in all likelihood lead to reoffending on release. 
 
(28)Drug rehabilitation requirements should include attendance of mutual aid groups for the reasons 
described earlier in this document regarding life style changes and a movement away from old using peers 
to new recovery peers. 
 
(29)The clients I see going through the prison system have all been maintained on replacement 
prescriptions. They immediately relapse into the same patterns they were in before their last arrest. 
Money spent on policing, judiciary and prison services has all achieved nothing for the community or for 
the client, other than a holiday in the company of people also entrenched unhealthy patterns of behaviour. 
 
(30)Sentences cannot currently specify which prison someone is to go to. This needs to be changed. 
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Someone sentenced for a drug related crime should be sentenced to attend a prison with a therapeutic 
drug treatment regime. 
 
4. –(31) Quasi residential services using the Supported Housing sector for accommodation can offer the 
same standards of intensive psychotherapeutic treatment journey for about a third of the cost of most 
residential Tier 4 services. They also create excellent recovery capital for Tier 3 services. Action on 
Addiction’s SHARP projects exemplify good practice. 
 
(32)These might be fundable solely through savings from Tier 3 budgets, which would be an ideal. If this 
proved possible, the Tier 4 budget could be used to focus on meeting the needs of dual diagnosis clients 
who are not stable enough to be treated within the community. 
 
January 2011 
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Written evidence submitted by London Drug and Alcohol Policy Forum (DP135) 
 
Background 
 
1. The London Drug and Alcohol Policy Forum (LDAPF) was established in 1991 as the 

result of concerns raised by Directors of Social Services, other key agencies and the 
Police that there was a lack of co-ordination and sharing of best practice in response to 
developing drug problems. It is core funded by the City of London Corporation as part of 
its commitment to the wellbeing of the capital and the nation.  

 
2. LDAPF works with all agencies (police, customs, health, local authorities, local drug 

partnerships) with an interest in reducing the harm illicit drugs do to communities. It 
organises seminars and conferences aimed at improving communication and awareness 
around drug issues as well as producing a range of materials including literature for 
parents, a toolkit for employers on responding to alcohol and drug problems, anti-drug 
driving campaigns, advice on responding to drug related overdoses and guidance aimed at 
those working in the night time economy. The successful drug amnesty bin scheme 
currently run in co-operation with the City of London Police is a further example of the 
activities in which the Forum is involved. In addition it supports a number of pan-London 
practitioner networks (e.g. those responsible for co-ordination and delivery of drug policy 
at a borough level).   
 

3. The Forum supports a number of pan-London practitioner networks (e.g. those 
responsible for co-ordination and delivery of drug policy at a borough level).  As such the 
LDAPF enjoys a unique viewpoint across the breadth of drug policy and its responses are 
informed by experts and experience at a regional and borough based level. 

 
4. The LDAPF welcomes the decision of the Home Affairs Committee to perform a 

comprehensive review of drugs policy and the effectiveness of the 2010 UK Drug 
strategy.  Given the impact of drug related problems on individuals, communities and 
society as a whole, plus the resources directed to tackle these, it is important that their 
effectiveness and appropriateness are considered regularly. 

 
5. The paragraphs below respond to the specific points raised by the Committee in their call 

for evidence. 
 

The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with 
strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy. 
 
6. There are many aspects of the Global Commission on Drug Policy report and 

recommendations that the Forum would support, for example the essential importance of 
harm reduction and a range of evidence based treatments and the benefits of working with 
communities.  We also welcome their call for increased debate on this subject area.  In 
terms of the specific point of the extent the 2010 drug strategy is “fiscally responsible” it 
is difficult to judge. Some aspects of the strategy are better evidenced than others1 but 
with changes in health delivery, the moves towards increased localism and budget 
reductions, it is difficult to determine exactly how much is spent across the board on 
tackling drug issues. 
 

                                                           
1 although some areas are under researched this does not mean they should be neglected but rather that more 
research and testing of approaches is required 
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7. The Forum does have concerns that while the overall goals of the 2010 strategy are 
generally supported, there is a lack of central support and leadership.  During a period of 
massive transition there is clear benefit in existing evidence and best practice being 
promoted or at least readily available from central government or other reputable 
agencies.  There is concern that learning and experience developed over the last 20 years 
is being lost or forgotten.  The loss of experienced staff from government departments, 
local authorities and other agencies has seriously reduced the corporate memory. The 
provision of advice and information should not be considered as being excessive central 
interference, micro-management or antipathetic to the spirit of localism.  To the contrary, 
it should help local areas, communities, schools etc. develop the most appropriate 
responses to the challenges they face.   The LDAPF is fully supportive of the principles of 
localism and recognises that local areas are uniquely well placed to respond to local 
problems. 
 

8. The 2010 strategy, as with its predecessors, underlines the importance of education and 
information.  However, it remains the case that little investment or focus is dedicated to 
this area and there are real concerns that gains achieved over many years are in danger of 
being lost.  The Forum welcomes the recent decision to delay the end of funding for the 
Drug Education Forum, but the fact remains this is an area which is underdeveloped and 
under supported as was noted by the Home Affairs Committee in its 2002 report.   
 

The criteria used by the Government to measure the efficacy of its drug policies. 
 

9. The 2010 strategy includes a commitment to an annual review but, if this has been 
produced, it does not seem to have been widely publicised.  While specific information 
remains available about treatment numbers, completion and aspects of the criminal justice 
system there is scope for developing a more sophisticated and broader basket of measures 
to gauge the efficacy of current policies.  The Forum has specific concerns over the 
measurement of drug related deaths. Changes in the process have been made, but it 
remains unclear what the future system will be.  The two projects based at St. Georges 
University of London (Volatile Substance Abuse mortality project and National 
Programme on Substance Abuse Deaths) are now defunct and have not been replaced.  
Mortality is a key indicator used to evaluate the hazard caused by new psychoactive 
substances, the so called “legal highs”. This information is likely to be vital to support the 
new risk assessments required by the Advisory Council on the Misuse of Drugs (ACMD) 
to service the temporary class drug orders.   Anecdotally, there is some evidence of a 
spike in deaths amongst older drug and alcohol users who have been or remain in contact 
with services. 

 
The independence and quality of expert advice which is being given to the government 
 
10. The ACMD has many highly qualified and well regarded individuals amongst its 

membership.  However, it does not have the resources to commission or undertake 
research and a great deal is asked of some of its members in terms of time and resources 
they dedicate to its work.  The Forum strongly believes that a modest investment in 
developing an enhanced network of experts with a research budget would provide an 
important resource for all those engaged in responding to drug issues.  The National 
Institute of Drug Abuse in the United States provides an impressive model of bringing 
science, information and resources together for the benefit of a range of audiences. 

 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets 
and what impact this may have 
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11. Committee members will be aware of the UK Drug Policy Commission’s report, Drug 

Enforcement in an Age of Austerity2.  The conclusions of this report match LDAPF’s 
experience. Drug related work is often seen as an additional feature of enforcement work 
and is seen as being a relatively easy cut to make.  This is particularly true with police 
involvement with partnerships and communities.  There is the sense by the police, and 
indeed by other agencies, that they need to concentrate on core business, while drugs 
work is often seen as being a fringe activity.  This trend has the potential to impact 
seriously on local areas’ ability to co-ordinate work around drugs as police support is 
often essential. 
 

12. The concentration on Class A drugs and disrupting the link between drugs and acquisitive 
crime has resulted in almost complete neglect of significant problems such as anabolic 
steroids, “legal highs” such as the synthetic cannabinoid receptor agonists and 
GHB/GBL. 
 

13. However, the seizure and confiscation of assets linked to drug trafficking is strongly 
supported. Illicit trafficking is cash dependent and removal of assets is seen as genuine 
deterrent.  The Forum would welcome increased efforts to use some of these funds in 
areas which suffer most from drug dealing and drug related crime.  This is an area which 
is considerably under-developed and where community co-operation and engagement 
could be improved.  Rates of seizure and confiscation could also be improved by refining 
the process or through the greater use of the civil recovery powers. 
 

The cost effectiveness of different policies to reduce drug usage 
 
14. This is an area of limited research and evidence. While treatment interventions often have 

a clear evidence base in terms of individuals reducing or stopping drug use, there is little 
evidence to suggest that policing activity alone does so. Policing activity is, however, 
valued by communities where drug dealing or drug related crime causes problems and 
many people enter treatment via the criminal justice system.  More research is required on 
what policies are effective, but the dissemination and support for these is also important. 
In terms of young people and general prevalence of drug use, there is evidence showing 
an overall reduction in use but little examination as to the factors that have influenced 
this. It is unclear to what extent the reduction in the use of traditional drugs 
(amphetamine, cocaine, cannabis) has been replaced by new compounds (mephedrone, 
synthetic cannabinoids, ketamine) and perhaps alcohol. 
 

15. Policies that take a stronger account of the factors faced by individuals and consider these 
in a holistic fashion with a range of responses (e.g mental health, housing, training, 
employment etc.) are likely to be more cost effective than those that only deal with one 
issue in isolation. 
 

The extent to which public health considerations should play a leading role in developing 
drugs policy 
 
16. Public health is the key component of a good drugs policy.  It should be borne in mind 

that the UK has achieved considerable public health gains over the decades in relation to 
drug related disease.  The actions of Governments since the mid-1980s have seen the UK 
have one of the lowest levels in the world of HIV related to injecting drug use.  Likewise 

                                                           
2 Drug enforcement in an age of austerity: Key findings from a survey of police forces in England, Helen Beck, 
UK Drug Policy Commission, October 2011. 
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significant gains have been achieved in halting the increase in, and then reducing, drug 
related deaths.  The success in reducing deaths linked to the use of Volatile Substance 
Abuse is of particular note.  However, there is a sense that the focus has moved away 
from measures such as these, especially in relation to blood borne viruses and there has 
not been adequate attention and focus on Hepatitis C in terms of seeking to prevent its 
spread, testing and treatment.  This is already a major health issue and is likely to remain 
so for some years regardless of emerging new treatments and the potential of a vaccine. 
 

17. There is also a need to ensure that public health approaches which focus on whole or 
large population models do not let service commissioners and providers lose sight of the 
individual and their particular needs. Thereby tackling a range of behaviours that 
becomes a major focus in the life of an individual, in addition to harm (self, family, 
friends, society) and social exclusion (stigma). Fundamentally it is important to ensure 
that decision and policymakers recognise that public health approaches are not in 
competition with other actions (e.g. enforcement) but in fact can complement and 
contribute to better outcomes for communities and individuals.  
 

The relationship between drug and alcohol abuse 
 

18. The 2010 strategy marked a further stage in the bringing together of responses to drug 
and alcohol abuse.  At a service and treatment level, the inter connection is well 
acknowledged and understood, nearly all local partnerships are now addressing both 
substances.  However, while it is positive to note that it is converging at a national level 
policy, more remains to be done.  There is an implicit risk that the merging of budgets 
and removal of ring fences from certain drug budgets could see the greater demands (in 
terms of numbers) from alcohol treatment lead to a sharp reduction in drug treatment 
capacity.  This is an issue that needs to be addressed by building on the work that has 
been done by the National Treatment Agency and others to make a clear case of the value 
of drug treatment to communities and individuals. There is also a need to consider 
approaches that don’t promote the consumption of alcohol at home or other, non-
regulated, environments compared to licensed premises. 
 

The comparative harm and cost of legal and illegal drugs 
 
19. This is an area where there has been considerable work though results are often 

contradictory.  What is clear, in terms of harms and costs is that the use of alcohol far 
exceeds other substances, whether that is measured in terms of deaths, illness, cost to the 
economy (absence from work etc) or violence. It is also evident that certain illegal drugs, 
especially heroin and crack cocaine, are often linked to high levels of acquisitive crime. 
The gradual coming together of more coherent policy responses to alcohol and drug use, 
and the significant recent increases in the use of so called legal highs, is beginning to 
make the differentiation of harms between illegal or legal substances increasingly 
irrelevant.  Indeed the situation is complicated by the unknown scale of abuse of 
prescription only drugs available via the internet.  The Forum would support more work 
being undertaken on determining the range of harms that these substances cause to 
individuals, communities and also those countries and regions involved in production, 
manufacture and trafficking routes. The extent of use and harm caused by drugs such as 
illegally imported benzodiazepines, anabolic steroids and cogitative enhancers is largely 
unknown. 
 

The impact of the transfer of functions of the National Treatment Agency for Substance 
Misuse to Public Health England and how this will affect the provision of treatment 
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20. At this stage of the process it is too early to say.  The National Treatment Agency has 

helped ensure a standard of access and quality across England.  Whether the value of drug 
treatment is fully understood by all those who will now be involved in the commissioning 
and delivery of this treatment remains to be seen.  The LDAPF has concerns that in many 
areas responses to drugs will be seen as a relatively peripheral issue, this coupled with 
pressure on budgets could have a highly detrimental impact especially in those areas with 
a less visible problem. The recent fact sheets from the Department of Health on the future 
of public health provide a strong foundation on which to build in terms of promoting 
understanding of new functions and responsibilities. 

 
The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
 
21. Legal highs have been available for many years, for example magic mushrooms could be 

described as such prior to the changes in legislation resulting from the 2005 Drugs Act 
(which incidentally left some psycho-active mushrooms outside the law). However, the 
rise of mephedrone use during 2009 and the subsequent marketing of various stimulants 
as legal highs (regardless of whether they are actually legal) and synthetic cannabinoids 
has raised fundamental challenges that both the legal framework and enforcement system 
has struggled to respond to effectively.   Initial research was lacking in terms of being 
able to identify new and emerging substances, though recent steps such as the Forensic 
Early Warning System introduced by the Home Office go some way to remedying this.  
Likewise temporary banning orders provide enforcement agencies with a locus to act, 
though not necessarily the expertise or equipment to do so.  Though the scale of the 
problem may be exaggerated by the media (with the exception of mephedrone none have 
become what could be described as mainstream drugs) it is a challenge that is unlikely to 
disappear and evidence from the USA and within Europe suggests that while action on 
specific suppliers or websites can be effective, legislation alone is of limited impact.  This 
then is an additional reason for a systematic and well informed debate on what legislation 
can achieve and to what effect. The relevance of the Misuse of Drugs Act needs to be 
accessed and effective systems of control need to be considered.  Enforcement of the 
Medicines Act needs to be strengthened to control better the inappropriate online sale of 
medicinal products and lifestyle drugs such as injectable tanning agents. 

 
The links between drugs, organised crime and terrorism 
 
22. This is an area where the LDAPF has limited direct experience, though clearly organised 

crime is involved in all aspects of drugs be that cocaine and heroin importation, the illicit 
production or supply of alcohol or indeed in the sale of legal highs.  Where high profits 
are to be made in an illegal or quasi-illegal manner it is natural to assume organised 
crime, or even those with a terrorist connection, will get involved.  It seems certain that 
whatever changes or reforms to legislation are considered there will remain a need for 
efficient enforcement and we repeat the point that cash and assets are the best way of 
tackling these groups. 

Whether the UK is supporting its global partners effectively and what changes may occur with 
the introduction of the national crime agency 
 
23. This is an area where the LDAPF has limited direct experience, though clearly organised 

crime is involved in all aspects of drugs be that cocaine and heroin importation, the illicit 
production or supply of alcohol or indeed in the sale of legal highs.  Where high profits 
are to be made in an illegal or quasi-illegal manner it is natural to assume organised 
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crime, or even those with a terrorist connection, will get involved.  It seems certain that 
whatever changes or reforms to legislation are considered there will remain a need for 
efficient enforcement and we repeat the point that cash and assets are the best way of 
tackling these groups. The UK regularly reports more new substances to European 
Monitoring Centre for Drugs and Drug Addiction (EMCDDA) than other European 
countries, although this may be compromised by the closure of the Forensic Science 
Service and the dislocation occurring within forensic science in the UK. 

 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs Policy: 
Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice 
reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10).” 
 
24. The Forum welcomes informed debate on tackling drugs. It is a critically important 

subject and one that effects the lives directly or indirectly of almost everyone in the UK.  
There is a need to engage not only expert opinion but also that of a wide range of 
communities and also to accept that legislation while important is not the main factor in 
reducing problems and harms. It is the initiatives and policies delivered which have the 
impact.  Individuals and communities do not understand, nor care greatly, about the 
intricacies of the Misuse of Drugs Act, the classes and schedules of substances or the 
machinations of the Advisory Council on the Misuse of Drugs.  They do, however, want 
to have good information, know what to say to their children, understand what happens in 
schools, that the police and other agencies will intervene when crime or anti-social 
behaviour threatens them or their community and that if someone has a problem there is a 
place to get effective help.   The Forum strongly believes that more debate, more 
consideration and a willingness to explore new approaches to tackle a changing 
environment are key to successful policy delivery.  Particularly we believe that more 
attention should be paid to drug abuse by very young children using drugs such as 
tobacco, poppers, volatile substances and alcohol. 

 
January 2012 
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Written evidence submitted by Professor Jake Chapman, Demos Associate (DP136) 

Executive Summary 

The issues involved in drug policy are complex and not amenable to simple ‘solutions’. Current 
policy generates many unintended consequences, some of which could be avoided by a more nuanced 
system of regulation that recognises the differences between groups of users. The author has gathered 
evidence of drug experiences that have influenced professional people’s lives for the better; this 
negates the view that drug experiences are always either illusory or negative. One objective of drug 
policy is to protect vulnerable groups, including those prone to mental illness and young people. 
Recent research suggests that persistent addiction is strongly associated with mental illness which has 
implications for treatment. The young people most at risk to drugs are also at risk to other activities, 
such as sex, crime, and drinking. This group will be best helped by an integrated approach that 
addresses their risky behaviour.  It is currently impossible to devise a drug policy to protect other 
young people since so little is known about their motivation and the factors that have produced past 
trends in drug use. Addressing the complexity of drug use is difficult but as a minimum requires 
different policies targeted at different user groups.  

 

1. About the author: I was trained as a physicist at Cambridge (1963-70), was appointed a lecturer at 
the Open University in 1970 and gained a personal chair in Energy and Systems in 1978. I moved to 
the Systems department in 1980 and since then have taught systems thinking to adults both at the OU 
and more recently in the Metropolitan Police Leadership Academy and on the National School of 
Government’s Top Management Programme(TMP). I retired from the University in 2001, worked in 
the Performance and Innovation Unit  in the Cabinet Office for a year and gave technical advice to the 
Economic Development Committee in the Welsh Assembly. From 2006 to 2008 I served as an 
external member of the Metropolitan Police Modernisation Board. 

2. Since 2002 I have been an Associate at the think tank Demos where I have published several 
pamphlets documenting how systems thinking can be applied to ‘wicked problems’ in the public 
sector. For the last three years I have researched the application of systems ideas and procedures in 
the domain of drug policy. My last Demos publication, in 2011 in collaboration with the UKDPC, was 
Taking Drugs Seriously. This explored the issues associated with ‘legal highs’ and used systems 
workshops to explore options for protecting young people and developing a more robust approach to 
the regulation of new compounds. 

3. I am currently writing a book that applies systems thinking to drug policy, this will be published 
before the end of 2012. I am also writing a pamphlet,  to be published by Demos before March 10th, 
summarising the key results for policy that have emerged from the research. The points made in this 
submission are explained in more detail, with supporting material and further references, in that 
pamphlet which will be made available to all members of the committee once published.    

4. Complexity. The participants on TMP are largely senior civil servants and other public sector 
leaders, such as chief constables. I teach them systems thinking as a way of addressing complexity, 
and this is supported by a live challenge around a current complex problem. It is clear from this 
experience that people find it hard to face the uncertainty, ambiguity and different views of what is 
happening in complex situations; which is why it is included in the programme. The dominance of 
radio and TV reporting of issues has caused a focus on ‘sound bites’. As Andrew Marr has noted 
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“what is lost is the lengthy building up of an argument which, boiled down, might seem nonsensical. 
And so fresh thinking is rarely heard. It can take time to marshal the facts, explain unfamiliar thoughts 
and lead the listener towards unexpected conclusions.1” The most common ways of avoiding 
complexity are to presume simple causation of the issue (when in fact there are multiple interacting 
causes), to adopt an ideological position or to make use of stereotypes that evoke prejudices used in 
justifying a simplistic ‘solution’. However it is achieved, the consequences are, that a policy or 
intervention that ignores complexity will generate a plethora of unintended consequences. These arise 
because the simple causation or solutions presumed by the advocate do not match the reality of what 
is occurring in the real world.  

I recommend that the committee be deeply sceptical of approaches that seek to avoid the complexity 
of drug issues, by for example proposing  simple ‘catch-all solutions’ such as legalisation or tougher 
enforcement. 

5. Unintended consequences. The Misuse of Drugs Act 1971 (MDA) has not been significantly 
altered, even though the world in which it is applied has changed radically and become far more 
complex.  As a result there are many unintended consequences, some obvious, others more subtle. 
The most obvious are 

• Providing criminal organisations with a very large source of funds, both at international, 
national and local levels.  

• Making the illicit drugs available to users less pure and hence increasing the chances of 
overdose or other negative health outcomes. 

• Criminalising large numbers of young people 
The more subtle ones include 

• Making it much harder to carry out research on drug use 
• Bringing the law into disrepute 
• Making young people suspicious of any ‘official’ advice on drugs 
• Making data on drug use and numbers of users inherently unreliable 

I recommend the Committee to give weight to unintended consequences in its recommendations. 

6. Data reliability. Virtually all the data on drug use and numbers of users is derived from self-
reporting surveys, for example the British Crime Survey (BCS). It is known that this under-reports 
drug use since (a) people are generally unwilling to admit participating in illegal acts and (b) surveys 
do not include excluded groups who are known to have higher rates of drug use. Where checks have 
been made the level of under-reporting of drug use is often very high2. 

7.Number of users. Table 1 below3 indicates that by age 30 more than half of all adults in the UK will 
have tried illicit drugs. This is consistent with the view that drug use has largely become normalised 
and is one of the reasons for the growing belief that the ‘war on drugs’ has failed. 

                                                            
1 My Trade by Andrew Marr, Macmillan, London, 2004 p.140 
2 The most dramatic result in the literature is a 52 fold under‐reporting of cocaine use by US teenagers: see 
Just say ‘I don’t’: Lack of concordance between teen report and biological measures of drug use by V.Delaney‐
Black et al. Pediatrics. 126 (5) 2010 887‐93 
3 Taken from An Analysis of UK Drug Policy by P. Reuter and A. Stevens, UKDPC 2007  p.20. The data for 
2009/11 from Home Office statistical summary of 2010 BCS; this data does not include breakdown by age. 
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Table 1 Figures for the proportion of 16- to 59-year-olds reporting having used drugs in their 
lifetime by age group, 2005/6 BCS (England and Wales). 

Age group 16-19 

(%) 

20–24 
(%) 

25–29 
(%) 

30–34 
(%) 

35–44 
(%) 

45–54 
(%) 

55–59 
(%) 

All 
ages 

2009/10 
All ages 

Cannabis  35.1 44.4 46.7 40.1 28.5 18.8 11.1 29.8 30.6 
Amphetamines  7.5 14.5 23.8 20.5 11.8 5.6 2.8 11.5 11.7 
Any cocaine  6.5 14.5 15.2 10.4 6.4 2.4 1.1 7.3 8.8 
Ecstasy  5.8 14.4 18.2 14.0 5.7 0.9 0.2 7.2 8.3 
Opiates  0.4 1.1 1.9 1.2 0.9 0.5 0.3 0.9 0.9 
Any drug 40.4 49.0 51.6 45.8 34.2 23.4 15.4 34.9 36.4 

 
8. Drug experiences. It is widely presumed that whilst drug use may enhance fun and socialising, the 
experiences achieved under the influence of drugs are unreal, illusory and of no lasting value. Before  
widespread prohibition there were several research programmes that challenged this presumption4. 
More recently a double blind trial using psilocybin5 has demonstrated that it fosters long-term 
openness in subjects. I have carried out a small scale investigation by asking professional colleagues 
to report any drug experiences that have, in their view, enhanced their lives. The sample I have used 
are all aged between 30 and 65, are successful and usually married: I am aware that this may be an 
atypical sample. They report significant improvements to their relationships, to their personal 
awareness and in some cases to solving difficult technical or business problems. Although the sample 
have experienced many different illicit drugs, the positive experiences they report arise from the use 
of cannabis, ecstasy, LSD, psilocybin and ayahuasca: there are no reports of positive outcomes from 
cocaine, amphetamines, heroin or other drugs.  

I propose that this evidence counters the widely held view that drug use cannot contribute positively 
to users’ lives.   

9. Drug use and morals: Prohibitionists assert that drug use is immoral and no matter what the cost it 
must be outlawed. This attitude is largely based on the presumption that all drug users are addicts and 
liable to irresponsible behaviour. Using laws to support contested moral arguments does not have a 
good history. The moral case against drug use is similar in tone to the attitudes toward homosexuality 
until the 1950 – 60s. Up to then homosexuals were regarded as immoral, suffering from a disease and 
that they should be criminalised. The process of changing those attitudes is still not complete, 
similarly changes in drug policy may also take time.  

I recommend the committee be sceptical of the value of enforcing contested moral arguments using 
the law. 

                                                            
4 For example the work of Grof associated with psychoanalysis: see Realms of the Human Unconscious  by S. 
Grof, Viking Press 1975: see also the work with ecstasy based therapy described by Shulgin in  Pihkal, 
Transform Press, 1991   
5 Mystical experiences occasioned by the hallucinogen psilocybin lead to increase in the personality domain of 
openness by MacLean, K et al. J.Psychopharmacology 2011: see also . Mystical‐type experiences occasioned by 
psilocybin mediate the attribution of personal meaning and spiritual significance 14 months later by Griffiths R 
R et al. J.Psychopharmacology 2008 
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10. Drug addiction:  A recent study of drug use and addiction in the USA6 based on very large sample 
surveys ( generally well in excess of 30,000) has come to a number of striking and important 
conclusions. It utilises the American Psychiatric Association definition of substance dependence to 
identify addiction. The key conclusions are: 

• More than 45% of the samples had used illicit drugs, only 5% of these became dependent 
users.  

• The percentage of users who became addicted to cannabis was about 2%, to cocaine about 
6%, to heroin 20% and to alcohol 15% 

• Most drug users and dependent behaviour is started between 18 and 25; by the time users are 
aged 30-44 70% have remitted, mostly without treatment.  

• The people who become stuck in addiction over long periods are generally those who also 
have a mental disorder  

Other studies have pointed out that people with, or liable to, mental illness are likely to use illicit 
drugs as a form of self-medication7.  

11. Vulnerable Groups:  Those with, or prone to, mental illness constitute one significant group likely 
to be harmed by drug use. The other group most at risk is young people, particularly those under 25 
when their sense of self is fragile. The vast majority of the 50% of under 25s who have used drugs 
have done so with no ill effect whatsoever. Only a small fraction have problems, and most of these are 
at risk for other reasons: principally poverty and exclusion. In the workshop I ran concerned with 
protecting young people8 those present agreed that the group of young people most at risk would end 
up in trouble with either sex, or crime, or alcohol or drugs. These activities were not the prime causes; 
rather it was their low esteem, chaotic home-life and social environment that were more significant 
and these could be identified early in the child’s life. It was recognised that for this group the most 
helpful strategy was to enable them to make less risky decisions, including how to avoid harm with 
whatever they were experimenting.  

I recommend the Committee considers an integrated approach to protecting these particularly 
vulnerable young people. 

12. Protecting young people: There is growing evidence that penalising drug use and users may not be 
the best way to protect young people9. There is evidence that decriminalising cannabis use has no 
effect on the number of users, particularly from adjacent US and Australian states with very different 
policies10. For the last decade there has been a steady decline in the use of drugs and alcohol by pupils 
in UK schools11, however no one knows why.  

                                                            
6 Addiction a disorder of choice by G.M. Heyman, Harvard University Press, 2009 
7 See for example Self medication of mental health problems: new evidence from a national survey by Harris 
K.M. and Edlund M.J. Health Services Research (2005) 40 p.117‐134 
8 This is reported in Taking Drugs Seriously by J. Birdwell, J. Chapman and N. Singleton. Demos and UKDPC 
2011. 
9 For a comprehensive review see Children of the Drug War ed. D. Barrett, Idebate Press, New York 2011. 
10 See the review in Drug war Heresies by R.MacCoun and P.Reuter, Cambriudge University Press, 2001 (11th 
printing 2009)  p.358 ‐ 366 
11 See Smoking, drinking and drug use among young people in England 2010 Ed. E. Fuller. Publ. NHS 
Information Centre for Health and Social Care. London 201 
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Since a major aim of drug policy is to protect young people I recommend the committee asks relevant 
Departments to commission research to answer the following key questions. 

• Why did drug use among young people around the world, under very different jurisdictions, 
increase by 50% between 1992 and 1998? 

• What are the influences that deter half of young people from trying illicit drugs? 
• What are the factors that have cause the decline in young people’s use of drugs and alcohol 

over the last decade? 
• Why is it that the young people most likely to use drugs are those with the highest IQ?12 

 
13. One size does not fit all:  Part of the complexity of drug policy is that it seeks to deal with a 
spectrum of illicit drugs used by significantly different groups of users. I recommend the Committee 
consider promoting different policies for different drugs or/and groups of drug users. The policies 
suited to addressing opiate addicts are quite different from those that might reduce harm for clubbers. 
Similarly policies that might best protect vulnerable young people are likely to be different from those 
needed to reduce harm amongst professional drug users. Confronting the complexity of drug use and 
the variety of drug users will not be easy, but it is the only way that effective policies with minimum 
unintended consequences can be devised. 

January 2011 

                                                            
12 From an article in Time magazine reporting a study carried out on 7900 British people born in early April 
1970. See http://healthland.time.com/2011/11/15/why‐kids‐with‐high‐iq‐are‐more‐likely‐to‐take‐drugs/ 
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Written evidence submitted by The Addiction Recovery Foundation  &  The Concordat of 
Rehab/Recovery providers 

 

The Home Affairs Select has three domains for its enquiry into drugs policy: 

1. A comprehensive review of drugs policy 
2. An examination of the effectiveness of the Government’s 2010 drug strategy 
3. The UK’s contribution to global efforts to reduce supply and demand of illicit drugs 

 

A COMPREHENSIVE REVIEW OF DRUG POLICY 

The past 30 years has seen significant changes in UK drugs policy with, until recently, an entrenched 
emphasis on reducing the harm from drugs which had the unintended impact of keeping people sick 
for longer than necessary (treat symptoms not causes). 

Harm-reduction dominance in the UK grew in the 1980s in response to a “heroin epidemic” and the 
discovery that one of the routes for HIV infection (and other blood-borne viruses) is via the sharing of 
needles to intravenously consume this drug. In response, needle-exchange programmes became 
widespread in an effort to reduce the likelihood of needle sharing (and an expectation of returned 
needles being safely disposed of). There is doubt as how effective this has been.1  

 Additionally, in efforts to reduce harms associated with drug-related crime, prescribed ‘substitute 
drugs’ (methadone, buprenorphine, subutex etc) became so widespread as to be considered by 
commentators as the UK’s default treatment for heroin addiction.2  

In turn, this type of ‘intervention’ fuelled the misconception – against evidence to the contrary – that 
addiction is a “chronically relapsing disease” requiring long-term medication. It is a concern that 
considerable “support” for the medicalisation of addiction is generated by pharmaceutical opinion 
leaders with financial interests in the widespread use of medication.3 This is underscored by 
psychiatrists in the addiction field becoming more vocal in raising concerns about the research base 
for medicalised intervention, demonstrated by Dr James Bell of SLAM in his presentation at the 2011 
Royal College of Psychiatrists’ annual addiction conference “Should recent evidence change your 
practice? The limits of evidence-based medicine?”4 

                                                            
1 See 
http://journals.lww.com/jaids/Fulltext/2006/11010/Multiperson_Use_of_Syringes_Among_Injection_Drug.12.
aspx for an example of research. 

2 See www.cps.org.uk/publications/reports/breaking‐the‐habit for a comprehensive review of methadone 
prescribing. Also see some of the associated problems with the way in which our current system delivers 
substitution at www.harmreductionjournal.com/content/9/1/3/abstract. 

3 See www.independent.co.uk/news/uk/home‐news/drugs‐policy‐advisor‐under‐fire‐over‐links‐to‐
pharmaceutical‐company‐6261736.html and www.independent.co.uk/life‐style/health‐and‐families/health‐
news/professor‐who‐wrote‐coalition‐health‐policy‐was‐paid‐by‐drugs‐firm‐2325928.html for examples. 

4 For details, please read www.addictiontoday.org/addictiontoday/2011/07/psychiatrists‐to‐understand‐
recovery.html 
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Since 2001, illicit drug use treatment in England has been overseen by the National Treatment 
Agency for Substance Misuse. It has had responsibility for overseeing implementation and monitoring 
of the treatment side of national drug strategy. Under its regime, the focus of treatment in England has 
mainly been targeted on heroin and crack cocaine users (known as “PDUs”, problem drug users) and 
only on the problems of specific drugs rather than a holistic approach to tackling the causes of 
addiction (ie, a person can receive an intervention for a heroin problem but continue to use cannabis 
or alcohol, which enables cross-addiction rather than giving a route into drug-free recovery). The 
emphasis has been to keep people “gripped” in mainly-pharmaceutical treatment, sometimes for 
decades, with little strategy in relation to moving people toward living a drug-free life and reaching 
their full potential. 

Over this time, the amount of public money spent on funding abstinence-based (ie residential, quasi 
residential and daycare) rehabilitation treatment has diminished in correlation to an increase in 
publicly-financed harm-reduction initiatives. Harm reduction is even called treatment, replacing it 
rather than complementing it. Highlighted in the NTA’s own figures is that less than 2% of the drug 
treatment-seeking population has access to residential drug treatment. It is estimated that about 66% 
of the UK’s £1.1billion drug policy budget is spent on harm-reduction intervention.  

This situation presents huge inequalities in treatment provision, depending on a person’s ability to 
pay. If a person requires residential treatment and has access to private finance, they can enter their 
chosen treatment in days. However, if a person requires statutory funding, they are expected to 
undergo a protracted process involving community treatment, and review at a funding panel in order 
to assess potential outcome.5  

AN EXAMINATION OF THE EFFECTIVENESS OF THE GOVERNMENT’S 2010 DRUG STRATEGY 

The Coalition’s first drug strategy was published in December 2010. It is probably too soon to make a 
thorough assessment of effectiveness. However, we wish to note some areas of concern. 

Of particular note is the lack of a clear definition of “recovery”. There is confusion across the drug-
treatment sector about what recovery is; and without a central definition, this confusion will grow. 
Already we are witnessing treatment organisations ‘rebranding’ their historical services as “recovery” 
but without changing their practice to align with a recovery-oriented approach. Additionally, without 
a clear definition of recovery, it will be impossible to measure any publicly-funded intervention for 
outcomes/effectiveness. There are useful definitions of recovery from the US and Scotland which 
could be effective in England including “Recovery from substance dependence is a voluntarily 
maintained lifestyle characterised by sobriety, personal health and citizenship” and “Recovery is a 
process through which an individual is enabled to move-on from their problem drug use towards a 
drug-free life and become an active and contributing member of society”.6 

We were delighted that the 2010 drug strategy indicated a much-needed change in direction for drug 
treatment in the England. But it is puzzling that the architects of the earlier system are now charged 
with implementing and delivering the changes, without workforce training, and that those with a track 
record of success in this area seem to be ignored (eg, in design of the Payment by Results pilots). Of 

                                                            
5 See www.addictiontoday.org/addictiontoday/2011/11/state‐of‐residential‐treatment‐england.html for the 
most recent analysis of this and the impact of disinvestment in residential treatment on the treatment sector. 

6 For the most recent definition also see: www.samhsa.gov/newsroom/advisories/1112223420.aspx 
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major concern is the lack of consultation and joint working at local level between those tasked with 
purchasing and commissioning “recovery” services and those with a long history of providing such. It 
appears that the ‘old guard’ continue to confer only with “preferred providers” (ie, those who had 
provided the services which the 2010 drug strategy seeks to change).7  

We have now established the Concordat Watchdog to provide an opportunity for anyone with 
evidence of non-compliance with government procurement requirements (including unfair 
competitive advantage, tendering or bias) to raise their concerns and thus improve local provision of 
recovery-focused services.8  

While we are pleased to see the recent widespread mobilisation of “Recovery Champions”, we are 
concerned that a great many appear to be current “service users” – ie, people still in treatment rather 
than those who have completed treatment and have become a “person in recovery”; this can be linked 
to the absence of a definition of recovery. Additionally, with few exceptions, we are unable to identify 
what type of support Recovery Champions receive in undertaking this challenging role and whether 
there is widespread understanding that recovery advocacy (ie, being an inspiring face and voice of 
recovery) is not the same as recovery support (ie, having someone to talk to, personal growth, 
wellbeing etc) . We would like to see this aspect of the 2010 drug strategy examined closely. 

Work is currently being undertaken with the Concordat, the Recovery Partnership and the NTA so 
that all stakeholders – providers, commissioners, NDTMS data gatherers, officials and policitians – 
understand the same meaning from the same words and phrases in the National Drug Treatment 
Monitoring System and resultant reports. Only in this way can accurate outcome figures be 
extrapolated, and the sources which yielded them be identified, so that we will know what works and 
what does not, to guide investment. This will avoid necessity of translations such as 
www.addictiontoday.org/addictiontoday/2009/10/the-dodgy-dossier-of-nontreatment-1.html and 
www.addictiontoday.org/addictiontoday/2009/10/the-dodgy-dossier-of-nontreatment-1.html.  

 

THE UK’S CONTRIBUTION GLOBAL EFFORTS TO REDUCE THE SUPPLY AND DEMAND OF ILLICIT DRUGS. 

We would like to emphasise that one of the greatest contributions the UK can offer to this effort is to 
reduce the demand for drugs, which in turn will organically reduce the supply.  

We require a shift away from “education” about drug use toward a stronger public health message of 
prevention.9 We must discontinue the UK culture of “accepting” drug use as “normal” – a change in 
culture will reduce demand. 

Additionally, we should apply Lessons from Prevention Research and Preventing Drug Abuse among 
children and adolescents a research-based guide:10 

                                                            
7 Please see www.addictiontoday.org/addictiontoday/2011/03/real‐rehab‐revolution‐how‐drug‐policy‐will‐
fail.html for further discussion on this. 

8 www.theconcordat.net 

9 See  www.addictiontoday.org/addictiontoday/2012/01/prevention‐in‐context.html 

10 www.drugabuse.gov/prevention/index.html 
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• Prevention programmes must enhance protective factors and reverse/reduce risk factors 
(Hawkins et al 2002) 

• They should address all forms of drug abuse, alone or in combination, including underage use 
of legal drugs (e.g. tobacco and alcohol); use of illegal  drugs; and inappropriate use of ; legal 
substances, prescription medications, over-the-counter drugs (Johnston et al 2002); 

• They should address the type of drug abuse problem in the local community, target 
modifiable risk factors, and strengthen identified protective factors (Hawkins et al 2002); 

• They should be tailored to address risks specific to population or audience characteristics, 
such as age, gender, and ethnicity, to improve programme effectiveness (Oetting, et al 1997); 

• Family-based prevention programmes should enhance family bonding and relationships and 
include parenting skills; practice in developing, discussing , and enforcing  family policies on 
substance abuse; and training in drug education and information (Ashery et al 1998); 

• Prevention programmes can be designed to intervene as early as preschool to address risk 
factors for drug abuse, such as aggressive behaviour, poor social skills and academic 
difficulties (Webster-Stratton 1998; Webster-Stratton et al 2001) 

• Prevention programmes for elementary school children should target improving academic and 
social-emotional learning to address risk factors for drug abuse, such as early aggression, 
academic failure and school drop-out. Education should focus on the following skills 
(Conduct Problems Prevention Research Group 2002; lalongo et al 2001); self-control, 
emotional awareness, communication, social problem-solving and academic support, 
especially in reading; 

• Prevention programmes for post-elementary school students should increase academic and 
social competence with the following skills (Botvin et al 1995; Scheier et al 1999); study 
habits and academic support, communication, peer relationships, self-efficacy and 
assertiveness, drug resistance skills, reinforcement of anti-drug attitudes and strengthening of 
personal commitments against drug abuse between schools, can produce beneficial effects 
even among high-risk families and children. Such interventions do not single-out risk 
populations, thus reduce labelling and promote bonding to school and community (Bolvin et 
al 1995; Dishion et al 2002); 

• Community prevention programmes combining two or more effective programmes, such as 
family-based and school based programmes, can be more effective than a single one 
(Battistich et al 1997); 

• Community prevention programmes reaching populations in multiple settings – e.g. schools, 
clubs, faith-based organisations and the media – are most effective when they present 
consistent, community-wide messages in each setting (Chou et al 1998); 

• When communities adapt programmes to match their needs, community norms or differing 
cultural requirements, they should retain core elements of the original research-based 
intervention (Spoth et al 2002b), which include; structure (how the programme is adapted, 
implemented and evaluated); 

• Prevention programmes should be long-term with repeated interventions (booster 
programmes) to reinforce the original prevention goals. Research shows that the benefits from 
middle school prevention programmes diminish without follow-up programmes in later 
schooling (Scheier et al, 1999); 

• Prevention programmes should include teacher training on good classroom management 
practices, such as rewarding appropriate student behaviour. Such techniques help to foster 
students positive behaviour, achievement, academic motivation and school bonding (Ialongo 
et al 2001); 
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• Prevention programmes are most effective when they employ interactive techniques, such as 
peer discussion groups and parent role-playing, that allow for active involvement in learning 
about drug abuse and reinforcing skills (Botvin et al, 1995); 

• Research shows that £1 invested in prevention, a saving of up to £10 in treatment for alcohol 
or other substance abuse can be seen (Aos et al 2001; Hawkins et al 1999; Pentz 1998; Spoth 
et al 2002a).    

One of the most important things that we must do in order to reduce demand (and thus supply) is 
to increase access to good-quality addiction treatment and recovery support for people who 
require it – and in so doing, to break the intergenerational chain of addictive and maladaptive 
behaviours. There is a growing awareness that recovery is contagious across families and 
communities which in turn can change the local culture and reduce local demand.  

Money and efforts have been spent in recent years to reduce stigma associated with drug use 
(which seems counterproductive to the Drug Strategy goals) – but  little or no attention has been 
accorded to the stigma associated with being in recovery. People in recovery experience stigma at 
a time when they are trying to move on in their lives (ie, accessing college, work, housing etc). In 
order for communities to “catch” recovery, people must feel safe in providing a visible example 
of recovery without risk of repercussions. This requires a greater understanding and promotion of 
the differences between drug use and recovery. To help enable this, the Concordat Graduates were 
established: people who have ‘graduated’ drug free from rehabs and into recovery  and are willing 
to work with those who have achieved abstinent recovery through other routes.11 

                                                            
11 See http://theconcordat.net/concordat‐graduates 
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18/2/12 
 
Re: Evidence for Commission for Review of Drug Policy Reform 
 
Executive Summary 
 
1) I am writing to provide evidence of my own experience of the adverse effects of drug 
policy currently in place, for consideration when the commission assesses the impact of 
the current drug policy. 
 
Statement 
 
2) I was stopped by a police officer and a sniffer dog at a music festival in early July last 

year. I was carrying very small amounts of two class A substances (1 dose of each) at 
the time (which I find it very hard to believe were detectable by the dog) and was 
advised that I should expect a letter from the procurator fiscal over the next few months, 
which would probably result in a fiscal fine. 

 
3) Last weekend on the 14th Jan 2012 I received the letter I expected, 7 months after the 

event. I have been issued a citation to appear in court on a possession charge. 
 
4) I am an engineer with a first class Masters degree. I was awarded Dux of School at my 

High School, and have worked throughout my educational and professional (4+ years) 
career to get to a position where I am well respected in my professional capacity. I am 
high performing in the workplace recognised through performance feedback and have 
been working towards gaining enough experience to travel abroad through my work, in 
order to broaden my cultural and general life experience. Travelling is the important part 
and has been a driver for my accomplishments so far, and my work is the vehicle I have 
adopted through which to achieve real travel opportunities. I have no prior offences, not 
even a speeding ticket. 

 
5) With this incident my prospects have taken a sharp turn for the worse. With present 

drug policy I am now facing up to the fact that I cannot gain a working visa for most 
countries, and cannot even enter many countries that I otherwise would hope to. Also, 
my criminal record will also prevent me from progressing much further in my workplace 
even within this country and will certainly affect and potentially prevent me completely 
from gaining similar work with another company. For many other professions the 
immediate implications would be even more severe. 

 
6) These impacts are in my mind and the minds of many others far out of proportion with 

the act I have been charged with. I carried out no moral offense - I did not steal from 
anyone, lie to anyone (at any time throughout the incident), hurt anyone (including 
myself). I did not profit from possessing these substances. I did not disturb anyone’s 
peace or well-being and was not in an inebriated and offensive state. In short, I do not 
believe I committed an act that in any way merits the police or court system taking any 
interest in what I was doing, expect from the fact that I committed an offence under the 
Misuse of Drugs Act 1971, a legacy of a prohibitionist stance on drugs which has widely 
been accepted to have failed in its aims (reduction of harm to individuals and society, of 
financial cost to society). 

 
7) The current drug policy mission as I understand it is primarily to prevent harm to 

individuals and society. I have used drugs before and know many others who have also, 
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and would say that almost universally this use has not caused any major health issues 
in anyone I know. There are people who become dependent on drugs, but I have not 
heard of anyone becoming addicted to MDMA or LSD, the two drugs I was found to be 
in possession of. I also have not heard of anyone becoming violent through their use of 
either drug, and although incidences undoubtedly occur through sheer number of users 
I do not expect the correlation between use of these drugs and violent or antisocial 
behaviour coming  anywhere close to the same rate as that of those who consume 
alcohol. A review of actual statistics will I believe confirm this. 

 
8) My point is that I do not see physical or mental harm through the use of these drugs. 

What I do see is extreme physical and emotional stress from the impact of current drug 
policy impacts. By the police simply recording the fact I was in possession of these 
drugs, never mind the procurator following through and criminally charging me, I have 
been forced to make drastic changes to my life plans and expectations. Already this has 
impacted on me through preventing me travelling to the USA with my brother for a trip, 
and will repeatedly affect the decisions I make on travel and work as long as the current 
policy is in place. Depression is in danger of taking hold however I am determined to 
avoid this and causing myself further distress by allowing this, since I do not believe the 
punishments are merited, a view shared by almost all who have actually experienced 
drugs and their effects and have sought information on the societal impact of drug use. 

 
9) My experience is that the current drug policy in no way addresses the actual harms of 

drug use and particularly addiction. Sustained drug use of legal or illegal kind clearly 
carries some risk to the health of an individual and their ability to function within society, 
however the current policies do not concentrate on educating and avoiding problem 
use, they only seek to penalise it with the effect of destroying the physical and social 
mobility prospects of those prosecuted. Sustained and problematic drug use is not the 
norm; most people who use recreational drugs do so on an infrequent basis with no 
discernible health effects prior to becoming a product of the criminal system if they have 
the misfortune to find themselves in that situation. 

 
10) Current drug policy does not impact the availability of drugs to any real degree, it only 

pushes the supply in to the hands of petty dealers who ultimately fund organised crime 
networks. If there is a desire in an individual to obtain a controlled substance, he will 
not encounter too much of a problem finding that substance. What he will be unsure of 
is the true content which in many cases will be more harmful than the desired 
ingredients. 

 
11) There are many publications supporting my points above, available through the 

Transform Drug Policy Foundation website and others that you will no doubt be aware 
of. Hopefully a fair assessment of the negative impacts of the current policies can be 
made which may lead to the realisation that at the very least a situation where people 
are not dealt with by criminal system is a better place, but ideally that a regulated 
system is set up similar to alcohol or regulated over-the-counter medicine where not 
only the criminalisation impacts of current policy are avoided but also the issues of 
uncertainty around purity, dosage, quality etc. are overcome and the channelling of 
vast sums of money to organised crime is stopped. 

 
 Sincerely 
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Written evidence submitted by Sheila M. Bird OBE MA PhD CStat FFPH, 

Medical Research Council Biostatistics Unit, Cambridge (DP139) 
 
 
EXECUTIVE SUMMARY  
 
Because harms are drug-specific, policy likewise should be drug-specific: drugs, not drug, are at 
issue as the title of the Home Affairs Select Committee Inquiry rightly recognises.  
 
The Medical Research Council has funded a series of addictions research clusters, one of which, 
NIQUAD, is focused on developing record-linkage and biostatistical methods for evidence-
synthesis of the available surveillance, criminal justice and epidemiological information (see 
Appendix). NIQUAD is comprised of the MRC Biostatistics Unit, Cambridge (Bird, De Angelis), 
and Universities of Bristol (Ades, Hickman), York (Godfrey), Strathclyde (Bird & Hutchinson), 
and Manchester (led by Millar), was one of the 11 successful applications, see APPENDIX. 
NIQUAD aims to answer public health questions about addiction by: 

• Improving, integrating, and harmonizing the information base 
• Assessing the quality, precision, validity and consistency of available information 
• Making data accessible to a wider range of expertise 
• Developing methods to better exploit existing /new information sources 

This requires parallel work on developing record linkage and evidence synthesis of available 
information.  Record-linkage of administrative and research data at the individual case level can 
create statistically powerful 'virtual' cohorts that track pathways in and out of treatment, criminal 
justice, and healthcare, and the sequencing of key events. Evidence synthesis will develop models 
that link all the available evidence to link and test its consistency and to examine the relationships 
between parameters. 

NIQUAD includes: key experts in surveillance and substance use epidemiology; non-addiction 
scientists with high-level skills in relevant statistical, mathematical modelling and health 
economic techniques; and health informatics experts to support the development of data resources 
to fuel the planned work. 

Different policy responses – which range from banning through watchful-waiting to taxation and 
decriminalisation or legalisation – may be rational and evidence-based for cannabis, an 
essentially non-lethal, highly-prevalent drug; a novel ‘legal high’ for which the public health 
priority is to quantify initially its short-term risks; and heroin use by injection. 
 
Public health sciences are insufficiently recognised in the Government’s 2010 Drug Strategy. The 
introductory sections “Where are we now?” and “Patterns in age and usage” make no explicit 
mention of the added dangers from heroin-use by injection. Dangers include blood-borne viruses 
(not just HIV but vaccine-preventable Hepatitis A & B and vaccine-lacking Hepatitis C virus); 
bacteriological infections; and fatal opiate-overdose.  
 
Secondly, the 2010 Drug Strategy offers a serious under-count (50,000) of last-year-users of 
opiates (heroin, methadone) by basing its estimate on the British Crime Survey, a household-
based survey and, as such, particularly unsuitable – by its own acknowledgement – for estimation 
of the number of injectors or of heroin-users.  
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Thirdly, drugs-related deaths (DRDs) are a non-recoverable harm. The criteria used by the 
government to measure the efficacy of its policies on drugs must include DRDs, and must address 
England’s lack of a national toxicological protocol to be followed at forensic autopsies on suspect 
DRDs..   
 
Home Office has responsibility for England’s registration of deaths, and Ministry of Justice for 
coroners. Legislation is long overdue which requires the registration of all deaths in England 
within 8 days of death having been ascertained (as applies in Scotland). 
 
Shockingly for the 21st century, the Office for National Statistics (ONS) continues in ignorance, 
for months, about the fact of death for most individuals whose death is eventually coded as drugs-
related. The reason is that deaths are referred to coroners and can evade registration until an 
inquest-verdict on cause is reached.  
 
Due to this registration-lacuna, to which the Royal Statistical Society has previously drawn 
attention, there are ongoing major time-delays in the ability of Public Health England to monitor 
the impact the Government’s 2010 recovery agenda on the mortality: for example, of erstwhile 
NTA-clients, or of drugs-dependent ex-prisoners.1  
 
Fourthly, England lacks a national protocol for the conduct and reporting of toxicological studies 
on suspect DRDs. For example, although the more common opiate-substitute methadone is 
routinely tested for, buprenorphine is not. Thus, few buprenorphine-related deaths per 1,000,000 
recommended daily doses of buprenorphine may be due to absence of evidence, rather than 
evidence of a low fatality-rate. 
 
Fifthly, I note that the Advisory Council on the Misuse of Drugs (ACMD) lacks statistician-
membership, an issue that, as then-chair of the Home Office’s Surveys, Design and Statistics 
Subcommittee (SDSSC), I raised in the aftermath of ACMD’s report on ecstasy. With the 
impending dissolution of SDSSC, ACMD can no longer call on its independent good offices. 
 
SPECIFIC REMARKS 
 

1. The government’s 2010 drug strategy cannot be adequately grounded in public health 
science until the Home Office addresses its dual problems of England’s delayed 
registration of coroner-referred deaths and the absence of a national protocol for the 
conduct and reporting of toxicological studies in respect of suspect drugs-related deaths 
(DRDs). 

2. The criteria used by government to measure the efficacy of its drugs policies should 
include a greater use of randomized controlled trials to obtain objective evidence on the 
efficacy of its criminal justice, policing and other policy interventions.2 3 4 

3. The criteria used by government to measure the efficacy of its drugs policies should also 
adhere to the recommendations in 2000 on drugs-related deaths of the Advisory Council 
on the Misuse of Drugs that the number of drug-specific fatalities (numerator) needed to 

                                                 
1 www.rss.org.uk/site/cms/contentviewarticle.asp?article=1198 
2 Bird SM. Prescribing sentence: time for evidence-based justice. Lancet 2004; 364: 1457 - 1459. 
3 Bird SM, Merrall ELC. Serial offending: evaluation of drugs courts. Lancet  2009; 373: 1231 - 1233. 
4 Bird SM, Goldacre B, Strang J. We should push for evidence based sentencing in criminal justice. British 
Medical Journal 2011; 341: 612 (d612. doi: 10.1136/bmj.d612). 
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be related to the number of prevalent drug-specific-users (denominator).5 See Straight 
Statistics for examples of the relevant synthesis using: i) British Crime Survey estimates 
of past-year users of cocaine by age, ii) capture-recapture estimate of injecting drug-users 
and iii) NTA-estimates of methadone-clients by gender.6 Our evidence synthesis was, 
however, confounded to an extent by reliance on drug-specific deaths that were reported 
by year of registration, not by year of death; and needs to be updated accordingly. 

4. Delays in England’s death-registration7 meant that not until after August 2011 was it 
possible to demonstrate that there had been a decrease in cocaine-related deaths in 20098 
which was commensurate with a) the timing and b) the extent of switch from cocaine to 
mephedrone that were revealed respectively by a) compulsory drugs testing in the British 
Army9 and b) British Crime Survey respondents’ past-year use of specific-drugs, such as 
cocaine, ecstasy and mephedrone.10 

5. The independence and quality of expert advice on quantitative aspects of specific drugs 
might be better demonstrated if, for each specific drug, there was a short standard-design, 
scientific pamphlet which set out the key data-sources, how they are combined, what 
inferences (with associated uncertainty) have been drawn, and which most salient pieces 
of evidence-jigsaw are missing that research should concentrate on remedying. After all, 
this is how statistical science and epidemiology work in other, less politicised arenas. 
Statistician-membership of Advisory Council on the Misuse of Drugs is lacking, 
however. 

6. The Medical Research Council has funded a number of addictions clusters, one of which 
I am associated with (NIQUAD, see Appendix) because it was specifically designed to 
enhance quantitative understanding of drugs harms on a nationally-integrated basis: for 
Scotland or for England as approved record-linkages across quality-assured databases 
permit (because they are for the public good) and methodological developments enable, 
see http://www.rss.org.uk/uploadedfiles/userfiles/files/Royal-Society-Science-as-a-
public-enterprise-Royal-Statistical-Society-response.pdf 

7. The UK has invested in, and been successful at, measuring the prevalence of past-year 
use of specific drugs; and hence in tracking how age- and gender-specific prevalence has 
changed over time. In general, we have been less successful in being able to ascribe any 
noted changes to specific policies, but there are exceptions, such as the universal offering 
of hepatitis B immunization to Scottish prisoners from 199911 12 and the impact - in terms 

                                                 
5 Advisory Council on the Misuse of Drugs (chair: Professor Sir Michael Rawlins). Reducing Drug Related 
Deaths. Home Office, London: 2000. 
6 Bird SM, Robertson JR, Strang J. Delving deeper into a decade of drug-related  deaths. Straight Statistics 
2010: 1 November. See www.straightstatistics.org/article/delving-deeper-decade-drug-related-deaths. 
7 Bird SM. Drugs deaths in England and Wales - a wake-up call to the Registrar General. Straight Statistics 
2011: 24 August. See www.straightstatistics.org/article/drugs-deaths-england-and-wales-wake-call-
registrar-general. Also Decrease in cocaine-related deaths was in 2009, not 2010. See 
www.straightstatistics.org/article/decrease-cocaine-related-deaths-was-2009-not-2010. 
8 Ibid. 
9 Bird SM. More insights on mephedrone from the British Crime Survey. Straight Statistics 2011: 7 
September.  See www.straightstatistics.org/article/more-insights-mephedrone-british-crime-survey. 
10 Bird SM, Mercer P. Mephedrone and cocaine: clues from Army testing. Straight Statistics 2011: 11 
February. See www.straightstatistics.org/article/mephedrone-and-cocaine-clues-army-testing. 
11 Hutchinson SJ, Wadd S, Taylor A, Bird SM, Mitchell A, Morrison DS, Ahmed S, Goldberg DJ. Sudden 
rise in uptake of Hepatitis B among injecting drug users associated with a universal vaccine programme in 
prisons. Vaccine 2004; 23: 210 - 214. 
12 Allen E, Taylor A, Palmateer N, Hutchinson S, Rees C, Johnston L, Vitrano G, Cameron  S, Goldberg D. 
The Needle Exchange Surveillance Initiative (NESI): prevalence of HCV and injecting risk behaviours 
among injecting drug users attending needle exchanges in Scotland, 2008/2009. University of the West of 
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of reduced methadone-related deaths per 1,000,000 recommended daily doses - of 
quality-assurance in methadone prescribing.13 

8. Part of the reason for our uncertainty about the impact of specific policies is that UK has 
shied away from randomized controlled trial of court-based14 15 or policing-based 
policies16 in respect of drugs-dependent offenders, see also recommendations by Royal 
Statistical Society’s Working Party on Performance Monitoring in the Public Services.17 

9. The National Institute for Health and Clinical Excellence (NICE) has tried to address the 
cost-effectiveness of treatment or public health policies for opiate-users or injection drug 
users. Criminal justice and policing initiatives have not been similarly scrutinised as far 
as I am aware. Even NICE faced difficulties and required to make expert judgements, 
because follow-up in most randomized controlled trials (RCT) of opiate-substitution 
therapy had been for less than one year and no RCT was large enough to demonstrate 
reduction in mortality or in Hepatitis C virus seroconversions. Nor was there evidence 
about the extent to which needle and syringe exchanges may prolong injecting careers 
(and hence the risk of opiate-overdose fatality) – if they do. Nor was there extensive 
evidence about the quality of life (eg EQ-5D scores) of injecting drug users. An 
important contribution of NICE’s cost-effectiveness studies is their transparency: on both 
the structure of the decision-model and the data-sources used as inputs to cost-
effectiveness modelling.18 

10. It is essential that public health considerations play a leading role in developing drugs 
policy because – if we get it wrong – young people may die unnecessarily. It is worth 
recalling that Scotland has had more than twice as many drugs-related deaths in the first 
decade of the 21st century (3,994) than she has had fatalities from HIV/AIDS since 1980. 
The medical sciences, among them biostatistics, need to tackle the fatalities from UK’s 
injector epidemics as rigorously as we did those from injection-related HIV disease. 
Attention should therefore focus on measuring, and further reducing, injector-incidence, 
with public health messages designed to dissuade habitués from initiation of others into 
injecting.19 

11. The Home Affairs Select Committee is wise to focus on the inter-relationship between 
use of specific drugs (heroin, methadone, alcohol, benzodiazepines, for example; or 
alcohol and cocaine/ecstasy/mephedrone as another) and on the possible transition from 

                                                                                                                                                 
Scotland, April 2010. (see 
http://forthvalleysat.co.uk/v2/index2.php?option=com_docman&task=doc_view&gid=611&Itemid=68). 
13 Strang J, Hall W, Hickman M, Bird SM. Impact of supervision of methadone consumption on deaths 
related to methadone overdose (1993-2008): analyses using OD4 index in England and Scotland. British 
Medical Journal 2010; 341:640 (pico) and British Medical Journal 2010; 341:c4851 
(doi:10.1136/bmj.c4851 for 7 pages). 
14 Bird SM. Prescribing sentence: time for evidence-based justice. Lancet 2004; 364: 1457 - 1459. 
15 Bird SM, Merrall ELC. Serial offending: evaluation of drugs courts. Lancet  2009; 373: 1231 - 1233. 
16 Bird SM, Goldacre B, Strang J. We should push for evidence based sentencing in criminal justice. British 
Medical Journal 2011; 341: 612 (d612. doi: 10.1136/bmj.d612). 
17 Royal Statistical Society Working Party on Performance Monitoring in the Public Services (chair: 
Professor Sheila M. Bird). Performance Indicators: Good, Bad, and Ugly. London: Royal Statistical 
Society, 23 October 2003 (see Reports at www.rss.org.uk). 
18 Vickerman P, Miners A, Williams J. Assessing the cost-effectiveness of interventions linked to needle 
and syringe programmes for injecting drug users: an economic modelling report. See 
www.nice.org.uk/nicemedia/live/12130/43370/43370.pdf. 
19 Surveys, Design and Statistics Subcommittee (then-chair: Professor Sheila M. Bird) of Home Office’s 
Scientific Advisory Committee. 21st Century Drugs and Statistical Science. Home Office, 15 December 
2008.  (See http://www.homeoffice.gov.uk/documents/science-advisory-committee/21st-century-drugs-
stats?view=Binary). 
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one form of dependency to another (heroin to alcohol, say). In 21st Century Drugs and 
Statistical Science, we suggested that British Crime Survey might pool data across 
survey-years to enable past-year use of specific combinations of drugs to be 
investigated.20 21 Heavy alcohol use is associated with faster progression to liver disease 
for carriers of the Hepatitis C virus (HCV) and so moderation of alcohol use is important 
for older former injectors, a high proportion of whom (around half) will have become 
HCV-carriers through shared injecting. 

12. Smoking apart, more detailed study than hitherto is needed on the health and social harms 
(to users and to others) of specific drugs – because they differ between drugs and also by 
route of administration and in whether they manifest in the short-term (acquisitive crime; 
alcohol-related violence) or after a decade or more (HCV-related liver disease; alcohol-
related liver disease).  

13. It is important to recognise that ‘drug-related offences’, as reported in national statistics, 
do not encompass many of ‘acquisitive crimes’ committed by drugs-users and that the 
majority of ‘acquisitive crime’ is not perpetrated by drugs-users. Just as pseudonymised 
record-linkage studies in Scotland have helped to reveal the extent of cause-specific 
hospitalisations and mortality for drug-treatment clients, Home Office and others’ 
initiatives on linkage of NTA-clients to Police National Computer records and to deaths 
records in England are helping to reveal the extent of their detected criminal-justice 
“morbidities”.22 

14. It is notable that the Treasury receives substantial taxes in respect of the sale of both 
cigarettes and alcohol but Treasury currently gains little tax from the purchases made by 
drugs-users from dealers in illegal drugs. Questions on legalisation or decriminalisation 
are better addressed drug-specifically and, because the issues are technically complex, 
initially for some – not necessarily all - currently-illegal drugs. 

15. The transfer of NTA’s functions, including its quality-assurance and data-registration 
roles, and the Government’s sharper focus on recovery are confounded to an extent 
because the changes coincide more or less. It is essential, therefore, that record-linkable 
database of erstwhile NTA-clients is maintained and that linkage to the deaths-register is 
enabled so that the mortality of clients of the variously-commissioned treatment-
providers can be notified to them, and monitored nationally.  

16. Prospectively, to do the above monitoring in a timely manner requires, inter alia, 
legislation to mandate the registration of all deaths in England within 8 days of the death 
having been ascertained. This would put an end to the long registration-delays that are 
currently permitted for coroner-referred deaths, see also Royal Statistical Society’s 
evidence House of Commons Science and Technology Select Committee’s Inquiry into 
Scientific Advice in Emergencies.23 

17. In advance of changes in the Government’s 2010 Drug Strategy, Strang et al published in 
the British Medical Journal a methodology by which the quality of methadone 
prescribing in the past could be, and recently was, assessed. 24 The same methodology 

                                                 
20 Bird SM. More insights on mephedrone from the British Crime Survey. Straight Statistics 2011: 7 
September.  See www.straightstatistics.org/article/more-insights-mephedrone-british-crime-survey. 
21 Surveys, Design and Statistics Subcommittee (then-chair: Professor Sheila M. Bird) of Home Office’s 
Scientific Advisory Committee. 21st Century Drugs and Statistical Science. Home Office, 15 December 
2008.  (See http://www.homeoffice.gov.uk/documents/science-advisory-committee/21st-century-drugs-
stats?view=Binary). 
22 Merrall ELC, Bird SM, Hutchinson SJ. Mortality of those who attended drug services in Scotland 1996-
2006: record linkage study. International Journal of Drug Policy 2011 [29 June 2011 Epub ahead of print]. 
23 www.rss.org.uk/site/cms/contentviewarticle.asp?article=1198 
24 Strang J, Hall W, Hickman M, Bird SM. Impact of supervision of methadone consumption on deaths 
related to methadone overdose (1993-2008): analyses using OD4 index in England and Scotland. British 
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can be applied prospectively to appraise the quality of methadone prescribing in 2011-
2014. The hidden danger in a recovery agenda is that clients may be ‘moved on’ from 
opiate substitution therapy sooner than they can cope with, subsequently relapse, and are 
then at higher risk of fatal heroin ove

18. The quintessential challenge presented by new ‘legal highs’ is the lack of an evidence-
base on their benefits and harms - in the short-term, let alone longer term. Making them 
illegal criminalises or conceals their usage, rather than according them a provisionally-
legal ‘watchful waiting’ status which, in effect, warns users that they themselves are 
responsible for the still-unknown risks they run.  

19. Usage of a new ‘legal high’ (H1, say)  may turn out to be less harmful than use of drug X 
which H1 partially displaced – as may have occurred in respect of cocaine and 
mephedrone. Making H1 illegal is also likely to lead to the creation of a string of others 
(H2, H3, H4, . . . ), some of which may be yet more harmful than H1 was. 

20. Impending dissolution of the Home Office’s Surveys, Design and Statistics 
Subcommittee means that the Advisory Council on Misuse of Drugs cannot call on its 
independent good offices for statistical input. 

 
January 2012 
 
Appendix  
 
NATIONALLY INTEGRATED QUANTITATIVE UNDERSTANDING OF ADDICTION HARMS (NIQUAD) 
 
NIQUAD is an MRC-funded addictions cluster comprised of the MRC Biostatistics Unit, 
Cambridge (Bird, De Angelis), and Universities of Bristol (Ades, Hickman), York (Godfrey), 
Strathclyde (Bird & Hutchinson), and Manchester (led by Millar), and was one of the 11 
successful applications.  
 
NIQUAD aims to answer public health questions about addiction by: 

• Improving, integrating, and harmonizing the information base 
• Assessing the quality, precision, validity and consistency of available information 
• Making data accessible to a wider range of expertise 
• Developing methods to better exploit existing /new information sources 

This requires parallel work on developing record linkage and on statistical method for evidence 
synthesis of available information.  Record-linkage of administrative and research data at the 
individual case level can create statistically powerful 'virtual' cohorts that track pathways in and 
out of treatment, criminal justice, and healthcare, and the sequencing of key events. Evidence 
synthesis will develop models that link all the available evidence to link and test its consistency 
and to examine the relationships between parameters. 

NIQUAD includes: key experts in surveillance and substance use epidemiology; non-addiction 
scientists with high-level skills in relevant statistical, mathematical modelling and health 
economic techniques; and health informatics. 
 

