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Oral evidence

Taken before the Home Affairs Committee

on Tuesday 9 June 2009

Members present:

Keith Vaz, in the Chair

Ms Karen Buck Patrick Mercer
Mr James Clappison Bob Russell
David T C Davies Martin Salter
Mrs Janet Dean Mr David Winnick

Witness: Professor John Strang, Director of the National Addiction Centre at the Institute of Psychiatry,
King’s College London and the Clinical Director of the Drug, Alcohol and Smoking Cessation Services of
the South London and Maudsley NHS Trust, gave evidence.

Q1 Chairman: May I bring this session of the Select
Committee to order and tell those present that this is
the first session of our inquiry into the drugs trade,
in particular to investigate the trends in cocaine use
in the United Kingdom and the progress in tackling
the cocaine trade in terms of both action on reducing
supply and demand reduction in the United
Kingdom. Professor Strang, thank you very much
for coming to give evidence at this very first session.
There have been a number of newspaper reports
which have suggested that recently there have been a
number of cases of young people in their 20s and 30s
who have suVered heart attacks as a result of using
cocaine in combination with alcohol. Is this a new
phenomenon? Has this increased in recent years and
what concerns do you have about what appears to be
an increase in the use of cocaine in this way?
Professor Strang: It has long been recognised that
there is an association between cocaine overdose and
cardiovascular problems, stress to the heart, because
essentially cocaine is a powerful stimulant and has
some cardio toxic qualities. That includes accident-
and-emergency-type health crises such as you are
describing. I would only know those indirectly
because it is probably best to view my area of
practice or competence as one foot in the treatment
sector and the other in the research and policy side
and that treatment bit will be a more planned
treatment rather than emergency treatment. I would
hear about it but I would not be the doctor who was
rolling up my sleeves in A&E; not so dramatic. That
has increased. If I might be so bold, what is diYcult
for all of us and for you as a Committee is to get a
sense of what weight to attach to a change like that
which occurs. You do have, from the health point of
view, increasing numbers of people presenting to
treatment, increasing numbers with complications
and yet you also need to keep an eye on the bigger
picture of what is happening with total presentations
for diVerent types of drug problems and where this
fits in that bigger picture. Media reports will tend to
be that there has been a 50% increase, but if it goes
from 3% to 4.5% that is not the same as if it goes
from 20% to 30%.

Q2 Chairman: We are keen to know whether this is a
new phenomenon or whether this is something

which has always happened with a drug like cocaine.
Professor Strang: It is not a new phenomenon; it is
something that is greater not only as you get more
cocaine use but more heavy cocaine use.

Q3 Chairman: Is it on the increase?
Professor Strang: My understanding is that it is on
the increase but those are not data which I have. I am
giving you second-hand reports.

Q4 Chairman: Where is the best place to get the data?
Professor Strang: Probably from accident and
emergency departments. There is an association, I
cannot remember the name, of consultants of
accident and emergency department and they have a
Journal of Emergency Medical Services. I imagine
they collate those data and could give you a
response. St Mary’s Hospital often collected that in
the past.
Chairman: Thank you, we will pursue that.

Q5 Ms Buck: Do we know anything about the
diVerential impact in terms of a range of factors
including health impact of diVerent groups of users
and diVerent variations of the drug?
Professor Strang: I think I follow your question but
can you just repeat it so I can make sure I have
understood? There are diVerent types of cocaine.

Q6 Ms Buck: Yes, diVerent types of cocaine
consumed in diVerent ways. Do we know anything
about whether the consumption patterns aVect the
health outcomes of users? Do we know anything
about whether diVerent groups of users more
inclined to take the drug in diVerent ways are
aVected particularly badly?
Professor Strang: I can deal with your first question
and I will have a go at your second one. On the
diVerent groups of use, one would have snorting of
cocaine, one would have smoking it, which would
mean using it as crack cocaine, or one would have
injecting cocaine. Yes, you are right, there are
diVerent health implications, there are diVerent
dependents, in terms of the likelihood of getting into
a mess with it and those go in the way that you would
anticipate. The slower eVect of snorting the drug
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versus either injecting it or smoking it would have
fewer psychiatric complications and fewer
cardiovascular complications, fewer of the general
complications. The rapid eVect of intravenous use,
and you could reasonably assume that crack
smoking was very close to intravenous use as it is like
intravenous use without the needle and syringe in
terms of its speed of eVect, those two would be very
close to each other. You also asked about the
diVerent groups of people who might use it.

Q7 Ms Buck: Yes. Some of the interesting elements
here are that there are those people, I think of
Charles Murray, the author of The Bell Curve, an
American sociologist and others, who kind of make
the argument that we should not worry too much
about a bit of middle class consumption of a joint or
a line or cocaine. What we really need to worry
about frankly are poor people taking drugs, the
estates, the ghettoes, that sort of language. To what
extent do you think there is an argument there? To
what extent is it true that the drug consumption
behaviour of diVerent groups of people, by
vulnerability really, is something we should be more
concerned about than simply this top line question
of legalisation?
Professor Strang: I think you are raising a hugely
important point. I need to declare at the outset that
I am primarily a doctor, so you are leading me onto
territory which was not my primary expertise but it
is one in which I have become quite interested. If I
may give advance notice, during the course of your
work there are reports coming out from an
organisation called UKDPC, UK Drug Policy
Commission, looking at the influence of market
forces on problems. There is also an international
group bringing out a book by the end of the year
about drug policy and the public good which looks
at issues like public availability and which bits of the
social strata get hit hardest or least. On the whole,
even though it is an illegal commodity, you are
talking about a commodity which obeys rules of the
marketplace. Higher levels of use mean that you get
wider patterns of distribution and larger levels of
people with problems. We have studied this very well
and we know it well with alcohol and tobacco and
presumably with cornflakes and Levi jeans I imagine
though I have not read those papers. Those same
laws apply to the illicit field and the greater
manifestation of those problems will be those who
have other indices of disadvantage, but it is not the
sole preserve of that group. There is sometimes a
dangerous notion that problems only aVect those
with other disadvantages, as your population level
of consumption gets greater, you get more
dependence problems, you get more health and
other sequelae as well; you have shifted the curve.

Q8 Patrick Mercer: What are the main health
concerns which arise from the current rash of
cocaine taking?
Professor Strang: One very obvious one which
comes in my direction is that group of individuals
who get profoundly dependent on it and the

associated personal family, societal, criminal
sequelae which come from that. Those will be greater
with the more intense forms of cocaine use so when
cocaine injecting was widespread that would be
more associated and in particular, when crack
cocaine came to be more widely used, that led to a
greater proportion getting into those more extreme
situations than had been the case with cocaine
snorting. In a way, one of the diYculties for having
any policy around drugs such as cocaine is that its
impact is partly influenced by the pattern, the way in
which the consumer group chooses to use it, even
when the drug stays the same. So snorted cocaine,
having some aspects of a chic quality in the 1980s,
the Hollywood stars, is actually exactly the same
drug as the crack cocaine that was then being used in
ghettoes in US cities. The drug is actually the same;
it has just been slightly altered to be able to use it to
give a much more rapid eVect, which does make it
quite challenging then to work out what your policy
is when the substance was originally the same.

Q9 Patrick Mercer: Are the health ramifications of
this distinctly diVerent for crack as opposed to
cocaine powder?
Professor Strang: Yes, they are. With cocaine, as
with the other drugs that you have to grapple with in
your rolling programme, part of those are to do with
the substance, part of them are to do with the way in
which the drug is used, in particular any drug which
is ever taken by injection or has any association with
sexual behaviour has huge health implications in
terms of HIV and hepatitis C, the most obvious viral
ones and immediate overdose crises and deaths as an
immediate response versus the long-term health
responses.

Q10 Chairman: Can you name those drugs? Which
drugs do you have in mind?
Professor Strang: The most obviously injected ones
would be heroin and then cocaine would be the next
one. Anything taken by injection takes you into that
category of having problems where the drug happens
to be the reason that the health hazard has occurred.
It is an obvious point but it obviously changes
fundamentally when the pattern of use changes.

Q11 Mrs Dean: The British Crime Survey has shown
a steady increase in the use of cocaine powder over
the last ten years, while crack use has remained
static. Have you seen an increase in health problems
over the last ten years?
Professor Strang: There is an increase and I imagine
you also have the data from NDTMS, the National
Drug Treatment Monitoring System, showing how
many people are presenting and those are typically
reported about whether somebody is presenting with
cocaine in either of those forms, either as their
primary problem or as a secondary problem. The
diVerence is probably obvious but it is important to
grasp the diVerence. A drug appearing as a
secondary problem is partly influenced by just what
is going on out there and it is diYcult for you to work



Processed: 25-02-2010 00:13:16 Page Layout: COENEW [O] PPSysB Job: 441934 Unit: PAG1

Home Affairs Committee: Evidence Ev 3

9 June 2009 Professor John Strang

out whether that meant it was a problem or not.
There would be a very high prevalence of cigarette
smoking in those but you are charting the other
drugs which are used, whereas the primary problem
would be the problem that somebody had presented
to the service saying I am in a mess and this is the
main reason I am in a mess. Both of them would be
of interest to you but, in terms of treatment need and
response, the primary drug declared would be the
main one. In fact in the last report I have from
NDTMS from last year they have a figure showing
which drugs people were presenting with and about
75% of people are presenting with a heroin-related
problem and, eyeballing it, it looks about 15% with
a cocaine problem. A lot of that cocaine is as a
secondary problem. We are certainly seeing a lot of
that but somebody presenting with their primary
heroin problem will have an additional complication
of the cocaine use on top, but it does not displace the
fact that the heroin problem is probably the main
driver for them seeking treatment and a smaller
group, about one third of those, where cocaine is the
primary problem.

Q12 Bob Russell: Following on that last line of
questioning, I must stress I have no personal
knowledge of this but I have been told that cocaine
use has now overtaken heroin use in the UK and
your last answer suggests that is not the case. What
are the health consequences of this likely to be if in
fact that is true?
Professor Strang: This is a real case of lies, damn lies
and statistics. I can hopefully clear up some of that.
In terms of prevalence of use, the two diVerent data
sets which I have brought with me in case you were
going to quiz me on exact numbers are the Home
OYce’s statistical bulletin about the British Crime
Survey which is a household survey which tells you
about prevalence of use, call it drug misuse declared,
what is declared about what people are using; then
there is the treatment system about who is presenting
seeking help for treatment and the picture is
diVerent. In the prevalence of use, what you have, if
you look at adults, you are definitely correct.
Cocaine strongly trumps heroin in the opiates; you
are talking of many times more people have used
cocaine in the last year than heroin. However, if you
are talking about people presenting for treatment, it
turns round the other way. Both of those are correct;
they are just asking diVerent questions.

Q13 Bob Russell: Are there going to be increasingly
worrying health consequences with cocaine use
having overtaken heroin use?
Professor Strang: As cocaine use has become more
widespread, there will be. One of the worries I would
have, in so far as I do not know how much a
committee such as yours is allowed to change its
brief as it evolves, I imagine you are allowed to look
at other aspects, is that it would be a pity if your
interest in cocaine meant that you took your eye oV
the ball from a treatment point of view to do with the
heroin problem. The challenge of the heroin

treatment need remains larger than the challenge of
the cocaine treatment need. I know the patterns of
use of cocaine for many years now have been ahead
of heroin, but the treatment need for seeking
treatment has not followed that.

Q14 Bob Russell: So is heroin more worrying to
society than cocaine?
Professor Strang: The number of people who seek
treatment because of it is more with heroin than
cocaine. We have not followed the American pattern
of cocaine having swamped treatment services. We
have what seems to me to be a growing heroin
problem with a growing treatment response, which is
still the major challenge, whilst also paying proper
attention to the cocaine bit. I am not trying to
trivialise it.

Q15 David T C Davies: Could you clarify that for
me? My understanding is that crack cocaine is a
harder addiction to beat than even heroin.
Therefore, the numbers might be smaller but the
needs of those who are suVering crack addiction are
possibly even greater than those suVering heroin
addiction. Is that right?
Professor Strang: I would urge caution about trying
to rank which are the greater addictive drugs and
which are harder to come oV. It smacks more of
tabloid newspaper coverage than the sort of real
issues one is trying to deal with. If you look at
somebody who has become addicted to crack
cocaine or addicted to heroin, they are both major
challenges, they have to break that addiction. To be
honest, it depends hugely on the individual and their
circumstances. The other bit which I think you do
need to bear in mind is that there is a large
population out there who do not hit the health
issues. You can actually get this from the British
Crime Survey data. They ask three questions about
whether you have ever used, whether you have used
in the last year and whether you have used in the last
month. Let us presume the last month is the one
which is closest as a figure to someone who might
have a problem. If someone had used in the last year
and not the last month then that seems quite a long
way away from the group one is talking about. You
get a clear gradation down. With your cocaine use
you will have 5% of young people who will report
having used it in the last year and you can then look
at what the equivalent is. In the last month it will be
half that figure and the last year will be twice that
figure.

Q16 David T C Davies: But my understanding is that
it actually takes quite a while to get addicted to
heroin but if you try crack cocaine once that is pretty
much it and you will be hooked.
Professor Strang: That is what the newspapers tell
you and me. It does not actually fit. If you look at the
data from the British Crime Survey you have data on
the percentage who will have used crack cocaine
ever, will have used crack cocaine in the last year and
in the last month and it does not show that
inevitability. You see a similar gradation across a
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number of drugs, with, if anything, heroin having
more of a dangerous stickiness to it. Certainly it
would not fit that tabloid coverage.

Q17 Martin Salter: If ever there was a war which
cannot be won it is the war on drugs. If ever there
was a more inappropriate phrase to summarise a
drug policy I would suggest that is it. I would be
interested in your comments. It has always seemed to
me that any sensible drugs policy needs education,
enforcement and treatment as its three strands.
Professor Strang: Yes.

Q18 Martin Salter: I am interested in what is
available for the various forms of cocaine addiction.
I understand for heroin that we have alternative
substances which people can be weaned onto like
Subutex or methadone, but they have their own
problems. With cocaine it is considerably more
labour intensive, is it not? I have heard stories about
cognitive behaviour therapy for crack cocaine
addicts but what are the treatments which are out
there and what are the success rates of the various
forms of treatment for cocaine addiction?
Professor Strang: Your opening statement is
enormously important and I hope it gets placed in
bold in your conclusions. You do need each of those
aspects. You need a public control policy; you need
something around the general public and their
attitudes to it and you need a treatment system and
it is absurd to think you could possibly go with one
or the other. The war rhetoric and the war metaphor
have real dangers. One of the very encouraging
statements in the last month was from the new drugs
tsar in the US who says that he thinks the drug war
metaphor can do more damage than good.

Q19 Martin Salter: Forgive me for interrupting. This
started with Nancy Reagan’s search for sound bites,
did it not?
Professor Strang: I think it predates that but I do not
want to get into personalities. I have been able to live
with the war rhetoric because from a health point of
view you might have a war on disease or war on
poverty but you do not send tanks and troops in, you
send ambulance crews and social workers in. From
that point of view it is useful, if you think of it as
wanting to harness the resources you have, to look
for diVerent levers you might have that aVect the
problems in society. If you think of it as therefore
meaning that it is gunboats and interdiction, then
that really is dangerous from a drug point of view.
You are absolutely right. One thing which is
exasperating for many of us is that we do not have
the equivalent of methadone and buprenorphine in
the cocaine field so there is no medication basis to it.
Nevertheless that does not mean you do not have
anything. You do. You are working with people to
tide them through the immediate coming oV but also
the rebuilding of their lives and work around getting
back into the workplace and the family place, work
around more controversial work with building
incentive schemes towards people both achieving
abstinence and rebuilding their lives has got quite
encouraging results. Contingency management is

the buzz phrase and is probably a better buzz phrase
than the cognitive behavioural phrase you were
using. There is a literature on that.

Q20 David T C Davies: Do you have any views as to
why increasing numbers of people are using cocaine?
Is it to do with the price or availability or social
changes?
Professor Strang: In a way what is puzzling is why it
occurs in some countries and not others and in some
cities to a greater extent than others. Part of that is
to do with trade routes; part of it is also to do with
price and availability. Beyond that I am struggling,
along with the rest of the world.

Q21 Mr Winnick: Professor, the Chairman asked
you at the beginning of the session about any
increase in cocaine and apparently, from
information which we have, the use of cocaine is now
more than four times higher than it was, say, ten
years ago. Does that surprise you?
Professor Strang: It does not surprise me. I was
aware of those changing trends. I come back to my
earlier response that one has to hold those two sets
of data in one’s mind simultaneously: the changing
prevalence of use, what is occurring with the general
population. The British Crime Survey also breaks it
down into the adult population as a whole and I
frighteningly see that “adult” takes you up to 59,
which makes me very nervous now. It separately
gives you young people, which is up to 24. You can
look at those two diVerent bits and then you
separately have lots of people having an impact on
the treatment system saying “I’m in a mess, can you
help me with it?”. You have to be familiar with both
of those and to reconcile the two.

Q22 Mr Winnick: May I put this point to you?
Critics of the existing law say it does not simply work
any more. I am not necessarily taking the same view.
They point to the United States in the 1930s and say
“Look what prohibition did for alcohol. It gave
every motive for gangsters to make huge profits” and
the rest of it. Moreover, if drug dealers had a vote in
the House of Commons, they would certainly vote in
favour of the existing law. Do you take a view
yourself that existing legislation simply is not
working and in some respects is even
counterproductive?
Professor Strang: I think you are taking me way
outside my area of particular expertise. If I may
again say, during the course of your deliberations
this drug policy and public good book should come
out at the end of the year and has a whole section
about how one looks at legislation, legal frameworks
and looks at the diVerent case studies around the
world of countries which have chosen to vary it. The
only point I would add at this stage is that it is not
as simple as having prohibition or legalisation. The
law may be an ass, but it can sometimes be quite a
subtle ass, to quote one of my colleagues. You can
look at ways in which you apply the law which may
be less draconian than they were, issues about the
extent to which severe prison sentences or mild
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prison sentences or custodial versus non-custodial
sentences are diVerent from a binary view that it is
either completely legal or completely illegal.

Q23 Mr Winnick: Could it be argued in favour of the
existing position that it might at least deter some
people who do not want to break the law, though all
the evidence seems to suggest that people would take
cocaine and other drugs regardless of any
prohibition?
Professor Strang: There is no question that the
illegality of a substance is a major deterrent to its use,
whatever diVerent commentators may say. All of the
evidence is that that is part of what does have a
deterrent eVect and one would have to presume that
if legal constraints were taken away the level of use
would almost certainly increase.

Witnesses: Mr Martin Barnes, Chief Executive and Mr Harry Shapiro, Director of Information and
Communications, DrugScope, gave evidence.

Q25 Chairman: Thank you very much for coming to
give evidence today. You had the benefit of hearing
the evidence of Professor Strang and some of the
questions we ask you will be a repetition of the
questions we have asked him. The UN’s 2008 World
Drug Report and the 2007–08 British Crime Survey
seem to indicate that we are holding our own in
respect of the trade in cocaine. However, SOCA, the
international organisation which deals with
international crime, seems to think that the war
against cocaine has been won. What is your view?
Mr Barnes: I do not think SOCA actually used the
phrase “that the war against drugs has been won”.

Q26 Chairman: Winning.
Mr Barnes: I do not even think they necessarily used
that word. There was quite a prominent report on
the BBC just a couple of days before SOCA’s most
recent annual report. What SOCA do say in their
annual report is that in the last year there has been “a
discernible diVerence in the accessibility, purity and
price of cocaine”. They also describe it as a market
in some measure in retreat. There is no question that
we are seeing quite significant changes in the nature
of the cocaine market, the key point being that there
is clear evidence of significant reductions in its
purity. SOCA point to the success of enforcement
measures as really a primary driver for that. The
diYculty is that there is no evidence at the moment
of enforcement activity impacting on availability
and in turn on price. We have seen the price of
cocaine fall quite significantly over the last ten years
or so. Obviously there are regional variations across
the UK and the price can fluctuate, potentially in
response to law enforcement measures, but the
average price of cocaine has been coming down.
SOCA are probably right to point out that there is
some evidence emerging that enforcement activity,
both at very high level in terms of upstream
production, source countries, in terms of traYcking,
could be having an impact but it is too soon to say
whether or not that is going to be a lasting impact or

Q24 Mr Winnick: Do you believe that to be the case?
Professor Strang: Yes. Certainly we know that with
other similar addictive substances like alcohol and
tobacco, as you alter constraints, price constraints as
well as social constraints, the population level of use
goes up and down. I would presume that the same is
as true in this marketplace as in those marketplaces.
Chairman: Professor Strang, thank you very much
for your evidence today. It may well be that during
the course of our inquiry, which begins today and
will go on until October of this year, we may need to
write to you about certain information or you may
feel it is appropriate to write to us based on some of
the evidence that you may hear. We would be very
happy to hear from you. We are very grateful to you
for coming to give evidence today.

increasing impact. I just think the evidence SOCA
are pointing to, which is almost really over the last
seven/eight months, feels too narrow and immediate
a timeframe to make definite conclusions that we are
seeing a significant impact in terms of cocaine
availability through enforcement measures.

Q27 Chairman: How much cocaine is escaping
seizure?
Mr Barnes: It is diYcult to say. According to
international estimates, a high proportion of cocaine
is apparently being seized. I have the figures.

Q28 Chairman: If you have, that would be very
helpful.
Mr Barnes: Let me quickly check. I am not good at
carrying statistics in my head so I do tend to write
them down. Estimate of cocaine seizures about 23%
of production 1998 to 42% in 2007. I do not know
what the figures are in terms of seizures here in the
UK against estimates of the amount of cocaine
actually landing on these shores. It is estimated that
about 35 to 40 tonnes of cocaine is actually
imported. Clearly one of the issues with cocaine,
which is related to the issue of its decreasing purity, is
that it is significantly bulked out in terms of volume
between when it arrives on these shores and when it
actually reaches the end purchaser. So in terms of
volume, the 35 to 40 tonnes quoted as having
actually arrived on these shores, you need to factor
that several times in terms of the volumes which
potentially are reaching the end users.
Mr Shapiro: On this issue of the degree to which
cocaine is cut, it is true to say that for the drugs
which have come from a long way, in other words
heroin and cocaine, most of the cutting has
traditionally happened en route. By the time the
drug gets to this country there is relatively little
adulteration between wholesale seizures and what
actually finishes up on the streets unlike other drugs
like amphetamines which mainly come from
Holland, so the supply chain is a lot smaller and
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much more adulteration goes on here. The change
that SOCA have been referring to is the fact that
there seems to be a lot more adulteration going on
with cocaine once it arrives here which is a relatively
new phenomenon, in fact a whole new industry has
grown up supplying those adulterants to organised
gangs and traYckers. Why that is going on is a little
bit too early to say in terms of trends. It could simply
be that middle-market, low-level dealers in this
country have just found another way of increasing
their profits by further cutting the drug rather than
trying to make existing supplies which are under
threat go further.

Q29 David T C Davies: If people are cutting this
stuV, with all sorts of other chemicals presumably,
does this make the user as high as it would if they
were getting the real stuV? If not, is it less addictive
and, if so, does this not mean that in a funny sort of
way people cutting drugs is, from our society’s point
of view, quite a good thing? It makes them less
addicted and less dangerous perhaps.
Mr Barnes: The picture is more complex than that.
If people are buying less pure cocaine, one of the
issues is that a lot of people who are buying cocaine
are simply not aware just how impure it is compared
with even ten years ago.

Q30 David T C Davies: Does it make them, to use the
vernacular, as stoned if it is cut?
Mr Barnes: It depends partly on the way that
somebody is using it. If the idea is to get a high
experience, then there is the possibility that you
might actually use more to try to get that high. In
terms of the cutting agents, one of them, for
example, which is currently being used is phenacetin.
That is used as a painkiller and is actually banned in
the UK because there is evidence that it can have a
potential carcinogenic eVect. People do not know
what else is in the cocaine. In terms of answering
your question, does the fact that it has been cut more
potentially reduce the harm? There is no direct
evidence really to point to that because it does not
tell you about the patterns of use which might follow
in terms of that change in the purity. One pattern
which is emerging is that more people appear—and
I will come in a minute on to this question about
whether more people are using cocaine because I
note some of the points made earlier—to be using
cocaine for a night out and will often mix it with
alcohol, for example. One of the eVects of that is that
you can in eVect drink more and remain sober for
longer; just the nature of the chemical reaction that
the two drugs have. If you are using cocaine in that
way, you are probably not that directly interested in
how pure the drug is really as it is more a combined
approach.
Mr Shapiro: There is some validity in the point you
make in the sense that the general consensus is that
the purer the drug is the safer it is: the more
adulterated it is, the more dangerous it is. That is not
necessarily the case and that can be the case with
cocaine along the lines Martin suggested.

Q31 Ms Buck: Both you and Professor Strang talked
about the regional variations in what is happening in
the drugs market. What do you know about those
variations in terms of the demand and supply of
heroin and crack and snorted cocaine and what are
the factors behind that?
Mr Barnes: We do not really know enough about
regional variations in the UK. If you take a
snapshot, the question is how accurate it is in terms
of presenting an accurate picture. Availability and
supply can fluctuate. The margin of fluctuation can
be quite narrow, but changes in patterns can occur.
Inevitably the sort of data which is available does
generally point to higher levels of use in the larger
cities, London being a classic example. I am not sure
that we have enough evidence really about the
regional variations. That is actually something
which SOCA is prioritising. Part of what it has
introduced is that when it gets to seizures, but also
when it gets hold of the cutting agents, there is much
more testing and examination going on to try to join
up the dots in terms of the supply and distribution
networks. I suspect this is a picture which SOCA is
actually collecting more evidence on in terms of
intelligence gathering.

Q32 Ms Buck: Do you know whether there are
totally diVerent markets and if so how they operate
for, for example, crack and cocaine powder and
heroin? What are the means by which diVerent kinds
of markets emerge?
Mr Barnes: Again, diYcult. One of the emerging
trends around cocaine quite recently, and there is
evidence and SOCA have actually supported this in
terms of the evidence they have gathered, is of
almost a two-tier market it appears and often
through the same supplier routes and the same
dealers. You have your cheaper, less pure cocaine at
a lower price and your purer cocaine at a higher
price.

Q33 Ms Buck: Sold through diVerent markets in
eVect, a street market, or not?
Mr Barnes: In eVect almost through the same
market but the dealers are being quite shrewd in a
sense in dividing their immediate catchment area
between those two levels of purity and that two-
tier market.

Q34 Ms Buck: What are the risks inherent in that?
Mr Barnes: Again it comes back to the question
earlier about the potential risks of purity versus the
drug that is cut more with the adulterants. I do not
think of itself, as yet, that we have evidence of what
harms the two-tier market is necessarily creating
because it seems to be a relatively new phenomenon.
What it does indicate and this might be what you are
touching on, is that clearly one of the concerns about
cocaine is that as the price has fallen it becomes more
aVordable and does that potentially create a risk of
more people having access to the drug because they
can aVord it and therefore potentially using?
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Q35 Ms Buck: Obviously huge variations, as you
rightly said, depending on enforcement action in a
particular area and so forth. At the moment, in
London, how much would it cost to purchase a gram
of cocaine and a gram of crack?
Mr Shapiro: Somewhere between £30 and £50. The
market is diVerent because the selling techniques are
diVerent. For cocaine you would be looking
somewhere between £30 and £50 a gram for powder
cocaine. I just want to make a point about this two-
tier market. Although it is being sold like that,
SOCA themselves say that they have done no
forensic testing to see whether those diVerent price
levels are actually represented by diVerent purity
levels or whether this is just a marketing ploy. That
is one point to make.
Mr Winnick: It could not be claimed on expenses, I
am afraid.

Q36 Martin Salter: I just want to look at the cutting
agent. I understand that for a while there was a
worrying tendency of middle-ranking dealers to cut
cocaine with some quite noxious substances like
Harpic and Vim and the rest of it. Far from the
cutting agents being a good thing actually some of
the most damaging products someone might end up
snorting could be the agents it was cut with in the
first place, never mind the cocaine itself. I would be
interested in your experience.
Mr Shapiro: May I say that there is a level of urban
mythology about what finishes up as adulterants in
drugs. It is a commercial market and what drug
dealers want is people coming back to them and
buying more. It is unlikely, unless there is some
vindictive campaign going on between dealers or
users, that in the main those kinds of substances
would be cut because people just would not come
back to that person. Generally the adulterants in
these drugs are what you night call benign at some
level, they are glucose, they are mannitol, the sugars
of various sorts. What has happened with cocaine,
and Martin has already mentioned phenacetin, is
that is also being cut with benzocaine, which is a
mild analogue of cocaine where you would get the
same kind of numbing feeling in your nose and
tongue which would give you the impression that
you were getting the real deal, whereas in fact you
were getting something which was kind of related to
it but really does not deliver the goods. You might
think you are getting it, therefore you are prepared
to pay for it. If you are a relatively naı̈ve user, you
really would not know the diVerence.

Q37 Martin Salter: At what point does cocaine start
to move from becoming the almost exclusive
preserve of Bullingdon Club, posh-dinner-party-
type people to becoming a street level drug and more
commonly used in working class communities?
Mr Barnes: The big increase—and we are quite
reliant on published survey data which is primarily
the British Crime Survey—was really in the late
1990s, between 1996 and 2000, when we did see the
big increase in reported levels of cocaine use. As a
general comment about the British Crime Survey,
there is a concern that the British Crime Survey may

generally understate overall levels of prevalence. To
give an example, the estimated number of people
who have used crack cocaine in the past year is at
about 44,000. The Home OYce National Treatment
Agency statistics estimate that there are around
200,000 people who are problematic crack cocaine
users. The British Crime Survey does not, for
example, cover people who are in temporary housing
or homeless or in university campuses or in prisons,
so there can be a bit of an understating where drugs
are particularly focused at more vulnerable groups.
The key point is that we do have a problem with
cocaine and it is a serious problem. If you look at the
data evidence, I would challenge the claim that in
terms of levels of use it is a growing problem. We saw
that big increase in the late 1990s, but according to
the published data it has remained relatively stable,
albeit at that higher rate, since about the year 2000.
Unquestioningly we are seeing clear evidence—and
you heard earlier from Professor Strang—of cocaine
related harms because those figures can hide changes
in patterns of use, ways that people consume the
drug. There could be more hazardous ways of
potentially using the drugs. People will come into the
figures, go out of the figures, the drug using
population does change over time, but in terms of
reported levels of use, people who have used it in the
last year or the last month, that has remained
relatively stable since about the year 2000.

Q38 Patrick Mercer: The British Crime Survey
shows a levelling oV in use of crack cocaine. Is this
temporary or do you hope that this will be
permanent?
Mr Shapiro: What is happening there is that the
typical problematic drug user who will present to
treatment services will often be using heroin and
crack cocaine together. The figures for heroin show
a similar levelling oV. The reality of this is that we
have an ageing heroin population in the sense that
there currently does not seem to be a new generation
of young heroin and crack users coming through the
treatment system. The members we represent, who
work in young people’s drug treatment services, are
seeing a diVerent pattern of problematic drug use
which is much more around alcohol and cannabis
and ecstasy and at some level cocaine, but cannabis
and alcohol are causing the most concern. This
could change of course but the treatment profile at
the moment is for young people and if those people
carry on in that vein, they will not necessarily
become the heroin and crack users in the next
generation. That would at least partly account for
those statistics but they have to be taken in
combination with the heroin treatment figures as
well because they are often using both.

Q39 Patrick Mercer: What might lead to another
rise in future?
Mr Shapiro: The last time we began to get a serious
heroin problem in this country was in the 1980s and
it was partly due to the economic recession, but it
was also due to the fact that for the first time we had
a diVerent sort of heroin in the country which was
heroin you could smoke as opposed to heroin you
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could only inject. That made a quantum leap in the
number of people who were prepared to try it
because it looked much less frightening than having
to stick a needle in your arm. There was that kind of
toxic combination at that time which gave us the
heroin problem we have now, or certainly kick-
started it. Obviously we are in an economic decline
at the moment but on the other hand the drug
market and the drug situation has changed quite
significantly and obviously up on the radar now
much more than it was in those time is the
problematic use of alcohol. The economic situation
and things that are going on in society can impact on
this but you also have to look at the structure of the
drug market as well to determine where trends might
be. At the moment all the figures for problematic
drug use are generally stable and part of that reason
is because of the ageing population.

Q40 Mr Winnick: We had a previous inquiry into
drugs in general. Now we are concentrating on
cocaine and we know that since our last inquiry, as
has been confirmed today, the use of cocaine has
certainly increased. Do you think that the existing
legislation helps or hinders in trying to reduce
demand?
Mr Barnes: It is an important question. This
morning, for example, I was giving an interview for
a radio programme about the decriminalisation of
drugs in Portugal. About eight or nine years ago they
did not legalise drugs but they took penalties for
possession of relatively small amounts out of the
criminal justice system and introduced essentially
administrative penalties. A general point to make is
that when it comes to drug policy, I probably do not
need to tell you this as Committee members, it is one
of those areas where politicians do get anxious; the
debates, the issues can become quite polarised and
quite emotive. When people ask whether prohibition
is working, whether legalisation is the answer, the
example I will often refer to in terms of the
diYculties of opening up the debate and changing
drug policy is if you look at the controversy around
the reclassification of cannabis which, on the scale of
that spectrum between prohibition and legalisation,
was a very modest change. The maximum sentence
for possession was reduced from five to two years,
the maximum penalty for supply was increased to
bring it in line with class B, but one of the reasons the
Government went against the advice of its own
advisory council on cannabis reclassification was
because it was felt that the decision politically, with
hindsight, and I do not necessarily share the view,
was a mistake. We do need to look robustly and ask
important questions about the eVectiveness of
current legal frameworks.

Q41 Mr Winnick: It would be useful if the debate
opened up rather than politicians constantly on the
defensive, accusing each other of being soft on
drugs.
Mr Barnes: Yes, you have nailed it. The public is
probably more nuanced and sophisticated when it
comes to drugs as an issue than perhaps some—
some, not all—of the more extreme and alarmist

headlines potentially would suggest. On the point
made about the changes in Portugal, for example, a
lot of people in Portugal are not even aware the
change was made. It has not generated that big
controversy or high-level debate. A couple of years
ago, the previous Home Secretary, Charles Clarke,
when he gave a statement to Parliament about the
previous review of cannabis reclassification, did
promise a review of the Misuse of Drugs Act. We
welcomed that, the advisory council welcomed that,
a few months later the Government dropped that
commitment. I do not think it is wrong to have that
review, but the key drivers essentially should be
basically what the evidence can tell us on what
works; drug policy generally should be
proportionate, should be pragmatic, but the
overarching template touchstone should be how best
we minimise the harms. If we can conduct the debate
within that sort of framework, it takes us forward
a bit.

Q42 Mr Winnick: What do you say to those who
argue that whatever the defects in existing
legislation, at least it does prevent more people from
embarking on taking drugs and some of them of
course really dangerous drugs?
Mr Barnes: It feels intuitive to say that is what the
current making drugs illegal achieves. Recently, for
example, one of the models of Transform, which
supports legalisation, in terms of what might happen
if drugs were legalised, does suggest an increase in
use. The diYculty is that we do not really have the
direct evidence to establish that making drugs illegal
through the criminal justice system does directly
impact on levels of use. It feels intuitive but as yet we
do not have the evidence to support that. There is
evidence that amongst young people the legal status,
that it is illegal, can reinforce the negative attitudes
towards drugs, can reinforce the resistance when
being oVered drugs or peer pressure. However, on
the wider canvas, we must say we would like that
direct evidence really.

Q43 Mrs Dean: Why do you think that we have an
ageing drug population? Why do you think young
people are not taking heroin and to some extent
cocaine?
Mr Shapiro: A lot of it is to do with fashion. That
sounds a bit of a strange word to use in relation to
the illegal drug market but drug use does go through
diVerent cycles which are to do with attitudes
amongst people, availability and the alcohol/
cannabis dynamic is quite significant here because of
the ready availability of cheap alcohol which is now
a serious concern for those who are looking after
young people and also the increase in strength of
cannabis which is available now, although I have to
emphasise nothing like the strength which has been
bandied about in the media, but stronger
nevertheless. Also, psychological barriers get
thrown up in terms of what young people see is what
is fashionable, what is cool and all the rest of it.
There is a lot of resistance to the idea of using crack
amongst young people, but nevertheless, for those
who are vulnerable for all sorts of diVerent reasons,
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there are ready substitutes and increasingly they
have become alcohol, cannabis and some other
drugs as well and have created a diVerent kind of
profile for problematic drug use among young
people, which is an issue for the treatment system
because it still is not really geared up at the moment
for helping those people who are not primarily
opiate users. This is a problem which is recognised
within the treatment system, but it may well have to
modify and adapt its procedures to accommodate
this in the future.

Q44 Mrs Dean: The UN OYce of Drugs and Crime
has criticised what it saw as the UK’s celebrity
cocaine culture. How influential are celebrities?
Mr Shapiro: That is a massive red herring, to be
perfectly honest. Personally I think it is completely
ludicrous to start blaming celebrities whose alleged
use of dodgy, fuzzy photos of doing whatever are
only made public because the tabloid press are
prepared to put them on the front page and pay huge
amounts of money for doing so. My take on this
would be that it is the media which is glamorising
celebrity drug use, not celebrities. Actually the All
Party Drugs Misuse Group in 2008 heard from a
group of young people associated with Mentor UK,
which is a drug education charity and the MPs asked
the young people what they think when they read
about Amy Winehouse or Pete Doherty or any of
these people. The general response was that they felt
sorry for them. They appreciate the fact that they are
good singers or good songwriters but they just wish
they would get their act together. There was a similar
response on a radio show 1Xtra which is also
targeted at a young audience; they did a phone-in
and there was a similar kind of response. Nobody
feels that these people are glamorous or there to be
emulated and when young people get into using
drugs, it is much more to do with what is going on in
their own environments, their own family, their own
community; very, very little evidence that celebrities
have any part to play in this at all.
Mr Barnes: The Liverpool John Moores University
did do a literature review in 2006 and concluded that
there was no evidence of a causal link between
coverage of celebrity drug use and young people’s
level of use or even attitudes towards drugs. There is
a related issue that one of the aspects of drug
education in schools is sometimes to challenge the
perception of some young people that drug use in
some way is normalised. There is evidence that
young people often overestimate levels of drug use in
the population as a whole, indeed amongst their
peers. Although we do need to look at how more
eVective we can make drug education, there is some
research pointing to the fact that when you challenge
that, that can reinforce the sort of negative attitudes
to drug use, resisting peer pressure, oVers of drugs. I
just echo what Harry said: this is an issue that
undoubtedly does hit the media every so often, it
does generate debates. I took part in a radio
programme and one of the panellists said in the
context of Kate Moss’s reported drug use that
everybody is using cocaine. No, they are not
actually; it is too high, it is a problem. It is that type

of language and perception of the issue that we need
to put into context and challenge. The interesting
thing about Kate Moss of course was that it did not
do her career any harm and I have not really quite
worked out what happened there.

Q45 Mrs Dean: So you do not believe the celebrity
issue influences recreational use of cocaine either.
Mr Barnes: When we are looking specifically at
cocaine, the peak age of use is very late teens, early
twenties. Fortunately class A drug use, cocaine use
amongst younger people, those under 16, is still very
rare. It does happen, it is a major concern when it
does happen, but it is still very rare. The question is,
if we are talking about the link between celebrity use
and cocaine use, surely you would expect people in
their late teens and early twenties to have a bit more
of a sophisticated understanding about celebrities as
role models in terms of aVecting their attitudes and
their use. Echoing back what Liverpool John
Moores’ research suggests, when it comes to younger
people there is no evidence of that direct use. There
are some times, very rarely, when a celebrity will
come out with a prattish statement that will
understate the harms that drugs can cause and it is at
that time that we will sometimes comment to correct
what we think is an unhelpful message around drug-
related harms. Generally, we do not have the
evidence that reported celebrity use leads to more
people using the drug or increasing levels of harms
associated with the drug.

Q46 Chairman: Do you not feel that the courts
should be tougher if a celebrity is found using
cocaine because that would send out a greater
message to those who may want to use that person
as a role model?
Mr Barnes: It is more appropriate that the courts
should approach the case on the facts and apply the
judicial mind in the right way. That is what people
would expect from the criminal justice system, an
appropriate response rather than trying to send out
a message, whatever that might mean or then be
subsequently interpreted.

Q47 Bob Russell: Our two witnesses seem to have
dismissed as a serious issue the celebrity cocaine
culture. I wonder whether I could return to part of
Mr Salter’s line of questioning because you appear
to dismiss another tenet, which is that there has been
a sharp decrease in the purity of cocaine being sold.
Mr Shapiro: No, I was not actually disputing the
purity.

Q48 Bob Russell: Could you clarify it? As I
understood it, you were saying that if dealers were
selling impure product then people would not go
back to them and they wanted to maintain sales.
Mr Shapiro: The point that I was answering was the
idea that drugs were routinely cut with extremely
noxious substances like Vim and brick dust, which
have been mentioned, rat poison, all that kind of
stuV. If you look at the data from the Forensic
Science Service, you will see that those are rarely, if
ever, found in samples which they test.
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Q49 Bob Russell: Let me try this line then. SOCA has
noted a sharp decrease in the purity of cocaine being
sold. Leaving to one side the diVerent types of
substance which have been used to bulk out the
drug, what are the consequences of such a decrease
in purity, if indeed there has been a decrease in
purity?
Mr Shapiro: In terms of what? In terms of the harms
caused by the impurity?

Q50 Bob Russell: I will let you answer how you want
and then I will put in a supplementary.
Mr Shapiro: There is no evidence at the moment that
the fact that cocaine has been traditionally cut with
sugars and is now often cut with phenacetin has
made any diVerence to the harms which are being
caused by the drug. You do not have people
presenting for treatment or to A&E with diVerent
problems; there is no evidence that you suddenly
have a wave of people presenting with diVerent
problems than they would have done before on the
basis of what is in the drug they are buying.

Q51 Bob Russell: Are SOCA correct then in noting
that there has been a sharp decrease in the purity
of cocaine?
Mr Shapiro: Yes.
Mr Barnes: Yes, they are; we are not challenging
that. The evidence is clear both in terms of SOCA’s
analysis and also the Forensic Science Service. We
published this in our magazine earlier in the year. In
1984 the average purity of cocaine examined by the
Forensic Science Service was 63%, in 2005 45%,
October to December last year 26%; one in five
samples less than 9% pure cocaine. The evidence is
clear that cocaine is a much less pure drug than it
used to be and that it is being bulked out increasingly
now with these new substances. It is an important
issue because the primary driver for SOCA and
enforcement agencies, and it is the right approach, is
to minimise drug-related harms. When we see the
nature of the drug that we have been using change,
whatever the purity values, it is right that we ask
whether that is getting us closer to reducing the
harms. It could be, for example, that once the less
naı̈ve drug user understands that what they are
buying and probably paying the same price for is
much less pure, it is heavily adulterated, there are
substances in there which the evidence suggests can
be of themselves harmful, that might cause more
resistance and more people choosing not to use the
drug. As yet it is a bit too soon to say that is an
emerging issue because, as we said earlier, drugs do
change over time; they go in and out of fashion as
well as wider issues which can impact on levels of
drug use.

Q52 Bob Russell: So cocaine being a dodgy
substance anyway making them less pure makes that
drug even less healthy.
Mr Barnes: It is diYcult to say because it then
depends on what the eVect may be on the person’s
levels of use and patterns of use. One of the potential

reasons why there is less pure cocaine available is
because more people who use cocaine are mixing it
with alcohol so they may not even be bothered
almost about the exact quality of the stuV they are
buying but the risk with that level of use is the
potential increase in the health harms, because the
combination of cocaine with alcohol creates that
new chemical in the body which is potentially even
more toxic on the liver. It is diYcult to point a cause
and eVect and we do need more research. We need to
look carefully at what the impact on levels of harms
to the individual might be from the fact that the
cocaine is less pure. What we might see is an impact
on overall levels of use and attitudes towards the
drug. It has lost a lot of its image of being in some
way a clean drug, which it is not; it is dangerous. It
is no longer seen as the drug of the rich and the
famous and celebrities. The levels of prevalence
show us that, but it is almost going a stage further in
that as a drug it is almost going further down in
terms of its perception and those associations.

Q53 Bob Russell: You are saying that the health
consequences are clearly serious. What about the
financial consequences to the dealers if they continue
to make this awful drug even less pure?
Mr Barnes: There is no honour amongst the dealers
of course. What they are in it for is to maximise their
profits, but also to minimise the risk to their
business. This is partly where SOCA’s work comes
in; it is about intelligence gathering, it is about
looking at asset seizures, it is about working out
where the networks are. Part of the reason why they
are bulking it out is because, if they can sell it at the
volume and sell more of it, they maximise their
profits. A European Commission report was
published in 2008 which does suggest that the
revenue return on cocaine may be slightly less than
it was ten years ago because of the overall decrease
in the level of profits but as yet there is not much
evidence to show that overall there has been any
impact on the profits to the dealers. The point to
make is that most of the profits tend to be at the
higher end of the supply network. When you come
down to the very low level dealers, it is much less so.

Q54 Chairman: How eVective do you think the
government advertising campaigns have been to try
to deter people, young people, those who are not
young people, from using cocaine? Do you think
they have been eVective?
Mr Barnes: We do not really have the evidence to
point to the fact that public information campaigns
reduce levels of use. There is a greater case for saying
that appropriate, well-targeted public information
campaigns may reduce levels of harm. They can raise
awareness about the harms and the risks associated
with drug use. That is not to say that it is not
important to have public information campaigns; I
am a big supporter of that. It is similar in terms of
drug education in schools. If we expect or wish drug
education to stop young people using drugs, that is
a very big ask and the evidence is not there to say that
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it has that impact. What we do have evidence of is
that it can increase awareness about the risks, it can
increase coping skills and it can equip the older
person to resist pressures to use drugs. The direct
answer to your question is that I think public
information campaigns are important for raising
awareness, but there is no evidence that it impacts
directly on levels of use across the population as a
whole.

Q55 Chairman: Mr Shapiro, do you agree with that?
Mr Shapiro: Yes. Behaviour change through
campaigns is very diYcult to achieve. The evidence
suggests that where people can feel that they are at
direct risk, the campaigns in the 1980s around HIV/
AIDS and the use of condoms, drink-driving
campaigns as well demonstrate that where people
can perceive an immediate risk there is a better
chance of changing behaviour. Similarly with young
people and smoking, if you are trying to project
forward several years about the risk they might be
facing, that is a much harder one to do. In fact we
have not been that impressed with some of the way
the Government have dealt not so much having
public information campaigns but we have felt that
some of the advertising aimed at young people has
been a little bit patronising.
Mr Barnes: We do have slightly diVerent views on
that, just to air our diVerences in public.
Mr Shapiro: The evaluations that there have been
around public campaigns suggest that while
behaviour change is diYcult to eVect, it can at least
reinforce negative attitudes.

Q56 Chairman: Should the Government be spending
more and make it better targeted than it has been?
Mr Barnes: I am middle-aged now, trying to get into
the mind of a young person in terms of what works
around advertising. The focus groups and the young
people can tell us. I suspect around some of the
public information campaigns, particularly on
illegal drugs, there is a tension between addressing a
wider audience, sometimes the parents, than
messages which are directly aimed particularly at
young people. With some of the messages around
drugs you probably need to be a little bit more
slightly controversial about the risk to sexual health;
those are the sorts of messages which probably will
have a bit more impact on young people than some
of the generalist campaigns that we have been seeing.

Q57 David T C Davies: May I put it a bit more
bluntly than you were because I tend to agree.
Talking about people getting cancer and things in 20
or 30 years’ time has no impact, but telling them they
might end up impotent will.
Mr Barnes: Yes, it does and similarly with some of
the health messages around anabolic steroids.
Blokes can develop breasts, they can shrink the
testicles, that is the sort of thing that young people
relate to rather than those health risks which might
impact in 10, 20, 30 years’ time.

Q58 Ms Buck: We have already gone through a
number of the factors which in diVerent ways could
impact upon demand. In summary, what would you
think would be the priority of measures which might
actually have an impact upon demand, price,
quality, health warnings?
Mr Barnes: Particularly looking at cocaine the key is
that there is still an issue where people do
underestimate the health risks and harms associated
with its use. I do not have a lot of evidence to support
that; it is largely anecdotal. I suspect that is largely
older users who experiment with the drug. The
evidence you heard earlier, that we are seeing more
younger people presenting at A&E departments
with heart related problems, the fact that it is a drug
you can become dependent on, the increase in people
presenting for treatment, is largely a response to the
fact that there is more capacity there, but it is those
messages which need to be reinforced and made
stronger. In terms of general drug use, widening it
out a bit, there is a role for education but I see
prevention as being much more than about
education. We do know, particularly in terms of
young people, that some of the risk factors that can
increase their likelihood of using drugs and
becoming problematic drug users are related to
factors such as poverty in the home, poor family
relationships, truancy from school, not doing very
well at school. I think we need to look at it as part of
a broader canvas, to focus as much if not more on
those prevention measures, treat drugs more as a
public health issue. Yes, there is a role for
enforcement but despite the big increase in drug
treatment—and long may it continue because we do
need it—I still do not think we have entirely got the
balance right.

Q59 Martin Salter: Similar question to the one I put
to Professor Strang. It always seemed to me that any
drugs policy ought to have the three Es—education,
enforcement and eVective treatment. Where do you
think that the major emphasis needs to be in terms
of a more coherent public response to the challenges
posed by cocaine addiction, cocaine use and the
cocaine trade?
Mr Barnes: We do need to do more around treatment
and a lot of work is going on around that area. We
do not have substitute drugs for cocaine use. It was
described earlier as fairly intensive intervention; that
is not always the case but it does quite neatly
describe the challenge, that investment around the
public health, more intervention around the
prevention side of it. I just give a plug. There is an
early day motion which Dr Brian Iddon has tabled
which basically recognises the importance of drug
treatment and what it can achieve, supports
continue investment and it would be a good thing if
MPs could all sign it.

Q60 Chairman: An immediate recommendation for
the Committee. Before we go, as you know President
Obama has just appointed a new drugs tsar and
though there is not an absolute read-across between
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what happens in America and what happens in our
country, does this give you any indication as to the
way in which the new administration is going to deal
with the issue of drugs?
Mr Barnes: I think we will see inevitably a more
progressive and evidence-based approach than we
did under the previous administration. I do think
that those people who are seeing this as some
massive step forward probably need to be a little bit
cautious because President Obama has also
supported the eVorts of the Mexican Government in
terms of the enforcement activity going there which
is turning pretty nasty. I hope we are going to see a
much more progressive approach because the US
still does have a very influential sway over the

direction of travel for international UN drug policy
and there are times when it has been directly
unhelpful in terms of its positions to reduce drug-
related harms, for example opposing the
introduction of safe injection rooms, needle
exchanges and a general harm reduction approach.
Mr Shapiro: I think generally the appointment of a
new drugs tsar might be more felt inside America in
terms of its own domestic drugs policy than
necessarily any big sea change internationally.
Chairman: Thank you. Next week the Committee
are taking a break from drugs to look at the cost of
policing football matches, but we will return to this
inquiry the week after. Mr Shapiro, Mr Barnes,
thank you very much for giving evidence today.
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Q61 Chairman: Mr Saville, thank you for giving
evidence to this Committee today. We have you and
Mr Atha who will be giving evidence shortly after
you. The Committee is conducting an inquiry into
the cocaine trade and your organisation of course
is involved in these matters—not in the trade,
obviously, but in the overall matter of drugs and
prevention. Your advertising campaign on buses,
“Nice people take drugs”, has recently been pulled
following a number of complaints that were made
about it. What did you hope to achieve with that
campaign?
Mr Saville: First of all perhaps I could oVer some
clarification because it was not pulled after any
complaints, there were no complaints and in fact
the overwhelming response has been of great
support. There have been over 200,000 entries into
Google about it.
Chairman: You need to speak up, I am afraid,
because the acoustics are very poor in this room.

Q62 Mr Winnick: You need to speak much louder.
Mr Saville: Much louder, is that better? There have
over 200,000 entries into Google using “Nice
people take drugs” and the overwhelming response
has been very positive. It was pulled out of fear that
there may be some complaints, but indeed no
complaints actually happened. I thought I should
clarify that because that was in the press release last
night. The reason we set about doing this is we
wanted to do something to highlight what we feel
is a complete out-of-touch situation with what is
really the central part of the drug issue in this
country with politicians and the media, I mean the
perception that drugs are bad or evil we think does
not help. We know that over a quarter of the adult
population in England and Wales have tried drugs,
well over a million people last year used Class A
drugs and to suggest, as the press would have us
believe, that they are all somehow bad and sad
simply is not true, so we wanted to bring this up
to the front and hoped very much that it would
develop into discussion which clearly it has done;
here I am discussing it.

Q63 Chairman: You do not think it would have the
opposite eVect, that it would encourage people to
take drugs like cocaine?
Mr Saville: Absolutely not, no.

Q64 Chairman: What is your next move in respect
of publicising this? You have taken these
advertisements oV, it is oV Google.
Mr Saville: We have taken them oV the buses
because the company which puts them on the buses
has said we have to—indeed, we are looking to
continue with this campaign in other media, in
other forms, and there will be further examples
coming out soon.

Q65 Mr Streeter: I did want to ask you a question,
and I hope you do not think it is a personal
question, but I was slightly worried by your first
answer there. You do not want to promote the use
of Class A drugs in this country presumably.
Mr Saville: Absolutely not.

Q66 Mr Streeter: You want informed debate
about it.
Mr Saville: This raises a really interesting point
because people like us who call for greater debate,
greater examination of possible new ways, are
always accused of being pro-drug. Indeed, recently
in the United Nations, when I was there at the high
level meeting in Vienna, the head of the UNDOC
stood up and said “Either you are with us or you
are pro-drug” and this is simply not true, we just
want to have a more intelligent debate about it.

Q67 Mr Streeter: Fair comment. What are the
factors encouraging young people today to
experiment with cocaine would you say, Mr Saville?
Where do you start?
Mr Saville: Why do young people, why does
anybody take cocaine? Because it is a nice drug; it
is a social lubricant; people enjoy it and the vast
majority of people who take it come to relatively
no harm at all—indeed, this was supported by the
World Health Organisation Report in 1995, a very
high level report, which came to that exact
conclusion, that the vast majority of people who
experiment with cocaine come to very little or no
harm at all. Why is there increased demand? We live
in a global economy; everything is now more
available than it was before. Take kiwi fruit: in 1970
to find a kiwi fruit was very hard, a bit like cocaine
in 1970, you had to know exactly where to go; now
you can get kiwi fruit anywhere, just like cocaine.
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Q68 Mr Streeter: Can I ask you whether you take
cocaine?
Mr Saville: Do I take cocaine now? No, but I have
done in my life.

Q69 Mr Streeter: That is how you know that its
eVects are pleasant but not harmful you say.
Mr Saville: I said for the vast majority of people it is
not harmful; there can be disastrous eVects for some
people—a bit like alcohol.

Q70 Tom Brake: I have got to ask you this question
although you will have to give a very short answer
because the Chairman will stop you spending too
much time dwelling on it, but if we have an
intelligent debate about drugs where do you think
that will lead us in relation to cocaine for instance?
Mr Saville: How can I give a very short answer to
that?

Q71 Chairman: Give us the answer and I will cut you
oV when I think you have said enough.
Mr Saville: Fair enough. We need to stop measuring
success or failure by numbers of users. We seem to be
locked into this idea that success means a reduction
in the number of users, but we should be focusing
more on the reduction of harm that drugs cause.
Supposing we started with a baseline of five million
people who use drugs; would we rather have seven
million people who smoked a bit of cannabis and
took ecstasy once every six months, or would we
rather have half a million people who smoked crack
every day? Clearly we would rather have the former.
Where we need to go to is a place where we have
proper regulation of drugs, which we clearly do not
have now. Drugs are completely out of control, run
by gangsters and we have no control whatsoever, so I
would like to see us moving to a place where we have
greater control, more regulation, make drugs less
available to young people, and the way we are doing
it now is clearly failing in all those respects.

Q72 Tom Brake: Better regulation would mean
drugs available through agreed outlets or what?
Mr Saville: That would take some intelligent
thought and discussion but we have to move to a
place where that has to be on the table and not this
terrible fear that, with respect, the politicians seem to
have of even putting that on the table because of a
fear of what the press is going to say, that that means
somehow they are weak, weak on crime, giving up—
that is just not true.

Q73 Tom Brake: Can I perhaps come back to a more
focused question around cocaine. The British Crime
Survey shows that there is a levelling oV of the use of
crack cocaine; is this a temporary levelling oV, is it
something that you recognise and what might lead to
an increase in the consumption of crack cocaine?
Mr Saville: Crack cocaine is largely used by some of
the most marginalised sections of our community;
this is again supported by the World Health

Organisation Report 1995 and probably the best
thing that would reduce the use of drugs like crack
cocaine would be an improvement in people’s
circumstances. Whether it has levelled oV now; there
is lots of discussion about numbers, quite small
margins, which are often little trends—it is a bit like
house prices, they go up one year, then they go down,
then they go up again. To draw any sort of significant
conclusion from relatively small margins and
numbers we have to look at a longer term.