 

 
Medical Journal 2010; 341:640 (pico) and British Medical Journal 2010; 341:c4851 
(doi:10.1136/bmj.c4851 for 7 pages). 
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Written evidence submitted by Health Poverty Action (DP140) 
 

1.0 Health Poverty Action 
 
Health Poverty Action, first formed in 1984 by a group of doctors, now operates programmes in thirteen 
developing countries worldwide, with an annual budget of £10 million, and 600 staff. We comprehensively 
improve health care, strengthening health systems while also addressing the social determinants of health. 
Our work benefits over 15 million people each year, including many impacted or threatened by drug 
production and trafficking.1 
 
1.1 Our Approach 
 
We prioritise people missed out by almost everyone else, focussing passionately on the most poor and 
marginalised people in their struggle for health. We have built up long-term relationships and trust with 
many communities on the edge of society because of any combination of ethnicity, culture, gender, 
geography, politics, and economics. For these people every day is a fight for life and health, against all the 
odds – and we are on their side. They never let us forget that a commitment to improving health requires a 
commitment to ending poverty. So we believe in a comprehensive approach. We don’t just improve health 
services, but also focus on other factors that impact on health and poverty. It is precisely the kinds of people 
and communities that we work with that are harmed or threatened most by the War on Drugs, from the 
China-Burma border, to Africa, and to Latin America.  
 
1.2 Terms of Reference 
 
This submission addresses the following terms of reference for the Committee: 
 

• The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with 
strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy 

 
• The criteria used by the Government to measure the efficacy of its drug policies 

 
• The extent to which public health considerations should play a leading role in developing drugs 

policy 
 

• The comparative harm and cost of legal and illegal drugs 
 

• The links between drugs, organised crime and terrorism 
 

• Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It Working?, 
HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: 
the case for justice reinvestment, HC 94, 2009–10) 

 
2.0 Introduction 
 
2.1 Health Poverty Action (HPA) welcomes the Home Affairs Select Committee’s decision to hold a wide 
ranging inquiry into the drugs issue. This submission summarises the problems created for poor countries by 
the current approach, drawing on both HPA’s work in South East Asia, Africa and Latin America, and that of 
colleagues, particularly those involved in the Count the Costs initiative which this paper draws heavily on.2 
 
2.2 “Prohibition is putting money in the pockets of criminals and armed groups. Profits from the illegal 
trade in drugs are not only used to buy guns, they also buy police chiefs and judges. Corruption is off the 
scale and, as it grows, democratic accountability, the key plank necessary for poor people to access and 
defend their rights, is progressively eroded...The families caught up in this nightmare are the victims of an 
unworkable ‘war on drugs’ .”  
                                                 
1 www.healthpovertyaction.org 
2 www.countthecosts.org 
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Jonathan Glennie, Overseas Development Institute Research Fellow 
and former Head of Christian Aid’s Colombia Programme, 2010 
 
2.3 The UK Government’s current approach to drugs has a range of unintended consequences that have 
serious negative impacts on international development and health in the growing number of poor countries 
affected by the production or transit of illicit drugs. These harms stem from UK policy in two main ways. 
 
2.4 Firstly, demand for drugs like heroin and cocaine in the UK is very high.  The UK’s policy in support of 
global prohibition has led to this demand being met through illicit production and trafficking in the poorest, 
most fragile states. As Professor Mick Moore of the Institute for Development Studies has summarised3: 
 

“The traffickers can be more confident of a reliable, cheap supply of coca leaf and poppy if 
government employees, honest politicians and armies can be kept at bay, if farmers have little access 
to alternative sources of credit, and if they have to pay high prices to transport fertiliser or to ship 
bulkier non-narcotic crops to market. The processors and traffickers prefer that there be little 
economic infrastructure in producing areas. They want and create weak states and misrule. They 
finance separatist and insurgent armies to keep the government at bay, and simultaneously buy off 
politicians, police, armed forces and customs officers. The illegality of drugs makes it rational for 
traffickers to lock producing areas – and sometimes whole countries – into multi-dimensional 
underdevelopment. The same corrosive consequences for governance, public authority and 
democracy are replicated as traffickers tranship heroin and cocaine through the Caribbean, Central 
America, Central Asia and, increasingly, West Africa.” 

 
2.5 So traffickers target geographically remote regions and already fragile or failed states, then protect and 
expand their interests using violence, intimidation, and corruption. This deters investment, restricts the 
activities of NGO and government agencies, and diverts limited development aid and other resources into 
enforcement. As the UN Office on Drugs and Crime acknowledges4, such enforcement at best displaces 
illicit markets and transit routes to new areas, or new countries (for example Guinea Bissau has been turned 
into a narco-state in just five years by the cocaine trade route shifting to avoid increased enforcement 
measures in the Caribbean). At worst, it actually increases the violence and harm it is intended to stop. From 
Myanmar to Mexico, the negative effects of the illicit drug trade fall hardest on the poorest and most 
marginalised, including indigenous populations and ethnic minorities, young people and women. 
 
2.6 Secondly, the UK plays a central role (alongside the US) in maintaining the current system 
internationally, and preventing poorer countries from exploring alternatives that might better meet their 
development and health needs, through blocking reform of the relevant UN Conventions, or even stymieing 
open debate in UN and other international fora. In a recent interview with the Observer, President Santos of 
Colombia said: 
 

 "A new approach should try and take away the violent profit that comes with drug trafficking… If 
that means legalising, and the world thinks that's the solution, I will welcome it. What I won't do is to 
become the vanguard of that movement because then I will be crucified. But I would gladly 
participate in those discussions because we are the country that's still suffering most and have 
suffered most historically with the high consumption of the UK, the US, and Europe in general." 

 
2.7 It is likely that President Santos meant he would attract political, economic and diplomatic flak from 
countries like the US and the UK, amongst others. 
 
3.0 How the drugs trade harms development 
 
3.1 Fuelling conflict and violence  

a) Cartels equip private armies and militias, or finance or merge with separatist, insurgent or terror 
groups, that are often able to outgun state enforcement 

                                                 
3 www.opendemocracy.net/mick-moore/drugs-towards-global-tolerance-regime 
4 Antonio Maria Costa ‘Making drug control “fit for purpose”: Building on the UNGASS decade’, UNODC, 2008  www.unodc.org/unodc/en/about‐
unodc/speeches/2008‐03‐10.html 
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b) Corruption, combined with intimidation and violence against politicians, police, judiciary, armed 
forces and customs officers undermines governance and promotes conflict  

c) Police and military actions can also involve large scale violence against a country’s own citizens  
 
d) State interventions that disrupt the existing power balance - for example in Mexico since 2006 - can 

cause a spiral of violence in which the cartels fight back against government forces and each other 
for control of the trade  

 
e) In the longer term, endemic violence can traumatise populations for generations, in particular 

fostering a deeper culture of violence amongst young people 
 

3.2 Increasing corruption and undermining governance 

The funds drug cartels have at their disposal, their readiness to use violence, and the poverty and weak 
governance of targeted regions leads to the corruption of institutions and individuals at every level. 

 “Corruption not only reduces the net income of the poor but also wrecks programmes related to 
their basic needs, from sanitation to education to healthcare. It results in the misallocation of 
resources to the detriment of poverty reduction programmes…The attainment of the Millennium 
Development Goals is put at risk unless corruption is tackled…”  

Transparency International5 

As the UN Office on Drugs and Crime (UNODC) says:  

“The magnitude of funds under criminal control poses special threats to governments, particularly in 
developing countries, where the domestic security markets and capital markets are far too small to 
absorb such funds without quickly becoming dependent on them. It is difficult to have a functioning 
democratic system when drug cartels have the means to buy protection, political support or votes at 
every level of government and society. In systems where a member of the legislature or judiciary, 
earning only a modest income, can easily gain the equivalent of some months’ salary from a 
trafficker by making one “favourable” decision, the dangers of corruption are obvious.”6 

 
3.3 Huge economic and opportunity costs 

a) The negative consequences of a country relying economically on the export of a single product are 
well understood for legitimate commodities like oil. Similar problems can arise from illicit exports, 
with the potential threats to development made worse by the lack of taxation and the isolation from 
legitimate economic and social activity of illicit drug production. A shift of labour and capital to the 
criminal sector may also undermine long-term development and economic growth 

b) Other illegal businesses under the ownership or protection of criminal cartels can gain preferential 
treatment, making it more difficult for legal enterprises to compete, and forcing them to bear a 
greater burden of taxation and regulation 

c) The US, and other countries, have diverted development aid from where it would be most effective, 
blurring it into military spending for its allies in the war on drugs – most significantly in Latin 
America 

d) Globally, in excess of $100 billion a year is spent on fighting the war on drugs – roughly the same as 
the total spent by rich countries on overseas aid. There is a huge opportunity cost from this scale of 
expenditure on a policy that is not delivering its intended goals when the money could have been 
invested in everything from health to infrastructure 

 
3.4 Criminalising poverty 

 
5 Transparency International, ‘Global priorities: Poverty and Development’  www.transparency.org/global_priorities/poverty accessed Feb 2011 
6 United Nations International Drug Control Program, ‘Technical Series Report #6: Economic and Social Consequences of Drug Abuse and Illicit 
Trafficking’, New York, NY: UNDCP, 1998, p. 39 
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3.4.1 The socially and economically marginalised farmers involved in drug production earn only around 1% 
of the overall income generated by the global illicit drug trade, with their involvement resulting from a lack 
of alternative options; the ‘migration to illegality’ driven by ‘need not greed’7.  

3.4.2 Drug control responses in these areas usually take the form of crop eradication, ‘alternative 
development’ programmes (to encourage the growing of other crops), and the criminalisation of producers. 
The results, in terms of sustainable reductions in poverty, have been mainly negative. Opium bans and crop 
eradication programmes in South-East Asia, Colombia and Afghanistan have been linked with increasing 
poverty among farmers, reduced access to health and education, increased indebtedness, large-scale 
displacement, accelerated deforestation, and social discontent. They have also resulted in an increase in 
young ethnic minority women entering the sex trade, often through human trafficking.  

3.4.3 Drug control measures can also drive sections of the population to support insurgent groups or work for 
criminal gangs, further undermining security and governance, and with it the prospects for development. 

 
3.5 Increasing deforestation and pollution  

Chemical eradication causes deforestation directly, and pushes drug producers to deforest new areas for 
cultivation. The past twenty years have seen the bulk of coca cultivation shift from Peru and Bolivia to 
Colombia, and then from region to region within Colombia, or more recently, back to Peru and Bolivia.  

Illicit unregulated production is also associated with localised pollution as toxic chemicals used in crude 
processing of coca and opium are disposed of in local environments and waterways.  

3.6 Fuelling HIV infection and other health impacts  

The war on drugs results in a number of health-related harms that impact on development. 

a) The UN’s Millennium Development Goal (MDG) 8 includes ‘access to affordable essential drugs in 
developing countries’, yet every year, tens of millions of people in poor countries suffer moderate to 
severe pain due to legal and political restrictions on essential medicines, such as morphine 

b) The WHO has listed restrictions on ephedrine and ergometrine as obstacles to achieving MDG 5, 
which is to reduce by three quarters the maternal mortality ratio 

c) Levels of drug use and the associated direct health harms tend to rise in the vulnerable and 
marginalised countries and areas used for producing and transiting drugs, as availability rapidly 
increases, including from employees being paid in drugs 

d) Criminalising users and banning syringe/needle provision encourages risky behaviour, such as 
sharing needles, and hinders measures to help those who have contracted blood-borne viruses via 
drug injecting by driving them away from HIV prevention and other health services, because they 
fear arrest or being stigmatised. Established opiate substitution therapy remains illegal in many 
countries. People who use drugs are also often discriminated against when accessing healthcare and 
antiretroviral and hepatitis C treatment 

As a result, there are epidemics of HIV and hepatitis B and C among people who inject drugs in 
many developing countries. Health Poverty Action has a DFID-funded programme aimed at tackling 
this problem along the border between Myanmar and China, where we are helping vulnerable groups 
such as drug users and sex workers to avoid HIV and other infections through a needle exchange 
programme, counselling and distributing condoms 

 

3.7 Undermining human rights, promoting discrimination 

Human rights abuses in the name of drug control are commonplace.  

a) State violence including corporal punishment, executions and extrajudicial killings are frequently 
associated with drug law enforcement  

 
7 Jelsma, M., ‘Vicious Circle: The Chemical and Biological War on Drugs’, Transnational Institute, 2001, p. 26. 
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b) Disproportionate punishments for minor drug offences can overwhelm criminal justice systems, fuel 
prison overcrowding and related health and human rights harms. People who use or grow drugs are 
also easy targets for ill-treatment by police, being subject to violence, torture or extortion of money 
through threats of detention, or forced drug withdrawal to coerce dependent users into providing 
incriminating testimony 

c) Criminalisation of drug treatment and harm reduction activities also remains widespread 

d) Those arrested for possession of illicit drugs are often subject to arbitrary detention without trial in 
‘treatment’ facilities where human rights abuses are common, for periods from a few months to 
years8  

e) Chemical spraying can lead to health problems. Legal food plants are often destroyed, and spraying 
sometimes forces whole villages to be abandoned, while the rapid elimination of farmers’ primary 
source of income results in economic and social harm 

 
4.0 Conclusion 

4.1 “Developed countries – the major consumers – have imposed harmful policies on the drug-producing 
countries. These policies have had dire consequences… for the economic development and political stability 
of the producer countries. The ‘war on drugs’ strategy did not have a significant impact on its goals to 
increase the street price of drugs and to reduce consumption. Instead…prohibition created economic 
incentives for traffickers to emerge and prosper; crop eradication in the Andean region helped increase the 
productivity of the remaining crops; and the fight against the illegal heroin trade in Afghanistan mostly hurt 
the poor farmers and benefited the Taliban.”  
Fernando Henrique Cardoso 34th President of Brazil 
Foreword to ‘Innocent Bystanders: Developing countries and the War on Drugs’, World Bank, 2010 
 
4.2 Essential to delivering good public policy is ensuring it is based on the best evidence and analysis, and 
considers all the major options available. This is particularly important when the lives of some of the poorest 
and most marginalised communities around the globe are affected by the choices we make, as is the case 
where drugs policy is concerned.  

4.3 As the US National Academy of Sciences made clear in its 2001 report ‘Informing America’s Policy on 
Illegal Drugs; What We Don’t Know Keeps Hurting Us’: 

“It is unconscionable for this country to continue to carry out a public policy of this magnitude and cost 
without any way of knowing whether, and to what extent, it is having the desired result. Our committee 
strongly recommends that a substantial, new, and robust research effort be undertaken to examine the 
various aspects of drug control, so that decision-making on these issues can be better supported by more 
factual and realistic evidence.”9  

4.4 The same is equally true of the UK, yet successive governments have failed to properly assess the 
unintended consequences of their policies in this area, or properly consider the alternatives. As a result UK 
Government drug policy is actively undermining the Government’s work, most obviously that of the 
Department for International Development, but also in many other areas. With even debates and papers 
produced by the World Bank10 11now openly discussing the role drug trafficking plays in undermining 
development, and whether alternative approaches to the drug war might deliver better outcomes, it is time the 
UK Government engaged properly with this issue for the sake of the poor and marginalised all around the 
globe. 

5.0 Recommendations 
 
Health Poverty Action recommends that: 

 
8 Amon J,  ‘Why Vietnamese don’t want to go to rehab’  Human Rights Watch, May 2010 
9US National Academy of Sciences ‘What we don’t know keeps hurting us’ 2001. Press release and full report online here: 
www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=10021 
10 http://wdr2011.worldbank.org/ 
11 www-
wds.worldbank.org/external/default/WDSContentServer/IW3P/IB/2010/03/25/000333037_20100325005015/Rendered/PDF/536410PUB0Inno101Off
icial0Use0Only1.pdf 
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a) The UK Government commissions a comprehensive impact assessment comparing the current 

approach to drugs with all the potential alternatives. This review should include a Health Impact 
Assessment and a thorough assessment of the implications for international development more 
broadly 

 
b) The UK Government should implement recommendation 24. of the HASC 2002 drugs inquiry report 

namely: “We recommend that the Government initiates a discussion within the Commission on 
Narcotic Drugs of alternative ways—including the possibility of legalisation and regulation—to 
tackle the global drugs dilemma” 

 
c) The UK Government should initiate a debate on alternatives to the War on Drugs at other relevant 

international development and health bodies including the World Health Organization, UNDP and 
UNCTAD 

 
d) The UK Parliament’s  International Development Committee should be encouraged to initiate an 

inquiry into the impact of the current approach to drugs on the ability of DFID and the multilateral 
agencies and non-government organisations it funds to deliver the UK Government’s development 
goals 

 
 
January 2012 
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Written evidence submitted by RhabGrads (DP141) 
 

Summary 
 

This submission, from the RehabGrads, provides evidence that it is possible to recover from addiction 
and alcoholism and to live a life free from all mood altering substances illicit and prescribed, 
including alcohol. 
 
This submission draws attention to the fact that the term ‘recovery’, within the field of addiction, has 
been hijacked by the harm reduction movement to enable the culture of substitute prescribing to 
become embedded in our substance misuse treatment system. This submission describes what the 
term ‘recovery’ means, its history and proof that recovery from addiction is possible and accessible 
through residential rehabilitation. 
 
Accompanied by a ‘Addiction Treatment Truths’ factsheet, this submission draws attention to the 
danger of presenting harm reduction as a solution to addiction as opposed to a tool to be used on the 
path to abstinent recovery. 
 
Recommendations discussed include: 
 

• Promoting abstinent recovery within the substance misuse treatment system 
• Residential rehabilitation should be a readily accessible option for any addict or alcoholic 

who seeks its 
• That immediate action needs to be taken to address the rate of closures within the residential 

rehabilitation marketplace 
 
 

1. In response the closure of 32 residential rehabilitation facilities across theUK in the preceding 
24 months, the RehabGrads were formed on the 14 July 2010 at a meeting of the Concordat – 
a collective of 46 residential rehabilitation centres across the United Kingdom. 

 
2. As the graduates of residential rehabilitation programmes, now leading a life free from all 

mood altering chemicals, including alcohol, our purpose is to demonstrate that recovery from 
addiction is possible and that it can be achieved through attending residential rehabilitation. 

 
3. In 5 short months we have organised ourselves nationally, regionally and locally as a 

nationwide volunteer network able to advocate for recovery and for residential rehabilitation. 
We seek to break down the stigma surrounding addiction and alcoholism. 
 

4. The RehabGrads are now represented on The Recovery Group (RGUK), The Recovery 
Partnership and lastly the Residential Rehabilitation Expert Group. RGUK is a group of the 
leading minds in addiction treatment in the UK. Represented at this group amongst others are 
DrugScope, Addaction, The Concordat (a collective of 40 residential rehabilitation centres), 
Turning Point and BAC O’Connor. We debate current policy, its implementation and ongoing 
strategies to bring current drugs treatment policy into being. The Recovery Partnership and 
the Residential Rehabilitation Expert Group, both chaired by David Burrowes MP, are 
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informal policy advisory groups which feedback deliberations directly to Oliver Letwin and 
the Inter Ministerial Advisory group for substance misuse treatment. Whilst we collectively 
have a significant voice drug treatment policy implementation is still led by the NTA and its 
policy is still centred around and focused on harm reduction. This is unacceptable. 

 
5. It is important to understand the word ‘recovery’ in respect to addiction and alcoholism.  

 
6. The term recovery was first used by Alcoholics Anonymous in 1934 to describe entering into 

a life of total abstinence from alcohol, in essence to ‘recover’ from alcoholism. Further 
adopted by Narcotics Anonymous and Cocaine Anonymous the term, within the realms of 
addiction, is used to describe leading a life free from ALL mood altering substances - illicit, 
legal or prescribed – including alcohol. 
 

7. The ‘treatment’ system in the United Kingdom is STILL centred around harm reduction i.e. 
substitute prescribing. It continues to be so despite the 2010 Drugs Strategy being focused in 
abstinence and recovery. Our members have all experienced this treatment system from 
periods ranging from 1 – 10 years, told that the best we could hope for was to ‘stabilise’ our 
chaotic using through substitute prescribing. Once given the opportunity of recovery via 
residential rehabilitation we have become productive members of society. We have collected 
100s of ‘life stories’ describing life before rehabilitation, during rehabilitation and after 
rehabilitation. 
 

8. Consistent in all these stories is the problem one faces when entering into the treatment 
system. Substance misuse workers have been educated that prescribing substitutes is THE 
solution. It is virtually impossible to be referred and then funded into residential rehabilitation 
despite the success of such facilities. 
 

9. Susbstitute prescribing as a solution leaves the addict in a desperate state – tied to the 
demeaning daily ‘pick up’ from the chemist, more often than not then needing to pick up the 
street drugs still needed to satisfy the untreated addict mind and left, in the worst case 
scenario completely unable to work or to function. Giving methadone, an opiate, to a heroin 
addict is akin to giving an alcoholic a daily drink to stop the shakes…its DOES NOT SOLVE 
THE PROBLEM. We know because we have been there. 
In short the current treatment system in the UK is keeping addicts and alcoholics locked in 
addiction.  Referrals to residential rehab were down by more than 1/3rd last year again. This is 
nothing short of criminal. 
 

10. As the RehabGrads with a volunteer membership of 1000s we are the demonstration of what 
happens when offered a chance of genuine recovery. Many of us accessed residential 
rehabilitation through family funding having been systematically denied the opportunity by 
treatment service providers and treatment commissioners. We are campaigning to ensure that 
the state delivers on its promise to grant addicts and alcoholics in desperate need of residential 
rehabilitation the opportunity to access it. The average addict or alcoholic never meets anyone 
in recovery as treatment services, steeped in harm reduction, do not enable service users the 
opportunity to attend abstinence groups or meetings. This keeps the service users ‘sick’, the 
service workers gainfully employed achieving nothing and society is left with an every 
growing number of people entering treatment and never coming back. 
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11. The only source of ‘facts’ about the success of the treatment system come from NDTMS (see 
attached ‘Addiction Treatment Truths’ factsheet). In 2010 NO ONE was recorded as leaving 
treatment abstinent from anything other than illicit opiates and crack cocaine, 75% of the 
200,000 in treatment were on prescription (mainly methadone) of whom 49% had been so for 
more than 5 years and only 2% had been referred to residential rehabilitation. 
 

12. Research carried out by the Concordat in 2011 demonstrated that the average cost to society 
of an addict in the year leading up to entering residential rehabilitation is £85,000 – this is 
based on GP visits, criminal justice and police expenditure, NHS funded detox, prescriptions. 
An episode in residential rehabilitation, for 6 months, costs on average £14,000. Drug users 
who go to residential rehab are 7 times more likely to be drug-free after three years than those 
who go to methadone clinics. (Drugs Outcomes Research Study in Scotland - The Centre for 
Drug Misuse Research, University of Glasgow) 
 

13. A recent survey (soon to be published) of services users in Birmingham shows that 10% of 
those service users would like the opportunity to go to residential rehabilitation. A second 
survey (soon to be published) of service users in the Wirral shows that 50% of service users 
do not want to be on prescribed substitute medication but are unable to access a pathway to 
achieve it. 
 

14. Despite the 2010 Drug Strategy having ‘recovery’ and abstinence as key elements of the 
strategy, referrals into residential rehabilitation are down by over a third from 5 years ago. It 
the same period of time the national treatment budget had doubled. 
 

15. In light of all these points and in further reference to the attached ‘Addiction Treatment 
Truths’ factsheet it cannot be claimed harm reduction ‘treatment’ works as a solution to 
addiction. It can be seen as vital part of the treatment system IF it is seen as a stepping stone 
on the journey into recovery – a life free from all mood altering chemicals, illicit or 
prescribed 
 
Conclusion 
 

16. It is clear that the current ‘treatment’ system neither provides nor promotes adequate 
pathways into abstinent recovery, despite the 2010 Drugs Strategy having recovery at its core. 
 

17. Service users are being denied the opportunity to recover, being kept locked in a co-
dependant relationship with treatment service providers and the situation is getting worse and 
worse. 
 

18. Residential Rehabilitation DOES provide an exceptional pathway into abstinent recovery, 
however it is an extremely underused resource and the industry faces significant challenges in 
2012 and beyond. Unless direct action is taken within Government then more residential 
rehabilitation centres WILL close and the huge depth of experienced addiction therapists will 
be lost.  
 

19. The cost to society as a whole cannot be underestimated, both financially and socially if the 
2010 Drugs Strategy is not implemented as it was intended to be. 
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20. Significant work needs to be done with treatment service providers to educate service 
workers, and service users, about true abstinent recovery and when it is right to refer to 
residential rehabilitation. 
 

21. The RehabGrads are working extremely hard to demonstrate that abstinent recovery works, 
that it is achievable and that making proper use of residential rehabilitation facilities is vital to 
creating a vibrant, healthy and socially beneficial recovery community in the United 
Kingdom. To achieve this we have forged working relationships with the big treatment 
providers, like Addaction, and are proposing to offer a nationwide network of Recovery 
Champions to treatment providers and service users, to guide service users on their journey 
into abstinent recovery. We are developing a nationwide addiction prevention ‘Schools’ 
project with the Amy Winehouse Foundation, to carry our message and experience to parents 
and schoolchildren alike to break down the stigma around addiction and  
 

22. Recovery from drugs and alcohol abuse is possible, we are the active and real life 
demonstration of that fact and we will work tirelessly to achieve our goals. 

 

January 2012 

 

 

 

 

 

 

 

 

 

 

 

 

Addiction Treatment Truths  

(2010 figures, National Treatment Agency) 

 

• 204,473 ‘in contact’ with treatment services (100%) 
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• 75% on prescription (mainly methadone) 
  

• 49%  on scripts alone with NO other intervention or support 
 

• 19% of those on scripts have been for more than five years 
 

• Methadone consumption not supervised after three weeks 
 

• 5%  inpatient detoxification * see note 
 

• 2% (or less) residential rehab (of unknown length and at an all time low)* see note 
 

• 0% leave treatment abstinent and sober (no records taken)  NDTMS treatment discharge 
figures refer only to ‘freedom’ from illicit opiate or crack use, not from opiate substitutes, 
alcohol, cannabis or other illicit drugs  

 

• £730 million spent annually on this ‘treatment’ system 
 

• £3,800 for each addict ‘in treatment’ 
 

• £300 per addict per annum methadone dispensing costs 
 

• £1.4 - £1.7  billion spent on benefits of those in treatment (without child care costs) see 
Breaking the Habit CPS 2011 http://www.cps.org.uk/cps_catalog2/Breaking_the_Habit.html 
 

• Average cost to society of an addict or alcoholic in active addiction, in the year leading up to 
admission into residential rehabilitation £85,000 – including costs for hospital detox, police 
and criminal justice, GP visits, prescriptions. Does not include benefits. (Research carried 
out the The Concordat 2011)  
 

• average weekly abstinence based rehab costs £550 per week - less if housing and other 
benefits used to contribute to cost  
 

• Approximately 3200 beds in England and Wales 
 

• Rehab referrals down by over a third from 5 years ago (it was nearly 6000 then) 
 

• On average 1 in 3 of those people referred to residential rehab go on to receive state funding 
and successful admission into rehab 
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• Drug users who go to residential rehab are 7 times more likely to be drug-free after three 
years than those who go to methadone clinics. (Drugs Outcomes Research Study in Scotland - 
The Centre for Drug Misuse Research, University of Glasgow) 

 

* These figures from the most recent NDTMS report (Statistics from the National Drug Treatment 
Monitoring System (NDTMS) 1 April 2010– 31 March 2011) taken from table 3.2.2 may be 
inflated as they do not tally with another table 3.2.1 on the same Page (12) that reports only 3845 
Inpatient detoxification ‘pathways’ last year which would be less than 2%. This requires further 
investigation – possibly a parliamentary question. Similarly there is a discrepancy between two tables 
regarding the residential rehab figs which would make RR figs 1.2% 
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Written evidence submitted by The Beckley Foundation (DP142) 
 
The Beckley Foundation was instituted in 1998 with the aim of making drug policies more effective 
by promoting evidence-based, health-oriented, harm reducing cost-effective policies that respect 
human rights. It promotes objective and open debate on drug policies at national and international 
levels. It is a UK-based drug-policy think-tank with ECOSOC special consultative status at the 
United Nations. It has commissioned over 35 drug-policy books, reports, briefing papers and 
proceedings documents, and organised nine international drug-policy seminars, mainly held at the 
House of Lords. In 2006 it convened the Global Cannabis Commission Report, later co-published 
with Oxford University Press as Cannabis Policy: Moving Beyond Stalemate, which for the first 
time gave an overview of global cannabis policies, and put forward recommendations for reform.  
 
The Beckley Foundation warmly welcomes the Select Committee’s inquiry into drug policy and its 
invitation to present submissions. Improving drug policy is one of the key policy challenges of our 
time. The Beckley Foundation’s submission argues:  
 

• that scientific evidence is essential in constructing rational and effective drug policies;  
• that drug policies should be aimed at reducing the harms caused not only by drugs 

themselves but also by the policies controlling them; 
• that evidence shows that about 10% of drug-users become ‘problematic users’, usually 

arising from dependence on addictive compounds (cocaine, heroin, amphetamines). This 
group causes great harms and costs to both themselves and society; however, 90% of users 
of controlled drugs do not cause themselves or society significant harms;  

• that drug policy should clearly distinguish between different substances and different 
patterns of use;  

• that the classification of drugs should accurately reflect the scientific evidence of the harms 
and benefits of different drugs. This is important not only for informing policy but also for 
education;  

• that drug policies should not focus scarce resources on the 90% of ‘harmless’ users, and 
should instead focus attention and resources on treatment and rehabilitation of the 10% of 
‘problem’ users;  

• that drug dependency should be treated as a health and social problem, not a criminal one;  
• that the decriminalisation of the use and possession of small quantities of drugs for personal 

use does not increase prevalence, and has multiple beneficial effects – this (i.e., 
decriminalisation) is the single most important step the government could now take to 
make its drug policies more effective, both in minimising harms and saving money;  

• that new policies should be developed to control the growing phenomenon of so-called 
‘legal highs’, largely manufactured abroad and distributed through the internet;  

• that an all-party debate on the costs and benefits of a legal, regulated market for cannabis 
(and possibly other drugs) should be initiated;1  

• that in order to allow experimentation with a legal, regulated market for cannabis or other 
drugs, the 1961 UN Single Convention on Narcotic Drugs (and the UN Conventions of 
1971 and 1988) will need to be amended to allow individual countries greater freedom to 
develop internal policies tailored to their individual needs;2  

• that scientific research should be encouraged into the underlying properties of controlled 
substances, in order to both inform policy and to investigate possible health benefits arising 
from their medical use.  
  

 

                                                      
1 The Beckley Foundation has commissioned a report by Prof. Steven Pudney, Licensing and regulation of the 
cannabis market in England and Wales: Towards a cost-benefit analysis. Forthcoming. 
2 The Beckley Foundation has commissioned a report by Prof. Robin Room: Rewriting the UN Drug 
Conventions. Forthcoming. 
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1. SCIENTIFIC EVIDENCE  
 
A major factor in the failure of global and national drug policy over the last 50 years has been that 
these policies have too often been driven by ideological and emotional imperatives rather than by 
the rational, scientific assessment of the practical consequences of any given policy. Political 
decisions have generally been taken with a view to avoiding media criticism. There has therefore 
been an absence of careful analysis of these complex problems and an unwillingness to consider 
alternative approaches. It has become clear that we cannot, as originally hoped, eradicate drug 
markets and drug use, so we must instead find ways of minimising the harms they cause to the 
health, security and welfare of citizens. In the last 15 years, a growing body of evidence has 
accumulated indicating the benefits and harms of different policy options. Governments should 
seek to base their policies on this scientific evidence. In the past, the success of policies has been 
judged by the size of drug seizures and the numbers of those arrested. Policies should instead be 
judged by their outcomes, in terms of the improved health, security and social well-being of 
citizens. It is time to openly debate and analyse alternative approaches.  
 
2. THE AIM OF DRUG POLICIES  
 
The stated aim of the United Nations’ global drug policies pursued since 1961 has been “to protect 
the health of welfare of citizens by eradicating drug production, trafficking and use”.  
 
These policies have failed in their principal objective (as drugs are more available than ever before), 
and have generated unintended and devastating consequences worldwide. In many respects, 
enforcement of the drug policies has caused more harm than the drugs themselves. The failure of 
the prohibitionist approach has become yearly more apparent, and evidence from countries such as 
Portugal and the Czech Republic indicates that a health-oriented approach can be more effective.  
 
3. PERCENTAGES OF UNPROBLEMATIC VERSUS PROBLEMATIC USERS  
 
In England and Wales, twenty percent of 16- to 25-year-olds, and 8.6% of those aged 16 to 59 (or 
2.8 million people), were using illicit substances in 2009-10.3 The total number of deaths related to 
drug misuse in England and Wales was 1,738 in 2008 (Heroin/Morphine, 10%; Methadone, 10%, 
Cocaine, 30%).4 In comparison, in 2008 in England alone, there were 6,769 deaths directly related 
to alcohol (an increase of 24 per cent from 2001). Of these alcohol related deaths, the majority 
(4,400) died from alcoholic liver disease.5 On the other hand, in England alone, in 2009 an 
estimated 81,400 deaths of adults aged 35 and over were attributable to smoking. This accounts for 
18 per cent of all deaths in this age group.6  
 
As already mentioned, approximately 10% of drug-users do significant harm to themselves and to 
society, falling into addiction,7 with its negative impacts on their health, prosperity and social 
relationships, or committing crime to finance their habit and ending up in prison. However, the 
overwhelming majority of drug-users cause little harm to themselves or to society. It is questionable 
whether the considerable resources applied to the attempt to criminalise their drug-use generate any 
benefit to society. It has been shown that enforcement policy on possession or use of drugs, whether 
draconian or liberal, has almost no effect on prevalence of use, and is therefore a waste of public 
money and effort.8  

                                                      
3 NHS survey, 2011 www.guardian.co.uk/society/2011/jan/27/illegal-drug-use-decline 
4 NHS, Statistics on Drug Misuse, England – 2010 Report  www.ic.nhs.uk/pubs/drugmisuse10 
5 NHS, Statistics on Alcohol, 2010 www.ic.nhs.uk/pubs/alcohol10 
6 NHS, Statistics on Tobacco, 2010 www.ic.nhs.uk/pubs/smoking10 
7 See UK Focal Point on Drugs’ 2011 Report. They estimate that there were 397,346 problem drug users in the 
UK in 2010. 
8 Robin Room, Benedikt Fischer, Wayne Hall, Simon Lenton and Peter Reuter, The Beckley Foundation Global 
Cannabis Commission Report, co-published with OUP as Cannabis Policy: Moving Beyond Stalemate. 
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4. PROBLEM-USE NEEDS TO BE TREATED AS A HEALTH AND SOCIAL ISSUE, NOT A CRIMINAL ONE  
 
Criminalising drug users makes it much more difficult for problem users to access health-care and 
treatment from the authorities. Some countries, notably Portugal and Switzerland, have 
experimented with new approaches, which significantly reduce these harms.  
 
Effectively in 2001, the Portuguese government decriminalised all drug use, including the so-called 
"dangerous drugs" like heroin, methamphetamine and crack cocaine. According to the Institute of 
Drug and Drug Dependence of Portugal, the number of people arrested for criminal offences related 
to drugs plummeted from 14,000 (in 2001) to an average of 5,000-5,500 per year (2011), and 
medical and social assistance is readily available to people with drug dependency.  
 
Portugal’s health-oriented approach has also led to significant reductions in drug harms including 
HIV transmission and drug-related deaths from overdose, as well as significant reductions in the 
amount of police and criminal justice system time spent dealing with drug users. 
  
The UK government should consider whether such policies would not be of benefit to problematic 
users and to society in this country.  
 
5. DIFFERENTIATION AND CLASSIFICATION  
 
The 1971 Misuse of Drugs Act classification of illegal substances has evolved in an unsystematic 
way, in response to social, political and historical factors, rather than being based on scientific 
evidence. The Beckley Foundation strongly supports the adoption of a rational, scientific scale of 
harm for classification of illegal drugs, as recommended by the House of Commons Home Affairs 
Select Committee Report of 2006. At the 2003 Beckley Foundation Seminar, Prof. Colin Blakemore 
presented a paper entitled A Scientific Based Scale for all Social Drugs. This was expanded by Prof. 
David Nutt et al.’s paper in The Lancet in 2007.  
 
The current classification system is misleading to the young, as the categories in no way reflect 
their personal experiences. We would recommend a new investigation by an expert committee of 
how potential harms should be taken into account in classifying psychoactive substances for 
different degrees of availability or prohibition.  
 
6. DECRIMINALISATION OF PERSONAL POSSESSION FOR ALL DRUGS  
 
Various national and sub-national jurisdictions have experimented with decriminalising the 
possession of some or all controlled drugs. The widespread concern that this would lead to a 
dramatic increase in prevalence of drug use and associated harms has proved to be unfounded. 
Evidence from Portugal indicates that drug use amongst adults has risen no more than in 
comparable countries such as Italy and Spain over the same period.9 More significantly, usage 
amongst the more vulnerable 13–18 year old age group has declined for almost all drugs since 
decriminalisation, including cocaine and heroin, which stands in contrast to rises in drug use in this 
age group in comparable European countries. Indeed, thanks to their emphasis on education, 
treatment and harm-reduction services, Portugal now has one of the lowest drug use rates amongst 
young people in Europe. Improved health and criminal justice outcomes that have been observed in 
Portugal have also taken place in the Czech Republic, following decriminalisation.10 In the 
Netherlands, where cannabis use has been de-facto decriminalised for 30 years, heroin use is 
considered by the youth to be an affliction of old men, and crime rates associated with drugs have 

                                                      
9 Caitlin Elizabeth Hughes and Alex Stevens (2010), What can we learn from the Portuguese Decriminalisation 
of Illicit Drugs? Brit. J Criminol. 50, 999–1022, Advance Access publication 21 July 2010. 
10 Pavel Bem, Former Czech Drug Policy Coordinator, presentation to the Beckley Foundation Conference on 
Drug Policy Reform, House of Lords, 17 November 2011. 
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dropped dramatically.  
 
With specific regard to cannabis, research from Australia found no significant difference in the rate 
of change in cannabis use between states that have decriminalised cannabis possession compared 
with those that have not.11 Further research from Australia did however show significantly more 
positive outcomes in terms of adverse employment consequences, further contact with the criminal 
justice system, relationship problems, and accommodation difficulties for those treated for a 
cannabis offence under South Australia’s decriminalised enforcement regime, compared with 
Western Australia’s then criminal one.12 Of further interest in terms of police-community relations 
is evidence that cannabis users arrested and convicted for the first time in Western Australia were 
more likely to report negative attitudes to police and the justice system than their South Australian 
counterparts who received an infringement notice.  
 
Decriminalising possession of drugs for personal use in the UK would, therefore, save considerable 
police and court time. It would also greatly reduce the number of young people, particularly those 
from impoverished and minority ethnic backgrounds, whose life chances are adversely affected due 
to a drug possession conviction; and it would reduce the harm experienced by problematic drug 
users by facilitating their access to treatment. Adoption of this policy would be one of the most 
effective steps which the UK government could take to diminish the harms arising from the use of 
illicit drugs and the present drug control regime, and the Beckley Foundation urges that it be given 
urgent consideration.  
 
7. THE PROBLEM OF NEW ‘LEGAL HIGHS’  
 
The emergence of novel psychoactive substances poses a considerable challenge to drug control 
strategies everywhere. These new ‘legal highs’ with increasing frequency bypass any poisonous 
substance or medicines regulations by being marketed as ‘non-consumable products’. These 
substances are often of unknown potency and toxicity. They tend to be analogues of other banned 
substances and on occasion are prohibited substances such as mephedrone, repackaged as a 
different product. The Demos/UK DPC report, Taking Drugs Seriously (2011), found that the 
Misuse of Drugs Act is currently unable to keep up with this phenomenon.  
 
An approach that has been proposed by the ACMD in the past is the inclusion of a Class D special 
holding category, such as the one in New Zealand, whereby drugs are temporarily placed under 
Class D before they are fully understood. The availability of drugs within this category is restricted 
to over-18s, the products are quality-controlled and doses are limited to as safe a range as possible. 
In addition, education messaging is available alongside the product at the point of sale. The Beckley 
Foundation is supportive of these measures and proposes that the burden of proof –testing toxicity, 
potency and dose, should fall on the manufacturers; thereby, consumers would be protected in the 
event of a negative reaction to the substance. This would allow greater control of new substances 
and improve the ability of medical professionals to rapidly treat those suffering a drug-induced 
medical emergency. Such a policy would ensure greater accountability for vendors and protect 
consumers without criminalising them.  
 
8. OPEN DEBATE ON A LEGAL, REGULATED MARKET FOR CANNABIS  
 
Evidence shows that cannabis use/misuse causes low to moderate harms. It also dominates the drug 
market, constituting approximately 80% of illegal drug production, sales, use and arrest. It is the 
drug most commonly used by the youth. The most common pattern of use is that consumption 

                                                      
11 Donnelly, N., Hall, W. & Christie, P. (2000). The effects of the Cannabis Expiation Notice scheme on levels 
and patterns of cannabis use in South Australia: evidence from National Drug Strategy Household Surveys 
1985-95. Drug and Alcohol Review, 19(3): 265-269. 
12 Lenton, S. & Heale, P. (2000a). Arrest, court and social impacts of conviction for a minor cannabis offence 
under strict prohibition. Contemporary Drug Problems, 27: 805-833. 
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diminishes or ceases around the age of 30. Partly as a result of criminalisation, most cannabis 
consumed in Britain is grown under lights in the Home counties (Britain is a net exporter of 
cannabis), and has been genetically selected to increase the level of THC (the psychoactive 
component), and to decrease the level of CBD (the anti-anxiolytic component). Were government 
to regulate cannabis production and distribution by license, it could control and label the contents, 
prohibit sales to minors, ban advertising, tax, educate, provide more treatment and almost eliminate 
the illegal market.  
 
The money saved by a policy of regulation would free public resources for better education and 
treatment where needed. Since there is a substantial margin between the cost of production and the 
sale-price of cannabis, and since it is undesirable that the sale-price drop much below its present 
level, there is a good argument for a substantial taxation of cannabis in a regulated market. 
Estimates of the benefit to the Exchequer of a regulated cannabis market will shortly be available in 
a report commissioned by the Beckley Foundation. These estimates will include all foreseeable 
costs, including those associated with informing the public about the harms of cannabis use and any 
change in demand for medical treatment amongst cannabis users.13  
 
Since illegal drugs are the third most valuable commodity in the world, and cannabis constitutes 
over two thirds of that value, it is arguable that this revenue would be better in the hands of 
governments rather than of criminals. In a period when the UK government is desperate for 
revenue, taxing cannabis would offer a double return to the government, both in terms of revenue 
and in terms of public health.  
 
The Beckley Foundation would like to suggest that the UK government seriously consider taking 
the lead in global policy by promoting debate, and possibly initiating an experiment with “strict 
regulation” of cannabis, which would be carefully monitored and fine-tuned to develop an effective 
system in which the public could have confidence. Should it be shown not to work, the experiment 
can be readily reversed. However, the current system is in effect totally unregulated, which gives no 
protection to the youth. It is also a powerful engine of crime (most inner-city gangs’ main source of 
funding comes from dealing in cannabis).  
 
It should be remembered that the 2002 Home Affairs Select Committee Report recommended that 
“the Government initiate a discussion within the Commission on Narcotic Drugs of alternative 
ways – including the possibility of legalisation and regulation – to tackle the global drugs 
dilemma”.  
 
9. AMENDMENTS TO THE UN DRUG CONVENTIONS TO ALLOW FOR A) CLEAR DECRIMINALISATION, 
AND B) REGULATION  
 
Almost all countries are parties to the international drug control conventions of 1961, 1971 and 
1988. These strongly bind parties with respect to their domestic regulation of controlled substances, 
requiring that possession, growing or use be a criminal offense, and that legal regulated markets in 
the substances be limited to use only for medical or scientific purposes.  
  
This prohibitionist system was devised half a century ago. Our knowledge of the realities of drug 
use, drug trafficking and drug control has since then greatly expanded. The conventions form a 
barrier to national and sub-national experimentation with other approaches to control, such as clear 
decriminalisation of use, or the regulation of a substance, such as cannabis. The UK government 
could play a leading role in urging reform of the UN drug conventions to allow countries to 
experiment with legalising possession and use, and with a regulated domestic market for cannabis 
or other drugs, without dismantling control of international trade in drugs. Professor Robin Room 
has led the preparation of a draft for the Beckley Foundation, Rewriting the UN Drug Conventions, 
                                                      
13 Report being prepared by Prof. Pudney et al: Licensing and regulation of the cannabis market in England and 
Wales: Towards a cost-benefit analysis, soon to be available. 
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which suggests detailed revisions in the treaties to accomplish this. An alternative approach which 
the UK should consider is to act to make such experimentation possible for itself by withdrawing 
from the treaties and reacceding with reservations which would allow such new approaches.  
 
10. NEED FOR MORE SCIENTIFIC RESEARCH  
 
The Beckley Foundation strongly recommends that scientific research should be encouraged into 
the underlying properties of controlled substances, using the most advanced brain-imaging 
technologies, in order to inform policy. For example, a better understanding of how THC and CBD 
(two of the principal components of cannabis) work in the brain, would permit more effective 
control of the content of cannabis in a regulated cannabis market, thereby minimising the harms 
arising from the use of the current unregulated illegal product. Through scientific research we can 
also learn more about any medicinal benefits these illicit substances may hold.  
 
January 2012 
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Written evidence submitted by John Blackburn [DP144] 
 
I am 61 years of age, a retired university lecturer and regular recreational drug user of 42 years. 
 
Please find attached my written submission which is the history of my life and my association with 
drug taking. 
 
I would be willing to give oral evidence should you wish to obtain further details from me. 
 
I do not wish anonymity but would prefer you not to report me to the local constabulary. 
 
Summary 
 
The drugs I have taken. 
My working life and academic achievements and relationship. 
My associates in drug taking 
The positive contribution that recreational drugs makes to the lives of  
contributors to society's well being. 
The consequences of prosecution for possession. 
The adulteration of illegal drugs. 
The forced association with criminals. 
The case for legalisation. 
 
Submission to the inquiry into drugs. 
 
1. I have been a recreational drug user for over 40 years and have enjoyed virtually every one of my 
experiences. These are the drugs I have taken and the routes of administration: 
 
a) Cannabis—grass, hashish, oil - smoked and eaten. I have taken cannabis  
on a virtual daily basis for over 40 years though on several occasions I have stopped voluntarily and 
completely for over a year. 
  
The following drugs I have taken in the past some quite regularly but no longer do so. 
b) LSD—tablets, microdots and blotters—ingested. 
c) Amphetamine—tables and powder—ingested and snorted. 
d) Cocaine—snorted and smoked. 
e) Heroin—inhaled smoke (chasing the dragon). 
f) Ecstasy—tables and powder—ingested. 
g) Amyl nitrate—inhaled through nose. 
h) Ketamine—snorted. 
i) Since the age of 24, I have only taken small quantities of alcohol in social settings but for me 
it is not a recreational drug. 
 
2. Through the whole period of my drug taking I have had a successful working life of nearly 40 years 
and taken and passed examinations for 10 degrees, diplomas and higher education certificates. I am a 
qualified telecommunications technician, biomedical scientist, teacher, and phlebtomist.  
 
I am the author of a book on immunology which I wrote and illustrated—all done I must say while 
stoned on cannabis. 
 
I have only taken one examination when stoned on cannabis (and that was an accident) and got a mark 
of 99% in an immunology paper—maybe I would have got 100% had I not. I have written a book and 
had papers presented at international scientific meetings and published in reputable scientific journals, 
the inventor of a laboratory assay and am a highly regarded teacher by my colleagues and many 
generations of students. From a working class background in a dismal housing estate in Lanarkshire I 
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finished my working life as a senior lecturer in a prestigious university. I was also encouraged at one 
time to consider putting myself forward as a candidate for Parliament. I have lived in a happy and 
successful relationship with a non-drug taking woman for 36 years but who I have always informed 
when I am taking drugs and what. 
 
3. I am not unique. In my life I have taken recreational drugs in the company of people employed in 
virtually every occupation—doctors, nurses, other medical workers, teachers, laboratory technicians, 
pharmacists, psychologists, engineers, scientists, computer programmers, journalists, civil servants, 
coal miners, building workers and of course some professional politicians. I could add many other 
occupations and professions to this list. Successful, responsible, motivated, caring, productive 
members of society and active contributors to their communities. These people are unnecessarily 
victimised and criminalised by the present prohibition of recreational drugs. Legal or not the vast 
majority of users I know will not stop because of the threat of prosecution or for that matter following 
prosecution. 
 
4. What is relevant is that all of these people are responsible, hard working and are carrying out the 
essential work that keeps society going. Taking recreational drugs is an important component of their 
lives—helping many people to function by promoting relaxation or rejuvenation or just entertainment 
after work and on days off. These are not the people who are causing havoc in the streets of virtually 
every town centre at weekends. They are not the people who are filling the police cells and casualty 
departments every Friday and Saturday night. Most recreational drug users are discreet and the drugs 
they take rarely cause them to engage in the public and private antisocial behaviour often associated 
with alcohol abuse. The taking of recreational drugs is actually facilitating the normal functioning 
people who carry out work essential to our society and therefore the drugs taken by these people for 
recreational purposes are making a positive contribution. 
 
5. The reality is that if proscription of the “harmless” recreational drugs was completely successful the 
quality of the lives of all of these workers would be  affected and it would have effects on the quality 
of the work they do. The country’s economy, education, health and social care systems would suffer. 
All of us have however to live with the threat of prosecution and conviction which would cost us our 
jobs and remove us from the useful work we do and the positive contribution we make to society. 
 
6. In 40 years I have been fortunate never to have been arrested which is again not unusual because 
prosecution of “middle class” users for the relatively small quantities of drugs we have in our 
possession will not enhance the career prospects of many police officers. Few of the professional 
people I have mentioned above have been arrested and convicted. This was not always the case - in 
the early 1970s I knew people who were convicted and put in prison for possession of what is 
considered insignificant quantities nowadays. 
 
7. Another consequence of proscription is that there are no controls over the products we buy.  As a 
medical scientist the idea consuming a substance that has no quality control or assurance is 
unthinkable but the only alternative is abstention. In the supply chain are many people who are only 
interested in making money.  Every drug that I have taken over the years has had some “additive” or 
another from harmless tea leaves mixed into marijuana to borax added to cocaine. Sometimes drugs 
are mixed in combinations that the user may not want - for example ecstasy is being adulterated with 
amphetamines or cocaine with lignocaine. All of this makes the product less potent but earns more 
profit for the dealer. In the worst cases infected drugs, poisons or potential anaphylactic agents are 
released into the black market resulting in deaths. 
 
The poorest consumers are the most at risk of being sold these dangerous drugs. Middle class buyers 
like myself can seek out sources and pay the extra money to obtain a high quality unadulterated 
product. When we find a good source may also be able to stock up with the quality product in the 
same way that a wine connoisseur may make a stash of an excellent vintage. 
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8. Your committee will no doubt receive a significant amount of evidence that will show that 
prohibition means that this multibillion dollar international market is in the hands of criminals. From 
local delinquents and thugs to international cartels and terrorist organisations. It is financing the gun 
crime in the streets of towns and cities all over the world and is responsible for the deaths of tens of 
thousands of people around the world every year. Most of us users know that we are usually only one 
degree removed from people who we would wish absolutely nothing to do with wand have no desire 
to give them any of our money but the present circumstances force this upon us. Legalisation would 
remove the whole process from primary producer to consumer from the hands of the criminals who 
control the distribution and can assure the quality of the product that enters into circulation. At present 
a peasant grower of cannabis may get about $5 a kilogram for a product that will eventually be sold 
for about £10,000 to users in Britain. This is not “Fair trade”! 
 
9. A legalised, controlled and regulated production system will benefit the primary producers take the 
distribution out of the hands of criminals and guarantee that the consumer has a safe, certified and 
reliable product. Most of us users would be happy to continue to pay the current prices if the massive 
profits that you will already be aware of could become Government revenue. 
 
10. Prohibition and prosecution is never going to stop the trade and supply to those who people want 
to take recreational drugs. 
 
The only responsible course of action now is to legalise. 
 
I would be more than willing to come and address your committee to provide more details and to 
answer any questions that your members would wish to put to me. 
 
January 2012 
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Written evidence submitted by Richard [DP145] 
 
I would be happy to give evidence to the inquiry into drug usage. 
 
I am in my late 40s and I have been a regular cannabis user for more than 25 years. I am married with 
children, in full-time employment, and paying a mortgage. I am not a member of any campaigning or 
lobbying organisation. I would not consider myself to be a "problem drug user".  
 
I hold the following opinions: 
 
1. I consume more alcohol when I have no access to cannabis. This has a greater effect on my wealth, 
health and ability to work. 
2. I have only ever been offered hard drugs when I have been buying cannabis. This seems to make 
the "gateway drug" philosophy self-fulfilling and is a strong argument for the decriminalisation of 
cannabis. 
3. I have occasionally been sold 'adulterated' cannabis. This has grave implications for my safe usage 
of the drug and could (as above) lead to the consumption of harder drugs. 
4. Prohibition is proven not to work. Regulation would have many benefits but surely the simplest 
argument is that it might actually be effective. I was for four years a licensed retailer of alcohol and, 
as such, I was responsible for the safe sale of alcohol and could ensure it was not sold to minors, those 
about to drive, those already too drunk, etc. I could only sell alcohol during approved hours and from 
an approved premises, which was subject to health and safety, hygiene and trading standards laws, 
and could be inspected for compliance by a range of authorities. (Of course, I also paid a sales tax and 
excise duty on every sale.) 
 
Please let me know if the inquiry would like me to give evidence in person. 
 
January 2012 
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Written evidence submitted by Kevin A. Sabet, DPhil (Oxon) [DP148] 
 
Drug policy is the subject of an active debate, with most discussions gravitating toward legalization (e.g. 
the Global Commission) or prohibition. My testimony here is meant to provide some brief context to both 
of those policies, and in the end I argue that a comprehensive mix of prevention, treatment, recovery, 
smart law enforcement, and international efforts is the shortest route toward reducing drug use and its 
many harms. Since I am limited to 2,500 words, the testimony cannot review all of the Committee’s 
Terms of Reference but I will attempt to provide enough evidence to the committee to show how different 
drug policies have affected different outcomes. I will specifically focus on cannabis since that is a major 
point of international policy discussion. 
 
Overview 
The theory and practice of drug policy revolves mainly around two prominent frameworks, use reduction, 
which focuses on reducing drug prevalence, and harm reduction, which focuses on reducing the 
individual consequences of drug use.  I have long argued that both frameworks together are necessary for 
constructing sound drug policy, and the UK Government’s latest 2010 drugs strategy seems to discuss 
drug policy in this way. Indeed, the UK Government’s 2010 strategy is considered by many policy 
analysts as a rich and robust document (e.g. Keith Humphreys). 
      
Many of the recommendations of the Global Commission can be described as being in line with both UK 
policy and best practices. The Commission calls for increased prevention and treatment resources, and 
calls on multiple indicators to be used to evaluate drug policies. The criteria used by the Government to 
measure the efficacy of its own drug policies are consistent with this spirit, and it is generally agreed upon 
that the independence and quality of expert advice which is being given to the government in the UK is 
excellent.  
 
Certainly, public health and public safety must be taken into account when devising and analyzing the 
effectiveness of drug policy. Additionally, the experience of our two legal drugs—alcohol and tobacco—
show that legalization is a simplistic, and indeed dangerous, public policy that is bound to jeopardize both 
health and safety. The revenue brought in by the (high) use of those two legal drugs pale in comparison to 
the costs they bear onto society. That is not to say that changes in drug policy cannot and should not be 
made—indeed detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 
as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It Working?, HC 
318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case 
for justice reinvestment, HC 94, 2009–10). These reports show that reforms are desirable and workable, 
and they also represent the fact that more extreme solutions like legalization, regulation, or full 
decriminalization of drugs are unnecessary and ill-fitted solutions to the drug problem. Since cannabis is 
often discussed in the context of today’s drug policy debate, the remainder of my testimony will focus on 
that drug. 
 
Cannabis Control and Policy Measures 
Though all governments are signatories to international drug control treaties rendering cannabis illegal, 
countries around the world have experimented with varying types of cannabis control policies. This 
section briefly summarizes the cannabis policy experiences in the Netherlands, Portugal, and United 
States. It is not meant to be exhaustive; the references provide greater detail on the issues. 
 
It is critical to keep in mind that in no Western country is a cannabis user at “much risk of being 
criminally penalized for using cannabis,” as concluded by the RAND (Research ANd Development) 
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Corporation in an exhaustive report about cannabis legalization.1 Analyses by Kilmer and Room found 
that the arrest rates for cannabis users who had used the drug in the past year are roughly 3%, and that 
none of those convicted of possession is incarcerated or receives an administrative fine of more than 
$1000 US dollars.2,3,4  
 
Finally, it is important to note that despite media accounts, no country has legalized cannabis. Several 
other countries than the ones listed above, though several countries, like Argentina, Australian, Belgium, 
and Mexico, have removed formal penalties for small amounts of personal use. And only in the 
Netherlands and Australia have there been any formal changes in the criminal status of supplying 
cannabis (though these have fallen short of full legalization). 
 
The Netherlands 
Perhaps the most infamous policy change on cannabis has occurred in the Netherlands. In 1976, the Dutch 
approved a formal policy to allow the possession and sale of up to about ninety cannabis cigarettes (thirty 
grams). The government allowed “coffee-shops” selling cannabis to appear around the country and 
approved in 1980 guidelines allowing more local control discretion of commercial cannabis practices. As 
the Dutch got used to the idea of legal cannabis, coffee-shops increased in prevalence and the number of 
them grew eleven-fold in eight years (nine in 1980 and 102 by 1988).5 In 2001, a lower-end estimate 
numbers coffee-shops at about 1,200.6  
 
MacCoun and Reuter point out that between 1976 and 1984, cannabis use remained about the same for 
adults and youth. Thus the early effect of this policy change seemed to have been minimal. From the mid-
1980s to the mid-1990s, though, they observe that “surveys reveal that the lifetime prevalence of cannabis 
in Holland increased consistently and sharply.” They report 15% of 18-20 year olds used cannabis in their 
lifetime in 1984 turned into 44% by 1996—a 300% increase. Indeed, they also find cite past-month 
prevalence of 8.5% in 1984 to 18.5% in 1996. MacCoun and Reuter point to “commercialization” as the 
reason for this spike in drug use. That is, they contend that during this period between 1984 and 1996, the 
greater glamorization and more visible promotion of cannabis lead to an increase in use. Others, like 
Sabet, suggested that the increase could also be due in part to a greater normalization of use, as anti-drug 
attitudes eroded among youth and use became more gradually accepted.7 The discussion of prevalence 
rates in the Netherlands is a subject of  active debate.8  
                                                 
1 Beau Kilmer, Jonathan P. Caulkins, Rosalie Liccardo Pacula, Robert J. MacCoun, Peter H. Reuter, Altered State? 
Assessing How Cannabis Legalization in California Could Influence Cannabis Consumption and Public Budgets, 
RAND, 2010.  
2 Kilmer, Beau, “Do Cannabis Possession Laws Influence Cannabis Use?” in I. Spruit, ed., Cannabis 2002 
Report: Technical Report of the International Scientific Conference, Brussels: Ministry of Public Health of 
Belgium, 2002, pp. 119–141.  
3 Room, Robin, Benedikt Fischer, Wayne Hall, Simon Lenton, and Peter Reuter, Cannabis Policy: Moving 
Beyond Stalemate, Oxford, UK: Oxford University Press, 2010. 
4 Pacula, Rosalie L., Robert MacCoun, Peter Reuter, Jamie Chriqui, Beau Kilmer, Katherine Harris, Letizia Paoli, 
and Carsten Schäfer, “What Does It Mean to Decriminalize Cannabis? A Cross-National Empirical Examination,” in 
Björn Lindgren and Michael Grossman, eds., Advances in Health Economics and Health Services Research, Vol. 
16: Substance Use: Individual Behaviour, Social Interactions, Markets and Politics, Amsterdam: Elsevier Press, 
2005, pp. 347–370. 
5 Jansen, A.C.M. (1991). Cannabis in Amsterdam: A geography of hashish and cannabis. Muiderberg, Netherlands: 
Coutinho. 
6 MacCoun, R. & Reuter, P. (2001). Drug War Heresies: Learning from Other Vices, Times and Places. New York: 
Cambridge University Press. 
7 Sabet, K. (2006). The (often unheard) case against cannabis leniency. In Pot Politics (Ed. M. Earleywine). Oxford 
University Press, pp. 325-355. 
8 See, for example, Abraham, M.D. et al. (2001). Comparative cannabis use data. British Journal of Psychiatry, 179: 
175-177, accessed November 2011: http://bjp.rcpsych.org/content/179/2/175.3.full 
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As of late, there has been a kind of “buyer’s remorse” with regards to the lax policy.  The government 
continues to reduce the number of coffee shops, and today the number stands at approximately 700. That 
means that there is one coffeeshop for every 29,000 Dutch citizens—although the concentration in the 
city of Amsterdam is closer to one for every 3,000 people.9 Current cannabis use in the Netherlands is 
similar to other European countries but treatment admissions for cannabis are higher in that country than 
other European neighbors.10 Severe restrictions by the Dutch government have been implemented, 
including allowing only Dutch citizens to buy cannabis from the coffee shops and continuing to zone 
areas forbidding coffee shops altogether. 
 
Portugal 
Besides The Netherlands, Portugal has attracted a significant amount of attention since implementing its 
new drug policy, Law 30/2000, which decriminalized the personal use and possession of all illicit drugs. 
This law allows people to possess up to three days’ supply of any illicit drug, and refers cases of 
possession of between three and ten days’ supply to an administrative panel that makes recommendations 
for treatment and/or monetary sanctions. Trafficking and cultivation of illicit substances, as well as 
possession of quantities exceeding a ten days’ supply, remain criminal offenses. 
 
Ten years later, there has been a surprisingly few number of rigorous analyses on the policy change. The 
first analysis to attract any attention, conducted by the pro-legalization think-tank Cato, unsurprisingly 
declared the Portuguese experiment an unequivocal success.11 This attracted wide publicity in the 
mainstream media, although the United States government, for example, publicly questioned Cato’s 
findings, stating that the report’s analysis was not definitive; that the report failed to recognize other 
factors that could have contributed to its findings; that adverse data was not reported in the study, and that 
claims that drug use went down were inconclusive.12 
 
A more thorough report in 2011 by the European Monitoring Center for Drugs and Drug and Addiction 
(EMCDDA) presented a more nuanced picture.13 EMCDDA concluded that Portugal’s drug policy of 
decriminalization is not a “magic bullet” and that “the country still has high levels of problem drug use 
and HIV infection, and does not show specific developments in its drug situation that would clearly 
distinguish it from other European countries that have a different policy.”14  The report also went out of 
its way to argue that the new policy should not be characterized with the label “legalization.” Rather, the 
report argued the new policy should be described as a nuanced “public health approach.” With regards to 
drug use, the report noted that “in terms of trends, school and general population surveys show a stable 
situation regarding cannabis use in Portugal but a possible increase in cocaine use among young adults.”  
In terms of drug harms, the report noted that “in contrast to moderate levels of drug use in the general 
population, problem drug use and drug-related harms are closer to, and sometimes above, the European 

                                                 
9 MacCoun, R. J. (2011), What can we learn from the Dutch cannabis coffeeshop system?. Addiction, 106: 1899–
1910. 
10 MacCoun, R. J. (2011), What can we learn from the Dutch cannabis coffeeshop system?. Addiction, 106: 1899–
1910. 
11 Greenwald, G. (2009). Drug Decriminalization in Portugal: Lessons for Creating Fair and Successful Drug 
Policies. Cato Institute. 
12 White House Office of National Drug Control Policy. (2010). Drug Decriminalization in Portugal: Challenges 
and Limitations. Accessed November 2011 at 
www.whitehouse.gov/sites/default/files/ondcp/Fact_Sheets/portugal_fact_sheet_8-25-10.pdf 
13 European Monitoring Center for Drugs and Drug and Addiction. (2011). Drug Policy Profiles- Portugal. 
Accessed November 2011 at www.emcdda.europa.eu/publications/drug-policy-profiles/portugal 
14 European Monitoring Center for Drugs and Drug and Addiction. (2011). Drug Policy Profiles- Portugal. 
Accessed November 2011 at www.emcdda.europa.eu/publications/drug-policy-profiles/portugal, page 24. 
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average.” Clearly, more research is needed before firm conclusions can be made about the Portuguese 
experience. 
 
United States 
The United States outlawed cannabis on a federal level in 1937, with the passage of the Marihuana Tax 
Act. The subject of decriminalization and legalization has been highly contentious since then. In the 
1970s, twelve states formally decriminalized cannabis. This meant that persons found to have a small 
amount of cannabis were not subject to jail time, but rather they would receive a civil penalty, such as a 
fine. The decriminalization discussion in the United States is highly complex because even in 
jurisdictions without a formal decriminalization law, persons are rarely jailed for possessing small 
amounts of cannabis. A rigorous government analyses of who is in jail or prison for cannabis found that 
less than 0.7% of all state inmates were behind bars for cannabis possession only (with many of them 
pleading down from more serious crimes).15 Other independent research has shown that the risk of arrest 
for each “joint,” or cannabis cigarette, smoked is about 1 arrest for every 12,000 joints.16 The discussion 
about the American experience with decriminalization becomes even more complicated, and thus less 
useful, because, as, MacCoun and colleagues argue “‘decriminalization’” and ‘non-decriminalization’ 
states no longer differ in their actual enforcement patterns…or that citizens no longer perceive the 
difference—perhaps due to the lower salience of the change over time.”17 This probably explains the fact 
that the literature on early decriminalization effects on use has been mixed. Some studies found no 
increase in use in the so-called “decriminalization” states, whereas others found a positive relationship 
between greater use and formal changes in the law.18 
 
The more recent discussion about state-level legalization may provide more insights. In November of 
2010 the state of California rejected a measure that would have legalized cannabis and allowed local 
counties to set tax rates and create production and distribution schemes. Two RAND Corporation reports 
provide a useful analysis of such a policy. The studies concluded that legalization would result in lower 
cannabis prices, and thus increases in use (though by how much is highly uncertain), and that “legalizing 
cannabis in California would not dramatically reduce the drug revenues collected by Mexican drug 
trafficking organizations from sales to the United States.”19 
 
Conclusions 
Most of the recommendations of the Global Commission on Drug Policy—e.g. a public health oriented 
approach to drug policy—can and should be integrated with the UK’s current approach. There is also 
much hope in alternative sentencing schemes and treatment alternatives to incarceration. But the 
international experience with legalization, and the current status of alcohol and tobacco in society, give 
little hope that such a policy would in the end benefit the public health and safety of society. 

                                                 
15 “Substance Abuse and Treatment, State and Federal Prisoners, 1997.” BJS Special Report, January 1999, NCJ 
172871. www.ojp.usdoj.gov/bjs/pub/pdf/satsfp97.pdf  
16 Beau Kilmer, Jonathan P. Caulkins, Rosalie Liccardo Pacula, Robert J. MacCoun, Peter H. Reuter, Altered State? 
Assessing How Cannabis Legalization in California Could Influence Cannabis Consumption and Public Budgets, 
RAND, 2010. 
17 MacCoun, R., Pacula, R. L., Reuter, P., Chriqui, J., Harris, K. (2009). Do citizens know whether they live in a 
decriminalization state?  State cannabis laws and perceptions. Review of Law & Economics, 5(1), 347-371. 
18 For a discussion see MacCoun, R., Pacula, R. L., Reuter, P., Chriqui, J., Harris, K. (2009). Do citizens know 
whether they live in a decriminalization state?  State cannabis laws and perceptions. Review of Law & Economics, 
5(1), 347-371. 
19Beau Kilmer, Jonathan P. Caulkins, Rosalie Liccardo Pacula, Robert J. MacCoun, Peter H. Reuter, Altered State? 
Assessing How Cannabis Legalization in California Could Influence Cannabis Consumption and Public Budgets, 
RAND, 2010.  And  see Kilmer, Beau , Jonathan P. Caulkins, Brittany M. Bond and Peter H. Reuter. Reducing Drug 
Trafficking Revenues and Violence in Mexico: Would Legalizing Cannabis in California Help?. Santa Monica, CA: 
RAND Corporation, 2010. www.rand.org/pubs/occasional_papers/OP325. Also available in print form. 
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Written evidence submitted by Joel Dalais [DP149] 
 
My brief 10 points of 'evidence', thank you for reading. 
 