Q74 Tom Brake: You have said an improvement in
their conditions could lead to a reduction. If we are
going into an economic recession that is going in the
opposite direction so you would anticipate an
increase.
Mr Saville: I would venture to say, yes.
Chairman: Thank you. David Winnick has a quick
supplementary.

Q75 Mr Winnick: You are obviously pessimistic
about the drug war being won; that is clear, is it?
Mr Saville: I think it is clear to everybody that it is
not being won, certainly for me, yes.

Q76 Mr Winnick: Therefore, do you want a situation
like over cigarettes or alcohol where the
Government does its best through various means to
warn people of the serious consequences? The
banning of cigarettes in public places obviously does
not make them illegal; would you like a similar
situation regarding drugs—all drugs or some drugs?
Mr Saville: We need to be thinking in that direction.
A regulated market is better than an unregulated
market which is what we have now—drugs are
widely available in this very vicinity.

Q77 Chairman: You do not mean the Palace of
Westminster.
Mr Saville: Possibly. There is no simple answer, to
say all drugs tomorrow should be legalised, I do not
think that is so. We need to move incrementally
towards a proper regulated market, but that should
be put on the table for discussion. At the moment it
never is because people are too frightened of what
the press are going to say about it.

Q78 David Davies: If SOCA believes it is winning the
war against the cocaine trade, your assessment is, I
take it, rather diVerent.
Mr Saville: Yes. Cocaine is as available. There is this
issue of the alleged increase in price which,
interestingly enough, correlates exactly with the
decrease in value of the pound and the international
cocaine market is run in dollars, it is not run in
sterling.

Q79 David Davies: I am trying to apply what I know
of the stock market to the drugs trade and perhaps
you can help me out a bit here. If the price is going
up presumably that is a good thing, is it not, it would
indicate that supplies are not getting through and it
presumably is harder for people to buy drugs if they
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are more expensive. We would rather there were no
drugs, but if there are to be drugs we want them to
be as expensive as possible do we not?
Mr Saville: First of all the issue of them going up as
I said just before, the reason SOCA have said they
have gone up is not much to do with their
interdiction eVorts, it is more to do with the currency
because the international cocaine market is based on
dollars. A year ago it was $2 to the £1 and it is now
$1.50, so if you look at the figures they have put
forward they correlate exactly. Indeed, if you look at
the small print in their report they acknowledge this,
but you have not seen that in any of the headlines.

Q80 Patrick Mercer: Mr Saville, in 2007 a gram of
cocaine in Nottingham cost £60 or £70 but that fell
last year to £30 or £40. Can you comment?
Mr Saville: I would say that is in line with the general
decrease in the price of Class A drugs. You can look
at a more extreme change: in 1979 a gram of cocaine
or heroin was about £100. Some of you will
remember what £100 could buy in 1979; I would
venture to say probably about £300 worth of
product today, so in real terms something which cost
£300 a gram in 1979 now costs ten times less. There
is no other consumable product which this applies
to—only technology where calculators have got
cheaper because of technology, but whether it is beer,
butter or cheese all other consumables have gone up
except illegal drugs.

Q81 Mrs Dean: You suggest that dealers are
targeting lower grade and therefore cheaper cocaine
on younger people and therefore they find it easier to
buy the drug in pubs and clubs. What would be the
eVect of that and are they going to remain, do you
think, occasional recreational users or are they going
to be more addicted and persistent users?
Mr Saville: As I said at the beginning, thankfully the
vast majority of people who experiment with
cocaine, as substantiated by the World Health
Organisation Report and indeed many others do not
go on to develop serious problems. The issue of
cheaper cocaine—there has been much talk about
the two-tier, three-tier markets, people will buy what
is available and when you go into a pub and you
have a double whisky, whether you dilute it with a bit
of cocaine or not you still get the eVects of the double
whisky. I do not really see what the issue is about
levels of purity when people are using it at a low
level.

Q82 Gwyn Prosser: Mr Saville, you have told us that
in your view cocaine is a nice drug to take and that
is why people take it and you have given the
impression that we should not advertise and say that
it is bad or it is evil or anything like that, but do you
share that view with regards to crack cocaine in
particular?
Mr Saville: Absolutely not and I do not think we
should advertise it saying it is wonderful, I am saying
what we should not do is say that everybody who
takes it is evil or bad or dysfunctional because that
is just not true. What I am saying is we should tell the
truth basically.

Q83 Gwyn Prosser: I am not talking about drugs in
general, I am talking about crack cocaine in
particular as opposed to cocaine.
Mr Saville: Crack cocaine is a direct result of
prohibition. Crack cocaine was developed as a way
of targeting—

Q84 Gwyn Prosser: That might be the result.
Mr Saville: But that is very important; we seem to
gloss over these things. Crack cocaine was developed
in the United States to target poor people where it
was rather diYcult to sell packet cocaine because of
temperature and unit sales and it was very eVectively
done. It is much like we sell alcohol, we sell big
bottles to poor people—

Q85 Gwyn Prosser: Mr Saville, I want to get to the
bottom of the diVerence between the drugs. All of
the anecdotal evidence that I have, whether it is in
my own community or speaking to police oYcers in
the front line or even speaking to addicts, there is a
huge sub-divide between taking a line of cocaine
perhaps at a nightclub although I do not support
that—
Mr Saville: And smoking crack cocaine.

Q86 Gwyn Prosser: And taking crack cocaine. Is it
not the case that crack cocaine alters people’s mind
bend, it can make people frenzied, it can make them
violent, it can make them attack people with no
apparent motive, is that not the case?
Mr Saville: Crack cocaine has disastrous eVects on
huge swathes of our community without doubt. Its
eVect reaches the brain much quicker, it is a much
more toxic drug, I do not disagree with anything you
have said. Some of the more extreme things like it
makes everybody violent and attack people are
probably a slight exaggeration.

Q87 Gwyn Prosser: If you accept that will you also
accept that by taking this very easy, cosy attitude to
drugs in general—it is a nice experience and we
should not be labelling it—it is a clear gateway to
people to take crack cocaine. You have said in your
own evidence that there was an evolution between
people taking cocaine and then not aVording to take
cocaine proper and going downmarket to crack
cocaine. Is that the case?
Mr Saville: I do not know where you got this
impression that I take an easy, floppy approach to
drugs, I certainly do not. We should have a more
eVective regulated market which we do not have now
and we should not assume that everybody who takes
drugs is evil or bad. I am not saying that we should
all be encouraging people to take drugs whatsoever.

Q88 Gwyn Prosser: I will look at your evidence in the
transcript. Lastly, you will have heard the evidence
er had from the Chairman of SOCA—
Mr Saville: Unfortunately not, I was not in the
room. There was no room for me.

Q89 Gwyn Prosser: The Chairman of SOCA gave us
the impression that they were having an impact on
drug markets and the evidence for that was because
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the purity of cocaine was reducing, it was more
corrupt, and that cocaine bought on the market
today might just be 20% cocaine and 80% other
substances. Your evidence I understand suggests
that that change in purity is nothing to do with the
impact of SOCA or the enforcement agencies, it is all
to do with a diVerent type of dealer on the street. Do
you want to tell us about that?
Mr Saville: It is to do with marketing. There is
perfectly available pure cocaine in the UK. When it
arrives in the UK it is largely of a pure quality, but
by the time it gets to the street where most of the
seizures and most of the analysis by forensic experts
tales place it has often been cut. If you want to sell
cocaine widely to people in nightclubs and things
and you want to make a bit more money you will mix
it with things. People seem to be quite happy to
buy that.

Q90 Bob Russell: The phrase “recreational drugs”
reminds me of the gloss that is put on the IRA
thuggery and calling them “punishment beatings”.
How can a drug be recreational if it has not been
prescribed for medicinal purposes?
Mr Saville: I suppose in much the same way as
alcohol. Do you never drink?

Q91 Bob Russell: The point is that alcohol is not
illegal. Can you just remind the Committee, what is
the drug that comes out of Afghanistan?
Mr Saville: That is produced there?

Q92 Bob Russell: What emanates from Afghanistan?
Mr Saville: Opium is grown there and it is made into
codeine and heroin.

Q93 Bob Russell: Do you not think you ought to put
a bus campaign up saying by taking these drugs you
are assisting in the deaths of British soldiers? Would
that not be a more accurate observation?
Mr Saville: No. Indeed, I had a letter published in
one of the broadsheets just before the soldiers were
being sent to Afghanistan and my letter was of great
concern that this was going to lead to the deaths of
soldiers who would end up fighting an unwinnable
war on drugs.

Q94 Bob Russell: Would you accept that those who
take the drugs consumed in this country, which
emanate from Afghanistan, are in part responsible
for the deaths of British soldiers?
Mr Saville: No.

Q95 Mr Clappison: You have perhaps anticipated
my question but on the assumption that you want to
see fewer people using drugs and using cocaine, what
would be the best way, in your view, of reducing
demand for it?
Mr Saville: I would like to see fewer people being
aVected harmfully by cocaine. That may not
necessarily mean fewer people using it. We would
like to see fewer people using crack cocaine. How
can we more eVectively get messages to people? We
know how to; we have been very successful with our

smoking campaign; we give honest, scientific advice
to people, we do not go round giving untruths to
people, we tell them scientifically what happens. I
have a report here which is unfortunately embargoed
until Friday which has been undertaken in six
European countries where they took sample groups
of over 1,000 people each and they asked them all
“What is it that would stop you using illegal drugs?”
On average, in all the countries, it was between 8%
and 10% who referred to the law, the rest said
information about health, whether I actually wanted
to take the drug, so this idea that you can arrest your
way out of a drug problem has really been proven
beyond doubt. In America there are nearly 2.5
million people in jail and half of them are there for
drug oVences, yet they have the biggest drug
problem in the world.

Q96 Chairman: What is the population here? It is 2.5
million in America.
Mr Saville: It is 2.3 million, sorry.

Q97 Chairman: What is the population here?
Mr Saville: The jail population in this country is
about 86,000.
Chairman: People with drug oVences.

Q98 Mr Clappison: The 2.5 million figure was the
people in jail you said.
Mr Saville: Currently they have the largest prison
population in the world.

Q99 Chairman: But not related to drugs.
Mr Saville: About half of them are related to drugs.

Q100 Chairman: And in this country out of the
86,000?
Mr Saville: Directly there for drug oVences or where
drugs have been an issue there?

Q101 Chairman: Either.
Mr Saville: Well over half.
Chairman: Mr Clappison?
Mr Clappison: The question has been anticipated
really.

Q102 Mr Streeter: Just a very quick question, Mr
Saville, where does your organisation Release get its
funding from?
Mr Saville: We get our funding from a number of
bodies—donations, foundations. We sell legal
services.

Q103 Mr Streeter: Government support at all?
Mr Saville: The Home OYce used to give us money
but they give us no money at all now.

Q104 Chairman: Mr Saville, thank you very much
for coming today to give evidence to this inquiry.
This is a reasonably long inquiry, expected to go on
into the new session, so if you have any information
that you feel is useful, please would you write to us
and let us know? Thank you very much.
Mr Saville: I will. Thank you.
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Q105 Chairman: Our final witness is Matthew Atha,
the Director and Principal Consultant, IDMU. Mr
Atha, thank you very much for coming to give
evidence; I am afraid we misplaced you formally
before the last session began but we are glad you are
with us. Thank you for coming here. Why do people
use cocaine?
Mr Atha: Primarily it is a stimulant drug so people
use it to feel more energised, as a social lubricant,
and some people use it not necessarily for
recreational purposes but for functional purposes, to
keep them awake, such as in the 1980s the City
traders who were basically in a high pressure
environment. Some people therefore use it, as I say,
to facilitate their work in some cases, but the
majority use it essentially for fun.

Q106 Chairman: Do some use it because it is
glamorous and it is seen to be a good thing in certain
circles to be using cocaine?
Mr Atha: Yes, certainly it has that cachet that you do
not get with other stimulants. One of the points I was
intending to make is that you do not need to look at
cocaine in isolation, you need to look at it within a
pattern of overall stimulant use. The majority of
people who use cocaine have also used
amphetamine, for instance, and what you tend to
find is that if they are a stimulant user they will use
whichever stimulants happen to be available at the
time.

Q107 Mr Streeter: Is the profile of cocaine use
changing in the UK?
Mr Atha: Yes and no. For this inquiry I have been
through our survey data going back 12 years and we
looked at the socio-economic status, the income, the
sex diVerences et cetera. There is actually very little
diVerence between people in employment and their
rates of use of cocaine and their attitudes to cocaine,
but strong counter-intuitively the AB socio-
economic groups and those on the highest incomes
do give it a slightly lower rating and we do have a
marginally lower incidence. The highest levels of
cocaine use are actually amongst the unemployed
and the lowest levels amongst students, so what we
find is that it is through all levels of society, it is not
just a rich man’s drug even if it ever was always a rich
man’s drug. I think what happens is that when the
celebrities are taking it they get snapped by the paps
and they get outed by the press but Joe Bloggs down
the council estate never comes to the attention of the
media, so it has this image of being a glamorous,
celebrity-associated drug which is probably a false
image.

Q108 Mrs Dean: Can you tell us what the price of a
line of coke is on the street at the moment? Is it true
that it is cheaper than a pint of beer?
Mr Atha: A few years ago I was quoted in a
newspaper report saying it was cheaper than
cappuccino. It depends, obviously, on how big your
line of coke is and the price of a pint of beer, what
part of the country you come from. A line of cocaine
would typically contain between 50 mg and 200 mg;

50 mg would be about £2 and 200 mg would be about
£8, so a small line of cocaine could be certainly less
than a pint of beer in most places and indeed less
than a cappuccino.

Q109 Patrick Mercer: Mr Atha, is price the main
determinant for whether people use cocaine or not?
Mr Atha: I do not think so because our surveys
basically are targeted at the drug user population
rather than the general population so it is diYcult to
draw UK-wide conclusions from it, but looking
actually at the users themselves a higher proportion
of people used cocaine in the early years of our
survey when the price was £80 to £100 a gram than
do now when it is between £20 and £60 a gram.

Q110 Patrick Mercer: Linked to that the Queen’s
Medical Centre in Nottingham are reporting an
increased incidence of people in their 40s coming in
with cocaine-related problems. What is your
comment on that, is that across the country or not?
Mr Atha: That is probably because people in their
40s tend to have weaker hearts than people in their
20s and they still think they are 20. I am 50 and just
the other day I climbed a mountain and regretted it
because the last time I did I was 15 years younger
and although I was not particularly fit then, I was a
heck of a lot fitter than I am now. What I am
basically saying is that people who are continuing to
use drugs when they get into their 40s and 50s are
more likely to suVer the health consequences of it.

Q111 Bob Russell: Will the decrease in purity have
any eVects on whether users continue to buy
powdered cocaine?
Mr Atha: That is actually a concern of mine because
certainly what we are finding is a much higher
incidence of very low purity cocaine which, up to
two or three years ago, would not have been
considered merchantable, or if people tried to sell it
they would get their legs broken for instance. Now
that seems to be pretty much the norm as far as the
street level consumer is concerned, although we are
still finding small quantities—gram deals—as high
as 70% or 80% in some cases. Very much, therefore,
the suggestion that there is a two-tier or even a three-
tier market does seem to be supported by our price
data.

Q112 Bob Russell: Do the mugs who buy this stuV
know that it is not as pure as they think they are
paying for?
Mr Atha: It depends whether they have paid for
good quality stuV in the past or not, and if somebody
is taking a line of cocaine that is only 10% or 15%
purity, a small line is probably not going to have
much more eVect than a cappuccino.

Q113 Bob Russell: They are mugs then, are they not?
Mr Atha: Yes, they are basically, but the concern
here is that if you go back ten years one of the most
successful police and customs operations that this
country has known called Operation Pirate
eVectively destructed the amphetamine market.
Average purity dropped from about 16% down to
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4% or 5% over the period of six months, regular use
of amphetamine halved but regular use of cocaine
doubled. What we have to worry about, therefore, if
the purity of cocaine becomes too poor for the users
is will they turn to something else, and we have of
course meth amphetamine or crystal meths waiting
in the wings which has never yet gone beyond niche
markets in the UK but is eVectively uncontrollable if
it does take a hold.

Q114 Bob Russell: They would perhaps be better oV
spending their money on something more sensible.
The British Crime Survey shows a levelling oV in use
of crack cocaine; is this temporary and what are the
pressures that might lead to a rise in use?
Mr Atha: Put it this way, drug users as a whole tend
to have a very negative perception of crack cocaine,
pretty much like the rest of society does, so it is only
people that actually get into it and try it that tend to
keep on using it. It also has an association with
heroin use and certainly the impression that we are
getting from our surveys is that the use of crack
relative to heroin has increased over the last ten
years. In terms of what would encourage more
people to use it, obviously availability is a factor.
The other factor is that the crack purities have also
gone down, in fact even more dramatically than
powdered cocaine purities have, so that whereas 15
years ago the purity of crack cocaine was over 80%
I have recently come across it as low as 11%. What
they are mixing it with is actually a concern because
people are actually inhaling this stuV and I do not
think there has been any systematic research done by
the Forensic Science Service or other forensic
agencies as to what the adulterants are in crack
cocaine; that should be a priority for research.

Q115 Tom Brake: Could I just come back to the two-
or three-tier market that you referred to. Could you
explain why this operates, why in one area would
someone be selling something tab is 70% pure
whereas in another area it would be considerably
less? What is driving that choice, is it that the person
who is selling it at 70% is more worried about having
his legs broken than the person who is reducing the
purity?
Mr Atha: The person who is selling it at 70% is more
concerned about losing his reputation than his legs
because a lot of drug dealers rely on their reputations
for supplying good quality product and they all tend
to have a clientele that can aVord to pay the extra
prices and that they develop a relationship with. The
very poor street purity cocaine may well be sold in
pubs and on street corners, et cetera, to a more
casual clientele where there is little perceived
comeback from it, so somebody selling a deal of
cocaine—“Have you got any cocaine; here is your
tenner or 40 quid” or whatever, see you goodbye—
may never see them again, whereas somebody who is
dealing the high purity would probably have a pretty
fixed list of customers who they very rarely stray
beyond and they will have a reputation for supplying
a good quality product.

Q116 Tom Brake: Is there any pattern of regional
variation in terms of levels of purity?
Mr Atha: I could not tell you that, you would have
to ask the Forensic Science Service that.

Q117 Gwyn Prosser: Mr Atha, how eVective do you
think the Government’s advertising campaign at
deterring people from drug-taking is?
Mr Atha: That is a very good question. When we
looked at the attitudes of drug users to sources of
information the politicians came out pretty much
bottom of the list in terms of credibility of sources,
way below doctors, teachers and of course people’s
peers. Peers tended to have the highest credibility
rating—as in one’s peers not the House of Lords—so
in terms of deterring drug use generally the answer is
to make it uncool, not to make it dangerous because
the more dangerous it is the more risky it is and
young people like their risks, they think they are
invincible. One argument I made many years ago
was if you want to stop people using cannabis get
Ken Barlow to smoke it on Coronation Street
because he is supposed to be the most boring person
in Britain—whether he is or not I would not know, I
could not comment, but that sort of idea, trying to
make it unfashionable and uncool. In many cases
individual drugs fall in and out of fashion anyway.
Alcohol is probably the big one at the moment and it
has very much taken over from cannabis which was
probably the big one five or ten years ago.

Q118 Mr Winnick: You take the same view, to a large
extent at least, as the previous witness, his
organisation Release—at least it is also shown on
your website—that there should be a
decriminalisation of drugs? That is the position your
organisation takes.
Mr Atha: I would say the position of our
organisation is that if we annoy those on both sides
of the argument, the pro-reformers and the pro-
prohibitionists, then we are doing our job properly.
Our job is to tell it like it is and not to argue for any
particular point of view. If you are going to make any
changes in the law on cocaine and drugs in general it
would be, I suggest, to make available coca leaf,
opium and cannabis as natural products rather than
as refined products. It is like the diVerence between
beer and whisky in terms of alcohol. Cocaine is a
stimulant, it is not inherently any more dangerous
than caVeine for instance, but we all drink caVeine.
We go down to Starbucks and have our cappuccinos
and so low purity—the original Coca-Cola
contained cocaine and it was sold without major
problems. Yes, people would start drinking large
quantities of it, but it is very diYcult to overdose if
you are taking maybe five to ten milligrams in a
bottle and having to drink 100 bottles to get the
eVect that some people do from smoking a couple of
rocks of crack. Reducing the purity level of a
legitimate product might be a way forward, but
certainly I would not advocate making cocaine, and
especially not crack, generally available without
serious controls on availability.



Processed: 25-02-2010 00:13:45 Page Layout: COENEW [O] PPSysB Job: 441934 Unit: PAG2

Home Affairs Committee: Evidence Ev 19

23 June 2009 Mr Matthew Atha

Q119 Mr Winnick: So cocaine would not go into the
position where you could go into a shop and buy it,
but would I be right in saying that your view would
be, like Release, warn people about the
consequences of taking drugs like people are warned
about excessive drinking and smoking, but at the
end of the day leave it to the citizen to decide.
Mr Atha: At the end of the day the citizen will decide
irrespective of the legal position of the drugs. People
are very wedded to what class a particular drug is in,
whether something is illegal or not, and to most
users, if anything, making something illegal tends to
increase its attractiveness—if it is not illegal then it
is obviously not worth doing. That is one sort of
mindset. When Blunkett originally announced that
cannabis was going to be downgraded we found that
the user ratings actually went down quite
significantly for the first time in years and last year
when it was announced that it would be put back to
Class B the user ratings went up again. When we
looked at ketamine and GHB, when they were made
illegal the ratings went up so they became more
attractive to people; when the fruit is forbidden,
therefore, it becomes sweeter. If we take the politics
out of it in a wider sense and have an adult debate
about things, it might be more eVective in
controlling use than having this adversarial
approach between the individual and society and the
Government.

Q120 Mr Winnick: For the criminal drug barons,
leaving aside the people doing it on the street corner
and the rest, the petty criminals, the disgusting

creatures, for the other disgusting creatures, the drug
barons and the rest who exploit human misery,
would their nightmare be a change in the law?
Mr Atha: Obviously the drug barons rely for their
profits on the fact that drugs are illegal. The actual
cost of a gram of cocaine is a couple of quid, if you
actually get it from Brazil or Colombia or Bolivia et
cetera, the actual production cost is maybe a couple
of pounds a gram, and that is essentially pure
cocaine, so by the time it gets to the streets of Brixton
it has gone up about 300-fold when you actually take
into account the level of cutting that there would be.
The profit therefore is in the illegality and the fact
that people take risks to bring it into the country,
they take the risk of going down for a very long
period of time if they are caught doing so.

Q121 Mr Winnick: That is a risk that they take.
Mr Atha: They take the risks because of the
financial rewards.

Q122 Mr Winnick: They like the existing law for
obvious reasons.
Mr Atha: Absolutely, yes. The drug barons are the
greatest friends of prohibition, except of course
when it catches up with them.

Q123 Chairman: Mr Atha, thank you very much for
giving evidence to the Committee today. If you have
any further evidence that you wish to submit to us
while we are conducting this inquiry we would be
delighted to receive it.
Mr Atha: Thank you very much.
Chairman: Thank you very much.



Processed: 25-02-2010 00:14:16 Page Layout: COENEW [SE] PPSysB Job: 441934 Unit: PAG3

Ev 20 Home Affairs Committee: Evidence

Tuesday 20 October 2009

Members present:

Keith Vaz, in the Chair

Tom Brake Gwyn Prosser
Mr James Clappison Bob Russell
David TC Davies Mr Gary Streeter
Mrs Janet Dean Mr David Winnick
Patrick Mercer

Witnesses: Mr Steve Rolles, Head of Research, Transform Drugs Policy and Professor Neil McKeganey,
Centre for Drug Misuse Research, Glasgow University, gave evidence.

Q124 Chairman: Could I refer everybody present to
the Register of Members’ Interests where the
interests of all the members of this Committee have
been noted. Can I welcome our two witnesses to
today’s second session on the inquiry that this
Committee is conducting into the cocaine trade. I
welcome you Professor McKeganey and Mr Rolles
and thank you for giving evidence today. Could I
start with you, Professor—and Mr Rolles please feel
free to come in whenever you wish to chip in—why
do you think people use cocaine and what are the
social/environmental conditions that underlie the
problems of cocaine use?
Professor McKeganey: I think I would have to stress
that the evidence base in relation to cocaine use is not
strong. So just as much as treatment is focused on
opiates much of the research is also focused on the
opiates; so the reasons why people will use cocaine
are not well understood. The eVects of cocaine are
very diVerent from the eVects of opiates and one
imagines that part of the attraction of cocaine is to
do with those eVects. So it is a much more sociable
drug; it is associated with a party atmosphere,
excitement, et cetera, et cetera, in contrast to the
opiates which have a much more depressive eVect.
So my assumption is that they are rather attracted to
the sociability aspects of cocaine use.

Q125 Chairman: Do you feel that it is actually on the
increase at the moment?
Professor McKeganey: Yes. In my view cocaine is
one of the most serious threats that we face in
relation to drug misuse. It is not yet in terms of
problematic use on a scale of heroin, but it has
changed so dramatically so recently in terms of
increased levels of use and I think there are
characteristics associated with cocaine that make it
more appealing to a much wider range of people
than heroin, for example, which has traditionally
been associated with states of some desperation and
desolation. Cocaine has none of those associations,
and I think the increased levels of use that we have
seen are very worrying and I think that the
impression within the British Crime Survey seriously
underestimates the extent of, for example, crack
cocaine use, where research has estimated some
190,000 crack cocaine users as distinct from 40,000-
odd that the British Crime Survey has postulated.

Q126 Chairman: Mr Rolles, you state that “most
cocaine use is non-problematic”, yet according to
the UK Drug Policy Commission the number of
cocaine users presenting for treatment has risen.
How do you define non-problematic?
Mr Rolles: I think not causing significant problems
either to the user, to their immediate family or
dependents, or to their community. Obviously there
are issues with any cocaine use in the current illegal
environment because if you are using cocaine you
are by default causing problems down the line in the
illegal market, through sponsoring criminal activity.
But I think it is important to separate out the health
problems associated with cocaine use, both direct
and indirect, and the problems that are associated
with prohibition and the illegal cocaine market. If we
are going to approach this issue rationally,
systematically and logically we really do need to
separate out those two things because one is a public
health issue and the other one is a policy choice. On
the question you asked Neil about why people use
cocaine and what are the conditions that underlie it,
people use cocaine for the obvious reason that they
like it, they enjoy using it. It is a rational, personal
decision that people make; they do their own
personal cost benefit analysis. They are to a certain
extent aware of the risks and they balance them up
with the pleasure that they get from it and they make
that decision. In terms of problematic use—and I
think we need to appreciate that there is a spectrum
of cocaine use and behaviours with cocaine powder
but also within the diVerent preparations of
cocaine—you have coca leaf, chewing and coca tea,
which is not really associated with any public health
problems; and at the other extreme you have injected
cocaine or smoked crack cocaine which is highly
risky and associated with serious public health
problems; and in the middle you have cocaine
powder which, to a certain extent, is middling.

Q127 Chairman: We will be coming on to explore
some of those other spectrums in further questions.
Mr Rolles: In terms of problematic use the
underlying causes are really to do with social
deprivation of one sort or another. The evidence
strongly points to that from the work of the
Advisory Council on the Misuse of Drugs and so on.
It is to do with low levels of well being, to do with
poverty, to do with social deprivation, to do with a
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sense of hopelessness, unemployment, histories of
abuse and mental health problems and that kind of
thing, and that is very clearly defined.

Q128 Tom Brake: I just wanted to clarify. You have
both talked about cocaine and the fact that it is
social and people enjoy it, but you are not lumping
crack cocaine in with that, are you? Or are you
saying the same thing about that?
Professor McKeganey: Crack cocaine presently has
a rather diVerent position. That may well change as
patterns of cocaine use themselves evolve and the
impact of dependency starts to take its impact on a
greater number of people; but at the present time
crack cocaine I think has a rather diVerent status
than powder cocaine and it is more closely
associated with what one would traditionally regard
as problematic use, although my own personal view
is that that is an unhelpful characterisation, to
appoint some drug use as problematic and some as
not problematic. I think that all of this drug use in
various diVerent degrees is problematic.

Q129 David Davies: I detect a slight disagreement
there between the two of you because you are saying
that all drug use is problematic, but if I understand
Mr Rolles correctly you are suggesting that some is
and some is not; is that a fair summary of your
positions, without wanting to open up a debate on
that?
Professor McKeganey: Yes, I would agree with that
characterisation.
Mr Rolles: Yes, I think there is a spectrum of drug
using behaviours and associated costs and benefits
from beneficial drug use all the way through to
chronic, dependent, highly problematic drug use;
and we can easily make that distinction with
alcohol—the diVerence between having a glass of
wine with your dinner or a bottle of rum with your
breakfast—and we need to be able to make that
distinction for cocaine as well.