An unemployed Criminology & Criminal Justice with Sociology Graduate, who's worked years in the 
Plymouth Magistrates Courts (as a Volunteer), seen firsthand and done primary research into the main 
causes and reasoning’s of the most occurred crime. Also suffering from multiple diseases that doctors 
have given up on. 
 
1. Alcohol fuelled crime is dominant amongst most magistrate courts (swapping back and forth with 
drug related crime).  
 
There’s a lot of research done in this area, I’ve done some myself at Plymouth Magistrates, which 
covers a large surrounding area. 
 
2. Legalisation would shift many alcohol users to cannabis, destroying two major crime problems at 
the same time.  
 
That cannabis would not be illegal, eliminating that crime problem, and that many people would 
smoke, and fall sleepy, not drink and turn violent. 
 
3. Freeing up Prison and Police time and resources. 
 
Also, freeing up drug rehabilitation workers to assist those that really need help (heroic, cocaine 
addicts), so many drug rehabilitation centres across the nation have not been able to cope with the 
numbers for many years. And other similar agencies that are tasked with cannabis issues.  
 
4. The amount of jobs and businesses it create (and would continue to create).  
 
Cafes, dispensaries, medicinal facilities, regulators. All across the nation. If one city the size of 
Bristol, opened 50 Cafes employing an average of 5 people, 10 dispensaries employing an average of 
10 people, 5 medicinal facilities employing an average of 15 staff, and 20 regulators to oversee and 
tax it all. That’s 445 jobs, and considering the size of Bristol, these numbers are very likely too low. 
Adding in the amount of jobs that I'm sure others could add to this small list, across the nation, we're 
looking at 10's of thousands of jobs. 
 
5. The amount of tax from these new jobs and businesses.  
 
Well, I'm sure there's others that can formulate a rough estimate, albeit to say it would be quite 
extensive. And the amount of job's these new taxes could create, as well as the amount of people that 
would come off benefits due to jobs being available. 
 
6. The medicinal usage.  
 
MS sufferers, cancer, limbs missing, mental health, eating disorders, sleeping disorders, arthritis, 
stress, blood pressure. I'm sure a medical professional could come up with a more detailed list. On a 
personal note - I was on medication for years, I apparently have multiple diseases that doctors have 
given up trying to identify (rheumatoid arthritis being one of them), the medication dissolved my 
stomach, I did not realize until I started bleeding from various orifices. Obviously I had to stop taking 
the medication. The only thing that relieves my pain now is when I get the opportunity to smoke 
cannabis. Yet I do so in fear, and so I must suffer in constant pain. 
 
7. Criminalization very often influences individuals to commit further crimes. 
 
I'm sure the professionals can point in the direction of the research better than I. 
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8. Even further reduction of crime/prison/police resources spent.  
 
Due to lack of criminalization of individuals who would then not commit the crimes they would have, 
snowball effect. 
 
9. The health risks compared to cigarettes and alcohol.  
 
I'm sure I don't need to go into the death figures of those that have died from alcohol poisoning, and 
cancer from cigarettes. There still is not 1 recorded death directly related to cannabis (falling down a 
staircase can happen to anyone, and being held on your back when choking on food (as happened to a 
lad in Plymouth last year) has absolutely nothing to do with cannabis). 
 
10. Please end the stigma, it was used as a political platform many years ago, it would serve as a 
better political platform to now legalize it. Stop people from suffering, reduce and continue to reduce 
the crime rate. Repair the economy. Stop people living in fear. Repair our society. The government is 
supposed to serve and help the nation and the people, the 'war' on drugs was never going to win, we 
can all see that now, please realise it's time to start repairing the nation, before we sink even more. 
 
I am sure others can/have come forward with more reasoning’s and details than these, I just needed to 
pass on my own words as briefly as I could, thank you again for reading. 
 
January 2012 
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Written evidence submitted by the Medical Research Council [DP150] 
 
Introduction 
1. The Medical Research Council (MRC) is one of the main agencies through which the UK 

Government supports medical and clinical research. For almost 100 years, the MRC has improved 
the health of people in the UK and around the world by supporting the highest quality science. It 
invests in research on behalf of the UK tax payer and works closely with the UK’s Health 
Departments, the NHS, medical research charities and industry. MRC-funded scientists have made 
some of the most significant discoveries in medical science—from the link between smoking and 
cancer to the invention of therapeutic antibodies—benefiting millions of people.  

 
2. The MRC welcomes the opportunity to contribute to this inquiry; this submission represents the 

independent views of the MRC and responds to the questions from the Home Affairs Select 
Committee which relate to the role of science in informing the Government’s drug strategy. We 
highlight the addiction research strategy that we are leading and how working with stakeholders 
such as the Home Office is starting to bear fruit in bringing novel cutting-edge methodology and 
word-leading expertise into policy-oriented research that aims to further increase the effectiveness 
of policy decisions in the longer-term. We also make reference to MRC’s support for population 
level interventions in the area of alcohol use and present our view for more research into new 
treatments for addiction and substance misuse. 

 
Response 
Addiction and Substance Misuse Research Strategy 
3. The MRC is leading a strategic initiative for addiction and substance misuse research. The 

initiative, which began in 2007, was led by MRC on behalf of members of the Office for Strategic 
Coordination of Health Research (OSCHR) and involved co-funding with the Economic and 
Social Research Council (ESRC).  

 
4. While this submission focuses on the addiction strategy which began in 2007, the Select 

Committee should be aware that MRC has funded significant programmes of discovery science in 
the neural underpinnings of addictive behaviour as well as contributions through major 
investments at the MRC and Wellcome Trust Behavioural and Clinical Neuroscience Institute 
(BCNI), the MRC Social and Public Health Sciences Unit (SPHRU), and the National Prevention 
Research Initiative (NPRI). BCNI’s objectives are to identify neural systems with defined 
cognitive or behavioural functions including the transition from impulsive behaviour to 
compulsion in drug use. SPHRU studies how people's social positions, and their social and 
physical environments, influence their physical and mental health and capacity to lead healthy 
lives and has studied drug misuse in this context.  NPRI is a national initiative made up of 
government departments, research councils and major medical charities that are working together 
to encourage and support research into chronic disease prevention and funds some research aiming 
to develop and implement successful, cost-effective interventions that reduce people’s risk of 
developing major diseases though alcohol misuse, by influencing their health behaviours. 

 
5. A workshop with the academic community and a range of stakeholders and international experts 

held in 2007, alongside various other consultations, underlined the need for enhancements in a 
number of areas. Themes where research opportunity was identified fell into the following broad 
categories: 

 
 Cause—Routes into, and relapse from, adolescent drug/substance use (illicit 

drugs/alcohol/tobacco) and gambling, and the causes of addiction and gambling including 
identification of risk factors and individual differences in vulnerability.  

 
Harm—Understanding the biological and social harms caused by illicit drugs/substance use 
and gambling and quantitative monitoring of problematic gambling and drug use—costs to 
health, community and criminal justice systems. 
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Treatment—Developing preventive strategies and new treatments for addiction and relapse 
(pre-clinical development and proof-of-principle studies) and implementing and evaluating 
interventions to reduce addiction and relapse, and promote rehabilitation. 

 
Alcohol—Considered a special case due to the enormous public health burden. The focus of 
the research on alcohol will not necessarily be alcoholism, but will also investigate the effects 
of hazardous drinking and supporting interventions to reduce heavy alcohol consumption. 
Research priorities identified at the outset of the initiative included estimating the true harm of 
alcohol misuse and new approaches to reducing alcohol misuse. 

 
6. The Addiction and Substance Misuse Research Strategy, has included three calls for funding to 

date, supported by a total budget of £6.5 million (£6m of MRC funding and £0.5m of ESRC 
funding). The first call (February 2009) supported nine pilot studies at a combined value of nearly 
£2m. The second call (July 2009) provided seed-corn funding to establish eleven interdisciplinary 
‘research clusters’ of experts with excellent track records in their own disciplines, not necessarily 
addiction, brought together to provide the critical mass likely to make a significant impact in this 
area. These clusters have obtained programmatic support through a third funding call under the 
initiative (see paragraphs 7 and 8), while also providing a platform for assembling future 
innovative research proposals suitable for funding through standard funding mechanisms 
administered by the MRC, ESRC and the National Institute for Health Research, as well as 
research commissioned by the Home Office.  

 
7. Applications for the third call were considered in March 2010. Four awards, totalling £4.5m, were 

made which met many of the aims of the initiative and deliver research of strong strategic interest 
to the MRC and its stakeholders. For example, two studies are likely to directly inform 
Government policy; one by linking data from Home Office records on addiction and crime 
(NIQUAD; see paragraph 12) and the other through research into alcohol drinking behaviour and 
public health interventions (CAPER; see paragraphs 16 and 17). Two further studies are looking to 
identify molecular mechanisms that may be used as targets for future treatment development. 
These programmes were adjudged to be at the forefront of international research in this area by an 
independent award committee, largely constituted of international experts. The studies awarded in 
all three calls are listed at Appendix 1. 

 
8. The progress of the addiction clusters was reviewed by the MRC in October 2011. The 

independent scientific group established to oversee the initiative was impressed with the output 
and clear value derived from the cluster concept. A growing increase in skills, collaboration and 
new researchers in the field was evident, and a healthy indicator of greater future potential. Some 
clusters had very strong translational/policy impact and had introduced long-term approaches and 
innovative methodology into policy-oriented research. In short the initiative was considered to be 
very successful to date, with considerable promise for further development.  

 
9. In order for this strategy to deliver real and relevant public health improvement, the MRC is 

committed to consulting relevant stakeholders and maintaining a high level of engagement 
throughout the implementation and further development of the strategy. The themes for this 
strategy (see paragraph 5) were drawn up in response to views from the academic community and 
in discussion with stakeholders including the Home Office and ESRC. The MRC is also an active 
member of the Home Office’s Government Drug Research Strategy Group, whose members 
include the Ministry of Justice, the Department for Education and the Department for Work and 
Pensions. The MRC has presented the addiction strategy to this group as well as the technical 
committee of the Advisory Council on the Misuse of Drugs (ACMD) and the Scottish 
Government. This dialogue has considered both the long-standing and changing national priorities 
in this area and embraced the wider public and societal issues that go beyond the immediate health 
research funding remit of the MRC. 
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Research to inform policy and practice   
10. The MRC considers that research evidence should inform Government at all levels and drive 

forward decision and policy-making. The starting point for the MRC is that addiction and relapse 
from abstinence are symptoms of a brain disorder that is not a simple matter of choice for some 
individuals. MRC funded research in Cambridge has shown how high impulsivity predicts the 
switch to compulsive drug habit. Research internationally has shown that altered brain pathways 
and fewer D2 dopamine receptors mean addicts find it harder and harder to feel good, and that 
anyone, not just those at risk, can become an addict if their environment is stressful. Social and 
biological factors are extremely important in addiction. 

 
11. We will leave it to others with key responsibilities in turning research evidence into policy and 

practice to say how well they feel the recommendations from research are implemented. Clearly in 
this area they are not always popular and MRC has taken the view that public and political debate 
about drug and alcohol use should be as informed as possible in relation to statistical, scientific and 
medical evidence. The MRC has recognised a need to increase the evidence available to policy 
makers about the scale of the issue and the harm that arises from addiction and the impact that new 
policies might have in reducing harm at both the individual and societal level. This is a challenging 
task as behavior is often hidden from conventional, survey-based research methods, due to the 
social stigma associated with using drugs illegally.  

 
12. One example of how the MRC is addressing this together with the ESRC and the Home Office, is 

through the addiction cluster NIQUAD (Nationally Integrated Quantitative Understanding of 
Addiction Harms) that has been established at the University of Manchester and is led by Professor 
Tim Millar. NIQUAD’s objective is to combine and compare treatment records and criminal 
records to better estimate how many people are involved in serious drug use, how many people get 
involved in crime, what proportion die, and how helpful treatment has been in reducing death and 
crime. NIQUAD will initially focus on drug injecting and the use of opiates or crack cocaine, 
which are policy priorities. Using advanced statistical techniques, NIQUAD will combine and 
compare different sorts of information to develop more exact estimates. NIQUAD’s findings will 
provide policy makers with the information they need to make decisions about how to deal with 
addiction and the effective use of public funds. 

 
13. Researchers involved in the NIQUAD cluster have also been awarded funding from the Home 

Office to develop a ‘warehouse’ of case-linked datasets on substance misuse and crime and are 
members of the expert panel appointed by the Home Office to steer the development of this work.  

 
Public health and societal considerations: the case of alcohol 
14. Alcohol continues to be a major public health problem. In August 2011, the European College of 

Neuropsychopharmacology reported that alcohol dependence was the most disabling and 
expensive of all disorders of the brain in Europe, especially in men. In the UK in 2010, hospital 
admissions for alcohol-related disorders exceeded one million for the first time—up ten-fold since 
1995/96. Alcohol was highlighted of concern in the Government White Paper on Public Health. 
The MRC is considering further steps to strengthen the relevant research evidence and develop 
new interventions.  

 
15. Drug policy has the potential to contribute more to the public good by focusing on interventions 

with the largest potential population effect. Research points to the control of alcohol affordability 
and availability as being amongst the most effective policy options available to governments.  Both 
England and Wales have seen a series of duty rises and local authorities have been given some 
powers to control availability. Several pricing and availability policy options are likely to be 
considered in the forthcoming Government alcohol strategy. Minimum pricing is currently 
supported by the SNP in Scotland who have a majority in the Scottish Parliament but it has 
hitherto been opposed by Labour and Conservative parties. Such policies are also unpopular with 
consumers and the alcohol industry continues to challenge them. It is imperative therefore that 
policy is based on a sound evaluation of evidence, assessment of how evidence applies in a local 
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context and opportunities are taken to exploit sophisticated modeling of predicted outcomes and a 
longer term evaluation of effects. 

 
16. One major output of the funding provided by the MRC and the ESRC has been the establishment 

of an addiction research cluster (CAPER) at the University of Sheffield that assesses the 
effectiveness of alcohol policy. It brings together UK alcohol policy researchers with international 
alcohol policy experts at the forefront of methodological development, as well as non-addiction 
experts working in the areas of evidence synthesis, policy modeling, industrial economics, health 
economics, public health, health inequalities, criminology, sociology and psychology. The £1m 
MRC/ESRC programme established under this unique cluster is significant in that it provides a 
breadth and critical mass beyond what an individual government department or funding agency 
could do on its own.  

 
17. CAPER focuses on national and local implementation of alcohol pricing, availability, marketing, 

screening and brief intervention policies. The cluster’s work aims to enable stakeholders to answer 
‘what-if’ questions and to predict the likely downstream impact of new policy scenarios, taking 
into consideration for the first time the effects of existing policy frameworks, social contexts and 
underlying trends in consumption and harm. The current natural experiment conditions (England 
and Scotland pursuing different alcohol policy changes and local variations in licensing practices 
and enforcement) provide an ideal ‘testbed’ for such alcohol policy research.  

 
18. The Government's most recent drug strategy puts recovery (and abstinence) at its heart and many 

addicts do say that they want to come off drugs. This is a challenge however for the reasons set out 
in paragraph 10.  Few addicts ever fully ‘kick the habit’ and interventions (generally based on 
psychosocial approaches) have some benefit but that is generally short-term. MRC has identified a 
pressing need to develop novel pharmacotherapies for addictions and an approach derived from 
knowledge of brain mechanisms of relapse offers a new way forward. To this end, MRC has 
established the ICCAM cluster which brings together the complementary research strengths of 
Imperial College London, University of Cambridge and the University of Manchester (hence the 
name) with the aim of using new experimental medicine research with GlaxoSmithKline. Potential 
pharmacotherapies will be assessed using novel psychological and functional magnetic resonance 
imaging (fMRI) paradigms addressing key relapse pathways in human alcohol, heroin and cocaine 
addicts and in parallel preclinical studies. This should also provide a platform for the study of other 
candidate drugs for addiction.  

 
Summary 
19. The Addiction and Substance Misuse Research initiative is seeking to build on existing Research 

Council investment in addiction research to provide a platform for innovative and interdisciplinary 
research of direct relevance to a range of stakeholders and policy makers. The MRC has 
recognised and responded to the need to pay attention to more policy-relevant areas in addiction 
research in order for society to adopt a more evidence based approach. NIQUAD and CAPER are 
just two examples of where this is working effectively and where the MRC has led the assembly of 
world-leading multidisciplinary groups able to tackle complex policy questions using cutting edge 
methodology and expertise. 

 
20. The MRC continues to work very closely with the Home Office and other Government 

Departments and stakeholders to engineer, where it is scientifically tractable, the development of a 
portfolio of funded studies that can help address the major public health burden of drug and 
alcohol misuse. The current initiative has increased the capability of the UK to undertake 
innovative research and deliver outcomes relevant to the needs of policy makers, delivering 
research of very high methodological rigor and international standing. Maximising synergy 
between stakeholders holds promise for a much more comprehensive public policy approach. 
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21. High quality social and medical research is essential for providing the evidence base which must 
be taken into account in policy decisions and to help substantiate, and challenge where necessary, 
the approach being pursued in the eyes of the wider public. 

 
January 2012 
 
Appendix 1 
 
Grants funded under the Addiction and Substance Misuse Research Strategy 
 
1. First Call for Proposals (February 2009) 
 
Grant Holder – 
Institution Title of Research Award Value 

(£) 

Dr M Hickman – University 
of Bristol 

ALSPAC (Avon Longitudinal Study of Parents and 
Children) and Adolescent Substance Use 
Trajectories: Consolidation of a UK research 
resource 

£164,076 

Professor T Duka – 
University of Sussex 

Understanding  alcohol’s effects on inhibition of 
behaviour; implications for treatment                    £201,416 

Dr R Elliott – University of 
Manchester 

Neurobiology of cognition and craving in opiate 
addiction: implications for relapse £257,488 

Dr J W Dalley – University 
of Cambridge 

Genetic influences underlying impulsivity and risk 
for drug addiction £228,112 

Dr S Kamboj – University 
College London 

Exploring the potential of D-cycloserine and 
cannabidiol to enhance cue exposure therapies in 
substance dependence 

£220,072 

Dr S Husbands – University 
of Bath 

Transdermal delivery of a buprenorphine/naltrexone 
combination for the treatment of polydrug abuse £202,480 

Dr S King – University of 
Sussex 

Molecular and physiological mechanism of 
GABA(A) receptor function in striatal circuits 
underlying addiction 

£246,808 

Dr L Clark – University of 
Cambridge 

Predicting relapse in treatment-seeking pathological 
gamblers using impulsivity and compulsivity assays £214,404 

Professor A Lingford-
Hughes – Imperial College 
London 

Imaging D3 receptors in alcoholism. 
 

£215,592 
 

 
2.  Second Call for Proposals (July 2009 - Clusters) 
 
Grant Holder – 
Institution Title of Research 

Professor Charles Abraham 
- University of Sussex 

Developing evidence-based behaviour change interventions and 
policies to reduce alcohol use and misuse among young people 
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Professor W. Miles Cox - 
University of Bangor 

Applied Cognitive Neuroscience Cluster: Developing Innovative 
Cognitive-Motivational and Neuroscientific Interventions for Alcohol 
Abuse 

 
Grant Holder – 
Institution Title of Research 

Professor Colin Drummond 
- Institute of Psychiatry, 
Kings College London 

Experimental and clinical research on treatment of alcohol misuse and 
dependence cluster (ECTAD) 

Dr Matthew Hickman - 
University of Bristol 

Causes, epidemiology and prevention of substance use (and gambling) 
among young people.  

Dr Petra Meier - University 
of Sheffield 

Capacity development for Alcohol Policy Effectiveness Research 
(CAPER) 

Dr Tim Millar - University 
of Manchester 

Nationally Integrated Quantitative Understanding of Addiction Harms 
(NIQUAD) 

Professors David Nutt and 
Trevor Robbins - Imperial 
College London and 
University of Cambridge 

ICCAM — Imperial College and Cambridge Addiction — a two-
university cluster for the study of aetiology and translation in addiction 
with partnerships 

Professor David Stephens - 
University of Sussex 

GABAA receptors in neurobiology of drug and alcohol addictions 
(Causes of Addiction and Vulnerability Factors) 

 
3. Third Call for Proposals 
 
The third call had a £4.5m ring-fenced fund for competitive proposals from the 11 clusters successful 
in the second call.  
 
Four awards were made under the third call in the addiction research strategy: 
 
1) Dr Tim Millar (University of Manchester). Awarded £706,688: Incidence, prevalence, harms 
and intervention effects for problem and injecting drug use: crime, morbidity & mortality. 
 
This research will combine and compare treatment records and criminal (Home Office) records to 
better estimate how many people are involved in serious drug use, how many get involved in crime, 
what proportion die, and how helpful treatment has been in reducing death and crime. Using advanced 
statistical techniques, Miller et al will examine all of the available sources of information about drug 
misuse and bring these together to provide the Home Office with much better estimates to inform the 
Government’s drug strategy. 
 
2) Professors David Nutt and Trevor Robbins (Imperial College London and the University of 
Cambridge). Awarded £1,566,514: New drugs for addiction: focus on attenuating core 
behavioural components of heroin, cocaine and alcohol addiction and relapse prevention. 
 
This application brought together two highly successful groups that had previously been competitors, 
together with an industrial stakeholder, GlaxoSmithKline. An experimental medicine platform will be 
used to assess candidate brain systems underpinning relapse at a molecular, network and behavioural 
level by assessing three candidate mechanisms based on dopamine DRD3 receptors (for relapse 
prevention), μ-opioid receptors (which mediate the reinforcing effects of opioids) and NK1 receptors 
(implicated in both stress and reward responses). The platform will then be available to study other 
candidate treatment approaches for addiction that may include for example orexin antagonists and 
appetite regulating peptides. 
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3) Dr Petra Meier (University of Sheffield). Awarded £1,002,605: 
Interdisciplinary Alcohol policy effectiveness Research Programme. 
 
The aim for this research programme is to develop a step-change in capabilities for robust scientific 
appraisal of new and existing alcohol policy interventions. The researchers will also build a model that 
considers taxation and other available policy options. This research is highly relevant to the current 
policy debate over alcohol pricing and the dynamic model proposed goes beyond what individual 
government departments could do on their own.  
 
4) Professor David Stephens (University of Sussex) Awarded £1,000,000: GABAA receptors in 
acumens neural circuits underlying drug abuse: novel targets for treatment. 
 
This project is based on the role for the alpha2-subtype of GABA-A receptor in motivational systems 
and a genetic association between haplotypes of the gene encoding this subunit and human cocaine 
addiction. Stephens et al will study non-addicted human volunteers to see if such haplotypes give rise 
to biomarkers for addiction, and behavioural endophenotypes that may confer risk for development of 
addictive behaviours, particularly as a consequence of stressors. They have ‘imported’ new expertise in 
the form of Professor Jeremy Lambert in Dundee, an expert in neuropharamacology who had not 
previously worked in this field. 
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Written evidence submitted by Malcolm Kyle [DP151] 
 

In addition to the many societal costs of prohibition, it has a long history of driving the spread of 
harder or more dangerous drugs. 
 
* Poppies to morphine to heroine to krokodil 
* Coca to cocaine to crack 
* Ephedra to ephredrine to speed to methamphetamine 
* Marijuana to skunk to dangerous synthetic concoctions such as 'spice' or 'bath salts' 
* Mushrooms to ecstasy to 2CB/designers 
 
At every step the reasons for the rise in popularity of the new form of the drug are one or more of the 
following: 
 
* It may be easier to smuggle. 
* It may be more addictive, thus compelling the buyer to return more frequently.  
* It may be cheaper to produce therefore yielding more profit.  
* Like a game of "whack a mole" a shutdown of producers in one area will mean business 
opportunities for another set of producers with a similar product. 
 
Imagine if we were to chop down every single tree on the planet as a response to our failure to prevent 
tree-climbing accidents. That's what our misguided drug policy looks like. 
 
Prohibition Prevents Regulation : Legalise, Regulate and Tax! 
--  
If all else fails give up! 
 
January 2012 
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Written evidence submitted by Jack Brown [DP152] 
 
Two of my uncles were Barnsley gangsters and I have always spent part of my private social life 
among criminals and drug users (alcohol only until the 1960s). I could give names/evidence to 
substantiate all the claims below. I will not do so for two reasons; some criminals are friends and I'd 
be dead if I did. 
 
In 1978, I was the butt of Fleet Street and Labour Party anger when, as a councillor member of the 
South Yorkshire Police Authority, I called for the legalization of cannabis. The media unsuccessfully 
harassed me for the name of a cabinet minister on hard drugs; it was Maurice MacMillan. In the 1980s 
Matthew Evans, founder of the Groucho Club (later elevated and made Labour Chief Whip in the 
Lords) told me that he had used cocaine for the first time. Five years ago, a contact in the 
entertainment industry informed me that £2,000 a session prostitutes attended drugs and sex parties 
"in Downing Street, with Ministers". 
 
In my 1978 speech, I reported seeing my first deal of hard drugs in a Barnsley pub and said that if soft 
drugs were not legalized, dealers would plead unavailability and push hard drugs to guarantee 
continuous trade. That is and always has been the gateway. Tragic experiences (early deaths, 
suicides and murder of friends) have turned me into an advocate for legalization of hard drugs as they 
were when I was a teenager: available free from a GP (health centre) on condition of treatment. It 
would end deaths through erratic dosages and shared needles; it would end drug related crime; it 
would save billions from the budget of the legal drugs industry which so hypocritically opposes 
legalization—counsellors, police, solicitors, courts, barristers, prison service, etc; it would stabilize 
the politics and economies of countries like Afghanistan. 
 
There has always been a link between organized crime and politics. Barnsley Planning corruption was 
one of the reasons I left the Labour Party in 1987. In the early 1990s, I exposed it and forced the 
"retirement" of the Chairman of Planning, Chairman of Licensing Bench and Leader of Council. It is 
like cutting off the heads of a hydra. 
 
Pre-hard drugs, gangsters' theft, fencing, prostitution, gambling and protection activities funded their 
relatively minor 'property development' activities. Thanks to the availability of massive drugs profits, 
today's corruption of politics and police pales yesterday's into insignificance. They fund major 
property development activities and the entertainment industry—Labour's promotion of casinos was a 
disgrace. Any activity—e.g. football—where the income and expenditure cannot be tightly monitored 
is corrupted. One wonders how worm-eaten are the Stock Exchange and the City. 
 
Senior police officers socialize with the agents of criminals; i.e. their children and their children's 
business partners. So called "community policing" has been a disaster that has extended that 
corruption to council estate level. When I was young, there were perhaps half-a-dozen corrupt police 
officers in Barnsley. A majority of junior officers in most police forces are now protecting 
"informers" on whose payroll they are. "Payroll" is a loose term, drugs, homosexual, prostitution and 
paedophile services are provided for some. 
 
Jim Callaghan chickened out of the recommendations of the Wotton Commission. You could, at very 
least, implement them and block the gateway. 
 
January 2012 
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Written evidence submitted by Andy Lyonette [DP153/069] 

Executive Summary 
The main points made in this memorandum are that current drug policies are ineffective in 
reducing drug-related harm or reducing use and in fact cause many disproportionate and 
unintended negative consequences at an unsustainable cost to the government.  Strong 
consideration should be given to legal and regulated alternatives to prohibition, particularly in 
the case of cannabis not least because of its medicinal benefits that are currently denied to 
patients. 

Introduction 
I’m an IT manager working in the IT industry in Berkshire; originally from the North West I 
went to the University of Reading to study Information Technology and have since settled in 
the area and am in my late twenties.  I write to you not because of any specific expertise but 
as an informed citizen who feels current drugs policies are ineffective and expensive.  For the 
most part this document focuses on cannabis. 

Is present policy fiscally responsible? 
According to the IDMU report “Taxing the UK Cannabis Market” [http://clear-uk.org/wp-
content/uploads/2011/09/TaxUKCan.pdf ] the most up to date, authoritative evidence 
available it concludes that there is an estimated up to 3.6 million active cannabis users in the 
UK consuming up to 1400 metric tonnes of cannabis each year with an estimated market 
value up to £8.6 billion per annum.  Based on estimated excise duty revenues at £1 per gram 
per 5% THC, £200 per square metre in license fees, and £200 per annum per cannabis 
offender (assuming records expunged) the total expected revenue raised by licensing and 
taxing cannabis could be up to £9.2 billion per annum.  Estimated cost savings to the criminal 
justice system would fall up to £646 million per annum with new costs of between £157 
million and £317 million.  The overall net benefit of a taxed and regulated cannabis market 
could be £9.5 billion per annum, with a best estimate of £6.7 billion.   Current policies 
prohibiting the use of drugs are hugely costly and are largely ineffective in reducing drug 
supply or drug use and organised crime to profit from this unregulated market.  Regulation 
would generate revenue in taxes currently being diverted to the black market and reduce 
current policing, legal and other costs significantly more than any increase required to cover 
additional health and social services which is a far more fiscally responsible and sustainable 
approach. 

Is policy grounded in science, health, security and human rights? 
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Present policy is not grounded in science or health.  An NHS document, the most up to date 
and authoritative evidence available – “A summary of the health harms of drugs”1 describes 
the acute and chronic adverse effects associated with the use of drugs, specifically in the case 
of cannabis it shows that there have never been any cases of fatal overdose or confirmed case 
of human death compared with a plethora of both direct and indirect fatalities associated with 
alcohol such as acute pancreatitis and cardiovascular deaths to road traffic accidents and 
drowning.  Further scrutiny of this document will demonstrate further mismatches between 
the classifications of drugs and their effect on health based on scientific evidence.  In an 
article by Prof David Nutt titled “Drug harms in the UK: a multicriteria decision analysis” 
[http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(10)61462-
6/fulltext?_eventId=login] figure 2 (above) shows a graph detailing the weight of harm of 
each drug split into 16 different criteria.  It’s fair to say that the health harms of cannabis are 
very modest compared with alcohol that as an adult you can purchase legally.  It is also worth 
noting that the recent media stories regarding risk of psychosis from cannabis use should be 
put into perspective someone is more at risk of psychosis from smoking tobacco, or even 
some energy drinks, both of which are legally available as demonstrated by the following 
comparison between cannabinoids and alcohol: 

Count of finished admission episodes (FAE) with a primary diagnosis of mental and 
behavioural disorders due to use of cannabinoids (ICD10 code F12) and alcohol (ICD10 
code F10) 

Cannabinoids (F12) 

                                                            
1 http://www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
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2009-10 713 

2010-11 799 

Alcohol (F10) 

2009-10 47,402 

2010-11 47,287 

Source: Hospital Episode Statistics (HES), The NHS Information Centre for health and 
social care. 

There are now hundreds of peer reviewed, scientific studies that prove the efficacy of 
cannabis in the treatment of MS, Crohn’s disease, fibromyalgia, spinal injury, and a wide 
range of other conditions, some of which are available from the NORML summary of 
research article “Emerging Clinical Applications For Cannabis & Cannabinoids. A Review of 
the Recent Scientific Literature, 2000 — 2011″.  Despite this, and the fact that the UK 
government has granted a unique license to GW Pharmaceuticals to manufacture cannabis to 
produce Sativex which is pharmacologically identical to cannabis and produces the same 
euphoria described with natural cannabis use the UK government maintains that cannabis has 
no medicinal benefit. 

 

The current policy of prohibition creates more than a £6 billion criminal market with all the 
associated harms that are greatly disproportionate to the harms of, in this example, cannabis.  
Human rights are infringed both by organised crime through human trafficking and slave 
labour to run cannabis farms through and the government with sometimes questionable 
methods used by police or the judiciary services, for example, Judge John Potter, Bradford 
Crown Court in November 2011 is quoted saying “Recent research indicates one in four 
cannabis users will trigger psychosis because of what they are doing” which is simply false.  
These factors, coupled with the lack of scientific basis and the length of time this failed 
policy has been allowed to continue undermines the legal system, and puts up barriers 
between otherwise non-violent, law-abiding citizens and the police. 

 

The criteria used by the Government to measure the efficacy of its drug policies 
The criteria used by the government to decide upon, and measure the efficacy of its drug 
policies are inherently flawed, and subjective to the extreme.   The media seem in part 
responsible for the continuation of current policy due to some sensationalist, scare mongering 
articles published that have no founding in evidence and can sometimes contradict fact.  
Measures, such number of arrests or contraband seized cannot accurately estimate the 
proliferation of drug use nor relative numbers of those receiving help compared with those 

581

http://norml.org/component/zoo/category/recent-research-on-medical-marijuana
http://norml.org/component/zoo/category/recent-research-on-medical-marijuana


not.  In most part arrest figures are irrelevant to the harm of drug use but are more indicative 
of the harms caused by prohibition.  If we had a legally regulated system for drugs more 
effective mechanisms would be available to the government to try and reduce harm and more 
reliable statistics to measure their success. 

The independence and quality of expert advice which is being given to the government 
The independence and quality of expert advice given to the government regarding drugs is 
poor.  The ACMD is losing its reputation for being independent and lacks more and more 
scientific backbone for such an organisation needs to be based upon to be independent and 
credible.  More emphasis should be given to the successes of other European countries such 
as Portugal, Holland, and others in decriminalising drugs and subsequent remain constant or 
decline. 

Where drug-related policing and expenditure is likely to decrease in line with police 
budgets and what impact this may have 
Any decrease in expenditure on policing current policy will result in a decline in the already 
poor sub 10% success rates acknowledged by police forces across the UK.  It seems likely 
that if expenditure is cut then the proliferation of criminal organisations funded through drug 
sales will increase including all associated harms.  It should not be a question of where within 
the current policy we can save money as the success rate is already so low and has been year 
on year that a completely new approach is required.  According to the2011 IDMU report 
“Taxing the UK Cannabis Market”, £500 million is spent every year on the criminal justice 
system for cannabis alone of which £200 million is for police costs.  This could virtually all 
be diverted elsewhere and would have the benefit of starving organised crime from a source 
of income that would prove far more effective than any policing currently in place. 

The cost effectiveness of different policies to reduce drug usage 
Current policies prohibiting drugs, particularly cannabis are largely ineffective and produce 
harms that are disproportionate to the harms of cannabis use.  Evidence from the US, Holland 
and Portugal shows when availability of cannabis is legally regulated, consumption actually 
decreases.  This is particularly true amongst children, due to those licensed to sell cannabis 
are subject to rules such as minimum age with repercussions if these regulations are broken.  
These regulations are of course lacking in the current criminal market and in areas of the UK 
it has been reported that children can obtain drugs easier than they can alcohol.  A system of 
regulation generating jobs and taxes whilst also saving on policing and judicial costs make 
much more fiscal sense allowing more money to be spent elsewhere on health services, 
education, and releasing some of the burden on the current UK financial situation.  A 
legalised and regulated market would remove the stigma and thus enabled many more in need 
of help for drug dependence to seek help, much like alcohol and tobacco and any increased 
costs incurred would be mitigated by the reduction in policing and judicial costs. 
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The extent to which public health considerations should play a leading role in 
developing drugs policy 
Public health considerations should play a leading role in developing drugs policy but it is 
important that any consideration is made based on the consumption of the substance in 
question without the associated risks and harms of prohibition being included.  A study out in 
November 2011 by the “Institute for the Study of Labor” in the US found that states that have 
legalised medical cannabis have also seen a decline in traffic fatalities, largely due to a 
decline in alcohol-related road traffic accidents that has been directly attributed to cannabis 
use as a substitute to alcohol. 

The relationship between drug and alcohol abuse 
Alcohol is a drug and the distinction made between alcohol and drugs is inaccurate and 
misleading.  As shown by the 2007 ACMD report Alcohol is the 5th most harmful drug out of 
the 20 in the list with tobacco rating 9th.  If the public were given the choice of less harmful 
drugs such as cannabis along with appropriate advice and education, then alcohol abuse and 
its associated violence and antisocial behaviour would decrease.  Many people consume 
alcohol because they believe it to be the safe option relatively speaking compared with illegal 
drugs and the reason for this is due to a policy mismatched with science and the continued 
misinformation from the government. 

The comparative harm and cost of legal and illegal drugs 
The comparative harm of legal and illegal drugs is indicated in the 2007 ACMD report, 
specifically in the graph above paragraph 4 of this document.  It shows that alcohol is at the 
top of the scale producing the most harm, where cannabis, an illegal drug is considered to be 
less harmful to both the individual and society, this comparison is often skewed when the 
additional harms produced by the prohibition of drugs like cannabis are included in the harms 
of cannabis that simply wouldn’t exist in a legal, regulated market. 

The impact of the transfer of functions of the National Treatment Agency for Substance 
Misuse to Public Health England and how this will affect the provision of treatment 
I am unsure as to the implications of this however if drugs controlled under the Missuse of 
Drugs Act 1971 were legalised and regulated then we would be in a better position to provide 
treatment for those that need it than we are in our current situation. 

The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
The availability of legal highs simply highlights how current policies are not suitable and 
make a mockery of drugs policy.  Reactionary decisions are made on the basis of largely 
unsubstantiated stories in the media rather than science that are inappropriate.  In the case of 
synthetic cannabinoids manufactured to avoid the laws against cannabis they can be more 
harmful than the cannabis plant itself demonstrating how current policies undermine what 
they are designed to achieve.  The legal framework needs to be amended to include provision 
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for legal sale of drugs so that producers and sellers can be regulated to be effectively deal 
with new substances. 

The links between drugs, organised crime and terrorism 
The vast majority of the links between drugs, organised crime and terrorism stem from 
current prohibition policies.  The cannabis market in the Britain is worth over £6 billion 
(concluded by the IDMU report “Taxing the UK Cannabis Market”) that the government 
leaves for organised crime whereby illegal cannabis farms are producing cheap poor quality 
cannabis often using human trafficked labour sold for an inflated price due to the illegality 
allowing profits to be maximised to fund other crime and potentially terrorism.  This is a 
direct result of current policy and not cannabis itself.  If cannabis were to be taxed and 
regulated then immediately a large proportion of the funds from this market would be 
redirected to the legitimate, taxed economy and out of the hands of organised crime. 

Whether the UK is supporting its global partners effectively and what changes may 
occur with the introduction of the national crime agency 
Our current adherence to the UN Single Convention is not working.  Other countries develop 
their own policies, such as Portugal, Switzerland, Holland, the Basque region of Spain yet 
Britain has yet to try alternatives.  Current UK policies fail other drug-producing countries by 
fuelling demand because prohibition has not reduced demand. 

Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002 (The Government’s 
Drugs Policy: Is It Working?, HC 318,2001-02) and the Justice Committee’s 2010 
Report on justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 
2009-10).” 
Very detailed consideration ought to be given to alternative ways of tackling the drugs 
delimma.  In particular with regard to cannabis consideration should be given to removing the 
criminality from the user and legally regulating the market thus removing the majority of the 
harms to the user and society associated with cannabis.  Legitimate jobs would be created in 
the new legal cannabis market where taxes would be accrued allowing for the provision of 
education, health and social services to inform the general public to make educated decisions 
and sensible decision on drug use and provide help for the minority that may need it.  The net 
result of this is more fiscally sustainable policy that provides a reduction in direct drug harm 
through quality control we expect from any other legal industry and truthful, scientific 
education as well as a significant drop in social harms, criminality, and funding to organised 
crime. 

 

January 2012 
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Written evidence submitted by Jeffrey Ditchfield 
 

I have extensive knowledge regarding the cultivation of cannabis, its preparation and its medicinal 
use, I have given presentations on the subjects to The Royal College of General Practitioners and at 
John Moores University. 
 
I have also written many articles on the subject and I am the author of ‘Cannabis Cultivator’ a step by 
step guide to growing cannabis. 

1. My submission is quite straightforward, as a 52 year old man who cultivates and consumes 
his own cannabis can you please identify the victims of my ‘crime’? 
 

2. This submission is in regard to the first part of your remit and in particular human rights and 
the ECHR article 8 
“The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy 
with strategies grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy” 
 

3. Article 8 of the European Convention on Human Rights provides as follows: 
(1) Everyone has the right to respect for his private and family life, his home and his 
correspondence. 
(2) There shall be no interference by a public authority with the exercise of this right except 
such as is in accordance with the law and is necessary in a democratic society in the interests 
of national security, public safety or the economic well-being of the country, for the 
prevention of disorder or crime, for the protection of health or morals, or for the protection of 
the rights and freedoms of others.   
Part (2) states quite clearly that there can only be interference with this right for the stated 
reasons given and therefore any state interference has to be justified on these grounds 
 

4. Necessary in a democratic society 
In order for a measure to be “necessary in a democratic society”, it must respond to a pressing 
social need (The Sunday Times v United Kingdom (1979) 2 EHRR 245).  
If action has been taken in pursuit of one of the legitimate interests listed in part (2) of Article 
8 then that action must be tested for “necessity.” The European Court has held that the notion 
of necessity implies two things: 
(a) that an interference corresponds to a pressing social need 
(b) that it is proportionate to the legitimate aim pursued. 

 
5. State interference with Article 8 has to be (according to the European Court) due to a 

“pressing social need” 
 
I would like to know the nature of this “need” I am a 52 year old man who cultivates and 
consumes his own cannabis, so where is the “pressing social need” to stop me? 
 
If you can justify the actions of the state and identify the ‘victim(s)’ of my crime I will 
happily cease my cannabis  activities 
 

6. I would also like you to consider the proportionality of 12 police officers forcing their way 
into my home, stealing my possessions, being charged, attending court and gaining a criminal 
conviction for having 5 cannabis plants? 

 
Summary 
I am a 52 year old man and I cultivate and consume my own cannabis, who is the victim of my 
‘crime’? 
 
January 2012 
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Written evidence submitted by Peter Hitchens [DP155] 
 

The Wrong End of the Telescope 
Why all inquiries into drugs miss the point 
 
Submission to the Home Affairs Committee by Peter Hitchens, journalist and author of ‘The Abolition 
of Britain’ (1999) ‘A Brief History of Crime’ (2003) and of the forthcoming ‘The War We Never 
Fought—Britain’s non-existent war on drugs’. 
 
My simple point is that there is a national misconception, in politics, the academy and the media, that 
Britain’s drug laws are repressive and harsh, that a ‘War on Drugs’ is taking place and that many 
baleful results follow from this misguided prohibition. The truth is rather different. Despite a 
smokescreen of militant rhetoric, British governments, together with the police and the courts, have 
pursued an increasingly permissive attitude towards drugs, especially towards the most commonly 
used drug, cannabis, for four decades.  
 
Whatever problems we face, a war against drugs cannot possibly be the cause of them, for there is no 
such war. 
 
This truth is clearly visible on the public record, and hides in plain sight, ignored and disregarded in 
inquiry after inquiry, debate after debate.  I am engaged in a history of this strange process, and I hope 
the brief selection of facts and quotations below will give some idea of the point I wish to make to the 
Committee. 
 
In October 1973, Lord Hailsham, then the Lord Chancellor of a Conservative Government, instructed 
Magistrates in England and Wales to stop sending people to prison for possession of Cannabis.  
 
He told a meeting of the Magistrates’ Association that they should not ‘dive off the deep end' when 
confronted with cases of possession of cannabis. Correctly interpreting the 1971 Misuse of Drugs 
Act’s main provision, he said Parliament had drawn a distinction between possessors and traffickers. 
Magistrates should therefore treat users of what he called ‘soft drugs’ with ‘becoming moderation’. 
They should and take care over ascertaining the background. It would be quite different when large 
parcels of cannabis were discovered, when a deterrent sentence would be justified. 
 
Hailsham advised the magistrates to distinguish between what he termed ‘retail and wholesale trade’, 
and between transactions among neighbours ‘in the way of social intercourse’ and transactions where 
money changed hands—expressing the curious belief that such neighbourly transactions did not 
involve money. He advised them ‘Do not lose your heads as judges because the drug is new to your 
experience and has a sinister ring’. In the same speech he helped the transformation of the illegal drug 
user from culpable criminal to pitiable victim by insisting that ‘the addict must be treated as a human 
being'.  
 
He wound up his declaration of peace by saying ‘Don't let your prejudice, if you have one, against the 
offence, lead you to deal unduly harshly with the offender’. (The Times, 13 October 1973, p3 column 
a) 
 
He gave this speech just as the 1971 Misuse of Drugs Act was about to come into force. This Act was 
the consequence of the 1969 Wootton Report, the prototype of every subsequent inquiry into drugs in 
this country. 
 
It is widely believed that the Wootton Report called for Cannabis legalisation and was denounced and 
rejected by the then Home Secretary, Jim Callaghan. In fact it did not call for any such thing. And—
though Mr Callaghan did indeed denounce the report in Parliament—most of its provisions, much 
desired by the powerful and influential establishment pro-Cannabis lobby which had taken out a 
famous advertisement in the Times,  were in fact incorporated by Mr Callaghan into a planned Misuse 
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of Drugs Bill in 1970. This fell, thanks to the 1970 General Election. But so important was it 
considered that the incoming Conservative Government immediately revived the Bill, in identical 
form, and it was quickly passed through all its stages with more or less bipartisan support (The then 
William Deedes being rather keener on it than James Callaghan). Mr Callaghan’s Cabinet defeat on 
this issue is recorded in the Crossman Diaries (Jonathan Cape, London 1979, One Volume edition, 
p.613) and in Cabinet papers (CC70, 10th Conclusions, pp 10-11). It took place on Thursday 26 
February 1970.  
 
The crucial changes were the separation of cannabis from heroin, Cocaine and LSD, and its treatment 
as a supposedly ‘softer’ drug, and the establishment of the rule that trafficking should in future be 
treated more seriously than possession. The absolute offence of allowing drugs to be used on one’s 
premises was also to be abolished. A permanent committee was also to keep the law under perpetual 
review, as it still does in the shape of the Advisory Council on the Misuse of Drugs. This arrangement 
has not generally led to the tightening of the law. But it is not just the law itself that is changing. It is 
the way in which it is enforced. 
 
Next, in 1976, the maximum penalty for cannabis possession was once again reduced by half to three 
months—one month less than the maximum proposed in the Wootton Report. 
 
‘In 1979 the Advisory Council on the Misuse of Drugs (the statutory successor to the Advisory 
Committee) proposed further reforms whose effect would be to remove the remaining powers of the 
courts to sentence offenders to imprisonment. These proposals were reiterated in a second expert 
Report on Cannabis, in 1982. The response of the Thatcher government was to move in the direction 
of decriminalisation by introducing cautioning and compounding (small on the spot fines for 
smuggling).  By the beginning of the 1990s, the majority of cannabis offenders were cautioned and 
thus escaped without a criminal conviction. Cases which do reach the courts normally result in 
discharges or small fines. Sentencing guidelines prevent imprisonment of minor offenders. 
 
‘When The Times finally came out for legalisation of cannabis, on the twenty-fifth anniversary of the 
Soma advertisement, the leading article said, correctly that  “the law against cannabis is all but 
unenforced.” (Stephen Abrams, The Wootton Retort, 2007). 
 
‘The situation in nineties Britain is that sentences such as those passed on Hoppy [John Hopkins, 
leading counterculture figure in 1960s London, sentenced to nine months in prison for cannabis 
possession, June 1967]or Keith [Richards, sentenced, also in 1967,  to one year for allowing premises 
to be used for consumption of drugs, later overturned on appeal by the lord Chief Justice] are virtually 
unknown unless large scale dealing is involved or the sentence is concurrent with another, more 
serious charge and has been used to make the other charge stick…the members of Baroness 
Wootton’s committee must be thanked for changes in the law that have kept thousands out of jail’ 
(‘Many Years From Now’, a biography of Paul McCartney, Barry Miles, Secker and Warburg, 1997) 
 
‘Cannabis has been a decriminalised drug for some time now. Although still illegal, somebody found 
by police in possession of a small amount for their own use will probably just get away with a caution 
these days. There is no record taken, no evidence that anything has occurred.’ (John O’Connor, 
former head of Scotland yard Flying Squad, article in ‘The Daily Express’ 15 February 1994). 
 
And then. Who said this?:‘Well, it's worth saying that of the offences against the Misuse of Drugs Act 
—these are very round figures as I don’t have them to hand—of the 120,000 offences against the 
Misuse of Drugs Act every year, 90% of those which are dealt with are possession offences and three-
quarters of those are cannabis possession offences. Now over half of those cannabis possession 
offences are cautions (my italics) but it is worth remembering that a caution does bring with it an 
entry as a criminal record.’ 
 
And ‘The police have been very sensible in many ways about their approach to policing the Misuse of 
Drugs Act. I think without their massive use of discretion, it would have ground to a halt.’ 
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Later still, she says ‘At the moment, until our law changes, we have after all for personal use - in 
theory on the statute book - five years potential imprisonment for a simple possession of cannabis. 
Now that, I think I am accurate in saying, is more harsh than almost any other country in Europe. I am 
not aware that there has ever been a prison sentence of anything approaching that for the simple 
possession of cannabis. In fact, the average length of a custodial sentence for any possession, 
including heroin and cocaine, is four months at the moment whereas for heroin and cocaine you could 
get seven years in theory. So there is a huge gap. One of the good things about the Home Secretary's - 
as it was stated - possible intention is that it will close the gap between what the law says and what it 
does.’(My italics). 
 
(Dame Ruth Runciman, Chair of the Police Foundation Independent Inquiry into Drugs, 1997-2000, 
speaking to a BBC News Talking Point Forum, 25 October 2001) 
 
We should also include a word here from Baroness Wootton herself, in a letter she wrote to The 
Times in March 1977, responmding to an article by Ronald Butt saying that Mr Callaghan had 
rejected her report. She said :’ She wrote :’Why, I wonder, has Mr Ronald Butt chosen this moment 
(March 17) to give thanks to Mr Callaghan for his rejection, when Home Secretary eight years ago, of 
the allegedly pernicious recommendations of what has become known as the Wootton Committee on 
Cannabis?’ 
 
‘Is Mr Butt unaware of all that has happened since then?’ While conceding that cannabis may 
possibly have long-term risks comparable to those of tobacco, she proclaimed ‘There has been a great 
change in the climate of Western opinion about the moderate use of cannabis and the proper scope of 
legislative action in relation to this’. 
 
‘Most remarkable of all is Mr Butt’s failure to notice that Mr Callaghan himself is moving with the 
times. The Government of which he is the head has just presented to Parliament a Criminal Law Bill 
which would halve, by a reduction from six months to three, the maximum sentence which a 
magistrates’ court can impose for possession of cannabis. 
 
‘Contrary to what is widely believed, neither my committee nor I have ever advocated the legalisation 
of cannabis. But the Government’s new proposal would bring the penalty for summary conviction of 
possession actually below (Lady Wootton’s italics) the level recommended by the infamous Wootton 
Committee. (Letter to The Times from Baroness Woottton of Abinger, published 21 March 1977) 
 
And finally, ‘By 2009, cannabis possession was even more decriminalised than it had been in 1994. In 
that year (the latest for which I have been able to obtain these very hard-to-find figures) 162,610 
cannabis cases were handled by police in England and Wales. Of these, 19,137 cases were dealt with 
through police ‘Cautions’, which expire after three months and need not normally be declared to 
employers—a way of dealing with cannabis which dates back to 1991. 11,492 resulted in penalty 
Notices for Disorder, an on-the-spot rebuke which generally results in no punishment of any kind, 
which are recorded indefinitely. A mere 22,478 cases actually ended in court and many of them did so 
because they were only one of several charges against the defendant. The outcome of several 
thousand more arrests was simply not recorded and cannot be traced, an extraordinary fact in a 
modern, computerised country. 
 
But the most significant and interesting figure was that 86,953 were dealt with by a procedure known 
as a ‘cannabis warning’. This is a curious anomaly. Though it is recommended as the preferred 
response by the Association of Chief Police Officers of England and Wales (ACPO), it has no legal 
status. 
 
It is not recorded centrally. A person could receive such a warning in several different jurisdictions, 
without the information being shared. It does not create a criminal record. No Act of Parliament 
mentions it. How did this highly significant legal change come about? I asked several government 
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departments and the ACPO. They were unable to give me a clear answer.’ (extract from Manuscript 
of my own forthcoming book, ‘The War We Never Fought’). 
 
I would be more than happy to go into this at greater length and greater detail, and to answer 
questions on it. 
 
February 2012 
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Written evidence submitted by Charlie Lloyd and Neil Hunt [DP156] 
 
Executive Summary 
• The case for the piloting of Drug Consumption Rooms (DCRs) is even stronger in 2012 

than it was in 2002. 
• The 2002 Home Affairs Select Committee recommended that ‘safe injecting houses’ (or 

DCRs) should be piloted without delay. 
• A DCR is a room for the medically-supervised, hygienic consumption of pre-obtained, 

controlled ‘street’ drugs. 
• There are more than 90 DCRs operating around the world but none in the UK. 
• Since 2002 the evidence-base on DCRs has grown, showing that they can prevent drug-

related deaths, improve the health of service users, reduce public injecting and discarded 
needles, increase referrals to treatment and save money. 

• Arguments against the piloting of DCRs, such as their legal status and fears concerning 
crime and disorder are readily countered by the evidence and experience from abroad. 

• An Independent Working Group supported by the Joseph Rowntree Foundation 
considered all of the available evidence and concluded in 2006 that DCRs should be 
piloted in the UK. This recommendation was positively received by many, including 
David Cameron, then Leader of the Conservative Party. 

 
1. This memorandum addresses the following question within the Select Committee’s terms 

of reference: 
 

Whether detailed consideration ought to be given to alternative ways of tackling the 
drugs dilemma, as recommended by the Select Committee in 2002. 

 
One of the recommendations made by the 2002 Select Committee was that ‘an evaluated 
pilot programme of safe injecting houses for [illicit] heroin users is established without 
delay and that if, as we expect, this is successful, the programme is extended across the 
country’ (Home Affairs Committee, 2002, p. 44). This memorandum will outline what 
has happened since 2002 and argue that the case for piloting Drug Consumption Rooms 
is even stronger in 2012 than it was in 2002. 

 
2. A Drug Consumption Room (DCR) is a room specifically set up for the medically 

supervised, hygienic consumption of pre-obtained, controlled, ‘street’ drugs. This 
distinguishes them from ‘crack houses’ or ‘shooting galleries’ where there is no 
professional supervision and, frequently, unhygienic conditions. It also distinguished 
them from heroin prescription programmes, in which there is often supervised, hygienic 
consumption of pharmaceutical heroin, provided on prescription. More than 90 DCRs 
have been set up around the world: in Switzerland, Germany, Spain, Norway, the 
Netherlands, Luxembourg, Denmark, Australia and Canada. The majority of these 
facilities are designed for injecting drug users, although drug smoking rooms (often for 
crack inhalation) also operate in Europe.  

 
3. Some DCRs have focused on specific groups, such as the homeless; others have an open-

door policy. However, users are usually registered in some way. People who inject bring 
their drugs with them, are given clean injecting equipment and then go to a room where 
they prepare their drugs and administer them. Trained project workers observe the 
process and are able to intervene if people overdose or have other problems. Counsellors 
and medically trained staff are usually also present elsewhere in the facility or nearby, to 
treat health problems, give safe injecting advice, discuss treatment options and refer on 
to other agencies. 

 

590



4. In the ten years since 2002, the evidence-base on the effectiveness of DCRs has got a lot 
stronger. Well-designed and well-resourced evaluations have been undertaken of the 
large DCRs in Sydney and Vancouver. Evidence from these studies, along with 
numerous evaluations undertaken of the European projects, has shown the following: 

 
• DCRs can prevent drug-related deaths. Millions of injections have taken place in 

DCRs and thousands of overdose events have occurred which have been effectively 
managed. The only death to have occurred within a DCR was a case of anaphylaxis (a 
rare allergic reaction). 

• They can improve the health of users, prevent needle-sharing and probably reduce 
transmission of blood-borne viruses such as HIV and Hepatitis C. 

• They can lead to reductions in public injecting and discarded needles and other drug-
related litter. In one project such litter dropped by 50%.  

• They have been associated with increases in referrals to drug treatment services. One 
project showed a 30% increase in DCR-users entering detoxification services. 

• Research undertaken in the UK shows that high-risk drug injectors would use a DCR 
if one were available. 

 
5. With regard to cost, different DCR models generate very different cost estimates. Large, 

pilot services accommodating hundreds of injections a day in highly specialised centres 
(e.g. Sydney or Vancouver) cost approximately £1.3 to 1.5 million per annum, including 
evaluation costs. Despite their relatively high cost, economic evaluations have shown 
these centres to be cost-effective. In the Netherlands, services are often limited to around 
20 of the highest risk local users and cost far less. One option for UK pilots would be to 
integrate DCRs with existing needle and syringe programmes or other parts of the 
treatment system, which should make them even more cost effective than stand-alone 
models.  

 
6. DCRs are not ‘the solution to the drug problem’. Rather, they offer the potential to 

reduce some of the problems associated with homeless and other high risk, injecting drug 
users: keeping them alive, improving their health, reducing some of the damage they 
cause to local communities and offering the chance for them to move on to treatment 
within a recovery-oriented integrated system. DCRs would therefore only be useful and 
viable where there are already large populations of injecting drug users, high rates of 
drug-related deaths and problems with injecting in public places, such as parks, private 
gardens and public toilets. There are certainly a number of locations with such problems 
in cities and towns around the UK.  

 
7. Nevertheless, a number of arguments have been made against the introduction of DCRs 

in the UK, some of them by the Home Office in its evidence to the 2002 Home Affairs 
Select Committee. These arguments are addressed below: 

 
• DCRs contravene the UN Drug Conventions. As evidenced by the number of 

countries that have already introduced DCRs, the UN Drug Conventions are clearly 
not an insuperable obstacle. Moreover, advice produced in 2002 by the Legal Affairs 
Section of the (then) United Nations Drug Control Programme concluded that DCRs 
do not necessarily contravene the Conventions. 

• DCRs would be illegal in the UK. Most potential problems under UK law could be 
managed with a clear set of rules, as used in DCRs in other countries, which prohibit 
behaviours such as providing drugs to others or helping others to inject. However, 
possession of Class A drugs would still be an offence and would have to be tolerated 
for DCRs to function. The local police force would therefore need to work as partners 
committed to the public health priorities of DCRs and avoid routinely arresting drug 
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users for possession in, and in the near vicinity of, the DCR. Such partnership 
approaches already occur in the context of needle and syringe programmes.  

• DCRs will lead to crime and disorder in the immediate vicinity. Research evidence 
suggests that such problems can arise but good co-ordination between the police and 
the DCR can successfully prevent this. 

• Unsafe injecting will occur while the DCR is closed. Therefore they tend to have 
longer opening hours than many routine services. 

• It will be difficult for the police not to take action in one part of a city and yet take 
action elsewhere. Already a feature of policing in British cities, where users are 
allowed to access needle and syringe exchange facilities, despite being frequently in 
possession of Class A drugs. 

• Given the shortage of funding in the NHS why should we fund a project for drug 
users? Funding could be found from other sources, including the charitable sector. 

• Setting up a DCR would condone drug use and might lead to an increase in use. 
Evidence elsewhere suggests it is unlikely that a pilot DCR would have an immediate 
impact on levels of drug use, one way or another. 

• Those responsible for implementing a DCR could be accused by the media and others 
of setting up ‘drug dens’. Some negative media coverage is probable but much will 
depend on the publicity strategy employed.  

• The evidence-base is insufficient. The evaluation of complex interventions like DCRs 
is notoriously difficult to undertake rigorously. However, increasingly sophisticated 
evaluations have been undertaken, the findings of which point in the same (positive) 
direction. The evidence threshold for a pilot project is, in any case, lower than that for 
a permanent service. 

 
8. When the last Select Committee recommended piloting DCRs there was another, 

particular concern on the part of the Home Office. The then Home Secretary, David 
Blunkett, was keen to pilot heroin prescription in the UK and there were fears that there 
would be confusion in the media and elsewhere about the difference between heroin 
prescription pilots and DCR pilots. Now that a heroin prescription trial has been 
successfully conducted and a process recently identified for its expansion as a treatment 
option, concerns about such confusion can be laid to rest. 

 
9. Various attempts have been made to explore the potential for setting up a DCR in the UK 

over the past decade. One significant development was the establishment of the 
Independent Working Group on Drug Consumption Rooms, which was supported by the 
Joseph Rowntree Foundation and reported in 2006. The members of this group, chaired 
by Dame Ruth Runciman, included senior police officers, senior academics, a GP 
consultant and a barrister specialising in drug offences. They considered the evidence on 
the need for DCRs in the UK, reviewed the evaluation evidence from abroad and 
concluded that pilot DCRs should indeed be set up in this country. The resulting 
response to the report was largely positive, including the reaction from the then Leader 
of the Conservative Party, David Cameron (who also sat on the 2002 Select Committee): 
‘Anything that helps get addicts off the streets is worth looking at’. However, the report 
came out at a particularly bad time for the Home Office: the prisoner deportation crisis 
was at its zenith and John Reid had just arrived and declared some parts of the 
organisation ‘unfit for purpose’. Coupled with the Labour Party’s very poor results in the 
recently-held local elections, the political space for experimentation with DCRs was 
probably non-existent.  

 
10. In conclusion, there is a considerably stronger platform of evidence now than in 2002 

from which to argue that DCRs should be piloted in the UK. To quote a Lancet editorial 
written in response to the Independent Working Group’s report in 2006: ‘After 4 years, 
and thousands of needless drug-related deaths, a thorough trial of DCRs is a requirement 
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the Government cannot afford to refuse a second time.’ After 10 years, perhaps it could 
be a case of third time lucky. 

 
Charlie Lloyd is a Senior Lecturer and Joint Lead of the Addiction Research Group in the 
Health Sciences Department at the University of York. He has a background in criminology, 
undertaking research at the University of Cambridge and then the Home Office on sex 
offences, probation, prisons and reoffending. He went on to manage a programme of research 
for the Drug Prevention Initiative, where he published a review on the risk factors for 
problem drug use. He then moved to the Joseph Rowntree Foundation, where he managed 
research programmes on young people, drugs, alcohol and social evils. In 2010 he moved to 
the University of York, where he is undertaking research and teaching on drug and alcohol 
issues. He has recently published a report on the stigmatisation of problem drug users and 
current areas of research include the Department of Health’s Alcohol Improvement 
Programme, Alcohol Health Workers in hospital, new synthetic drugs and a trial of drinking 
interventions with hospital patients. 
 
Neil Hunt (MSc Social Research) is an Honorary Senior Research Associate at the School of 
Social Policy, Sociology and Social Research, University of Kent; and, Honorary Research 
Fellow with the Centre for Research on Drugs and Health Behaviour, London School of 
Hygiene and Tropical Medicine, University of London. He also works as a freelance 
researcher and trainer. A founding director of the UK Harm Reduction Alliance, his work has 
covered issues including injecting and risk, understanding drug trends, peer influence and 
young people, clubbers’ drug use, human rights and drug user involvement. He developed the 
‘Break the Cycle’ intervention to reduce injecting, which has been disseminated nationally by 
the Department of Health. Currently, he is working as a consultant to UNICEF and advising 
on adaptations of the programme in Canada and within Europe. He worked on the Joseph 
Rowntree Foundation’s publications on Drug Consumption Rooms and the subsequent 
development of guidance for their operation in the UK. Recent publications include research 
on the use of ultrasound to reduce harms among femoral injectors and a chapter on the 
interface between harm reduction and recovery. 
 
January 2012 
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Written evidence submitted by the Home Office [DP157] 
 

The Government’s Drugs Strategy 
 
1. We make no apology for the fact that people caught with drugs are punished under the law; based 
on the potential harms to themselves and wider society and sending a clear message that using drugs 
is unacceptable. However, alongside this we are focusing much effort on promoting and supporting 
their recovery. Those who are addicted to drugs must be reintegrated fully into society. Statutory 
bodies and partner organisations are now incentivised to support a drug user to live a productive, 
drug-free life, taking into account all the needs of the person to achieve and sustain that. Positive 
outcomes for the individual and wider society are the key motivating factors for our drug policy. 
 
2. The Drug Strategy 2010, ‘Reducing Demand, Restricting Supply, Building Recovery: Supporting 
People to Live a Drug Free Life’ set out the Governmen’s fundamentally different approach to 
tackling drugs as key causes of societal harm, including crime, family breakdown and poverty. The 
strategy raised ambitions to offer every support for people to choose recovery as an achievable way 
out of drug dependence. 
 
3. The strategy also set out a radical shift in power to local areas. Through the introduction of Police 
and Crime Commissioners (PCCs), the reform of the NHS and the creation of Public Health England 
(PHE), the power to direct action will move to the local level. At the national level, the National 
Crime Agency (NCA) will co-ordinate enforcement efforts on organised crime and bring a sharper 
focus to national and international efforts to reduce the supply of drugs. 
 
Progress on the Drug Strategy 
 
4. The drug strategy was launched in December 2010. The scale of reform is unprecedented and to 
achieve real change for substance misusers requires action across government. Progress on the 
strategy is driven forward by an Inter-Ministerial Group (IMG), led by the Home Office Minister and 
comprising Ministers from all of the key departments responsible for delivering the strategy. The IMG 
includes the Department of Work and Pensions, the Department of Communities and Local 
Government, the Department of Health, the Cabinet Office, the Ministry of Justice and the 
Department for Education. This IMG meets monthly and is supported in its work by a cross-
government senior officials group. The IMG is currently reviewing progress on the strategy one year 
on and will be launching a review and refresh of the strategy in April 2012. 
 
5. The drugs strategy does not have numerous targets that could drive perverse behaviours in the 
delivery system. Rather we will be accountable to the public for a drugs strategy that has strong and 
safe communities at its heart with two overarching aims to: 

a) Reduce illicit and other harmful drug use, and 
b) Increase the numbers recovering from their dependence 

 
6. Whilst it is too early one year in to the strategy to judge final delivery we are seeing positive signs 
that drugs use is continuing to fall and more people are exiting treatment free from drug dependence. 
 
7. England and Wales has around the lowest recorded level of drug use in the adult population since 
measurement began in 1996. Individuals reporting use of any drug in the last year fell significantly 
from 11.1% in 1996 to 8.8% in 2010-11, as did use of any stimulant drug from 4.4% to 3.5%. There 
was also a substantial fall in the use of cannabis from 9.5% in 1996 to 6.8% in 2010-11. 
 
8. This scale of reduction is also mirrored in younger adults aged 16-24 where there have been 
significant reductions between 1996 and 2010-11 in the use of any drug, any class A drug and any 
stimulant drug as well as in specific drug types. The use of cannabis in the last year for example 
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reduced from 26% to 17.1% over this time period.1 The prevalence of drug use among 11 to 15 year 
olds has also declined since 2001. In 2010, 18% of pupils reported that they had ever taken drugs and 
12% said they had taken drugs in the last year, compared with 29% and 20% in 2001.2 
 
9. There were an estimated 306,000 opiate and/or crack cocaine drug users in England in 2009-10.3 
This is a significant reduction from 321,229 in 2008-09. There are also strong signs that young people 
are not starting to use heroin and crack cocaine to the same degree as previous generations with 
significant drops in the number of heroin and/or crack cocaine users under the age of 35. 
 
10. The previous Government’s drugs strategy measured activity rather than outcomes and the current 
strategy is delivering results. The numbers successfully completing treatment free of dependence 
increased by 18% in 2010-11 to 27,969, and National Treatment Agency (NTA) figures for the first 
six months of 2011-12 suggest this improvement is being sustained. 
 
11. Drug treatment is now available to anyone who needs it in England, and 96% of clients start 
treatment within three weeks of referral. The number of adults newly entering treatment for heroin 
and crack has fallen by 10,000 in two years (from 62,963 to 52,933). The reduction is fastest in 
younger age groups, with the number of 18-24 year-old heroin and crack users newly entering 
treatment halving over five years (from 11,309 in 2005-06 to 5,532 in 2010-11).4 We believe this is 
due to less demand for services rather than a lack of access to services—the average wait for 
treatment is now only five days. We will continue to monitor these trends over the life of the strategy. 
 