Q130 David Davies: Without wanting to generalise,
but we have to a little bit, would you suggest, Mr
Rolles, that the problematic end of the market tends
to be where you have lower levels of wealth—people
taking less pure cocaine; or is problematic drug use
something that you find across a spectrum of social
classes and wealth?
Mr Rolles: There is problematic use of cocaine use in
all the socioeconomic strata where cocaine is
consumed, but the evidence does suggest, if you read
the Advisory Council on Misuse of Drugs, Drug Use
and the Environment Report, that generally
problematic drug use is more concentrated in areas
of social deprivation and is related to things like
mental health problems and histories of abuse, as I
was saying previously. It is not just wealth; it
probably more usefully comes under an umbrella of
well being.

Q131 David Davies: I wonder whether one can
question that a little bit. You say that low levels of
wealth cause problematic drug abuse, but could you
not also argue that if you are a problem drug user

you are probably going to end up frankly very poor
and possibly outside of the usual law abiding society.
So it is not necessarily the case that one has caused
the other—the two go together—and that just
throwing a whole lot of money into an area does not
necessarily mean that everyone comes oV drugs.
Mr Rolles: That is not what I am advocating. There
is obviously going to be a certain degree of feedback,
but the driver is socioeconomic deprivation and
emotional deprivation of one sort of another. It
obviously then causes a negative feedback loop but
the drugs do not cause poverty.

Q132 Patrick Mercer: Gentlemen, taking on Mr
Davies’ point a bit further, the phrase “recreational
use” I appreciate is inexact, but do you consider that
a recreational user is not addicted and will not suVer
associated problems with use of the drug?
Professor McKeganey: Perhaps I could go first. No, I
do not actually. I would not characterise recreational
users as in a particularly happy state and as not
perhaps on the road to dependency, especially where
recreationally they are using what many people
would regard as the most dependency inducing
substance available. So my own view is that it is
rather a misnomer to characterise their use as
recreational because it may not yet be problematic in
the terms which we currently conceive of as
problematic use, but they may well be on the road to
developing many of those problems; and given that
they are using, even intermittently, a drug with a
known potential to become dependent upon very
quickly then I would not characterise them as
recreational even if they are presently not
experiencing some of the most extreme problems
that we associate with those whose cocaine use has
become more habituated.
Mr Rolles: I do not think that recreational use is a
particularly useful term—it is not one that we use
very much. There is medical use clearly and non-
medical use of drugs and within the non-medical use
there is a stimulus that we are talking about here,
there is a certain degree of functional use. I had a
coVee before I came in here to keep me alert and able
to concentrate and people use stimulants, be it coca,
cocaine, amphetamines or caVeine to help them get
through the day, to help them concentrate and so on.
Then there is also a non-medical use, which is more
to do with pleasure seeking in social settings, which I
suppose you would call recreational, but I think non-
medical/medical is a more useful distinction and
within non-medical I think functional and
recreational may be, but probably it would be more
useful to have problematic/non-problematic. But
clearly within recreational there is nothing about
recreational that suggests it is risk-free or can be
non-problematic; certainly recreational use can be
risky, can be harmful, can lead to dependence, but
there is no suggestion that I am aware of that
recreational use is safe or harmless in that way.

Q133 Bob Russell: Gentlemen, where does the term
“recreational use” come from then because you are
professionals, as it were, in dealing with the issues of
illegal drug taking with the criminal activities
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associated with it. I have never heard of a
recreational crime, so where does the term
recreational use come from? Who actually coined
the phrase?
Professor McKeganey: I do not know where the term
originally came from. It arose, I think, rather out of
a degree of discomfort with the notion of soft drug
use. I think the forerunner of recreational drug use
was the term soft drug use, as distinct from hard drug
use, and that term somewhat fell out of favour in the
mid-1980s, and I think that since then there has been
a tendency to use the term “recreational use” to
mean broadly what was previously referred to as soft
drug use; but these terms I think are wholly
inappropriate actually.

Q134 Bob Russell: I am delighted you have said it is
wholly inappropriate because my concern is that
some people hearing the term “recreational drugs”
may think that there is something okay about it in
the same way as punishment beatings in Northern
Ireland were anything but punishment and were just
thuggery. It is the wrong way and it gives a gloss.
Professor McKeganey: I think in many respects the
language which we use in relation to drug use on
occasion contributes to the problem. It adds to a
culture of acceptability around this pattern of
behaviour, and I think that is part of the problem.

Q135 Mr Streeter: A quick question to the Professor
on something you said to my colleague Mr Mercer.
In my layman’s mind there is what I would call a
slippery slope and is there any evidence at all that
people can start with soft drugs, recreational
drugs—okay, socially acceptable drugs—but a
proportion will slip towards harder and harder drug
use. In my layman’s mind this is an obvious thing
that must happen, but is there any evidence that it
does happen?
Professor McKeganey: I think you are referring to
the gateway theory—that is how it has been
couched; that the use of certain substances leads
inevitably to the use of other substances. I think that
that theory has been disputed and I think for good
reason. There is not necessarily continuation of these
patterns of behaviour, so the use of one drug does
not in and of itself determine the use of other drugs.
However, what one does see are constellations of
behaviours around diVerent drugs and it is
invariably the case that someone who has used
heroin will also have used cannabis at a younger age.
That social patterning, which identifies cannabis use
as a precursor to heroin use, is the basis upon which
the gateway theory has been expounded, but we do
not understand the causal, or indeed even if there are
causal mechanisms, and we cannot easily distinguish
between those features which are attributable to the
drug, that the use of that drug may to an extent lead
to use of others and to what extent its behavioural,
cultural, the association with other people using
other drugs may increase one’s likelihood of
experimenting with those substances.

Q136 Mrs Dean: Mr Rolles, if I could turn to you.
You mentioned medical use—is there a medical use
for cocaine?
Mr Rolles: Yes, there is. It is quite limited. It used to
be used quite sensibly as a topical anaesthetic for I
think ear, nose and throat surgery and I think some
ophthalmology stuV. It has increasingly been
replaced by synthetic cocaine alternatives, but there
is still medical production and use of cocaine. I think
the interesting thing there is not that that exists but
that we do actually have a legal model in place under
which coca leaf is grown in Columbia, Peru and
Bolivia and it is exported to America under the
auspices of the Drug Enforcement Agency by a
company called Stephan Chemicals. They process it;
the cocaine is extracted and then distributed around
the world for medical use. The “de-cocaine’ised”
coca product then goes to the Coca Cola company
where it is used to make Coca Cola which you can in
fact buy in this building; so you can buy Columbian
coca leaf-based products here. I think that it is quite
interesting—not and in of itself—because when we
are talking about legal regulation of cocaine
production we are not talking about this as an
entirely speculative thing, but it already exists just as
the legal production of heroin already similarly
exists. Opium is grown all over Hampshire,
processed by Macfarlan Smith in Liverpool and
some of that heroin is then prescribed to addicts. So
whilst we have an illegal production we also have a
parallel legal production system for both heroin and
cocaine, and I think that is quite an interesting thing
to bear in mind.

Q137 Mrs Dean: Transform advocates
decriminalisation of personal possession for adults
and legal regulation of the drug supply. In the case of
cocaine, what evidence do you have that
decriminalisation would reduce prevalence of use,
harm to users and criminality?
Mr Rolles: We see prohibition as a failed policy, as a
reckless policy and as a radical policy experiment
that has failed; and an irresponsible policy. It has
clearly failed for a number of generations to deliver
the outcomes that it set out to; in fact it has delivered
the opposite outcomes of its stated goals consistently
for generations now. Our view is that given the
reality of drug use in society, be it cocaine or
anything else, we would like to see the government
regulating and controlling those markets rather than
violent criminal profiteers, which is what happens at
the moment by default. Prohibition does not get rid
of drug markets, it just gifts them to gangsters, and
we can see this very clearly with cocaine. We have
been throwing increasing amounts of enforcement
resources at cocaine over a number of decades and
yet cocaine is becoming more available, more people
are using it, production in the Andean regions is
increasing and it is cheaper than it has ever been.
Clearly as a policy supply side enforcement does not
work and demand reduction clearly has not worked
either. It is actually worse than that; not only has it
failed on its own terms but it has actually
consistently delivered a whole raft of secondary
unintended consequences associated with the illegal
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market. So we have a violent market in dangerous
drugs, controlled by gangsters, worth something like
£300 billion a year globally and about £10 billion a
year in the UK alone. That is not for cocaine; that is
for all illegal drugs. We think that a better
alternative, given that systematic long-term failure,
would be government regulation by the appropriate
public health agencies—the sort of regulation where
you can control products, you can control vendors,
you can control the outlets, you can control access
and consuming environments, and so on. Clearly
that kind of regulation would not reduce use,
although we would argue that it might create a
political environment that would make reducing use
easier in terms of redirecting resources away from
failed counterproductive enforcement into more
proven public health education/prevention type
interventions. It would certainly reduce overall harm
and it would obviously reduce criminality.

Q138 Bob Russell: Mr Rolles, I think I know the
answer but just so that we get it on the record: does
the government have a duty to avoid making the use
of harmful drugs appear legitimate?
Mr Rolles: I think it is the government’s duty to try
and increase the health and well being of its citizens
or subjects or whatever they are called in this
country, and the question really is about how you
best go about that. I think after 50 years of quite
staggering and counterproductive failure of a policy
it is the government’s duty to start exploring
alternative approaches that might deliver better
outcomes. We think that the first way to do that
would be to have an independent impact assessment
of the Misuse of Drugs Act and related legislation
that would look at the evidence and would consider
alternatives and would be objective. We are talking
about the evidence here, let us look at the evidence;
and impact assessment is the standard tool. But the
Misuse of Drugs Act has never been subject to that
kind of scrutiny and it is time that it was. It is a
proposition that we made to the Prime Minister in a
face to face meeting earlier in June; it is one of our
recommendations in our written submission and I
hope it becomes a recommendation in your report.
It is an objective, independent way of examining the
current policy and alternatives. I think it is
something that Neil supports.

Q139 Chairman: Shall we ask him. Professor?
Professor McKeganey: Perhaps I can start by saying
that I actually do feel that the government has both
a political and indeed a moral obligation not to do
anything or say anything which in any way could
lead to an increase in our drug problems. So I
certainly occupy a very diVerent position to that
which Steve has set out.
Mr Rolles: Drug problems are rising at the moment.
Professor McKeganey: My own view is that it is quite
wrong to characterise our current drug laws as a
failure. I think that we have a persisting problem and
there is some evidence that it is an increasing
problem, but in population terms it is a remarkably
small problem involving—in the most extreme ends
of the spectrum—less than 1% of the adult

population. I think that our drug laws have served us
rather well in not allowing the level of drug usage to
expand anything like we see in relation to the current
illegal substances. So I do not characterise our drug
laws as failing and I would not argue that we should
seek to change those drug laws or dismantle them.
The government take on, it seems to me, the wholly
inappropriate responsibility of making drugs
available in some sense because there is a feeling that
our laws have failed.
Chairman: Thank you. Would witnesses make their
contributions a little briefer. We would like some
briefer answers—there are many Members who wish
to question you on this subject. So if you could try
to not expand too much in your answers.

Q140 Bob Russell: I am grateful for the Professor’s
thoughtful response. Mr Rolles, can I return to you?
This independent report, which I believe you said
has gone to the Prime Minister—
Mr Rolles: No, it is a call for an impact assessment;
it is a standard tool applied to all new legislation, but
has never been applied to the Misuse of Drugs Act.

Q141 Bob Russell: So did this impact assessment
have any reference to—
Mr Rolles: No, it has not been done yet.

Q142 Bob Russell: It has not been done.
Mr Rolles: No; we are calling for one to be done.

Q143 Bob Russell: I am pleased to hear that because
I would welcome your thoughts on whether
members of Her Majesty’s Armed Forces should be
dismissed if they are found to be taking any type of
drug; or does your regime think that drug taking in
Her Majesty’s Armed Forces is okay?
Mr Rolles: Would that include alcohol and tobacco?

Q144 Chairman: I am asking the question—
Mr Rolles: I am asking for clarification.

Q145 Bob Russell: I am asking the question about
illegal drugs.
Mr Rolles: If it is illegal drugs I do not have any
comment on that; it is not in my purview. If it is in
your contract when you take on the job that you
cannot use illegal drugs I think you can be held to
that. Whether that is appropriate or not—

Q146 Chairman: I think Mr Russell would like an
answer—do you feel in your opinion that they
should be dismissed if they are using illegal drugs;
yes or no?
Mr Rolles: I do not want to state an opinion on that;
it is not something on which we have a position.

Q147 Bob Russell: I will leave that one where it is and
people will draw their own conclusions. Finally, are
you saying that making cocaine illegal has had no
deterrent eVect on the number of users?
Mr Rolles: No. I think there are a number of
diVerent variables which impact on drug taking
decisions. Clearly enforcement policy and punitive
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sanctions is one of them, but the evidence would
suggest that it is a fairly marginal one and personal
considerations, social and cultural factors,
considerations about health and risk seem to be far
more significant. If there is a deterrent eVect it is
quite hard to demonstrate. The Home OYce was
challenged by this Committee in 2001 on that very
question and produced no evidence at all. They were
challenged again in 2006 by the Science &
Technology Select Committee specifically on the
question of punitive sanctions and deterrents, and
again produced no evidence but just stated a belief
that there was such a deterrent eVect. It is
remarkable really; if you think about it the deterrent
eVect is absolutely at the very heart of the whole
prohibitionist paradigm and yet the Home OYce is
unable to produce a single piece of research to
suggest that there is a significant deterrent eVect.

Q148 Tom Brake: Mr Rolles, I just wanted to ask
you if this independent review of the Misuse of
Drugs Act takes place and perhaps comes up with
recommendations which are closer to your line of
argument, how would you sell that to politicians.
Mr Rolles: That it is the right thing to do; that it
would deliver better outcomes than the current
policy. I hope that politicians do not just pander to
the tabloids; that our leaders would show leadership
and be encouraged to do the right thing. Maybe that
is a vain hope but if a policy is clearly failing and
someone suggested a policy and suggested it is going
to deliver better outcomes then that is what
politicians and our leaders should do. There is no
great mystery about that, I do not think.

Q149 Gwyn Prosser: Professor, in your article in the
Guardian in September you argued very strongly
against the government becoming the regulator for
drugs and you said that you only had to look at the
alcohol industry and the way that is regulated and
the eVect that that has on the streets as a
comparison. Do you want to expand on that?
Professor McKeganey: I think the circumstances in
which we find ourselves in relation to alcohol is one
where I think there are good grounds to believe that
were we to have been aware of the likely harm
associated with alcohol that it would not now be a
legal drug. It is a legal drug and I think the
government finds itself in a very diYcult position
trying to regulate access and consumption of that
drug as a result. We have an escalating alcohol
problem, particularly evident in Scotland but
certainly not confined to Scotland, and it seems to
me that if one wanted a model of failure, if you like,
you could find that in relation to the diYculties and
inability to limit the consumption of alcohol given
what we know to be the harm associated with it. So
my view is that based on that experience I would not
wish to see that replicated with another set of
substances which may well be even more harmful
were they to be used as widely as alcohol, those being
the currently illegal drugs. So I think there is very
little in the experience of alcohol which would lead
one to wish to replicate that in relation to the
currently illegal drugs.

Q150 Gwyn Prosser: Looking ahead, if such a regime
came into place—government regulation as per
alcohol—could we not argue that at least
government would have some sort of control over
the levers and they could increase prices to reduce
consumption, although I accept it has not been a
great success with alcohol.
Professor McKeganey: You could argue that but I do
not think very persuasively. I would not wish to see
our government in a price war with the illegal drugs
trade as to who could sell their drugs more cheaply
and I think that is the situation in which we could
rapidly find ourselves, where the currently illegal
producers and sellers could always undercut the
price that the government wished to charge because
their costs are lower, and that to me would be a
ghastly prospect. I do not think it would be in any
shape or form appropriate for government to take
on that role, even given the economic competition
that it would find itself in.
Mr Rolles: I am not sure that alcohol is a good
example because alcohol is in our view very poorly
regulated and we have been very clear in our calls for
alcohol to be more tightly regulated. We would like
to see an immediate end to alcohol promotions and
advertising, sports sponsorship. We support the calls
for minimum pricings per unit and all those sorts of
things. A better example perhaps would be tobacco,
which actually whilst alcohol has been becoming an
increasing problem tobacco use has been falling
since the 1970s due to a combination of eVective
regulation on price, packaging, access, increasing
age controls, locations of use and environments and
so on, combined with eVective public health
education about risk. And we have seen, in the same
time that alcohol use and indeed cocaine use has
been rising rapidly, tobacco use falling. On the same
continuum of policy options you can have better
regulation of currently legal drugs and better
regulation of currently illegal drugs because at either
end of the spectrum, whether it is complete free
markets re. alcohol or whether it is unregulated
markets because criminals are controlling them, it
does not really matter, they are both totally
unregulated and we need to move towards a central
optimum point.

Q151 Chairman: Thank you, Mr Rolles. In fact
minimum pricing was one of the recommendations
of this Committee when we produced our report.
Mr Rolles: Excellent. Excellent recommendation;
well done.

Q152 Chairman: So politicians sometimes can be
very brave and not pander to the tabloids.
Mr Rolles: Not so you would notice!

Q153 Mr Winnick: Professor, you accept that
alcohol is a dangerous substance, certainly if drunk
excessively; you agree with that?
Professor McKeganey: Yes.
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Q154 Mr Winnick: And very few would disagree
with that. Are there not lessons to be learned from
what happened in the United States after the First
World War, when prohibition was the policy? It did
not succeed very well, did it? Yes or no?
Professor McKeganey: There are some questions
which I think are inexpertly answered with a yes or
no response. I would be very cautious in drawing
inferences from what happened in relation to alcohol
during the prohibition period and applying those to
the present day. The level of alcohol consumption
within the United States during the period of
prohibition was certainly considerably lower than it
is presently and indeed probably would have been at
that time had it not been for prohibition; so I do not
necessarily feel that the evidence is overwhelmingly
painting a picture of failure on the part of
prohibition. Although, as I say, I do not feel that
experiences in relation to the United States and their
alcohol laws necessarily apply particularly well to
the UK at the present time.

Q155 Mr Winnick: Consumption may have gone
down but there is a relevance between prohibition
then and the argument over drugs prohibition now,
even if, Professor, you do not see it, but while
consumption may have gone down in the United
States during prohibition would it not be right to say
that it became a paradise for gangsters—some of
course who became pretty world famous—because it
was precisely the sort of policy that produced such
huge profits for them?
Professor McKeganey: I can answer yes on that. I
think that is one of the unfortunate and somewhat
predictable outcomes of our drug laws, in much the
same way that burglary spawns a home security
industry which is premised on the fact that burglars
disregard our laws and continue to break into
premises. But I do not think that that actually
fundamentally undermines the fact that we deem
burglary to be an illegal act.

Q156 Mr Winnick: I understand and I respect your
point of view; that goes without saying, Professor,
and all of us, whatever views we have, want to see a
vast reduction in the use of drugs—there is no
dispute about that—but it is a question of how we
bring that about. But can I put this question to you?
A number of people have argued that if the drug
barons—and we are talking up to date, leaving the
United States aside—of today, the most notorious
people, totally indiVerent, as you know, to human
suVering and could not care less as long as they get
their profits—if they had a vote in Parliament on
whether they were for or against prohibition, is it not
pretty obvious that they would vote for the
continuation of the present policy?
Professor McKeganey: I agree. I think that as long as
they derive enormous financial gains from the
present set of circumstances they will no doubt be
very enthusiastic supporters of it, up until the point
at which they are arrested and their assets are seized

and the consequences of their actions are brought
forcefully to their immediate attention and those of
everyone around them. But up until that point I
think that they will be ardent supporters of
restrictive drug rules.

Q157 Mr Winnick: Presumably you would also agree
that the drug barons are very much in favour of the
present policy?
Mr Rolles: Yes. I would not disagree with Neil on
that. What prohibition does is that it does not get rid
of drug use; it just gifts control of the market to
criminal profiteers and we have seen that with
alcohol and we have seen it over the whole of the last
century with cocaine and with other drugs. And
when Gordon Brown said, “We will never
decriminalise drugs” you can imagine that all the
barons were rubbing their hands with glee. When
prohibition of something collides with huge demand
for it you just create an economic opportunity—it is
simple supply and demands economics—and illegal
criminal entrepreneurs will inevitably exploit the
opportunity that it creates, and it is incredibly
destructive; it destabilises entire countries. I think it
is important that we do not focus too much on
cocaine use and we do not lose sight of the issues
around the illegal market and the destructive
influence it has on countries like Mexico where
10,000 people have died in the last three years in the
drug war; in Columbia, civil wars; the terrible eVects
in places like Guinea Bissau in West Africa, which is
becoming a transit country. It is incredibly
destructive; and we do need to start debating the
alternatives, which I should remind you is something
that the 2002 HASC drug inquiry specifically
recommended that we have a debate on alternatives,
including legalisation and regulation.

Q158 Mr Winnick: I know; I was around then.
Mr Rolles: And some of you were on that
Committee then.

Q159 Chairman: Mr Winnick remembers it fondly.
Mr Rolles: So does David Cameron, interestingly,
who supported our recommendations.
Mr Winnick: Yes, he was a member of our
Committee.
Chairman: He is not here today, so let us not go
into that.

Q160 Tom Brake: Professor you said that you were
worried that if the government got into regulating
the cocaine trade, for instance, that you would see
illegal suppliers coming in and undercutting the
government supply or the oYcial supply. Would you
expect that to have happened in relation to other
products such as alcohol that the government does
regulate, because as far as I am aware there is not,
and is it because the profit is not as large? What is
the answer?
Professor McKeganey: I would slightly diVer. I think
that there is an enormous counterfeit market in
relation to tobacco, for example. I think that you
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find precisely there a good example of what I fear.
You have cigarettes being sold legally and you have
an enormous counterfeit cigarette market.

Q161 Tom Brake: But not in relation to alcohol?
Professor McKeganey: No, I think in relation to
alcohol it is not evident.

Q162 Mr Clappison: Just a very general question and
very briefly on the point that you make about drug
barons—and we all want to tackle the problems that
they cause—how eVective do you think we are in
stamping down on drug barons and tackling them
through the criminal justice agencies?
Professor McKeganey: I do not think that we
succeed to anywhere near the degree that we need to.
I will use a Scottish example but I suspect it has
relevance here too. My colleagues and I recently
calculated the total amount of heroin seized in
Scotland in a year represents less than 1% of the
heroin that is consumed. In relation to cocaine,
calculations that we have carried out suggest that
that figure may be higher but less than 10%. So we
are, I think, failing to tackle this problem as
successfully as we need to. I think that it presents
enormous diYculties how one accumulates the
necessary evidence of criminality on the part of
individuals who sit many layers removed from the
act of producing, transporting and selling drugs. I
think that presents us with an enormous conundrum
as to how one does that and there are a small number
of individuals who sit with a degree of immunity, I
believe, because we seek to accumulate the necessary
evidence of their criminality, and they are extremely
adept at maintaining a considerable distance from
any overt criminality; and yet they orchestrate a
trade which I think presents a threat greater than
almost any other that we face in our society.
Mr Rolles: I think that history shows with crystal
clarity that an enforcement response cannot get rid
of the illicit drug trade. It has not happened here; it
has not happened anywhere; it has not happened
anywhere ever. It is clearly impossible, not because
of a failure of enforcement, not because it is not
being implemented and not being done right, but it
is a fundamental reality of the economic dynamics of
unregulated illegal markets where demand is huge;
and, as I have said, the opportunity is created and
criminal entrepreneurs will always exploit that
opportunity. And if you catch one all you do is create
an opportunity for another one, and we demonstrate
that again and again at all scales. Every dealer or
traYcker you arrest another one immediately fills
the void. There is nothing we can do about it; the
only way to put these people out of business is to
take control of the market back within the ambit of
the law and control it by the state. You cannot police
your way out of this problem and 100 years of
history shows that with absolute clarity.

Q163 Mr Clappison: Can I ask Professor
McKeganey, from your research with recovered and
recovering addicts what do you consider to be the
most eVective ways of treating dependent drug use?

In particular, do you know of any prescribed
medication options to aid recovery from non-
opiate drugs?
Professor McKeganey: Prescribing alternatives to
opiates, principally methadone, has become the
default medical treatment for heroin addiction in the
UK; so we have well over 100,000 addicts now on
methadone. When we have looked to find what
proportion of those individuals had become drug
free, had recovered from their drug dependency and
ceased to use illegal drugs the percentage becomes
miniscule—around about 3%. When we look at the
experience of those addicts who have had residential
rehabilitation—participation in a drug-free
programme for a number of months—the
proportion who attain a drug-free status rises to
nearly 30%. So I do not feel that we can easily
prescribe our way out of drug dependency.
Prescribing runs a very real risk in the circumstances
with this client group of accentuating their
dependency. The evidence as far as I understand it is
that, nevertheless, where they participate in a drug-
free programme and they are committed themselves
to becoming drug-free, that is the most beneficial
combination of factors. Prescribing methadone very,
very rarely allows them to become drug-free.

Q164 Chairman: The final two questions from me.
First of all, the eVectiveness of the Government’s
advertising campaign with Pablo the dog; how
eVective do you think the preventative work is that
the Government is doing? Does this advertising
campaign make any diVerence to young people in
particular taking up drugs like cocaine? Mr Rolles?
Mr Rolles: One of the problems with questions like
that is that it is very diYcult to eVectively evaluate
these things. It is easy to get process measures; you
can say how many people viewed it or how many
people clicked on a website and so on, but it is very
diYcult to do a controlled trial or somehow track
whether there has been an impact on levels of use,
specifically on levels of problematic use. The
evidence would seem to suggest that these things are
not particularly eVective or are not eVective at all.
Public health education certainly can be eVective
when it is done properly but I think often with mass
media government campaigns they are much more
about being seen to do something rather than
following best practice in education and prevention.
One of the problems historically, not just with
education but with the drug policy more generally, is
that it is driven by this very emotive, often tabloid
fuelled law and order populist agenda and it is not
driven by objective rational assessment of what the
best evidence is.
Professor McKeganey: We would not have one of the
highest levels of illegal drug use amongst young
people anywhere in Europe if our drug prevention
methods were successful. I think it is a record largely
of failure. We have had policy which is misguided
drug prevention for many years and it does not have
the standing within the curriculum that I believe it
needs to have if we are to substantially reduce the
levels of drug use amongst young people in the UK.
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Q165 Chairman: What about the celebrity drugs
culture; does this have an eVect on young people
taking it up?
Professor McKeganey: I think that is an unfortunate
but nevertheless perhaps predictable occurrence. It
certainly does not help matters. However, I do not
think it has a substantial influence on the choices
young people make in relation to illegal drugs. I
think a greater impact is the somewhat pro-drug
culture which has penetrated much of our thinking
on this issue. I think that that actually has
unfortunately furthered a culture of acceptability
around illegal drugs, of which the celebrity instances
are just a manifestation of those.
Mr Rolles: I think the celebrity thing—as the
speaker from Drugscope said—is a red herring; I
think it reflects politicians’ concerns with tabloid
obsessions more than anything. There are an awful
lot of very important issues to do with civil wars in
Columbia and the criminal trade and the drug
barons. What Amy Winehouse does at the weekends
is entirely irrelevant and I think we need to move on

Witnesses: Ms Sarah Graham, ex-addict and Director of Sarah Graham Solutions, a therapeutic service and
Mr Mitch Winehouse, Father of Amy Winehouse, gave evidence.

Q167 Chairman: Good morning. Sarah Graham, if I
can just start with you. How did you first start using
cocaine and what was the attraction of cocaine?
What impact did it have on your life?
Ms Graham: Good morning. I had just recently
graduated from university. I had had a very clean
and healthy time at university and I graduated and I
was working in the BBC and pretty much the first
night working on a show my producer and presenter
took me to a Soho media watering hole. I was glad
to be there but I was also quite scared by being in this
environment and I had a few glasses of champagne,
and I was asked if I would like to go to the toilet and
do some cocaine. I am ashamed to say that I did not
really know very much about cocaine beyond the
hype, beyond the celebrity glamour and success hype
that goes with it, and I unfortunately went to the
toilet and took cocaine and I believe that that
changed the course of my life from that point on.

Q168 Chairman: This is while you were working for
the BBC?
Ms Graham: Yes.

Q169 Chairman: And what kind of impact did it
have on your life when you became a user? For how
long were you a user?
Ms Graham: I used cocaine for about nine years and
it did not immediately impact my life. I think one of
the things around cocaine abuse and around
addiction in general is that people have this
perception that an addict is somebody who is taking
a drug 24/7 and that you cannot function, the
stereotype of somebody being on the street not able
to function. I was like many, many young cocaine
users and I actually functioned and I actually

and not get bogged down with all that. I suppose my
overriding comment is that before I came here I had
a look back at the 2002 report, which covered an
awful lot of this ground and an awful lot of detail
and I do hope that this inquiry report builds on some
of that groundbreaking work and does not default
back to some of that tabloid law and order populist
drug war grandstanding rhetoric, which has had the
unfortunate consequence of leading us to the
appalling situation we are with drug policy today. So
let us move forward and not look backwards.

Q166 Chairman: Thank you very much for your
recommendation, Mr Rolles.
Mr Rolles: There is more in my written submission.
Chairman: Professor McKeganey and Mr Rolles,
thank you very much for your evidence today. If
there is anything further that you wish to put to the
Committee that you have not been able to get across
to us today, please do not hesitate to write to us. We
are closing the inquiry in December of this year, so
we will be very glad to receive any further thoughts.
Thank you very much.

functioned at a very high level, and for me my denial
was tied in with cocaine because I saw cocaine as
being part of the successful package. What I did not
realise was that very quickly, right from that first
night actually I realised in rehab, cocaine was
starting to impact on me in terms of my mental
health, my physical health, my spiritual health, my
well being and the direction that my life was to take.

Q170 Chairman: So it is both physical and
psychological?
Ms Graham: Physical, psychological, emotional and
spiritual—every area of your life.

Q171 Chairman: Was it possible to separate your
addiction to cocaine from addiction to other drugs
or alcohol?
Ms Graham: I gained insight that cocaine was
creating problems in my life much earlier than I
realised other substances were also impacting on me.
I knew that when I had a line of cocaine I could not
just have one line of cocaine; if I had a line of cocaine
the rest of the evening was going to be taken up with
consuming cocaine; I was going to stay up all night
and it was going to end up in a messy place. Other
drugs, alcohol being a major one, definitely my
addiction involved alcohol. In my paper that I have
given to you as written evidence I say that for me
alcohol is definitely the elephant in the room, and for
many, many people alcohol addiction and cocaine
addiction do go hand in hand. I realised the problem
with cocaine but the alcohol addiction was very
hidden because in society, as we have heard, alcohol
is very prevalent and it is very easy for your alcohol
addiction to not be noticed.
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Q172 Mr Clappison: Thank you very much for the
way in which you have spoken to us about this,
which is very helpful. I was just a bit struck by what
you told us that this happened on your very first day
at the BBC. Was this something which was
completely out of the ordinary there, or not?
Ms Graham: It was not my very first day at the BBC;
I had worked freelance for the BBC as a journalist
throughout the second year of my university degree
and then I got this job when I graduated.

Q173 Mr Clappison: The first night of your job.
Ms Graham: It was the first night of the live show
going out and celebrating. It is very easy for people
to assume that everybody in the media is doing drugs
and certainly as a drug user I assumed that
everybody was like me. However, I have been back
to those clubs as a sober and clean person and
realised that actually that is not the case. The hype
about drugs is very damaging, especially to young
people and their perception is that all the successful
people are doing drugs—they are not. The reality is
that a lot of successful people may be doing drugs
but very soon they will lose their success if they
continue doing cocaine because it does start
impacting on you.

Q174 Tom Brake: It was not clear from what you
said whether your producer was the person who
supplied the drug to you.
Ms Graham: I am not going to say who the person
was who supplied the drug to me.

Q175 Tom Brake: You may not want to talk about
that particular instance, but could you tell us then
how readily available it was? Was it something that
was obtained within those media circles or was it
obtained from certain pubs or clubs where you knew
that there would be someone there who was not
related to the media but who you could go to if you
wanted a supply?
Ms Graham: What I will say to you about this is that
first of all I take responsibility. I am not wishing to
blame someone else for my addiction; I was the
person who went to the toilet and snorted the drug;
I was the person who did not have the facts about
health issues; who did not know the reality of
cocaine, that it is a class A drug and incredibly
addictive and damaging to your health. I did not
have those facts before me and as a slightly drunk
person I made a very bad decision that night. What
I will say is that there is a culture within the media
and within the celebrity world that is very relaxed
around the use of cocaine. It is seen as something
that is socially acceptable in certain areas. But I
think it is true of other industries too and it tends to
be industries where people are working very hard,
where the work hard/party harder ethos exists.
Certainly some companies that I worked for were a
lot worse than others and it tended to be from the top
down—if you had somebody who owned the
company who was a very heavy cocaine user or if the
bosses in the company used cocaine. I worked at
MTV in 1997 and there was very much a kind of
cocaine/drugs culture existing at that time. So as a

young person it was very easy to get pulled into that
kind of thinking, that modelling that if you want to
be a top director then that is what you do.

Q176 Tom Brake: Can I just ask, is that the reason
why, because it was so predominant within the
culture, that when you were oVered it for the first
time you did not simply say, “No, I do not want to
do that”?
Ms Graham: I had low self-esteem. I was being
successful for my age but I had low self-esteem. I saw
these other people doing it; I bought into the
showbiz myth of cocaine being part of the success
and I did not look beyond that stuV. Now cocaine
has become a drug that is much more available
across the board. When I first started taking cocaine
it was £70 a gram and it is substantially cheaper than
that now, so it has become much more of a mass
market drug and many, many people walk into
taking cocaine without realising just what they are
getting into.

Q177 Chairman: Mr Winehouse, you are in the
process of making a documentary about addiction
and drug rehabilitation.
Mr Winehouse: Yes. Can I just say one thing first
of all?

Q178 Chairman: Yes, of course.
Mr Winehouse: The previous chap who was here—I
did not catch his name—as he finished his remarks
he said he does not care what Amy Whitehouse does
at the weekends. If I may I would like to say—and
Amy has been drug-free for a year—why on earth he
would need to come out with a statement like that I
have no idea.

Q179 Chairman: Thank you for that. Unfortunately
members of the Committee cannot control what
witnesses say, but thank you for that.
Mr Winehouse: I felt that it was incumbent upon me
to put it right.

Q180 Chairman: Of course and we are most grateful
for that, Mr Winehouse. Tell us about your
documentary, which you have been involved with,
where you have been talking to families and talking
to those who use cocaine.
Mr Winehouse: Heroin mainly.

Q181 Chairman: You have been looking at the
rehabilitation services.
Mr Winehouse: Yes.

Q182 Chairman: What kind of information can you
share with the Committee as a result of this very
detailed analysis in which you have been involved?
Mr Winehouse: Yes. First of all, I find it frightening,
if I may say. We were very fortunate—my family
were fortunate, we were able to aVord the best
doctors, the best clinical psychologists, the best
rehabilitation, the best hospitals, but of course we
are making a film not about people who can aVord
it but about people who cannot aVord it, and
unfortunately what we found after I spent a lot of
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time with families of addictive people—mothers,
fathers, uncles, brothers, sisters—is that there are
very few facilities and very little help available to
people like that.

Q183 Gwyn Prosser: We have touched on this whole
thing of “work hard, party hard”, which particularly
seems to impact some industries—showbiz, media,
banking and so on. Can we think why that might be
and, Sarah, it is eight years ago, I think, ago since
you started to get your life back on track? Have you
any idea what it is like now compared to what it was
like ten years ago, say?
Ms Graham: There is still very much a cocaine
culture. As I said, this drug is much more widely
available. It is also fair to say that in some senses this
Committee is already slightly out of date in that the
“influencers” within popular culture are moving into
other substances. I have recently written an article
for Addiction Today talking about the emerging
crystal meth problem which is starting in the gay
club scene. I talk about cocaine in my written
evidence as a brand and I think we do need to have
that awareness; it is a brand. It is being marketed as
a brand and it is being seen as a Gucci-like brand,
and that brand’s currency is on the wane, at the
cutting edge, if you like, of popular culture. Having
said that, many people are still buying into that
cocaine dream and we have many people who are
using it recreationally (I hate that word
“recreationally”) who are going to find, when they
get to the point when they want to stop using, when
they are trying for a family or when they want to
move beyond their clubbing or their university life or
whatever, that they cannot stop using. Certainly I
find that a lot now in my client work. I am getting
many people contacting me who want to start a
family and find that they are continuing to use.
Maybe they managed to stop for the time that they
were pregnant and then they find that cocaine is
creeping back into their lives and when you have got
a young child that does not sit very comfortably, so
we do need really good treatment provision for
these people.

Q184 Mr Streeter: Do you want to come in, Mr
Winehouse, on why it impacts on particular
industries, or seems to?
Mr Winehouse: If I may I would like to talk more
about the problems that families are facing with
addiction.
Chairman: Indeed.
Mr Streeter: Please do.

Q185 Chairman: What is the biggest impact on
families in situations of this kind?
Mr Winehouse: The biggest impact on families is
that, as I say, there is very little help available to
them. If, for instance, their son is an addict,
especially if they are a non-oVending addict, the first
port of call for the addict would be the GP. He would
refer them to the local health authority. The local
health authority would insist on a period of
abstinence before they would even interview him to
decide what kind of treatment. The problem is, and

of course this impacts on the family as well, that, as
we have found through our research, even in London
there is normally a period of about a year before any
treatment can commence. In certain areas of Great
Britain, in certain parts of Scotland, for instance, it
is two years before they can even talk about chemical
intervention. That is, as our friend said before,
Subutex or methadone. You therefore have a
situation where the addicts themselves decide, “I
have had enough. I really need help”. That is the first
stage of awareness. He knows that he cannot
continue. The second stage is that he decides that he
needs outside help to deal with that addiction, and
then he goes to his GP, he goes to the local health
authority, and the local health authority, after a
period of abstinence, say to him, “Come in a year’s
time. There might be a place available to you
residentially in a year’s time”, and, of course, as we
all know, there is many a slip betwixt cup and lip, so
it is very diYcult. The reason for this, if I may say so,
is that the majority of the government funding,
which last year was approaching £400 million, is
being taken up by the criminal justice system. For
instance, and this happened in my family with my
son-in-law, if, let us say, a burglar who is an addicted
burglar is going up to face the judge and he is going
to be sentenced, the judge will oVer him a period of
residential rehab. The analogy is that a convicted
speedster is going to get three points docked oV his
licence but then a speed awareness course comes
through that he can go on for three hours and not
take the three points. It is a similar analogy and they
would choose generally the residential rehab. Of
course, they are being coerced into the residential
rehab, so now we have a situation where a non-
oVending addict and his family are looking for help
but there are very few resources available to them,
and this is the problem that we find.
Chairman: We are going to change the order of
questions since you have opened the issue of
treatments up and ask Mr Russell to come in with his
contribution.

Q186 Bob Russell: I am most grateful for that last
response, Mr Winehouse, because I think that is a
very telling point which this Committee hopefully
will take on board when it comes to the
recommendations. From your documentary work,
and we have heard some of it, what treatments seem
to be available to users of drugs and which is the
most eVective? You have explained that the criminal
fraternity are getting helped and the non-criminal
people are not.
Mr Winehouse: Anecdotally, and it is anecdotally
and one of my colleagues is here with me now, we
have spoken to addicts who have told us that people
are desperately committing oVences just so that they
can have a chance—and it is still only a chance—of
receiving treatment. As I say, if the family of the
addict or the addict themselves can aVord to pay for
themselves to go into The Priory or go to Antigua or
any of these places there is a wealth of facilities and
help available to people, but, again, this
documentary is not about them; it is about people
who cannot aVord it. The truth is that there is very
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little of any kind of treatment available to people
who walk in oV the street and say, “I need help”. Let
us say, for argument’s sake, the family of the addict
seeks help. It is almost impossible because the local
authority generally will not talk to the family
without the addicted person present. It is a minefield
and it is very diYcult. I really do not know what the
answer is. In Portugal they found similar problems
and that is why they decriminalised usage. I am not
advocating decriminalising usage but at least now
their funding for addiction is going into the right
areas because they are not having to fund criminals
basically on a jolly.

Q187 Tom Brake: I was just wondering, Mr
Winehouse, both perhaps for treatment and also
rehabilitation afterwards, whether one of the most
important factors is getting people out of the
environment in which they are living.
Mr Winehouse: How do you do that?

Q188 Tom Brake: You can relocate them, I assume.
I am just thinking that, if you have got a scenario
where someone who has had a habit has perhaps had
treatment and gone into rehabilitation and then the
only option is to come back to where they were living
before in the same environment as the dealers on the
corner and so on, that is not going to be a success.
Mr Winehouse: Mr Brake, it is a very diYcult
question to answer and I have not considered it.
Clearly, it would be better if the recovering addict did
not go back to the area that triggered the addiction
in the first place, the drinking, the cocaine, but
practically how would that be achieved?
Ms Graham: We talk about addiction being a
progressive illness and many people’s addiction is
progressive to the point where many addicts who
want recovery do desperately want to be removed
out of their environment. I was living near
Shepherd’s Bush and I knew so many dealers around
and about. My whole life was surrounded by
drinking and drugging. It is endemic in the culture
that I was in. I knew that I needed to leave and the
treatment that was on oVer to me was a day
programme in the local community and I knew that
that was not going to work for me. I was very
fortunate; I could pay The Priory to take me, and I
was in there for eight months. I think many people
do need that; they want residential treatment, but if
you look at what has been happening with the
treatment policy in this country, the NTA has moved
away. Rehabs are shutting all over the country.
Addicts want to go to rehab because they know that
is where they are going to get well, but these rehabs
are being shut down and we have had this move
towards day programmes. I think it is also fair to say
that you do need to learn how to live in your local
community. Many people return, but it is a very
long, slow process. Once you take all drink and
drugs out of your system it is like going back to the
point at which you started using and you have to
learn to live again. Even going to the supermarket
can be scary because there is wine everywhere you

look. You really do have to integrate back into the
community in a very staged, staggered manner if you
are going to be successful in your recovery.

Q189 Mr Streeter: Just coming back to the issue of
people going through the criminal justice system and
taking all the rehab places, and I think we have heard
about that before, what is the solution to that?
Should we be looking at allowing half the places in
rehab to be for people who have not committed a
criminal oVence? Has anyone given any thought to
how we can unblock that particular system, apart
from spending vast sums of money on rehab which,
of course, the country does not currently have? How
can we solve this problem, please?
Mr Winehouse: I just caught, as I came in, what one
of the gentlemen over here was saying. It is not a
cure. The only start to the cure or a recovery is
residential rehab; there is no question about it. It is
how you unblock the system and how you then
channel the funds into the people that deserve and
really need and, more importantly, want the
rehabilitation because, as Sarah will tell you as a
counsellor, if you do not want to recover you will not
recover. If you want to recover you have got an
excellent chance of recovering; we all know that. The
people that are going into jail and are being oVered
a place in rehab, I am sure a percentage of them want
to recover but I am also sure that the vast majority
of them do not want to recover. They have got no
intention of giving up drugs. How we unblock that
system I cannot say. In the recent trials, as you know,
the RIOT Trial, the Random Injectable Opioid
Treatment Trial, I think it was telling in that they
chose the most entrenched addicts, 127 addicts in
three locations, and they studied them for a three-
year period, and during that period they were, as you
probably all know, given the heroin or methadone
orally free of charge, but during that time as well
they were counselled, they had therapy, they had
help with their housing and their benefits and, as a
by-product, I think 75% of them were using crack
cocaine and that reduced, which was not expected,
but I think the results were very encouraging. My
solution is not to give every single heroin addict free
heroin but something has to happen now to stabilise
these people and maintain them so that they can stop
committing crimes and stop vandalising people and
impacting on their communities while we are able to
treat them; otherwise it is just a vicious circle. These
people on average, although these statistics are three
years old, have spent something like £300 a week on
street heroin. Subsequently they committed £300
worth of theft or whatever they did on the street to
pay for that heroin. At the end of the trial they were
spending £50 a week and the incidence of the crimes
they were committing went down by two-thirds. If
that was rolled out nationally can you imagine if
drug crime was reduced by two-thirds? It would be
incredible.

Q190 Mr Streeter: I think Sarah wants to respond.
Ms Graham: We are here to talk about cocaine and
one of the points that Mitch made was talking about
the waiting lists.
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Q191 Chairman: The waiting lists for rehab?
Ms Graham: The waiting lists for rehab but also the
waiting list to get into a local community treatment
programme and that may be a day programme.
One of the appendices that I have submitted to you
is a stimulant treatment model and I really ask you
to look at that because the success of the stimulant
drug treatment service I set up and ran was largely
because people could walk in pretty much oV the
street and come and be assessed, and then they
could come in and engage in treatment. As I said,
this is a progressive illness. Why wait till
somebody’s illness has got them to the point where
they cannot carry on their duties, they cannot go
to work? Is it not better to have a treatment system
that responds very proactively at that moment
where a person says, “Actually, I don’t want
another weekend like that”? Is it not better to have
a service that runs on a Monday, that picks up
those people, brings them into treatment, actually
works with them one-to-one, in a group
environment, with psycho-education interventions
that teach them what the cocaine is doing to them
and stop them going down to those lower levels,
stop them getting to that stage where they start
using heroin along with the cocaine or when they
move from powder cocaine to crack cocaine?
Especially for young people this is vital. We have
got a whole generation of young people who are
being exposed to powder cocaine. They are not
being viewed as problem drug users (PDUs)
because that definition is heroin and crack. Powder
cocaine is not even in that classification, which is
missing the young people. We need to be working
with those young people and I would strongly
suggest you refer to that stimulant drug treatment
model because it would stop these people ending
up on those waiting lists.
Chairman: We will certainly look at that.

Q192 Gwyn Prosser: You have talked a little bit
about people who take cocaine or something like
that rather than perhaps some other drugs. Can
you talk a little more about them, that sort of
progression, if you can call it progression? Do
people who use cocaine recreationally move on to
crack cocaine and then on to heroin? Is that the
sort of path or is it just a matter of chance? From
what you have told us in your very helpful
introduction you seem to have stayed on straight
lines on coke, if I can put it that way, during
your usage.
Ms Graham: My illness progressed from alcohol
and cigarettes through cannabis, through speed to
cocaine. I did do crack cocaine and I did smoke
heroin a few times and snort heroin. Fortunately, I
did not go down that path with those two drugs.
This distinction between crack cocaine and powder
cocaine to my mind is in some senses a false
distinction. It is the same drug; it is just a diVerent
delivery method. It is being marketed at diVerent
populations within our community. When you look
at young people, as I said, alcohol is the elephant

in the room. We need to really be looking at young
people’s binge drinking because it is alcohol that is
the gateway drug. I work with young people who
tell me that they would never have tried cocaine if
they had not been in the park completely pissed oV
their heads when some handsome boy that they had
fancied for along time oVered it to them. That is the
kind of situation that we have with young people so
we really need to address the alcohol as a matter of
urgency. This division that we have in government
between alcohol and other drugs really is harming
young people.

Q193 Gwyn Prosser: A powerful part of your
message was that people who are successful in their
careers and are taking cocaine do not remain
successful for very long. In your personal
experience, that first night in that club, you were
surrounded by producers and other successful
programme makers. When you look back at those
people, and I do not want to know who they are,
are they still in place?
Ms Graham: One of the things about the media and
certain other careers is that as your addiction
progresses certain behaviours which would not be
tolerated in a normal job actually can be spun to
be part of your creative genius or part of your
extraordinary personality. Some of those people are
still in place. Some of them are behaving in oV-the-
wall ways and are enabled left, right and centre.
People bow down to them and let them get on.
Some of those City traders have still got their jobs.
They have taken incredible risks partly because the
cocaine has been aVecting their decision-making.
Their gambling addiction combined with their
cocaine addiction has meant that they have gone
out on a limb but they are still in post. Some of
this stuV is rewarded. It depends where you are and
who you are. After I did rehab I was a postwoman
for a year because my counsellor wanted me to do
a really down-to-earth job that was away from the
media and all of that stuV, and cocaine
unfortunately had got to the level that some of the
young people I was with in that environment were
starting to experiment because they can club
together and buy a small wrap . . . I am not too
sure I am going with that point.

Q194 Tom Brake: Ms Graham, I think you said
that from your point of view alcohol is the gateway
drug and the authorities need to concentrate more
on addressing that to stop young people starting
with alcohol and then moving on to other drugs.
Do you feel that, had that been the case prior to
you taking up cocaine use, that would have
stopped you?
Ms Graham: My case is my case. I am a
spokesperson for FRANK and I think that
FRANK does do some incredible work. One of the
reasons I give my time to them is because they do
some really good work around drugs and I think
they have had a major impact if you look at the
stats for the number of young people contacting
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them, the brand awareness, the fact that it is a
trusted resource, but unfortunately the cocaine
campaign for FRANK, the Pablo Campaign that
Mr Vaz mentioned, was only launched last
December. I think that we really need to address
this on every level.

Q195 Tom Brake: Has that been eVective? Has
Pablo been eVective?
Ms Graham: It has been very eVective in terms of
young people being able to tell you some of the
health messages that were enclosed in that
campaign around the impact on the heart, the
impact on the nose, mental health, the fact that it
is a dangerous drug. A lot of young people had no
idea that cocaine was a dangerous drug, but that
work on its own, as was also said by some of the
previous speakers, needs to be supported within our
schools, within the curriculum. I feel very strongly
that drugs education needs to be built into the
curriculum from a very young age. Unfortunately,
these drugs are available to young people in their
communities and they need to have those messages
before they start considering entertaining the oVers
that are coming their way.

Q196 Tom Brake: Mr Winehouse, when you were
meeting families and talking to them were there any
messages that came from them to you about what
they thought would have been eVective in
preventing their loved ones from getting involved
in drugs?
Mr Winehouse: I think the overriding message I got
from most families, including my family, was one
of guilt. Almost every one of them said, “If only I
had done this a little bit better. I only I had done
that”, and I can honestly say that I felt the same
way. A lot of them also, I must say, said that the
addicted person was a heavy drinker beforehand
and it led through to the heavy drugs. As Sarah
said, I think it goes hand in hand, but the
overriding sentiment from the families was one of
guilt of themselves.

Q197 Tom Brake: Was that because they simply did
not know anything about the drugs scene, for
instance, and did not realise what was happening
and therefore were not able to intervene? Was it
about better information for the families or for the
general population about what drugs are about?
Mr Winehouse: I think most families would agree
that unless you are involved with an addicted
member the family would know very little about
the drug scene. It has been levelled at me by people
who should know better: “Why did you not have
your family member incarcerated? Why did you not
have them sectioned under the Mental Health Act?
If it was my daughter I would lock her in the
room”. It is all nonsense, of course. It is ignorance.
The general public is ignorant of what really is
going on and until you are in that unfortunate
position you just do not know.

Q198 Chairman: Thank you. Mr Winehouse, of
course, you do not have to answer this question
because it is directed at Sarah Graham. What
influence do you think the media has had on
glamorising drugs, the use of cocaine? Witnesses
have mentioned previously the celebrity culture.
Does this in your view mean more young people
are using drugs?
Ms Graham: This is quite a complicated one in
terms of communications because with certain
individuals, Amy being one, Pete Docherty being
another, their addiction progressed to the stage that
the pictures that we were seeing, car crash pictures
of pain and agony, horrible images, can make drug-
taking look not very attractive to the majority of
young people, but there will always be some young
people who see that as rebellion and will be
attracted to that. What is more dangerous and
more damaging and what I suggest really needs to
be worked on in terms of relationships with
business is when we have a person who is ostensibly
successful in the public eye who is exposed to drug-
taking and then is apparently rewarded by big
business because their celebrity status has gone up,
so the company then cashes in on that status and
gives them a new contract and so the message that
goes out to young people is that that person is more
successful because of their drug-taking, I think that
is a real problem.

Q199 Chairman: So you think the contract should
be terminated?
Ms Graham: I think that big business needs to be
far more responsible. Any business that is
marketing its products to young people needs to
think about the impact that they are having, the
message that they are giving those young people. If
that model or whoever is hired by them and given a
new contract for hundreds of thousands of pounds,
millions sometimes, that has an eVect.

Q200 Chairman: But what about the role of the
media itself in publicising the private lives of people
in the public eye?
Ms Graham: I think a lot of papers, a lot of
television programmes, a lot of magazines are sold
on the back of addiction. It fills pages and that kind
of horrible journey that somebody goes through is
consumed by all of us. We are all guilty. I think that
the media needs to be far more responsible in terms
of carrying health messages and also really simple
things like, if you have a big drug story, put the
FRANK contact information at the end of the
article, put some help at the end. Constantly I am
working with journalists. They come to me, they
want quotes on a story and they do not want to
give anything in return, some of these people. They
do not want to even put in a simple reference.
People who have got an addiction problem or a
family member who has got an addiction problem,
if they see a headline with Amy when she was in
the throes of her addiction, they are going to read
that story. Those family members and those people
with the problem themselves are going to read that
story. Why not have just a little bit of helpful
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information? Why not have some health messages
in there so it is not just about the blood and guts
and the gore; it is actually about the fact that there
is a solution to this, there is a way out of addiction?

Q201 Chairman: Finally, Mr Winehouse, on
eVective treatments, if there was one eVective
treatment that you think the Government should
focus on as being the one that would help the most
numbers of people, what would that be?
Mr Winehouse: Are we talking about heroin
specifically, because I am not au fait with cocaine?

Q202 Chairman: Heroin is fine, as an example.
Mr Winehouse: The model in Switzerland I think
is something that we should study. They have been
prescribing heroin to their addicts for the past 15
years. It has just recently been ratified by a two-
thirds majority in the Swiss Parliament. You could
argue that you are rewarding addicts; they now do
not have to go out and steal, they get their heroin
free, but while that is going on they are stabilising
and maintaining these people and helping them to
recover. As we have found out, there are no
residential places available for voluntary addicts
who wish to recover, so what are we supposed to
do? Just leave these people? I think we need to be
able to help them in some way and, while we are
helping them to recover, it will not be an open-
ended prescription; it would have to have a time
limit accompanied by counselling and therapy,
exactly the kinds of things that you would get in
rehab anyway, and while all of that is going on our

Witnesses: John Mann MP, Dr Evan Harris MP, and Lord Mancroft, a Member of the House of Lords, gave
evidence.

Q204 Chairman: Thank you very much for coming. I
will not explain the format of select committees; I am
sure you are very familiar with them, to all three
colleagues. Each one of you is here because you are
regarded as being an expert on drugs policies as far as
the political parties that you represent are concerned,
and what we will try and do is direct the questions to
all of you, and in some cases specifically if anyone
would like to chip in they are more than welcome to
doso.CanIaskeachoneofyou, startingwithyou,Dr
Harris, what you think the focus of public policy
should be as far as cocaine use is concerned?
Dr Harris: Thank you for having me here, firstly. I
think that the key thing for public policy makers is to
consider evidence-based policy. We have an
opportunity,particularly in the scrutiny function that
you perform, to look at what works, as the slogan
goes, and to identify good quality research that gives
an indication of what might be the best way forward.
Part of that I think is recognising what does not work
and I think that, whatever side of the argument you
come from on drug policy, it is very hard to find many
independentpeoplewhowouldargue that thecurrent
approach is working. The thing that is desperately
needed,ashasbeensaidbyDavidNuttwhochairs the
ACMD, is space in politics and in the media to have

communities are suVering less; our communities are
not being vandalised and hurt and robbed and
burgled.

Q203 Chairman: Apart from Switzerland, if there
was one place in the United Kingdom you would
recommend that the Committee went to visit which
is doing a good job on rehabilitation, which project
would you recommend?
Mr Winehouse: We are closely involved with a
group called Focus 12; they are in Bury St
Edmunds. I have been to lots of rehab facilities, I
have had a look round them and I have been
involved with some of them. This was something
else. The rehab facilities that I have seen have been
very clearly delineated. In other words, the addicts
were here, the staV were there; they did not mix.
When I went into Focus 12 it was—and it is a
hackneyed phrase—like walking into my
grandma’s kitchen because everyone was so warm
and so eVusive with each other. I did not know who
were the addicts, or clients as they call them, and
who were the staV. It was very nice, and I think that
is the model to follow, but they are being starved of
funding. There is no funding for them. In fact, in
June the Director had to pay his salaries out of his
own pocket.
Chairman: We will certainly take your advice and
try and visit them. Mr Winehouse, Ms Graham,
thank you very much for coming. If there is
anything you missed out in your evidence that you
feel would be helpful for the Committee in our
inquiry please let us know.

an open and honest debate about all possibilities—
you have that, obviously, in the select committee
structure in a well-constructed inquiry—and not to
have the crowding out by insult and headline of those
people arguing that there may be and is likely to be a
better way. The second thing I would argue is that we
should be calling at every opportunity for more good
quality research funded by the Government because
the potential savings from finding successful eVective
policy would reward hundreds of times over the
investment in research, and we lack that because
sometimeswedonotwant toknowtheanswerthatwe
think that might provide.