12. Important actions have been driven forward across government, including: 
 

a) Establishing eight drug recovery Payment by Results (PbR) pilots ensuring providers are 
incentivised to support people to be free of dependence where appropriate, rather than being 
paid to keep people in substitution treatment indefinitely. 

b) New legislation that enables us to rapidly place temporary class drug orders when new 
substances are identified that cause us sufficient concern so that we can protect people from 
harm and prosecute the dealers. 

c) Established a Forensic Early Warning System to identify new psychoactive substances that 
are being introduced to the UK drugs market. 

d) Re-launched the Frank website to provide advice for all people who come into contact with 
drugs. 

e) Planning for the implementation of Police and Crime Commissioners, Public Health England 
and the National Crime Agency 

 
13. These are important and tangible outcomes demonstrating our commitment to driving change 
throughout the life of the strategy. 
 
Fiscal responsible policy and cost effective policy 
 
14. We have good evidence of the cost effectiveness of drug treatment. The Home Office Drug 
Treatment Outcomes Research Study found that for every £1 spent, an estimated £2.50 was saved and 

                                                      
1 Smith, K. & Flatley, J. (Eds) (2011) Drug Misuse Declared: Findings from the 2010-11 British Crime Survey. Home Office Statistical 
Bulletin 12/11. London: Home Office www.homeoffice.gov.uk/publications/science-research-statistics/research statistics/crimeresearch/ 
hosb1211/hosb1211?view=Binary 
2 Fuller, E. (2011) Smoking, drinking and drug use among young people in England in 2010. London: NHS Information Centre for Health 
and Social Care 
www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/Smoking%20drinking%20drug%20use%202010/Smoking_drin 
king_and_drug_use_among_young_people_in_England_2010_Full_report.pdf 
3Hay, G., Gannon, M., Casey, J. and Millar, T. (2011) National and regional estimates of the prevalence of opiate and/or crack 
cocaine use 2009–10: a summary of key findings. London: National Treatment Agency. 
www.nta.nhs.uk/uploads/prevalencesummary0910.pdf 
4 National Treatment Agency (2011) Statistics from the National Drug Treatment Monitoring System (NDTMS) 1 April 2010 – 31March 
2011. London: Department of Health/National Treatment Agency. www.nta.nhs.uk/uploads/statisticsfromndtms201011vol1thenumbers.pdf 
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treatment was found to be cost-beneficial in 80% of cases5. Cost-benefit analysis of young people’s 
drug and alcohol treatment also suggests positive results with a benefit of between £4.66 and £8.38 
for every £1 spent6. 
 
15. In some areas of the strategy, particularly those where it is difficult to establish a meaningful 
counterfactual or where there is little existing evidence (e.g. in the new areas around building 
recovery and reducing supply), work has started to build up the evidence of impact and cost-
effectiveness. For example, the Home Office is conducting research to understand the impact that the 
reduced supply of heroin in the UK has had on users on a range of criminal justice and health 
outcomes. 
 
16. We are currently developing an evaluation framework which will improve our ability to assess the 
value for money effectiveness of the drugs strategy and its component policies and programmes. 
 
Policy grounded in science, health and human rights; and the independence and quality of 
expert advice given 
 
17. As part of the development of the strategy we drew on a range of expert advice, research, 
evaluation and public consultation. We are committed to ensuring our research is up to date and 
informs ongoing policies as we implement the strategy. To this end we have an inter-departmental 
Drug Strategy Research Group which brings together analysts from relevant departments, research 
councils and the Advisory Council on the Misuse of Drugs (ACMD) to ensure better coordination of 
drugs research across government. 
 
18. The Advisory Council on the Misuse of Drugs plays a key role in accessing and evaluating a 
significant amount of research to inform our policy development. In 2010 Sir David Omand 
completed a review of the Advisory Council on the Misuse of Drugs (ACMD)7. The review 
concluded that the ACMD “represents an essential authoritative cost-effective source of scientific 
advice on the classification of substances” and “….has been effective within the resources made 
available in fulfilling its statutory remit of providing independent advice on the harms caused by the 
misuse of drugs”. We have implemented recommendations for Government to set out its work 
priorities for the ACMD on an annual basis, developed and published a joint Working Protocol, and 
provided additional secretariat resources from the Department of Health to support the ACMD‟s 
work. 
 
19. The Government also ensures that expert independent advice from the drugs sector informs 
policy. In May, William Butler, chair of the Substance Misuse Skills Consortium, the chief executive 
of Drugscope, Martin Barnes, and Noreen Oliver, the chair of Recovery Group UK formed the 
Recovery Partnership. The Partnership’s aim is to act as a critical friend to government by acting as a 
conduit for views from the sector on the implementation of the Drug Strategy. All three organisations 
are umbrella organisations and are therefore able to provide a good cross section of views from the 
frontline. However, this group will not replace engagement with wider stakeholders. The Partnership 
has already produced a sector view for Ministers on housing issues and payment by results 
approaches. 
 
20. The EMCDDA (the European Monitoring Centre for Drugs and Drug Addiction) is (rightly) held 
up by the World Health Organisation as a shining example of a regional monitoring centre which 
benefits individual Member States, the EU as a whole and the wider international community. The 
                                                      
5 Andrew Jones, Michael Donmall, Tim Millar, Alison Moody, Samantha Weston, Tracy Anderson, Matthew Gittins, Varunie Abeywardana 
and John D‟Souza (2009) The Drug Treatment Outcomes Research Study (DTORS): Final Outcomes Report 3rd Edition. Home Office 
Research Report 24. http://webarchive.nationalarchives.gov.uk/20110218135832/rds.homeoffice.gov.uk/rds/pdfs09/horr24c.pdf 
6 Frontier Economics (2011) Specialist drug and alcohol services for young people—a cost benefit analysis. Research Report DFE-RR087. 
www.education.gov.uk/publications/eOrderingDownload/DFE-RR087.pdf 
7 Report of the 2010 NDPB Review of the Advisory Council on the Misuse of Drugs By Sir David Omand December 
http://webarchive.nationalarchives.gov.uk/+/http://www.homeoffice.gov.uk/publications/alcoholdrugs/drugs/acmd1/2010-ndpb-review-
acmd?view=Binary 
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UK is represented on its management board and finance sub-committee by a Department of Health 
official in order to provide assurance that its activities assist in the delivery of UK priorities and that 
funding is being used effectively. 
 
21. Since its establishment in 1993, the EMCDDA has developed a wide and impressive range of 
instruments which it has used to collect information about the drug situation across Europe and 
encourage the collection and reporting in more comparable formats. The EMCDDA compiles an 
annual report on the state of the drug problem in Europe which collates information from across the 
region and provides a narrative of changes in drug use and associated harms across the region, as well 
as information on regional averages and trends. 
 
22. This work has been assisted by a network of National Focal Points (also referred to as the ‘Reitox 
network’) who act as national partners to the EMCDDA. The UK Focal Point is based at the 
Department of Health and submits a wide range of data to the EMCDDA each year as well as an 
extensive annual report. With a long involvement in interventions in the field of drug misuse, a large 
research community and long data series the UK has also contributed much expertise to the work of 
the EMCDDA since its inception. 
 
23. The UK therefore has access to a vast range of information on the drugs situation, best practice, 
interventions, policies and laws which is of great help in the development and formulation of its own 
policies and interventions. 
 
Criteria used for measurement 
 
24. We are currently developing an evaluation framework for the strategy that provides a structure to: 
facilitate a common understanding of the programmes which contribute to delivering the 
commitments in the strategy; understand the existing evidence base; assess the impact of these 
programmes, and; identify the potential evidence gaps. This will be the first time that the Government 
has developed an overarching evaluation framework for its drugs strategy and this work will enable 
more robust assessments to be made of the fiscal and outcome effectiveness of the strategy. 
 
25. At a local level we are ensuring that the incentive systems are effective for local commissioners 
and service providers to improve outcomes. We will not do this by introducing a myriad of indicators 
and targets and imposing them on local partners as the previous government did. Rather we are 
facilitating new, locally owned, outcome-based incentives and measurement methods. We have 
worked with eight payment by result (PBR) pilot areas to co-design outcome-based commissioning 
models focusing on reducing re-offending, improving health and wellbeing and achieving freedom 
from dependence. PBR outcome measures have been developed with local commissioners who will 
be setting tariffs that reflect local needs and priorities. We aim to expand outcome-based 
commissioning models to include all the elements (such as housing) that we know are important to 
sustainable recovery. The PBR pilots will be fully evaluated. 
 
Drug-related policing and expenditure 
 
26. Enforcement and reducing the supply of drugs is a fundamental part of our drug strategy. Illegal 
drug use causes serious impact to communities through drug related violence, anti social behaviour, 
acquisitive crime including burglary and robbery, knife and firearms crime and other criminal 
activities. These crimes are driven by the activities of suppliers, dealers and by users sustaining their 
habit. 
 
27. Reductions in police funding over the Spending Review period are challenging but manageable. 
The urgent need to take action to address our budget deficit is clear from events across the world. We 
are cutting bureaucracy for the police so they can get out from behind their desks and on to the front 
line. By working more efficiently and driving out unnecessary costs savings can be found whilst 
protecting frontline services. 
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28. The case for local investment in reducing drug-related offending is clear. Offenders who use 
heroin, cocaine or crack cocaine are estimated to commit between a third and half of all acquisitive 
crime. In 2010-11, the Government provided £125million to local areas to support them in delivering 
drug interventions as part of the Drug Interventions Programme (DIP) in order to tackle drug-related 
offending. DIP is estimated to help prevent around 680,000 crimes per year (though this number may 
be smaller if some individuals would have sought treatment anyway). Research showed that of the 
Class A drug misusers coming into contact with DIP, around half had a 79% fall in offending during 
the following 6 months. 
 
29. The introduction of Police and Crime Commissioners (PCCs) will make forces truly accountable 
to the communities they serve, ensuring Chief Constables target their resources properly to where they 
are needed. This will provide genuine democratic accountability for the decisions and priorities that 
are set locally, with communities able to influence the activity that they want the police to take in 
response to local circumstances. Innovations such as crime maps provide transparency to 
communities, so that meaningful challenge can take place. From October 2011 drug offences 
(covering possession, supply and production) have been available on street-level crime maps on the 
‘police.uk’ website giving the public greater transparency on the impact of these crimes locally.  
 
30. As well as a local policing issue, drugs are a key factor in national and multinational crime, with 
over 50% of identified organised crime groups impacting on the UK being involved in trafficking 
illegal drugs. Criminals involved in drugs trafficking are also associated with firearms, robbery, 
handling stolen goods, extortion and vehicle crime. The supply of most drugs is controlled by 
organised crime groups. These groups do not respect international boundaries and span various police 
force boundaries in their activities, which can present challenges for any given police force. From 
November 2012 Chief Constables and PCCs will have a statutory responsibility to have regard to the 
Strategic Policing Requirement, including the need to have sufficient capabilities to contribute to the 
Government’s Organised Crime Strategy. This will help ensure that tackling cross police force-area 
drug-related organised crime is also a priority for police forces and PCCs. Drugs are a key priority 
within the Organised Crime Strategy and within the UK Threat Assessment. Two Threat Reduction 
Boards co-ordinate domestic and international efforts on the organised crime drugs threat. 
 
31. The National Crime Agency (NCA) will be a powerful crime fighting agency to enhance our 
ability to counter the threat from organised crime. The NCA will set the strategic priorities for the 
policing at and beyond our borders, enabling coordinated, intelligence-led action to be taken against 
those seeking to import drugs to the UK. The NCA will work with a wide range of partners, including 
other law enforcement agencies and government departments, the intelligence agencies, wider public 
and private sectors and partners overseas, bringing greater coherence to the reach and coverage of law 
enforcement efforts against organised crime. 
 
32. We are not waiting until the introduction of the National Crime Agency to drive improvements in 
the way the police tackle organised crime, or indeed other national threats that cross police force 
boundaries. Keith Bristow—a senior Chief Constable with a track record of success in law 
enforcement—has been in post since December as Director General of the NCA. Driving early 
operational progress, including at the border, is a priority ahead of the Agency being formally 
established in 2013. We have issued a shadow Strategic Policing Requirement, setting out the Home 
Secretary’s view of the national threats to which Chief Constables and Police and Crime 
Commissioners will have to have regard. The Organised Crime Coordination Centre is now up and 
running, providing, for the first time, a complete map of organised crime groups to drive better 
national coordination of law enforcement efforts. 
 
Extent to which public health considerations should play a leading role 
 
33. Our response to the harms from drugs draws on health, education and criminal justice responses to 
protect the public and support individuals. The best way to prevent the harms from drugs is to stop 
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people taking drugs in the first place and to encourage and support those who do towards abstinence. 
This is the ultimate goal of this government. However, we recognise that complete abstinence remains 
a significant challenge to achieve so we are working to reduce the harms of those that are addicted to 
drugs and support them to recover. Programmes such as the provision of clean needles and swabs help 
to reduce infections of blood-borne diseases and other dangers associated with the misuse of drugs. 
 
34. ‘Substitute prescribing’ continues to have a role in the treatment of heroin dependence in 
stabilising drug use and supporting detoxification. However, too many people currently do not move 
beyond what should be a first step to recovery free from dependence. Our strategy focuses on 
supporting all those in treatment to achieve recovery. 
 
35. Public health and criminal justice have common aims in relation to drug misuse. For example 30% 
of new presentations into treatment were referred by the criminal justice system (CJS) in England and 
Wales in 2010-11. Previous research has shown that CJS referrals have similar levels of treatment 
retention, improved health outcomes and crime reduction as non-CJS referrals. It has also shown that 
a third of those referred from the CJS stated they would not have entered treatment at that time 
without the pressure resulting from their arrest. 
 
36. The treatment of offenders with addictions is an area of significant focus for us. There is a risk 
that offenders can fall through a gap between leaving prison and accessing treatment in the 
community. Identifying the need and then providing individual-focused support that will follow a 
person from prison into the community is key. Integrated offender management systems are now 
running across England and Wales bringing together a range of agencies to promote sustained 
recovery for drug misusing offenders. The National Offender Management Service (NOMS) is also 
piloting drug recovery wings in prisons which place a strong emphasis on connecting short-sentenced 
prisoners with community based services to ensure better continuity of treatment and care. The first 
tranche of drug recovery wings were launched last June, and a second tranche, which will include at 
least two women's prisons and a Young Offenders‟ Institution will be implemented from April this 
year. As well as supporting the recovery of prisoners with substance addiction, NOMS is working to 
tackle the supply of drugs in prisons; this includes working closely with the Home Office to pilot 
mobile phone blocking technology. Further details of NOMS activity in support of the drug strategy 
are covered in their own submission of written evidence to the committee. 
 
The relationship between drug and alcohol abuse 
37. Many drug users have a complex range of issues to deal with which often includes alcohol 
addiction. The Drug Treatment Outcomes Research Study8 found that found that 24% of individuals 
seeking drug treatment reported problematic use of alcohol. Many treatment providers also tell us that 
alcohol addiction is common in the opiate and crack-cocaine using group with which they work. 38. 
For the first time, our drugs strategy also considers alcohol dependence, recognising the link between 
drug addiction and alcohol use. We have recently asked the ACMD Recovery Committee for further 
advice on the subject of alcohol dependency and poly-substance misuse. 
 
39. Although significant differences exist in the drug and alcohol legal and policy environments, 
treatment and recovery of dual users or single substance users have similarities. This is recognised in 
our strategy and the recovery strand explicitly addresses the provision of treatment and services for 
recovery from alcohol addiction. The soon-to-be-launched alcohol strategy will re-enforce this 
message, and our focus on long-term sustainable recovery is the aim of treatment for all people with 
addictions. 
 
40. We are committed to removing any remaining barriers that may prevent local treatment providers 
delivering the support that people addicted to multiple substances need. The removal of central 
                                                      
8 Jones, A., Weston, S., Moody, A., Millar, T., Dollin, L., Anderson, T. and Donmall. M. (2007) The Drug Treatment Outcomes Research 
Study (DTORS): baseline report. Appendices. Home Office Research Report 03 
http://webarchive.nationalarchives.gov.uk/20110218135832/rds.homeoffice.gov.uk/rds/pdfs07/horr03append.pdf 
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control, giving PCCs and Health and Wellbeing Boards greater control of budgets locally to make 
decisions in response to local need, will enable increased flexibility. Service provision will be tailored 
at a local level, achieving efficiencies and delivering the best possible joint services in response to 
local need. 
 
Impact of the transfer of functions from the National Treatment Agency to Public Health 
England and impact on treatment 
 
41. The Government announced in July 2010 that the NTA will end as a separate organisation by 
April 2013 and its functions are to transfer to Public Health England (PHE). 
 
42. Currently commissioning of services at a local level is too fragmented meaning that opportunities 
for efficient and joined up interventions which would benefit the service user can be missed. PHE will 
provide opportunities not only to better link the commissioning of treatment for drug and alcohol 
dependency, but also to join up services (and outcomes for service users) with wider local health 
priorities. Commissioners will be better able to commission and pay for a service that meets the full 
needs of an individual to help them recover, rather than solely a specific activity that they hold the 
budget for. 
 
The comparative harm of legal and illegal drugs and the availability of legal highs and the 
challenges with adapting the legal framework 
 
43. The Government takes advice from the ACMD on the harms—both individual and societal—from 
drugs and uses this to inform our policy and legislation. 
 
44. So-called ‘legal highs’ are a priority for the Government and we have made clear progress on 
tackling this complex issue. We have adapted our existing legal framework to respond rapidly to the 
emergence of new substances through the introduction of a new power to invoke a temporary class 
drug order which will make the importing and supply of a drug illegal. We have also introduced 
legislation, based on ACMD’s advice, that covers not just the one particular substance, but the whole 
family of related substances (for example the cathinones and synthetic cannabinoids) which removes 
an easy work-around for the producers. We are now able to rapidly respond to advice that is provided 
to us by the ACMD in order to protect the public. SOCA (Serious Organised Crime Agency), as part 
of a wider initiative to disrupt criminal activity, has taken action against UK-based websites that 
offered mephedrone or naphyrone for sale following their classification as Class B drugs in April and 
July 2010 respectively. In 2010-11 over 120 websites were closed down as a result of SOCA action. 
 
45. We have developed the Forensic Early Warning System (FEWS) which has enabled us to 
proactively detect in real time these new toxic substances. In its first year, the FEWS has undertaken a 
number of activities – including test purchasing, the testing of amnesty bins at five music festivals and 
testing police seizures and we are closely monitoring the substances identified. 
 
46. We have established a Drugs Early Warning System (DEWS) that links local healthcare partners 
(including GPs and accident and emergency wards), the police (at local and national levels), central 
bodies (including the Department of Health, the ACMD and the Health Protection Agency) among 
various other partners with a 10 central focal point where information is gathered and then shared 
with the other partners. This is an information sharing system that ensures trends relating to new 
psychoactive substances are rapidly identified and disseminated to partners nationally so that 
appropriate action can be taken. The focal point is also the key information exchange point with wider 
EU systems, enabling us to benefit quickly from our neighbours’ experiences. 
 
47. We recognise that a purely legislative response is not the only answer with tackling any drug. 
Other elements are needed as part of a strategic response to reduce demand and tackle supply. We are 
working closely with other departments and agencies to ensure that we utilise the significant public 
protection infrastructure and legislative frameworks that already exist on the open sale of substances.  
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48. Education is important, not least to educate potential users of the very real medical dangers of 
these so-called „legal highs‟, many of which are toxic chemicals which can cause permanent health 
damage. Providing people with information will be an increasing focus for us going ahead. 
 
The links between drugs, terrorism and organised crime 
 
49. Links are apparent between the drugs trade, organised crime and terrorism. The most obvious 
examples are the organised crime groups that control much of the import and sale of heroin and 
cocaine. Organised criminals have a hugely damaging impact across the entire supply chain, 
exploiting farmers, corrupting democratic institutions in source and transit countries and of course 
supplying dangerous drugs to the consumer market. The violence associated with organised crime 
gangs is also significant. Organised crime does not recognise national, international or jurisdictional 
boundaries. But, while it is a global problem, its effects are felt in communities across the country, 
from significant social and personal harm, through to financial costs to the taxpayer, businesses and 
the government. 
 
50. The links between the drugs trade and terrorism are most apparent in (but not confined to) 
Afghanistan (where the United Nations Office on Drugs and Crime estimates that the insurgency 
derives approximately $150 million per annum from Afghan narcotics) and in Colombia (where 
criminal groups continue to support terrorist and paramilitary groups such as the FARC). There is also 
evidence of the profits from the transit of drugs in the West African region being used to fund terrorist 
groups such as Al Qaeda in the Islamic Maghreb (AQIM). 
 
UK support to its global partners 
 
51. The UK works actively bilaterally and in multilateral fora to promote and support activity that 
reduces the harms caused by drugs across the world. Europe is primarily a consumer market for 
heroin and cocaine and so a key responsibility for us is to reduce the demand for drugs from our 
population. Data trends are positive in this area, and we are seeing a reduction in users of opiates, 
crack cocaine and powder cocaine. 
 
52. Our responsibility to the global community is however greater than just reducing the demand for 
drugs from the UK. We are working actively in support of 11 international conventions and 
agreements to reduce the global drug trade, driving forward opportunities for action and influence and 
working bilaterally with a number of countries to build capacity, support policy development and 
implement effective controls that are mutually beneficial to the global community. Our work in 
Afghanistan through the military, in the Caribbean through SOCA and diplomatically in the EU are 
examples of our commitment. 
 
53. The UK continues to work closely with partners in the EU and more widely to disrupt drug 
trafficking routes. Such upstream efforts form part of the “golden thread” of law enforcement in the 
UK—the connectivity from local, neighbourhood policing through to international work—and allows 
end-to end disruption of organised crime groups. SOCA works closely with intelligence and law 
enforcement agencies both in the UK and overseas, as well as government departments, agencies and 
the private and third sector to disrupt this market. Further details on this are set out in the SOCA 
submission to this inquiry. The UK actively participates in the EU effort against drugs through the EU 
Drugs Strategy. We also a key player in and major funder of the UN Office on Drugs and Crime to 
support their counter narcotic efforts. 
 
54. In the international arena, the UK has also engaged competent authorities within source countries 
and sought to leverage action against the threat, including legislative changes. For example, China has 
increased its controls of on-line sales of precursors and made mephedrone a controlled substance, 
while India has introduced controls for the manufacture and export of Ketamine. 
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Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma 
 
55. The UK is keen to learn from experience and expertise in the area of drug policy. We are clear 
though that drugs cause significant harm and therefore it is our responsibility to both reduce demand 
and restrict supply. The case for decriminalisation or liberalisation of drugs fails to recognise the 
complexity of the problem and gives insufficient regard to the harms that drugs pose to the individual 
or society. It neither addresses the risk factors which lead individuals to drugs misuse, nor the misery, 
cost and lost opportunities that dependence causes individuals, their families and the wider 
community. 
 
56. The nature of the drug problem, criminal justice and health responses differ in each country. 
Additionally data on prevalence and usage across countries are not always comparable and caution 
must be taken on the sometimes selective use of data to judge the comparative success or not of the 
approaches in different countries. It is more appropriate to look at trends within individual countries 
than comparisons across. There is no clear evidence to suggest that where alternative approaches to 
the legal status of drugs have been used these have led to a reduction in the number of people using 
drugs. The European Monitoring Centre for Drugs and Drug Addiction examined the relationship 
between penalties and 12 cannabis use and found that no simple association can be observed between 
legal changes and cannabis use prevalence.9 
 
February 2012 

                                                      
9 European Monitoring Centre for Drugs and Drug Addiction (2011). The State of the Drugs Problem in Europe. Annual Report 2011. 
www.emcdda.europa.eu/publications/annual-report/2011 
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Written evidence submitted by The World Federation Against Drugs [DP 158] 
 
The World Federation Against Drugs (WFAD) is a multilateral community of nongovernmental 
organisations and individuals. Founded in 2009, the aim of WFAD is to work for a drug-free world. 
The members of the WFAD (representing Europe, North and South America, Africa, Asia and 
Oceania) share a common concern that illicit drug use is undercutting traditional values and 
threatening the existence of stable families, communities, and government institutions throughout the 
world. 
 
The work of the WFAD is built on the principles of universal fellowship and basic human and 
democratic rights. We believe that working for a drug-free world will promote peace and human 
development and dignity, democracy, tolerance, equality, freedom and justice. 
 
The WFAD adheres to the Declaration signed at the World Forum Against Drugs signed in 
Stockholm, Sweden in September of 2008. 
 
Drug users have a right to the expectation of living drug free and having the opportunity to lead 
productive, working lives. The WFAD recognizes that civil society has the right to fact-based 
information about the risks and damage caused by drugs. All people have the right to be protected 
from the harms created by drug use. 
 
The WFAD adheres to Article 33 of the United Nations Conventions on the Rights of the Child that 
states: 
 
“States Parties shall take all appropriate measures, including legislative, administrative, social and 
educational measures, to protect children from the illicit use of narcotic drugs and psychotropic 
substances as defined in the relevant international treaties, and to prevent the use of children in the 
illicit production and trafficking of such substances.” September 1990 
 
The World Federation Against Drugs (WFAD) supports strategies that seek to reduce illegal drug use 
and the serious negative consequences that result from drug use. WFAD works to reverse the drug 
abuse epidemic by supporting the drug-free goal and the drug abuse prevention treaties of the United 
Nations. This approach is grounded in science, health, security and respect for human rights and 
dignity. 
 
It deplores the ‘war’ against these treaties and the values they represent. 
 
Submission 
The extent to which the Government’s 2010 Drug Strategy is a ‘fiscally’ responsible policy with 
strategies grounded in science, health, security and human rights 
 
1. Fiscally responsible drug policies seek to reduce the use of illegal drugs via prevention and 
recovery, as well as the harms of illegal drug use. In this context the UK’s revised 2010 drug strategy 
is a fiscally responsible and appropriate response to the drug problem faced by the UK and 
internationally. 
 
2. In relation to ‘science’, strategies that seek to normalize drug use and to reduce the “harms” 
resulting from illegal drug use through legalization and decriminalization of illegal drugs are poorly 
founded and pose a threat to public health and to public safety. The consequence is that illegal drugs 
becoming more widely and cheaply available, is increased drug-caused harm. This is not simply 
conjecture. It is based on recent experience: the rapid rise in death rates due to the non-medical use of 
prescription opioids drugs that parallels their increased availability.1 

                                                      
1 Paulozzi, L.J., Weisler, R.H., & Patkar AA. (2011). A national epidemic of unintentional prescription opioid overdose deaths: How 
physicians can help control it. Journal of Clinical Psychiatry, 72(5)589-92. Epub 2011 Apr 19. PubMed PMID: 21536000. 
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The rising number of drug deaths in the UK, particularly where methadone is implicated2 (rising from 
7.2 to 9.9 per thousand since 2006), also point to the danger of failing to balance ‘harm reduction’ 
with prevention policies. 
 
The independence and quality of expert advice which is being given to the government 
 
3. WFAD is troubled by the reference to the Global Commission on Drug Policy and that the Home 
Affairs Committee’s public call for evidence into this inquiry is in line with its recommendations. 
 
4. The Global Commission has mischaracterized current Drug Policy and its report is based on 
inaccurate information.3 
 
The report states that forty years ago United States President Richard Nixon declared the “war on 
drugs.” But Nixon used the word “war” to describe the nation’s efforts to combat the rising tide of 
drug abuse—specifically to combat the epidemic of heroin addiction.4 
 
The Nixon Administration repealed federal mandatory minimum sentences for marijuana, and on June 
17, 1971, for the first time in US history, the long-dominant law enforcement approach to drug policy, 
known as “supply reduction”,5 was augmented by an entirely new and massive commitment to 
prevention, intervention and treatment, known as “demand reduction”.6 When President Nixon 
announced this new, balanced approach to drug policy it received full bipartisan support. Since that 
time, the idea of taking a balanced approach has enjoyed strong and sustained support through the 
terms of the seven US Presidents that followed. 
 
The term “war on drugs” is only used today by those who mischaracterize history and US drug policy. 
 
In fact, US drug policy is rooted in the conviction that singly neither supply nor demand reduction can 
succeed, but that together they yield significant benefits that neither can achieve alone. A careful look 
at history shows that it would be more accurate to say that Nixon ended, rather than that he launched, 
the “war on drugs.” 
 
5. Global Commission claims that there is a “taboo” on debating and discussing alternative drug 
policy approaches and strategies. On the contrary, the balanced approach of supply reduction and 
demand reduction has been frequently and fully debated, discussed, and modified over time. 
 
6. WFAD strongly supports the United Nations Office on Drugs and Crime (UNODC) which is 
committed to coordinated international efforts to reduce illegal drug use with an effective restrictive 
drug prevention strategy that balances demand reduction (prevention, treatment and research) with 
supply reduction (law enforcement focusing on illegal drug trafficking). Working with governments, 
other UN bodies, and international organizations, the International Narcotics Control Board (INCB) 
works to prevent illicit drug manufacturing, diversion and trade of drugs of abuse while promoting 
legitimate controlled medical use of these drugs when they medically approved. The drug policy laid 
out by these UN organizations has been followed in countries across the globe for many decades. 
 
Its success is a stable global adult drug use of less than 5% - by comparison with legal tobacco use at 
30%, sharply declining drug use in the US and declining drug use in Western Europe. The 

                                                      
2 www.ons.gov.uk/ons/rel/subnational-health3/deaths-related-to-drug-poisoning/2010/stb-deaths-relatedto-drug-poisoning-2010.html 
3 www.globalcommissionondrugs.org/Report 
4 Nixon, R. (1979, June 17). Special message to the Congress on drug abuse prevention and control. Online by Gerhard Peters and John T. 
Woolley, The American Presidency Project. Retrieved October 26, 2011 from www.presidency.ucsb.edu/ws/?pid=3048 
5 Nixon, R. (1979, June 17). Special message to the Congress on drug abuse prevention and control. Online by Gerhard Peters and John T. 
Woolley, The American Presidency Project. Retrieved October 26, 2011 from www.presidency.ucsb.edu/ws/?pid=3048 
Massing, M. (2000). The Fix. Berkley, CA: University of California Press. 
Humphreys, K. (2011, June 1). Who started the war on drugs? The Reality-Based Community. Retrieved October 26 2011 from 
www.samefacts.com/2011/06/drug-policy/who-started-the-war-on-drugs/ 
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Commission however rests its argument on misleading and wrong data of rising global drug use that 
the UNODC does not recognise.6 
 
7. The Global Commission’s Reckless Proposal Advocating Drug Legalization 
 
The third recommendation of the Global Commission is to: “Encourage experimentation by 
governments with models of legal regulation of drugs (with cannabis, for example) that are designed 
to undermine the power of organized crime and safeguard the health and security of their citizens.” 
 
No description is given of how legalization would be structured. Please see the issues that the report 
does not even attempt address in section on legal highs below. 
 
In its 1993 annual report, the International Narcotic Control Board (INCB) of the United Nations 
asked many similar questions about drug legalization.8 Since that time, these vital questions have 
gone unanswered. The Global Commission offers no thoughtful answers, recklessly proposing that 
countries turn themselves into guinea pigs for “experimentation” with legalization.7 The unarticulated 
consequence of the Global Commission’s recommendations is that illegal drugs would become more 
widely and cheaply available, inevitably leading to increased drug-caused harm. 
 
The Commission report is not a serious, carefully considered proposal, but a simplistic, dogmatic 
approach to a complex problem that carries with it a host of unintended consequences. The social and 
economic costs to humanity would be profound, with its greatest impact upon the helpless, the 
innocent, and the naïve, while serving the causes of negligence and greed. It would be up to a 
subsequent generation to correct such a folly. 
 
The extent to which public health considerations should play a leading role in developing drugs 
policy 
 
8. When the report’s radical calls for new drug policies get down to specifics, the solutions offered 
involve small numbers of users (e.g. heroin-assisted treatment, syringe access “and other harm 
reduction measures”). One can debate the wisdom of such measures, but they do not constitute 
legalization and are not scalable to the size of the current drug problem. Nor do they offer hope of 
rehabilitation to the drug user, only palliative care. Keeping the use of many addicting drugs illegal is 
a powerful and effective public health strategy.8[18] 
 
The relationship between drug and alcohol abuse and the comparative harm and cost of legal 
and illegal drugs 
 
9. The High Costs of Drug Legalization: Lessons from Alcohol and Tobacco 
 
It is true that current drug policy needs to be improved and that both treatment and prevention need to 
play major roles in future drug policies. However, the mere fact that current policies leave much to be 
desired does not mean that legalization is a good idea. If currently illegal drugs were made legal, rates 
of use, abuse and dependence would increase along with the many related social costs including 
unemployment and under-employment as well as the costs of health care. 
 
10. The Global Commission strikingly disregards the multiple adverse consequences created by drug 
dependence itself, including harm associated with marijuana use, by focusing only on the “harms” 
imposed by the criminal justice system. The notable omission of marijuana’s effects on cognitive, 
medical, psychiatric, fertility, educational, employment, parenting, workplace and highway and safety 

                                                      
6 www.cps.org.uk/publications/factsheets/global-commission-on-drug-policy-statistics-wrong-andmisleading/ 
7 International Narcotics Control Board. (1993). 1992 Annual Report. Retrieved September 9 2011 from 
www.incb.org/pdf/e/ar/incb_report_1992_1.pdf 
8 United Nations Office on Drugs and Crime. (2011). World Drug Report 2011. Vienna: United Nations Office on Drugs and Crime. 
Retrieved September 8, 2011 from www.unodc.org/documents/data-andanalysis/WDR2011/World_Drug_Report_2011_ebook.pdf 
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leads to the inevitable conclusion that the Global Commission either chose to ignore these long-
standing considerations of marijuana policy or lacked the necessary expertise for carving an informed 
position. 
 
11. When global rates of substance use and their availability are considered, estimates of worldwide 
alcohol and tobacco use expose the stark difference between use of legal and illegal drugs. An 
estimated 40% of the world’s population aged 15 and older consumed alcohol in 20049 while an 
estimated 30% of the world’s adult population smoked tobacco in 200010, a drug/delivery system with 
few psychological, albeit major medical risks. In comparison, about 4.8% of the world’s population 
(210 million) aged 15 to 64 used any of the thousands of illegal drugs including marijuana in 2009.11 
 
It is difficult to look at these numbers and not conclude that the illegal status of marijuana, heroin, 
cocaine, and methamphetamine keep use rates far below those of legal drugs. Any one of these drugs, 
alone or combined with others, has the potential for being as widely used as alcohol and tobacco. 
Current statistics from the US demonstrate this.. The annual economic social costs to the US for all 
illegal drug use combined are outweighed by those of legal drugs, including both alcohol and tobacco. 
Alcohol use costs the US an estimated $235 billion.12 
 
12. Tobacco use costs over $193 billion each year, a combination of $96 billion in medical costs and 
$97 from lost productivity.13 The cost of all illicit drugs combined is $193 billion annually.14 The 
majority of these costs come from lost productivity ($120.3 billion), followed by crime including 
arrest, prosecution and incarceration ($61.4 billion) and health costs ($11.4 billion). 
 
13. It is important to note that crime-related costs comprise only 31% of the total drug costs. Medical 
conditions are more prevalent in patients (and their families) with a diagnosis of abuse or addiction, 
and yet these seemingly non-drug related medical sequelae are not factored into the health care 
burden. 
 
14. Legalizing a currently illegal drug does not mean that everyone will become a user of that drug 
any more than legal alcohol and tobacco mean that everyone uses them. However, there are many 
ways to successfully reduce drug use in addition to making drugs illegal. While the efforts in recent 
decades to curb alcohol and tobacco use have resulted in impressive reductions in use and abuse, in 
both cases legal actions have been prominent in these efforts. In addition, even after decades of 
education and prevention efforts the levels of use of each of these two legal drugs far surpass those of 
all illegal drugs combined. 
 
15. If some or all of the currently illegal drugs were legalized the adverse effects of the use of these 
drugs would be unequal in society. The largest increases in use would likely be among young people, 
especially teenagers, the disadvantaged, the unemployed, the struggling student, and the mentally ill, 
all of whom now have higher rates of drug use initiation. 
 
16. Prescription Drug Abuse. The Global Commission ignores the problem of non medical 
prescription drug use, the defining drug problem of the 21st century. The rapid spread of prescription 
drug abuse, and the thousands of resulting deaths, underscores the fallacy of the Commission’s core 

                                                      
9 World Health Organization. (2011). Global Status Report on Alcohol and Health. Geneva, Switzerland: World Health Organization. 
Retrieved September 8, 2011 from www.who.int/substance_abuse/publications/global_alcohol_report/msbgsruprofiles.pdf 
10 Food and Agriculture Organization of the United Nations. (2003). Projections of Tobacco Production, Consumption and Trade to the Year 
2010. Rome: Food and Agriculture Organization of the United Nations. Retrieved September 8, 2011 from 
ftp://ftp.fao.org/docrep/fao/006/y4956e/y4956e00. 
11 United Nations Office on Drugs and Crime. (2011). World Drug Report 2011. Vienna: United Nations Office on Drugs and Crime. 
Retrieved September 8, 2011 from http://www.unodc.org/documents/data-andanalysis/WDR2011/World_Drug_Report_2011_ebook.pdf 
12 Rehm, J., Mathers, C., Popova, S., Thavorncharoensap, M., Teerawattananon, Y., & Patra, J. (2009). Global burden of disease and injury 
and economic cost attributable to alcohol use and alcohol-use disorders. Lancet, 373, 2223–2233 
13 Centers for Disease Control and Prevention. (2011). Tobacco Use: Targeting the Nation’s Leading Cause of Death, At a Glance 2011. 
Retrieved September 8, 2011 from www.cdc.gov/nccdphp/publications/aag/osh.htm 
14 National Drug Intelligence Center. (2011, April). The Economic Impact of Illicit Drug Use on American Society, 2011. Washington, DC: 
US Department of Justice. Retrieved September 8 2011 from www.justice.gov/ndic/pubs44/44731/44731p.pdf 
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argument for legalization, and its watered-down sidekick, decriminalization. The Global Commission 
suggests that illegal drug use is reasonably safe and that only law enforcement creates large social 
costs. Further it suggests that it is the illegality of these drugs that promotes their use and creates 
violence. 
 
Both production and abuse of prescription opioid drugs have risen worldwide,[14] as has the non 
medical use of prescription drugs. Although these drugs are prescribed to individuals for medical use, 
they are nonetheless widely diverted for non medical purposes. Prescription drug abuse is the fastest 
growing drug problem in the US. 
 
17. This simple naturalistic experiment of prescription drugs forcefully refutes the claim of the Global 
Commission that drug abuse is caused by, or worsened by, the criminal justice system. There is no 
mafia in the prescription drug abuse epidemic. In reaching a solution to the escalating problem of 
prescription drug abuse, there are many roles in which the criminal justice system should be involved, 
from law enforcement, to prevention of physicians from profiting from running prescription “pill 
mills”, to prohibiting patients from giving away or selling their prescription drugs. 
 
It is impossible to believe that legalization would reduce the problem of the non medical use of 
prescription drugs or that the public health and public safety would be promoted by removing the 
criminal justice system from a balanced effort to reduce the nonmedical use of these drugs. 
Legalization or decriminalization of this menacing non medical drug use would clearly worsen the 
problem. 
 
The contemporary prescription drug problem reinforces the commitment of the global community and 
the United Nations to balanced, restrictive drug policies that include both law enforcement and 
treatment. 
 
The availability of legal highs and the challenges associated with adapting the legal framework 
to deal with new substances. 
 
The existing legal framework has not needed adapting to deal with new substances. In the UK they 
are progressively added to the list of controlled drugs. The UK government is to be congratulated for 
being at the fore front of imposing ‘generic’ bans on newer products such through the cathinone ban. 
The Global Commission by contrast does not address this issue responsibly at all. It does not ask: 
 

• Which drugs would be legalized? 
• Would there be any limits to legalization, or would the gates permitting use be thrown wide 

open? 
• Who could buy drugs? 
• Would the use by children and adolescents be prohibited, as is currently the policy for alcohol 

and tobacco products? If so, how would diversion to youth be prevented? 
• How would young developing brains be protected from currently illegal drugs as emerging 

brain development neuro science suggests is critical? 
• Would drug production, regulation, chain of custody and taxation be regulated as are other 

consumer products? 
• Could drugs be mixed with other products (e.g. marijuana in brownies, amphetamines in 

breakfast cereal, etc.)? 
• Would these drugs be legal only if produced by legitimate facilities, or would anyone be 

permitted to produce them at home? 
• What would the policy response be to newly emerging drugs with significant psychiatric or 

health consequences, such as “Krokodile”, mephedrone, methylenedioxypyrovalerone 
(MDVP) or naphyrone? 

 
A renewed focus on real prevention and effective treatment is needed 
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18. Ceasing use of illegal drugs is the optimum public health goal for youth and for all individuals. 
One quarter of Americans who begin using any addictive substance before age 18 develop an 
addiction.15 Calls for drug legalization, based on the premise that the vast majority of drug users are 
problem-free, contradicts and undermines prevention messages targeting youth. Notably missing from 
the Global Commission’s policy statement is the promising approach of healthcare procedures that 
incorporate opportunistic drug screening, brief interventions, and referral to treatment (SBIRT) into 
regular medical appointments or emergency situations for all age ranges.16 
 
Policies intended to reduce drug use by the government providing drugs to users such as heroin to 
heroin addicts makes as much sense as a policy to reduce lung cancer by the government providing 
cigarettes to cigarette smokers. 
 
Conclusion: Teaming Treatment & Prevention with the Criminal Justice System—A drugs 
policy paradigm for the future: 
 
The Global Commission seeks to remove the criminal justice system from drug policy. This proposal 
is based on the assumption that the future of global drug policy is a choice between law enforcement 
and treatment. But the future of global drug policy is finding better, more cost-effective ways for the 
combining law enforcement efforts with those of prevention and treatment - together achieving goals 
that none can achieve alone. A strong, balanced drug prevention policy that includes, but does not rely 
only on the criminal justice system, will effectively reduce illegal drug use. By pitting the criminal 
justice system against treatment and prevention approaches, the Global Commission shifts the debate 
into a false dichotomy. 
 
Yet successful innovations in the use of the criminal justice system to reduce drug use include Drug 
Courts, Hawaii’s Opportunity Probation with Enforcement (HOPE), and the 24/7 Sobriety Project17— 
programs that provide close monitoring of high-risk repeat offenders in the community, operate strict, 
comprehensive rules and regulations to help drug-using offenders become and remain drug-free. Drug 
Courts in the US, from one Court in Miami-Dade County, Florida in 1989 now number over 2,500 in 
2010.18 
 
They are just three examples of how the criminal justice system can use leverage to help individuals 
with drug and alcohol problems become and stay drug-free. This new paradigm holds the promise of 
changing dramatically the way drug use is approached within the criminal justice system.19 
 
January 2012 

                                                      
15 National Center on Addiction and Substance Abuse at Columbia University. (2011). Adolescent Substance Use: America’s #1 Public 
Health Problem. New York, NY: National Center on Addiction and Substance Abuse at Columbia University. Retrieved September 8 2011 
from www.casacolumbia.org/upload/2011/20110629adolescentsubstanceuse.pdf 
16 Madras, B.K., Compton, W.M., Avula, D., Stegbauer, T., Stein, J.B., & Clark, H.W. (2009). Screening, brief interventions, referral to 
treatment (SBIRT) for illicit drug and alcohol use at multiple healthcare sites: Comparison at intake and 6 months later. Drug and Alcohol 
Dependence, 99(1-3)280-95. 
17 DuPont, R. L., Shea, C. L., Talpins, S. K., & Voas, R. (2010). Leveraging the criminal justice system to reduce alcohol- and drug-related 
crime. The Prosecutor, 44(1), 38-42. 
18 National Association of Drug Court Professionals. (2011). Drug Court History. Retrieved September 8 2011 from 
www.nadcp.org/learn/what-are-drug-courts/history 
19 DuPont, R. L. & Humphreys, K. (2011). A new paradigm for long-term recovery. Substance Abuse, 32 (1) 
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Written evidence submitted by Anonymous [DP160] 
 

I am writing to briefly explain my stance on the current regulatory system surrounding Cannabis. I 
will be writing as concisely as I can for the benefit of the reader. 
 
I am a male in my early-twenties and I am in full time work having graduated from University. In my 
spare time I am trying to become a fitness model, I rent a house with my partner and own a pet dog—I 
am pro-cannabis. 
 
I believe the demographic for Cannabis users is significantly different to what many politicians 
believe, the reason for this is the discrimination faced by the normal people that use it should anyone 
discover their casual use. While I was in University almost everyone was casually drinking alcohol 
and smoking Cannabis, they all graduated with a 2:2 or above. 
 
Since starting work (Letting's negotiator—studied Building Surveying) I was extremely surprised to 
find out that 70% of my colleagues were casual cannabis users. What surprised me is that I would 
never have known had they not brought it up, they are all very intelligent and aware people with 
characters that differ massively from what the media would portray as a Cannabis user. 
 
The main issue all of these people face is that they are criminalized by the current laws, neither me or 
any of them have any previous criminal convictions and we are all respectful, kind and polite people 
that want to achieve in life. A drug should be illegal because it has a negative effect on society, but I 
don't know a single person that thinks it has had any negative influence on their life. The way we all 
see it is, 'If I don't want to drink Alcohol tonight to relax, I can smoke Cannabis'—but Cannabis 
cannot kill you if you get carried away. Nor will it make you aggressive or angry, ever. 
 
I cannot drink Alcohol, it is metabolised into sugar and is there detrimental to my fitness goals. As a 
result, instead of having a glass of wine on a Saturday I would have some Cannabis. Both groups of 
people are doing the same thing, relaxing through the use of a drug, but I could be arrested for it.  
I believe the current laws are wrong, they have no benefit to anyone. I and many others will continue 
to use Cannabis regardless of how out of touch the Government is, so take heed of this fact—
Regulate, tax and most importantly stop wasting our money sending normal people to prison. 
 
February 2012 
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Written evidence submitted by Mick Humphreys [DP161] 
 
1. This covering letter is my response to a call for written evidence for the Home Affairs Select 

Committee (HASC) dated 11 November 2011 whose deadline was extended to  7  February 2012 by 
your e mail dated 20 January 2012. 

 
2. My submission deals with the last paragraph that your webpage which says that the HASC will 

consider, namely: 
 

2.1.1. “Whether detailed consideration ought to be given to alternative ways of tackling the drugs 
dilemma, as recommended by the Select Committee in 2002 (The Government's Drugs 
Policy: Is It Working?, HC 318, 2001–02) and the Justice Committee’s 2010 Report on 
justice reinvestment (Cutting crime: the case for justice reinvestment, HC 94, 2009–10).” 

 
3. I  and my  wife, Hope Humphreys, both provided written evidence to the HASC committee in 2002 1. 

One of us was invited by them to give oral evidence as well.  My wife did so.2  All this is recorded  in 
the HASC Reports HC 318- I to III dated 9 May 2002. 

 
4. As instructed I attach a  memorandum containing my current submission.  It is similar to my 2002  

because nothing much has been done to improve our drug laws. Nor have many of the important 
recommendations contained in the HASC  HC 318 Volume I been implemented. 

 
5. We are both prepared to give oral evidence if required. 
 
Attachment:  Current memorandum for this Report dated 23 January 2012 by Mick Humphreys.3 
 
Executive Summary 
 
1. All the items that the Website lists for consideration by the HASC deal with important details, none of 

which, except the first and last will have any significant effect on dealing with the fundamental issues 
needed by an effective drugs strategy. 

2. Since the first UN Convention came into force in 1961 the universal demand for drugs has increased 
massively.  It has now more or less stabilised at an unacceptably high level. 

3. Nothing will change to improve our drugs problems until the monopoly for the production, supply and 
distribution of all drugs is taken away from those defined as criminals by our drug laws, and brought 
under effective legal control. 

4. When effective legal drugs supply systems displace the criminal system, the possession, use and supply 
of drugs by consumers will become legal.  This inevitable consequence will require our drug laws and 
the three UN Conventions  to be re-written. 

5. Once currently proscribed drugs become legally available it will be possible to regulate their purity and 
safety and the threats posed by drugs laws on consumers will be lifted.  This will enable those who are 
addicted or afflicted by drugs  to obtain help and medical assistance without fear either from the law or 
their suppliers. 

6. The financial cost of introducing a legal supply system will be high as will the cost of treatment needed 
by some users. This will be more than matched by the financial savings made in: reduced enforcement 
and imprisonment and massive savings made in reduced drugs-related crime and misery. 
 

Brief Introduction 
 
7. I have been campaigning, with my wife Hope Humphreys, since 1995 for our drugs laws to be changed 

effectively.  Nothing really effective at all has been done by Parliament to achieve this. 
8. We have both been members of Transform now the Transforms Drugs Policy Foundation (TDPF) since 

it was founded and we agree in almost every respect with what they advocate. We are completely 
independent and receive no support, financial or otherwise,  from any source whatsoever. 

                                                            
1 List of Unprinted Memorandum Page 99 of HASC report Vol I dated 9 May 2002 
2 Volume III  App 15 Ev 263 HASC Report HC318 dated 9 May 2002 
3 Not printed 
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Factual Information 
 
9. It is self-evident that current drug laws, including the Misuse of Drugs Act 1971 and the Trafficking 

Acts,  make criminals of anyone who possess, supplies or trades in proscribed drugs. Thus, these laws 
unintentionally grant the monopoly for drugs laws exclusively to criminals. They achieve the exact 
opposite of what they intend. 

10. Because all proscribed drugs are the products of crime it is impossible to carry out research or provide 
help for the many people who are adversely affected without obtaining these drugs illegally unless 
special licenses or permissions are granted. This rarely if ever happens and so ignorance and prejudice, 
particularly in the media at the legislative level, is profound and perpetuated. People who need help do 
not get it.   

11. People do not creates crimes. Parliament passes laws that create crimes. People then break these laws 
and thus become criminals. 

12. The best way to reduce crime is to repeal criminal laws which are ineffective or counter-productive. 
13. The demand for proscribed drugs both here and abroad has massively increased since 1961 when the 

first of the three United Nations conventions 4 was adopted by the UN (United Nations). These 
conventions demand that all countries pass laws that create criminal offences for possession, supply 
and trafficking of the drugs which they define. 

14. This increase was accelerated in the UK after the enactment of the Misuse of Drugs Act in 1971. 
15. The demand for proscribed drugs has recently more or less stabilised at an unacceptably high level. All 

that changes is that new chemically produced substances (defined by the UN as “psychotropic”) and 
different strains of cannabis, opiates, fungal and plant derivatives (defined  as “narcotics”)  are 
introduced into the illegal market. 

16. The system for the production, supply and distribution of all proscribed drugs is entirely controlled by 
criminals and is one of the largest trades in the world.  It is very efficient and is entirely unregulated. 
All attempts to bring it under control using criminal sanctions have always failed. 

17. Although no records are kept of drug-related crimes in this or any other country, because the motives 
for acquisitive crimes such assault (mugging), robbery and burglary are not recorded,  it has been 
estimated that about 68% of all  those imprisoned in the West are there for drug-related crimes. 

18. On 9 December 2011 the prison population in England and Wales was 87,297 5.  Between 1996 and 
2010 this population grew by 29, 746 or 54% 6. 

19. The average annual overall cost of a prison place in in England and Wales for the financial year 2010-
2011 was £39,573. In a secure children’s training centre this rises to £215,000 per annum and in a 
Young Offender Institution to £60,000.7 

20. The UK has the highest numbers of imprisoned people per head in Europe.  It is only exceeded by the 
United States which had over 2.29 million  adults imprisoned in 20098.  In Louisiana one in every 59 
people in the State is in prison.9   

21. As if this is not bad enough far worse effects have been caused by drug laws granting the monopoly of 
this trade to people they have defined as criminals. 

22. The UNODC (United Nations Office on Drugs and Crime) reports that: “Transnational organized 
crime is considered as one of the major threats to human security, impeding the social, economic, 
political and cultural development of societies worldwide. It is a multi-faceted phenomenon and has 
manifested itself in different activities, among others, drug trafficking, trafficking in human beings; 
trafficking in firearms; smuggling of migrants; money laundering; etc. In particular drug trafficking is 
one of the main activities of organized crime groups, generating enormous profits.”10 

23. In Mexico 47,515 people have been killed in the last 5 years by rival drug cartels 11, this exceeds all the 
uniformed combatants killed in the former Yugoslavia, Iraq and Afghanistan by a huge margin.   

                                                            
4 Single Convention on Narcotic Drugs 
5 Bromley Briefings Dec 2011 page 4 
6 Bromley Briefings Dec 2011 page 4 
7 Bromley Briefings Dec 2011 page 6 
8 US Justice Bureau of Statistics 
9 BBC Radio 4 
10 www.unodc.org/unodc/en/organized-crime/index.html 
11 www.bbc.co.uk/news/world-latin-america-16518267 
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24. The list of corruption and criminal control goes on and on and on: Afghanistan poppies; lack of 
medicinal opiates for pain relief, particularly in the USA…There is not enough space in this 
memorandum to list it.  However, everyone knows. It is in the Media every day. 

25. It is clear our drug-laws have: 
25.1. failed to reduce the demand for “illegal” drugs; 
25.2. created crimes which simply provide opportunities for people to commit them; 
25.3. created a whole class of criminals who now control a monopoly of  one of the largest and 

most lucrative trades in in the world valued at $332 bn by the UNODC in 2005 12; 
25.4. spawned wars, misery and horrors beyond belief; 
25.5. failed completely in their objectives but succeeded in doing the exact reverse of what they 

intend and fostered, promoted and caused most drug-related crime. 
26. Most reformers would like to see proscribed drugs “legalised”, or “de-criminalised” so that the 

problems associated with drug-related crimes and ill health caused by the contamination of substances 
and the degraded circumstances in which those afflicted can be dealt with.13 This is what any right-
thinking person would want, but it cannot be achieved whilst criminals hold the monopoly for supply.  
A very few clinics are licensed to administer maintenance diamorphine to addicts. They can obtain 
their supplies legally because there are just a  handful of them. They do not have to hang around on 
street corners.  Effective legal control will mean that huge quantities of safe, legal supplies will be 
required.  It is therefore essential that an effective and legal supply system be the first step in reform.  
Legalisation must accompany or follow because it is the inevitable consequence of doing so.  But it 
cannot be the first step. 

27. It is often maintained that the three UN Conventions,14 prevent proscribed drugs from being supplied 
under effective legal control.  This is completely untrue.  Clinics which provide drugs for those 
requiring treatment or maintenance already obtain and dispense drugs legally.  These systems merely 
need to be extended. However all three conventions do require to be re-negotiated as they no longer 
deal with the reality. 

28. The illegal drugs trade is huge, lucrative, efficient and ruthless.  Sometimes huge “busts” are made by 
police forces or the Navy and they are then lionised in the Press. Usually this has only happened 
because one gang has shopped another, so that they can take on the “turf”. Gangs manipulate 
enforcement authorities to adjust the market in their favour. This is reluctantly acknowledged  by the 
authorities as they see prices drop and distribution improve within days of the new gangs taking over. 
This process also happens at the macro level as evidenced by the shift of opiate production from the 
Golden Triangle moved to Afghanistan. 

29. Most of the people that the law oppresses are the end users not the “drug-barons”:  mules, feckless 
students and defenceless addicts.  It is claimed that these people are dealt with leniently, but this is 
false.  In the last 10 years or so there has been some attempt to provide rehabilitation instead of 
punishment but  because most users have not reformed and cannot stop using this is often 
inappropriate, so it fails.  The courts know this, so when it fails,  they revert to imprisonment which 
means that this punishment is still the punishment of first, not last resort.  

30. It will not be easy for an effective and legal drug-supply system to displace this system which has 
prospered and developed since being granted its monopoly by our laws. But it must.  The legal system 
will be attractive, because it will be safe and free from fear of oppression from the law or criminals; but 
it may not compete in price or speed and convenience of delivery.  

31. An effective and legal supply system, cannot expect direct financial reward or funding from drugs 
sales.  For many years it must expect huge, direct costs. HMRC and commercial producers and traders 
must be restrained in their desire to make money. The long term reward in emptied prisons, reduction 
of drug-related crime and reduced human misery will be immense. 

32. The methods by which and effective legal supply systems have already been researched in great deal 
over the years largely by the Transform Drug Policy Foundation15 and can be found in their Blueprint 
for Regulation.16  This provides a starting point for reforming our system. 

                                                            
12 www.unodc.org/unodc/en/data-and-analysis/WDR.html 
13Sir  Richard Branson LBC 24 Jan 2012 for example 
14 Single Convention on Narcotic Drugs 1961, Convention on Psychotropic Substances 1971 and UN Convention 
against Illicit Traffic in Narcotic Drugs and Psychotropic substances 1988 
15 www.tdpf.org.uk/ 
16 www.tdpf.org.uk/downloads/blueprint/Blueprint_exec_summary.pdf 
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Recommendations 
 
33. That the de-facto monopoly for the supply of proscribed drugs by criminals be displaced by legal and 

effective systems using the Transform Blue Print for Regulation as a starting point for action. 
34. That in the early years these systems be funded and or subsidised from public funds as required. 
35. That it be accepted that,  once there is an effective and legal drugs supply system in place, the natural 

consequence will be that possession, prescription, dispensing,  sharing and legal supply of previously 
proscribed drugs cannot be subject to criminal sanction and that therefore relevant laws and UN 
conventions will need to be changed. 

36. That comprehensive support and medical systems be nationally available  to help those who are or 
become afflicted or addicted to drugs and the whole cost of this be provided from public funds. 

37. That the savings in public expenditure that will result from removing criminal sanction, law 
enforcement,  stopping drugs wars etc. be taken into account when providing the public funds required 
above.  

38. That appropriate criminal sanctions be retained to deal with those who continue to produce, supply or 
distribute drugs outside the legal systems. 

 
February 2012 
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Written evidence submitted by the Association of Chief Police Officers [DP162] 
 
This response has been provided by the Association of Chief Police Officers (ACPO) Drugs 
Committee. It addresses questions 4, 7, 10 and 11 posed by Home Affairs Select Committee 
(HASC). 
 
Question 4: Whether drug-related policing and expenditure is likely to decrease in line with 
police budgets and what impact this may have.  
 
Police drugs budgets 
 
In the majority of Forces, specific drug related policing budgets do not exist. Rather, 
enforcement activity against drugs is embedded within the core policing budget and 
distributed across different areas of police activity. For example: 
 
Neighbourhood Policing: Local policing teams will address issues such as preventative 
patrols near schools, tackling local drugs dealing (e.g. crack houses) and working with 
partners such as the local authority to address issues such as the disposal of drugs 
paraphernalia in public places.  
 
Incident Response officers: They deal with behaviours on the street which prompt calls to 
police a number of which are alcohol and drugs related. Of particular concern are those 
involving persons suffering from mental illness which can, in turn, involve drugs. 
 
Serious Crime teams: The majority of police forces have dedicated teams of officers targeting 
serious and organised criminality at force level and those involved in cross border activity. 
Evidence from ACPO’s Crime Group Mapping indicates that overall some 50% of Organised 
Crime Groups are involved in illicit drugs. It is such criminality which requires forces 
increasingly to work closely with other police forces and enforcement partners such as the 
Serious Organised Crime Agency (SOCA), HM Revenue and Customs and the UK Border 
Agency. 
 
A very small number of forces have dedicated Drugs Units. In these cases, then there is 
naturally the ability closely to monitor the impact of reduced budgets on police activity.  
 
Proactive offender management: As a result of the known links between drugs misuse and 
offending behaviour, a good deal of work is undertaken by police and other partners to 
address the underlying issues more effectively. The limitations of putting low level drugs 
users before the Courts (the ‘revolving door’ of Justice) is recognised and acknowledged. 
Programmes such as Integrated Offender Management and the Home Office sponsored Drug 
Interventions Programme are intended to address this aspect of the drugs misuse more 
effectively and with a degree of longer term success.  
 
Comprehensive Spending Review (CSR): budget reductions 
 
In common with other areas of the public sector, police budgets are being reduced. Whilst the 
headline figure is that of a 20% reduction this relates, in fact, to the Home Office grant the 
percentage of which varies between forces. Whilst debates about the actual scale of the 
reductions may continue the fact is that police budgets are being reduced and Chief Officers 
and Police Authorities have a duty to take steps to reduce costs over the four year CSR budget 
period so as to remain within budget. 
 
In the majority of forces, the reductions are being made across all areas of police activity 
albeit with a focus initially on so called ‘back office’ functions. The fact remains that 
reductions cannot be effected without having an impact on aspects of operational policing.  
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Impact of budget reductions on drugs related policing 
 
General background: Because police related activity is distributed and embedded within so 
many aspects of policing, it is not possible accurately to assess the overall impact of the 
current budget reductions.  
 
Helpfully, during 2011 the UK Drug Policy Commission (UKDPC) undertook research 
entitled ‘Drug enforcement in an age of austerity’.1 
 
ACPO was supportive of this work and provided the UKDPC with access to all forces. It 
should be borne in mind, however, that the findings were a snapshot of force responses and 
are largely perceptions of those involved in drugs enforcement about the impact of cuts to 
their force budgets. It also made no attempt to gain information from other areas of 
operational policing activity with which drugs enforcement could be compared. 
 
In preparing this response for the HASC additional enquiries with forces have been made, 
over and above those of the UKDPC. It was not possible to determine whether such 
expenditure has been or will be more adversely affected than other areas of policing activity. 
Given the extent of budget reductions, however, enquires confirmed that reductions impacting 
upon drugs enforcement will be made within most forces with the following potential 
impacts: 
 
Operational policing: Forces are striving to minimise the impact of budget reductions on 
operational policing but the fact remains that reductions of this magnitude cannot be delivered 
solely by reducing ‘the back office’ or through greater collaboration or efficiency savings 
albeit each has a contribution to make. 
 
In response to CSR reductions, police forces are systematically reviewing all aspects of 
service delivery in order to identify where budget reductions can be made. For the reasons set 
out above, because enforcement of drugs is undertaken in a variety of ways, it is inevitable 
that capacity will be reduced proportionally when such reductions are implemented. In a 
limited number of cases, specific operational capability is removed altogether such as when 
some forces cease to maintain a permanent ‘test purchase’ unit which involved the use of long 
term undercover officers.  
 
It is too early to determine the impact of these collective capability reductions particularly on 
issues such as acquisitive crime. The risk remains that the overall impact may lead to a 
modest increase in drugs-related activity and associated criminality in some areas. 
 
The police service is equally mindful of the risks associated with the indirect impacts of 
current budget-driven reviews. If this continues for a period of time, there is the possibility 
that experience and skills in tackling aspects of drug-related criminality will be diminished 
and it can take time to retrain officers and to recover lost professional expertise, particularly 
in the most risky/specialist areas of enforcement activity such as Test Purchase.  
 
Similarly, cut backs on holding or attending specialist conferences can lead, over time, to a 
reduction in the exchange of professional knowledge and the sharing of good practice. Again, 
these are issues which are hard to quantify and to cost. 
 
What is evident is the fact that all forces are concentrating their efforts on reducing the threats 
posed by serious and organised crime, much of which involves drugs, whilst maintaining a 

                                                 
1 The key findings from a survey of police forces in England can be found at: 
www.ukdpc.org.uk/resources/Drug_related_enforcement.pdf 
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less intrusive approach to offences involving simple possession. Here, pragmatic use is made 
of out of court disposals such as cautions or of local diversionary programmes involving 
referral to treatment centres. 
 
Regarding serious and organised crime, there is good evidence of increasing collaborative 
work and regional activity amongst forces. All are seeking a strong and effective working 
relationship with the new National Crime Agency as the details of the organisation begin to 
emerge. The fact that the new Director of NCA is a former Chief Constable assists in forging 
this relationship.  
 
Forensics activity: Another area which appears to be coming under increasing pressure is that 
of forensic budgets. Here the challenge is twofold. The Government’s decision to close down 
the well established and well respected Forensic Science Service at relatively short notice 
with the requirement for the private sector to step into the breach was not without risk. A 
great deal of work was undertaken by ACPO and by forces to explore and agree alternative 
methods of service delivery and to the credit of the police service, the Home Office officials 
dealing with the issue and the industry this has been broadly achieved. The longer term 
implications on service delivery remain to be seen. There is an underlying concern that by 
replacing one supplier with several the police service may lose the benefits of a national 
perspective, of the exchange of intelligence and the development of good practice.  

Regarding the impact of budget reductions, the picture is mixed. As a result of a tighter focus 
on efficiency, collaborative working and costs a clearer picture has been emerging on the 
cost-effectiveness of forensic examination and the link to outcomes in terms of prosecutions 
and convictions. Generally, the number of submissions has been reducing across the board 
and this is set to continue. 

We believe that in tackling serious and organised crime then the impact is modest. When it 
comes to such issues as testing small quantities of ‘white powder’ for personal possession the 
costs of forensic analysis are rarely seen as justified. The impact here is less operational and 
more on the loss of intelligence on what drugs are in circulation, on purity and on cutting 
agents. 

Risks to partnership working: Financial pressure is being experienced across the public and 
voluntary sector and another medium to long term risk is that of reduced partnership working 
as agencies take steps to manage on reduced budgets. 
 
Some of this relates to central funding initiatives such as the well respected Home Office 
funded Drug Interventions Programme (DIP). Since 2008-09 the budget has been 
progressively reduced. The budget for 2012-13 represents a 27% reduction on that former 
period. 
 
More locally, as is apparent from the workings of Local Criminal Justice Boards, as other 
Criminal Justice agencies reconfigure to meet budget reductions there is an impact on 
relationships (many levels of management are being merged and are thus no longer co-
terminus with police force boundaries) and capacity is being reduced.  
 
The impact upon the third (voluntary) sector is hard to measure but there is increasing 
anecdotal evidence that some effective local charities are reducing their work or, in the worst 
case, closing down as local funding from statutory agencies is reduced or terminated. Sadly, 
work with drug offenders and drug misusers lack the wider appeal of many other equally 
worthy charitable causes. 
 
Proposed changes to the distribution of health budgets is equally a concern for the same 
reason. The treatment of those misusing or addicted to drugs is an important element of the 
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Government’s Drugs Strategy. Decisions on local priorities may not, in the longer term, 
reflect this fact. 
 
There is an underlying concern in the police service that, as other agencies reduce or alter 
their involvement in partnership working, problems in respect of illicit drugs and the threat 
they pose to local communities will, by default, manifest themselves as a growing demand on 
the police. 
 
Question 7: The relationship between drug and alcohol abuse.  

This is regarded as primarily a matter for public health professionals albeit the practical 
implications for policing are recognised and there are particular risks associated with ‘poly 
drug use’ with which forces are all too familiar. There is strong anecdotal evidence from 
within the police service that young people often chose to mix alcohol with ‘recreational 
drugs’. Police are also aware that misuse of alcohol and drugs by people socialising within the 
night-time economy is well documented. There are a number of academic papers which 
address the issue readily accessible via the Internet.  

ACPO Drugs Committee deals specifically with illicit drugs and ‘legal highs’. Colleagues 
overseeing the ACPO alcohol policy are better placed to provide a view on the dangers and 
policing issues associated with alcohol. 

For our part, we share the concerns of health professionals at the inherent dangers of people, 
often young adults, mixing alcohol with other drugs be they illicit, legal highs or prescription. 
Mixed drug use can affect behaviour, occasionally resulting in violence and the possibility of 
assault and serious injury to other.  

More pressing are the dangers of self-inflicted harm and of the risks to people receiving 
treatment by paramedics or, having been arrested, being held in custody facilities by police. A 
significant number of deaths in police custody involve drug and alcohol misuse. It should be 
remembered that such deaths are a professional risk to police officers and police staff whose 
actions come under investigation by the Independent Police Complaints Commission (IPCC) 
who oversee all resulting investigations. 

We consider that this is an issue which requires further research and publicity. It should also 
feature within the Government’s Drug Strategy the first element of which deals with 
prevention/education. Indeed, the Home Office directly links its work on drugs and alcohol to 
reflect the reality of the link on the streets. 

Question 10. The availability of ‘legal highs’ and the challenges associated with adapting the 
legal framework to deal with new substances.  

Availability 

Whilst the appropriateness of the term ‘legal highs’ is being challenged, this is the expression 
adopted by the Committee and will thus be used here. Regarding availability, the situation is 
unclear not least because the term as used by the public and the press covers such a wide and 
diverse set of substances.  