Q205 Chairman: Thank you. John Mann?
John Mann: I have brought you a pamphlet which
outlineswhatI thinkshouldhappenwithdrugspolicy
specifically on cocaine. Number one, you should
recognise that drugs are diVerent and how cocaine is
dealt with should be totally diVerent from how other
drugs such as heroin are dealt with. There is no
crossover in similarity in how they should be dealt
with. Secondly, you should rely on the evidence base.
There is no evidence anywhere in the world on
successful treatment of cocaine addiction. Indeed,
questions of whether it is addictive or not are up for
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grabs in terms of the literature. Thirdly, where there is
a clear evidence base is that cocaine is price sensitive
and it is more price sensitive than other illicit drugs,
and therefore the concentration of British policy
making should be to disrupt the supply and force up
the price of cocaine, which will do two things: one is
that there will be less use and, secondly, there will be
less motive and reason to turn cocaine into crack,
which itself is far more dangerous health-wise and
criminality-wise.

Q206 Chairman: Lord Mancroft?
Lord Mancroft: Thank you, Chairman, and thank
you for inviting me. I think I should say to start with
that I hope you have not just invited me as a Tory
because I do not think that my party always agree
with everything I say on this rather complex subject. I
agree very much with much of what Dr Harris said. I
am afraid I do not agree with Mr Mann says. There
are diVerences between the drugs but fundamentally
if you are addicted you are addicted. I know a lot of
people who have been addicted to cocaine who have
recovered from it and continue to recover from it.
Treatment is not a mystery in this day and age.
Treatment works really well and it works all over the
world. It used not to work very well here but it is
increasingly doing so and there are a lot of treatment
facilities. You asked the previous people who gave
evidence for names. I can give you a long list of
treatment facilities providing really first-class
treatment across the board for all drugs. We live now
in the age of poly-addicts, not people who are heroin
addicts or alcoholics or cocaine addicts or marijuana
addicts but people who jump from one drug to
another. They usually have a favourite. Most cocaine
addicts, because cocaine is an upper, take a downer
such as heroin or those sorts of drugs to come down
on. Addicts swap drugs, and it is not the drug you
treat; it is the addict. We are quite capable of doing
that in Britain. We have been doing it very badly
because the Government’s rolling treatment has been
wrong. This takes meback to the central tenetof your
question, which is, what should policy be doing? For
the last 30 or 40 years in this country policy has been
focused on the criminal justice system, on the crime
side of drugs, and it should not be. The problem with
drugs isahealthproblem.Youdonotsolvehealthand
social problems using the criminal justice system. We
currently stick about £12 billion, I believe, into the
criminal justice systemandhavedone formanyyears.
It has shown no results, as Dr Harris said. There is no
evidence that current policies work anywhere in the
world, whereas again and again you can demonstrate
that health policies do work.

Q207 Mr Winnick: Mr Mann, you seem to be the
defender of the status quo. Do you take the view that
prohibition has been a successful policy?
John Mann: Prohibition is the only option with
cocaine. If you provide unlimited cocaine to people
using cocaine they will use more, and with crack
cocaine demonstrably so, and so prohibition will not
work.

Q208 Mr Winnick: Sorry—will work?
John Mann: Prohibition does work.

Q209 Mr Winnick: You are in favour of prohibition?
JohnMann: Iaminfavourofusingcriminal sanctions
to try and disrupt the supply as much as possible with
all drugs. It is particularly important in relation to
cocaine.

Q210 Mr Winnick: But what evidence is there, Mr
Mann, that such a policy of prohibition, which has
been the position all of the time of successive
governments, does anything to reduce the use of
cocaine and at the same time is it not the position that
the drug barons are making a very nice profit indeed?
John Mann: Lots of people are making a profit.

Q211 Mr Winnick: Making a profit from criminality.
JohnMann:Ormakingaprofit fromsellingaproduct
as well, a combination. If you look at those countries
where there is pretty much free use of cocaine across
South America, the problems of cocaine use and
violence related to excessive cocaine use far outweigh
what we have here. Brazil is a good example of a
country that demonstrates that if there is too much
cocaine being used there will be too much violence.

Q212 Mr Winnick: So what you are saying to us, Mr
Mann, and you will correct me if I have
misinterpreted your position, is that the present
policy on prohibition,which, as I say, hasbeen that of
successive governments, should continue?
John Mann: It should continue, and indeed the small
successes there have been, such as Operation
Airbridge and Operation Westbridge, which are UK
Government operations, I would recommend that
you go and look at because they have been
tremendously under-funded.

Q213MrWinnick:And if thedrugbarons,MrMann,
had a vote in Parliament, which way do you think
they would vote? For prohibition or for an
alternative policy?
John Mann: There are drug barons in many
parliaments from my experience and they will vote in
diVerent ways depending on the situation. Whether
theyare runninga legalmonopolyorwhether theyare
running a drug cartel, the profitability will be the
same if you have got something that people will take
in increasing amounts if it is readily available.

Q214TomBrake:MrMann, I justwant tocomeback
on something you said in relation to South America.
You were saying that there are big problems there.
When we went to Spain there seemed to be all-party
agreement from the Spanish politicians that we met
that the fact that they do not use the criminal law to
prosecute people for personal possession had not led
to great problems. In fact, it had probably helped
them focus on dealing with the drug dealers. What do
you think about that?
John Mann: It is an entirely separate issue and that in
essence has been the policing policy for most of the
last 30years in this countrybydefault.That is entirely
diVerent from trying to disrupt supply. You have a
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drug here in cocaine where the more it is available the
cheaper it becomes; the cheaper it becomes the more
people use it. It is the disruption of supply and large
quantities of supply which should be the emphasis of
public policy, not dealing with millions of occasional
users.

Q215 Tom Brake: Just to follow up that point, I
thought that you had earlier hinted at the fact that
you thought that some people were suggesting that
cocaine was not addictive, so if the price becomes
cheaper then surely it does not make any diVerence
if it is not addictive, which is something you hinted
at in your earlier remarks.
John Mann: The medical evidence, and I would
recommend you go and read the medical evidence;
there is vast amounts of it, would suggest that
addiction and links to cocaine are not proven. What
is proven is that the more available it is the more it
is used.

Q216 Tom Brake: Could I ask the other witnesses,
Dr Harris and then Lord Mancroft, whether they
agree that cocaine may not be addictive?
Dr Harris: Firstly, we have had illustrated some of
the pitfalls of public policy makers. I did not come
here to argue with John Mann. I have huge respect
for the amount of time and eVort he has put into this
policy focus that he has, including in his own
constituency, but statements like, “There is no
evidence anywhere in the world” can never be right.
There is always evidence and what policy makers
need to do is seek for there to be an independent
review of that evidence to sift out what are high
quality research studies, what are poor research
studies, what are statistically random findings and
what has become the accepted consensus which
scientists and researchers are always seeking to
challenge. I would urge people to avoid anyone
saying, “There is no evidence to suggest”, or, “All the
evidence says”, because this is a complex area. That
does not mean it is hopeless because there are clear
conclusions to be drawn from the evidence base and
it is very important that you identify the people best
placed to provide that, and three individuals with a
particular interest who are full-time something else
are not the people I would urge you to rely on, even
if it is a point against myself, for summarising the
evidence base. I think it is important to note in
respect of what you just asked that there are diVerent
types of addiction. There is physical addiction that is
recognised and psychological addiction—if you are
always in one place you generally will not have fun,
you feel, unless you do what the other people are
doing or do that drug, and that is why, in the range
of cocaine users, there are some people who are
occasional users, there are some people who are
experimental users, and it makes absolutely no sense
in my view to criminalise them, and then there are
problematic users, some of whom are very regular
users who resort to crime to fund their addiction, but
you can call it a habit, something they do on a
regular basis. It is a habit. That is good enough for
me to recognise that that is a problem. I think it is a
false avenue to be drawn down, getting into an

argument about the exact nature of the dependency,
and that is what addiction means in clinical terms.
On the question of prices, logically, if you restrict
supply you will increase the price, but you will also
restrict the suppliers in the market to those—you
essentially create a more violent market and there is
good evidence for that, and people who are then
facing greater criminal sanction may well go for a
faster buck, and that is, I understand, how crack
cocaine evolved, because you could shift stuV far
more eVectively in a way that led you to people who
were far more likely to come back to you for the next
fix. You heard from Mr Winehouse. Although he
said he is not advocating decriminalisation of use,
everything he said, from his knowledge of what was
happening in Switzerland and Portugal, suggested
that that is something that very much ought to be
looked at because it still allows you to take a
prohibition-based approach against the real villains
who are the people who are peddling the stuV and
destroying lives through trying to get people hooked
rather than picking on the people who actually need
treatment.

Q217 Mr Clappison: Could you tell us a little bit, and
I appreciate you are a doctor as well as an MP, about
how you see cocaine use aVecting individuals’
health? Can you spell it out for us, particularly those
of us who are not au fait with this whole subject?
Dr Harris: I am not that keen to do that because the
last time I practised medicine was some time ago and
I spend my time arguing against people claiming
expertise in areas where they do not have it, where
there are better people who could do that, and I hope
that you will have had at least written submissions
or you can get experts, and I believe you had in your
previous session someone who was both active in the
field and medically qualified. However, do not be
intimidated by the medical side of things because I
know people who take cocaine who hold down a
good job and progress in their job, and I do not
recognise the picture for those occasional and social
users as people who are heading down. There are
people who do find their use so problematic that it
interferes with their family life and their career but it
is important, I think, to recognise that diVerent
people deal with these things in diVerent ways, the
same for many addictions, actually, and
generalisations are dangerous.

Q218 Mr Clappison: What about crack cocaine and
powder cocaine? Have you any comments on those?
Is there a diVerence between them?
Dr Harris: Clearly there is a diVerence.

Q219 Mr Clappison: In the health eVects?
Dr Harris: Yes, clearly there is in terms of health
eVects, but, again, it will vary according to the dose,
the frequency. People who are likely to be dependent
are likely to have a pre-disposition to dependency.
That is a factor as well. It is a complex area. All that
leads you towards recognising that you need to have
a person-based approach, which is not well delivered
by a criminal justice system that says there is a
minimum sentence for this sort of thing but is
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delivered by a well-resourced health service that can
provide to a patient, not a criminal, the treatment
that they need. I just want to reinforce the point that
was made by Mr Winehouse, I think, that the
amount of acquisitive crime, even in cocaine use,
regular cocaine use, problematic cocaine use, dwarfs
the amount of money it would take to provide
people with alternatives, either proper therapy or
even maintenance. That has been shown very clearly
now, increasingly clearly, in properly conducted
trials of heroin maintenance treatment where simply
taking them out of their chaotic, criminal lifestyle
saves money, even if it had no impact on their future
addiction, even if it was not successful in getting
them oV, it would save society huge amounts of
crime, huge amounts of heartache, save families that
problem, and also save money, and I do not diminish
money; it is very important. It would be a real spend-
to-save policy to do that. Some countries around the
world are pioneering this and I do not think we
should be anything other than very keen to look at
this ourselves.

Q220 Chairman: Lord Mancroft?
Lord Mancroft: Can I just start with the issue of
cocaine itself? Cocaine is diVerent from other drugs.
Drugs are basically in two groups: there are uppers
and downers. Heroin is a downer. It makes people
dreamy and sleepy but it slows them down. Cocaine
is exactly the opposite: it makes people feel as if they
can rule the world, they feel very energetic, over-
excited, but the more of it you take the more of it you
have to take, and the high is quite a short time in
terms of time, so you are taking more and more. As
for the relationship between crack and cocaine, they
come from the same drug. The only way I can define
it in layman’s terms is that it is the same as the
relationship between port and claret. It is reinforced;
it is rather stronger, considerably stronger. The
diYculty when it comes to treatment terms is that if
you take a heroin addict who has a very high level of
addiction, is taking a lot of drugs, a treatment facility
will get that person’s feet back on the ground and get
them relatively normal where you can have proper
conversations and they are relatively okay in a
matter of days, a week or two. For somebody who
has been using a lot of cocaine or a lot of crack over
quite along period of time they are going to have
very diYcult psychiatric or psychological problems
and it sometimes takes quite a long time to get them
to where you can actually start advancing their life
again. That is the diVerence between the two, but the
treatment is the same—a very good treatment
facility and counsellors, recognise the diVerences,
work out how to do them and they are treated
alongside. As I said, they are all poly-addicts
nowadays anyway. They have all got alcohol
problems, they all take other drugs. It does not help
to focus on the diVerences. It is much more
important to focus on the similarities when it comes
to health care. Going back to the issues where you
started asking us about public policy, there are
problems of addiction in South America; of course
there are. It is interesting to note that they have
increased after our problems. The increase in the

trade to provide for our market has created bigger
addiction problems in South America. I have been
involved for some time with programmes in
Colombia. They did not really have a drug problem
20 years ago inside the country, although I am sure
they did in places, but now it is a significant problem,
created by the existence of the trade and everything
that goes on around it. It is interesting for me
because 30 years ago I lived in South America and I
lived in Argentina, which had in the seventies, under
the military junta, virtually no drug problem. The
reason for that was that there was a policeman with
a pump-action shotgun on every street corner,
armoured cars all over the place, and if somebody
got caught with a joint they did not go before the
magistrate; they were found in a ditch the next
morning with a bullet in the back of their head. That
is really eVective; you can do that. I think if we were
to suggest doing that in this country it would not be
acceptable; none of us would put up with that. The
Chinese and the Thais have tried it too. They have
strung up and shot an enormous amount of people,
usually publicly, to try and suppress it. Actually, it
has not even worked doing that. The reality is that
there is no example of any country in the world that
has suppressed its drug problem by use of
prohibition. We do not actually have prohibition
here in this country. We have something which
pretends to be prohibition. We do not really put
people in jail and throw away the key. My God, you
have got to do a lot of dealing to get a decent drug
sentence in this country. The pop star Pete Docherty,
who managed to get himself all over the newspapers
a year or so back, you will remember, four times was
convicted of class A drugs before they would even
consider a custodial sentence, so this is not
prohibition. The other side of the coin is not, as my
colleague, Mr Mann, just suggested, unlimited use.
That would be a disaster; he is quite right. What we
have at the moment is controlled drugs in this
country. I have history here, Chairman, because my
father was the minister not responsible for not
banning heroin at the Home OYce in 1953 and
because of the way his son turned out he rather
regretted it, I think, but there we go; that is the way
the world works. We have controlled drugs in this
country but you only have to walk within a mile of
this palace to realise that the controls do not work,
because anywhere on the streets of London you can
buy any of these drugs, at a price. The suggestion
that I would make is not that we go from failed
prohibition to a completely unrestricted free market;
what we need to do is look at the current controls
that we have, which are 35 years old, and redo them
so they work. There are a lot of dangerous things in
this world and drugs are very dangerous things and
if we all take the view that they are then it is right that
the state and not armed criminals should control
them, as currently happens in this country. The way
forward therefore is a range somewhere from the
way we control alcohol, or, indeed, the most
dangerous object in our everyday lives, the
motorcar. If you go outside here in the street and step
in front of a moving motorcar you will find out just
how dangerous it is, so what do we do? We do not
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prohibit it. We license the vehicle, we license the
users; we make them pass a test, we make them have
insurance so if they damage anybody they have to
pay up, we tell them how fast they can use it, on
which side of the road, where they stop, where they
park it, what they do with it. That is control.
Dr Harris: And you tax it.
Lord Mancroft: You tax it. You cannot do drugs in
exactly the same way but I think that the idea that
you can go on and on throwing this enormous
amount of cash at it for absolutely no benefit. If we
look at the evidence that Dr Harris was talking
about, prohibition does not work. What we do not
want to do therefore is throw the baby out with the
bathwater. What we want to do is look at the
controls under the Misuse of Drugs Act and redo
them and tighten them and make them work.

Q221 Tom Brake: Mr Mann, earlier I think you
described disrupting cocaine supply and pushing the
price up as being a win-win situation, but is it not the
case, as we have heard from other witnesses, that it
would drive users to cheaper drugs, such as crack
cocaine, and therefore might have some very serious
consequences rather than a win-win?
John Mann: No, it would not; exactly the opposite,
because the market for crack cocaine only came
about because there was a surfeit of cocaine around.
If you can make—and you can—more money out of
cocaine powder than crack cocaine there are no
economics that would suggest that you would add
an additional manufacturing cost for a cheaper
product with a lower mark-up than the more
expensive product. It is exactly the opposite. Crack
came in when there was such a surfeit of cocaine and
the price was forced right down. Both my colleagues
here have dipped into, interestingly, throwing in
heroin at the same time. This is the fundamental
point I hope you will not lose. The two drugs are
entirely diVerent. Heroin is physically addictive. The
way it works on the receptors in the brain is
physically addictive; therefore, there are treatment
strategies, medical strategies, that are proven to have
success and every addiction centre in the world has
got countless research papers on precisely how and
when that works. I have met them, I have read their
stuV. I do not see any evidence of treatment on
cocaine because the physical addiction is not there.
To emphasise that, to illustrate it in layman’s terms,
if someone takes a large amount of cocaine one night
that does not make them more liable to be addicted
to cocaine, in exactly the same way that if any of you
excessively drink, say, wine or whisky one night, that
does not make you automatically addicted to
alcohol. Excess consumption with cocaine is not
automatically addictive. That is quite unlike what
happens physically with heroin and that is why there
is a huge diVerence in how the two drugs should be
seen and dealt with policy-wise.

Q222 Tom Brake: Could I just ask the other two
witnesses about their views on treatment and
whether, as Mr Mann is suggesting, there are
treatments for heroin because it is a physical

addiction, whereas with cocaine it is not a physical
addiction and therefore there are no treatments
that work?
Dr Harris: I repeat my first answer, that you should
go directly to the experts for the answers on all these
questions, and I am sure they will be able to supply
you with a proper review. You would not get a “yes”
or a “no”; you would get a systematic review of the
evidence with conclusions that have been peer
reviewed in the formulation of the research project
and then peer reviewed prior to publication and then
commented upon, and that is far better than ad hoc
answers. Dependency will arise not just from a single
use, and I do not think even Mr Mann is arguing
that, so if one is a regular user of cocaine one can get
dependent, both physically in terms of the
stimulation because it is an active drug and
psychologically on the feeling that it gives you, and
you can make a habit of it as well. Dependency is a
complex matter and I do not think you can have a
group of things that say, “This is physically addictive
or induces physical dependence; therefore it is
addictive, and this does not”, even if it does not, and
therefore it is not. It is far more complex than that,
and that is why I think that the evidence you will get,
the proper evidence rather than submissions, will
show that treatment is a relevant issue in your
inquiry. I have got one point that I want to make and
I did not make earlier, if I may, Chairman.

Q223 Chairman: Yes, please.
Dr Harris: That is this issue which I have heard
about sending a message in terms of drug policy. One
thing I would urge you to do is to have zero tolerance
of anyone saying that a conclusion of a select
committee or a reclassification of a drug would send
the wrong message. If any message was sent, for
example, with the continued classification of ecstasy
as class A, it is that heroin and cocaine are no worse
than ecstasy, which many more people have had
contact with. If there is a message, it is a damaging
message as to the dangers of other class A drugs
which are clearly more dangerous in health terms
than ecstasy use. The second point is that we could
not find on the Science and Technology Select
Committee in our inquiry, Drug Classification:
Making a Hash of It, published in 2006, any good
evidence that there is a message sent by
classification. All it has the danger of is distorting
police priorities in an unhelpful way. In fact, there is
at least some evidence for this if you look at what
happened with cannabis, because when it was
declassified from B to C use went down, not up, and
that is why the ACMD argued very clearly and very
strongly that it should be left in class C, given that
we have a classification system, and what I think is
the most depressing thing about the way drugs
policy is dealt with is that the ACMD, which collects
all the expertise, not just scientific expertise, has its
two main reports not accepted by government, nor
indeed by the political parties. It makes me wonder
what the point is of having evidence-based policy
talked about in the Home OYce or by political
parties.
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Q224 Gwyn Prosser: Lord Mancroft, you have
made it very clear that in your view there should
be a shift from the emphasis at the moment on the
criminal justice system of dealing with the drug
problem to the treatment of it. What treatments are
available to people going into the criminal justice
system, going into prison?
Lord Mancroft: Few and far between and patchy.
The best treatment available in prison now has got
to be the Rehabilitation of Addicted Prisoners
Trust, which this Committee has not spoken to and
should undoubtedly do so. The treatment in this
country is incredibly patchy and it is extremely
badly funded; in other words, I mean
incompetently funded. I regret to say that the
National Treatment Agency, although a great idea,
has been extremely disappointing. Although it
spends £850 million of taxpayers’ money every
year, I suspect the vast majority of it, 80–90%, is
wasted. The best treatment in this country exists
within the absolute model treatment known as 12-
step treatment. There are about 20 or 30, maybe 40
now, treatment centres doing it. You can go and see
Clouds House in Wiltshire, Broadway Lodge,
Broadreach, Nelson House Trust, which has just
won a prize, at Stroud in Gloucestershire. Also, if
you are very interested to talk more about
maintenance treatment, Professor Strang of Action
on Addiction is just completing his research which
will be published on the prescribing of heroin which
has been going on in about six or seven diVerent
locations across the UK for the last few years. Of
course, maintenance prescribing, methadone, which
has been used in this country for the last 30 years
and personally I am not in favour of because it is
badly done, does not apply to cocaine. You cannot
maintain cocaine addicts. In that way Mr Mann is
entirely correct. I do not accept that you cannot
treat cocaine addicts; you can and you do, and
people do extremely successfully every day. They
are diYcult to treat. The point about it is that
people do not understand. Drug addiction is a
relapsing condition. Addicts relapse. It is part of
the condition. When they relapse you put them
back into treatment. Eventually you and they get
it right and they build their lives up again. That is
only part of it. We have not got time today to go
into all the great things of treatment but there is
great treatment going on in this country. It is very
good and it needs to be encouraged and it includes
in those treatment centres—go and see them—lots
of people whose primary drug abuse is cocaine.
This debate about whether cocaine is physically
addictive has been going on for 30 or 40 years in
academic magazines which come out every month;
you can read them, pages and pages and chapters
and chapters on it. The point about it is this. If you
take a heroin addict, and heroin is very physically
addictive, you detox him oV it, so in a week, two
or three weeks’ time, he is not addicted to heroin.
Why does he go back and take it again a few days
or weeks later? Because addiction is a psychological
problem. It is the thing in people’s make-up that
makes them go out and do it again. It is the jay
walker syndrome. You get them out of the traYc,

put them back safely on the sidewalk and what do
they do? They climb straight back into the traYc.
That is an addict. It does not matter what they are
addicted to.

Q225 Gwyn Prosser: On that question of addiction
or dependency, I am not an expert on these matters
but the witness who was sitting in your seat earlier
on, Sarah Graham, was taking cocaine as a powder
for nine years and it took her eight months in The
Priory to come oV that what I would call addiction
or dependency, so no matter what scientific
evidence might be out there or might not be out
there the anecdotal evidence which we see in our
everyday lives in our towns and cities certainly
emphasises the point that it is dependency or it is
an addiction and it needs addressing.
Dr Harris: But it is the medical evidence you must
look at. If you are going to Holland you should
meet the Trimbos Institute, you should meet the
Amsterdam Center for Drug Research.

Q226 Chairman: We are going to Amsterdam.
Dr Harris: The Trimbos Institute, for an example,
you should meet. If you go and meet the people
running the drugs systems there what you will find,
interestingly, is that The Netherlands, which is
liberal, and prohibition Sweden, when it comes to
treatment, have got an identical policy. The
diVerence—and this is quite critical with cocaine—
is that there are people with problems of addiction,
addictive personalities. You could take evidence
from Rampton Hospital in my constituency where
Dr Mike Harris, the Director, will point out that
there are some people who go in who have got such
a personality that they will take in excess whatever
is available, be it boot polish, be it meths, be it
cocaine, be it anything, whatever is there. It is not
the cocaine that is the physical addiction, that is the
point, and therefore the issue is treating the person
there. With heroin, the heroin is physically
addictive and The Netherlands is a good example
of a country that has got its treatment regime in
place. A good example is one that the older
generation might understand more, including
myself. All the students who took speed to get
through university courses 20–25 years ago and
now take either speed or a bit of cocaine now and
then are not, 30 years on, addicted; they are not.
Those who start taking heroin build a physical
addiction that, unless it is treated, is impossible to
break, and that is why there has to be a very
diVerent policy.
Mr Winnick: Lord Mancroft, you have given us
your own personal position based on a great deal
of experience, as indeed have your two colleagues
at the table. Bearing in mind the furore which
occurred over cannabis reclassification, do you
really have much hope that there is going to be a
change of policy if the Opposition were so furious
with the Government accusing them of being soft?
What hope is there that there will be a change of
policy by either of the two main parties along the
lines that you clearly—
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Q227 Chairman: Could we have a very brief answer
from each of you?
Lord Mancroft: That is an incredibly broad question
and a very diYcult question. It also slightly goes
back to the question you asked the previous people
giving evidence about the way the press handles it.
Most people in this country, it seems to me, and one
should be very careful in politics of making
generalisations, know that this policy that we do
now does not work, and increasingly people are
going on and on about it. This Home AVairs Select
Committee would not have held this inquiry 20 years
ago; time does move on, and I suspect, looking at the
faces in this room, a lot of people are beginning to
start thinking that the two things we have got to get
away from is, one, every time drugs come into the
newspapers they are treated sensationally, at every
level, whether it is an under-privileged person or an

over-privileged celebrity. Those two words are so
destructive, so trying to get the press to handle it in
a responsible way is a step forward. The other thing
is that I turn it back on you. It comes out of our
House and the real problem lies in your House,
ladies and gentlemen, which is that every time drugs
are talked about somebody on the Front Bench of
either party says, “I am tougher than you”. Actually,
the general public are bored with people being
tough. What they would like is senior politicians to
be honest and eVective; that is the key thing. At the
moment all the policies of both major parties are
completely ineVectual.
Chairman: Mr Mann, Dr Harris, Lord Mancroft,
thank you very much. If there is any further
information you wish to put before the Committee,
any recommendations as to where we should visit,
please let us know.
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In the absence of the Chairman, Mr Streeter was called to the Chair

Witnesses: Mr Paul Hayes, Chief Executive, National Treatment Agency for Substance Misuse,
Mr John Jolly, Chief Executive, Blenheim Community Drug Programme, and Dr Neil Brener, Addictions
Specialist, The Priory Clinic, gave evidence.

Q228 Mr Streeter: Welcome to the Home AVairs
Select Committee; we are continuing our
investigation into the cocaine trade. I want to start
by saying that we refer everyone’s attention to
interests that have been disclosed in the Members’
Register of Interests and welcome to our three
experts in our first session. Perhaps I ought to
explain that our Chairman, Dr Keith Vaz, is not with
us this morning, he is currently in India, so he has
asked me and the Committee has asked me to take
his place for this one session, but he is with us in
spirit. Mr Hayes, I wonder if I could start by asking
you a question if I may. The National Treatment
Agency figures show that the number of 19 to 24 year
olds being treated for cocaine use as a proportion of
all drug treatment for their age group almost
doubled between 2005–06 and 2007–08. Are we
seeing a cocaine epidemic amongst young people
and how do you explain those figures?
Mr Hayes: The word “epidemic” has connotations
that may be rather over-dramatising the situation,
but what we certainly have from all the evidence is
increasing use of powder cocaine in society. A
relatively small number of people (about 3% of the
population the British Crime Survey would suggest
or a million people) have used powder cocaine in the
last year. For a significant minority of people in their
20s/early 30s it has become an adjunct to a Friday
and Saturday night out along with alcohol. Not
surprisingly, as a consequence of that, a growing
number of people are experiencing problems with
their cocaine use, but you need to put it into some
sort of perspective. There are 12,000 people in
treatment for powder cocaine use compared to a
million people who have used it in the last year. It is
still nothing like as significant an issue as either
heroin use or crack cocaine use sitting alongside
heroin use, so the epidemics that we are dealing with
are still epidemics around opiate use and crack
cocaine as far as they impact on the treatment
system. What we are seeing, therefore, is increasing
numbers of people who are using powder cocaine
recreationally and then experiencing problems with
that use, and that use then precipitating access to
treatment.

Q229 Mr Streeter: The numbers of people
experiencing problems are rising. Is that because the
number of people using cocaine is rising or because
the number of problems is increasing?

Mr Hayes: Our assumption would be that as the use
of any illegal drug increases the number of people
who experience problems with that drug will grow.
That does not mean that everyone who uses the drug
will experience problems; clearly, anyone who uses
an illegal drug is taking the risk—that is why they are
illegal, because they are inherently dangerous. The
more people who use them the more people will be
at risk and the more people who will eventually need
treatment.

Q230 Mrs Cryer: Dr Brener, we understand that
using cocaine is not physically addictive but it is
psychologically addictive; I am not sure that we
understand the diVerence in those two, but if you
could give us your view and tell us what the medical
evidence is on that conclusion.
Dr Brener: My experience is that powder cocaine is
mainly psychologically addictive though there are
some people who develop some symptoms of a
chemical addiction, by which they need more and
more to get the same eVect, and if they stop using it
suddenly they get a withdrawal syndrome.

Q231 Mrs Cryer: That is what physically addictive
means is it?
Dr Brener: Basically, that is correct, yes. I agree with
what my colleague said, that we are certainly seeing
more powder cocaine addicts coming in for
treatment. The main problems seem to be in terms of
psychological addiction and a lot of my patients talk
about that, that they are looking for the same eVect
that they got when they very first used it; they are
chasing the first hit, particularly with crack cocaine.

Q232 Mrs Cryer: What about the medical evidence?
Dr Brener: Other people might be talking about
medical evidence, but the medical evidence that it is
chemically addictive, physically addictive, is still
uncertain in the end, but I am talking about my
experience and I certainly see plenty of people who
come in through my doors who have some
withdrawal problems from cocaine. Powder cocaine
is not nearly as bad as, for example, withdrawal from
heroin, but certainly with crack cocaine I see some
quite marked withdrawal problems, particularly
patients becoming psychotic, losing touch with
reality, losing insight and needing to be treated for
that during their admission to hospital.
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Q233 Mr Winnick: We do not seem to be, in Britain,
winning the battle about the use of cocaine, Dr
Brener or the other two witnesses.
Dr Brener: I do not know whether I am any more
able to speak than anyone, but I am certainly seeing
more cases of people coming forward to treatment.
When I first started working in this field a gram of
cocaine was about £200 and I believe now, my
patients are telling me, it is about £50 a gram, so it
is more available and much cheaper and therefore, I
believe, people are using it more frequently. Only a
certain percentage, as we have heard, will go on to
have some problems.

Q234 Mr Winnick: The information we have from
the Home OYce is that the UK has the highest
reported use of cocaine within the EU; you are
familiar I am sure with that information.
Dr Brener: I certainly have heard that information.

Q235 Mr Winnick: Is there any reason why that
should be the position?
Dr Brener: I am not certain that I feel able to answer
why UK cocaine use is higher than the rest of
Europe.

Q236 Mr Winnick: Mr Hayes, how much does the
Government spend per year on drug treatment?
Mr Hayes: All told about £800 million a year.

Q237 Mr Winnick: £800 million, on all forms of drug
treatment.
Mr Hayes: All forms of treatment, made up
essentially in three strands. £200 million is paid by
local primary care trusts, local authorities, which has
not grown since 2001; £400 million a year made
available by the Department of Health directly,
which has grown from £50 million in 2001, and £200
million largely from the Home OYce and the
Ministry of Justice and the Department of Health,
about £50 million of which is for treatment of
oVenders in prison and the other £150 million of
which is to ensure access to treatment for oVenders
in the community. That grosses up to £800 million
a year.

Q238 Mr Winnick: Really a very high financial price,
apart from anything else, is being paid as a result of
cocaine use, or at least drug use generally.
Mr Hayes: Drug use. It is a very significant
investment but an awful lot of benefit accrues from
that investment as well. The overwhelming majority
of that money is spent on treating what we
technically call problem drug users—that is people
who use heroin and/or crack cocaine. The major
problem that we face in terms of drug dependency in
this country is not powder cocaine, it is crack
cocaine, often used alongside heroin use. What we
do know is if we can get people into treatment
increasing numbers of people are actually lasting the
course in treatment and completing treatment
satisfactorily, having overcome their addiction, and
we also know that we gain very significant benefits if
we can retain people in treatment. The recent report
that we published in the Lancet showed that after six

months in treatment half of the people in treatment
for crack use were abstinent from crack use and two-
thirds of those in treatment for heroin use were either
abstinent or had significantly reduced their heroin
use. It is a lot of money, but the taxpayer is getting
an awful lot of value for that.

Q239 Mr Winnick: That is the overall sum for all
drug treatment, Mr Hayes, which you have told us
about. How much would you say it costs to treat one
individual with cocaine addiction?
Mr Hayes: Between £1,500 and £3,000 depending on
the route that they actually go through the treatment
system. It will depend crucially on what the nature of
their problem is, how long they have been using, how
quickly we can turn them round. Some people can
actually be turned around very quickly in treatment;
other people will need to be in treatment for years. If
we need to gain access to residential rehabilitation it
will be much more expensive that if they stay in the
community so although the average will come out
between about £1,500 and £3,000, the average
actually obscures a huge and entirely legitimate
variation.

Q240 Mr Winnick: The information we have from
the Home OYce is that during the survey
undertaken in 1996 of 16 to 59 year olds using
cocaine it was 0.6%—that was 13 years ago. The
latest information is self-reported drug use of
cocaine rose to 2.3% in 2007–08. It is not a very
optimistic scenario, is it?
Mr Hayes: I can only speak about the treatment
aspect of it. As we have already established the
majority of people who use crack cocaine will
probably need treatment. A very significant
proportion of the people who use crack cocaine are
already in the treatment system and the proportion
of people who use powder cocaine who need
treatment is very small. I am not an expert on what
actually drives demand for cocaine use but it is seen
as a recreational drug. Over that same period we
have seen a very significant increase in the amount of
alcohol that is consumed, we are much more
prosperous society than we were in 1996, people
spend much more time enjoying themselves. As a
drug that is seen as part of the pub-going, club
lifestyle, it is not surprising that we have seen an
increase in its use.
Mr Winnick: That is a very interesting answer.

Q241 Mrs Dean: Has the incidence of use of crack
cocaine increased in the same way that powder
cocaine has increased?
Mr Hayes: Not at all. Crack cocaine is stable at the
moment, it has been stable for a number of years as
has heroin. It is important when we are focusing on
the significant increase in numbers of young adults
accessing treatment for powder cocaine, that
actually the numbers of the same age group
accessing treatment for heroin and crack cocaine is
very significantly down and down to a far greater
extent than those accessing treatment for powder
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cocaine are up.1 What we are optimistic that we are
beginning to see is the beginning of the end of the
heroin epidemic that began in the 1980s. It is also
important to remember that there is a significant
diVerence between the two populations. The powder
cocaine population are, if you like, more normal
than the crack cocaine population. There are five
times as many powder cocaine users as there are
crack cocaine users but there are five times as many
crack cocaine users in treatment as there are powder
cocaine users. That is not because crack cocaine is 25
times more dangerous than powder cocaine—it is
more potent but it is not 25 times more dangerous—
it is that the people who are using it are diVerent
people. The people who are using crack cocaine like
the people who use heroin are the people who are at
the most vulnerable end of our society. The people
who use powder cocaine, some of them are at the
most vulnerable end of society, but there are also the
City traders, the pop stars, the normal metropolitan
professionals. When they begin to experience
problems they can actually sort out their problems,
they have enough personal social capital—they can
draw on family support, they can draw on the safety
net of a good income to actually get themselves out
of the mess whereas the people towards the bottom
end of society are more likely to spiral into decline.

Q242 Mr Streeter: Thank you, Mr Hayes, very much
indeed. Before we turn to Mr Brake I would like to
ask you, Mr Jolly, if I may, how much does the
Blenheim programme spend on drug treatments
overall each year and how much on cocaine in
particular?
Mr Jolly: Overall the organisation of Blenheim CDP
spends £7 million of taxpayers’ money on treating
addictions. Of that £2.5 million is spent specifically
on cocaine and specifically crack projects across
London.

Q243 Tom Brake: Dr Brener, can you tell us roughly
how many people would come to The Priory each
year for cocaine addiction treatments and what the
average cost would be?
Dr Brener: It is very diYcult to tease out how many
patients of ours come just for cocaine problems; very
few of my patients come for purely cocaine, most of
them have other problems as well, particularly
alcohol and cannabis abuse with that, so it is very
diYcult to say. We see over 1000 patients a year
between the 16 Priories across the country. The
average cost of a residential in-patient treatment
programme which normally is for 28 days is between
£15,000 and £17,000.

Q244 Tom Brake: Is it possible to tell us roughly how
much of that is privately funded by individuals, their
companies or insurance and how much is funded by
the NHS?
Dr Brener: A very small number is funded by the
NHS; I would think it is possibly less than 5% is
NHS. The vast majority comes from insurance

1 The witness later clarified that, the recent published figures
are for 18–24 year-olds: comparable figures for young people
(under-18) are not yet available.

companies, I would say, something about two-
thirds, and about a third is self-funded. In that
programme is included a year’s free aftercare of the
treatment programme as well, as well as a family
treatment programme, so it is not just related to the
individual.

Q245 Tom Brake: What is included in the year’s free
aftercare?
Dr Brener: The free aftercare is a group therapy
programme once a week and follow-up.

Q246 Tom Brake: Is that something that people in
eVect sign up to doing or is it something that is
optional if they feel they need to go back and get
support?
Dr Brener: Our programme is the 12-step-based
programme—it is not exclusively that—and
therefore they will be expected if they wish to
continue treatment to be totally abstinent. We are an
abstinence-based programme, therefore a patient
would be expected to sign up for that as part of their
treatment package when they leave.

Q247 Mr Clappison: Very briefly, without identifying
individual organisations, so that we can see where
the problem lies, can you give us a description of the
background and the section of society that people
come from who pass through The Priory?
Dr Brener: To a lot of people’s surprise The Priory
unfortunately has a reputation for being a celebrity
waterhole but that is far from true, that is a very tiny
percentage of people who come to The Priory. We get
a lot of people from very diVerent backgrounds—
people who might work as high-fliers in the City
through to people in the City who might be in the
post room; they all have the same medical insurance
if they require treatment, so we do get quite a diverse
group of people coming through The Priory. Most of
them do have, unlike some other areas, family
support but by no means exclusively.

Q248 Mr Clappison: Would you be able to say from
your experience that there are some professions
which are higher risk from what you have seen in
terms of cocaine use?
Dr Brener: In terms in terms of cocaine use and in
terms of powder cocaine certainly people working in
the financial industry are more likely to run into
problems. They have a very high pressured job and
they often start using it, not so much as a reward
system but as a system to try and keep themselves
going in highly pressured situations. That certainly
is one of the professions from which we see a number
of people, but there is quite a wide range within that.

Q249 Gwyn Prosser: Mr Jolly, can you tell us how
individuals are referred into your treatment centres?
Mr Jolly: Broadly people come from a wide range of
sources. A proportion basically refer themselves in
for treatment, we get a high number of referrals in
from the criminal justice services, the Probation
Service, social service departments and from
housing and homelessness organisations, so a wide
range of access points from people choosing for
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themselves to basically come in to people who are
quasi-compulsorily forced to attend our services. It
is a broad range and we seek to go out actually and
spread that net as widely as we can.

Q250 Gwyn Prosser: Does the demand always
outrun the supply?
Mr Jolly: No. One of the things that has worked very
well in the treatment system over the last ten years in
this country is that we have been able to expand our
level of provision to actually meet a lot of the supply
needs in relation to substance misuse, so pretty
much, for example, people can access our services as
and when they need to do that without waiting lists,
without waiting to actually access services.

Q251 Gwyn Prosser: Dr Brener, can I ask you the
same question in terms of referrals?
Dr Brener: Most patients come through to us from
two sources, either their general practitioner or
occupational health or self-referrals, they are the
main sources of our referral base.

Q252 Gwyn Prosser: If the referral came through via
the GP would the GP do that in the knowledge that
that client had health insurance or private funds?
Dr Brener: Often that is the case. Quite often the GP
refers patients not knowing they have a substance
abuse problem and that is only really discovered
when we assess them.

Q253 Gwyn Prosser: What are both your views of
evidence that we have received that treatment is very
often not available until crisis arrives in a particular
case and that there are long waiting lists?
Mr Jolly: For community services people can pretty
much access services when they are needed, certainly
in terms of open access service provision. The issue is
that people often only choose to actually tackle their
addictive behaviours at the point of crisis. The
services are out there, certainly in relation to
community-based services; if we were looking at
residential treatment facilities I would say that our
experience is that access to residential treatment
provision has actually been getting more and more
diYcult, certainly over the last four or five years, in
terms that it is being gate-kept so that access to those
residential treatment facilities is actually becoming
more diYcult rather than easier.
Dr Brener: I would certainly agree with that. There
is what I would call a tipping point in a person’s use
of a drug which is often a time that allows them to
focus and understand that they are in crisis. That can
often be a very good way of helping them to
recognise the problem and understand that they
cannot live in denial and have to actually make some
changes in their life.

Q254 Tom Brake: Dr Brener, I just want to come
back on something you said. You said that doctors
are referring their patients but not knowing that they
are addicted.

Dr Brener: Yes.

Q255 Tom Brake: So why are they referring them
to you?
Dr Brener: A vast majority of the patients that I see
have dual diagnoses of some form. Many patients
come to see me with depression or anxiety disorders,
sometimes with psychotic illnesses, and when you
take a history it becomes much more apparent that
associated with that—not always of course—is an
addiction process.

Q256 Mrs Cryer: Dr Brener, The Priory is for
residential treatment.
Dr Brener: Yes.

Q257 Mrs Cryer: People going into residential
treatment and not going home each night, is it
eVective because you are separating them from their
peer group and peer pressures or is it the actual
treatment that you give them?
Dr Brener: The answer is both. All patients when
they come to treatment in our experience are quite
chaotic, their lives are falling apart in many cases
and they need some structure and some boundaries
put in their lives and residential can be very helpful
for that. Separating them from their environment for
a period of time can be quite useful as long as it is not
something that is going to be prolonged where they
become institutionalised; that is why we try to limit
the in-patient treatment to 28 days. During the first
week they are allowed no visitors, no telephone calls
in or out, they are not allowed television sets, any
computers or anything of that nature to focus on the
treatment, to get their head into the treatment
programme, which is intense. My patients start work
in the group therapy programme at nine o’clock in
the morning and finish about nine o’clock at night.
Isolation is something we really try to discourage.

Q258 Mr Streeter: Mr Jolly, do you want to
comment on that?
Mr Jolly: We treat people much more in the
community settings in which they live but the
diYculties there are that you have to actually treat
people in the context of what is happening for them,
so people are often living a hand to mouth existemce,
basically living on people’s sofas, often in houses
with multiple occupancy with many other people
around them who are also misusing drugs. That
context is actually diYcult, you have to address
those issues as well as actually dealing with addiction
issues, so it can be helpful to move people out of that
environment into residential or more stable
accommodation, and it is one of the things that we
work with people to do. The diYculty with moving
people out of their environment and actually
treating them in isolation from their environment is
that you have to put them back into the world. It is
one of the dilemmas of the addiction field in terms of
whether you take people out of their environment
and put them somewhere where it is nice and safe
and cosy or you can control the environment and
access to drugs to a certain extent, and then when
you have done that you put them back into the same
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environment they were before, sleeping on the same
couch, or whether you actually work with people in
the environment where they are, helping them to get
the social capital they need in relation to safe
housing, friends, associates and people around them
who are not using. A job, a life and a family back is
as important as dealing with the addiction.

Q259 Mr Clappison: Mr Hayes, we took evidence
last week that the number of referrals from the
criminal justice system for treatment is in eVect
crowding out people who are not oVenders, but you
however deny this. Can you give us some idea of
the proportion of people who are referred from the
criminal justice system and the people who come
for treatment from outside the criminal justice
system and the proportion of resources devoted to
each one?
Mr Hayes: About 25% are routed through the
criminal justice system and 75% are either self-
referred, referred through their GP or via some
other route. The amount that is spent is identical;
the amount that is spent is determined by the
individual’s need. There is no evidence at all that
the involvement of the criminal justice system has
actually held back access to treatment for other
people; as John has said, access has never been
more open than it is at the moment. In fact, what
we have been able to do by actually identifying the
spend across government is build a treatment
system that is able to not only meet the needs of
the criminal justice system but is also better able to
meet the needs of the remainder of the population.

Q260 Mrs Dean: Mr Jolly, are individuals who are
referred through the criminal justice system more
reluctant participants and therefore harder to treat?
Mr Jolly: Yes and no is the answer; it depends on
the context. In this country we have an arrest
referral system so we test people coming through
police cells who have been arrested. At that point
you are hoovering up people who are recreational
users of drugs as well as those people with
significant drugs problems, so those people who
tend to have a recreational pattern are actually not
at a stage where they define themselves as having
a drug problem and thus are much more reluctant
to actually enter treatment or engage with you,
partly because they either have not recognised that
they have a problem or indeed do not have a
problem with their use that is causing social
diYculty. For those people who have significant
diYculties who come through serious oVending
patterns, once they actually get into treatment the
outcomes are the same. In fact there have been a
number of studies which have been asking precisely
that question and focused on coming out with the
answer, I have to say, that it is dreadful forcing
people into treatments, and have been surprised by
their own answers in the research which tell them
that there is really no diVerence between the two
groups.

Q261 Gwyn Prosser: Mr Hayes, in our evidence
session last week we had Mitch Winehouse in front
of us talking about heroin addiction. He suggested
that people could wait up to 12 months before
getting treatment even though their needs were very
great. Do you recognise that figure?
Mr Hayes: No, not at all. That would have been
the situation in 2000–01. The Audit Commission
did a study into drug treatment in 2001, reported
in 2002, and they talked about a treatment system
that was characterised by very lengthy waits, and
in many ways for the National Treatment Agency
that was one of the key issues we were set up to
address. The situation now is that you can access
treatment nearly everywhere in England—diVerent
situations pertain in Wales, Scotland and Northern
Ireland—and 93% of people access treatment
within the target, which is three weeks, and the
average time to access treatment from walking in
oV the street is now five working days.

Q262 Gwyn Prosser: I asked the question because
he actually gave the example that in his family
dealings he could aVord to use the Priory units
whereas other people, especially at the crack
cocaine end and people using heroin, just did not
have that facility, but the three of you have given
very diVerent pictures today.
Mr Hayes: What happens is that it takes a long
time for the popular consciousness to catch up with
what is actually happening on the ground. For a
very long time it was very diYcult to access
treatment in this country so it has become
engrained in people’s consciousness that there are
lengthy waiting times for treatment and it is
diYcult to get in. All the evidence is to the contrary.
There are 149 treatment systems with over 200,000
people in treatment, so there will be the odd horror
story, but I am absolutely confident that the figures
provided to us are absolutely accurate. Nearly
everywhere in the country you can now walk in oV
the street and get treatment, and the thing that
gives me confidence about that is that we have a
network of service users involved n every single
local partnership and they help to shape and
commission treatment services and they sit
alongside us when we hold treatment services to
account. They are very quick to tell us if the
information that is being put back to us about
waiting times is wrong. They know it because they
are their peers are living it.

Q263 Gwyn Prosser: Just briefly, Dr Brener, is it
right that the Priory are closing down some of their
units across the country, or are you expanding or
are you stable?
Dr Brener: We are absolutely not closing units, we
are quite stable. I do not think we are planning to
expand any units although we are certainly looking
at expanding types of services available and that is
absolutely the case. We have no intention of
reducing units.
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Q264 Tom Brake: Mr Hayes, could you just clarify,
you said 93% of people were accessing treatment
within three weeks but then you referred to five das;
what was the five days?
Mr Hayes: The average. The average wait is five
working days; the target is three weeks and 93% of
people are at target. If I can pick up on something
that was said earlier about rehab, rehab is a little bit
diVerent in that most people will access rehab once
they are inside the treatment system. Waits for rehab
can be longer and they can also sometimes be
misunderstood by the individual. There is a
diVerence between when the individual will first
believe that they might benefit from access to rehab
and when it has actually been agreed with them and
the clinician who is actually in charge of their case
that that is the right thing for them to do, to go to a
rehab unit. People’s experience of waiting for rehab
once they are inside the system—they might
experience that as being longer than the people who
are actually responsible for their care will experience
it as being and that gives rise to some confusion.

Q265 Tom Brake: Mr Jolly and Dr Brener, you were
nodding as Mr Hayes was speaking there in terms of
how quickly people can now access treatment but
could you tell us what the average waiting time for
a referral through to starting treatment is with your
respective organisations?
Mr Jolly: For us—and we provide many of these
community-based services, funded by the NHS, that
Paul has been talking about—the average waiting
time is between two and a half and five days.
Dr Brener: For us the average waiting time is
dependent on assessments so I would think a day to
a day and a half, something in that region.

Q266 Tom Brake: Thank you. Given the speed
within which this is happening, presumably if there
is a critical window within which someone needs to
be able to access treatment, that is being satisfied, is
it, given how quickly you are able to get people on
board in your respective organisations?
Mr Jolly: Broadly it is in terms of doing that, but I
would come back to the residential treatment issue.
There is a need and certainly if there is someone
whom we deem needs residential treatment we find
it diYcult to access that residential treatment within
what we would define as an organisation as the
relevant time window.

Q267 Tom Brake: Would it be the primary care trust
which is responsible for funding that treatment?
Where is the blockage? Presumably they are saying
it is too expensive, is that what is happening?
Mr Jolly: It is an issue around eligibility criteria and
just defining, basically, at what point residential
treatment is a suitable intervention. There are
diVerent approaches that are taken in that respect.
Mr Hayes: To clarify that, part of the diYculty is
that although the majority of treatment is paid for
from collective funds, brought together under the

control of the local drug action team—most of
which will come from primary care trusts—
community care funding actually pays for most
residential rehabilitation so it is necessary in most
places to access the local authority structures
separately from the NHS structures. That sets up
another layer of bureaucracy, takes up some time
and is not actually as neat a fit as it should be with
the rest of the treatment system. We have been
working with colleagues in local government and in
health to try to overcome that for some time. In
many places the procedures have been streamlined
and they work well but in too many places at the
moment there are unnecessary bureaucratic hiccups.

Q268 Tom Brake: Mr Jolly, can I just ask you
whether you are able to cost the impact of this, both
in terms of the health of the users you are talking
about but also in financial terms, in other words
treating people in the community when you are
saying actually they should be treated residentially.
What are the health and financial costs of not
pursuing what you believe is the appropriate course
of remedy?
Mr Jolly: It is diYcult to quantify across the board
but for some individuals the consequences can be
devastating—certainly we have had people who
have been in severe crisis, dual diagnoses, really in
need of support who have committed suicide while
waiting for treatment, so there is an extreme end to
this. For some people who do not access the
treatment that we deem necessary we can and do
successfully manage their addiction within the
community. It is a continuum in that sense and not
a straightforward question to answer.

Q269 Mrs Cryer: Further to Mr Brake’s question
about costs, Dr Brener, would you be able to suggest
to us how much more or less it would cost to put
someone into prison as opposed to putting them into
The Priory, and then if you could both tell me what
treatments are available, first at the community-
based Blenheim and the residential Priory?
Dr Brener: I do not know what the cost of keeping
someone is prison is, it is not something that I am
experienced at, but I would think that the cost of
keeping someone in prison is large. There are, I
believe, some extremely good treatment
programmes in prison, not always in fact universally
available, but I have had some very good experiences
of dealing with them. I do not think I can really
answer that for you. One of the blocks that we have
in the treatment is finding appropriate
accommodation for people once they leave
treatment. That might sound odd when they are self-
funding or something of that nature, but often
patients who have been through a 28-day treatment
programme need on-going treatment. Sometimes
that is suitable to do as day care, other times it is
suitable to do out-patient work, but some people
need a more protected environment, something we
call a halfway house, which is literally what it says,
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halfway between being an in-patient and an out-
patient. So they have residential accommodation
with maybe therapy in the mornings and other
things like education or work placements
afterwards. In my experience there is a lack of
provision of those for people to move to, to give
them supported care and therefore allowing them
the best opportunity to maintain their recovery.

Q270 Mrs Cryer: You think it is as important to be
focusing on housing and the social needs as it is on
the actual physical treatment.
Dr Brener: It is all part of the same thing, it runs
parallel. I do not think you can separate it out and
say now we are going to only treat your addiction,
we have to treat them within their community—for
example their family structure, often sometimes even
their workplace structure. It has got to be part of the
whole thing.

Q271 Mrs Cryer: Is that the case for the Blenheim?
Mr Jolly: Absolutely, I agree. First of all we make a
very careful assessment of anybody coming in in
terms of their actual needs, and it is not just about
their addiction, it is about their social functioning,
their criminality, other things going on in their lives
that impact on them and housing. We respond by
basically delivering many of the treatment measures
we have actually talked about in terms of day care
provision, in terms of set packages of psycho-social
interventions, looking at rehab, relapse, cognitive
behavioural therapy, but as important as all of that
is actually seeing people as individuals and
responding to their immediate needs around
housing, accommodation, legal issues, debts and
also looking at employment, training and education.
We spend a considerable amount of our time with
everybody that we work with looking at how we can
tackle employment, training and education needs,
and that is as important as, basically, the work we do
with addiction because addiction does not stop. If
you do not deal with the issues that led to addiction
in the first place people are going to be back where
they were in a very short period of time.
Dr Brener: I would totally agree with that and one
other thing I would add is that you also have to deal
with underlying psychological problems which is
where a lot of the addiction processes start from.

Q272 Mrs Dean: Could I ask both Mr Jolly and Dr
Brener what the success rates are of diVerent
treatments. Are non-residential services as eVective
as residential services, Mr Jolly?
Mr Jolly: That is a diYcult question to answer
because we do not actually have that information
and that comparison. Certainly community-based
treatments can be very, very successful but it depends
on how you judge success. Well over 80% to 90% of
people are maintained in eVective treatment so we
are very eVective at actually getting people into
treatment and keeping them in our treatment
centres. In terms of actually getting people through

the treatment system and out the other end, again for
our own organisation it is between 61% at the worst
end of our performance up to 93% in terms of people
successfully being discharged from our programmes
having gone through. It really depends on what
question you ask; in terms of people being totally
abstinent at the end of that in terms of not using any
drugs at all, about a third to a half of people exiting
our treatment will be using no drugs at all. The
answer to the question depends really on how you
judge success.

Q273 Mrs Dean: Your treatments are not all
abstinence-based.
Mr Jolly: They are not all abstinence-based, no,
although our ultimate goal is for people to be
abstinent. We can and do treat people at all stages of
their addiction.

Q274 Mrs Dean: Whereas, Dr Brener, yours are
abstinence-based.
Dr Brener: Ours is an abstinence-based programme.
About 98% of people who come through the
programme complete the programme. At one year
25% of the people who have been through our
programme have never used any drugs again,
another 50% have relapsed and then gone clean and
are at one year clean, and 25% of our group relapse
and continue to use and a percentage of those die.
We are not quite certain exactly what percentage we
lose but we think between 3% and 5%.

Q275 Mrs Dean: Mr Jolly, Sarah Graham, an ex-
cocaine addict told the Committee last week that she
needed eight months residential care in The Priory to
beat her addiction. Is this the level of treatment
addicts require? Can non-residential community-
based drug services ever be eVective?
Mr Jolly: They can. I cannot comment on whether
that for her was necessary but that level of provision
for some people is required. We do have eVective
interventions that work very well for other people
that are community-based and we see regularly
people passing through our treatment centres and
using our services who basically do not require that
level of intervention and we can successfully manage
them within the community. Certainly, on-going
support over a lengthy period of time is actually
crucial in terms of enabling people to actually tackle
crack addiction.

Q276 Mr Streeter: Mr Hayes, do you want to add
to that?
Mr Hayes: The key thing is, is it the right
intervention for the right person, and it is often
inappropriate to think of these things as being
alternatives. What we want in each area is an
integrated treatment system which is able to respond
with the right intervention for the right people. Our
view is that 90% of people will actually do better if
dealt with in the community. If you look back at
outcome measures over the last three years we
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actually can discern no diVerence in long term
outcomes for people who have been through
community treatment and people who have been
through residential treatment. What we do know is
that both kinds of treatment will work for the right
people, but what we should not do is assume that
what one person’s experience was is able to be
generalised to the rest of the population.

Q277 Tom Brake: Mr Jolly, I just wanted to come
back on something you said. I think you said that
between a third and a half of people leaving your
treatments were drugs-free.
Mr Jolly: Yes.

Q278 Tom Brake: Does that mean the treatment has
failed or is it that you have brought people to a point
that you think is a stable one from which they then
go on to do something else in terms of follow-up
treatment?
Mr Jolly: That is right; they would leave us and they
may well be referred into other treatment
organisations to take on the responsibility for
treatment so of those who are continuing to use a
proportion will be using occasionally some drugs but
basically not in an addictive way, or they will not be
using heroin or crack cocaine but will be continuing
to use other substances on an occasional basis.
Many others will be transferred into other parts of
the treatment system who are actually taking on
their care because they are more appropriate for
their level of need at that particular point, so they
will be maintained successfully within treatment. We
have been working with them to actually get
significant gains in their social functioning and to
address their addiction, and we are passing them on
to another organisation that will continue that work.