In general there is a paucity of information on the availability of legal highs not just in the UK 
but within Europe and beyond. The largest data-set in the UK is captured by the Forensic 
Early Warning System (FEWS) Project managed by the Centre for Applied Science and 
Technology (CAST) and sponsored by the Home Office Drug and Alcohol Unit. ACPO 
forces make a major contribution towards the project with the primary customer for the data 
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being the Advisory Council on the Misuse of Drugs (ACMD). The Home Office is thus best 
placed to provide the Committee with information on availability. 

The feedback from police forces is that legal highs are readily available across the country 
and there is considerable uncertainty, some would say confusion, as to the nature and status of 
such substances and the risks associated with their use. There is also strong anecdotal 
evidence of poly-drug use. It must be assumed that this ready availability will continue for the 
foreseeable future. 

Adapting the legal framework  

ACPO Drugs Committee is of the opinion that these substances present the most significant 
challenge to existing legislation and the Government’s Drug Strategy. Given that a central 
element of the latter relates to enforcement, they also represent a new and significant 
challenge to those agencies charged with tackling illicit drugs and protecting our 
communities. 

Law enforcement agencies have well established methods for tackling the criminality 
associated with ‘conventional’ illicit drugs such as heroin, cocaine and cannabis. How 
effective these methods are in the long run is a matter for others to debate. Over time, the 
police service has developed a proportionate response focussing its main effort on tackling the 
criminals involved in drug trafficking and drug dealing and taking a less harsh 
‘deterrent/diversion’ approach to instances of personal possession. 

These established approaches are not well geared to meet the challenges presented by legal 
highs. The problems are threefold: 

• The speed with which new substances are being produced and made available 

• The use of the inter-net and retail outlets such as Head Shops to supply these 
substances 

• The use of social networking to spread news about such substances and to promote 
their use. Instances have been seen of party invitations circulating on smart-phones 
including an embedded internet link to a supplier of legal highs. 

There is also the matter, of course, of the choices that young people make as to what use they 
make of the wide range of substances they have access to including alcohol, prescription 
drugs, legal highs and illicit drugs. 

Individually, any of the three elements above would present a challenge to the Government 
and law enforcement agencies. Taken together, that challenge is substantial and we have little 
practical experience on which to draw. A key question for the Government to determine is the 
extent to which legislation can realistically be used to address active choices being made by 
(predominantly young) people and to tackle the undoubted harms caused by the misuse of 
substances taken essentially for pleasure.  

Law Enforcement challenges 

From an early stage, the Chair of ACPO Drugs Committee was of the opinion that the 
solution to the particular challenges of legal highs did not lie in adding inexorably to the list 
of illicit substances. The practical implications for police officers on the street at 3am dealing 
with a young person in possession of a substance bought on the internet, the nature of which 
they themselves are unsure, are self-evident.  

The Committee are of the opinion that new approaches must be explored and considered to 
meet such a new challenge. 
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Whilst broadly welcoming the introduction of Temporary Banning Orders (as an alternative 
to classifying the substances as illicit) this was never seen as a long-term solution. The 
problem remains of what the Home Office will do at the end of the temporary period and 
taking account of the advice provided by ACMD. The strong likelihood is that the substance 
will be made illegal. The alternative, of course, is that the substance is in effect identified as a 
Home Office approved legal high. This option is unlikely to appeal. 

For the reasons previously outlined, the police will continue to focus their energies on serious 
criminality and take a less robust enforcement approach on matters relating to personal 
possession. The recently published guidelines from the Sentencing Council tend to endorse 
this approach. The combination of budget pressure and substantial and ongoing changes to the 
provision of forensic services means that it is most unlikely that unidentified substances such 
as legal highs will be sent off for analysis. Consequently information with regards to these 
substances and potential intelligence will not be routinely available. 

The practical problems are predictable. Operational officers report that some Head Shops 
appear to exploit the letter of the law by deliberately mislabelling substances and 
misrepresenting their use and purpose. They are labelled variously as plant food, bath salts, 
pond cleaner, room odorises or ‘research’ chemicals. They continue this pretence by adding 
the warning—‘Not for Human Consumption’, which is designed primarily to protect them 
from the Medicines Act and Food Labelling Regulations. 
 
Exploring a new approach 
 
The Government’s Drug Strategy includes a preventive/education element and it is this area 
which is considered worth exploring more comprehensively. For example, ACPO would 
accept that Head Shop proprietors may not know exactly what the chemical ingredients of the 
substances they are selling are, but in our view they do know exactly what they are intended 
for e.g. to be consumed by users to mimic the stimulant effects of an illicit drug, e.g. Cocaine, 
Ecstasy or Amphetamine. Why else would a user pay £20 per gram for plant food? 
 
Consideration should, therefore, be given to the Head Shop owner being made accountable 
for all the products they sell and to be potentially liable for any subsequent harm or injury 
they may cause to a purchaser or user of the product. In general they are unlicensed, although 
some forces have worked in partnership with Local Authorities (regarding bye-laws) and 
Trading Standards departments (regarding consumer legislation) in an attempt to bring some 
form of control to this area of business. ACPO would support moves to close these 
‘loopholes’ by drafting similar legislation as that which controls Sex Shops, Betting offices 
and other Licensed Premises. 
 
There is also an increasingly strongly held view that young people should be held more 
responsible for the choices they themselves make when it comes to taking unknown 
substances or mixing drink and drugs. This links directly to the wider information/education 
aspect of the Drugs Strategy and the potential for public health information to be seen as a 
legitimate element of responding to the harms presented by legal highs rather than ceaselessly 
reaching for the legislative/regulatory solution. 
 
Question 11: The links between drugs, organised crime and terrorism. 

This is a matter upon which SOCA and officials from the Home Office dealing with 
Organised Crime are best placed to offer advice to the Committee. 
 
From the ACPO Drugs perspective, there is considerable evidence, anecdotal and otherwise, 
to indicate clear and substantial links between organised crime and drugs. The links between 
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Drugs and Terrorist activity is less clear albeit there is a history of terrorists using illicit drugs 
as a means of generating income. 
 
Evidence of organised criminal activity has emerged from ACPO’s innovative development 
of the Organised Crime Group (OCG) mapping process. Data indicates that around 50% of all 
OCGs are involved in drugs and 80% of the most harmful groups are involved in drugs 
predominantly in importation/supply of class A Drugs. This data was being updated towards 
the end of January 2012. This information and associated intelligence is now being utilised to 
inform law enforcement at national, regional and local level.  

Complementing the Home Office’s Organised Crime Strategy, the Integrated Operating 
Model, developed by colleagues in ACPO Crime Business Area, is being used to facilitate 
better joint working. Together, these form a firm foundation upon which the new National 
Crime Agency (NCA) will be able to build. 
 
February 2012 
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Written evidence submitted by Simon Eldridge [DP163] 
 
This is written without prejudice or malice. 
 
I am willing to give oral evidence. 
 
I have a BSc (Hons) Network Systems this area of expertise has no relation to drugs. 
 
Please take a moment to think about the words that you are using to describe the problem. Certain 
words are "loaded", these words carry connotations with them that are not grounded in reality and 
tend to be more emotive. Examples of these loaded words are Cancer, Terrorism and Drugs. When the 
doctor tells the patient "you have cancer", the first response of the patient is "I'm going to die". We do 
not get a mild touch of cancer. Unfortunately when governments and their associate bodies use terms 
like "Drug Policy" and "War on Drugs" they fall into the same mindset. This usage of the generic 
term drugs relates to a wide variety of substances with varying degrees of harm, yet they are all 
combined into a single catch-all phrase with no separation of the actual substances involved. 
 
I will attempt to provide my recommendation to the questions the Committee are looking at from a 
network engineer’s logical unbiased approach to dealing with a network. 
 

1. Networks relate to connections. These connections distribute information. How and where 
this information gets to any point is determined by a person or team made responsible for the 
network.It is your decision on this delicate issue that may change how our UK network 
functions and its efficiency and running costs. 

 
2. My recommendations for some changes to our network are listed in this paper.The extent to 

which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with strategies 
grounded in science, health, security and human rights’ in line with the recent 
recommendation by the Global Commission on Drug Policy 
 

3. Drug use and abuse can only be related to health issues, factual evidence for this is surely not 
needed as it is common sense that tells us so, so why is the Home office responsible for this 
policy? 
 

4. The policy and administration is obviously being dealt with by the wrong administrator in the 
network and access rights need to be reassigned for efficiency. How can criteria for efficacy 
be set by the home office for an issue that is as stated a Health issue. 
 

5. The present position of the Government relies on prohibition. This is a highly expensive 
option and the only winners seem to be the smugglers, criminal gangs and arms dealers. It is 
also totally ineffective as witness the explosion of drug usage around the world. Fiscally it 
would be cheaper for Governments to buy the drugs from the farmers at source, thus 
eliminating the criminal enterprises and allowing the farmer to provide for his family. This 
would also free up the local police forces to concentrate on problems affecting their local 
communities. The very fact that drug production and supply are criminal activities is the very 
reason that criminal gangs and terrorist organisations find them so lucrative. If the growers 
and suppliers did not have to deal with criminals and criminal activity then there is no reason 
for Organised Crime/Terrorists to become involved thereby reducing crime and saving 
money. The added bonus is that the farmers at source will actually receive fair prices for their 
crops. 
 

6. On a network for efficiency the Drugs policy would be moved from the Home Office 
administration to the Heath Service administration to redress network traffic and balance the 
network load. 
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7. I have tried various drugs on my Journey to get here, most being legal and others illegal.I 
have also used alcohol. A mind altering substance that for some reason has no classification 
or real regulation and is not considered a drug widely used and accepted in our network. This 
is problem that I am sure would be addressed, viewed and dealt with differently by the Health 
Service administration. 
 

8. Should we not allow the Health Service administration to be assigned the management of the 
drugs and alcohol in our network freeing up time and energy for the home office to deal with 
other important issues such as the Policing and Immigration. 
 

9. The present position of the Government relies on prohibition. This is a highly expensive 
option and the only winners seem to be the smugglers, criminal gangs and arms dealers. It is 
also totally ineffective as witness the explosion of drug usage around the world. Fiscally it 
would be cheaper for Governments to buy the drugs from the farmers at source, thus 
eliminating the criminal enterprises and allowing the farmer to provide for his family. This 
would also free up the local police forces to concentrate on problems affecting their local 
communities. The very fact that drug production and supply are criminal activities is the very 
reason that criminal gangs and terrorist organisations find them so lucrative. If the growers 
and suppliers did not have to deal with criminals and criminal activity then there is no reason 
for Organised Crime/Terrorists to become involved thereby reducing crime and saving 
money. The added bonus is that the farmers at source will actually receive fair prices for their 
crops. 
 

10. It is obvious to all but the administrators of our network that alcohol is a drug and needs to 
have classifications and policies set by the Health Service. The Government has access to a 
large amount of expert advice yet it chooses to ignore this and pursue policies which are 
contrary to the advice given. This was put forward in a paper by Professor Nutt, an expert and 
professional in the drugs field. Professor Nutt compiled a list of drugs showing the harm 
caused but since this showed that alcohol and tobacco came at the top of list (most harmful) 
the report was dismissed along with Professor Nutt. If the government is serious about 
gathering information and reforming the drug policy then it has to listen and take on board 
the findings of these reports. 
 

11. If all drugs were legal and dispensed the policing of drugs would not be needed and budget 
for policing could all be dedicated to crime and not wasted dealing with people who are in 
need of medical expertise. The present position of the Government relies on prohibition. This 
is a highly expensive option and the only winners seem to be the smugglers, criminal gangs 
and arms dealers. It is also totally ineffective as witness the explosion of drug usage around 
the world. Fiscally it would be cheaper for Governments to buy the drugs from the farmers at 
source, thus eliminating the criminal enterprises and allowing the farmer to provide for his 
family. This would also free up the local police forces to concentrate on problems affecting 
their local communities. The very fact that drug production and supply are criminal activities 
is the very reason that criminal gangs and terrorist organisations find them so lucrative. If the 
growers and suppliers did not have to deal with criminals and criminal activity then there is 
no reason for Organised Crime/Terrorists to become involved thereby reducing crime and 
saving money. The added bonus is that the farmers at source will actually receive fair prices 
for their crops. 
 

12. Our network has had a great deal of misinformation released into it regarding all drugs. 
Surely it is the Information must be fact based and issued by the Health Office, not by a 
uniformed Home Office that cannot see that alcohol is a drug. I am confident that 99.9% of 
the British public if asked would confirm alcohol is a drug if asked. 
 

13. The health and safety of our network in relation to Drugs is without doubt in the hands of the 
wrong official administration at the present time. The illegality of drugs creates an 
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underground network that drives prices up and quality down. If drugs were a doctors concern 
and not a police matter sick people would be helped and not imprisoned thus releasing a lot 
of funds and resources required for incarceration in the present network structure. If legal the 
connection to organized crime and terrorism would disappear as the government of our 
network would have new funds raised from the sale of drugs to enable an injection of funds 
for dispersal to where it might be needed. 
 

14.  Our Network must support its Global network and look at our partners for factual evidence 
of how the various policy changes in each have worked so as we may see how effective 
individual states policy may help in the administration of our network.  
 

15. Transferring the Drug policy administration to the Health Service as has been suggested the 
Health Authority should be given a leading role in determining drug policy. The whole 
system should be taken out of the hands of the police force, and placed with Government 
Bodies that understand the problems. A Licensing Regime along the lines of the existing 
policy governing alcohol and tobacco could be introduced. This will have a massive effect on 
releasing Police resources and minimise the criminal aspects of the policy.  
 

16. Possible solutions, a transference of power to the health authorities, a reclassification of drugs 
depending on the level of harm and a licensing regime to generate income which can then be 
used in other areas of the policy including education and control. 

 
February 2012 
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Written evidence submitted by Jeremy Collingwood [DP164] 
 
Excellent to see that the way in which drugs are managed in our society is being reviewed.  
 
I have been a weed user for some 40 years, known addicts (to assorted substances), been in the 
music (reggae) business and come across large scale drugs business and studied and written about 
drugs (amphetamines in WWII, cultural templates etc) at University. My partner of 20 years was 
in and out of Mental Health Hospitals (in Tottenham), so I saw another side of drugs. 
 
I have also been a Board member of a major UK retailer, accountable for £260million turnover 
and a £21million staff budget, raised money in the city and been to INSEAD (the Business 
School for the World). I have a broad, and I think rare, perspective that I thought maybe useful to 
you. 
 
I have been a part of a generation that inherited an interest in drugs from the 1960’s culture before 
and then I have seen new generations embrace different drugs—on a wider scale and to a greater 
degree. Indeed working in music retail you could see the changes in Customers as first e, then 
crack and other phases of drug drive new types of music. 
 
Society’s relationships with mind and mood altering drugs is as old as History itself: it’s in our 
DNA to engage in behaviours that create mood shift. From ‘sacred psychotropic herbs’ in early 
societies, to Opium, Alcohol and Laudanum in the Victorian era, to Coke in the 1920’s drugs are 
a part of our human existence. 
 
The economic imperative to supply (and create) demand for drugs has created (and will always 
do so), over the last 50 years, various Criminal/Theocratic governed countries, as well as some 
countries with war like violent death rates. The ‘no rules or morals’ capitalism that drug gang 
culture employs is a modern cancer of low income Urban areas. Despite the huge social cost and 
the lost children in these areas drug culture has spread right across society. It’s not just a middle 
class rebellion or doors of perception issue, it’s widespread in society: from the Media and TV, 
the City—with many hard working professionals using ‘dial-a-gram’—to the poorest and least 
educated members of society. 
 
We allow smart, expensive adverts to sell spirits to teenagers…and now ‘Voddi’ bottles are to be 
found in many young women’s purses and yet social more harmonious drugs are illegal. Getting 
‘Out of it’, ‘Fucked Up’, ‘shitfaced’ et al has become the thing to do for far too many people. 
These adverts, with their ‘don’t miss out’ message to fragile young egos will make Distilleries 
money but the cost will be an epidemic of young people (too many women) dying of liver failure: 
These companies are like the Tobacco companies of the 1950’s….they know but they obfuscate 
to keep the money rolling in. 
 
I believe the time is right to deal with all sellers of habit forming and addictive drugs from one 
basic set of beliefs: 
 

1. The forming Brain needs protection from all drugs until the chemistry is set(ting) at 18. 
This is a basic Human right. 

2. For those over 18 who choose to take any given drug, full and simple advice must be 
given about potential risks.   
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3. All those selling habit forming and addictive drugs must carry a heavy burden of care. 
Advertising must be very carefully controlled and be very honest and clear: ‘This drug is 
(highly) addictive, both chemically and physiologically. All highs achieved are for 
entertainment value only and are not real.’  
Or ‘Users of this drug typically have their children taken into care and often steal from 
their families’ 

4. Revenues from all drug sales go into Health Service and Teaching. 
5. Any company selling drugs cannot target increasing consumer base but can provide 

information to the potential consumer. Advertising (and all related spending) must be 
capped at .5 of 1% of Turnover. The marketing of Spirits to under age drinkers is no 
different to drug dealers giving away samples…one is just more sophisticated and 
disingenuous than the other.  

6. All drugs sellers will have a financial responsibility toward addicted customers  
7. Certain drugs would need a registration system whereby user’s usage could be monitored. 

Strength of drug must be recognised on one scale and Spirits should be put on a par with 
say, Cocaine. 

 
Existing supply chains of illegal drugs must be recognised and offered the chance to feed into a 
legal and highly controlled and managed supply chain. It’s this supply chain that has seen the 
West’s consumption of illegal drugs, over the past fifty years, turn states such as Mexico, 
Afghanistan, Bolivia and Columbia into countries dominated by violent people with radical 
creeds. Likwise parts of the Caribbean have become over whelmed by drug violence (especially 
in Jamaica and Trinidad.) Some of these states have become home to International terrorism: This 
seems an exceptionally high price to pay for individual hedonism in the ‘developed’ world. Once 
again the West is making and mess and doesn’t want to face the truth. 
 
I find it self-evident that treating some drugs as illegal has been highly counter productive whilst 
failing entirely at controlling increasing (and varied) illegal drug use. 
 
The State needs a radical restructuring of the process of managing habit forming and addictive 
drugs. Society’s mood is also ripe for change: Be bold! Create a new framework for ‘developed’ 
society’s relationship with all drugs. 
 
The War on drugs (was that Ronny boy?) was never going to be won. Lets build a workable 
peace. 
 
February 2012 
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Written evidence submitted by James Taylor [DP165] 
 
Executive Summary 
I am a final year undergraduate chemistry student at a UK university. A significant part of my course is 
dedicated to the study of compounds that affect the body. We learn how science and reason are applied to the 
development of compounds that treat disease and the regulatory strategy that governs how they are brought 
to the market. This has enhanced my awareness of the chemicals I put into my own body and what others 
may put into theirs. I believe that the strategy the UK government takes in response to the major health issue 
of drug abuse is urgently in need of reform in order to reduce crime and human suffering and the huge 
expense this creates. 
 
I have considered: 

• The inconsistencies in the classification of drugs according to the Misuse of Drugs Act. 
• The degree of harm legal and illegal drugs pose to the individual and society. 
• The failure of the war on drugs to reduce drug use and related harm. 
• The success of the war on drugs in installing organised crime in all corners of the country and 

allowing criminals to profit at the citizen's expense. 
• The additional harm to all drug users caused by the criminalisation of drugs. 
• The established medicinal uses of certain substances to alleviate suffering for which vulnerable 

people are frequently criminalised. 
 
1. I am aware that every bioactive substance has its individual mode of action, effects and side effects. This 
affects the potential of a drug to cause harm to an individual or society. The 1979 Misuse of Drugs act aimed 
to differentiate illicit drugs by relative harm by assigning them to classes A, B or C. This seems a logical 
strategy until you look at which substances are assigned where. Class A drugs are claimed to cause the most 
devastation to the user and society. In this category are heroin, cocaine and methamphetamine, which are all 
highly addictive with serious long term health effects. I would agree that these are some of the most harmful 
drugs in existence. However in the same category are MDMA (ecstasy) and LSD. These drugs have a higher 
therapeutic index than the other drugs making death by overdose far less likely. They have a far lower 
potential for addiction and therefore score much lower on Dr David Nutt's scale of drug harm. [1] 
 
The problem here is the message that LSD and ecstasy are just as dangerous as cocaine, heroin and crystal 
meth. A user of ecstasy for example might reason that class A drugs aren't as dangerous as everyone makes 
them out to be because they have taken one without ruining their life. It ruins the credibility of drug 
education and with all of these drugs in the same market, increases the likelihood of the aforementioned user 
to try even more harmful drugs. 
 
2. Cannabis is included in class B, the same category as ketamine. Does the harm match up? 
Based on the criteria of individual and societal harm, where would alcohol with its astronomical cost to the 
NHS place among these substances? 
 
Cannabis is by far the most widely used illicit drug, with sales estimated at £6 billion each year.[2] A 
significant portion of this goes to organised criminals, those who may also have a stake in human trafficking 
operations. Cannabis factories bring these criminals into residential areas. The product of these factories is 
the cannabis equivalent of the bathtub gin from the 1920s prohibitionist USA. Dubbed “skunk” by street 
dealers and press alike, it is grown purely for weight and potency. It may contain dangerous levels of 
fertilisers and pesticides which would be flushed before harvesting by a personal or medicinal grower. It 
could be adulterated with another drug. PCP was once common, now it is likely that “legal highs”, synthetic 
cannabinoids made for research and not tested for human consumption, are added due to their low price and 
high availability. Such compounds, marketed as “Spice”, “K2” or “Legal Bud” may cause serious health 
problems.[3] When one is banned, sellers move onto the next structural analogue, often more untested and 
dangerous than the one before.[4] Even without the inclusion of other substances, skunk is grown primarily 
for tetrahydrocannabinol (THC) content. THC is the major psychoactive component of cannabis, yet THC 
alone may cause paranoia and anxiety. Another compound, cannabidiol (CBD) is known to moderate the 
effects of THC and is thought to contribute significantly to medicinal effects (Sativex is a formulation of 
whole cannabis extracts, containing THC and CBD in an approximately 1:1 ratio, marketed by GW 
pharmaceuticals and approved for sale as a medicine in the UK).[5, 6] In places where medicinal or 
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recreational cannabis users can grow or purchase cannabis without fear of prosecution (e.g. California, the 
Netherlands), the average CBD/THC ratio of the cannabis is higher. Those with existing psychotic or 
schizophrenic symptoms will likely experience greater aggravation of those symptoms in places where 
growing of cannabis is criminalised due to prohibition skunk being the only cannabis available. 
 
3. Switzerland have taken the approach of allowing the cultivation of up to four cannabis plants by one 
person for personal use, allowing cannabis users to cease to support drug dealers and to eliminate the 
additional health risks from prohibition skunk. This also removes the added dangers of “legal highs” 
marketed as a cannabis substitutes as given the choice, users will always choose cannabis due to the 
unreliability and danger of these untested substances. 
 
The primary goal of the Misuse of Drugs Act was not to improve public health or reduce crime, but simply to 
eliminate all use of illicit drugs which has since proven to be impossible. Why should we continue with the 
same strategy and expect different results? It is time for a more considered approach which is centred on 
public health. As an act of compassion we must urgently cease to prosecute medicinal users of cannabis with 
serious and debilitating conditions. We should focus our funds and efforts on improving public health, ending 
the prohibition of certain, less dangerous drugs such as cannabis and decriminalising others to encourage 
addicts to seek help. 
 
[1]. Drug harms in the UK: a multicriteria decision analysis, The Lancet, Volume 376, Issue 9752, Pages 
1558 - 1565, 6 November 2010   
 
[2] Taxing the UK Cannabis Market, A report commissioned by CLEAR, IMDU Ltd, http://clear-uk.org/wp-
content/uploads/2011/09/TaxUKCan.pdf  As accessed 09/02/12 20:24 GMT 
 
[3] Warning: Legal Synthetic Cannabinoid Rector Agonists such as JH-018 may Precipitate Psychosis in 
Vulnerable Individuals, Addiction, Volume 105, Issue 10, pages 1859–1860, October 2010 
 
[4] Synthetic Cannabinoids: The Newest, Almost Illicit Drug of Abuse 
www.emedmag.com/PDF/043020026.pdf  As accessed 09/02/12 21:00 GMT 
 
[5] Distinct Effects of Δ9-Tetrahydrocannabinol and Cannabidiol on Neural Activation During Emotional 
Processing, Arch Gen Psychiatry. 2009; 66(1):95-105.  
 
[6] Sativex, www.medicines.org.uk/EMC/medicine/23262/SPC/Sativex+Oromucosal+Spray/ As accessed 
09/02/12 21:10 GMT 
 
[2] http://clear-uk.org/some-people-smoke-weed/  As accessed 09/02/12 20:00 GMT 
 
February 2012 
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Written evidence submitted by The Maranatha Community [DP166] 
 
This submission has been prepared in response to the House of Commons, Home Office Select Committee’s 
announcement that it will undertake a comprehensive review of the drugs policy, examining the effectiveness of 
the Government’s 2010 drugs strategy and the UK government’s contribution to global efforts to reduce the 
supply and demand of illicit drugs. 
 
Contents 
 
1. Introduction 
2. Executive Summary 
3. An Imaginary War on Drugs 
4. Harm Reduction—A Flawed Concept. 
5. Counting the Cost 
6. Drugs and Criminality 
7. The Portuguese experience 
8. The Swedish model 
9. Conclusion 
10. Statistical Appendices A,B,C 
 
The Maranatha Community 
 
The Maranatha Community is a Christian movement with many thousands of members throughout the country, 
active in all the main churches. Its membership includes a substantial number of people involved in the health and 
caring professions and in a wide range of voluntary work. It has been deeply engaged on a direct personal level 
with those experiencing drug problems together with their families. It has been in direct contact with research 
projects, academic studies and help agencies in many parts of the world. It has carried out extensive research into 
every aspect of the problem of drug addiction and has established charities which, over many years, have been 
dealing with addiction problems. It has produced a broad range of reports on the subject, both in Parliament and at 
international conferences. Since its formation 30 years ago, it has been deeply involved in work amongst children 
and young people, people with drug and alcohol problems, the disabled and disadvantaged. It has taken the 
initiative in a broad range of projects directly contributing to the health of the nation and it also has extensive 
international experience.  
 
1. Introduction 
 
1.1 The illegal drug trade in the United Kingdom is an integral part of a huge, highly organised and ruthless 

international criminal network involved in a range of violent crime, prostitution and human trafficking. 
Warnings, largely unheeded, were made many years ago about the potential danger of illegal drugs 
particularly for children and young people. A drug culture emerged, to some extent promoted by the 
entertainment industry, and a highly efficient system of distribution was established across the country 
embracing thousands of schools, public houses and other meeting places. Today, it constitutes a grave 
and continuing threat to the wellbeing of our nation, and particularly our young people. 

1.2 Contrary to the original suppositions. so called “soft” drugs have proved to be a gateway to so called 
“hard” drugs. The aim of the distributors always was to introduce innocent children to a “recreational” 
drug as a first step to the creation of a substantial market of young people who became dependent upon or 
addicted to “hard” drugs. Society now faces a huge problem with enormous numbers of young people 
who are in need of help.  

1.3 Concern is currently being expressed about the doubtful cost effectiveness and efficacy of many 
rehabilitation systems, particularly those operated under public sectors. There is a need for a thorough 
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review of alternative rehabilitation systems which are proving successful both in this country and 
overseas1. There needs to be a far greater recognition of the dangers to children in our society2. 

1.4 Concern is being expressed about the quality and independence of advice given to government and there 
is clearly a need for far closer links with those immediately engaged in helping addicts on a day to day 
basis rather than those running campaigning pressure groups. 

1.5 The expensive Methadone regime which is currently in operation is in very urgent need of review. It is 
known that those on methadone frequently continue to abuse other drugs. Methadone itself is more highly 
addictive than heroin and so increases the unlikelihood of a person attaining a drug-free existence. 
Methadone is not an answer to the drug problem; it is a sign of capitulation. 

 
2. Executive Summary 
 
2.1 Those who advocate a “harm reduction” strategy base their arguments on false premises: that there has 

been a wholehearted war on drugs; that this war has failed and is in any event unwinnable; and that in 
consequence all that remains is to teach people to use drugs as safely as possible. 

2.2 In fact, there has been no concerted war on drugs: mixed messages abound and there has been no proper 
attempt to mobilise officialdom and the public at large to create a drug-free society. 

2.3 Further, harm reduction is a flawed concept: there is no safe way to take harmful substances. Far from 
mitigating the harmful consequences of substance abuse, harm reduction leads to increased drug use, with 
all its attendant negative social and health effects. 

2.4 These effects are experienced disproportionately by those who are most vulnerable: the young, the poor 
and those whose lives are troubled—the very people whom government has the greatest obligation to 
protect. 

2.5 The cost to society of increased drug use will be massive: already some reckon that up to one third of 
NHS capacity is deployed in dealing with so-called lifestyle diseases, of which those attributable to drugs 
use form a significant part.  

2.6 Additional costs will result from the need for state support of those who cannot lead productive lives by 
reason of their addiction. The costs will far outweigh any additional revenue that may derive from taxing 
drugs.  

2.7 It is a fallacy to imagine that legalisation of drugs will bring an end to problems associated with the 
involvement of criminal gangs in drug-related activity, or the crime caused by those who need to feed 
addictions.  

2.8 Countries that have embraced harm reduction in the past have turned from this strategy as its failures 
have become glaringly apparent. Sweden and the Netherlands provide prime examples. Sweden has 
pursued a drug-free society so successfully that it has moved from having one of the highest to one of the 
lowest rates of drug use in Europe. 

2.9 Harm reduction is inconsistent with our international obligations.3 
 

 
1 Yeldhall Manor Reading; Giliad Foundation, Devon; Bethany Christian Trust, Edinburgh; Betel, Birmingham & Manchester; Victory Outreach; Victory 
Outreach, UK; Rema; Teen Challenge; Project Caleb, Harpurhey; Barnabus, Manchester; International Substance Abuse Addiction Coalition (ISAAC); St. 
Stephen’s Society, Hong Kong 
2  • 42.9% of young people have used illicit drugs. 22% had used one or more illicit drugs in the previous year and 13% in the previous month. (Drugs 

Misuse Declared—Home Office 2009) 
  • 23,528 under 18’s were in specialist substance misuse services in England during 2009-2010. 155 were under 13. (National Treatment Agency for 

Substance Abuse 2010) 
 • An NHS survey in 2009 revealed that about 250,000 children had taken drugs (including glue, gas and other volatile substances) in the previous month 

and 450,000 had taken drugs in the last year. (Information Centre for Health & Social Care, July 2010) 
 • Between 1999 and 2009 there has been a 67% increase in the number of children born addicted to drugs. One in five hundred babies have need ed 

treatment for withdrawal. (British Association Perinatal Medicine, 2009) 
 • The lives of more than 350,000 children are being blighted because their parents are drug abusers. (Study ‘Hidden Harm’ for Advisory Council on 

Misuse of Drugs, June 2003) 
 • In 2008/09, 2,284 children (12% of all callers about a parental drug misuse concern) were counselled by ChildLine with concerns about their parents’ 

drug misuse. This number consisted of 1,639 girls and 645 boys. (NSPCC—ChildLine Casenotes, August 2010) 
3 The United Kingdom is a signatory to the United Nations Convention on the Rights of the Child, article 33 of which requires signatories to ˝… take all 

appropriate measures, including legislative, administrative, and educational measures to protect children from the illicit use of narcotic drugs and 
psychotropic substances, … and to prevent the use of children in the illicit production and trafficking of such substances.“ (Emphasis added) 
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3. An Imaginary War on Drugs 
 
3.1  From time to time government has spoken about conducting a war on drugs. Yet reality has not matched 

rhetoric. For example, cannabis has been reclassified from a class B to a class C drug, police forces have 
increasingly turned a blind eye to possession of cannabis for “personal use” and there have been repeated 
calls from various quarters for legalisation of all drugs. Media continue to send mixed messages about 
drug use.  

3.2  The incoherence of policy towards the use of harmful substances is illustrated by the efforts that are being 
made to encourage people to give up smoking. It is of course axiomatic that prevention is better than a 
cure.  

3.3  The contrast with Sweden is instructive. There, every organ of society is actively enlisted to promote the 
message that drugs are harmful. Sweden aims for a drug-free society. It currently has one of the lowest 
rates of drug abuse in Europe.  

3.4 It is wrong to conclude that a war on drugs has failed when in truth that war has never truly been fought.4 
It is likewise false to claim that a war on drugs is unwinnable when Swedish experience proves the 
opposite. 

 
4. Harm Reduction—A Flawed Concept 
 
4.1  It is no accident that most countries which now adopt strict drug prevention approaches developed these 

out of the painful experience of drugs being legalised or decriminalised. We should not repeat an historic 
mistake.  

4.2  Laws send a powerful message about what society considers normal, acceptable, safe and good. 
Legalisation of drugs will inevitably bring about their normalisation and will lead some to claim that they 
are not only acceptable and safe but even that they are good. Drugs use will inevitably rise in 
consequence. This has been the experience of the Dutch “coffee shops”.5 

4.3  In our own recent past we have seen precisely these results with the introduction of 24-hour drinking. In 
many quarters this is now seen to have been a disastrous mistake. There are many other examples which 
illustrate that legalisation of drugs goes hand in hand with increased use and that, correspondingly, robust 
action can bring significant decreases.6  

4.4  Harm reduction will not make the problems associated with drugs go away. It will compound them.  
 
5. Counting the Cost 
 
5.1  Whilst there are many reasons why people take drugs, their vulnerability plays a major part—and 

especially so in the case of the young. It is generally recognised that someone who suffers trauma, 
insecurity, lack of confidence, lack of opportunities or deprivation is more likely to be tempted to take 
drugs. 

5.2  Brain development is not complete until the early 20s, which means that the young in particular are at 
great risk of lasting harm from drug use. By allowing young people to be exposed to drugs, society will 
compound and exacerbate the vulnerability from which they may already suffer. 

 
4 Some point to a significant worldwide increase in the total number of cocaine, opiate and cannabis users between 1998 and 2008 as evidence that the war 

on drugs has failed and is unwinnable. However, this fails to take account of population growth in this period. If this is done, the increase in cocaine and 
opiate use is significantly less and cannabis use may even have decreased. Based on UN estimates of the number of cocaine and opiate users, the 
prevalence rates for annual use in the population age 15-64 remained stable at around 0.35% for opiates and 0.36 % for cocaine between 1998 and 2008. 
(Centre for Policy Studies; press release; 19.09.11). 

5  Cannabis use has increased sharply in the Netherlands since use of cannabis for personal use was decriminalised in 1976. In the age group 18-20 an 
increase in past year use from 15% in 1984 to 44% in 1996 was observed. The increase in past month use over the same period was from 8.5% to 18.5%. 
In this same period, use levels were quite flat or declining in cities such as Oslo, Stockholm, Hamburg, and countries such as Denmark, Germany, Canada, 
Australia and the USA. (MacCoun R and Reuter P. Evaluating alternative cannabis regimes. British Journal of Psychiatry 2001. 178: 123-8.) 

6  For example, in the second half of the 19th century, opium and cocaine were essentially legal in the United States, which had around 400,000 opium 
addicts at the turn of the twentieth century. Following the enactment of drug control measures, the number of opium addicts reduced to around 50,000 
during the Second World War. In Japan there were some half a million methamphetamine users in the 1950s. As a result of preventative measures 
(including short prison sentences for about ten percent of them), this figure has significantly reduced. Japan now has quite strict anti-drug laws and among 
the lowest rates of drug misuse in the developed world. 
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5.3  The rights of children and young people to be protected from what is harmful should be paramount. 
Society should recognise that youngsters may not have the ability, maturity or experience to protect 
themselves against such things. 

5.4  Drugs exact a terrible cost in wrecked lives and unfulfilled potential. They also involve monetary and 
other costs to society. This is already seen in the impact of life-style diseases on NHS provision. The 
problem can only get worse if drug use is legalised.7  

5.5  Some suggest that to legalise and then to tax currently illicit drugs will benefit the Treasury. Yet data 
relating to the two most commonly used legal drugs (alcohol and tobacco) do not bear this out. Recent 
analyses find that the societal, health, criminal justice and other costs of alcohol and tobacco exceed the 
taxes raised on these products.8 

 
6. Drugs and Criminality 

 
6.1  Legalisation of drugs will not remove opportunities for criminality and neither will separating the markets 

for soft and hard drugs, as Dutch experience shows.9 
6.2  Activity by criminals in other areas such as counterfeiting of goods illustrates the openings that will 

continue to exist whether or not drugs are legalised. Experience amply demonstrates that the existence of 
legal alternatives does not get rid of a black market where there is demand. 

 
7. The Portuguese experience 

 
7.1  Comparatively low rates of drugs use in Portugal lead some to suggest its decriminalisation of drugs as a 

model. However: 
• Rates of problem drugs use are higher than in Sweden and the Netherlands; 
• The cost of drugs in Portugal is low (indicating easy availability), whereas in Sweden it is high; 
• The Portuguese prison population is proportionately higher than the Swedish; 
• Portugal has high rates of HIV infection amongst drugs users. 

 
Further, Portugal has followed the path of decriminalisation for about ten years—too short a span on 
which to base a judgment. By contrast, the Netherlands (which pursued decriminalisation for about thirty 
years) has now turned from a liberal approach: see paragraph 4.1 and note 7. 

7.2  Statistics show that there has been has been a continuing increase in drug use in Portugal since its 
legalisation experiment was adopted. In contrast, in other countries there are stable rates of use or—as in 
the UK—even a decrease in use (albeit from a much higher level).10 

7.3  Some of the claims made about Portugal do not stand up to scrutiny. For example, as “proof” of the 
“success” of drug legalisation, it is claimed by some that the rate of illicit drug usage among 15-19 year-

 
7  Some parallels can be drawn from the impact of misuse of alcohol and tobacco. It is estimated that there are at least ten thousand deaths annually due to  

alcohol and perhaps as many as one hundred thousand deaths due to cigarette smoking. Over time, there is no reason to suppose that the impact of 
legalising drugs might not be as great, of which the misuse of prescription drugs gives a foretaste. In a North American context, the International Narcotics 
Control Board 2006 Annual Report observes: “The high and increasing level of abuse of prescription drugs by both adolescents and adults is a serious 
cause of concern. The gradual increase in the abuse of sedatives (including barbiturates), tranquillizers and narcotic drugs other than heroin by the 
general population has resulted in prescription drugs becoming the second most abused class of drugs after cannabis. The abuse of prescription drugs 
such as fentanyl, oxycodone and hydrocodone has led to a rising number of deaths. Of particular concern to the Board is the noticeable increase in the 
abuse of fentanyl, a synthetic opioid 80 times as potent as heroin, which is not only diverted from licit distribution channels but also illicitly manufactured 
in clandestine laboratories. 

8 See the Institute of Alcohol Studies factsheet on economic costs and benefits of alcohol and the Policy Exchange Research Note, March 2010. 
9 Dutch drug policy is moving to a much more restrictive approach because the Dutch realise that the liberal policies did not achieve their stated goals, 

including trying to separate the markets between so-called “soft” and “hard” drugs. For example, the number of Dutch coffee shops has almost halved 
over past years. In 1997, there were 1,179 coffee shops. In 2009, there were only 666. (Bieleman/Nijkamp. “Coffeeshops in Nederland 2009” report) The 
Van de Donk committee report from July 2009 marked a change in the Dutch drug policy towards a far more restrictive policy. This report stated for 
example that drug-related “nuisance and drug-related crime place a heavy burden on local authorities, while criminal organisations have found their way 
to the big money to be made from international drug trafficking.” The Dutch government expresses its intention that the Dutch drug policy should aim at 
fighting and reducing drug use. If the current trend continues, we would not be surprised if soon, the Netherlands will have among the strictest drug 
prevention policies in Europe bar Sweden (Frans Koopmans , personal communication). 

10 This is supported by survey data from direct interviews regarding Portuguese attitudes towards drug addiction. 83.7% of respondents indicated that the 
number of drug users in Portugal has increased in the last four years. 66.8% believe that the accessibility of drugs in their neighbourhoods was easy or 
very easy and 77.3% stated that crime related to drugs has also increased (Toxicodependências No. 3, 2007). 
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olds fell from 2001 to 2007.11 However, this ignores increased rates in the 15-24 age group and an even 
greater increase in the 20-24 age group over the same period.  

7.4  A recent analysis shows that between 2001 and 2007, lifetime prevalence rates for cannabis, cocaine, 
amphetamines, ecstasy, and LSD have risen for the Portuguese population at large (ages 15-64) and for 
the 15-34 age group. Past-month prevalence figures show increases from 2001 to 2007 in cocaine and 
LSD use in the Portuguese population at large, as well as increases in cannabis, cocaine, and 
amphetamine use in the 15-34 age group. Drug-induced deaths, which decreased in Portugal from 369 in 
1999 to 152 in 2003, climbed to 314 in 2007—a number significantly higher than the 280 deaths recorded 
when decriminalisation started in 2001.12  

7.5   We submit that the UK can learn far more from the much longer established and (probably) also much 
better researched Swedish drug policy than we could learn from the much shorter Portuguese experiment. 

   
8. The Swedish model 

 
8.1   Sweden has among the lowest rates of substance misuse in Europe, even lower than Portugal (often 

touted as a model). Sweden is committed to drug abuse remaining a marginal phenomenon in its society. 
The overriding task of Swedish drug policy is to prevent abuse.13 

8.2  Drug use in Europe has been expanding over the past three decades. More people experiment with drugs 
and more people become regular users, with all the problems this entails for already strained national 
health systems. Sweden is a notable exception. Drug use levels among students are lower than in the early 
1970s.  

8.3  This shows that “the war against drugs” can be won, if there is a societal will and consensus to prevent 
drug misuse. Sweden’s drug policy is based on the goal to create a drug free society. Drug prevention and 
education is aimed towards limiting experimental and occasional use. Public opinion strongly supports 
this approach. Interestingly, Sweden’s drug policy used to be liberal in the 1960s, basically reflecting a 
harm reduction approach. This led to a significant problem with drug misuse as result of prescription of 
amphetamines and opiates, so that this “experiment” was reversed. With the 1968 Narcotic Drugs Act 
Swedish drug legislation became restrictive until the goal of a drug free society was officially adopted in 
1978.  

8.4  In Sweden all non-medical use of drugs is regarded as drug abuse and no distinction is made between soft 
and hard drugs. The Swedish drug policy is formulated around the gateway hypothesis, i.e. cannabis use 
is associated with “harder” drug use. Efforts are focused on preventing cannabis use since this is 
frequently the first illicit drug experimented with. 

8.5  For a detailed analysis of the Swedish approach please see the publication by the United Nations Office 
on Drugs and Crime: Sweden’s successful drug policy: A review of the evidence (2007). In the foreword 
to this publication, Antonio Maria Costa, the then Executive Director of the United Nations Office on 
Drugs and Crime wrote about Sweden: 

 
“I am personally convinced that the key to the Swedish success is that the Government has taken 
the drug problem seriously and has pursued policies adequate to address it. Both demand 
reduction and supply reduction policies play an important role in Sweden. There is a broad 
consensus that production, trafficking and abuse of drugs must not be tolerated. Thus a clear and 
unequivocal message is given to the general public, notably to the country’s youth. Last but not 
least, with its strong economy, Sweden has the wherewithal to devote adequate resources to 
dealing with the drug problem. Increases in the drug control budgets in recent years went hand in 
hand with lower levels of drug use. 
 

 
11 Drug Decriminalization in Portugal. Cato Institute, 2009. 
12 Office of National Drug Control Policy, Factsheet on Portugal, 2010. 
13 The Swedish approach of wanting drugs to be only a marginal phenomenon in society was born out of painful experience of legal opiate and amphetamine 

use out of control in the 1960s. 
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The achievements of Sweden are further proof that, ultimately, each Government is responsible 
for the size of the drug problem in its country. Societies often have the drug problem they 
deserve.” 
 

9. Conclusion 
 

9.1  The International Narcotics Control Board (INCB) has warned “Advocates of drug legalization are vocal 
and have access to considerable funds that are used to misinform the public.”14 Over many years drug 
specialists with first-hand knowledge have been consistently opposed to the legalization of drugs15. They 
have seen it as a totally unmanageable and ungovernable project. 

9.2  The evidence against a harm reduction approach and in favour of seeking to create a drug free society is 
compelling. Over many years The Maranatha Community has published factual evidence on the issue of 
drugs to policy makers and others16. 

9.3  There is a rapidly growing awareness of the excellent work of those number of organisations, many 
Christian in ethos, which are experiencing astounding rates of success with drug rehabilitation 
programmes. There is a need for legislators to seek evidence from them as to what works, and why.  

9.4  There is a substantial amount of evidence pointing to the need for a thorough re-evaluation of drug 
policies pursued in the United Kingdom over recent years and the total social and economic cost to our 
nation through drug abuse.17 

 
 
16 cont: 

2002 Cannabis—A cause for Concern?—The Moses Room, The House of Lords (see the consultation papers ‘Cannabis—A cause for Concern?’ which 
were presented at this meeting 

2003 Cannabis—Still a cause for Concern? The Attlee Suite, Portcullis House, House of Commons 

                                                 
14  INCB press release; 28 February 2003. 
15  Over many years leading authorities have warned against legalization and the minimization of damage caused by drugs. 
 Dr. Clair Rowden, a police doctor for 27 years—“Legalising of cannabis would be an act of unbelievable irresponsibility”. 
 Mariette Hopman, the Clinical Psychologist—“smoking cannabis is unbelievably dangerous”. 
 Professor David London, leading physician—“I don’t think anyone should go away with the idea that cannabis is safe. There is evidence that it isn’t”. 

Professor Griffith Edwards, of the National Addiction Centre—“There is enough evidence now to make one seriously worried about the possibility of 
cannabis producing long-term impairment of brain function”. 
Judge Keith Matthewman—“Perhaps people who say the drug should be legalised should sit where I do and see the devastation it can cause to other 
people as well as the defendants”.   
Professor C.H. Ashton of the Department of Psychiatry University of Newcastle upon Tyne—“Cannabis intoxication can precipitate severe psychiatric 
reactions including paranoia, mania and schizophrenic life states”. “Few, if any doctors, will deny that the symptoms of schizophrenia are made worse 
by cannabis.” 
Dr. Norman Imlah former Clinical Director of West Midlands Regional Addiction Unit—“Studies show that benzpyrine, a known carcinogen, is about 
ten times more concentrated in cannabis smoke compared to tobacco smoke”. 
Phillip Emafo, President of the United Nations International Narcotics Control Board—“Cannabis is not a harmless drug as advocates of its legalization 
tend to portray”. 
Jan Berry, former Chairman of the Police Federation of England and Wales (the very large majority of whose members oppose the legalisation or 
decriminalisation of cannabis)—“The siren calls for decriminalisation and legalisation of are not cries for reality, they are the voice of surrender and 
despair”. 
Professor Colin Drummond, St. George’s Hospital Medical School—“the harm caused by decriminalisation of cannabis would particularly affect 
vulnerable groups including adolescents and those with pre-existing mental health problems”. 
Dr. Ian Oliver, Consultant to the UN Drug Control Programme, pointing to significant medical damage caused to many cannabis users—“it would be 
perverse of any Government to decriminalise cannabis”. 

16  Maranatha Community Parliamentary and other Submissions on Drug Abuse 
2001 ‘Cannabis—A Warning’ : A submission to the Prime Minister, the Home Secretary, the Secretary of State for Health, the leaders of the major 

political parties, the Archbishop of Canterbury, the Cardinal Archbishop of Westminster and leaders of the Free Churches 
2003 Submission to Home Affairs Committee of the House of Commons on Drugs, prior to the Forty-Sixth Session of the United Nations Commission 

on Narcotic Drugs 
2004 ‘Choosing Health?’—A contribution to the Consultation on action to improve people’s health initiated by the Secretary of State for Health (See 

section 6—Drug Misuse —Prevention rather than just damage limitation & Appendix D Drug Abuse – Prevention) submitted by the Maranatha 
Community in association with the Council for Health & Wholeness 

2005 ‘Cannabis Reclassification’—A Submission to the Advisory Council on the Misuse of Drugs 
2006  ‘Substance Misuse : Public Health Interventions—A submission to The National Institute for Clinical Excellence on the scope of Public Health 

Interventions 
2007  Consultation Papers: ‘Drugs: Our community, Your Say’ to Ipsos MORI re Drug Strategy Consultation 2008 
2010 Drug Strategy Response form—to the Drug Strategy Unit at the Home Office, Consultation Paper on the new Drug Strategy 
Maranatha Community Briefings and Fact Sheets 
2002 Cannabis—How Dangerous?—held in Committee Room 21, House of Commons 
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Maranatha Community Fact Sheets on Cannabis  
1997 The Truth about Drugs 
2000 Maranatha Briefing on ‘Cannabis’ (for M.Ps, social workers and church leaders) 
2004 Cannabis—The Lies & The Truth’ 

‘Cannabis as a medicine?’ 
‘Decriminalise Cannabis?’ 
‘Negative effects of Cannabis on Mental Health 
‘Learning & Social Behaviour’ 
‘Random pupil drug testing in Schools’ 
’10 facts confirming that Cannabis should NOT be reclassified’ 
’10 medical reasons why cannabis should NOT be reclassified: The adverse health effects of cannabis’ 
‘What about cannabis and driving?’ 
‘What do they mean by harm reduction?’ 

17 1. The number of people receiving disability benefits because of drug and drink problems have risen by 250% in the past decade. (Department for Work 
and Pensions)  
2. Drivers high on drugs are getting away because police do not have the training and the equipment to convict them. Just 1.68 drug-divers are 
persecuted in a year in Britain despite them contributing to at least 56 deaths. (Transport Select Committee). By contrast, in Germany 34,500were 
prosecuted for drug-driving during the similar period. A report by the Committee states “People assume- quite correctly that they can take drugs and 
drive a vehicle with little chance of being caught and convicted. ” 
3. According to the annual report of the European Monitoring Centre for Drugs and Drug Addiction, Britain is now the cocaine capital of Europe, after 
use among young adults increased by 50% in five years. The prevalence of the Class ‘A’ is higher in England and Wales than anywhere on the continent 
and use among 15-34 year olds is greater than in the United States. 
4. Drug dealing is rife in British jails. A study reveals that 85% of prisoners said they could get drugs if they wanted. (Policy Exchange). An 
investigation in 2006 found at least 1000 prison officers—or one in 10—were smuggling drugs. (London Metropolitan Police Investigation)  
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Appendix A 
 

Percent liftetime use of illicit drugs according to 2007 ESPAD  school survey (15-16 year olds) 
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Lifetime use of any illicit drugs among 15-16 year olds over time in percent 
ESPAD surveys (European School Survey Project on Alcohol and Other Drugs) 
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Appendix B 
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Estimates of prevalence of problem drug use at national level. rate per 1000 aged 15–64; as per European 
Monitoring Centre for Drugs and Drug Addiction (EMCDDA). The EMCDDA defines problem drug use as 
intravenous drug use (IDU) or long duration/regular drug use of opiates, cocaine and/or amphetamines. 
 
Appendix C 
 

 

Cost of various drugs
average cost of one gram of drug in Euros, EMCDDA data; 2010 report 

5.1€

5.2€

3.6€

9.6€

6€

13€

27€

45.5€

50€

50.4€

94€

33€

40€

56€

132€

0 20 40 60 80 100 120 140

Portugal 

Netherlands

UK

Sweden

Brown Heroin 1 gram 

Cocaine 1 gram

Amphetamines 1 gram

Cannabis 1 gram

 
 

637

http://www.emcdda.europa.eu/html.cfm/index130248EN.html?type=stats&stat_prefix=PDU-1&stat_type=w87&order=stat_reference


76

91

96

110

148

0 20 40 60 80 100 120 140 160

Sweden

Germany

Netherlands 

Portugal

UK

Prison population
Rate per 100,000 population, average for years 2006 to 2008 - EUROSTAT 

 
 
February 2012 

 
 

638



Written evidence submitted by Sarah Graham Solutions [DP167] 
 

I am writing to you about the important matter of how we are treating young people for drug and 
alcohol abuse and dependency, in the UK. 
 
 Although I am an addictions expert and not a lawyer1, I believe that the National Treatment 

Agency (NTA) policy of pushing “treatment in the community” to the detriment of the 
whole residential rehab sector highlights a lack of independence and quality of expert 
advice which is being given to the government.  

 
Failure to provide a comprehensive range of medical and psychosocial treatment for young 
people is violating their human rights2. 
 
Having visited many residential programmes for teenagers in the USA, I can tell you we are 20 
years behind best practice: in both assessment of the illness in young people and the treatment 
modalities available overseas; but not being delivered here. 
 
Rehab in the USA is not just available to the children of wealthy families—there are hundreds of 
teen rehabs, that cross the income spectrum. 
 
Our young people are the mental health poor relations—compared to many other nations—
despite living in a society with a very expensive National Health System (NHS). It is only 
families who can afford to bypass the NHS and send their children abroad for residential rehab—
commonly to the USA and South Africa—who can access hospitals, that are safe places to 
medically detox teens with their peers. And which have the best state-of-the-art treatment tools— 
such as neuro-feedback brain-training—which can, visibly, help repair the damage to brain 
functions, caused by neuro-toxic chemicals. 
 
Our media and society seems content to label our teens as simply “feral” and as “hoodie yobs” 
and when we do bother to look below the surface our NHS and social services system is using 
very outdated, adult-derived medical/socio-economic models of addiction to interpret this 
behaviour. Thus, failing to diagnose and treat thousands of young people. 
 
 A combination of inadequately trained Drs and drugs workers and over-stretched social workers 
are missing the many mental, physical, emotional and spiritual symptoms of this dis-ease: a 
disease that is becoming more common, complex and widespread and affecting younger teens; 
and even pre-teens. Parents are often wrongly reassured, for example, that “it’s only a bit of 
cannabis”; not a serious problem.3 
 
                                                      
1 Internationally recognised as an expert: I was awarded the Pillar of the Community, 2010, award by Sierra Tuscon- ranked #2 
psychiatric hospital and treatment provider in the USA. 
2 Article 25 of the U.N. Universal Declaration of Human Rights (1948) reads: 
Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, 
clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, 
disability, widowhood, old age or other lack of livelihood in circumstances beyond his control. 
Likewise, Article 12 of the U.N. International Covenant on Economic, Social, and Cultural Rights (1966) reads: 

1. The States Parties to the present Covenant recognize the right of everyone to the enjoyment of the highest attainable 
standard of physical and mental health. 

2. The steps to be taken by the States Parties to the present Covenant to achieve the full realization of this right shall include 
those necessary for: 

(d) The creation of conditions which would assure to all medical service and medical attention in the event of sickness. 
We ratified this on 20 May 1976. 
3 See my article Skunk Cannabis: a therapist’s opinion www.drugfam.co.uk/download/i/mark_dl/u/.../therapist_view.pdf 
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Cannabis and alcohol misuse and dependency amongst teens are very common and not treated in 
many local areas- ignoring the societal costs of NHS Accident and Emergency visits, arrests, 
exclusions and failed educations during the crucial time young brains are still developing; and 
most amenable to being helped back onto a healthier path. 
 
The vital importance of treating teens hit me very hard last year: at the Brain Enhancement 
Institute (BEI) facility in Florida they mapped my brain and NASA trained neuro-scientist, Dr 
Curtis Cripe, found that teenage binge-drinking has impaired my memory systems “radically” and 
much more so than my adult cocaine use. Dr Cripe told me he is very worried for the future of 
British youth, if we keep failing to tackle our national teen alcohol epidemic. 
 
The current, failing, system results in severely damaged adults limping into treatment- often after 
costing the State hundreds of thousands of pounds—in welfare, crime, prison, social services, etc. 
These adults seeking help are entrenched in using drugs and drinking alcohol together or 
swapping between them (cross-addicting) and have irreparable cognitive, psychological & 
physical damage; so are much harder to treat, which is part of why some adult community and 
residential rehab outcomes can seem poor. 
 
The world has changed massively in the last ten years. Young people today have access to a much 
wider range of very dangerous drugs—including Class A cocaine and “legal-highs”, internet-
marketed drugs often targeted at teens through social networking using brands (illegally) such as 
Disney and The Simpsons. We have no real evidence-based understanding of the comparative 
harm and costs of legal and illegal drugs mixed together in a “using episode” by adults and even 
less so to young people (especially, when mixed together in cocktails in a young person’s 
system). 
 
The relationship between drug and alcohol abuse 
 
Nearly all my Respond stimulant service (outline of service submitted to cocaine trade evidence) 
clients mixed alcohol and cocaine together (like curry and rice, one necessitates the other) but 
there is hardly any scientific study of this and the resultant, more liver-toxic, cocaethylene. 
Traditional science struggles to put real life human behaviour under a microscope. 
 
This polydrug use culture is largely below the radar of the current- problem drug use (PDU= 
crack and heroin), crime-driven, treatment system. These people may not present to traditional 
opiate-orientated services—but “party drug” users are flocking to the new outpatient clinic at 
Chelsea and Westminster Hospital.4 
 
And hundreds of parents of these “party-drug” users are on the Drugfam database and fill the 
room at the conference hall of the annual Bereaved By Addiction day—the saddest event in my 
annual diary. 
 
My research of how the NTA misses the ‘party drugs’ patterns and problems of the lesbian, gay, 
bisexual and transgender (LGBT) community (and the media ignores the outcry in the community 
caused by “G”, GHB/GBL, deaths) is a case study one can use to extrapolate an understanding of 
how other issues fall through the cracks: such as the problems in the Somali community with 
khat.5 
                                                      
4 www.thisislondon.co.uk/health/article-24025800-ket-meph-crystal-and-gbl-the-party-drugs-blighting-the-lives-of-londons-
clubbers.do 
5 See Death By Diversity- in the respected journal, Addiction Today (www.addictiontoday.org/addictiontoday/2009/08/death-by-
diversity.html) 
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Having worked in an NHS service (Respond, Reigate & Leatherhead) and seen the results of 
long-term methadone prescribing- lots of very poorly people, with emotionally neglected 
children, still trapped in their addiction mindset of lying, using on top, manipulating the system, 
etc—I believe that the current modality that receives the lion’s share of funding—is never going 
to give the taxpayer cost effectiveness for the hundreds of millions being spent annually. Many of 
these patients are getting free drugs-on tap, with a street value (£10 a pill of Subutex—can be 
chopped up and snorted for a better high) which saps their motivation to change or genuinely 
reduce their drug useage; and it’s very important to factor in alcohol use when analysing the 
“success” of “substitute” prescribing. 
 
Having left the comfortable environs of Priory Healthcare, to work with a broader cross-section 
of society, I found to my dismay, that I was forced to beg friends in charities to take in my most 
poorly clients for rehab—without funding—who may have died waiting to access state funding 
for a rehab place. This is immoral and I couldn’t live with my conscience: I certainly couldn’t 
say, hand on heart, that I was “doing no harm” in that NHS system. 
 
I left Respond to work at Sutton Youth Awareness Programme, as a counsellor in schools and 
soon discovered that one-hour’s counselling a week was often a sticky plaster on a gaping trauma 
wound—caused by sexual abuse, bullying (homophobic bullying is still socially acceptable in 
schools), abandonment, undiagnosed learning challenges etc—and with nowhere to refer a 
dependent young person to—young people who were begging for help—my clients were finding 
it impossible to stop using and getting kicked out of schools, so losing access to my support, into 
pupil referral units etc and sinking further into more trauma, disappointment, teenage pregnancy, 
gangs, prostitution…So depressing I felt compelled to leave the state system and set up my own 
company, Sarah Graham Solutions (finding ways to give back, such as seeing some clients for 
their pocket money and sitting on the ACMD, since last February). 
 
In my opinion, the NTA is inherently not fit for purpose in preventing and treating young 
people’s drug usage. 
 
 Not that we will have reliable evidence for this assertion because there is no young person’s 

rehab service to study. And no community programme for young people is being assessed 
by the Payment By Results (PbR) scheme: The criteria used by the Government to 
measure the efficacy of its drug policies is not including young people! 

 
A fact that even Andrew Lansley MP and Anne Milton MP were not aware of when the Amy 
Winehouse Foundation and I met with them, last October; that is how little the needs of young 
people seem to figure on the national agenda. 
 
In those meetings, after Amy Winehouse died so tragically, aged 26, from alcohol6 7 between Aug 
1 through to October, it became clear to me that the very laudable aims of the Government’s 
drugs strategy are being watered down—the redefinition of abstinence itself being a highly 
symbolic case in point—and even sabotaged by civil servants, Drs and a medical system that is 
fundamentally biased towards prescribing and retaining “patients”; rather than empowering 
“clients” to find a way to live drug-free, happy, independent, healthy lives. 
 

                                                      
6 See My Daughter Amy clip http://youtu.be/ILeND5DO3UM 
7 www.channel4.com/news/rehab-plea-from-amy-winehouse-family  
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I am aware that the NTA is a “dead-man walking”—with the transfer of functions of the National 
Treatment Agency for Substance Misuse to Public Health England but from what I have heard 
and seen—e.g. young people’s community drug treatment services are being cut hardest by local 
authorities—so they cannot be trusted to provide for what is a national priority.8 
 
Especially, as these cuts has been allowed to happen, to facilitate the political agenda of localism, 
despite unprecedented riots by young people, and a lot of negative international media; very bad 
for the UK brand and tourism. 
 
Our future, our young people, have become public enemy Number 1s—national villains and 
demonised as scary monsters. Much more so than the adult MPs who stole thousands, or bankers 
who made millions—to the detriment of the whole economy. 
 
No-one bothered to ask, how many of these young people- whose idea of a great time is stealing 
trainers and TVs (high aspirations?) are addicts; or the children of addicted parents? Lots of off-
licences and chemists were targeted and many of these young people were “known” to the 
criminal justice system. 
 
I’d love see the results of research on skunk cannabis and violent computer games usage by the 
rioters (not being done, as far as I know). Many received harsh sentences in very expensive 
facilities that will not deal with their substance use issues (see Mark Johnson’s article below). 
 
From my work with the, recently liquidated, young people’s holistic treatment charity In-volve 
(over 20 years experience gone to the wall) on the streets and in the parks at night—for a year—I 
know that cannabis dealing is part and parcel of the postcode wars—enforced, oh-so-casually, 
with the use of deadly force. These kids don’t give a f***. They are so traumatised by their 
environments, lack of a father, baby-mothers being children themselves, growing up on welfare, 
in an institutionally racist world, without hope of a way out except for the gangsta life—get rich 
or die tryin’—that nothing can touch them. Not in “the community” anyway. 
 
The NTA is so out of touch they don’t realise these gang member young’uns can’t attend a 
“community treatment service” if it’s a few roads into the wrong ‘hood. They risk being shanked 
(knifed) for straying into another gang’s territory. 
 
I feel very worried that things are set to get worse, in 2012—the year of the Olympics—rather 
than better. That with no ring-fencing of the treatment budget, money will be spent locally on the 
more popular, PR-friendly illnesses such as cancer; even though, ironically, many cancers are 
preventable and lifestyle related. It’s interesting that the Teenage Cancer Trust is very media-
friendly and very well-resourced. 
 
 Addicts and the children of addicts are at the bottom of the pile, when it comes to “good 

causes”. The general public haven’t got beyond seeing addiction as a moral failing or 
self-inflicted problem. 

  
 The extent to which public health considerations should play a leading role in developing 

drugs policy 
 
 Neglecting to apply this logic to obesity (another hidden addiction issue—refined sugar is a 

                                                      
8 www.drugscope.org.uk/ourwork/pressoffice/pressreleases/Young+Peoples+Cuts 
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very addictive substance for some—especially when combined with fat and refined flour; 
and the food industry use the science of brain chemistry and pleasure release to entrap us 
and sell more product)9 

 
 We have a big public education job ahead. There are examples of good practice.10  
 
But there is still so much shame attached to addiction in the UK that many families are scared to 
speak up—or even seek help for a loved one. Challenging the status quo is off the agenda. Which 
is why I applaud and support Mitch Winehouse, Amy’s family and the Amy Winehouse 
Foundation for daring to speak up for those families who are affected by this illness. 
 
And is precisely why I am taking the time to write to your inquiry. 
 
I am sending you a proposal for a fiscally responsible project with strategies grounded in science, 
health, security and human rights’: a plan for a world-class teen rehab; written by John Taylor, 
from the band Duran Duran, and I.11 
 Aside from treating the most desperate, vulnerable young people- this facility will be a national 

centre for research, education and training. It will flag up emerging problems: the 
availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances. It will also pioneer new treatment protocols. 

 
By working holistically with families and younger siblings too—to break the chains of addiction 
and stop this illness being passed to the next generations. It will create citizens and families who 
really contribute and pass on their knowledge to their schools and whole communities. Very good 
value for money. 
 
There are many respected people who support this project—including Camila Batmanghelidjh12, 
Mark Johnson13, Jerry Moe14 and Elizabeth Burton Phillips—who lost one of her twin boys to a 
heroin overdose and now runs Drugfam15. 
 
I am sure that with John Taylor’s help and extensive contacts book we can raise much of the 
capital to build Kate’s House. 
 
We are calling it Kate’s House (working title) because we are very much hoping that Action on 
Addiction16 will ask their new patron—Kate, Duchess of Cambridge to help us work together on 
this important, legacy project. 
 
A successful businessman—whose father died of alcoholism and who is himself an addict in 
recovery has kindly volunteered to give us a £5 million plot of land in Essex to build on. Not a 
bad start. 
 

                                                      
9 www.youtube.com/watch?v=dBnniua6-oM&feature=youtu.be 
10 Such as this project I assisted the Wellcome Trust with www.wellcome.ac.uk/Education-resources/Teaching-and-education/Big-
Picture/All-issues/Addiction/index.htm 
11 John Taylor is in recovery, for 18 years, and is the parent of teens who have had access to best practice treatment, in California. His 
career success globally with Duran Duran and his long term recovery has given him a unique insight into addiction and popular 
culture. He lives in both LA and Wiltshire. 
12 www.kidsco.org.uk 
13 www.uservoice.org/ 
14 www.bettyfordcenter.org/family-and-children/children/index.php 
15 www.drugfam.co.uk/ 
16 www.actiononaddiction.org.uk/home.aspx 
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But, and it’s a big but, we do need the British Government to commit to funding at least five of 
the beds—an ask of less than £2 million a year. Nothing in the grand scheme of things. Certainly, 
a lot less than a new royal yacht; which I support—as an investment in a valuable part of our 
national brand. 
 
In these fiscally tight times, it will take a lot of lobbying to get ministers to commit to #teenrehab 
(see Twitter) 
 
I would be very happy to attend as a witness in person before your committee- to be questioned 
about this evidence. John Taylor is coming to the end of his very successful world tour with 
Duran Duran (see their YouTube 5million+ hit Girl Panic17). His diary “is pretty gnarly“ but he is 
open to attending with me, for what is such an important, timely, drugs policy inquiry. 
 
I have been working alongside many talented, committed individuals- including Middlegate’s 
wonderful former staff- giving our time for free, for a number of years now- to realise the goal of 
a new teen rehab in the UK. And with Mitch Winehouse’s help—in Amy’s memory—we have 
achieved meetings with ministers at a high level in the Home Office and Department of Health. 
But what looked at first like hopeful signs of progress, towards the later part of 2011, under the 
coalition, is now seriously wilting on the vine. 
 
Dr Deborah Judge’s project in Taunton was turned down for lottery funding and her team had a 
meeting with David Burrowes MP—where it was clear that the Government are not going to 
allocate new money to this. 
 
The Amy Winehouse Foundation realised what we were up against and have chosen to put their 
energies into more easily achievable goals—such as putting Recovery Champions into schools; 
which is very valuable work. 
 
To be very honest, over Christmas I felt very depressed about all this. I’ve worked very hard to 
get positive about 2012. But if things don’t improve soon here in Great Britain, I will have to 
seriously consider the work offers from the brilliant rehabs and treatment companies in the 
USA—such as The Newport Academy, in Orange County.18 
 
If I’m to be able to do the highest standard work, I feel so called to do, I will pack up and leave 
my home and beautiful dog (@MarnieTheBeagle) to do this. 
 
I am very grateful for my recovery. And know how lucky I was to be able to afford 8 months in 
the Priory; which saved my life.19 
 
I could have done with rehab as a teenager, after my mum left my 11 year old brother and me, I 
went into a suicidal melt-down and stopped going to school. And if a loving place of safety—like 
Kate’s House—had been available to me then, maybe I wouldn’t have lost my virginity to an 
unemployed paedophile—who groomed me in the community and gave me free alcohol and 
drugs? 
 
I am so passionate about this because I really know what these most vulnerable kids- who think 
they are so grown-up- are going through. I have walked through the pain of facing abuse, trauma 
                                                      
17 www.youtube.com/watch?v=sSMbOuNBV0s 
18 www.newport-academy.com/ 
19 www.independent.co.uk/life-style/health-and-families/health-news/from-groucho-club-to-rehab-one-womans-battle-to-beat-cocaine-
addiction-468765.html 
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and abandonment and know what is needed to make that experience- that words cannot describe- 
as safe as it can be. 
 
Whilst California has its many attractions, I would so much rather stay grounded here and help 
our great British youth have the treatment they deserve. To pass on what has been given to me— 
One Day at a Time; for over ten years now. 
 
To misquote from that great spiritual masterpiece that is Star Wars, “Please, help us Home 
Affairs Select Committee—you’re our only hope.” 
 
Your report can shine a light into the dark corners and could really help us change things to 
improve public health and reduce demand for substances that damage health and ruin families. 
 
I hope you have found this document and the links useful? Please email or call me, if anything is 
not clear? 
 
May the force be with you. 
 
And with our innocent, addicted, children too. 
 
Memorandum 
 
1) The Problem 
We have no residential rehab facility for teenagers in the UK. 

 
Middlegate was our only facility and it closed on 19.2.10 
Please watch this short video on YouTube to explain the background of how Middlegate came to 
close: 
 
http://youtu.be/yDc4vH7lfak 
 
The situation for adults in the UK is less than satisfactory—here’s an article—Rehab Needs A 
Fix—from The Independent; that explains the wider context. 
 
www.independent.co.uk/life-style/health-and-families/features/rehab-needs-a-fix-2330673.html 
 
Mark Johnson wrote an important article in The Guardian last month about trying to find a place 
to take in a 16 year old heroin user (who had been physically addicted to heroin since 12) for 
detox.20 
 
The NTA’s response to his article—in comments section—highlights the challenges that the 
clinicians like myself, who understand how to work with people to get them abstinent (a desired 
objective of the new drugs’ strategy), are facing. 
 
The NTA are clearly not respecting young people’s human right to humane, age-appropriate, 
treatment. This is their statement to the BBC- shortly after Mr Mitch Winehouse and I visited Mr 
Vaz and Mr James Brokenshire at the Home Office on August, 1, last year: 
 
“Young people with drugs problems are definitely not being short-changed”. 

                                                      
20 www.guardian.co.uk/society/2012/jan/17/treat-drug-addicted-children-as-adults 
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It says that while there are no longer any rehab centres that focus solely on substance addiction, 
there are facilities that can help: "There are plenty of residential places for children in need - 
care homes or secure estate," said an NTA spokesman. 
 
"There's no problem sending a child with a substance misuse problem into one of these home 
where they can get treatment for their problem alongside other problems." 
 
(Source: Kicking The Habit: How Important Are Teen Rehab Centres?21) 
 
So, it’s OK to remove a child from a loving home- who has a mephedrone addiction (or any of 
the many emerging “legal highs”), or a history of dangerous binge-drinking, or failing in school 
because of cannabis smoking—and put them in a state care home, or lock them in a secure 
detention centre? Doesn’t this trample all over their human rights? 
 
But it’s not desirable for this “treatment agency” to fund a specialist medical centre to deal with, 
what is now evidence-based to be, a brain-centred illness; often with a genetic component that is 
triggered by trauma.22  
 
I’d like to remind you all of where this addiction can take young, vulnerable people; and how 
powerful it is. 
 
Let’s not forget the national shock about the stories of the young Ipswich prostitutes. This is my 
Sky interview, as addictions expert for Frank23, about prostitution and addiction to heroin and 
crack 
  
www.youtube.com/watch?v=DfR-
U5q_H1c&list=UUvQ15DugBUuM6KWca42MOUg&index=27&feature=plcp 
 
As a Priory Healthcare-trained therapist- who has been privileged to work with some of the best 
Drs and psychiatrists- I can tell you, that any interventions delivered in a care home or detention 
centre are not by qualified experts and the environment is itself not conducive for healing. There 
are other young people using or drinking around the person trying to get off drugs and often poor 
boundaries; and the environment itself is adding to the trauma, which is what triggers and fuels 
addiction in the first place. 
 
Middlegate shut just as a national media campaign was gaining momentum: 
 
www.thesun.co.uk/sol/homepage/features/2840250/Battle-to-keep-open-unit-rehabilitating-
addict-children.html 
 
A burgeoning social media network community of friends, family and former patients—who 
were amongst the hundreds of young people who had benefitted from Middlegate’s24 outstanding 
educational and therapeutic support. 
 
 www.facebook.com/group.php?gid=322866671101 

                                                      
21 www.bbc.co.uk/news/uk-14384213 
22 latest research www.bbc.co.uk/news/health-16854593 
23 www.talktofrank.com 

24 www.middlegate.co.uk/brochure.php 
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2) Solutions 
John Taylor and I have had access to some of the best facilities and addiction professionals in the 
field. They have helped us shape this proposal for a world-class UK-based facility, to be 
pioneered and perfected here and then rolled out across the world (starting with the 
Commonwealth nations). 
  
*Kate’s House—a rehab for teens 
Mission Statement 
Kate’s House will be a safe haven for teenagers who are addicted to drugs and alcohol and need 
specialist, holistic treatment—away from the people, places and things that have triggered and 
enabled their illness; which have made treatment in the community not a viable option. 
 
Kate’s House offers sober scholarships to those most desperate young people. 
 
Kate’s House will be equipped to medically manage detox and rehabilitate up to ten teenagers 
together in a warm, homely, household. The skilled, multi-disciplinary team will foster a healthy 
family-like environment: working with the young people to restore their hope and health and trust 
in adults, their fellows, and themselves- so they can begin to enjoy living clean of substances and 
harming behaviours. 
 
Kate’s House will provide a pioneering, world-class, therapeutic and educational environment 
which is dynamic and innovative- that both acknowledges the differences that gender, culture, 
sexuality and socio-economic backgrounds make, whilst also helping the students understand 
how the patterns of addiction and alcoholism have impacted their lives; 
 
All students of Kate’s House will be treated with equal respect and dignity. 
 
The 7 days a week/365 days a year schedule incorporates evidence-based treatment approaches 
such as the 12 Step programme, Family Week, Cognitive Behaviour Therapy (CBT), experiential 
therapies such as Music and Equine therapy, outward bound team-building, and body work such 
as yoga, acupuncture and reflexology. 
 
Family Week at Kate’s House is a key component of our holistic approach that ensures the 
students and their family/responsible adults learn together about the addictive illness and what is 
needed to overcome it. 
 
Younger siblings and children of addicts will be invited to take part in the regular Kate’s House 
children's programme, to break the cycle and prevent the trauma leading to yet more addicted 
children. 
 
Full Assessment—physical, mental and emotional—will provide a template for individualised 
Care Plans and pick up any particular challenges such as cognitive impairment and/or learning 
difficulties. Within a structured, boundaried setting the students will be given the therapeutic 
support and sense of security to face and heal past traumas and rebuild self-esteem to enable 
healthier relationships. 
 
Our Fast Track scholarship referral system means we can respond quickly to constantly changing 
fashions in teenage poly-drug use. We will be uniquely placed to acquire and share new street-
level knowledge and related research, new treatment protocols and accredited training with the in-
house team and wider UK/international community of addiction professionals. Information 
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sharing can be established with need-to-know organisations such as Gov. departments and 
ACMD (Advisory Council on the Misuse of Drugs). 
 
Kate's House is founded on the "actualizing principle" that all the young people who come to us 
have enormous potential. Our facilities will include an in-house music studio, guest speakers 
from the creative fields will talk on the subject of living and working sober, The students will be 
encouraged to find and develop their talent through expressing their creative selves in the telling 
of their Life Story. The journeys through treatment will be documented by the students 
themselves and they will graduate with a story that expresses the past and a dream for the future. 
 
By empowering a positive peer culture- residents will learn and practise leadership skills and 
accountability to the group and wider community. As active participants in the daily running of 
Kate's House the young people will learn about budgeting, a good work ethic, healthy eating, 
exercise and being active; relaxing naturally and balancing their work/fun schedule. 
 
Graduates of the Kate’s House programme will exit residential treatment with a clear focus and 
solid structure- to help them through the difficult first years of recovery, to reach their highest 
potential and walk their life path with integrity and purpose. 
 
Alumni will be expected to check-in regularly as part of their after-care plan and submit to further 
treatment such random drug testing,12 Step meetings, and attending the annual House reunions 
Kate's Recovery Champions will be responsible for carrying the torch of recovery, sharing their 
privileged knowledge in schools and youth clubs across the UK—to illuminate the path for other 
young people who need help. 
 
Fundraising 
 
Our talks with the UK government—to fund the medical facilities at Kate’s House and to 
simplify the state referral system, so that local areas can more easily pay for some of our beds—
have ground to a halt. 
 
We are being told that no new money will be made available to fund this project. 
 
So in order to open this facility and guarantee standards of holistic care, and to ensure our door is 
always open to give fast-track access to help, Kate’s House will have to be funded by charitable 
giving and benefactors. 
 
To this end, we have approached Action on Addiction, to ask if their new patron—Kate, Duchess 
of Cambridge, will put her name to the project and help us to raise funds. 
 
Raising £2.5-5 million is going to take some considerable time. 
 
Meanwhile our most desperate young addicts have no choice but to keep selling themselves on 
the streets and doing whatever crime they have to, to feed their addictions. 
 
Imagine if it was your child or grandchild…would you help us? What would you do? 
 
February 2012 
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Written evidence submitted by Dr Deborah Judge [DP168] 
 

At short notice I was made aware of the opportunity to feedback to the select committee. 
 
I am Co-Chair of the Royal College of Psychiatrists—Special Interest Group for Child and 
Adolescent Substance Misuse. I am a National Health Service (NHS) Consultant Psychiatrist 
working with the Bristol Specialist Substance Misuse Service. I have been working with 
Young people, substance misuse, mental health and youth offending over the last ten years. I 
have briefly commented on the following items from the terms of reference. I am writing as 
an individual clinician as I have not been able to discuss these views with College colleagues, 
but many of my views are shared and regularly discussed within our group.  
 
I have no idea how to submit thoughts to a Home Affairs Select Committee, so forgive me if 
I’ve stepped out of line! 
 
Terms of Reference 

• The independence and quality of expert advice which is being given to the 
Government 

• The relationship between drug and alcohol abuse 
s • The comparative harm and cost of legal and illegal drug

• The impact of the transfer of functions of the National Treatment Agency (NTA) for 
Substance Misuse to Public Health England and how this will affect the provision of 
treatment 

• The extent to which public health considerations should play a leading role in 
developing drugs policy 

• The availability of ‘legal highs’ and the challenges associated with adapting the legal 
framework to deal with new substances 
 

Young People and Substance Misuse—the risks of disinvestment in child and adolescent 
treatment services-2012 
 
The independence and quality of expert advice which is being given to the government 
The quality of advice being given regarding child and adolescent patterns of harmful 
substance misuse—could be greatly improved. The College special Interest Group would 
welcome the opportunity to become more involved and deliver high quality evidence of 
treatment efficacy. 
 
The Royal College Special Interest Group (SIG) have published a draft document to describe 
the mult-modal, systemic treatment to provide evidence-based interventions by specialist 
youth multi-agency teams. This document will help the NTA to significantly shift its position 
on young people’s treatment nationally and to develop specialist treatment services with 
improved health, social and re-offending outcomes. Thus the NTA will more productively 
blend the Department of Health (DoH), Ministry of Justice (MoJ) and Substance Misuse 
Treatment objectives within its new position in Public Health—these are the public health 
objectives for the next generation of working adults and parents. 
 
The last three years have seen significant reductions in substance misuse services nationally 
for young people across all levels of treatment intervention; from residential detoxification 
and rehabilitation to community youth outreach workers. 
 
Evidence 
Closure of Middlegate Lodge—the only residential provision for young people in the UK, 
Lincolnshire. 
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Decommissioning or significant cuts in specialist treatment services e.g. Wiltshire, 2009, 
North Somerset 2009, Somerset, 2010. 
 
Bath and North East Somerset—In-volve—provider of specialist treatment service for under 
18s—company go into liquidation, November 2011. 
 
Feedback nationally to Royal College Psychiatrist Special Interest Group—Child and 
Adolescent Addictions. 
 
The opportunity arising from the move of the NTA Public Health. 
Because the NTA have followed definitions of Adult treatment models which have a linear 
model of causality—high risk is only ever recognised with dependent class A drug use. 
Cannabis use and Alcohol use disorders have been consistently marginalised and minimised 
as a treatment need for young people. 
 
This rather simplistic model will inevitably give an impression that childhood substance 
misuse is low level, simple to treat and without serious consequences in adult life. This is a 
very dangerously misleading policy to follow. 
 
By using the Adult definitions it has been possible for services to be cut back for young 
people, because the patterns of substance use in childhood, which are high risk, are very 
different. 
 
The current collection of data, National Drug Treatment Monitoring System (NDTMS), 
which collects treatment data nationally (set up by the NTA) does not reflect young people’s 
treatment at all. It is currently, and has for the last 10 years been unfit for pupose. The latest 
figures published by the NTA which describe the decrease in young people in treatment for 
substance misuse problems, reflects the decrease in available services and youth workers and 
not any decrease in problematic substance misuse.  
 
The patterns of substance misuse in childhood which lead to high risk behaviour and 
morbidty and mortality in adolescence are complex risk trajectories. This means that we 
should view these trajectiories at any point in childhood with a developmental perspective. 
 
For example, a 9 year old boy, who has experienced family breakdown, disrupted early 
relationships, domestic violence, school failure, peer rejection and bullying and has started 
smoking tobacco and occasionally drinks alcohol and has been intoxicated on a couple of 
occasions, is on a high risk trajectory which is outside developmental norms. 
 
For example, a 15 year old girl who has experienced parental domestic violence, separations 
and parental alcohol dependence, school truanting, sexual exploitation, pregnancy and 
pregnancy termination, who has been smoking cannabis daily for the last year, binge drinks at 
weekends and has been self-harming and depressed, is on a high risk trajectory which is 
outside developmental norms. 
 
With current NTA definitions of treatment, neither of these high risk patterns of substance 
misuse in childhood would be recorded in NTA national data. These children would be 
unlikely to access Child and Family Mental Health Services, because these NHS Child and 
Adolescent Mental Health Services (CAMHS) have also been subject to financial budget 
constraints and rationing and children with conduct problems, who are out of school or in the 
care system tend to fall outside the high threshold for access (usually defined by mental 
illness and often excluding substance misuse). 
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Furthermore, because residential treatment is unavailable in England currently, young people 
are accessing residential facilities in Wales. These young people will not be recorded in NTA 
data, because this data is only collected in England. 
 
The next fundamental difficulty in the NTA’s policy for young people’s treatment are the 
definitions for treatment outcomes.  
 
Follow adult treatment outcomes, the major drive is for a model of abstinence for dependent 
drug and alcohol use. The only significant outcomes under scrutiny are those of reduced 
substance misuse. 
 
This does not fit for young people’s treatment because most problematic/high risk use is not 
dependent use, as can be seen from the earlier examples. This misses a key opportunity for 
improved health and social outcomes. 
 
We know that young people do not develop addiction problems in a vacuum. Young people 
develop patterns of substance misuse through childhood, especially when they come from 
high risk childhood backgrounds. The high risk trajectories are complex in health, mental 
health, social and offending risk. Treatment outcomes which reflect reduced risk must reflect 
the positive social (eg.stable housing provision), health, mental health and reduction in re-
offending outcomes as well as reduction in substance misuse. Multi-modal outcomes are 
currently not recorded at all. 
 
How fortuitous then for the NTA to move into Public Health England to agree positive health, 
mental health and social oucomes for young people, and work systemically across 
government departments, knitting together enlightened cross-policy directives…instead of 
working with what could be described as a rather blinkered approach. 
 
Patterns of Drug and Alcohol use 
As exemplified in the two case vignettes, patterns of harmful use begin in childhood—and 
here is the opportunity to intervene most effectively! 
 
Comparative harm and cost of drugs 
In childhood alcohol is the cheapest, most widely available and most harmful drug impacting 
on child and adolescent health, mental health, morbidity and mortality. 
 
Availability of legal highs 
In clinical work we have seen a huge impact of the changing patterns of drug use in young 
people. Young people are evolving the new trends and tend to have a high level of 
experimentation with novel substances. There is a wealth of information from Youth services 
and professionals working with young people which has hitherto been ignored. Changing 
patterns of substance misuse should inform policy much more effectively—as this 
information indicates the future problems and risks in adult drug treatment services. 
 
February 2012 
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Written evidence submitted by Hope Humphreys [DP169] 
 

1. When I gave written evidence to the Home Affairs Select Committee (HASC) in 2002 I felt I was playing 
my part in the democratic process and having my opinions, based on personal experience, read and 
considered. I was very pleased to be invited to give oral evidence. It seemed that I was given a chance to 
make some kind of difference.  

 
2. I was listened to, as were many others, and HASC came up with recommendations that could begin to undo 

some of the damage caused by our Drug Laws. The final recommendation, signed by the present Prime 
Minister, Number 24: was “We recommend that the Government initiates a discussion within the 
Commission on Narcotic Drugs of alternative ways—including the possibility of legalisation and 
regulation—to tackle the global drugs dilemma (Paragraph 267).” That was ten years ago and no such 
recommendation has been undertaken.  

 
3. My submission will concentrate on the on the last paragraph “whether detailed consideration ought to be 

given to alternative ways of tackling the drugs dilemma, etc.” 
 

1.1. Introduction  
1.1.1. “Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, 

as recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It Working?, 
HC 318, 2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: 
the case for justice reinvestment, HC 94, 2009–10).” 

 
1.2. Executive Summary 
1.2.1. I have chosen to concentrate on this item because nothing constructive can be achieved to reduce the 

harm caused by drugs until their supply is brought under reasonable legal control and drug use is 
treated as a health and social problem completely removed from the Criminal Justice System.  

 
1.3. Brief Introduction 
1.3.1. I have been campaigning with my husband Mick Humphreys, since 1995 for changes in our Drug 

Laws which are not fit for purpose.  
 
1.3.2. We have both been members of Transforms Drug Policy Foundation (TDPF) since it was founded, 

and support their aims completely independently. 
 

1.4. Factual Information 
1.5. Drug supply remains firmly in the hands of criminals.  
1.5.1. This means that there is no control of their strength and purity. Illegal drugs are far too dangerous to 

be left in the hands of criminals and as we know that many young people will experiment with drugs 
it is irresponsible for to allow this to continue. 

 
1.6. Illegality of drugs hampers debate   
1.6.1. We want to educate about the dangers of drugs but because they are illegal it gets in the way of 

honest debate. Responsible adults are not going to risk being caught saying that getting drunk can be 
more dangerous that taking ecstasy, or that smoking 20 cigarettes a day is worse than smoking a 
joint. They cannot be seen to be recommending an illegal substance so they don’t tell the truth and 
our well informed youth stop listening. Our laws do not allow us to behave responsibly. 

 
1.7. Criminalising our Young 
1.7.1. Most young people will experiment with drugs, and many will share them with friends. To them this 

is like getting a round of drinks. To the law they are drug dealers that belong in prison. Our laws are 
a blunt instrument that endangers the futures of our young more than the drugs do. All sorts of 
lifelong restrictions are put on those unlucky enough to be caught by our Draconian laws. As 
responsible adults we want to protect young people. Our drug laws do not allow us to.  

 
1.8. Waste of Money 
1.8.1. We spend so much money enforcing the drug laws that there is little left to educate or help those 

afflicted by drugs. Prisons are full of problem drug users but if drugs were taken out of the Criminal 
Justice System, these people would have more chance of getting treatment and rehabilitation.  
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1.9. Cowardice of Government 
1.9.1. If any “detailed consideration ought to be given to alternate ways of tackling the drugs dilemma, etc” 

as recommended by HASC in 2002, the biggest difficulty will be the co-operation of the 
Government. The Government has shown itself to be terrified by the press, especially The Daily 
Mail, and has so far refused to have any sensible debate on decimalisation of drugs. MPs in general 
are more worried about getting re-elected than putting their heads above the parapet on such an 
emotive issue. You do get a few brave ones like Paul Flynn who are willing to speak out putting 
honesty and evidence as the main priority in his arguments, but sadly they are very rare.  

 
1.10. Widespread Hypocrisy 
1.10.1. Hypocrisy on the drug issue is not confined to the Government, nor just to GB but widespread. 

How many MPs or members of the Government have tried illegal drugs? How many American 
Presidents have tried illegal drugs?  Some may have even enjoyed them, because the truth is they can 
be fun, and used sensibly are no more dangerous than any other pleasurable things. That is precisely 
why they are so popular. But do you hear many people who actually have the power to make a 
difference tell the truth about these things?  The truth is not what matters to them. To be seen to be 
“tough on drugs”, to “win the war” on drugs is what they care about, or pretend to care about.  

 
2. Forward Thinking  

2.1.1. In the 10 years since the last HASC report a lot has happened. Switzerland has provided clean heroin 
and safe injecting rooms to addicts, which has reduced crime and deaths from overdoses 
dramatically. Portugal and several other European countries have decriminalised possession of drugs 
for personal use with no negative effects. And in Mexico about 5,000 people have been killed in the 
last five years by rival drug cartels because, while drugs remain illegal, huge fortunes can be made. 
Public opinion is way ahead of what the law makers are advocating. Many people now agree that the 
so called “War on Drugs” was lost long ago. More and more public figures are speaking out for 
change, for instance, highly respected business men like Richard Branson. It’s time now for the 
Government to do some forward thinking and put aside all their fears and prejudices and look at the 
facts, and act on them 

 
3. Recommendation 

3.1.1. When detailed consideration has been given to alternate ways of tackling the drugs dilemma there 
will have to be changes. These changes will save money, empty prisons, and above all save lives. 
The other points in the HASC inquiry into drugs are all important but are hampered by the fact that 
while drugs supply remains in the hands of criminals and we continue to have criminal sanctions 
against drugs there can’t be any logical solution. It’s fiddling while Rome is burning. It is not good 
enough to have learned expert committees, every ten years or so, making great pronouncements and 
then moving onto the next thing leaving the mayhem to continue. After all the talking there has to be 
action. 

 
February 2012 
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Written evidence submitted by the Advisory Council on the Misuse of Drugs (ACMD) [DP170] 
 
The Advisory Council on the Misuse of Drugs (ACMD) makes recommendations to Government on the control 
of dangerous or otherwise harmful drugs, including classification and scheduling under the Misuse of Drugs Act 
1971 and its Regulations. It considers any substance which is being, or appears to be, misused and of which is 
having, or appears to be capable of having harmful, effects sufficient to cause a social problem. 
 
The ACMD also carries out in-depth inquiries into aspects of drug use that are causing particular concern in the 
UK, with the aim of producing considered reports for both policy makers and practitioners.1 
 
The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible policy with strategies 
grounded in science, health, security and human rights’ in line with the recent recommendation by the Global 
Commission on Drug Policy. 
 
Key points 
The Government’s drug strategy is largely grounded in science, health, security and human rights.  
 
The ACMD consider that the use of evidence should be at the forefront of considerations. This is reliant on robust 
research and evaluation being undertaken. The shrinking public sector and current financial austerity measures 
will have an impact on drug strategies, and the Government should recognise and look to mitigate for this.  
 
The benefit of prevention initiatives for children, and with families, to prevent substance misuse should be 
recognised. Effort should be placed to ensure appropriate links are made between the individual, their networks 
within the setting of schools and families and how services can best be targeted to unlock cross cutting 
opportunities to improve outcomes. The key is the timeliness of the intervention.  
 
The Government should continue to look to the evidence base and its advisers for guiding it through difficult 
decisions around measures to deal with substance misuse.  
 
Evidence 
An evidence-based approach is advocated for delivery of the 2010 Drug Strategy, as evidenced by the extra 
investment and prioritisation of evidence-based drug treatment (via the Pooled Treatment Budget) particularly 
since 2002.  
 
The criteria used by the Government to measure the efficacy of its drug policies 
 
Key points 
In principle, the ACMD supports the move to measuring drug policy by sound outcomes and cost- effectiveness. 
The ACMD recognise that there is much to do to get to a position where there are outcome measures and cost-
effectiveness measures for all the three main strands of the drug strategy: the drug strategy includes some key 
measures for reducing drug use, and increasing the numbers recovering from their dependence—the ACMD 
recommend the development of measures for the supply reduction strand. 
 
To effectively deliver the strategy the ACMD consider that there needs to be a better understanding and ability to 
measure social value, particularly at the local level.  

One of the overarching aims of the drug strategy is to ‘increase the numbers recovering from their dependence’. 
Although the ‘ultimate goal’ is to enable people to become free of dependence, the strategy states that recovery ‘is 

                                                 
1 All ACMD reports, minutes and membership information is available at: www.homeoffice.gov.uk/agencies-public-bodies/acmd/ 
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an individual person-centred journey as opposed to an end state’—this is important, as it recognises that recovery 
includes much more than abstinence.  

Too narrow a focus may have unintended consequences for those in treatment with the most complex needs, who 
may not be able to achieve recovery easily, quickly or at all. 

Evidence 
• Drug treatment has proven benefits for those whilst undergoing treatment, not just those who can 

overcome their dependency and recommend this is fully taken into account. 
• Payment by results commissioning for drug and alcohol treatment is in its very early stages. The ACMD, 

through its Recovery Committee, will be providing further advice to Government on this issue.  

The independence and quality of expert advice which is being given to the government 
 
Key point 
The Government benefits from independent expert advice on highly emotive issues such as drug use and misuse. 
The use of independent expert bodies should be maintained and encouraged. The Government could enhance the 
quality of this advice by ensuring that independent research and evaluation is systematically commissioned on all 
aspects of the national drug strategy.   
 
Evidence 
The independence of the ACMD is specifically set out in the Misuse of Drugs Act 1971 and a Working Protocol, 
agreed between the ACMD and the Home Secretary.2 The ACMD has high expectations that this document will 
form the basis for the continued provision of advice and sets out the Government’s commitment to evidence- 
based policy making.  
 
The Omand report (2011) found the ACMD to be ‘effective, excellent value for money, and an authoritative 
source of advice’.  
 
It is important that recommendations of expert bodies are properly considered to best inform the development of a 
better UK evidence-base to develop drug policy. 
 
The relative investment in evaluation and research does not match, nor is it proportionate to, the large public 
investment in drug demand reduction and supply reduction activities. 
 
The piloting and independent evaluation of new approaches may enable later implementation if interventions are 
found to be successful. 
 
Whether drug-related policing and expenditure is likely to decrease in line with police budgets and what impact 
this may have 
 
Key points 
The introduction of police and crime commissioners and potential disinvestment in the substance misuse agenda 
needs to be monitored, particularly in the context of the current constraints on (or reductions in) police budgets. 
 
It will be important for the Drug Interventions Programme to be continued as it has been successful at referring 
drug users into treatment and reducing crime. 
 

                                                 
2 The protocol is available at: www.homeoffice.gov.uk/agencies-public-bodies/acmd/ 
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In times of recession and financial austerity, recent research by RAND (Research ANd Development) (2011) 
indicates that in the general population levels of substance use (drugs and alcohol) tend to go down. However, the 
experience of some communities during the recessions in the 1980’s and early 1990s highlights concern about the 
potential impact of youth unemployment on levels and patterns of drug and alcohol misuse amongst young people 
and young adults (particularly problem drug use). An increase in youth and young adult unemployment may be 
accompanied by an increase in young people dealing drugs to generate income.  
 
Evidence 
The Home Office Research Report 2 The Drug Interventions Programme (DIP): addressing drug use and 
offending through “Tough Choices” 2007 reports an overall drop in offending by a cohort of 7,727 of 26% 
following DIP identification and that levels of retention in treatment for DIP entrants equalled those of non-
criminal justice route entrants to treatment. The Home Office (website) reports that, in 2009/10, the Drug 
Interventions Programme helped to manage over 57,000 people into drug treatment and recovery services. 
 
RAND report, 2011. 
 
The cost effectiveness of different policies to reduce drug usage 
 
Key point 
While some International evidence suggests that drug policy appears to have limited impact on the overall level of 
drug use (Professor Reuter et al (2007) review for UK Drug Policy Commission (UKDPC), policy responses 
(such as investment in drug treatment) can address the harms associated with drug use. The authors of the 
UKDPC study argue that drug use is more influenced by wider social, economic and cultural factors.  
 
In summary: there is poor evidence that drug use is impacted on by drug education, some evidence (although 
conflicting) about the cost effectiveness of prevention activities and a strong evidence-based about the cost 
effectiveness of drug treatment (particularly for heroin and/or crack cocaine dependency). There is little evidence 
on the overall cost-effectiveness of supply activities. The evidence base for the effective treatment of problems 
associated with new psychoactive substances is less strong, but is developing. 
 
Drug use 
English school and crime survey data shows that the metric of ‘all drug use’ peaked in 2004 and has since fallen 
to levels similar to those recorded in1996. However, Class A drug use has remained relatively stable, although 
cocaine use amongst 16 to 24 year olds has increased, and there has been an emergence of the use of other 
psychoactive drugs including mephedrone, ketamine and GBL (gamma butyrolactone). 
 
Research provides little evidence to show that drug education of itself reduces drug use, although it can delay any 
start of drug use. 
 
Problem drug use 
There is strong evidence that drug treatment is cost-effective and can reduce and cease drug use. Furthermore, 
recent research evidence demonstrates that the number of problem heroin and crack users has recently reduced.3 
This group has been prioritised by recent drug treatment policy and the NTA argue that this reduction is linked to 
an increase in drug treatment capacity, treatment ‘penetration’ and an increase in people successfully completing 

                                                 
3 Whilst the most recent national data shows a fall, there is a time lag in collection of such data. The most recent front line view in the North West is that 
injecting heroin use is increasing in the last couple of months, confirming the fears of many drugs workers that pushing people into rapid detox may be 
counter productive. This has been reported in the NW by several sources including drug workers in criminal justice and NHS services, as well as 3rd sector. It 
could be a NW regional phenomenon or it could be that the NW sees it first because it has the highest drug use outside London and it has some of the areas 
of greatest deprivation so will feel the recession first and deepest. However, there appear to be regional differences as in London data from the front-line, 
capture-recapture and the NTA indicating a general drop in injecting among heroin users, with the remaining injectors having greater need.  
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drug treatment, although a cause-and-effect relationship has not yet been established. There is also evidence that 
injecting drug use is reducing all across the UK and Europe (excluding steroid use). 
 
There is a time lag in the collection of official data on those presenting for treatment. The experience of some 
treatment services, for example in Swansea the north west of England, suggests a recent increase in injecting 
heroin use. It is not possible for the ACMD to confirm such reports or verify whether there is evidence of an 
upward trend—the National Treatment Agency may be best placed to investigate this. 
 
The ACMD recommend the Government invest more in the commissioning of independent research to establish 
the effectiveness and cost—effectiveness of different aspects of drug policy. 
 
Evidence 
Drug Misuse Declared: British Crime Survey 2010-11, Home Office Statistical Bulletin December 2011. 
Smoking, drinking and drug use amongst young people in England 2010, Health and Social. 
 
Care Information centre 2011. 
 
Prevalence Problem Drug Users in England, Hay et al, University of Glasgow 2011. 
 
The extent to which public health considerations should play a leading role in developing drugs policy 
 
Key points 
Public health considerations are of vital importance in drug policy due to the association between drug misuse 
and, for example, sexual health, blood borne viruses, smoking, poor diet and unhealthy lifestyles. 
 
England has an excellent track record in the implementation of ground-breaking interventions (including needle 
exchange and methadone maintenance programmes) which have resulted in one of Europe’s lowest rate of HIV 
amongst injecting drugs users (6%). Investment in such public health interventions needs to be maintained. 
 
The ACMD recommends that public health should be placed on an equal footing with the legislative and criminal 
justice elements in influencing drug policy—particularly reducing demand and promoting recovery.  
 
The introduction of the new public health service and the transfer of the functions of the NTA into Public Health 
England are broadly welcomed. The responsibilities of Health and Wellbeing Boards and directors of public 
health provide the opportunity to better integrate health, public health and social care. The transfer of 
responsibility to local authorities for drug and alcohol treatment also has the potential to improve the 
commissioning of (and partnership working between) treatment and related recovery services (e.g. access to 
housing). The ACMD is however, aware of the potential competing demands on local public health service 
budgets, particularly with the planned removal of the ‘ring-fence’ for the ‘pooled treatment budget’. The risk of 
disinvestment in drug and alcohol services (and the capacity to support the aims of the drug strategy) merits the 
introduction of specific safeguards for the funding for drug and alcohol treatment, including consideration of 
transitional protection. Public Health England will play a key role in supporting local authorities in providing 
accessible, high quality and evidence-based treatment services. Future trends in epidemiology of drug use; 
prevalence and incidence of drug-related morbidity levels; and drug mortality data will need to be closely 
monitored.  
 
National and local policy and commissioning fora will also need to consider community safety and crime 
prevention and reduction concerns, particularly given the transfer of treatment funding from the Ministry of 
Justice. Evidence is strong that drug interventions including diversion and treatment of drug misusing offenders is 
cost effective and reduces crime and so community safety and interventions with offenders remain an important 
consideration of local and national drug policy. Future trends in epidemiology of drug use; prevalence and 
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incidence of drug-related morbidity levels; and drug mortality data will need to be closely monitored. At present, 
in fact, most drug and alcohol treatment services in several areas in England are not any longer part of the NHS 
and this may be seen as a potential disinvestment in the substance misuse agenda. Public health professionals may 
require investment in training to ensure competence in substance misuse.  
 
Police and Crime Commissioners will have an obvious interest in the important role that local drug and alcohol 
services play in addressing crime and re-offending. Although criminal justice system representatives can be 
invited to participate in Health and Wellbeing Boards, we understand that there is currently no statutory obligation 
for them to be involved or consulted. There will be a need to ensure co-ordination (and potentially shared funding 
and commissioning) for overlapping.  
 
Measures in the Health and Social Care Bill will impact on the commissioning of drug and alcohol treatment in 
prisons and the integration between prison and community based provision. The ACMD welcomed proposals in 
the criminal justice Green Paper (‘Breaking the cycle’, 2011) to improve drug and alcohol treatment in prisons 
and to explore the development of more ‘intensive’ and ‘secure’ community based treatment as a further 
alternative to a custodial sentence. We also welcomed the commitment to improve treatment and other support for 
women offenders with drug and alcohol problems. As yet, it is unclear how the NHS Commissioning Board 
(which will oversee prison based treatment) will work with community based services and the responsibilities of 
Health and Wellbeing Boards.  
 
The new commissioning environment (e.g. Police and Crime Commissioners, the public health service and the 
NHS Commissioning Board) will also impact on work with prolific and priority offenders (PPOs), many of whom 
will have a history of drug or alcohol misuse and/or mental health problems. The role of treatment and health 
interventions (in prisons and the community) is key to strategies to tackle and reduce re-offending.  
 
Consideration should be given to the reported growth in problematic use of prescribed medications for pain relief, 
anxiety and depression and sleep disturbance. The ACMD is concerned about the misuse of prescription 
medicines, and plans to undertake an in-depth review of this topic during the next three year period.  
 
In the recent past, workforce development has been focussed on increasing access to drug treatment, reducing 
waiting times, harm minimisation and maintenance treatment. The aim has been to create a cadre of generalists 
and GPs with Special Interests to deliver safe opiate substitution treatment in primary care. To deliver this there 
needs to be a refresh in how, in the recovery orientated approach, we engage primary care to meet the needs of 
substance misusers. It is important to transform to a deliver recovery orientated drug treatment agenda with 
greater emphasis on prevention and social reintegration. 
 
Evidence 
British Crime Survey 2010/11 indicates drugs users are also likely to be frequent consumers of alcohol and smoke 
cigarettes.  
 
In relation to Blood Borne Viruses (BBV), Health Protection Agency: (Shooting Up: 2008) cite injecting drug use 
as a cause in 90% of Hepatitis C cases, 34% of Hepatitis B, and 6% HIV (Also see ACMDs report on the Primary 
Prevention of Hepatitis C among injecting drug users, 20094). 
  
The Home Office Research Report 2 The Drug Interventions Programme (DIP): addressing drug use and 
offending through “Tough Choices” 2007 reports an overall drop in offending by a cohort of 7,727 of 26% 
following DIP identification. 
 

                                                 
4 www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/acmd1/acmdhepcreport2 
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The Green Paper Evidence Report – Breaking the Cycle: Effective Punishment, Rehabilitation and Sentencing of 
Offenders quotes the success of the Drug Treatment Alternative-to-Prison programme in New York (National 
Institute of Drug Abuse (2003) Crossing the Bridge: An Evaluation of the Drug Treatment Alternative to Prison 
Programme. 
 
The relationship between drug and alcohol abuse 
 
Key point 
There is an important, but under-utilised, evidence base on the relationship between drug and problem alcohol 
use. This can better inform policy responses, not least with the introduction of the new public health service and 
the opportunity to better integrate drug and alcohol prevention and treatment. 
 
Evidence tells us most drug users drink (many to hazardous or harmful levels). Alcohol misuse is over-
represented amongst those in drug treatment. Evidence (e.g. the National Treatment Outcome Research Study 
(NTORS),1996) suggests that many drug users in treatment swop a drug addiction for an alcohol addiction. While 
many older alcohol misusers have not used drugs, there is increasing evidence of polysubstance misuse among 
young people.  
 
Drug and alcohol demand reduction interventions can learn from each other. There is a large evidence-base on 
alcohol misuse and a developing evidence-base on substance misuse addiction. The ACMD Recovery Committee 
plans to utilise this evidence-base in its work and recommends this wealth of information is used to inform the 
development of both drug and alcohol policy and the two are better aligned.  
 
Evidence 
National Treatment Outcome Research Study (1996)  
 
Drug Misuse Declared: British Crime Survey 2010-11, Home Office Statistical Bulletin December 2011. 
 
Smoking, drinking and drug use amongst young people in England 2010, Health and Social Care Information 
centre 2011. 
 
Prevalence Problem Drug Users in England, Hay et al, University of Glasgow 2011.  
 
National Drug Treatment Monitoring Statistics (NDTMS): annual NTA publications by NTA. 
 
DH Alcohol Payment by results pilot. 
 
The comparative harm and cost of legal and illegal drugs 
 
The relationship between drug and alcohol misuse 
The relationship between drug and alcohol use is an important issue that needs to be better understood. At the 
request of the Interministerial Group on Drugs the ACMD Recovery Committee will include reviews of evidence-
based approaches to the treatment of alcohol dependence, as well as dependence on illegal and new psychoactive 
drugs. 
 
The ACMD is also presently considering polysubstance use and will report its findings later this year. The report 
will consider key polysubstance using groups, prevalence and patterns, social and physical harms and treatment 
issues, as well as the relationship between alcohol use and polysubstance use.  
 
The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to Public Health 
England and how this will affect the provision of treatment 
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Key point 
It is not possible at this stage to predict the impact of the transfer of functions of the NTA into Public Health 
England (PHE) and how this will affect provision. It is recommended that monitoring and evaluation strategies 
are put in place to ensure that negative un-intended consequences can be identified early and changes made if 
necessary.  
 
The core functions of the NTA have been: oversight of the pooled treatment budget (PTB); oversight of national 
data systems, including NDTMS; ‘delivery assurance’ of local areas of local priorities (and previously national 
priorities); and policy champions on drug treatment in local areas, in regions and nationally—across and within 
government departments and professional bodies. We hope that PHE takes forward all these core functions.  
 
It is important to distinguish the role of PHE (as a national agency) should and can play, and the responsibilities 
of the new local public health service. The ‘Healthy lives, healthy people: update and way forward document’ 
(published July 2011) includes drug and alcohol services among 17 potential responsibilities for Health and 
Wellbeing Boards, including will have a wide range of smoking cessation, sexual health, obesity, education 
around healthy lifestyles and prevention of ‘unhealthy lifestyles’. The recently published Public Health Outcomes 
Framework has 66 local indicators—only three of these are specifically for drugs and alcohol. Up to half of the 
local public health budgets will represent the amount currently spent on drug and alcohol treatment services, 
around £1 billion a year.  
 
The ACMD shares the concerns expressed by others—including DrugScope; the Recovery Partnership; the 
UKDPC; the Royal College of Psychiatrists and provider agencies—about the risk of local disinvestment in drug 
treatment. In addition to the competing demands on funding, the removal of the drug treatment ‘ring-fence’ and 
the context of cuts in overall local authority funding, drug users (as highlighted by the UKDPC work on drug use 
and stigma), are a stigmatized population who can be perceived as ‘undeserving’. The risk of disinvestment is 
underlined, for example, by the impact of the removal of the ring-fence for central government funding for the 
Supporting People programme—in the current financial year, some local authorities have reduced Supporting 
People funding by over 50 per cent. Despite government funding for young people’s drug and alcohol treatment 
being maintained in cash terms, there is evidence of significant reductions in service provision in some areas. 
 
Other changes are also occurring which should be monitored for potentially negative consequences, including 
changes in local commissioning and partnership structures and the ‘localism agenda’, with greater power given to 
local systems to decide local priorities.  
 
There is an opportunity to align the skills, competencies and social norms activities required to promote a healthy 
family and personal life in respect of all the wider determinants of health as part of the transition to public health. 
Focus should be aligned with not only specialist services, but those gateway services with workers who can 
support individuals with their recovery journey and social reintegration.  
 
The availability of novel psychoactive substances and the challenges associated with adapting the legal 
framework to deal with these new substances 
 
Key point 
Drug use trends in the UK are changing. Young people in particular are experimenting with and using a wider 
range of illegal and legal substances as illustrated by the British Crime Survey, schools surveys, club surveys and 
other surveys including Mixmag survey (see ACMD report below for references). 
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In a recent report the ACMD consider that novel psychoactive substances sometimes known as ‘legal highs’5 can 
pose serious health risks and can contain harmful and illegal substances. The ACMD is clear that action should be 
taken to combat the unregulated sale, supply and consequent harms of the growing market in these substances. In 
its report, the ACMD recommends a range of supply restriction and demand reduction activities which take into 
account legal highs. Evidence indicates that the legal framework alone will not stem the tide of novel 
psychoactive substances among young adults in England.  
 
Evidence 
ACMD report6 
 
The links between drugs, organised crime and terrorism 
The United Nations estimates that the most powerful international organised crime syndicates each accumulate in 
the region of $1.5 billion a year. The international drugs market alone is estimated to be worth £200 billion. 
 
At the lower levels, drugs feature in organised dealing within open markets and amongst 'gangs' and other groups, 
alongside a range of criminality and anti-social behaviour. Such activity can blight an area and can be extremely 
difficult to eradicate. 'Turf wars' between gangs and disputes between criminals over drugs matters, can result in 
serious violence, shootings and homicide. 
 
The links between the effects of concentrated drugs/crime problems and acquisitive crime are well known but the 
combination of night-time economy, alcohol and readily available Class A drugs, sourced through organised 
supply chains, has a direct bearing on general levels of violent crime and disorder. For example, parts of central 
London suffer from a high incidence of serious violence, despite a continuous enforcement focus on users and 
lower-level dealers.  
 
There is evidence that significant undercover operations into organised crime and drug supply generally, and in 
distinct geographical areas, can make a marked and prolonged difference, albeit there can be continued pressure 
from new supply sources to return things to the previous norm. It has been found that such approaches are best 
supported by co-ordinated intervention, with treatment agencies, taking the opportunity of enforcement led supply 
shortgages, to divert increasing numbers into treatment programmes. 
 
The Home Office’s Organised Crime Strategy estimates the overall cost to the UK from organised crime as 
between £20 billion to £40 billion a year and that there are around 38,000 individuals, operating as part of around 
6,000 criminal gangs. Those organised criminals have a global reach and a local presence. About half of all 
organised criminals are involved in the illegal drugs trade – which, in turn, fuels a huge amount of acquisitive 
crime. 
 
25-30 tonnes of adulterated and unadulterated cocaine annually is needed to meet demand for the UK cocaine 
powder and crack markets. A tonne of cocaine at import could, depending on purity, equate to between seven and 
14 million street deals of cocaine at £20 to £40 per deal. 18-23 tonnes of adulterated and unadulterated heroin are 
imported annually to supply the UK market. A tonne of heroin at import could, depending on purity equate to 
between 3 and 6 million street deals of heroin at £10 to £20 per deal. The increased use of ‘cutting agents’ for 
bulking drugs, in particular cocaine, maximises the profit margins for organised crime. 
 
Much progress has been made in terms of our knowledge about the threats to this country from terrorism and 
organised crime. However, more analysis needs to be done as to whether these threats are converging and, if they 
are, what this means for the safety and security of the UK and the efficiency of our combined effort.  

                                                 
5Psychoactive drugs which are not prohibited by the United Nations Single Convention on Narcotic Drugs or by the Misuse of Drugs Act 1971, and which 
people in the UK are seeking for intoxicant use. 
6 www.homeoffice.gov.uk/publications/agencies-public-bodies/acmd1/acmdnps2011 
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Money is central to the needs and objectives of organised criminals and terrorists. The financial requirements of 
most UK based terrorist cells are modest by comparison with organised crime. The drugs trade is a known source 
of funding for terrorist and insurgent groups in different parts of the world. 
Evidence 
Home Office—Organised Crime Strategy.  
 
Personal communication—SOCA (Serious Organized Crime Agency) ACMD member and Police and former 
Police ACMD members. 
 
Whether the UK is supporting its global partners effectively and what changes may occur with the introduction of 
the national crime agency 
 
Key point 
The UK is actively involved in the European Union (EU) and United Nations (UN) drug policy forums and 
through collaboration with the European Monitoring Centre on Drug Dependence Agency (EMCCDA). The 
ACMD welcomes these collaborations and continued involvements in both arenas.  
 
The EMCDDA (2009) seminal review of drug policy, commissioned by the EU to inform its position at the 
United Nations in 2009, highlighted conclusions that can be drawn from research and experience over the last 10 
years to support rational policy making: 
• It has not been possible to stifle the flow of drugs in to and around the European Union, either through action 

in source countries, or interdiction. 
• it has not been possible to reduce demand for drugs through the arrest and punishment of users. 
• Attempts to eradicate drug markets can have significant adverse consequences on health and social problems. 
• Drug dependence treatment strategies can effectively reduce crime and other social problems. 
• Harm reduction strategies can effectively reduce drug related public health problems such as HIV and 

overdoses. 
 
These findings, plus the evidence of UK effectiveness of supply side activities in reducing drug use, lead us to an 
uncomfortable position that introduction of the National Crime Agency may not have any impact on drug use. 
The ACMD recommends that supply reduction activities of the National Crime Agency are researched to try and 
establish an evidence-base around what is effective and cost effective in this area. 
 
Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, as 
recommended by the Select Committee in 2002 (The Government's Drugs Policy: Is It Working?, HC 318, 2001-
02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case for justice 
reinvestment, HC 94, 2009–10).” 
 
Key point 
Criminal Justice interventions which involve young adult drug users gaining a criminal record or a custodial 
sentence may not be the best use of public resources, given the ‘life limiting effect’ or negative impact this may 
have on a young adults future employment and life prospects.   
 
The majority of drug users are late teenagers or young adults, living in urban areas with men being twice as likely 
to use as women. The 2010/11 British crime survey showed that levels of ANY drug use are higher amongst the 
16 to 19 yr olds (23%), with levels of Class A drug use highest amongst 20-24yr olds (8.2%). Men are also twice 
as likely to use drugs as women. 
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In the British Crime Survey 2011 respondents were asked where they acquired their drugs, over half (53%) of 
drug users said the obtained them from a friend or member of their family, over a fifth (21.4%) from someone 
else they knew and 21.8% said they got them from a dealer. 
 
Young adults (particularly young urban and Black Minority and Ethnic (BME) men) are disproportionately 
impacted upon by criminal justice drug interventions. Their lives may be negatively impacted by being caught in 
the criminal justice system for simple possession offences, drug dealing amongst ‘friends’ etc causing a 
disproportionate, negative impact on their lives. 
 
Diversion 
In responding to the Government’s drug strategy consultation in 2010 the ACMD considered the question, “Do 
you think the criminal justice system should do anything differently when dealing with drug misusing offenders?” 
The ACMD believes that there are further opportunities to be more creative in dealing with those who have 
committed an offence by possession of drugs for personal use (in cases where there were no additional criminal 
offences). The ACMD considers that such approaches might be more effective in reducing drug-related harms to 
individuals and society, reduce repeat offending and reduce the costs to the criminal justice system.  

 
The ACMD propose potential diversion into drug education/awareness courses (similar to those for speeding 
drivers) or possibly other, more creative civil punishments e.g. temporary loss of a driving licence. 
 
The ACMD recognise that such a diversion proposal would require extensive consultation with education and 
treatment agencies and support from the police, probation and criminal justice stakeholders before this could be 
formalised but there is evidence of considerable support for such diversion measures already e.g. ACPO.  

 
The ACMDs proposal is in the context of an awareness that a proportion of offenders - primarily for possession of 
cannabis - are already dealt with by way of a Police caution issued on the basis of the offender’s admission of 
guilt of a criminal offence. The ACMD consider that some form of drug education / awareness / treatment might 
better reduce drug-related harms than increased penetration into the criminal justice system. The ACMD state that 
if there were other trigger offences (e.g. theft, burglary etc.) then the appropriate criminal justice procedures and 
sentences would normally apply, which could include community sentences and imprisonment. In June 2011, the 
ACMD responded to the Sentencing Guideline Council’s Consultation on Drug Offences Guidelines in similar 
vein. 

 
The ACMD is aware that, subsequent to its submission, it has been incorrectly suggested by some that this was a 
proposal for decriminalisation. The ACMD was, and still is, clear that its suggestions relate to the discretionary 
diversion of certain offenders from further penetration into the Criminal Justice System, diverting them into an 
alternative community- based intervention that may be more effective and more cost effective. This is not 
decriminalisation because the ACMD consider that the possession of drugs is a criminal offence and should 
remain a criminal offence. 
 
February 2012 
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Written evidence submitted by User Voice [DP171] 
 
1. Introduction 

 
1.1 I was born into a family which combined religious extremism with heavy drinking and 

violence. A teenage drunk, drug abuser and criminal, I was jailed for violent crime aged 17. 
In my 20s raves and the accompanying drugs became my life until by 28 the party ended and 
I was living on the streets of London’s West End, homeless, emaciated and addicted to crack 
and heroin. Facing a choice between death and rehabilitation, I chose the harder option. 

 
1.2 After primary, secondary and tertiary rehab I started a tree surgery business. My policy was to 

employ other recovering addicts and ex-offenders. I won, among other accolades, a Pride of 
Britain award for my work. My best selling autobiography, Wasted, was published in 2007 
and has since been published in over 20 languages and countries.  
 

1.3 I went on to become a policy adviser to The Prince’s Trust, then the Government and the third 
sector. In 2009 I founded a charity, User Voice, to offer policy-makers access to the unheard 
and marginalised voices in society, of those with experience of criminal justice and addiction. 
My intention is to create a dialogue between policy makers, practitioners and service users 
which is mutually beneficial and results in better and more cost-effective services. I have 
since been appointed a Board member for London Probation, elected an Ashoka Fellow, a 
Visiting Associate at the University of Durham, have had a monthly Guardian column for 3 
years and am about to become a Board member of Addaction. 

 
1.4 I have a very good oversight of drug treatment in this country from a personal and 

professional perspective in prison and in the community. My views of drug treatment have 
been well documented in my Guardian articles, details of which are enclosed as an Appendix.  
 

1.5 They regularly attract comments from a range of stakeholders, often causing a great deal of 
controversy. What is interesting to note is that it is often those with the agenda to protect their 
market interest, service providers, which are critical of my views. Yet the most supportive 
comments are from those who have either personal experience of drug addiction or people 
with family or friends who are addicts, who have lived experience of the reality. 

 
1.6 There are two main issues to which I would like to draw the Committee’s attention, which are 

discussed in greater length in my articles: treatment for children and young adults and the 
maintenance/abstinence debate.  

 
2. Treatment for children and young adults 
 

2.1 It can cost as much as £600 a day to keep a young offender in a secure unit designed for 
children. Most youth justice resources are concentrated on the incarceration stage but, when 
released, children—often returning to neglectful, chaotic or addicted families—frequently 
revert to old behaviours because of a lack of support. 

 
2.2 What better place for freeing children from addiction? Safe, well staffed and highly 

resourced, secure units could do the job for kids that residential rehabilitation does for adults. 
Except they don't. A skills' deficit when it comes to understanding drugs, plus bureaucracy 
and an opaque legal system mean that, despite the fact that Robbie has begged for detox, units 
feel more comfortable managing children's addictions instead of treating them. Management, 
whatever your age, usually means one thing: methadone (discussed further below). 

 
2.3 Like all serious addicts, to leave heroin behind children under 18 need intensive residential 

treatment, starting with detox and then moving on to the various stages of rehabilitation. 
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Addicts need long-term counselling from specialists, help with learning to live a normal life 
and the love and support of other recovering addicts.  

 
2.4 Unfortunately, this treatment is not available to anyone under 18. The secure units cost a lot 

but they can only hold the children—they can't help them deal with their drug problems or 
support them on release. There was one treatment centre for children in the UK, Middlegate. 
It closed last year1.  

 
2.5 Child addicts are brought up by adults in an addicted household, learning addiction and 

criminality from adults, adults sell them drugs, they are incarcerated by adults and are sent to 
a hostel where they are surrounded by drug-using adults. Yet children are being denied 
treatment for their problem. Instead, we are content handing out methadone like candy. 

 
3. Maintenance vs. abstinence 
 

3.1 The National Treatment Agency (NTA) attacked one of my earlier articles2 on their website3 
which promoted abstinence based recovery, promoting harm reduction which was at the time 
Government policy. The argument was that we should accept that the addicted will always be 
with us and, instead of trying to change them, we should limit the damage they can do to 
society. Just get them on a programme of controlled drug use and the public will be protected 
from the crime and chaos that are the bedfellows of addiction.  

 
3.2 Recovering addicts who have made the long journey to successful living are bitterly opposed 

to this philosophy. Health professionals call these prescriptions "treatment". We disagree. 
Helping addicts not to take drugs is a better definition of treatment. And we prefer the 
dictionary definition of abstinence, which says you no longer use drink or drugs, not the new 
definition that says abstinence means replacing street drugs with prescription drugs.  

 
3.3 But the views of addicts in this debate are, as usual, shouted down or ignored by health 

professionals, who think their evidence is more relevant than our experience. More 
importantly there is a lack of real measurement of the effectiveness of drug treatment, not 
outputs of how many people complete a course, but the long term impact on their life. P-
ASRO (Prisoners-Addressing Substance Related Offending), the intervention delivered to 
offenders in custody whose substance use means they are more likely to commit crime, has 
never been evaluated. Yet millions are spent each year on it being delivered in prisons. 

 
3.4 Heroin addiction can start when you've taken it only a few times. The physical effects 

afterwards—addicts call it rattling—are so hideous that you alleviate them by taking more 
heroin so you can start to feel normal again. Methadone is a sickly sweet synthetic heroin 
substitute that will take care of your rattle. The problem is that methadone takes longer to 
withdraw from than heroin, and the chances are that, once on methadone, you'll stay there— 
for years. The cost of the methadone programme is spiralling, and still we have just as many 
drug addicts. As for prisoners who have methadone doled out to them in jail—after all, it has 
a role to play in keeping overcrowded prisons quiet—they return to the streets with the same 
desperate need that put them inside. 

 
3.5 When the Coalition Government policy changed to one of abstinence based recovery so too 

did the NTA’s. This highlights that it is not service providers who have the answer but service 
users and commissioners who need to need to be much more closely aligned in order to 
change service provision. Only in way will we find solutions and effective drug treatment.  

 

                                                            
1 www.guardian.co.uk/society/2010/mar/03/middlegate-drug-alcohol-rehab-young-people 
2 www.guardian.co.uk/society/2009/dec/16/prescriptions-drug-addicts-jail 
3 www.nta.nhs.uk/ph-response-guardian-prescriptions.aspx 
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3.6 I welcome the shift in policy from maintenance to abstinence but this has created a skill 
deficient within drug treatment. Most of the current workforce has been educated and trained 
to prescribe and not to treat the underlying reasons why people use drugs and to promote a 
lifetime of abstinence. 

 
3.7 Which of the following would a victim of drugs-related crime prefer to know: that the 

offender is, at the taxpayer's expense, daily gouging out in his cell on a class A drug, or that 
he's taking part in a rigorous programme of abstinence and self-analysis that could change his 
life and stop his repeat offending? Writing a prescription is writing people off. No civilised 
society should ever treat its sick that way. 

 
Appendix—Guardian articles related to drugs 
 
All articles can be access here www.guardian.co.uk/society/series/insideout.  
 
Articles of relevance include: 
 

• ‘It's time to treat drug-addicted children as adults’, 17 Jan 20124 
 

• ‘Drug users' voices must be heard in the battle against addiction’, 20 Jan 20105 
 

• ‘Rattling out prescriptions writes off addicts’, 16 Dec 20096 
 

• ‘Addiction is a sickness, and so is criminalising your child’, 18 Mar 20097 
 
February 2012 

                                                            
4 www.guardian.co.uk/society/2012/jan/17/treat-drug-addicted-children-as-adults 
5 www.guardian.co.uk/society/2010/jan/20/mark-johnson-inside-out-drugs 
6 www.guardian.co.uk/society/2009/dec/16/prescriptions-drug-addicts-jail 
7 www.guardian.co.uk/society/joepublic/2009/mar/18/drug-addiction-young-people 
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Written evidence submitted by Caroline Lucas, MP for Brighton Pavilion [DP173] 
 
1. Executive Summary 

 
1.1 My constituency is based in a city that regularly has more drug related deaths than anywhere else 
in the UK. 
 
1.2 Since being elected I have met with many people across the city who work with drug users, are 
users themselves or whose families are affected by drug use. There is widespread consensus that 
current and previous national drug strategies are flawed, in that they are not based on evidence about 
how to best reduce drug related harms and are based on deterrence and criminalisation rather than 
public health. Brighton and Hove is currently exploring ways to develop its commitment to an 
evidence and health based approach and has recently undertaken a number of new initiatives to this 
end. I would recommend that the Government allow local authorities to develop a locally designed 
and evidence based model in order to reduce drug related social, individual, economic and 
environmental harms, even if this is at odds with national strategy and as a way of informing best 
practice nationally in the future. It should be for local authorities to determine what such a model 
might look like and to decide whether the anticipated benefits outweigh any downsides. 
 
Brighton and Hove 
 
2.1 Since 1999 Brighton and Hove has regularly appeared within the top 3 jurisdictions with the 
highest rates of drug related deaths, as measured by St Georges Hospital1. The annual rate of drug 
related deaths in the city has varied between 38 and 51 over the last five years and peaked in 2000 
with 67 deaths. 
 
2.2 Young people’s drug use in Brighton and Hove is slightly higher than the national average, 
according to data from the Tellus3 Study, as is alcohol consumption in the group studied—young 
people in years 6, 8 and 10 of secondary school. The latest survey results show that 13.7% of young 
people who participated locally had either been drunk or taken solvents/drugs at least twice in the 
previous 4 weeks, or had been drunk and experimented with drugs at least once in their lives. These 
findings place the city in the top quartile nationally, ranking 26 out of 150 local authorities. Drug 
related deaths are only recorded nationally for over 16s. 
 
2.3 Adult drug users in the city seem to be predominantly men—approximately 70% of the local 
treatment population are male and 78% of drug related deaths were male in 2007, for example. The 
45-54 age group is the group with the highest number of drug related deaths. Alcohol, heroin, opiates 
and benzos feature heavily in drug related deaths in the city. 
 
2.4 Anecdotally, staff working with drug users report that they are seeing more young people using 
legal highs in combination with cannabis and alcohol, leading them to conclude that the demographics 
around drug use in the city are changing. This presents new challenges for the city, especially as 
reliable and regular data about young people’s drug use is in short supply. 
 
3. An evidence based approach 

 
3.1 Brighton and Hove last year undertook a ground breaking intelligent commissioning exercise in 
order to develop commissioning outcomes for preventing and reducing drug related deaths. In part 
this is an attempt to ensure the city maintains its reputation as a high performing cutting edge 
authority, and in part an attempt to develop a better understanding of the current and future needs of 
local residents and communities of interest, the demand for services, what works and what needs to 
change. Intelligent commissioning is, above all, a response to the fact that drug related deaths in the 

                                                            
1 www.sgul.ac.uk/research/projects/icdp/our-work-programmes/substance-abuse-deaths/  
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city have remained consistently high and agreement that evidence based work is the only way to 
change this situation. 
 
3.2 At present, services reflect the priority being given to heroin users in the city. The evidence on 
drug related deaths and drug related harms indicates this is appropriate. However, as drug use patterns 
change, the city is concerned that services are flexible enough to respond, whilst drug prevention 
work takes account of changing habits and is evidence based. 
 
3.3 Brighton and Hove’s commitment to an evidence based approach can currently only take it so far 
in reducing drug related harms and deaths. The city has to operate within a national drugs strategy that 
does not include any assessment of the effectiveness of policies such as criminalisation. Nor does the 
national framework take full account of the evidence from abroad that suggests decriminalisation can 
reduce harms and drug related deaths, as has happened in Portugal, for example, or that an approach 
based on public health rather than legality can lead to a reduction in demand for heroin and in levels 
of crime, as has happened in Switzerland. 
 
3.4 Moreover, there is a woeful lack of evidence about what kind of education programmes work with 
young people—although plenty to suggest that just telling young people not to take drugs and helping 
them to identify different substances has virtually no impact. 
 
3.5 Perhaps most surprising, in these days of austerity and value for money, there has been no cost 
benefit assessment of the 1971 Misuse of Drugs Act even though the economic costs of Class A drugs 
are estimated at more than £15.4 billion per year. Nor has there been any attempt to compare the Act’s 
effectiveness in reducing the societal, economic or health costs of drug misuse with alternative 
approaches based on treating drug addiction as a health issue not a criminal one, for example, or based 
on regulation rather than prohibition. This oversight is especially worrying given that, far from being 
neutral, in many instances the current model can push users towards more harmful products, 
behaviours and environments.2 
 
3.6 Despite the restrictions imposed nationally, Brighton and Hove has done its utmost to develop a 
local strategy that is based on evidence. The city has also done as much as possible within existing 
laws to respond to drug use as a public health issue. 
 
4. Randomised Injecting Opiate Treatment Trial (RIOTT) 
4.1 Brighton and Hove is home to one pilot of the groundbreaking randomised injecting opiate 
treatment trial (RIOTT) which has shown that patients who were previously dependent on heroin, but 
did not respond to conventional oral methadone substitution treatment, can achieve major reductions 
in their use of street heroin. The trial also examined the effectiveness and cost-effectiveness of 
treatment with injected and oral opioids (methadone and heroin).The main measure of effectiveness 
on the trial was the proportion of participants who stopped using illicit heroin. Participants on the trial 
told me that it had saved their lives. It has given them back control of their lives, allowed them to kick 
crime, find their families and, over time, reduce their drug use. 
 
4.2 I have met with Professor Strang from Kings College London who is the Chief Investigator for 
RIOTT, and he describes the outcomes as follows: 
 

The RIOTT study shows that previously unresponsive patients can achieve major reductions in 
their use of street heroin and, impressively, these outcomes were seen within six weeks. Our work 
offers government robust evidence to support the expansion of this treatment, so that more patients 
can benefit. 

 

                                                            
2 For example see McSweeney, T., Turnbull, P.J. and Hough, M (2008) Tackling Drug Markets & Distribution Networks in the UK London: 
UK Drug Policy Commission www.ukdpc.org.uk/resources/Drug_Markets_Full_Report.pdf Accessed 04.19.11  
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4.3 RIOTT is also an example of regulated use of a drug that is otherwise prohibited. It provides a 
useful, albeit limited, example of how regulation can enable users to become prescribed rather than 
street users, thereby illustrating some of the benefits of regularising the supply route and 
decriminalising drug use.  
 
4.4 For example, RIOTT’s users have a safe and dependable supply of both drug and related 
paraphernalia. This reduces their risk of contracting the blood borne diseases usually associated with 
injecting—a tangible health benefit. Crucially, they also have one to one support and counselling. 
 
4.5 Programmes like RIOTT do require an upfront financial investment but the savings to be made in 
terms of less police time following up drug related crime, for example, or costs to the NHS more than 
compensate. Those cost savings theoretically more than compensate, but one of the problems is the 
"compartmentalism" of current Government thinking, whereby the department making the savings 
isn't the one to benefit from them—this is a major barrier to progress. 
 
5. A local model 
 
5.1 RIOTT is just one example of Brighton and Hove pursuing a health and evidence based approach 
to drug use. 
 
5.2 Last year I organised a round table in the city that brought together around 40 people concerned 
about the high level of drug related deaths, including professional experts, service commissioners, and 
service users. A number of important points were raised, some of which have been progressed 
already. 
 
5.3 Naloxone: Provision of Naloxone Hydrochloride has the potential to save lives in overdose 
situations3. Given that identified sectors of the population are most at risk I was keen to ensure that 
Naloxone packs were targeted appropriately and pleased to learn that significant work was already 
underway in Brighton and Hove to this end. Naloxone is now widely distributed to high risk cohorts 
of service users specifically; 

5.3.1 Offenders leaving HMP Lewes—alongside appropriate training. 
5.3.2 Parents and Carers—evidence shows that most people who overdose are either with 

or discovered by someone they know. 
5.3.3 All homeless people living in Hostels within the City. Training (or in some cases re-

training) is also provided so that all hostel staff can recognise the signs of overdose 
and know how to administer Naloxone. 

 
5.4 The city proposes to extend the provision of Naloxone further in order to ensure that all staff / 
staff teams working with people at risk of overdose can have immediate access to it. 
 
5.5 Benzodiazepine use: Brighton and Hove has one of the highest rates of benzodiazepine (benzo) 
prescribing in the UK and benzos feature in over 50% of drug related deaths within the city. The vast 
majority of benzo prescribing happens via GPs and there is also the problem of benzos being widely 
available illicitly and over the internet.  
 
5.6 NHS Brighton and Hove have part-funded a specialist Benzo Liaison Nurse within Sussex 
Partnership NHS Foundation Trust since 2009 and in 2010-11 the NHS Plan included a target to 
reduce benzodiazepine prescribing by 20%. Following the drugs roundtable, and clear indications 
from all involved that there needed to be further concrete action in this area, a special meeting was 
convened by Sussex Partnership NHS Foundation Trust. Among other actions, it was agreed to; 

5.6.1 Issue explicit guidance to all GPs about how to reduce low level/sub-therapeutic 
benzodiazepine prescribing—linking the existing prescribing incentive scheme with 
benzo reductions. 

                                                            
3 www.nta.nhs.uk/news-2011-naloxone-report.aspx  
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5.6.2 Move responsibility for benzo prescribing for all service users in treatment to the 
treatment services. 

5.6.3 Produce promotional material for all community pharmacists. 
5.6.4 Try and develop peer lead support groups via MIND, as well as extend the support for 

benzo users within primary care through increasing the complement of support workers 
and existing volunteer counsellor / peer lead support. 

 
5.7 Replacement programmes to recovery: The roundtable participants also discussed whether there 
was a tendency to leave users on replacement programmes without sufficient support and incentive to 
become drug free. Some present noted that there is a very real risk that individuals with a drug 
dependency will disengage from the treatment system if abstinence is the only option available to 
them, resulting in an increase in illicit use. It was agreed that as a city we need to be more ambitious 
on behalf of service users and look at the evidence surrounding drug free recovery, especially given 
the Government’s focus on abstinence. 
 
5.8 Although not yet published the official drug death figures for 2010 are likely to show a dramatic 
reduction to less than 35 in Brighton and Hove. The Director of CRI, a major provider of drug 
services in the city says: “The speed of access to treatment, reduction in the rate of ‘unplanned 
discharge’ from services and wider availability of Naloxone would seem to have already had an 
impact. The well publicised heroin drought following the failed crop in Afghanistan in 2010 will 
similarly have had an impact.” 
 
5.9 Brighton and Hove’s health and evidenced based model is supported on a personal level by Chief 
Superintendent Graham Bartlett of Brighton and Hove Police who says : “the use of drugs is not well 
addressed through punitive measures. Providing people with treatment not only resolves their 
addiction—thereby minimising risk of overdose, drug related health issues, anti social behaviour and 
dependence on the state, for example—but cuts the cost to the community by reduced offending.” 
 
5.10 Brighton and Hove Police’s Operation Reduction initiative, first set up in 2005, also puts an 
emphasis on treatment. Through a coordinated response involving treatment and enforcement 
agencies, it looks to get more drug users into treatment as well as increasing the level of drug seizures 
and the number of individuals being charged for the supply of drugs. An assessment conducted in 
2008 indicated that encouraging users into treatment had resulted in a 69% reduction in total 
offending between the two year pre and two year post period. For those targeted by the supply side 
interventions a 62% reduction in total offending had been observed. The scheme has contributed 
significantly to a decrease in offending across the city, specifically in terms of a reduction in the 
acquisitive offences associated with funding a drugs habit. Operation Reduction has received national 
recognition and in 2006 was commended at the annual Tackling Drugs Supply Awards. 
 
6 Alcohol and mental health 
 
6.1 Alcohol is a feature in a majority of drug related deaths—in 2009 alcohol was present in 60%. 
 
6.2 Brighton and Hove has the second highest rate of suicides in England and in 2009 13% of drug 
related deaths were recorded as also having suicidal intent. 
 
6.3 The city is keen to explore these links further, as well as those between levels of drug use and 
inequality, for example, to further inform its approach. 
 
7 Recommendations 
 
7.1 I would like to urge the Select Committee to make the following recommendations to the 
Government: 
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7.1.1 That the national drugs strategy should give local authorities like Brighton and Hove far greater 
scope to pursue policies that are evidence based, which are shown to work locally to reduce drug 
related deaths and harms, and the benefits of which they have determined will outweigh any 
disadvantages. This should be granted even if local priorities are at odds with national policy or 
legislation. Government should also fund local authorities to this end. This would be in keeping with 
the advice from the Global Commission on Drugs who have recommended that national governments 
allow local initiatives to experiment with locally designed models that are, as they put it, “designed to 
undermine the power of organized crime and safeguard the health and security of their citizens.”  
 
7.1.2 To transfer the lead for drug policy from the Home Office to the Department for Health. 
 
7.1.3 To conduct an impact assessment of the Misuse of Drugs Act 1971, in order to compare the 
economic, environmental and social costs and benefits of existing policies with a range of 
alternatives. Ongoing evaluation should be made a formal requirement of all drugs policies and 
legislation.  
 
7.1.4 To ensure that St George’s Hospital’s national programme on substance abuse deaths continues 
and that a coherent national programme of collecting data about drug use and attitudes towards drug 
use, including young people, is introduced.  
 
7.1.5 To extend the RIOTT programme to other cities where there is an identified need. 
 
February 2012 
 

671



 

Written evidence submitted by Mat Southwell [DP174] 
 
1. Executive Summary: 
1.1 Drug policy is an area that creates polarised dialogue and wide-ranging debate. This submission 
is narrow in its focus limiting itself to what is possible within the constraints of existing UN Drug 
Control Conventions. The 7 Pillars for Reforming UK Drug Policy and Practice are all drawn from 
practical examples either from the UK or other partners operating within the UN Drug Control 
Conventions. 
 
2. Introduction to Mat Southwell: 
 
2.1 Mat Southwell brings a wide ranging of perspectives to the drug policy debate. He joined the 
drugs field in the early HIV era and was responsible for running an innovative community harm 
reduction service before going onto be professional head of service and general manager from NHS 
drug services in East London. In 1999 Mat Southwell came out publicly as a drug user and has since 
worked to bridge the gap between the drug using community, the professional drugs field and policy 
makers.  
 
2.2 For the last 3 years Mat Southwell has been involved in the development of the International 
Network of People who Use Drugs (INPUD), he sits on the governing body of the UN’s Joint AIDS 
programme as a civil society representative and has twice been a Non-Governmental Organisation 
(NGO) representative on the UK delegation to the UN's Commission on Narcotic Drugs. 
 
3. 7 Pillars for Reforming UK Drugs Policy and Practice within the Current UN Drug Control 
Conventions: 
3.1 The 7 Pillars set out below come together to a comprehensive model of drug policy and practice. 
Each component part is tried and tested and has been shown to be effective. The UK has a very high 
level of underlying drug prevalence and this ensures that bad drug policy and practice has a 
disproportionate affect on us as a nation. Too much drug policy is driven by ideology and this clouds 
the debate in this complex and rapidly changing area.  This model for reform starts with the simple 
premise of what do we know works. 
 
3.2 Day-to-Day Management of Drug Policy Devolved to the Advisory Council on Misuse of 
Drugs (ACMD): 
The Government should set overarching outcome indicators but otherwise remove drugs policy from 
the rough and tumble of party politics. The ACMD would be held accountable through Parliamentary 
Committees as happens with the Bank of England. People directly affected by drug policy and 
practice should be invited to join the ACMD to allow a 360 degree strategic view of our policy and 
practice.  It is critical to take drug policy out of the rough and tumble of party politics so a more 
objective, science-based policy can be shaped.  
 
3.3 Portuguese-style De-criminalisation of Drug Possession: 
We should be very proud of our Police Service. They have transformed their approach to engaging 
with the drug using community and with different policing priorities they could follow through on 
this forward momentum. Taking the individual person who uses drugs out of the criminal justice 
system would save police and court time, increase treatment uptake far more effectively than 
coercive strategies, reduce the risk of HIV transmission, and decrease the pressure on the drug using 
community.  
 
3.4 Removing Pressure from the Illicit Drug Supply Networks: 
The UK should change policing priorities and only target drug suppliers who cause a public 
nuisance. Criteria should be set forbidding drug supply in areas close to schools or other sensitive 
public spaces.  Special police units should be developed that would crack down quickly and firmly 
on drug suppliers who step out of line. However, if everyone is comfortable and safe then the police 
would not actively seek out drug suppliers. This policing strategy, coupled with customer preference 
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for good quality, fair price, and good service, will drive the gangster dealers out of the market and 
take income and influence away from street gangs. Substantial police and court resources would be 
freed up. Advice could be sought from the Dutch who have successfully deployed this strategy. 
 
3.5 Improving and Normalising Drug Treatment: 
Drug services spend too much time policing and ‘treating’ people seeking support around their drug 
use. Providing proven technologies like opioid substitution therapies, advice, and psycho-social 
support allows people to get back on their feet and flourish. The current recovery focus of UK drug 
services is reintroducing the culture of harassment and dishonesty which so hampered drug services 
in the 1980s and 1970s. The scale up of drug services is too often hindered by ideological baggage of 
some parts of the drug treatment system, which leads to costly blanket regulation and restrictions that 
reflects the pathologisation of people who use drugs. Expert patient programmes should be deployed 
in drug treatment settings fostering self-reliance and an honest dialogue with healthcare workers. The 
majority of drug treatment should be provided through primary care ensuring discreet access to 
holistic, cost effective and normalised services. 
 
3.6 Extending & Enriching Harm Reduction Services: 
Despite the bureaucratic and deadening leadership of the National Treatment Agency, the UK 
continues to have dynamic harm reduction sector that is aided by vibrant social enterprises, private 
training and practice development businesses, and innovative peer-based responses.  Expanding the 
range and reach of harm reduction services will lower the threshold to all drug services and be an 
effective public health measure. This is key to quickly accessing those who can no longer afford to 
fund their drug use through legal means. Importantly the recent period reinforces once again that 
response to active drug users cannot remain static. They have to be flexible and adaptive responding 
to rapidly changing drug scenes and the ever-growing array of substance now available to young 
people in the UK. 
 
3.7 Tackling Short-Term Drug Related Offending: 
Tackling short term offending is key to creating a drug policy environment that minimises the 
negative consequences of drug related offending on the general population. The key is to secure a 
responsive, high capacity and accessible drug treatment system that does not incentivise offending as 
a way to access restricted treatment places. Multi-agency responses, involving the police, probation 
and court system, have been shown to be effective in managing prolific offenders but cessation of 
offending rather than drug abstinence would be the priority of this multi-agency response. The latest 
resettlement and social reintegration programmes would address the reasons drug-related prisoners 
often return to offending on release. 
 
3.8 Fostering Healthy Drug Community Norms and Systems: 
Drug user organisations have been shown to be of huge value in fostering healthy cultural norms, 
mediating relationships with drug services and providing peer education programmes to the majority 
of people who use drugs who are not engaged with services. However, the NTA forced an agenda of 
service user involvement on the drug users movement suffocating these organic community 
networks and sabotaging a key innovative funding programme set up by Comic Relief. This has 
undermined the positive effect that the active drug users movement can have in sharing peer 
education, distributing harm reduction equipment and fostering healthy cultural norms. When 
engaged active drug user groups have shown themselves to be committed and effective partners in 
promoting health and managing problem situations. 
 
4. Recommendations to Committee: 
4.1 UK drug policy should be driven by what works. This is rarely ever perfect and normally 
requires ongoing development and adjustment given the changing and complex nature of drug 
scenes. The 7 Pillars model provides a practical and pragmatic approach to reforming drug services 
based on tested and validated approaches. The UK should aspire to recover its leading position as a 
pioneer on drugs policy and look to what can be achieved without needing to renegotiate UN Drug 
Control Conventions. 
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5. Conclusion: 
5.1 Poor drugs policy and practice compounds other social problems like crime, poverty, 
unemployment, urban decline, mental illness and gang culture. However, the vast majority of people 
integrate drug use into their lives and establish self-regulated relationships with drugs.  Many age out 
of drug use as they enter the employment market, start families and even become politicians. 
 
5.2 The majority of us who experience problems with drugs at some point in our lives secure change 
without professional help. Lowering the threshold, improving the quality and reducing the moralism 
in drug services would make them more accessible, effective and efficient. 
 
5.3 The British System is rightly commended around the world and the UK hosts many of the 
leading international NGOs that are advising other governments on how to reform their drug policies 
and address HIV crises among people who inject drugs. As such, I am arguing for a reconnection of 
our domestic and international development policies on drugs. 
 
5.4 Most importantly in a time of economic crisis these policies would have clear cost saving 
benefits as well as releasing pressure and demand across the UK’s hard pressed criminal justice 
system.  
 
6. I would welcome the opportunity to give oral evidence. 
 
February 2012 
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Written evidence submitted by Julian Pursell and Cannabis for Autism UK 
 

1) Summary: 
The current policy is neither fiscally responsible nor is it grounded in science, health, security or human 
rights. Current criteria for measuring the effectiveness of policy are inadequate. The government has shown 
serious lack of judgement in its treatment of Prof. Nutt, losing the respect of our teenagers and future 
scientists. Police expenditure cannot continue to cope with the cost of prohibition. The war against people 
who use drugs has been lost, it's time to make reparations. Reductions in problematic drug use must come 
from better education, better social support services, ending criminal sanctions and enriching the lives and 
environments of those who use, or are at risk of using. 
 
2) Is present policy fiscally responsible? 
No. The current approach is hugely costly and actually leads to increases in problematic drug use. 
 
3) Is policy grounded in science, health, security and human rights? 
No. Current policy fails on all four grounds. This government ignores scientific advice (Prof. David Nutt). 
Prohibition of drugs leads to worse health outcomes than regulated drug use would. Take Portugal and the 
Netherlands as fine examples. Take the UK and Sweden as very poor examples. Look at the data, it's very 
clear that prohibition is the worst possible approach. Putting the supply of illegal drugs into the hands of 
illegal networks undermines security for everyone because it creates mistrust between otherwise law-abiding 
drug using citizens and the law enforcement services. I am a medical cannabis user. My human rights are 
utterly violated by the prohibition of my medicine. Banning someone's medicine is on a par with banning 
food. A very unpopular move. I have spoken to numerous focus groups; teenagers and homeless drug users. I 
wish to credit these people for their valuable and frank input. There are now literally hundreds of peer 
reviewed, scientific studies that prove the efficacy of cannabis in the treatment of MS, Crohn’s disease, 
fibromyalgia, spinal injury and a wide range of other conditions.  I would suggest that you refer to the 
excellent National Organization for the Reform of Marijuana Laws (NORML) summary of research 
“Emerging Clinical Applications For Cannabis & Cannabinoids. A Review of the Recent Scientific 
Literature, 2000-2011.” 
 
4) The criteria used by the Government to measure the efficacy of its drug policies: 
Having spent seven years as a test engineer, I am acutely aware that the only way to really know what you 
have got is to test (i.e. measure). Spending must be tracked in full. Every little cost of prohibition adds up to 
a considerable annual sum per tax payer. 'The number of people who do or do not use this or that amount of 
substance x, y or z' is a meaningless measure. If someone uses drugs but is healthier and wealthier than the 
average non-drug user then that person is more valuable to society than the average non-drug user. Only a 
doctor should interfere with someone's drug intake. The only meaningful metrics here are standard health 
and quality of life tests. The question 'is the person on or off the drug' is an oversimplification of the complex 
reality of life amongst 60 million wonderful, unique and varied individuals. Some of us are supposed to be 
taking those 'illicit' drugs and in our cases the law is clearly wrong. 
 
5) The independence and quality of expert advice which is being given to the government: 
This government is a laughing stock after the Prof. Nutt fiasco. Do not sack scientists for reporting data. If 
you want to lose the respect of all teenagers and drug users by all means carry on but otherwise please 
respect the scientists. The current Advisory Council on Misuse of Drugs (ACMD) does not inspire me with 
confidence. There should be scientists and current substance users on the ACMD. 
 
6) Whether drug-related policing and expenditure is likely to decrease in line with police budgets and what 
impact this may have: 
Please stop using the police to protect the huge sums of money to be made from supplying drugs. Instead, 
use the tax man. Use criminal sanctions only if someone commits a crime under the influence or if someone 
produces or supplies a substance for consumption that turns out to be impure or toxic beyond reasonable 
tolerances. Purity testing should be readily available. 
 
7) The cost effectiveness of different policies to reduce drug usage: 
The most cost effective thing to reduce problem drug use (recall that we do not want to prevent people from 
using drugs if they are happy and healthy and wealthy) is to improve drug health education (focus on 
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healthier use, not scare stories to prevent abuse, they doesn't work). Pay the more problematic users to attend 
ashtanga yoga classes five days per week (from focus groups: The user needs £10 expenses in order to attend 
each session). Everyone agrees that it is ten times easier to quit a problem drug habit when the user is able to 
afford as much of the drug as he or she wants to consume in addition to having basic living costs met. 
Imposing financial sanctions on addicts makes it harder for them to quit, not easier. 
 
8) The extent to which public health considerations should play a leading role in developing drugs policy: 
Let us make this absolutely clear, Prohibition is a public health hazard. Once criminal sanctions have ended 
against drug users we will be able to work on individual's health considerations as a priority. Police will be 
freed up to deal with the problem of alcohol induced violence including domestic and child abuse. 
 
9) The relationship between drug and alcohol abuse: 
Please don't think me being facetious, but I must ask, the relationship between 'drug and alcohol abuse' and 
'what'? Then I realised you meant 'drug abuse' and 'alcohol abuse' as two different things. I feel that it is 
abusive to drug users, alcohol users, and to society as a whole to treat drugs and alcohol differently from 
each other. Alcohol use causes a staggering 5% of all global health spending. Only tobacco is worse (don't 
you dare ban that - it's an important medicine for people with schizophrenia and if someone is sick they 
should not have to pay the tax on 80 cigarettes per day!). If a drug is bad for health, all the more reason NOT 
to prohibit its use. Doing so only drives it underground and makes it more harmful. 
 
10) The comparative harm and cost of legal and illegal drugs: 
Drugs are not “legal” or “illegal”. It is people’s actions with drugs that are made legal or illegal under law. 
That aside, clearly there is some problem with the model if the two most harmful drugs (alcohol and tobacco) 
are legal when beneficial yet wrongly maligned substances such as cannabis and MDMA are prohibited. This 
sends the message to young people that the people who write the laws for the UK are delusional, sadistic, or 
very drunk. 
 
11) The impact of the transfer of functions of the National Treatment Agency for Substance Misuse to Public 
Health England and how this will affect the provision of treatment: 
Good riddance to bad language. The terms 'misuse', 'abuser' and 'abuse' should not be used when referring to 
'substance users' or 'substance users with health concerns'. 
 
12) The availability of ‘legal highs’ and the challenges associated with adapting the legal framework to deal 
with new substances: 
New legal highs make a mockery of drugs policy. Knee-jerk reactions are made on the basis of Daily Mail 
stories, not science or medicine. Synthetic cannabinoids, manufactured to avoid the laws against cannabis 
may be more harmful than cannabis itself. 
 
13) The links between drugs, organised crime and terrorism: 
Prohibition of drugs has been a gift to organised crime and groups seeking to fund and expand their 
operations. The government's reluctance to remove this cash cow makes teenagers and drug users suspect 
that people in government are actually controlling the illicit drug dealing anyway. Even the Romans knew 
that a ban under law was the best way to push up the price of a valued commodity. When a commodity is 
highly valuable to an addicted or medically dependant minority, then it is easy to turn the remainder of 
people against these users of that commodity. Force up the price but don't upset the majority: ban under law.  
 
Have you read 'The Prince'? 
 
Please allow for a safe and legal, well regulated sex industry as well as the same for the recreational drug 
industry. 
 
14) Whether the UK is supporting its global partners effectively and what changes may occur with the 
introduction of the national crime agency: 
No. You've let your global partners down, you've let your electorate down, you've let me down. Most of all, 
you've let yourselves down. The rest of the world still looks to the UK to take the lead. Mr Cameron needs to 
be very strong. He must take a stand against the UN single convention on narcotic drugs. Let's hope that the 
NCA will be able to focus its resources on real crimes. Without the waste caused by failed prohibition of 
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drugs, law enforcement will benefit from the savings. No police officers need lose their jobs if the drug war 
ends. 
 
15) Whether detailed consideration ought to be given to alternative ways of tackling the drugs dilemma, as 
recommended by the Select Committee in 2002 (The Government’s Drugs Policy: Is It Working?, HC 318, 
2001–02) and the Justice Committee’s 2010 Report on justice reinvestment (Cutting crime: the case for 
justice reinvestment, HC 94, 2009–10).” 
 
Clearly I am in favour of the UK proposing a global ban on laws against individual substance possession or 
use. Production of drugs should be regulated to ensure quality and safety. Money saved on criminal 
responses can be put into education, rehabilitation, housing for problematic users and unbiased scientific 
research. 
 
February 2012 
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Written evidence submitted by Cam Lawson [DP 176] 
 
The ongoing debate towards the legal status of cannabis is one of much controversy and one that has 
interested me greatly. It is therefore my first port of call to share my opinion and to say that it would 
be for the benefit of our society if cannabis were to be decriminalized. 
 
Firstly, cannabis is less harmful then both alcohol and tobacco. This was first brought to my attention 
when I discovered that there cannot be a single death traced back to cannabis toxicity and toxicity 
alone. Of course, the potential to "overdose" on a substance is not the be all and end all, and just 
because it is impossible to administer a lethal dose of cannabis (as far as we know) it does not mean to 
say that said substance cannot be harmful. However, on further investigation, it can be seen that even 
the acute and chronic health risks that cannabis poses combined together can in no way, shape, or 
form equate to that of either alcohol or tobacco, it is simply folly and in defiance of all scientific 
evidence to state otherwise. For example, the (what I consider to be) major chronic health risks of 
smoking tobacco are1: Atherosclerosis, Stroke, Cancer (for lung cancer the risk of development is 
increased by 22 times), Chronic obstructive pulmonary disease (COPD), physical dependence, heart 
attack, impotence and the list continues. If this is compared to health effects of cannabis2 there is: 
increased risk of developing mental illness, when intoxicated: an impairment to co-ordination, and 
damage to fertility. Comparing the two substances in such a way maybe crude, but even so it's 
extremely evident that the health effects of cannabis are both less, and less serious then tobacco. Is 
this ground for the substance to be decriminalized? well, maybe not conclusively, but it seems very 
unfair that in today's society someone who chooses to consume a substance that has less listed impact 
on their health then tobacco is treated as a criminal. 
 
A benefit of decriminalizing cannabis (along with proper regulation) would be aid to the economy. It 
has been estimated that the size of net gain on the cannabis market3 would be between £3.4 billion 
and £6.4 billion pounds per annum. This figure is verging on 5% of the government's budget deficit 
and undeniably would be a valuable source of yearly income. In addition to this, it would save a large 
amount of police time and money that is currently spent on policing cannabis that could be used to 
pursue other areas of crime. This market is currently under the control of criminals, among these 
criminals are gangs that exploit migrants in order to cultivate cannabis for their own profit and to 
perpetuate the influence of their gang. In my opinion it would be far more beneficial for the 
government to tax and regulate the production of cannabis so that the government can: a) Allow the 
users of cannabis to know the potency and effects of the product that they are buying and, b) 
Substantially reduce a large portion of income that gangs are currently profiteering from. 
 
I hope my thoughts are helpful towards your debate and I look forward to hearing the government's 
decision on how to proceed with drug legislation. 
 
February 2012 

                                                      
1 As listed from www.bbc.co.uk/health/ 
2 Once again taken from www.bbc.co.uk/health/ 
3 Taken from www.idmu.co.uk/taxing-the-uk-drugs-market.htm 
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Written evidence submitted by the UK Cannabis Social Club [DP177] 
 
My name is Greg de Hoedt I am 24 years old and I write this on behalf of myself and the 
members of the UK Cannabis Social Club (UKCSC) that have established themselves 
throughout the last year. I have travelled and worked in several different legally regulated 
cannabis industries in various roles throughout from top to bottom, with uncensored insight. 
My experience has played a great role in my own health during the time I spent  in the 
Medical Marijuana States in America that have made state provisions to allow the use and 
cultivation of cannabis. 
 
As a sufferer of Crohn's Disease I used the medicine that has supporting and exciting data to 
back up its efficacy and managed to put on 30lb in weight on my very frail frame. I rarely 
have weight over 10 stone in my adult life, with cannabis I can easily go past that and start to 
live a normal, productive, happy life again. I can use my degree but only if my use of 
cannabis is tolerated as it is the only way for me to live a function-able life. 
 
I am a filmmaker and have been solely investigating this industry relating with the experts in 
science, law reform, policy making, patients and industry professionals for over two years. I 
have been given the most trusting of positions in my travels to information and insights that 
cannabis consumers and activist can only dream of. 
 
I have documented much of these findings on my YouTube Channel CannabisCureTV and 
website.1 
 
In all we want recreational drugs to be reclassified and use, misuse, abuse and harm be 
determined if there is to be government intervention with drug taking and drinking. 
 
I hope that you are able to take something from my experience and would be pleased and 
honoured if I was called to present further evidence to assist in your review of current drug 
policy in regards to cannabis culture and industry in the UK. I shall now leave you to read our 
advice as set out by Parliament.co.uk. Thank you for this opportunity. 
 
Thank You and Hello.  
We are the United Kingdom Cannabis Social Clubs and we have taken the opportunity to 
address the situation of the cannabis market in Britain for your reviewing and consideration 
for the committee reviewing current dug policy. Our teams experience combined amounts to 
over 500 years of cannabis use and cultivation in the UK, Europe, Asia, Africa and United 
States. We contribute this information with experience both in the more legally regulated and 
tolerated countries and states as well as the illegal involvement of the industry in both UK, 
Europe, Asia, Africa and America. 
 
We do this because we truly believe it is time for change and that Britain can be the country 
that leads the way of the legally regulated cannabis industries using the knowledge and 
resources we have available and those concerned show willingness to provide its ease of 
transition. These include medical professionals, scientists, lawyers, barristers, senior police 
officials, long term members of parliament, independent drug advice and reform 
agencies/organizations, smugglers, growers, distributors, both members of the community 
and public which in some instances have more than 50 years personal involvement in the 
culture themselves.  
 
The Misuse of Drugs Act 1971 
-Has failed to do what it set out to do; 
-Is intended for and possibly very capable of doing.  

                                                 
1 http://CannabisCure.co.uk 
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-Should control the Misuse rather than the Use of drugs. Drug use has not been restricted 
from growing in popularity but rather the contrary.  
-It focuses solely on the use and prohibition of some substances and criminalisation of the 
person found with them, but avoids other drugs and openly defends tradition as reason the 
misuse of alcohol for example, is not included in the act for which it is responsible for 
£19billion year in social costs and harm (Alcohol Statistics 2011), and is directly attributed to 
the cause of death of 9-14,000 drinkers a year directly, and up to 250,000 further additional 
contributions to death cause by alcohol induced diseases.  
-Has allowed for stereotyping and racial profiling of what a drug user/cannabis consumer is 
and looks like, breeding prejudice and intolerance in society.  
-Has denied millions of patients suffering from debilitating illnesses and diseases from 
accessing safe medicine and from their Doctors from prescribing or recommending it to ease 
pain, symptoms and improve quality of life.  
-Currently provides an environment for a free black market to thrive, which is largely run and 
organized by criminal gangs with international ties responsible for human trafficking, 
automatic weapons trafficking and money laundering, not to forget child slavery. Gang 
rivalry and conflict causes consumers and non-consumers a threat and artificial unnecessary 
market inflation.  
 
The act has;  
-Is out dated,  
-Is discriminate, 
-Failed and made the cannabis community more dangerous and, 
-Provides a framework for the Government to control and allow a monopoly on cannabis and 
-Hands this power over to the wealthy pharmaceutical industries that are responding to our 
claims while they criminalize us. 
-Promotes inequality and hate from both criminalized and non-criminalized users for each 
other and the governing parties of the act.  
 
It is deeply within the interest of the Government, the Home Office and the Department of 
Health not to mention the taxpayers to resolve these issues and we hope these proposals can 
be helpful in your careful planning and considerations. 
 
Cannabis Culture  
Cannabis is the most widely used illicit drug in the UK and the world so it therefore makes 
sense to address its trade and consumption on a separate scale than other current black market 
drugs. There are many good reasons for this as follows.  
 
Cannabis is a plant that can be cultivated easily at home; 
-Without much extensive know how indoors,  
-Which gives it such ease of prevalence and also much difficulty in trying to enforce such a 
wide spread eradication with much effectiveness.  
-More money is being spent on enforcement with no real result,  
-Police raids on commercial grows are quickly replaced by another criminal business 
enterprise (gang) or someone who can just grow cannabis in their spare room (hobby/medical 
grower) able to help out friends/patients with better product cheaper or free. 
 
Not everyone who grows cannabis is a dangerous or hardened criminal but; the easiness in 
cultivation of this plant gives gangs a quick foot in the door to make large money from a 
harvest or two in 2-4 months which give them enough capitol to grow a bigger harvest and 
then move into other criminal and black market trade that can fetch more money but has 
higher risks and more criminal activity involved that has much more serious implications than 
just growing and selling weed that isn’t of a decent quality or heath standard that consumers 
should have available if they are going to use cannabis as their drug of choice.  
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Cannabis is currently forced into the wider drug market with cocaine, heroin and ketamine 
which are much more often contaminated, untellable to the consumer before ingestion with 
unknown purity or if they are even that substance at all. These drugs can all be fatal, cannabis 
cannot. Looking at the deaths blamed on recent legal high drug Methadrone, deaths occurred 
because the students were given methadone, an opiate that has the euphoria (high) molecule 
removed and they were not buying from someone who cared about the product just wanted 
the money. We have a tragic loss of life which could have been avoided so we will return to 
look at concern of legal highs again later in this proposal.  
 
The use of cannabis is broadly prevalent in British culture and it has been for centuries, a 
hemp growing nation that used its fibres to sail the seas and build our noble empire, 
O’Shaughnessy the medical practitioner that first carried out real modern scientific studies on 
cannabis and the colonies interaction with it in India, it recorded use as a medicine which is 
deeply engrained in our heritage and always will be regardless of the law and enforcement of 
those laws. Shakespeare and Dickens are both validated hemp flower smokers and are 
responsible for some of the most important pieces of English literature.  
 
-Cultural,  
-Religious,  
-Recreational and  
-Medical use all have scientific and/or traditional legitimacy so to discriminate against 
cannabis when a cultural drug like sugar or beer, a religious drug like wine, a recreational 
drug like tobacco and a medicinal drug like morphine can marketed, sold and accepted is 
sending out the wrong message to the public and the young. 
 
Recreational drugs have the potential for abuse as all drugs do, weather prescribed, socially 
acceptable or illicit they can all have unintentional effects that can lead to harm. Use, misuse, 
abuse and harm need to be more widely determined by discussion of experts in the field. 
Individuals that have a problem or concern should not be criminalized before or when that 
problem becomes greater instead they should be helped, guided and given any medical 
assistance they need. Criminalization of any drug use is counterproductive to personal and 
greater social progress.  
 
Proposals 
1) We propose that cannabis possession, cultivation and supply be made legal for domestic 
and commercial properties, now on a wider scale than current.  
 
This proposal is on the basis of GW Pharmaceuticals being granted a license for research and 
marketing authorization as a medicine. The authority was granted by the Home Secretary, 
David Blunkett in confidence that it would provide evidence of cannabis’ safety and efficacy, 
and that the two dangerous factors of cannabis could be removed.  This has been achieved but 
can be proved was never really an issue in the first instance. 
 
-To remove the high associated with cannabis which leads to psychosis; this was 
disproved after the Advisory Council on Misuse of Drugs (ACMD) and Government funded 
the Keele University report witch stated in 2009 that there is no causal link between long term 
cannabis use and the rates of mental health diagnosis. It found to prevent one person possibly 
having a negative mental-health reaction to cannabis 5000 men would have to be stopped 
from ever using cannabis and an even higher number for women, a task which is impractical 
and proven to be so for the last 51 years. 
 
-Secondly, to remove the harm caused by smoking cannabis; which has twice since been 
confirmed is not a reason for concern in two of the largest ever-conducted studies spanning 
20 years. The intention was to prove the damage caused by the use of cannabis. Their 
scientific publications report that there was fewer incidences of skin, head, neck, mouth and 
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throat cancer in those that inhale pure cannabis than not smoking at all and much less risk of 
course than those who smoke tobacco. More recently it has been analysed from the 20-year 
research data that cannabis does not impair pulmonary function and may even increase users’ 
lung capacity when smoking pure. This research was funded by the US Government. 
 
Cannabis is not responsible for thousands of lungcancer cases per year, tobacco is restricted 
only by age and does cause those cancers directly.  
 
GW Pharmaceuticals have been growing cannabis in England since 1998 and have passed 
every trial they have carried out on Tetrahydrocannabinol (THC) and Cannabidiol (CBD) 
with promising results and no negative side-effects other than some users with their first 
experience which was avoided on second treatment. This shows the importance of situation 
and administation or interaction with cannabis (as has been argued by campaigners in the 
drug reform movement for half a century) very much changes the experience. With the 
variety and level of un-control on the black market there is a much higher chance of coming 
across dangerous cannabis or a strain that is not suitable for you which both can cause harm 
to the user and end up spreading disinformation. The validity of cannabinoids non-toxicity is 
unchallengeable now in the 21st century, this is partly due to licenses granted to the British 
Pharmaceutical company that have been able to carry out studies to prove this as a new 
$80billion pain treatment has been realised within cannabis. 2012 sees GW Pharmaceuticals 
go global in distribution through Big Pharma giants Bayer and Novartis.  
 
Any time that recreational or non medical cannabis consumers are being criminalised medical 
users are going to be caught in the crossfire. It is an impossible moral to impose as history has 
shown. It can be better contolled and is elsewhere in the world.  
 
2) We propose that the clarification be made; Nabiximols is Sativex is Cannabis and nothing 
else. Any other explanation of any their active ingredient is a perverse distortion of the truth 
and provides malediction and harm.  
 
3) We propose that Dr’s and medical professionals legally be able to advise the use of or 
prescribe cannabis as a medicine and information and education be made available or put in 
place to ensure that Drs, Consultants and all medical professionals have the facts about 
cannabis based on science, not media propaganda and gutter press.  
 
4) We propose that a legal regulated market be made possible via careful legislation to ensure 
the safety and rights of those that use and do not use cannabis are not diminished and that 
proper education based on science and experience be made available to reduce any potential 
harm. 
 
If people want to reduce or stop using cannabis they should be able to do so with the correct 
place and information to help them, currently methodone and valium are used to treat 
cannabis ‘withdrawal’ which is very mild, very short and very dangerous when replaced by 
opiates of which cannabis is not and which are much more addictive and harmful than 
cannabis with much more potential for abuse. 
 
If a cannabis user were to move on to an illegal opiate on the street that would blamed on the 
gateway theory but here we have a real situation where a questionable diagnosis is giving 
justice to prescription of class A drugs legally. This issue is serious and needs to be addressed 
to reduce wider harms, especially of the young and vulnerable who have been educated 
improperly about the comparison of cannabis to other drugs it has been classed with. 
 
5) We propose that the age restriction for involvement with cannabis be made at 18 years of 
age as in line with the tobacco and alcohol regulations.  
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Currently we have a complex regulation for alcohol consumption, which allows parents to 
buy alcoholic drink for children over the age of four providing the drink is not over 40%. 
Given the serious potential for abuse and individual and social harm of the drug alcohol, is it 
not reasonable to point out that this is generating a broad acceptance of the use of alcohol 
from a very young and vulnerable age? 
 
Cannabinoids on the other hand are found in mothers-milk of all mammals naturally as they 
are essential to life. Infant mammals that had their CB1 receptors (cannabinoids 1) blocked 
refused to suckle and died in scientific lab controlled studies. However, babies that test 
positive for metabolised phyto-cannabinoids in their faecal matter, potentially get taken away 
from social services and the parents can get a criminal record and be restricted from raising 
their child. 
 
We add that the medical use of cannabis should be accepted for any age with the consent and 
advice of their medical practitioner if they feel that the science supports its use for a certain 
condition that would potentially improve that child life.  
 
6) We propose that domestic cannabis cultivation be un-prohibited for adults within a non-
commercial scale. (Hobby/Personal/Medical) 
 
If a legally regulated market is made available for those that do not wish, are not interested in 
or unable to grow their own then those that are capable, interested and want do so should be 
able to do so and not be criminalized. There are many joys and teachings from cannabis 
cultivation learned and handed down by traditions that are not just about the fruit that the 
plant eventually produces, although the aim is to produce a good quality end product. As 
stated before, not everyone that grows cannabis is a criminal, a gang member or trying 
growing for financial gain. Street cannabis is expensive, unclean and incorrectly handled and 
can be grown or kept in deeply unsanitary conditions. This is potential to put unnecessary 
strain on the health services. 
 
It is easier to grow good quality and palatable cannabis at home for cheaper than it is possible 
to brew your own beer or wine at home that are very basic, just because you can kits, and can 
produce a very harmful end product that anyone of any age can get their hands on and 
possible die. Again, this is not the case for cannabis and it is not enforced in any measure 
comparable to cannabis cultivation. 
 
7) We propose that those who apply for commercial licenses as GW Pharmaceuticals are able 
to produce 300 tonnes of cannabis a year under be considered more carefully rather than 
being completely denied and rejected. 
 
GW has made all scientific data and research freely available to the public and I quote 
Executive Chairman Geoffrey Guy as saying “This is scientific research published freely for 
anyone to use for any purposes or pursue any arguments they wish to pursue concerning 
cannabis”. 
 
Commercial properties and cannabis farmers should be able to form a union and official 
national alliance to set standard for commercial cannabis cultivation to maintain the ethics 
and health standards of the industry for farmers, workers and consumers. The products 
produced in legal cannabis gardens will be available in dedicated cannabis retail outlets. 
 
8) We propose that cannabis not be sold premixed or cut with other drugs such as tobacco. 
 
Cannabis tinctures with a small proportion of pure alcohol have been prescribed in British 
medicine ofr centuries all bar the last 41 years until the reintroduction of Sativex the newly 
branded cannabis/alcohol tincture by licensed GW Pharmaceuticals. 
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9) We propose that any tax system introduced or necessary for the regulation of the legal 
cannabis industry and trade be primarily dedicated to subsidise the cost of the cost for 
medicinal users of cannabis and tax generated be used to repair the damage caused by 
cannabis prohibition over the last 51 years. Programs for public awareness, education, 
scientific research, youth and adult rebuilding schemes and reintroduction to society and work 
by those unfairly and unjustly criminalized for their involvement with cannabis.  
 
Taking steps to introduce a legal cannabis market creates a whole range of jobs that are 
suitable for a wide variety of people but most noticeable those with a more alternative 
lifestyle than contemporary. Currently there are many that have been criminalized for 
involvement with cannabis that have rendered then unemployable but they do have 
knowledge and experience in this field and would be able to fill a job in this industry. This 
would generate more income based tax which is currently being handed to a largely criminal 
market with an unregulated industry that works very much in a similar way but with no 
quality control of the product or concern for consumer rights or health and safety.  
 
When people are given the option of very good quality cannabis that they know the 
constituents and quality control off they do not wish to buy it from the streets or an unsafe 
source. It needs to be and is easily made more open and scare-less with honesty. The tobacco 
industry are able to add over 400 chemicals that contribute to the serious harm of the user and 
wider society and able to do so with secrecy and protection. We believe this to be unethical 
both in practice, business and human nature.  
 
10) We propose the Government urge the Department of Health and Home Office if they are 
to remain the governing body for regulation of cannabis to pursue a campaign such as TOKE 
PURE as CLEAR have proposed to reduce the consumption of tobacco when smoking 
cannabis. Many that consume cannabis but do not smoke cigarettes still cut their cannabis 
with tobacco, this is an unnecessary harm and education can be introduced to prevent nicotine 
and tobacco addiction through the habit of one drug. Cannabis has been proven to be much 
less addictive than tobacco and similar to that of coffee but is not responsible for the 10,000 
cases of overdose a ear as caffeine is nor the 1,000,000 hospital admissions a year for alcohol 
or the XXX diagnoses of cigarette related cancer per year. Quite simply cannabis is a safer 
option and by criminalizing the possession, cultivation and supply other than to GW Pharma 
being able to do so has forced the majority of the public that wish to take mind altering, mind 
and body stimulating or mind numbing drugs to only use ones that cause harm to the body 
and mind.  
 
We believe that there is a direct correlation between cannabis prohibition and the increased 
use of legal high drugs. Legal highs are used to avoid the social harms associated with 
cannabis or dug use. Much of the times these legal highs are sold as bath salts or something 
similar on the internet, in reality they are analogue synthetic cannabinoids that have been 
created for testing on rats in lab conditions simply because it is too hard to get a licence to use 
real cannabis to test die to its class in the misuse of drugs act and the claim that it is put in 
there because there is not enough study and evidence on it is an out dated claim in 2012. The 
ever-growing synthetic drug market is a concern to public, parents and government but is a 
product of cannabis prohibition. Cannabis is capable of evoking a wide range of effects and 
better guidance in its consumption and sale would remove the need of said legal highs which 
are much more likely to cause harm as their creator Hoffmann even claims.  
 
11) We propose that the allowance of Cannabis Social Clubs be legally provisioned for to 
allow cannabis consumers safe social and public access to use and consumption as available 
to those that use alcohol and can freely walk into pubs to drink to an unregulated or controlled 
level of intoxication. We promote the idea of a purchase limit to discourage the resale of 
cannabis products to minors. 
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12) We propose that all non-violent cannabis prisoners be released and all those convicted be 
pardoned so they can have the best chance at restoring and renewing their path of life again so 
they can contribute to the greater society as they wish to, but are restricted from due to the 
sanctions imposed with a criminal record. 
 
13) We propose that cannabis be removed from the Home Office who should remain to deal 
with crime. It is crime that uses the benefits of cannabis prohibition to make money, not that 
cannabis is evil and makes people into criminals as The Daily Mail may have half the nation 
believing.  
 
14) We propose that either cannabis be removed from the A, B, C Class system or that a new 
one be introduced for recreational drugs in which the likes of alcohol, tobacco, potentially 
ecstasy and mushrooms can be used with moderation, guidance and education. 
 
Extras 
We propose that there be an investigation into the sacking of Professor David Nutt by Alan 
Johnston and the relationship between Gordon Brown and Paul Dacre of the Press Complaints 
Commission and The Daily Mail/Sunday Mail which has allegations of a deal being made for 
the reclassification of cannabis in exchange for the support of the newspaper during 
leadership. Something a failing, unelected Prime Minister might have needed is the support of 
the most read newspaper in the UK. Countless lives have been damaged by these actions and 
justice needs to be brought upon those guilty.  
 
We propose that the government apologise and admit that they have been wrong about 
cannabis. This will be an act that shows the public that they really do mean they want change. 
Much trust has been lost towards the Government because of the big cannabis lie about the 
harms and dangers of it so much so that there are man that simply refuse to believe or trust 
anything the Government do. We believe this is counterproductive and damaging to wider 
society, the truth is available to those that wish to find it but all the while untruths and 
misrepresentations of science are being regurgitated and distributed by MP’s and Ministers on 
the Cabinet to public and individuals that take the effort to interact with them.  
 
We request the apology from David Cameron for spreading lies and disinformation about 
cannabis which he claimed was very toxic, very harmful and leads to many cases of serious 
mental health issues. 750 people a year on average go to hospital for cannabis use, less than 
100 are under 18. Meanwhile I believe we have already addressed the figures for alcohol and 
tobacco. He claims that to make another drug legal would increase its prevalence and 
therefore harms. I hope you will take reference to what we have discussed above to see we 
can reduce those few harms currently created under black market conditions in regard to 
health. David Cameron is after all a cannabis smoker from his youth at the privileged school 
of Eton and avoided expulsion while his friends were not so lucky and went on to become 
harder drug users and have criminal records as he became an affluent young politician and 
Prime Minister. A great social experiment we hope you agree, though unfortunate to the 
damaged lives as a result. 
 
We propose an investigation into the £10million spent on seed stock by the Government to 
Hortipharm NL that were operating under a license given by the Drug Enforcement 
Administration (DEA) of America to the Dutch company who had it revoked by the Dutch 
Government when they discovered of its existence. It had been enabling Hortipharm NL to 
cultivate on mass large quantities of cannabis seeds set for the market that grew them illegally 
and lead to the distribution of cannabis on the street. This is the same Skunk Cannabis that is 
apparently so dangerous but which GW Pharmaceutical breed with. They are one in the same. 
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Advice from the United Kingdom Cannabis Social Clubs about the classification of 
cannabis as a prohibited drug in the UK for the Home Affairs Committee on Drugs 
Policy 2012. 
 
Please refer to UKCSCs Proposals document for further information.  
 
Responsibility 
The Governments current drug strategy is financially damaging and wasteful. It creates a false 
economy between police government and criminals. Extremely large proportions of money 
are allocated to eradicate the prevalence of cannabis and all drugs under the Misuse of Drugs 
Act 1971, from society.  
 
It has failed to do so and run up a huge bill in the mean time. This is irresponsible for the 
Government to continue into the future with and there is quite frankly no need to do so 
anymore with such a wide variety of sources to collect data and first-hand experience from 
globally.  
 
The Governments own financial findings show that that the more money spent on enforcing 
prohibition, the larger the budget gets the next year and so on the problem and department 
grows. This financial gain for the police force has created a situation where the police are 
creating conditions for criminals for them to catch.  
 
Prohibition is an artificial economy based on a game of cat and mouse or cops and robbers, 
quite literally although many being dragged through the courts in the expensive wasteful 
program dictated by policy (MDA71) are not robbers or criminals of any type, just personal 
hobby or medical growers.  
 
Prohibition creates a few more unnecessary restrictions on agricultural production of 
cannabis.  
 
Science 
The Government have rejected the personal and independent scientific advice on cannabis. 
Les Iverson’s speech at the British Medical Association in January 2011 Bringing Cannabis 
Back Into The Medicine Cabinet while he is the chairman of the ACMD seems quite 
contradictory as the Government say it has no medicinal benefits.  
 
However, they have also allowed the Home Office to grant a license to GW Pharmaceuticals 
to produce Sativex which is simply cannabis in an alcohol tincture with a precise single dose 
to each spray. This is made available to only a few of the sickest patients it was intended for 
at an alarming inflated rate to that of the price it would cost to produce at home, which is also 
quite easy.  
 
Dr Geoffrey Guy Chief Executive of GW Pharmaceuticals has given a lecture to Patients Out 
of Time an American Medical Marijuana Conference in 2002, Seattle Washington for home 
growers fighting to save their lives with cannabis. In this lecture he stated that anyone 
conducting a single dose medication with cannabis in a trial will probably fail, yet he passed 
all of his, quite rightly his claims and tests match the millions of testimonies which inspires 
his investigations.  
 
The evidence is indisputable, cannabis is a medicine and it is non-toxic. He says some 
patients need only 20mg of cannabinoids a day, other 120mg a day -  no two patients are the 
same.  
 
Public Health 
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Currently the Government part takes in a public slur campaign against cannabis and cannabis 
consumers, this is counterproductive, as we know that the Government and individuals in the 
Government who few they have to tow the line feel they are unable to speak their mind or tell 
the truth. The Government should be promoting equality in 2012 not prejudice and 
discrimination based on cultural preferences.  
 
This is causing much more damage than needs to be done. The individual and greater harm 
that it can and does lead to and has already been caused is likely to take a century to see a 
significant change. It is important that we start now to avoid further extension to that time.  
 
Currently cannabis is associated and stigmatized with other drugs that is should not really be 
classed along side with, or sold next to, or by the people it is currently sold or pushed by. 
They do not care who buys what at any age and no ID other than the Queens face is used.  
 
Since 1976 when the Dutch policy of tolerance for cannabis was introduced the heroin rate 
has not risen in that time, the same cannot be said for the UK as heroin use has sky-rocketed 
2000% just by allowing them to be sold next to each other completely uncontrolled or 
unregulated. 
 
In the early 2000s there was a large proportion of contaminated cannabis being shipped in 
from Europe. This was known as grit weed and the harms caused by this were more 
dangerous than smoking cannabis, tobacco or both. The cannabis was adulterated with sharp 
sparkly objects that were small enough to evade the unknowing eye. When the cannabis was 
light these particles mostly now identifiable as metal filings and glass finings, sand or 
fibreglass would heat up to extremely hot temperature. These were inhaled they would stick 
to the inside of the mouth and lungs burning hols inside the consumer that cannot be repaired.  
 
The Government did nothing to put out health warnings and many took the few warnings out 
there as a joke. The amount of harm caused by this black market, prohibition induced harm 
could have been stopped if there was a regulated and non-criminal market for consumers to 
purchase cannabis from. Instead the damage was blamed on cannabis and the stories spun to 
spread fear about the dangers of cannabis use.  
 
Being a black market product that is also forced to be taboo there is a lot of myth and 
conjecture about cannabis’ toxicity and safety. Skunk cannabis and herbal cannabis are the 
same, one is grown better than the other and one is comparable to wine and the other beer. 
Hash is comparable to spirits. The person the Government paid £10million of taxpayer money 
to (Hortipharm NL) for GW to breed with (G being Guy and W being Dave Watson aka Sam 
the Skunkman) who distributed the same seeds to the illegal growing market for the previous 
30 years and growing much of the coffee shop sold weed and world distributed cannabis 
grown in Holland. He avoided busts while all others around him were raided and moved out 
of the country. Corruption without Government involved? 
 
On the black market contamination can happen unintentionally through bad growing ethics or 
practices. Mould is not something consumers should have to come into contact with like any 
other food or drink produce. Quality control can be introduced for commercial cannabis 
production gardens or farms in accordance to a cannabis farmers union or alliance. 
 
Security 
The Governments framework of prohibition allows criminal gangs to thrive and use cannabis 
as a cash crop to start up any criminal enterprise in just 2-4months. Their product is not 
quality so giving the cannabis consumer a legal regulated market place or option to produce 
their own at home would resolve the criminal’s ability to get this quick funding option. 
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We honestly do not want to smoke poorly produced cannabis, many are prepared to pay 
decent prices for their herb and regulation of some kind better than that of now will provide a 
much more varied option for people to select their cannabis from with advice and guidance if 
and when needed. 
 
Terrorism is covered via description of international human trafficking gangs that enforce 
child slavery. The Government also embark on terrorism through a fear campaign of cannabis 
users and growers of which not all are harmful outside the criminal world. Police raids into 
personal space are considered an act of terrorism. 
 
Human Rights 
Humans are trafficked over to the UK by Vietnamese gangs that have only moved here 
because they have the environment to do as I have discussed above. They lock up children in 
houses to grow cannabis crops until they are caught in police raids. They are then put in 
prison before being deported. A waste of our money on an inhumane unneeded punishment. 
Just because the law says someone has to pay the price of prison doesn’t mean a victim of a 
prohibition created criminal enterprise should be traumatised by the experience further. That 
is irresponsible of the British Government, courts and police force. Those gaining financially 
from this in humane act should be investigated and brought to justice. 
 
Anyone criminalised, and denied medicine through cannabis prohibition is denied his or her 
human rights. Some people consciously choose to use cannabis over other mind altering 
substances like beer or caffeine because there is enough scientific evidence freely available 
online and in the real world for them to make that decision. The do so at risk of the law 
because they are conscionable people. To deny those suffering the right to safe access to 
scientifically and culturally (but not politically) accepted medicine is against Article 8 of the 
Human Rights Act. Cannabis is Sativex is Nabiximols.  
 
Criteria 
We believe that the Government are not currently working within the guidelines of their drugs 
policy. It is incoherent and promotes inequality and corruption of the highest kind on the 
highest level. While the most dangerous substances on the planet with the highest amount of 
abuse are left off the scheduling and class system, the least toxic plant known to man is set 
firmly in the middle with much controversy surrounding it.  
 
The Misuse of Drugs Act only prohibits drug use except where it allows Drs the right to 
prescribe the ones it allows. It does not make any determination between use, misuse, abuse 
and harm; which are very different and would be much better ways of determining when an 
intervention via the MDA71 starts to have an impact in a person’s life. Surely that is what 
‘misuse’ stands for and is in need of protection. 
Perhaps a Use of Drugs Act would be better that categorised all recreational drugs using 
scientific and social context as a basis for framework. All drugs can be used with reduced 
harms and that is what a drugs policy should ensure. Currently this is the opposite is 
happening.  
 
Independent Expert Advice 
The Labour Government should be investigated, particularly Gordon Brown, Jacquie Smith, 
Alan Johnston and the relationship between them and the Daily Mail to investigate the 
allegations that a deal was made for the paper to switch support to Labour in return for three 
favours, the third of which was cannabis being reclassified as a Class C. The failing unelected 
PM needed some support, maybe the biggest newspaper in the country would have been 
helpful to him?  
 
The ACMD Chair Professor David Nutt was sacked for suggesting cannabis not be 
reclassified, the Government rejected it, and he also stated cannabis was safer than alcohol 
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and tobacco, with his experience and education ignored the opposite action was taken. His 
team then left the ACMD rendering it un-functional.  
 
In 2009 the Government and ACMD published their findings of a commissioned analysis of 
all the data carried out on studies of the instances of schizophrenia and psychosis and the 
correlation to cannabis. They found that to stop 1 person from using cannabis 5000 people 
would have to be arrested. This is impractical and shows the damage being caused by the 
drug war.   
 
The Government to this day MPs the Home office and Dept of Health all state that the lat 
advice by the ACMD was in 2008 and said the opposite to the 2009 findings from Keele 
University, and that 1 in 4 is predisposed to be genetically wired to respond badly to cannabis. 
This claim has been rejected broadly by scientists now but is still promoted as fact. This is a 
crime against science, nature and the truth.  
 
The UKCSC have proposed a suggestion plan for the reclassification of cannabis and 
recreational drugs that we wish to be considered. It can be found published on our website 
http://www.cannabiscure.co.uk/ukcsc 
  
CLEAR Cannabis Law Reform proposed A Clear Plan For Regulating Cannabis In Britain in 
September 2011 that suggested a framework for regulation based on the IDMU’s findings on 
their commission. We support their aims but not fully their plans detail for regulation that we 
find a little imposing and infringing on consumers human rights. We support the need for 
discussion and regulation.  
 
Richard Branson has also made the suggestion of regulating cannabis after his part in the 
Global Commission on Drugs Policy.  
 
Policing 
Currently drug policing is mainly dependent on stereotyping despite it being against the law. 
Cannabis consumers are from all walks of life but the easy targets are picked and made to pay 
the price for their lifestyle and have their lives affected in much greater ways than society is 
aware of or responsible for making people aware of when they use cannabis or drugs.  
 
Cannabis cultivation is not a problem when done responsibly which is largely starting to 
happen as readable from all the court reports in the media over the last decade. Policing 
would not be needed if a regulated framework were allowed to be created. 
It would make sense for the police to re appropriate their funds when their budgets are cut and 
stop enforcing possession of cannabis up to 100g as the 2012 sentencing guidelines suggest as 
a starting point for court intervention, as a starting point, and if no other course of action is 
currently to be made.  
 
Overall crime would drop and the 100,000 young people who receive a criminal penalty for 
drug use can be significantly reduced quite instantaneously. This will free up a tremendous 
amount of police time, which will enable them to dedicate it resolving some of the unsolved 
murder and rape cases or trying to stop the international terrorists that currently control the 
drug market.  
 
There is quite unquestionably corruption between home-grown and international criminals 
and the British police forces across the nation. This is putting countless nationals and 
international lives at risk and the British Government need to take responsibility for these 
desperate circumstances. Big money has influenced corruption and greed to thrive under 
prohibitions uncontrolled.  
 
FRANK 
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The Government advice program is simply put a joke both in and out of the cannabis 
community. Both pro cannabis and anti cannabis campaigners are shocked by its level of 
ineffectiveness and lack of coherence, yet it does not listen. If you want to give young people 
advice about drugs use scientists and drug users that want to help prevent harms for young 
people. They are sensible and have the most experience, good and bad.  
 
For all our ‘faults’ we are happy to help as many people as we can, as do the ACMD who are 
the scientists and academics that work for free to give help and advice on a higher level.  
 
We have discussed the MDA71s ineffectiveness already.  
 
Public Health Considerations 
The truth about cannabis is known and easily accessible throughout the Internet, freely for 
anyone to see at any time. There are over 19,000 published medical studies and clinical trials 
on cannabis carried out globally with 2000 in 2011 alone. For the Government to maintain 
their quite laughable opinion of the therapeutic herb discredits some of the positive health 
policies they have implemented such as tobacco education and labelling to reduce use, which 
it has.  
 
Criminalizing people has proven to be less effective. Cannabis is safer than tobacco though so 
that cannot be denied form public awareness. Even the Dutch agree that tobacco is much 
more a problem for health than cannabis. They also allow the prescription and have the 
production of herbal medicinal cannabis with very high rations of 19% THC and less than 1% 
CBD something our Government believe is Super Skunk Cannabis and causes mental health 
issues. I have travelled the world as a documentary maker and the first thing journalists tell 
me is how laughable the ‘Reefer Madness’ stories in the press are. So it’s not just an in-joke 
here, and it is causing huge damage.  
 
Cannabis prohibition has the effect of homeopathy, which is a dangerous practice and a 
harmful social health risk at times. If you tell someone they are going mad or that are 
paranoid enough they will become that. Having clear science to provide the most accurate 
information is important to us as consumers and as retailers or producers of cannabis. 
Homeopathy allows for lies and falsehoods to be promoted as science as it is very damaging 
to society and education that such malpractice be promoted as truth on mainstream primetime 
TV.  
 
Those who want to use cannabis but do not want to get in trouble at work, school on their 
sports team, or with the police or their parents resort to legal highs. These are as you know 
untested and potentially harmful on a level unknown and certainly more dangerous than 
cannabis which is a natural substance. Many of these legal highs are synthetic versions of 
drugs prohibited under the misuse of drugs act, their creator Hoffman has even attested to the 
fact that they are much more dangerous than the original, having only been made for testing 
in rats in labs as laws restrict real cannabis from being tested because the Government don’t 
want you to get high (with cannabis).   
 
Stopping telling cannabis consumers they are mad, crazy and making them paranoid that they 
are going to be put in prison or caught by police, lose their job, get kicked out of school, off 
the team, etc will help people reintegrate` back into society. There are many people that use 
cannabis without causing harm to their lives and if they can act openly as positive cannabis 
using role models than that will promote a positive representation amongst society.  
 
Cannabis Vs Alcohol Use/Abuse/Harm 
10% of the nation, approximately 5.6million people use cannabis a year. On average 750 
cannabis consumers go to hospital a year with only 100 youths under the age of 18.  No 
deaths ever.  
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Alcohol is one of the most damaging drugs to society and should be covered by the MDA71 
as is misused greatly in the retail world and consumer world. Its industry causes more harm 
than the cannabis consumers are capable of and the Governments own Alcohol Statistics 2011 
show that £19bn a year is spent on policing, health costs and wider social harm and loss 
through alcohol abuse.  
 
Any troubles you find on the streets of Amsterdam are drunks at the bars fighting, which are 
where the police tend to park their cars, not outside the coffee shops. How much police time 
will be saved by allowing people the choice of a less violent inducing alternative, and does 
less harm to the body? 
 
Alcohol use has increased since the MDA71 which was also the time that alcohol started to be 
sold outside of alcohol only public drinking houses. Harm and damage has increased since 
and is now generally just accepted as culture and tradition. A very shameful thing to be proud 
of. 
 
Alcohol opening hours have been directly linked to the rise in cocaine habit in the UK. Those 
who want to party till the later closing times need a stimulant after all that drinking and 
dancing to carry on, so a quick snort in the bathroom to keep you going and get a few more 
drink down your neck to impress the guys or the girls is acceptable, easily obtain able and 
leads to all sorts of uncountable harms.  
 
Cocaine’s purity is always unknown until tested when it’s often too late. Abuse potential is 
much higher than cannabis although similar to alcohols, is much more addictive but 
contamination can be a determining factor in these harms. Again, a safer alternative to both 
can be had if not for cannabis prohibition. 
 
February 2012 
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Written evidence submitted by Stuart Warwick [DP178] 
 
1. My name is Stuart Warwick, I’m 38 and a Microsoft certified professional. I have worked 
as a systems administrator for Oxford University and run my own IT company. 
 
2. I was forced to give up work due to stress, and during my recovery I found that cannabis 
was a far more effective medicine than the prescription medication I had been taking. Very 
quickly I stopped taking the prescription medication and relied solely on Cannabis, and my 
recovery was much faster, and with no negative side effects to deal with. 
 
3. Since then I have devoted much of my time to researching the benefits and harms of 
cannabis and cannabis prohibition, I joined the Legalise Cannabis Alliance and from there 
joined the Cannabis Law Reform Party (Clear)1, and campaign for a regulated and controlled 
recreational cannabis market, and for the full medical and industrial exploitation of the 
cannabis plant. 
 
4. My submission will be focused on the issues with cannabis policy, as this is my area of 
experience. For about five years I grew my own cannabis, I researched different growing 
techniques, different strains and their effects, lighting and ventilation as well as disease and 
pest control. I have advised and assisted others in setting up and maintaining their own 
personal grows. I made the choice to stop growing when I decided to become more active in 
campaigning, for obvious reasons. So while I am not a doctor or scientist, I believe and hope 
that the information I have will be of benefit to you. 
 
Summary 
 
5. Ever since its inception the war on drugs has been nothing more than a war of attrition, 
costing the tax payer billions of pounds whilst gifting billions of pounds to criminal and 
terrorist groups. It has also deprived people of a valuable medicine, criminalised thousands of 
otherwise innocent people and has completely failed in its objectives to reduce cannabis use 
and supply. 
 
6. You cannot prohibit something that is in such high demand, it has never worked and it 
never will. A regulated and controlled recreational market is the only sensible way forward, 
coupled with better education and support. We shouldn't still be discussing the possibilities of 
exploiting the medical and industrial benefits of cannabis, the evidence to support these 
arguments has been available for years. We should be making full use of this plant's medical 
and industrial benefits now, and it's criminal that we are not. 
 
Information 
 
7. I’ve never written to a select committee before so I apologise if I get the format wrong.  
 
Growing my own 
 
8. There are several reasons I decided to grow my own cannabis 
 
8.i. I was unable to get cannabis (the most effective medicine I had found) on prescription. 
 
8.ii. At the time there was a massive increase in the amount of contaminated cannabis 
available on the market. Substances like powdered glass and sand were added to the cannabis 
to increase its value, this earned the contaminated cannabis the nickname 'grit weed'2, 

                                                            
1 The Cannabis Law Reform Party www.clear-uk.org 
2 Gritweed : contaminated cannabis www.gritweed.co.uk 
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however it's fairly easy to spot and avoid, so microscopic industrial etchants began to be used 
instead. Unlike the glass particles these tiny silicon particles are small enough to enter the 
lungs, and once there your body has no effective way to remove them. Growing my own 
eliminated this problem. 
 
8.iii. A lot of cannabis is grown in rented properties without the knowledge or consent of the 
landlord, these properties are then converted to accommodate the grow causing massive 
amounts of damage to the property. Electricity is also stolen in a way that puts not only the 
property at risk, but also the lives of anyone who enters that property. Growing my own 
would not support this activity. 
 
8.iv. With many of these cannabis farms people are trafficked into the country to look after 
them. These people pay huge sums of money to criminal and terrorist groups to smuggle them 
into this country, only to find they are locked into a property and forced to grow cannabis. 
The properties are often booby trapped not only to prevent rival gangs and law enforcement 
gaining entry but to also stop the grower from escaping. Growing my own would not support 
this abhorrent crime. 
 
8.v. As with all illegal drugs, the cannabis market is controlled by criminal and terrorist 
groups who use it to fund their activities. Unless you know exactly where your deal has come 
from you have no idea whose pocket you are lining and what they will use your money for. 
Growing my own would not support these groups in any way. 
 
8.vi. Most cannabis is grown for profit and is not left to mature fully and as a result deals are 
of poor quality. Also street deals tend to be underweight and damp rather than dried. Growing 
my own eliminated this problem completely. 
 
9. I believe there are three main areas of use that policy should cover.  
 
Medical 
 
10. The fact that we are not exploiting the full range of medical benefits offered by the 
cannabis plant should prove that the current strategy has no grounding in science, health, 
human rights or indeed common sense. 
 
11. Having read the 2010 drug strategy I can see no provision for medical use or even any 
realisation there could be a medical use for cannabis. I fail to see why medical cannabis use is 
still a criminal issue when the weight of evidence for the benefits of medicinal cannabis use is 
overwhelming. 
 
12. Dr. Todd Mikuriya MD, former Director for the Institute of mental health in the USA has 
claimed that in over 15 years and 10,000 patients there are over 200 different medical 
conditions that react favourably to treatment with cannabis3. He is by no means alone in these 
views among the medical profession. 
 
13. Research done by Harvard medical school has strongly suggested that cannabis can 
reduce the growth of tumours in most common cancers4. 
 
14. 16 American states and Washington DC have legalised cannabis for medical use, and no 
longer criminalise some of their society's most vulnerable people5. 
                                                                                                                                                                          
 
3 The Union : The business behind getting high http://youtu.be/6jO_ncXj7RE 
4 Marijuana Cuts Lung Cancer Tumour Growth In www.sciencedaily.com/releases/2007/04/070417193338.htm 

5 16 Legal Medical Marijuana States and DC http://medicalmarijuana.procon.org/view.resource.php?resourceID=000881 
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15. From personal experience during my recovery each of the different anti-depressants I was 
prescribed gave me a side effect that worsened my situation rather than improved it. When I 
tried cannabis I found that it eliminated the symptoms of my depression and stress levels and 
allowed me to focus on the problem, rather than focus on the side effects. The anti-
depressants I was prescribed only 'patched' over the problem, and as soon as the medication 
wore off the symptoms returned, in contrast because the cannabis allowed me to deal with the 
problem, when the cannabis wore off it was like hitting a big reset button, and it was just a 
case of waiting for the symptoms to build back up again, giving me more time to deal with 
and better manage the cause of my problems. 
 
16. During my time campaigning I have met many people who use cannabis to alleviate or 
treat the condition they suffer from. It's by far one of the most effective treatments for 
Multiple Sclerosis (MS), and while it may not cure the condition as far as I know, it's amazing 
at helping deal with the symptoms. The difference in some sufferers is like night and day, 
from struggling to walk one minute to walking, and even skipping, after half a joint. 
 
17. A friend of mine who has a replacement hip uses it to alleviate and manage the pain and 
discomfort he suffers. I know people with fibromyalgia that use it to combat the muscular 
aches and pains they suffer. I've met people who are undergoing treatment for cancer who use 
cannabis to negate the effects of the treatment, increasing appetite and mood. So not only can 
we use it as a medicine but we can also use it to negate the harmful effects of other treatments 
as well. 
 
18. These points only begin to scratch the surface of the evidence in support of the benefits 
available from medical cannabis use. It also starts to highlight the problem that the only time 
public health considerations have played a part in developing the drug strategy is when 
dealing with the minority of users who experience problems, and the health considerations of 
everyone else are not only completely ignored, but the people themselves are criminalised. 
 
Industrial 
 
19. As with medical use the industrial benefits of cannabis are enormous. It's the strongest 
natural soft fibre known to man, and can be used to make over 5000 different textile products. 
Over 25,000 products can be made from its cellulose, including cellophane, dynamite and 
biofuels6. 
 
20. At the moment we don't have a viable alternative to fossil fuels, and as recent events have 
shown the risks being taken to access oil are just staggering, and when something goes wrong 
the environmental damage is considerable and effectively irreversible. 
 
21. Cannabis is one of the best sources of material for bio fuels because of its high cellulose 
content, and while the jury is still out on if it will be able to solve our fuel crisis alone, it 
certainly should be able to massively reduce our usage of fossil fuels in favour of an 
environmentally friendly and renewable energy source. 
 
22. As this plant can be grown almost anywhere you have the opportunity to give almost 
every country the ability to grow its own fuel, so that they are not dependant on a minority of 
countries for their power. 
 
23. Again like medical use these only begin to explain the massive benefits of cannabis as an 
environmentally friendly and renewable source material for industry. There is no mention in 
the 2010 drug strategy for any type of industrial use, which would not only suggest the policy 
                                                            
6 Popular mechanics : New billion dollar crop www.globalhemp.com/1938/02/new-billion-dollar-crop.html 
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has no grounding in any science outside of the possible harms caused to users, but also that it 
can also not be described as fiscally viable. Enforcing the policy costs huge sums of money, 
and yet ignores a legitimate way to balance out that cost, and even get an extra income boost. 
 
Recreational 
 
24. The 2010 drug strategy doesn't make any allowances for recreational cannabis users who 
don't experience any problems, apart from criminalising them. This is diametrically opposed 
to the report from the global commission for drug policy, which recommends that we should 
end the criminalisation, marginalisation and stigmatisation of people who use drugs but who 
do no harm to others. 
 
25. When you look at the comparative cost and harms between legal drugs and cannabis, you 
have to wonder what science the current policy is based on. Tobacco and alcohol kill tens of 
thousands of people each year in this country and yet they are regulated, controlled and taxed. 
Cannabis has killed no one, ever and yet has been described by politicians as a 'lethal and 
toxic substance' and is prohibited7. 
 
26. The main harms  associated with cannabis are caused by prohibition. Just the fact that you 
have it on you makes you a criminal and if caught in possession, could have lifelong 
consequences for someone who is otherwise a law abiding citizen. 
 
27. The problems with contaminated cannabis are wholly a result of an uncontrolled and 
unregulated market. With such a market you also have no control what so ever about who it is 
supplied to, and so have no effective way to keep it out of the hands of children. 
 
28. Cannabis is the most widely used illegal recreational drug, prohibition has failed to stem 
the supply and has certainly not reduced demand. You cannot prohibit something that is in 
such high demand, and to continue trying even though it has failed is nothing short of 
madness.  
 
Recommendations 
 
29. Medical use 
 
29.i. Patients should be able to get a prescription for cannabis, which can be filled at a 
registered and licensed outlet. 
 
29.ii. Patients who are able to and wish to grow their own can be given a license from the 
NHS specifying the amount they are allowed to grow, if they are found to be selling or 
otherwise distributing their medical cannabis they should be treated exactly the same way as 
someone doing the same with any controlled prescription medication. 
 
29.iii. More research should also be done into the wide range of medical benefits of cannabis, 
and what other conditions it can be used to treat or cure. 
 
30. Industrial 
 
30.i. Abandon the restrictions on the industrial uses of cannabis, and encourage much more 
research into its industrial potential. 
 
31. Recreational 

                                                            
7 A summary of the health harms of drugs www.nta.nhs.uk/uploads/healthharmsfinal-v1.pdf 
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31.i. Introduce a regulated and controlled market for recreational cannabis, this will not only 
safeguard users from the harms associated with the black market but it will completely cut the 
funding to large criminal and terrorist groups. It will also generate a net profit to the taxpayer 
of roughly £6.7 billion per annum8. 
 
31.ii. Allow the licensed cultivation of 4-6 plants for personal use, personal grows should be 
examined to ensure they are safe as part of the license. 
 
31.iii. Issue cultivation licenses for larger grows that are intended for supply to licensed 
outlets. 
 
31.iv. Cannabis can be sold in a number of ways. for example through specially licensed 
'coffee shops' or outlets that are currently licensed for the sale of alcohol and tobacco can 
have their licences extended to cover cannabis. 
 
31.v. Like alcohol and tobacco, cannabis should only be sold to adults and selling to someone 
under the age of 18 should carry the same penalties as selling them alcohol or tobacco. 
 
February 2012 

                                                            
8 Taxing the UK cannabis market http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf 

696

http://clear-uk.org/wp-content/uploads/2011/09/TaxUKCan.pdf


Written evidence submitted by R P Jones [DP180] 
 
The Home Affairs Select Committee requested written submissions for a new Inquiry Into Drugs.  This 
submission has been written up into six sections, in line with the Committee's desire to example the 
government's drug strategy in terms of fiscal responsibility, science, health, security and human rights.  There 
is also a section on possible alternatives to the current strategy. 
 
Science 
 
1. At the moment drug policy is decided by politicians that don't seem to be listening to all the peer reviewed 
evidence on the safety of cannabis. cannabis has been around for millions of years yet there are no recorded 
deaths from the "drug". scientist's in other countries have done enough research on the plant for the evidence 
of its safety to speak for itself, yet our politicians still won’t allow proper research into cannabis in this 
country because they fear the wrath of the Daily Mail—other media. cannabis could be the wonder drug of 
the 21st century with all the evidence coming out about the treatments for illnesses and ailments yet this 
country would rather pay big pharmaceutical companies huge amounts for their man made drugs. I believe if 
the government listened to the Independent Drug Monitoring Unit (IDMU) then I don't think this country 
would be in the state it is. 
 
Health 
 
2. I believe that the health risks posed by drugs in this country are compounded by prohibition. There are no 
regulations relating to any street drugs in this country and therefore the danger's from taking illegal drugs are 
multiplied by prohibition, I don't believe all drugs should be legal but the Soft drugs that are relatively 
harmless in countries such as Holland and Portugal pose more of a danger in an un-regulated market due to 
the huge demand for them, organised crime can at the moment take advantage of the current system by 
setting their own prices and make huge profits from supplying their customers with a product that is low 
quality/cut with different contaminants to boost their already huge profits. Cannabis cut with glass and metal 
filings, hashish cut with anything lying around just to add weight are available on the streets of Britain, Is it 
not time to stop gifting the gangsters with the profits and start giving more thought to patients that have to 
buy street cannabis just to relieve themselves of pain. A lot of people use cannabis for health reasons and a 
lot of them live in areas where their local health services refuse to prescribe cannabis sprays because of the 
costs to the National Health Service (NHS). 
 
Security 
 
3. In this country people who use cannabis have to buy theirs from street dealers who in turn get their drugs 
from organised crime. If a dealer hasn’t got cannabis he will offer something else. if people don’t want to 
buy off street dealers then they have to produce it themselves by growing it etc, surely a substance as 
harmless as cannabis (Non Toxic) should be available for public consumption (such as alcohol) if only to 
stop organised crime from making huge profits from it, and to stop them importing people into the country to 
grow cannabis for them, no-one wants to come into contact with this calibre of people on a daily basis so it’s 
unfair to force people who need cannabis as a medicine to seek them out and make themselves criminals . 
 
Fiscal responsibility 
 
4. The drug policy at the moment is dead in the water, more people are discovering that the war on drugs has 
failed abysmally ,Yet the government still throw money towards prohibition and spend billions on a policy 
that just does not work, The amount of money spent on customs and excise, police and overtime for police 
raids, NHS, prisons, magistrates judges and then there is the cost to put someone in jail (for growing a plant). 
Recent discoveries into the medicinal benefits from cannabis should be more than enough evidence to show 
that cannabis has a place in the medicine cupboard, the government persist on telling us that cannabis has no 
medical benefits yet allow GW Pharmaceuticals to grow 30 tonnes of cannabis a year to make Sativex, This 
is very hypocritical. Legalising cannabis and regulating it (coffee shops) would bring in an estimated 6 
billion a year along with issuing licenses for people to grow their own as they do in Spain, Holland, Portugal, 
Italy, Germany etc. 
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Human Rights 
 
5. I don’t believe that cannabis users have the same human rights as other people in the country. Cannabis 
users risk being arrested in their own home, dragged outside where their neighbours will see them being 
arrested, having their money taken by the authorities, getting a criminal record, being fined, going to jail, 
having their children put in care over a harmless plant. Even if their caught with small amounts the police 
tend to push for a more serious charge of intent to supply. Everyone gets a different outcome depending on 
the judge they are up in front. Surely this impacts on their human rights when it comes to criminal records, 
getting jobs etc. 
 
Alternatives 
 
6. the only alternative to prohibition is de-criminalise/legalise. Use the taxes from cannabis to sort the mess 
out in this country, By legalising cannabis you could concentrate on supplying a clean reliable product, there 
would be 70,000 less criminals a year, prisons would not be as crowded, the police could concentrate on real 
crime, organised crime would not be gifted the 6 billion a year they currently get, The pressure on the NHS 
could be relieved and taxes from cannabis could go towards the NHS, people would be nicer and the world 
would be a better place. 
 
February 2012 
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Written evidence submitted by Russell Brand [DP181] 
 
Russell Brand is a well-known comedian and British Actor, whose life in the public eye is 
well documented. Following on from the death of his friend Amy Winehouse last year at the 
age of 27; the same age Russell beat his addiction, his desire to speak out and be a driving 
force behind his passion for ‘recovery’ has been augmented. Russell has a unique perspective 
on drug addiction—he has been an addict, been through detox and rehab, has been in 
recovery for 9 years and works with other addicts through being a Parton at the drug charity 
Focus 12. (The same charity that saved him from his drug and alcohol addiction.) 
 
Russell wrote an incredibly moving piece in ‘The Guardian’ on 24 July 2011 (which has been 
added below), that was also published in The Daily Mail. The piece was both heartfelt and 
revealing, and touched many people and was seen as a response that went far beyond the 
many outpourings of grief following that tragic event. As a result of this Russell has been 
commissioned to make a programme for the BBC and Sport Relief looking into the subject of 
addiction, and how society views it, understands it, legislates and makes policies around it, 
and ultimately what the best way to recover from it is. This search will lead him to speak to 
experts and addicts alike, and hopefully help us get a real understanding of the root causes of 
it. 
 
As such, Russell is very keen to present what he believes are some of the underlying 
problems to do with drug and alcohol addiction in this country and tackle some of the issues 
the Home Affairs Select Committee is dealing with. He is very keen to research, and use the 
findings of this documentary to present scientific, fact based and first hand evidence of how 
the government’s 2010 drug strategy is actually working on the ground. He is adamant that 
Amy’s life should not have been wasted in vain and that it can be a catalyst and force for 
change and good policy making in this country.  
 
In particular Russell would like to talk about and present evidence, tackling the inquiries 
remit on:   

 
1) The extent to which the Government’s 2010 drug strategy is a ‘fiscally responsible 

policy with strategies grounded in science, health, security and human rights’ in line 
with the recent recommendation by the Global Commission on Drug Policy—By 
finding out firsthand what is happening on the ground, Russell will be talking to 
experts both scientific and non scientific, charities and addicts themselves. Through 
this Russell will be able to present first hand and objective evidence of how the 
government’s policies are affecting people who are dealing with drugs, addicts and 
the enforcement of it. 

 
2) The extent to which public health considerations should play a leading role in 

developing drugs policy—Russell is a big believer in the idea that drug dependency is 
much more of a mental health issue than it is an issue of criminality. In his view and 
according to official statistics, we spend far more money locking people up than it 
costs to treat them in the first place. Especially considering when you look at early 
intervention, the NTA (National Treatment Agency) estimates that for every £1 we 
spend on treatment society receives £9.50 back.  
 

3) The relationship between drug and alcohol abuse—Russell can argue this point from 
a very personal standpoint. He believes the two are inextricably linked and that a 
holistic, abstinence-led based approach is the best way forward for this. He has plenty 
of evidence from heroin recovered addicts, who say that they are glad that they aren’t 
alcoholics as in this society it would be impossible to escape the temptation. Again 
the evidence from the documentary and first hand users will prove invaluable in this 
respect. 
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4) The impact of the transfer of functions of the National Treatment Agency for 

Substance Misuse to Public Health England and how this will affect the provision of 
treatment—This is another avenue that the documentary and Russell’s research is 
certainly be looking at. Whilst speaking to members of both organisations and 
charities, and treatment centres affected by the change Russell will learn and 
understand what pressures, changes, advantages and disadvantages  

 
5) Whether detailed consideration ought to be given to alternative ways of tackling the 

drugs dilemma, as recommended by the Select Committee in 2002—Russell wants to 
really analyse and look into whether it is possible to look at decriminalisation of 
drugs. Not Legalisation, as a deterrent in his view is still necessary, but not simply 
locking up users, and abusers of drugs. Especially considering the drug and alcohol 
problems already rife within the prison system, getting hold of this problem, and 
treating people in a holistic and individual way, can clearly be of benefit to society, in 
his opinion. Russell would like to expand this argument, again using evidence 
gathered from the film as well as research, and put this question to the enquiry.  

 
February 2012 
 
Russell Brand’s article on addiction following the death of Amy Winehouse 
 
When you love someone who suffers from the disease of addiction you await the phone call. 
There will be a phone call. The sincere hope is that the call will be from the addict 
themselves, telling you they've had enough, that they're ready to stop, ready to try something 
new. Of course though, you fear the other call, the sad nocturnal chime from a friend or 
relative telling you it's too late, she's gone. 
 
Frustratingly it's not a call you can ever make it must be received. It is impossible to 
intervene. 
 
I've known Amy Winehouse for years. When I first met her around Camden she was just 
some twit in a pink satin jacket shuffling round bars with mutual friends, most of whom were 
in cool indie bands or peripheral Camden figures Withnail-ing their way through life on 
impotent charisma. 
 
Carl Barât told me that Winehouse (which I usually called her and got a kick out of cos it's 
kind of funny to call a girl by her surname) was a jazz singer, which struck me as a bizarrely 
anomalous in that crowd. To me with my limited musical knowledge this information placed 
Amy beyond an invisible boundary of relevance: "Jazz singer? She must be some kind of 
eccentric," I thought. I chatted to her anyway though, she was after all, a girl, and she was 
sweet and peculiar but most of all vulnerable. 
 
I was myself at that time barely out of rehab and was thirstily seeking less complicated 
women so I barely reflected on the now glaringly obvious fact that Winehouse and I shared an 
affliction, the disease of addiction. All addicts, regardless of the substance or their social 
status share a consistent and obvious symptom; they're not quite present when you talk to 
them. They communicate to you through a barely discernible but unignorable veil. Whether a 
homeless smack head troubling you for 50p for a cup of tea or a coked-up, pinstriped exec 
foaming off about his speedboat, there is a toxic aura that prevents connection. They have 
about them the air of elsewhere, that they're looking through you to somewhere else they'd 
rather be. And of course they are. The priority of any addict is to anaesthetise the pain of 
living to ease the passage of the day with some purchased relief. 
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From time to time I'd bump into Amy she had good banter so we could chat a bit and have a 
laugh, she was a character but that world was riddled with half-cut, doped-up chancers, I was 
one of them, even in early recovery I was kept afloat only by clinging to the bodies of 
strangers so Winehouse, but for her gentle quirks didn't especially register. 
 
Then she became massively famous and I was pleased to see her acknowledged but mostly 
baffled because I'd not experienced her work. This not being the 1950s, I wondered how a 
jazz singer had achieved such cultural prominence. I wasn't curious enough to do anything so 
extreme as listen to her music or go to one of her gigs, I was becoming famous myself at the 
time and that was an all consuming experience. It was only by chance that I attended a Paul 
Weller gig at the Roundhouse that I ever saw her live. 
 
I arrived late and as I made my way to the audience through the plastic smiles and plastic 
cups I heard the rolling, wondrous resonance of a female vocal. Entering the space I saw Amy 
on stage with Weller and his band; and then the awe. The awe that envelops when witnessing 
a genius. From her oddly dainty presence that voice, a voice that seemed not to come from 
her but from somewhere beyond even Billie and Ella, from the font of all greatness. A voice 
that was filled with such power and pain that it was at once entirely human yet laced with the 
divine. My ears, my mouth, my heart and mind all instantly opened. Winehouse. Winehouse? 
Winehouse! That twerp, all eyeliner and lager dithering up Chalk Farm Road under a back-
combed barnet, the lips that I'd only seen clenching a fishwife fag and dribbling curses now a 
portal for this holy sound. 
 
So now I knew. She wasn't just some hapless wannabe, yet another pissed-up nit who was 
never gonna make it, nor was she even a ten-a-penny-chanteuse enjoying her fifteen minutes. 
She was a fucking genius. 
 
Shallow fool that I am, I now regarded her in a different light, the light that blazed down from 
heaven when she sang. That lit her up now and a new phase in our friendship began. She 
came on a few of my TV and radio shows, I still saw her about but now attended to her with a 
little more interest. Publicly though, Amy increasingly became defined by her addiction. Our 
media though is more interested in tragedy than talent, so the ink began to defect from 
praising her gift to chronicling her downfall. The destructive personal relationships, the 
blood-soaked ballet slippers, the aborted shows, that YouTube madness with the baby mice. 
In the public perception this ephemeral tittle-tattle replaced her timeless talent. This and her 
manner in our occasional meetings brought home to me the severity of her condition. 
 
Addiction is a serious disease; it will end with jail, mental institutions or death. I was 27 years 
old when through the friendship and help of Chip Somers of the treatment centre Focus 12 I 
found recovery. Through Focus I was introduced to support fellowships for alcoholics and 
drug addicts that are very easy to find and open to anybody with a desire to stop drinking and 
without which I would not be alive. 
 
Now Amy Winehouse is dead, like many others whose unnecessary deaths have been 
retrospectively romanticised, at 27 years old. Whether this tragedy was preventable or not is 
now irrelevant. It is not preventable today. We have lost a beautiful and talented woman to 
this disease. Not all addicts have Amy's incredible talent. Or Kurt's or Jimi's or Janis's. Some 
people just get the affliction. All we can do is adapt the way we view this condition, not as a 
crime or a romantic affectation but as a disease that will kill. 
 
We need to review the way society treats addicts, not as criminals but as sick people in need 
of care. We need to look at the way our government funds rehabilitation. It is cheaper to 
rehabilitate an addict than to send them to prison, so criminalisation doesn't even make 
economic sense. Not all of us know someone with the incredible talent that Amy had but we 
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all know drunks and junkies and they all need help and the help is out there. All they have to 
do is pick up the phone and make the call. Or not. Either way, there will be a phone call. 
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Written evidence submitted by Nik Morris [DP182] 
 
The Home Affairs Select Committee requested written submissions for a new Inquiry Into Drugs. This 
submission has been written up into six sections, in line with the Committee's desire to example the 
government's drug strategy in terms of fiscal responsibility, science, health, security and human rights. There 
is also a section on possible alternatives to the current strategy. 
 
Science 
 
1. The current approach is a failure. There is nothing scientific about the prohibitionist regime. Cannabis is 
safer that alcohol for example, and science tells us this. So why are cannabis users treated with such disdain, 
whilst alcohol is so readily available to its users? The only answer can be, is that scientific evidence is looked 
over in regards to alcohol. Let's be honest. On all scientific studies, alcohol is more dangerous than cannabis, 
why isn't it in the Misuse of Drugs Act? 
 
Health 
 
2. Locking people up can in no way be seen as good for public health. 
 
Security 
 
3. Drug users are discriminated against by the government. Police smash down peoples doors in the belief 
that they're doing some good. They forget about a person’s right to security and privacy at home. 
 
Fiscal responsibility 
 
4. The cost of prohibition is scandalous. Money would be better spent through the health service. 
 
Human Rights 
 
5. I lost my human rights a long time ago. The government has ignored my right to a private life for far to 
long. The present law is a mess. The government should be ashamed of its actions. If you support the present 
drug laws, you support stupidity. More fool you. 
 
Alternatives 
 
6. Drug User Charter. If drug users harm themselves or others offer them help. If drug users do no harm to 
themselves or others, leave them alone. Just like with alcohol. Let's have fairness for all. 
 
February 2012 
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Written evidence submitted by Alliance Boots [DP183] 
 
1. Overview 
a. Alliance Boots’ response addresses questions raised by the Inquiry’s Terms of Reference that focus on: 

drug treatment as a public health issue; the Government’s approach to service provision; and, the impact 
of current reforms and how we believe these will impact on the provision of treatment.  

 
b. The new public health system for England must ensure that effective substitute prescribing treatment is 

properly funded and that services are accessible and easily available to drug users. 
 
c. Substitute prescribing treatment substantially reduces deaths, crime, HIV infection and drug use while 

also assisting social functioning such as improved education, training, parenting and employment. 
 
d. Community pharmacy has a central role to play in providing integrated, effective treatment and health 

services to drug users.  
 
e. Substitute prescribing should be completely patient-driven and dependent on the individual. There should 

not be an arbitrary time frame imposed on any patient's medication regime.  
 
2. About Alliance Boots  
a. Alliance Boots is a leading international pharmacy-led health and beauty group, employing over 70,000 

people in the UK. The group’s businesses in the UK include the Boots pharmacy chain, our full-line 
wholesaler Alliance Healthcare Distribution Ltd, Central Homecare and Alphega Pharmacy—a leading 
network of independent pharmacists in Europe, with over 600 members currently in the UK.  

 
b. Boots UK operates the largest chain of community pharmacies in the United Kingdom. It is synonymous 

with pharmacy in the public mind and Boots is one of the country’s most trusted brands. There are 
approximately 2,500 pharmacies trading under the Boots brand in the UK and these are well distributed 
across the country. The chain encompasses those which serve small local communities, including some of 
the most deprived locations in the country, and health centres through to high streets and those which are 
part of the largest retail and destination shopping centres.  

 
c. Alliance Healthcare Distribution Ltd is the only UK wholesaler delivering medicines to all pharmacies, 

dispensing doctors and hospitals. It also offers innovative added-value services to its independent 
pharmacy customers. 

 
d. Alphega Pharmacy is a leading network of independent pharmacists in Europe. Initially launched in 2001, 

today it supports more than 5,000 pharmacies across eight countries—the Czech Republic, France, 
Italy, Spain, Russia, the UK, Germany (vivesco) and The Netherlands (Kring-apotheek). The central aim 
of Alphega Pharmacy is to help improve the quality of health in communities across Europe by 
developing a benchmark independent community pharmacy model. 

 
3. Drug user services provided by Boots UK  
a. Boots UK provides needle exchange and supervised consumption of maintenance treatments to drug users 

in pharmacies across England, Wales and Scotland. These services are currently available in over 1,200 
Boots pharmacies across England—around a third of these pharmacies are also commissioned to provide 
needle exchange services to drug users. Through drug user services we support around 25,000 service 
users. 

 
b. The services help to engage users in drug treatment and reduce drug-related harm and crime via 

supervised consumption of heroin substitutes and by offering needle and syringe exchange schemes.  
 
c. Boots also provides drug user services to four prisons in England: in Manchester (Forest Bank), 

Peterborough, Reading and Staines (Bronzefield). These services operate out of four respective Boots 
stores, supplying emergency and fridge lines as well as Controlled Drugs and offering medicines 
management services at the prisons. Additional drugs are also supplied by Central Homecare.  

 
4. The role for community pharmacy in public health  
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a. The Government has recognised that community pharmacists have a vital part to play in delivering public 
health—that all healthcare professionals should take advantage of direct contact with patients by asking 
them about their lifestyle choices, including their diet, smoking, drinking and exercise habits.1 Also that 
excellent outcomes are possible through effective pharmacy interventions and support, including smoking 
cessation, weight management and chlamydia screening.2 

 
b. Over 1.6 million people visit a community pharmacy every day in the UK.3 As recognised in the Public 

Health White Paper (2011), these interactions are an important opportunity to engage people on their 
health but also in a more general capacity. The Department for Business, Innovation and Skills recognises 
that high streets play a crucial role at the heart of our local communities4 and we believe that, by 
extension, they are important for people to maintain social networks and to be part of their community. 

 
c. The Government must make full use of community pharmacy in delivering effective public health in 

England. Pharmacy-delivered interventions have the potential to reach and treat large numbers, including 
those from minority, ethnic and disadvantaged groups. 

 
d. Supporting public health interventions requires a long-term commitment, a clear understanding of public 

health needs locally and expertise in service delivery. Pharmacists have all of these skills and qualities. 
These extend to the provision of high-quality, effective drug user services.  

 
5. The holistic role for community pharmacy in drug user services 
a. Given the accessibility of community pharmacy, a pharmacist will often be the first point of contact for 

many drug users who are not in contact with the treatment system. Pharmacists encourage them to 
regularly access the available provision and also other health and social care services. Pharmacy services 
also allow users to choose where to receive treatment and maintains a user’s anonymity. 

 
b. Healthcare services, information and advice: Pharmacists help users to remain healthy until they are ready 

and willing to cease injecting. Pharmacy staff engage with users and provide advice and information on 
diet, health, exercise and oral hygiene. Pharmacists can also signpost drug users to treatment services, 
practical social support, counselling services as well as HIV and hepatitis testing and vaccination services. 

 
c. Services delivered through community pharmacy offer safe practice and reduce the risk to local 

communities. For example, needle exchange reduces the practice of sharing equipment amongst injecting 
drug users by making sterile injecting equipment more easily accessible. The service minimises the risk of 
exposure of members of the public to contaminated needles and syringes. Needle exchange promotes 
safer injecting practices and reduces the risk of blood borne virus infection and risk of overdose. 

 
d. Pharmacists or registered technicians supervise at the point of dispensing in the pharmacy and ensure that 

the dose is administered. This is undertaken in a designated area of the pharmacy, which provides a 
sufficient level of privacy and safety. The services optimise the benefits that users can gain from the 
prescribed medication and ensure compliance with the agreed treatment plan. 

 
CASE STUDY: Claire Barber, Boots Pharmacist and independent prescriber 
 
Claire is a pharmacist and independent prescriber, working in Leeds and Barnsley.  
 
In her job, Claire covers a number of roles, supporting drug users in the community. This includes her work 
with the Pharmacy Monitoring Programme. The Programme is commissioned by the Drug and Alcohol 
Action Team, covers Leeds and provides a link between service users and the Community Drugs Treatment 
Service (CDTS). The programme is facilitated by pharmacists, such as Claire, who interview patients every 
six weeks and provide feedback to the CDTS: this includes reporting on missed doses, increase in alcohol 
intake, whether a patient has increased or re-started taking heroin, whether there has been a deterioration of 
any other medical problems and if the patient wants to increase or decrease their methadone use.  
 

                                                      
1 Future Forum report on public health. January 2012 http://healthandcare.dh.gov.uk/forum-report/ 
2 Healthy Lives, Healthy People, November 2011 
3 Future Forum report on public health, January 2012 http://healthandcare.dh.gov.uk/forum-report/ 
4 BIS healthcheck for High Streets, November 2010 www.bis.gov.uk/news/topstories/2010/Nov/healthy-high-streets  
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In Barnsley Claire is also involved in a Shared Care scheme, providing support and training to other 
pharmacists and healthcare professionals. In the Boots store, she holds a clinic once a week, which supports 
around 20 users, providing dispensing services and offering information and advice. Patients respond well to 
pharmacists and are more likely to ask them questions and ask for support. For two-days a week, Claire works 
as part of a larger clinical team in Barnsley, dealing with more chaotic patients. This is also supported by the 
CDTS and offers services, such as alcohol or methadone detox (in-patient detox and at home), relapse 
prevention and dry blood spot blood borne virus testing. In Leeds, Claire also provides prescribing support to 
the local Substance Misuse Team in clinic.   
 
As a pharmacist, Claire regularly works with a number of other health and social care professionals: GPs and 
nurses, specialist midwives and social services. In addition, she provides specialist training for nurses and ad 
hoc support for other professionals to share her specialist knowledge and skills.  
 
6. Social, health and financial advantages of effective drug user services 
a. The estimated annual cost to society of problem drug use is £15.3 billion (2003-04 estimate), of which 

£13.9 billion is the estimated cost of drug related offences. Meanwhile, central and local government 
spend around £1.2 billion a year tackling drug use in England5.  

 
b. The services described in Point 5 help reduce the risk to local communities of overuse or underuse of 

medicines, diversion of prescribed medicines onto the illicit drugs market and accidental exposure to 
dispensed medicines. Poor treatment and services lead to increased healthcare costs.  

 
c. Clinical services provided to drug users reduce the risk of contracting infections, causing harm and reduce 

psychological problems.  
 
d. Effective interventions could also help limit the size of future generations of drug users.6 
 
7. Plans for Public Health in England  
a. As referenced in the Drug Strategy 2010, the Government, through NHS reform, is putting renewed focus 

on public health provision in England through a new Public Health System. We welcome the 
Government’s commitment to address the causes of poor health and to focus on prevention at a 
population level. The increase of long-standing illnesses and conditions and ongoing pressures on 
healthcare services, present real challenges. The NHS must use community pharmacy to realise its 
potential in tackling key public health issues and to increase capacity, availability and accessibility to 
important public health services. 

 
b. We also welcome proposals for moving public health responsibilities to Local Authorities. Local 

expertise and understanding of local population needs will be positive and this extends to drug user 
services. For example, Directors of Public Health will be expected to engage with a number of 
stakeholders including NHS colleagues, local schools, voluntary organisations, Police and Crime 
Commissioners, GP Clinical Commissioning Groups, prison and probation services, local authority and 
PHE health protection units. A coordinated approach to dealing with drug users will be important to 
ensure an optimal service is provided.  

 
c. However, at the same time, several aspects of the new plans for Public Health could be detrimental to 

drug users and the services designed to support them. 
 
d. Under the new structure for public health, care for drug users will be disjointed: the NHS Commissioning 

Board is set to provide screening and prisoner health services, Public Health England will cover 
immunisation and infectious disease treatment, Local Authorities will have responsibility for drug user 
and sexual health services, and clinical commissioning groups will look after mental health services. It is 
not clear how this provision will be coordinated to support a drug user, who might need access to all of 
these services. 

 
e. Drug user services require a coordinated approach across different settings to ensure that the right support 

is in place. For example, when they are released from prison into the community, drug users are at acute 

                                                      
5 National Audit Office—Tackling Problem Drug Use, March 2010 
6 National Audit Office—Tackling Problem Drug Use, March 2010 

706



risk of drug-related death. There is an important role for community pharmacy to play in supporting 
patient discharge and their transition into the community.  

 
f. Based on current levels of spend, drug treatment will account for a significant amount of the public health 

budget under the new system. The Government will need to ensure sustained investment in these services 
locally. 

 
g. The stigma associated with drug users means that services may not be a priority for the new Health and 

Wellbeing Boards when they make decisions regarding their areas of focus locally. This could impact on 
the current levels of funding and investment in harm reduction and treatment services.  

 
h. In light of current NHS efficiency savings and the transition from PCTs to clinical commissioning groups 

and local authority commissioning, there have already been cases where PCT-commissioned services 
provided by Boots pharmacies have been ended abruptly—these include methadone supervision services. 
As noted in the recent Health Select Committee report on public expenditure, focusing on short-term cost 
savings will not benefit the NHS in the longer term.7  

 
8. Plans for drug treatment outcome measures  
a. In January 2012 the Department of Health published the Public Health Outcomes Framework, which 

establishes plans to measure 60 indicators of public health.  
 
b. The Framework reflects the proposals set out in the Drug Strategy 2010 and includes an indicator that will 

measure the successful completion of drug treatment—it will measure the number of drug users that leave 
drug treatment successfully (free of drug(s) of dependence) who do not then re-present to treatment again 
within six months as a proportion of the total number in treatment.  

 
c. Alliance Boots supports an abstinence-based approach if that is what the patient chooses and if the patient 

is at a stage in their treatment journey where they feel they can cope with this approach.  
 
d. While some patients might suit an abstinence-based approach, the Government must also consider other 

service users—the most vulnerable people, for whom harm reduction is fundamental—who are dealing 
with a host of other inter-dependent issues, including alcohol dependency, personality disorders and 
mental health problems. Beyond health issues, service users will also respond differently based on their 
living conditions, their employment status and their family structure. There is huge complexity associated 
with drug users and the Government must be realistic about a one-size-fits-all approach.  

 
e. This could also lead to a situation where new clients are cherry-picked, based on the need to meet 

outcomes-based targets. This could also lead to more patients relapsing: starting to use drugs again or 
requiring a higher maintenance dose of methadone. 

 
f. Prescribing for substitute treatments should be completely patient-driven and dependent on the individual. 

There should not be an arbitrary time frame imposed on any patient's medication regime.  
 
9. Plans for dispensing substitute treatments  
a. Anecdotally we are aware that some commissioners are already looking to reduce the frequency of 

dispensing of treatment to drug users.  
 
b. Alliance Boots believes that daily dispensing provides the best level of support for patients: daily contact 

with the pharmacy team is really important for service users and provides an opportunity to provide 
support and also for pharmacists to feed back to Drug and Alcohol Action Teams on how patients are 
progressing with treatment plans. The daily contact provides reassurance and enforces dose consumption 
on site for patients.  

 
c. Daily supervision can also be essential if there are any concerns around clinical issues or regarding patient 

safety. In our experience there are an increasing number of cases where supervised consumption is 
necessary in light of additional drug taking or problems with alcohol.  

 
                                                      
7 Health Select Committee report on Public Expenditure, January 2012: www.parliament.uk/business/committees/committees-a-z/commons-
select/health-committee/news/report---pex-2-news-/  
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d. In the case of weekly dispensing or pick up it is not clear whether all the methadone has been consumed 
by the patient. There is a greater risk of poor compliance with the treatment plan—for example, the 
patient can sell on methadone to fund drug consumption.  

 
e. There is also a broader public health benefit by ensuring that the methadone is not available to others 

(including children) and is not released to the market for illicit use. 
 
10. Summary points  
 
a. Coordinate care pathways for service users: Ensure that services are coordinated at a national and local 

level to support patients, who need to access care at different stages across a range of services. 
 
b. Ensure funding and support for drug user services locally: Within their budgets, Local Authorities 

and Health and Wellbeing Boards must make provision for effective drug user services.  
 
c. Maintain daily supervision for patients, where required: Provide the best level of support, appropriate 

to the individual patient: to maintain compliance with the treatment plan, to provide personalised support 
to users and to ensure patient and public safety. 

 
February 2012 
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Written evidence submitted by Michael Mac [DP184] 
 
Summary of main points: 
 

1)  I think that the war on drugs is not working. There are always going to be people who want to 
experiment with drugs that are currently illegal. Such as cannabis, ecstasy, LSD, magic 
mushrooms etc. I believe that current laws and government stance is causing more harm in 
the long run because people take these drugs for enjoyment, current drugs illegal status gives 
them an aura of glamour, in that, “what you can’t have or someone says you are not allowed 
to have—you will always desire more!” I believe that they should be decriminalised and more 
information about the possible dangers of taking them provided, also people who take them 
offered counselling. People should not be sent to prison for taking these substances, currently 
illegal. 

2)  I believe that because drugs are illegal that there are more health problems in the long term 
because the people that want to take them are getting substances that are not pure, mixed with 
contaminants and therefore putting people that want them at risk. If some drugs were legal 
then people would take them less in the long term. That does not included heroin, cocaine and 
crack cocaine which are more addictive. 

3)  In the case of cannabis there are synthetic substances out there created to avoid the law and 
these substances are actually more harmful than the naturally grown substance. One case of 
this is Skunk and a substance called Spice, I have heard reports of these substances causing 
temporary psychosis lasting more than natural cannabis would cause. 

4)  In relation to MDMA(methylenedioxymethamphetamine)/Ecstasy, the purity of this drug has 
declined partly because of the success in law enforcement.  However it’s not stopping people 
wanting it and being sold substances that the dealer claims are MDMA which are not and are 
more dangerous. Also the synthetic drug Mephedrone is used by people because proper 
MDMA is not available anymore. MDMA is less harmful than Mephedrone. People are also 
buying mixtures of Amphetamine, Mephedrone and Ketamine under the name MDMA which 
is dangerous. 

 
Information on me: 
 

5)  I do not take illegal drugs, I am just a concerned individual who believes the so called “war on 
drugs” does not work and is allowing criminals to make fat profits out of drugs and added 
misery inflicted on users. When, if some drugs were decriminalised safe products could be 
made available by certified providers. I don’t see that it’s wrong for the government to allow 
these substances to be safely manufactured. Why shouldn’t a responsible adult be able to get 
MDMA from a legal source (on licence, safely and legally) as a therapeutic tool or for 
relaxation? When Viagra is a available? Current research from Harvard Medical School 
indicates MDMA does not cause long term brain damage and actually is beneficial in 
moderation. 

 
Factual Information: 
 

6)  I support Sir Richard Branson’s views on this matter. I don’t see what is wrong with using a 
drug in a recreational way as long as it’s safe and within moderation. That said I do not use 
illegal drugs. There are 130 deaths per year on average from Paracetamol in England and 
Wales.1 

7)  3,000 people per year die or are seriously injured by people drink driving in the UK. 
Approximately 30 die from MDMA/Ecstasy, however as stated over 80% of what is sold as 
MDMA is not or is cut with more dangerous drugs. Also many have taken a cocktail of drugs 
so there is no proof, in many cases that MDMA that is the cause. So if it was legal and not 
impure, with health guidance there would be less damage to health. 

                                                      
1 www.pharmweb.net/pwmirror/pwy/paracetamol/pharmwebpic9.html 
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8)  I think that the committee should take on board the facts as presented by Professor Nutt of the 
Independent Scientific Committee on Drugs. That alcohol is the biggest problem, someone 
can get drunk legally and then assault someone this happens every day—MDMA on its self 
does not cause people to commit violence. Alcohol does. Why is alcohol freely available and 
MDMA, a class A drug? When it is clear MDMA is less harmful than alcohol? 

9)  Ultimately I think all these drugs should be decriminalized in the long run, to get them out of 
the hands of criminal gangs—but with serious research into what makes people addicted to 
drugs such as heroin, crack cocaine and cocaine. The irony is that research in the USA2 by 
into using drugs like MDMA/Ecstasy as a therapy tool could help people with addiction to the 
previously mentioned drugs. Also Post-traumatic stress disorder (PTSD) and psycho-therapy 
for people suffering from trauma caused by child abuse and other problems. MDMA helps 
them deal with their emotions relating to bad experiences. 

10) I have researched these subjects on the Internet. Problem with LSD in large doses the user can 
have bad trips that can cause psychological damage. MDMA/Ecstasy does not do this which 
is one reason why it is much safer, as the Harvard Medical School research indicates. 

 
February 2012 

                                                      
2 www.maps.org/research/mdma/ 
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Written evidence submitted by the Ministry of Justice [DP185] 
 
We are writing in response to the Committee’s call for written evidence in relation to its 
recently announced Drugs Inquiry.  
 
The attached memorandum sets out the approach to reducing both the supply of and demand 
for drugs in prisons in England and Wales. It supplements evidence already submitted to the 
Committee from the Home Office and is in anticipation that the Committee may develop 
interest in these areas through the course of the Inquiry, particularly given the commitments 
in relation to prisons contained in the Government’s 2010 Drug Strategy. 
 
Should the Committee require further evidence on this or any other prison related matter we 
would be glad to provide it. 
 
Introduction 
This Memorandum is by way of supplement to the Home Office memorandum on the 
Government’s Drug Strategy and is intended to bring particular focus to prisons drugs issues. 
 
Operating context of prisons 
There are 135 prisons in England and Wales with a combined population of around 85,000. 
Prisons are busy places, with a high turnover in population. Nationally we receive 135,000 
new prisoners and undertake around 800,000 prisoner movements annually. 
 
Each prison is in effect a micro community. In a single day a prison with a capacity of 1,000 
can receive 50 new prisoners, 300 visitors, 3,000 items of post, 44 vehicles and its prisoners 
can make 5,000 minutes of telephone calls. 
 
Many offenders arrive at prison with a significant social deficit, including: 

• 70% report drug misuse prior to prison; 
• 51% report drug dependency; 
• 35% admit injecting behaviour; 
• 36% report heavy drinking; and 
• 16% are alcohol dependant. 
 

Potentially, this creates a significant demand for drugs and a challenge in providing 
appropriate levels of treatment. 
 
In response our strategy is twofold—to work with prisoners to reduce their demand for drugs, 
and to deploy a flexible range of measures to reduce the supply of drugs into prisons. Each 
element is mutually re-enforcing. 
 
Supply reduction 
Supply of drugs can involve individuals smuggling comparatively small quantities to 
increasing involvement of organised criminals seeking to smuggle larger quantities using 
more sophisticated methods. The main smuggling routes include: 
 

• social visits; 
• mail; 
• new receptions; 
• staff; and 
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• perimeter “throw-overs”. 
 
Prisons deploy a comprehensive and flexible range of measures to reduce the supply of drugs 
into prisons based on a local assessment of risk. The measures include: 
 

• local searching strategies; 
• drug detection dogs; 
• social visits security measures, including sanctions against prisoners/visitors; 
• intelligence gathering and exchange with police; and 
• mandatory drug testing. 
 

A key element is the exchange of intelligence with law enforcement agencies. Prison 
intelligence officers from local police forces are attached to every prison in England and 
Wales play a vital role in this process. 
 
“Project Mercury” a secure IT based intelligence system, will enable the electronic sharing of 
intelligence between prisons and nationally, and will improve National Offender Management 
Service’s (NOMS’) ability to assess the threat to prison security locally, regionally and 
nationally, including drugs. This will be rolled out in 2012. 
 
A further innovation in line with the Governments Green Paper ‘Breaking the cycle’ will be 
to increase in the number of drug free wings.  A new model is being developed and will 
shortly be piloted in six prisons. The wings aim to offer a safe, secure and drug free 
environment to prisoners stable and motivated to lead a drug free life. 
 
Manifestations of drug supply in prison 
Mobile phones pose a specific and increased risk to prisoners being able to communicate and 
conduct criminal business with the outside world.  
 
NOMS’ strategy to tackle mobile phones is to minimise the number entering prison, to find 
those that have entered, and to disrupt those that cannot be found. Prisons have access to 
technology such as signal detectors, BOSS Chairs and metal detecting equipment. 
 
We have also been trialling mobile phone signal denial technology in a small number of 
prisons. Our experience has confirmed that denying signals in prisons is not a quick, simple or 
cheap option. The use of signal denial technology is highly technically challenging, given the 
nature of the different fabric and layouts of prisons and the need to identify technology that is 
effective at denying signals within prisons without adversely affecting signals outside the 
prison. There is no off-the-shelf solution and bespoke technology must be procured. NOMS is 
working closely with partners across government to evaluate possible solutions. 
 
As part of our efforts to disrupt mobile phone signals we will shortly be distributing around 
the prison estate around 300 short range portable mobile phone blockers.  
 
We have also strengthened the law. It is now an offence to convey into prison a mobile phone 
or a component part of a mobile phone or to transmit an unauthorised wireless 
communication within prison for simultaneous reception outside of prison. In addition, it will 
soon be an offence to possess a mobile phone or component part in prison. 
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NOMS has a culture that values integrity and the vast majority of our staff are professional, 
honest and hardworking. Regrettably however there will be instances where staff undertake 
corrupt activity, such as supplying drugs and mobile phones to prisoners. By nature, any 
covert activity is difficult to quantify. No organisation can determine with any degree of 
precision the number of corrupt staff operating at any given time. 
 
We have in place a National Corruption Prevention Unit and a network of local and regional 
corruption prevention managers gathering and acting upon corruption—related intelligence 
and pursuing corrupt staff through the criminal courts and internal disciplinary procedures. 
We have revised training for new staff on recognising and acting upon corrupt and corrupting 
behaviours in prison. We work closely with the police, reinforced by a memorandum of 
understanding, which encourages police to investigate allegations of corruption. 
 
It is estimated that around 55% of organised crime activity in the community relates to drugs. 
We work closely with the Serious Organised Crime Agency to disrupt the activities of 
organised criminals whilst in prison. This helps also to reduce the supply of drugs into 
prisons. 
 
Treatment 
Reshaping drug treatment and interventions in prisons is at the heart of the Government’s 
intention to develop a treatment system focussed on recovery that helps more people to be 
free of their dependence, work-ready and with somewhere to live. NOMS is working with 
health services and other partners to move towards a fully integrated recovery focused system 
that supports continuity of treatment across custody and community.  
  
Drug Recovery Wings 
An important element to this is the piloting of Drug Recovery Wings (DRW) focused on 
abstinence, being drug-free and connecting offenders with community drug recovery services 
on release. As with drug free wings, DRWs aim to provide a drug-free environment. DRWs 
will have a greater emphasis on the provision of treatment and support and in building links 
back into the community. 
 
In June 2011 drug recovery wings were launched as a pilot in five prisons: Manchester, 
Holme House, High Down, Bristol and Brixton. These initial pilots are focussed primarily on 
drug and alcohol misusing offenders sentenced to between 3-12 months in custody where 
there is limited time available in prison to complete treatment interventions. However, 
prisons also have the flexibility to design their models appropriate to their offender population 
and include some offenders who are serving over 12 months. Some of these will already be 
working towards recovery and will become recovery champions to promote the ethos of 
recovery and support on the wing. 
 
The initial pilots will run for at least 18 months (until December 2012). An implementation 
study has begun and an interim report will be available in July 2012. 
 
The Department of Health is also undertaking an independent evaluation of Drug Recovery 
Wings which will commence in Autumn 2012. 
 
We are committed to implementing a second tranche of five prisons which will include at 
least two women's prisons (New Hall and Askham Grange) and a Young Offenders Institution 
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from April this year. This will allow us to explore the complexities of testing recovery wings 
in other prisons. 
 
Integrated provision 
From April 2011 the Department of Health assumed responsibility for funding and 
commissioning drug and alcohol treatment in all prisons and the community in England. 
Subject to parliamentary approval, the responsibility for commissioning substance misuse 
treatment services for people in prison and other places of prescribed detention will lie with 
the National Health Service Commissioning Board, under an agreement between the 
Secretary of State for Health and the NHS Commissioning Board. In the community local 
authorities will be responsible for commissioning drug treatment services in the new public 
health system, bringing together treatment provision and the wide range of local services that 
help promote and sustain recovery. These changes present a unique opportunity to move to a 
fully integrated, locally commissioned recovery-orientated system that meets the health needs 
of offenders and plays a key role in protecting communities from drug related harms and re-
offending, as recommended by the independent review of prison drug treatment chaired by 
Lord Patel of Bradford.  
 
NOMS Treatment Framework 
NOMS has in place a drug treatment framework designed to meet the needs of low, moderate 
and severe drug misusers within the prison population—irrespective of age, gender or 
ethnicity—including the many that spend a comparatively short time in prison. The 
framework comprises: clinical treatment; psychosocial interventions; case management; and 
throughcare services. 
 
Evaluation 
Evaluating “what works” in relation to tackling the demand and supply of drugs in prisons is 
complex as many factors impact on both supply and treatment and it is difficult to 
differentiate cause and effect. 
 
The new initiatives we are testing such as Drug Recovery Wings and Drug Free Wings are 
underpinned by evaluation and practice sharing. 
 
We evaluate many of our technical interventions such as BOSS chairs, drug testing methods, 
and mobile phone signal detectors, to be sure that they perform to specification.  
 
A large multi-site independent evaluation of Integrated Drug Treatment System (IDTS) will 
be completed in 2012. Among other outcomes, the evaluation will measure the impact of 
IDTS on re-offending rates, suicide in prison custody, and drug-related death following 
release.  
 
The overall measure of our success is the proportion of prisoners testing positive under the 
random mandatory drug testing programme. In 1996/7 24.4% of prisoners tested positive. In 
2010/11 the figure was 7.1%, representing a 71% decline in the proportion of prisoners 
testing positive. 
 
References 
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Supplementary memorandum by the Ministry of Justice 
 

Home Affairs Select Committee 
INQUIRY INTO THE DRUGS STRATEGY 

 
Specifically covering drugs in prisons 

 
Introduction 
 
This Memorandum is by way of supplement to the Home Office memorandum on the 
Government’s Drug Strategy and is intended to bring particular focus to prisons 
drugs issues. 
 
Operating context of prisons 
 
There are 135 prisons in England and Wales with a combined population of around 
85,000. Prisons are busy places, with a high turnover in population. Nationally we 
receive 135,000 new prisoners and undertake around 800,000 prisoner movements 
annually. 
 
Each prison is in effect a micro community. In a single day a prison with a capacity of 
1,000 can receive 50 new prisoners, 300 visitors, 3,000 items of post, 44 vehicles 
and its prisoners can make 5,000 minutes of telephone calls. 
 
Many offenders arrive at prison with a significant social deficit, including: 

• 70% report drug misuse prior to prison; 
• 51% report drug dependency; 
• 35% admit injecting behaviour; 
• 36% report heavy drinking; and 
• 16% are alcohol dependant. 
 

Potentially, this creates a significant demand for drugs and a challenge in providing 
appropriate levels of treatment. 
 
In response our strategy is twofold – to work with prisoners to reduce their demand 
for drugs, and to deploy a flexible range of measures to reduce the supply of drugs 
into prisons.  Each element is mutually re-enforcing. 
 
Supply reduction 
 
Supply of drugs can involve individuals smuggling comparatively small quantities to 
increasing involvement of organised criminals seeking to smuggle larger quantities 
using more sophisticated methods. The main smuggling routes include: 

• social visits; 
• mail; 
• new receptions; 
• staff; and 
• perimeter “throw-overs”. 

 
Prisons deploy a comprehensive and flexible range of measures to reduce the supply 
of drugs into prisons based on a local assessment of risk. The measures include: 

716



• local searching strategies; 
• drug detection dogs; 
• social visits security measures, including sanctions against prisoners/visitors; 
• intelligence gathering and exchange with police; and 
• mandatory drug testing. 
 

A key element is the exchange of intelligence with law enforcement agencies. Prison 
intelligence officers from local police forces are attached to every prison in England 
and Wales play a vital role in this process. 
 
“Project Mercury” a secure IT based intelligence system, will enable the electronic 
sharing of intelligence between prisons and nationally, and will improve NOMS’ ability 
to assess the threat to prison security locally, regionally and nationally, including 
drugs.  This will be rolled out in 2012. 
 
A further innovation in line with the Governments Green Paper ‘Breaking the cycle’ 
will be to increase in the number of drug free wings.   A new model is being 
developed and will shortly be piloted in six prisons. The wings aim to offer a safe, 
secure and drug free environment to prisoners stable and motivated to lead a drug 
free life. 
 
Manifestations of drug supply in prison 
 
Mobile phones pose a specific and increased risk to prisoners being able to 
communicate and conduct criminal business with the outside world.  
 
NOMS’ strategy to tackle mobile phones is to minimise the number entering prison, 
to find those that have entered, and to disrupt those that cannot be found. Prisons 
have access to technology such as signal detectors, BOSS Chairs and metal 
detecting equipment. 
 
We have also been trialling mobile phone signal denial technology in a small number 
of prisons. Our experience has confirmed that denying signals in prisons is not a 
quick, simple or cheap option. The use of signal denial technology is highly 
technically challenging, given the nature of the different fabric and layouts of prisons 
and the need to identify technology that is effective at denying signals within prisons 
without adversely affecting signals outside the prison. There is no off-the-shelf 
solution and bespoke technology must be procured. NOMS is working closely with 
partners across government to evaluate possible solutions. 
 
As part of our efforts to disrupt mobile phone signals we will shortly be distributing 
around the prison estate around 300 short range portable mobile phone blockers.  
 
We have also strengthened the law. It is now an offence to convey into prison a 
mobile phone or a component part of a mobile phone or to transmit an unauthorised 
wireless communication within prison for simultaneous reception outside of prison. In 
addition, it will soon be an offence to possess a mobile phone or component part in 
prison. 
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NOMS has a culture that values integrity and the vast majority of our staff are 
professional, honest and hardworking. Regrettably however there will be instances 
where staff undertake corrupt activity, such as supplying drugs and mobile phones to 
prisoners. By nature, any covert activity is difficult to quantify. No organisation can 
determine with any degree of precision the number of corrupt staff operating at any 
given time. 
 
We have in place a National Corruption Prevention Unit and a network of local and 
regional corruption prevention managers gathering and acting upon corruption - 
related intelligence and pursuing corrupt staff through the criminal courts and internal 
disciplinary procedures. We have revised training for new staff on recognising and 
acting upon corrupt and corrupting behaviours in prison. We work closely with the 
police, reinforced by a memorandum of understanding, which encourages police to 
investigate allegations of corruption. 
 
It is estimated that around 55% of organised crime activity in the community relates 
to drugs.  We work closely with the Serious Organised Crime Agency to disrupt the 
activities of organised criminals whilst in prison.  This helps also to reduce the supply 
of drugs into prisons. 
 
Treatment 
 
Reshaping drug treatment and interventions in prisons is at the heart of the 
Government’s intention to develop a treatment system focussed on recovery that 
helps more people to be free of their dependence, work-ready and with somewhere 
to live. NOMS is working with health services and other partners to move towards a 
fully integrated recovery focused system that supports continuity of treatment across 
custody and community.  
  
Drug Recovery Wings 
An important element to this is the piloting of Drug Recovery Wings (DRW) focused 
on abstinence, being drug-free and connecting offenders with community drug 
recovery services on release. As with drug free wings, DRWs aim to provide a drug-
free environment. DRWs will have a greater emphasis on the provision of treatment 
and support and in building links back into the community. 
 
In June 2011 drug recovery wings were launched as a pilot in five prisons: 
Manchester, Holme House, High Down, Bristol and Brixton. These initial pilots are 
focussed primarily on drug and alcohol misusing offenders sentenced to between 3-
12 months in custody where there is limited time available in prison to complete 
treatment interventions. However, prisons also have the flexibility to design their 
models appropriate to their offender population and include some offenders who are 
serving over 12 months. Some of these will already be working towards recovery and 
will become recovery champions to promote the ethos of recovery and support on 
the wing. 
 
The initial pilots will run for at least 18 months (until December 2012).  An 
implementation study has begun and an interim report will be available in July 2012.  
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The Department of Health is also undertaking an independent evaluation of Drug 
Recovery Wings which will commence in Autumn 2012. 
 
We are committed to implementing a second tranche of 5 prisons which will include 
at least two women's prisons (New Hall and Askham Grange) and a Young 
Offenders Institution from April this year. This will allow us to explore the complexities 
of testing recovery wings in other prisons. 
 
Integrated provision 
From April 2011 the Department of Health assumed responsibility for funding and 
commissioning drug and alcohol treatment in all prisons and the community in 
England. Subject to parliamentary approval, the responsibility for commissioning 
substance misuse treatment services for people in prison and other places of 
prescribed detention will lie with the National Health Service Commissioning Board, 
under an agreement between the Secretary of State for Health and the NHS 
Commissioning Board. In the community local authorities will be responsible for 
commissioning drug treatment services in the new public health system, bringing 
together treatment provision and the wide range of local services that help promote 
and sustain recovery. These changes present a unique opportunity to move to a fully 
integrated, locally commissioned recovery-orientated system that meets the health 
needs of offenders and plays a key role in protecting communities from drug related 
harms and re-offending, as recommended by the independent review of prison drug 
treatment chaired by Lord Patel of Bradford.  
 
NOMS Treatment Framework 
NOMS has in place a drug treatment framework designed to meet the needs of low, 
moderate and severe drug misusers within the prison population – irrespective of 
age, gender or ethnicity - including the many that spend a comparatively short time in 
prison. The framework comprises: clinical treatment; psychosocial interventions; case 
management; and throughcare services. 
 
 
Evaluation 
 
Evaluating “what works” in relation to tackling the demand and supply of drugs in 
prisons is complex as many factors impact on both supply and treatment and it is 
difficult to differentiate cause and effect. 
 
The new initiatives we are testing such as Drug Recovery Wings and Drug Free 
Wings are underpinned by evaluation and practice sharing. 
 
We evaluate many of our technical interventions such as BOSS chairs, drug testing 
methods, and mobile phone signal detectors, to be sure that they perform to 
specification.  
 
A large multi-site independent evaluation of IDTS will be completed in 2012. Among 
other outcomes, the evaluation will measure the impact of IDTS on re-offending 
rates, suicide in prison custody, and drug-related death following release.  
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The overall measure of our success is the proportion of prisoners testing positive 
under the random mandatory drug testing programme. In 1996/7 24.4% of prisoners 
tested positive. In 2010/11 the figure was 7.1%, representing a 71% decline in the 
proportion of prisoners testing positive. 
 
 
John Hall     Richard Pickering 
Deputy Director    Head of Security Group 
Reoffending Strategy  National Offender Management Service 
Ministry of Justice 
 
8 February 2012 
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Written evidence submitted by Anonymous [DP186] 
 
My M.P., Dr Julian Huppert, tells me you're still accepting late submissions. If so, I hope you will 
consider the following. 
 
I'm over 60 and my earlier life went quite down the toilet as a result of illegal drug addiction. At age 
42, I finally qualified for a diamorphine prescription and have been employed, housed, law-abiding 
and a relatively productive and contented citizen ever since. I'm just one of a number of examples of 
lives recovered by an intelligent maintenance policy and now find myself a reluctant commentator on 
the subject of addiction from a concern those 'in charge' tend to overlook the obvious and compound 
an already alarming and unnecessary 'drug problem'. With drugs as elsewhere, one size does not fit all 
and present 'encouragement to abstinence' policies can do more harm than good unless account is 
taken of individual circumstances.  
 
I avoid broader comment on the 'war on drugs' to focus exclusively on heroin addiction and its 
treatment.  
 
( 1 ) The importance of the select committee in this area is not be underestimated. There are over 
300,000 heroin addicts on UK streets tonight. As I write, local radio pundits debate whether the 
increase in 'drug related' crime in Cambridgeshire is the exception to a general decrease in offences is 
because of 'proactive policing'. Drug gangs and drugged thieves are major social problem on inner 
cities and council estates. 
 
It's quite remarkable just how little addiction realties are generally understood. Here, one of the major 
UK Drug Service Providers elected to impose a policy that would have had disastrous consequences 
for a number of their patients simply because they knew no better; and because a determined minority 
were able to exercise undue influence. It offered a fitting climax to forty years of canard, 
misinformation and indifference that has turned the British Drug Treatment System from the envy of 
the civilised world to its sick relation. To understand how badly treatment has failed its mandate, one 
must only look around. 
 
( 2 ) Addicts are overwhelmingly unpoliticised, uncommunicative and liable to tell 'authorities' 
whatever best suits their immediate self-interest. There's little outside scrutiny of an unattractive area 
of medicine and addiction myths pass from patient to doctor and back again. What's best described as 
drug law sociology further contributes to a communications breakdown. I now witness a preposterous 
situation of avoidable dependencies while a minority for whom opiate drugs fill a genuine need are 
unable to access the appropriate medication 
 
( 3 ) Addiction is essentially a solitary business. The addict gets on and comes off alone, of his own 
volition. The opinions of close family may be heard but those of strangers repeating dubious mantras 
are unlikely to be. A slightly higher percentage of heroin addicts 'got clean’ within 3 years during the 
Rolleston years than do today via 'rehabs' or legions of paid helpers, which rather says it all about the 
reality of the thing. The present structures could be dismantled and staff reduced to doctor and 
receptionist tomorrow and it would make very little difference to the 'drug problem'.  
 
The Blair government, typically, used  Treatment as a job creation scheme and 'key workers' and DSP 
staff are often poorly trained and lamentably ill-informed. A national standard of qualification is 
probably more politic than casting middle class voters into the dole queues. An unwieldy structure 
and considerable local autonomy gives rise to widely differing standards of treatment and allegations 
of a 'postcode lottery'. 
 
( 4 ) The Drug Laws uniquely criminalise not an act but a state of being. There are obvious 
implications and drug policy operates in a number of grey areas. Nonetheless, the decision to abandon 
Rolleston may rate as the single most disastrous social policy decision of modern UK history. In an 
era of no drug gangs, crime, violence or billionaires narcoterrorists and a maximum of 1,500 addicts, 
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the anxieties expressed to the hastily commissioned 2nd Brain Report appear positively frivolous 
compared to what we face today. Brain's worry about 'juvenile delinquents' is paralleled by present-
day warnings about an underclass on drugs. Like much of the 'drug debate', this is a fear based 
irrelevancy. Nobody is a long term heroin addict if they can help it. Addiction realities are the same 
for all classes. New 'underclass' dependents may not be the same as the predominately middle-class 
Rolleston users but their addictions will be. There will be no new drug epidemic if treatment accepts 
its responsibilities and no longer seeks to divorce its own expedient interests from the wider problem. 
 
( 5 ) There are, I believe, two causes of addiction. There is no 'addiction gene'. A minority find it the 
best or only treatment for a psycho-spiritual condition that has yet to find DSM diagnosis. This group 
are often set back by the demands of UK guidelines that they first fail on every other treatment option. 
The introduction of methadone - apparently for its non-euphoric properties - failed to satisfy the 
'consumer base' and about half the recipients of methadone linctus buy street heroin on top. The first 
black market heroin appeared in the UK two years after the introduction of the clinic system 
 
Now, with heroin on every bored corner, a majority of users stumble into addiction needlessly and 
almost by accident, often in consequence of rebellious fashion. Criminality creates glamorisation and 
over-enthusiastic drug education actually inclines impressionable youth to drug use. The 'gangs' 
afford social credibility and a certain adrenalin. All this is quite separate from any therapeutic or 
health concerns. It's worth noting there is no methadone chic. If heroin were available on prescription, 
most of this group would fall by the wayside. Switzerland has fewer user numbers and in Sweden 
there's an increase. Again, it's the reality of the thing; drug 'epidemics' result from prohibition, not 
liberalisation. I'd privately estimate up to 90% of present heroin dependents would never have 
developed addictions were it freely available on prescription. 
 
( 6 ) Any 'recovery' agenda ought to involve the dictionary definition of the word and an appreciation 
that abstinence is neither always possible nor the best course of action for all drug users. The reality of 
'withdrawal' is of unpleasant physical symptoms compounded by a strange 'state of mind' that, until 
neurological changes take place way down the line, is nonetheless manageable when the incentive is 
there. There follows a period of low mood and an paralysing lack of energy that lasts roughly 6 weeks 
for every year of addiction. In the last ten years of Rolleston, a majority surrendered their 
prescriptions within 2-3 years. Without distraction of supply and economic and social considerations, 
this was long enough for most people; able to get enough, they'd soon had enough. 
 
 ( 7 ) 'Drug crimes' come from those left outside the system; without the "I had to do it to get drugs" 
excuse, it's simply crime. The seven diamophine-maintained patients in Cambridge accrued nearly 50 
criminal convictions between them before their prescriptions; in the 15-30 years since, none. Yet the 
present guidelines recommend RIOTT style supervision for all new diamorphine prescriptions. No 
dsp can afford the costs and diamorphine is effectively taken off the menu. It would seem the 
government is in terror of pharmaceutical diamorphine seeping onto the street. An estimated 30 
tonnes of adulterated product is consumed annually and 'drug gangs' ensure its freely available. Police 
efforts and other considerations have left the quality of street heroin at an all time low but buyers 
remain abundant. Permitting the lower orders effectively unimpeded access to poor, but not pure 
drugs is dubious politics 
 
( 8 ) Restrictions on prescribing gave the 'drug gangs' power in the UK and their removal would 
largely take it away again. An unglamorous prescription would accommodate patients for whom it 
fills a need and remove the mystique for those who do not. It will result in less, not more new users 
and those who are still attracted will be able to sort out their problems without distraction and 
diversion, It would save lives and improve the 'quality' of life for residents of drug blighted areas. It is 
as simple as that. All else is politics and the illusion of 'public opinion' manufactured by incessant fear 
mongering and inaccurate information. 
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The Swiss experience serves as a guide - and as an indication of how voters may react. A recent 
German trial, in which diamorphine was made available to all comers not only methadone failures, is 
also of relevance.    
 
( 9 ) It is difficult to know what to recommend for the other major problem group, the crack cocaine 
users other than to make psycho-social interventions accessible. Cocaine as well as heroin on 
prescription has not been tried for some years and further investigation is appropriate. 
 
( 10 ) The arrival and impact of the Voluntary Sector’ merits careful scrutiny . There was concern in 
the Blair era the VS would serve as a covert arm of government; now the fear is  government serves a 
corporate hegemony. Drug users have a poor grasp of treatment politics and many assume their 
corporate provider is, in fact, the government. What's reported to government as most appropriate 
may be what best suits the provider, not the situation. Major drug service provider board members 
come from corporate backgrounds and may have political aspirations of their own; the interests of 
their user 'clients' should not be seconded into their service nor should they be considered a 
commodity akin to canned goods. The similarity of the ideas of the major providers and degree of 
substance behind their cosmetic claims may also be of note. 
 
There are also business links between the VS providers and the rehab industry. While it is right and 
proper every assistance should be available to empower users to kick the habit, Treatment should not 
serve as a rehab waiting room nor for the primary benefit of the corporate whole. Weekend dabblers 
and 'marijuana addicts' should not be cajoled into residential rehab to boost the success figures. Post 
detoxification, the user is at their most vulnerable; safeguards are needed to prevent rehab personnel 
in effect abusing their considerable power to push their particular social credos onto their susceptible, 
captive audience as 'rehabilitation'. As with Treatment in general, care must be taken to avoid a 
specious social engineering. Again, standards in detox and rehab centres are often abysmal and far 
different from the claims of their brochures or reception areas. 
 
( 11 ) Any competent pharmacist may make up dosage from powder at a fraction of the cost of the 
presently available 'freeze dried' ampoules. The influence of pharmaceutical multinationals on 
government advisory committees and excessive pricing ought to be examined. The practice of 
'supervised consumption' may also be of concern. At present, chemist chains are paid large sums of 
taxpayer money to ensure, in practice, new clients acquire a methadone dependency; after 3 months, 
the user is allowed to 'take home; (and, frequently, exchange their methadone for street heroin) and 
the dsp endeavours to help them kick their new addictions. There is a considerable place for 
methadone among treatment options but, for those who continue to use heroin, a new initiative is 
appropriate.  
 
( 12 ) It may be thought a vast drugs bureaucracy employed to keep government informed is also 
unnecessary and the concern is more for the employment figures than addiction realities. Common 
sense is often missing; those who worry about drug use if it were legal invariably contemplate 'other 
types' as the ones open to temptation.  Equally, a certain fashionable liberalism espoused by 
'celebrities' may be more concerned with their own 'image' than the reality of life for a drug user on a 
council estate. 
 
My suggestions, in summary. 
 
(a) An immediate consideration of a wider diamorphine prescription base, not exclusively with an 
obligation first to fail elsewhere. and of less costly but no less effective ways than RIOTT style 
dispensation or 'supervised consumption' to police and minimise any potential 'seepage'. Results to be 
closely monitored for a pre-determined period of trial. 
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(b) An emphasis on harm reduction and accuracy of drug information and education. Users not to be 
pushed out of treatment and to be given the same consideration as other patient groups.  
 
(c)A national qualification standard for drug 'key workers'.  
 
(d) A standardisation of services on a national level. Inspection to ensure 'rehabs' act as advertised and 
a scrutiny of their efficacy. 
 
(e) A closer supervision and greater accountability for Drug Service Providers. If the present 'payment 
by results' is maintained, checks and balances to ensure 'successful discharges' are as claimed and 
have not simply been criminalised. 
 
(f) Note should be taken of the particular constituency of drug patients and occult drug law sociology 
and effort made to ensure accurate reportage of what's happening on ground level. 
 
(g) An emphasis on common sense and improved communication at every stage. 
 
Good luck with your work in this area. 
 
February 2012 
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Written evidence submitted by Anonymous [DP187] 
 
I am writing to briefly explain my stance on the current regulatory system surrounding Cannabis. I 
will be writing as concisely as I can for the benefit of the reader. 
  
I am a male in my early-twenties and I am in full time work having graduated from University. In my 
spare time I am trying to become a fitness model, I rent a house with my partner and own a pet dog - I 
am pro-cannabis.  
  
I believe the demographic for Cannabis users is significantly different to what many politicians 
believe, the reason for this is the discrimination faced by the normal people that use it should anyone 
discover their casual use. While I was in University almost everyone was casually drinking alcohol 
and smoking Cannabis, they all graduated with a 2:2 or above. 
  
Since starting work (Letting's negotiator—studied Building Surveying) I was extremely surprised to 
find out that 70% of my colleagues were casual cannabis users. What surprised me is that I would 
never have known had they not brought it up, they are all very intelligent and aware people with 
characters that differ massively from what the media would portray as a Cannabis user. 
  
The main issue all of these people face is that they are criminalized by the current laws, neither me or 
any of them have any previous criminal convictions and we are all respectful, kind and polite people 
that want to achieve in life. A drug should be illegal because it has a negative effect on society, but I 
don't know a single person that thinks it has had ANY negative influence on their life. The way we all 
see it is, 'If I don't want to drink Alcohol tonight to relax, I can smoke Cannabis'—but Cannabis 
cannot kill you if you get carried away. Nor will it make you aggressive or angry, ever. 
  
I cannot drink Alcohol, it is metabolised into sugar and is there detrimental to my fitness goals. As a 
result, instead of having a glass of wine on a Saturday I would have some Cannabis. Both groups of 
people are doing the same thing, relaxing through the use of a drug, but I could be arrested for it.  
  
I believe the current laws are wrong, they have no benefit to ANYONE. I and many others will 
continue to use Cannabis regardless of how out of touch the Government is, so take heed of this 
fact—Regulate, tax and most importantly stop wasting our money sending normal people to prison. 
 
January 2012 
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Written evidence submitted by Eric Mann [DP188] 
 

Submission to the Independent Inquiry into Drugs 
 

1. The Home Affairs Select Committee requested written submissions for a new Inquiry Into 

Drugs.  This submission has been written up into six sections, in line with the Committee's 

desire to example the government's drug strategy in terms of fiscal responsibility, science, 

health, security and human rights.  There is also a section on possible alternatives to the current 

strategy. 

 

Science 

 

2. Government have ignored the science. You just sack the good ones and use the yes men. 

People trust scientists not governments who are dictators. 

 

Health 

 

3. Cannabis cures it does not kill..some NHS and legal drugs kill people. 

 

 

4. Allow medical cannabis to be used by licensed personal med growers with license for growers 

for medical users. Country would save on expensive medicine 

 

 

5. Cannabis can be used medicinally without the psychoactive effect. 

 

 

Security 

 

6. The stop and search and invasion of peoples’ properties by the police is partially the cause of 

the riots. The territorial gangs territories are drug territories, dealers pay the gangs or the 

gangs are dealers. Dealers do not want legalization (money loss). 

 

 

Fiscal responsibility 

 

7. A police raid in Milford Mount Estate was attended by 7 police vehicles and many policemen 

for a very small grow. Waste of resource. 

 

Cease the persecution of medical growers (give them a license) that would save the prosecution 

and imprisonment costs of people like me. I am 69 got prostate cancer and rheumatoid arthritis.  

I'm on my 5th and 6th crown court appearance. That's a waste of money. 

 

Human Rights 

 

8. People suffer and some die because government restrict the investigation in to cancer cure 
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and the many medical benefits, the government allow the monopoly company gw pharmacuiticals 

to profit, people in this country are denied access to sativex. 

 

Government suppression of cannabis medicine is arguably genocide 

 

 

Alternatives 

 

9. Been using cannabis as a medicine for 20 years. Would like to offer my attendance to the 

committee if you require to question a persecuted medical user. 

 
Eric Mann 
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