Q279 Tom Brake: Is that transition always a
smooth one?
Mr Jolly: Increasingly it is smooth. The treatment
systems in the UK—certainly in England—have
been focusing very heavily on making that transition
smooth and seamless. It is not always as smooth and
seamless as we would like, but we have made
substantial improvements in achieving that.

Q280 Mr Streeter: Thank you very much. Mr Hayes,
can I ask you a quick question about the likelihood
of a pharmacological treatment being developed for
cocaine use. What can you tell us about that; is that
on the cards?

Mr Hayes: I understand that it is being investigated,
particularly in the US, and I suspect Professor Nutt
will have more to say about that.

Q281 Mr Streeter: We will ask him.
Mr Hayes: What we need to focus on is that even if
we do it will not be the magic bullet.
Dr Brener: Absolutely.
Mr Hayes: In exactly the same way that methadone
is a very useful part of treatment for heroin users, it
is not the total answer. In exactly the same way we
need to be careful that if we do find a parallel for
powder cocaine we do not actually forget that people
also need to change their behaviour. Being
maintained on substitute medication is part of the
treatment but it is not the end point of treatment.

Q282 Mr Streeter: Mr Jolly and Dr Brener, you
appear to agree with that wholeheartedly.
Mr Jolly: Yes.
Dr Brener: Absolutely.
Mr Streeter: The final question for this group of
witnesses is from James Clappison.

Q283 Mr Clappison: Dr Brener, a few moments ago
you told us about the diVerent backgrounds of
people who came to The Priory and a lot were people
from the City and financial worlds, but it is well-
known that you deal with a number of celebrities.
Without asking about individuals I wonder if you
have any reflections to share with us about the
incidence of cocaine use in celebrity culture or not.
Dr Brener: Yes, the celebrity culture certainly very
much revolved around being in environments where
cocaine was used and certainly in that area and those
fields there is a lot of cocaine used. The question is
often asked whether celebrity culture influences
society in the use of cocaine. For a true addict they
do not need any excuse, they will use what they want,
what they can get their hands on and what is
available; availability and price is a very significant
factor. The question that I think is more interesting
is whether it entices people who have, shall we say, a
predisposition to maybe using substances, being an
addict, to choose that as their method, their drug of
choice. Certainly I think that people who are in the
media have a responsibility and can influence
people; therefore the celebrity culture might not lead
people to use but might lead them to use a certain
type of drug. That certainly can be an influence.
Mr Streeter: Thank you very much indeed, Mr Jolly,
Dr Brener and Mr Hayes, for your expert evidence;
we are very grateful to you. We will call our next
witnesses to the dais if we may.
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Q284 Mr Streeter: Good morning, Professor Nutt
and Dr Measham. You have heard some of the
evidence that we have received and there will be
more questions for you. Can I just start please,
Professor Nutt, by asking a little bit about the
Advisory Council’s work? How often do you meet
and do you have your own agenda or is it an
agenda given to you by the Home OYce?
Professor Nutt: The Council meets twice a year, the
working groups meet more frequently and the
technical committee meets three times a year
formally now. Multiple working groups meet as
needed, so three to four times a year on average.

Q285 Mr Streeter: Do you decide yourself what
you are going to look at or does the Home OYce
give that to you?
Professor Nutt: It is a combination of both. We
have actually been given quite a lot of work to do
by the Home OYce in the last year, part of which
is relevant to today; we have been asked to look at
poly drug use and quite a lot of cocaine use, as we
have heard already, is part of a poly drug culture,
so we will be looking at cocaine in the next year.
We also develop our own themes of research or
themes of investigation, depending on where we see
lacunae in terms of knowledge.

Q286 Mr Clappison: You just said that you are
looking at cocaine as part of a poly drug use; when
was the last time you looked at cocaine in itself?
Professor Nutt: Cocaine is one of those yardstick
compounds so whenever we look at any drugs in
terms of classification we always look at cocaine. I
do not know if you read the Ecstasy reports but we
do use cocaine as one of the clear demarcators of
classification in that so we monitor cocaine use, we
monitor deaths from cocaine, we monitor its
addictive eVect. Any time we review drugs cocaine
is a key drug.

Q287 Mr Clappison: Have you published any recent
research on cocaine?
Professor Nutt: We do not do research, we do not
have a research budget; what we do is we assimilate
other people’s research. We have a broad expertise
in the Council so we accumulate research which is
produced both in this country and elsewhere and
then we interpret it in relation to our reports. It
would be unusual for any of our reports not to
make some mention of cocaine.

Q288 Mr Clappison: What is your reaction to the
reports which we have received of an increase in the
use of cocaine and an increase in the number of
people entering treatment as a result of cocaine use?
Professor Nutt: We are concerned by it and we have
observed that trend, we have observed the rising
number of deaths from cocaine. Just as an aside it
was one of the reasons why, in our report on
Ecstasy, we noted that that rise in cocaine was
worrying; we explicitly said that in that report. It
was a factor in our scaling Ecstasy against cocaine

as a less harmful drug. It is something that we are
genuinely concerned with and we see it both in
terms of powder cocaine and also in terms of the
problems with crack cocaine. I should also say that
as well as the working group now looking at the
issue of poly drug use we also have a working group
which is going to look at evidence-based treatment
and clearly they will be taking notice of what has
been done today and what other information they
will be able to get relating to evidence-based
treatments, both for crack and for other forms of
cocaine dependence.

Q289 Tom Brake: Professor Nutt, is this a
thankless task, being the chair of an advisory
council which analyses papers using, presumably,
science and expertise, makes recommendations
which then the Government chucks out? Does this
depress you?
Professor Nutt: I am all in favour of healthy debate
and as long as we have a proper debate about the
nature of our disagreement about the
recommendations I do not think it is thankless. We
have made a large number of recommendations
since I have been attached to the Council, maybe
several hundred in the last seven years, most of
which the Government have accepted. The issue
seems to be around classification; most of the
recommendations we have made, looking at areas
of gathering more information, of interventions, of
education, the Government has generally accepted
those. The area of tension seems to be around the
classification of drugs, where they sit in the Act,
and there have been, obviously, one or two major
disagreements in the last year on that.
Mr Streeter: We will come to those later on in
the agenda.

Q290 Tom Brake: Obviously we are aware of some
of them in relation to the classification of cannabis
and so on, but are there any other significant areas
of disagreement where the Government seems to
have a point of principle against recommendations
that you are making?
Professor Nutt: Only one, and that came out of the
Ecstasy review where we recommended that it
would be worth exploring the possibility of having
some kind of drug testing facility for users as the
Dutch do. The Dutch have a system whereby
individuals who want to use stimulants can have
them tested so they know what they are taking; we
thought that was worth exploring in this country
but the Government rejected that. That is the only
area other than classification where we have had
a rebuttal.

Q291 Tom Brake: You talked of a couple of
hundred recommendations; by the sound of it your
success rate in terms of getting the Government to
accept them is 95% is it?
Professor Nutt: Of that order, yes.
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Q292 Mrs Dean: A previous witness who is a
therapist and ex-cocaine addict has levelled the
accusation that the Advisory Council is “too old,
white, male and scientist based” and argued that you
need to take on some recovering addicts. Is she right?
Professor Nutt: The question of how you define too
old, I do not know about that.

Q293 Mr Winnick: Do not apologise about age,
please!
Professor Nutt: I have two things to say about that
and one is that the lady in question does come to our
meetings and does represent from the floor, from the
public seats, her view, which is useful. We are
considering how we can involve users, addicts, ex-
users and ex-addicts but it is not simple because there
are some quite extreme diVerences in philosophies
between users and ex-users so there is not a single
voice that we could tap into. What we have done
very successfully is engage with a number of
treatment agencies, many of whose members are ex-
users, in relation to some of the specialist reports we
produce, particularly our Hepatitis C report which
came out earlier this year. We had quite a lot of
involvement from user groups there and we will
endeavour to do that as much as possible. When we
can work out the best way of getting users or ex-
users as members of the Council then we will; we are
not against it, it is just a question of making sure we
do it in a way which does not bias or undermine our
authority.

Q294 Mr Winnick: I may come into that category
mentioned by my colleague except that I am not
scientist based, otherwise I would be well within that
category. What is the purpose, Professor Nutt, of the
classification A, B and C? Does it really serve in
practice much purpose?
Professor Nutt: The purpose is essentially to
determine penalties—that is how the Act was
originally conceived. So obviously penalties scale up
as you go through C to A.

Q295 Mr Winnick: According to danger, obviously.
Professor Nutt: Yes, so the location of drugs within
the classification was to be determined by relative
harms, and that is what we do; we look at drugs and
we scale them and then we decide where they come
in the ranking order of drug harms. Then we make
recommendations as to which classification, which
class they should be, and then it is up to the
government to accept that or not.

Q296 Mr Winnick: And how much assessment is
made in deciding whether drugs should come in one
or the other of the categories A, B and C. Are
scientific experiments made or looking at casework
of those who have been addicted to drugs, or what?
Professor Nutt: We do extremely detailed
assessments, very, very thorough assessments. We
utilise the whole range of expertise of the Council,
which is enormous. We gather vast amounts of data
from published literature and also from government
reports both in this country and elsewhere; so our
reports are, I think, as good as you can get in terms

of the systematic appraisal of the knowledge base
relating to the use and harms of drugs. Then we have
to make judgments across diVerent drugs so that we
can position a particular drug in that league table.
That is obviously slightly more arbitrary, or there is
a more subjective involvement or process in that
because since almost all drugs are illicit we do not
have proper controlled trials to compare one with
another, so it is always slightly greyer than you
would have with licensed drugs or pharmaceuticals,
for instance. But I think that we do as good a job as
can be done using this range of approaches. But I
think there is another issue that is in your question,
and that is the issue of where the boundaries are
between the classes and that is in a way more
complicated and an even more arbitrary decision of
why should some drugs be A or B when within a class
there is clearly a gradation. We rely on the Act which
says most harmful, somewhat less harmful and
somewhat less again, and we try to make our best
judgment; but there are no absolute legal definitions
of what a class A drug is or what a class B drug is or
a class C drug is. That might be quite an interesting
thing to try to do at some stage—it might help us.

Q297 Mr Winnick: Cannabis was indeed reclassified,
was it not—it was recommended for reclassification
by your organisation.
Professor Nutt: Correct. What essentially happened
was that about seven years ago we were asked to
look at cannabis and at that time some forms of
cannabis were class A, some forms were class B; so
the first cannabis reports came to the conclusion that
they should all be class C and that was accepted by
the government. Then we were asked to look at it
again in the light of some supposedly emerging
evidence of changing concentration of cannabis in
preparations and also concerns about mental illness.
So we reviewed it again and came to the conclusion
that it should stay as class C. Then we were asked to
review it again, so we have reviewed cannabis three
times in seven years. Again, we thought it should
stay as class C but the government decided that it
should be class B.

Q298 Mr Winnick: We are not looking into
cannabis, of course, we are looking into cocaine.
Can I put this question to both of you? Are you at all
surprised that this is not considered purely and
simply as an academic exercise or scientific exercise;
that politics is very much to the fore and that there
is a feeling in this place, in the House of Commons,
each party is the most determined to be anti-drugs.
So to some extent your work must be aVected by this
political controversy.
Professor Nutt: I think it is to some extent, you are
quite right. What we have endeavoured to do by
producing these very detailed and also very
accessible reports, we have given the evidence base to
Parliament but also to the public, and I think that
the very least we have done is to educate the debate
about drug classification. It is not really then an issue
about knowledge or an issue about opinion if you
disagree with the way that we should classify it.
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Q299 Mr Winnick: So you do your work on a
scientific basis, so to speak, and then you leave it to
the politicians?
Professor Nutt: We are happy to debate with the
politicians about why they disagree with us in terms
of classification.

Q300 Mr Winnick: Because Parliament must decide
one way or the other obviously. Do you agree with
what your colleague has just said, Dr Measham?
Dr Measham: I do, yes.

Q301 Tom Brake: I wanted to ask whether you
thought that there was any scope for increasing the
range of products that you are looking at because of
course cannabis seeds are not actually illegal, which
is a bit strange given how easy it is to grow
cannabis here.
Professor Nutt: We are looking at that, I should
say—the issue about substances which are currently
in themselves are not active psychotropids but which
could lead to them is an important one and we
obviously do have some controls over that in terms
of precursors of drugs like stimulants; so we do have
controls over the precursors. Whether you can bring
seeds into the precursors’ legislation or some similar
legislation to that is something we are looking at. It
is an interesting approach but it is not high on our
list of priorities.

Q302 Tom Brake: It is diYcult though, is it not,
because I think they can be used as bird seed?
Professor Nutt: Yes, indeed they can, and in
themselves they are not in any sense harmful.

Q303 Mrs Cryer: If cocaine is not physically
addictive—that is what we have been told—
Professor Nutt: That is wrong, by the way.

Q304 Mr Streeter: Can you unpack that for us,
please?
Professor Nutt: Cocaine causes addiction; addiction
is a physical process of changing the brain and there
are thousands of papers showing that cocaine use
changes the brain, often in a way that makes it very,
very diYcult for people to give up using cocaine and
that is why success rates, particularly for crack
cocaine, are not as good as they are for other forms
of addictive drugs because it does change the brain.
It changes the body as well but it does not produce
the same kind of physiological withdrawal with
drugs like opiates or alcohol, but unquestionably it
produces a physical dependence and physical
changes to the brain.

Q305 Mrs Cryer: So you are happy that it should
remain a class A classification?
Professor Nutt: Cocaine is undoubtedly a class A
drug—I do not think there is any doubt about that.
Cocaine powder is less harmful than crack cocaine;
within the scale of drugs in class A crack and heroin
are at the top. We thought that Ecstasy should be B,
so if you took Ecstasy out cocaine powder would be

towards the bottom, but I think it is still above that
threshold. That would be my view of what the
Council would say.

Q306 Mrs Cryer: But you will not go so far as to say
that crack and powder should be classified
diVerently?
Professor Nutt: I would not.

Q307 Mrs Cryer: They should remain as A?
Professor Nutt: I think that A is the right place for
cocaine, given the number of deaths and the degree
of dependency it produces, and the diYculty of
getting oV cocaine. It is considerably more addictive
than some other drugs of class A like MDMA,
Ecstasy, like the psychedelics. So I am comfortable;
but I am speaking as myself. The Committee has not
been asked to review the classification of cocaine
powder but I would be surprised if it would disagree
with me, to be honest. The evidence base is always
being reviewed but nobody has ever said it should be
out of that.

Q308 Mr Streeter: Do you want to comment, Dr
Measham?
Dr Measham: In some ways it makes sense to at least
approach the two drugs diVerently, crack and
cocaine, because they have quite diVerent eVects and
the people who take the two drugs are quite diVerent.
So I think there is a reason to separate them in terms
of scientific analysis and consideration even if the
end result is that they are both class A.

Q309 Mr Clappison: You mentioned that in addition
to the changes to the brain which cocaine brings
about that there are bodily changes; could you tell us
what they might be?
Professor Nutt: Cocaine is a problem. One of the
reasons that people die of cocaine is through cardiac
complications and cocaine is a profound cardiac
stimulant. It can also cause irregularities of the
heart; so a lot of young men who use cocaine die
because of the cardiac consequences. Those are
exaggerated by the co-use of cocaine with alcohol
and the reason for that is that there is another drug
made in the body as alcohol fuses with cocaine, to
produce a longer acting cardiac stimulant called
cocaethylene and that is probably the reason why it
is so cardiotoxic. But also cocaine is associated with
high blood pressure.

Q310 Mr Clappison: So it is a loss of life expectancy
as a result of using cocaine?
Professor Nutt: Yes. We see 200 to 300 deaths a year
as a consequence of using cocaine, which is quite a
lot.

Q311 Mr Clappison: Are the changes to the brain
permanent or do they stop or reverse if someone
stops taking cocaine?
Professor Nutt: That is a really interesting question.
No one is sure about whether they are reversible;
they are certainly very long lasting. So you can do
brain imaging studies of cocaine users and find quite
marked abnormalities particularly of what we call
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executive function—those functions in the brain that
allow people to make the right kind of judgments
and assessments about what they are doing with
their life. Those get impaired by cocaine because it
does target the frontal part of the brain, which is
where those decisions are made. That is one of the
reasons why it can be very diYcult to engage heavy
cocaine and crack users in treatment because they
have lost that capacity for planning behaviour in a
way to maximise the benefits of treatment.

Q312 Mr Clappison: That is the same for powdered
cocaine and crack cocaine? Crack cocaine might be
worse?
Professor Nutt: Crack will be worse. The diVerence
between crack and powder is just the way of delivery.
When it gets into the brain it is all cocaine, but crack
gets in the brain faster—unless you take powder
intravenously. But assuming you smoke crack and
you snort powder then you get a bigger rise of
cocaine in the brain with crack and that rising level
of cocaine is what produces the maximal changes in
the brain, and those changes are both the maximal
pleasure—hence people get more addicted to it—but
they may also be the causation of damage to the
brain. There is a little bit of evidence—I do not say
categorically it is true—there is a suggestion that
crack will actually kill cells in the brain and actually
knock oV part of the brain and destroy it—at least
to some extent.

Q313 Tom Brake: I wanted to very briefly come back
to the issue of classification. Does it make any sense
to have a rigid A, B, C categorisation? Could it be A
to F in terms of better grouping of drugs?
Professor Nutt: Some countries do that; some
countries do not have a classification and they just
say opiates, stimulants, benzos. You can do it that
way. I quite like the A, B, C classification—I can see
there are merits in it if it is correct because I think it
directs policing in a fairly simple way. But it also
could have huge value in terms of education and that
is why we have been very keen to get it right because
you can then direct people away from the most
harmful drugs by getting them to really understand
that class A drugs are the most harmful, and that is
why there is this discussion. If you get classification
right I think there is a huge utility for education and
we are missing that opportunity at present.

Q314 Tom Brake: Dr Measham, could we come on
to a slightly diVerent subject? I believe your focus is
on emerging drugs. We have heard from other
witnesses that they are worried about the growth in
crystal meth; is that something that you would echo
in terms of concerns?
Dr Measham: My research looks at changing
patterns and prevalence of use amongst young
people in the general population. Most of the people
that I conduct research with are in touch with
treatment services and in the general population
crystal meth is not rising at a rapid rate—I would say
that very, very few people I have spoken to have ever
even tried it or had access to it. There are other drugs
which I think are becoming increasingly popular

with young people: for example, Ketamine would be
one. Just in the past year or two I have been
conducting research on Ketamine and that has taken
oV quite rapidly in terms of popularity.

Q315 Tom Brake: That is a class C drug and you are
happy that that is the right classification for it?
Dr Measham: It is a short acting dissociative
anaesthetic. At the moment it is much cheaper than
cocaine and I think we might be seeing some
displacement because the purity of cocaine has gone
down. The price has gone down but the actual
cocaine content has gone down; so I think we are
seeing a little bit of a displacement for Ketamine.

Q316 Tom Brake: That is the drug used by vets, is it,
for putting out horses?
Dr Measham: It is phrased as an anaesthetic for
horses, yes.

Q317 Tom Brake: Would your research tell you
where it is coming from? Is it coming from veterinary
sources or is it being produced in backstreet
laboratories?
Dr Measham: I think partly imported from the
Indian sub-continent, but I think there are various
possibilities.
Professor Nutt: Let me talk to that because we
brought Ketamine into the Act about four years ago.
We did it because of evidence of huge importation,
particularly from India—vast amounts coming in
which we could not interdict because it was not
controlled. There was relatively little evidence of
diversion from a vet source or other hospitals—it is
also used in hospital practice as an anaesthetic for
children particularly—mostly it was importation. So
we do not know whether making it class C actually
has a significant impact on importation yet but what
we are seeing is a very worrying, persistent increase
in use with some very unpleasant consequences,
particularly bladder spasms, bladder pain and
leading to bladder dysfunction and we are quite
worried that there may be some huge problem with
long term bladder dysfunction developing in these
young people using Ketamine. So to get back to your
question, I am quite keen that we need to review
Ketamine because it may be that class C is not the
right class and it may be that we have to consider, as
our knowledge of the harm grows, it might be that
we decide that it should be higher than class C.

Q318 Tom Brake: Are there any other drugs that you
are worried about? Presumably the chemical
combinations are infinite and someone can design
another drug in a laboratory at any moment.
Professor Nutt: In theory yes, but in practice that is
not so straightforward. What we are seeing now is
that there are two areas of particular concern to us
which we are working hard on. One relates to the
sedative drug, GBL, and for butanedione, which we
have recommended controlling along with GHB
now because of their acute toxicity, particularly if
you take them when you are drunk. Then there are
the synthetic cannabinoids like “Spice”. There we
know of about 30 potential synthetic cannabinoids
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which could be sold in smoking mixtures and we are
trying to be the first country in the world to have
what we call generic legislation. We are looking to
see whether we can produce a law where we cover all
those diVerent chemical entities. Eventually people
may well work their way around it but it is not so
straightforward because if we cover everything that
is known we do need a very sophisticated level of
chemistry to find new figures. It is quite easy to go to
the textbooks and say, “That is not covered; we will
sell that,” but once you go beyond what is known
then it is a diVerent level and it makes it much harder.

Q319 Mr Streeter: On this subject, Professor Nutter,
new patterns emerging and new drugs and so on
being out there, the Home Secretary wrote in March
2009 talking about a more robust early warning
system. Is that now in place?
Professor Nutt: We are working on it, yes; we have a
working group set up to look at this and I will be
hearing a report from them when we have our
Council meeting in about three weeks’ time. We have
good links with the European early warning network
as well; so we are looking to see if there is anything
we can do to improve it nationally; so we will take
that forward, but I cannot yet tell you what their
recommendations are.
Dr Measham: Could I add a third category to the
Ketamine and synthetic cannabinoids, which is the
methcathinones? Because at the moment Ecstasy
tablets have so little Ecstasy in, and cocaine, when
people buy it on the street, has so little cocaine in,
there is a trend towards people buying drugs on the
Internet which are currently legal, methcathinones,
and there is a shift away from illegal towards the
legal in relation to that which I have noticed recently
in the research.

Q320 Mr Clappison: Have you any further
reflections to give us on how alcohol stands in
relation to cocaine? We did take some evidence that
it was a gateway drug to cocaine and about the usage
in combination with cocaine.
Professor Nutt: It is very commonly used with
cocaine and I have heard that people go into pubs
and order in a gin and tonic and a line of coke and
getting it over the bar, so to speak. So there is a
common use. There are several reasons for the
common use. One is that cocaine will keep you
awake so that you can drink more, so you do not fall
asleep when you are drunk. The other is that alcohol
has a slight mood elevating eVect which can be
accentuated by cocaine, so there is a synergistic
psychological benefit. I have already touched on the
negative interactions at the level of the heart, which
is a combination of cocaine and alcohol. Whether
alcohol is a gateway drug, most people who use
other drugs have used alcohol, and most people who
have used other drugs have used tobacco. Proving
that they would not have used the other drug if they
had not drunk is almost impossible. It is not useful
to speculate down there. Probably in the sense that if
people like taking drugs that change their mind they

look for other drugs and if they are drunk they may
take other drugs because their resistance and their
judgment is impaired.

Q321 Mrs Dean: You have obviously talked about
the priority being about polydrug users and the use
of alcohol as well as cocaine, but are there other
particular problems associated with polydrug use
besides the alcohol connection? Do you consider
that users require diVerent policy or treatment
responses?
Professor Nutt: Polydrug use is a problem for a
number of reasons. One is that it is more dangerous.
The second is that it may be more addictive, so
people may be more entrenched. The third is, if you
are looking for complete abstinence it will be much
harder to achieve when you are dependent on
multiple drugs, and we have heard some of that
evidence today; so polydrug use is a problem. What
we would see as an appropriate target for drugs is
certainly getting people oV the most dangerous drug,
which is usually opiates, because those are the drugs
that tend to kill you; and then crack; and then
working down. It may be very hard to get people oV
all drugs simultaneously.

Q322 Mrs Dean: So it is one at a time.
Professor Nutt: Even that outcome would be good,
let us put it that way.

Q323 Mrs Cryer: Can I ask you about the current
legislation, which is the Misuse of Drugs Act, and
associated legislation? The actual Act was approved
by Parliament in 1971 and so that is 38 years ago. Do
you think that the time has come to have an impact
assessment of that legislation and how it applies
today? Is it still fit for purpose?
Professor Nutt: As I have already said in answer to
other questions, it is not perfect; I think as a
construct it is good. I think if it was made more
evidence-based, if the Act truly represented the
harms of drugs rather than having some other
political overwrite or messages written into it then I
think it would be very powerful. I think my Council
would be quite comfortable if people wanted to
review the Act actually.

Q324 Mrs Cryer: Do you would support a total
assessment of it?
Professor Nutt: I would be very happy with that, yes.

Q325 Mr Winnick: Can I put this to you, Professor
Nutt, and also to Dr Measham? There is a growing
controversy—certainly in political circles but not
confined to political circles—whether all this
prohibition serves any purpose whatsoever; that
people do not stop using drugs because they are
prohibited. Reference is made, of course, to what
happened in the States when prohibition of alcohol
came in and we know that that was a miserable
failure. Although this is a matter obviously to be
decided by politicians, who are not likely to reach
any unanimous agreement, to say the least, do you
feel that this debate of whether or not drugs should
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be made illegal, in the sense that they are at the
moment, serves a good purpose—that is, to have
such a wide ranging debate?
Professor Nutt: I think it is important to have the
debate. I think the debate needs to be a mature
debate. It is interesting what you said about
prohibition. You said that prohibition was an abject
failure but it depends on the criteria you use. So if
you look, for instance, in the US at rates of liver
cirrhosis which are almost all due to alcohol, during
prohibition they fell by about three-quarters. So in
terms of the liver, prohibition was good. In terms of
society prohibition was not good, and that of course
is the debate we are having at present. That is why it
does become a political rather than a scientific
decision because we have seen people try to
circumvent the law; people are buying drugs over the
Internet which are currently legal, the so-called
“legal highs”, presumably because there is a
deterrent to getting illegal drugs. So I do not think
we can say that the law does not work. The law must
influence people to some extent, and it really is a
question of getting the balance right between the
appropriate benefits of making drugs illegal versus
the larger geopolitical consequences of those kinds
of controls. It is a bigger decision than certainly my
Council can give.

Q326 Mr Winnick: Of course. The comparison is
also made that during prohibition the people who
did so well were the gangsters—and one in particular
whose name remains pretty infamous—and here the
drug barons, those totally indiVerent, to say the
least, to human suVering—you in reply to Mr
Clappison pointed out all the dangers of cocaine—
the drug dealers want to encourage as much use as
possible. I wonder whether the most eVective way of
dealing with the drug traders, the criminal gangs and
the rest of it is to review very seriously the policy that
has been pursued by successive governments.
Professor Nutt: As I said, a very mature and wide
ranging debate about the eVects of regulation or
illegality on drug use is worth having. I would be
surprised if making drugs legal would actually
reduce use. I think that would be very unlikely. It is
possible that there are some kind of intermediate
positions which would not increase use but would
possibly take away some of the perverse
consequences in terms of crime, et cetera. There may

be other solutions and I would encourage that
debate. We would engage in that debate but we
cannot lead it.

Q327 David Davies: That picks up on my question.
My apologies; I had a medical appointment which is
why I am late this morning. My question would be
this: as somebody who has children, would my
children be more likely or less likely to take drugs if
they were to some extent legalised? Legalising might
put the drug barons out of business but would it
increase or decrease or have no impact whatsoever
on the number of people who currently take drugs
which are very easily available anyway?
Professor Nutt: It is a really diYcult question to
answer. All answers could be correct. I would say
have the debate and we will help you have that
debate.

Q328 David Davies: Thank you for being honest
enough to say you do not know because I do not
know either and I suppose that is one of the
questions that we have to answer.
Dr Measham: It might be diVerent for diVerent
drugs. If you look at attitudes towards smoking and
how those have changed in all of our lifetime a drug
might be come less socially acceptable even though
it is still legal, so the legality is not the only issue.

Q329 Mr Streeter: A final question because we did
promise to ask you about this pharmacological
treatment, Professor Nutt. Do you see anything on
the horizon for cocaine particularly?
Professor Nutt: Cocaine is particularly diYcult to
develop drug treatments for, for two reasons. One of
which is that it may damage the brain and therefore
you have less to work on; the other is that we still do
not know how it works. We know what it does but
we do not know how it does it. So we do not have the
same kind of simple target as we have methadone for
heroin, for instance. So where people are looking is
in terms of vaccination and there are programmes in
human trials now where you can vaccinate people
against cocaine and then you produce an immune
reaction if you take it so that less cocaine gets into
the brain. So those trials are ongoing. It is not easy;
it is not an easy technology but I would have thought
that within the next couple of decades that would be
available.
Mr Streeter: Thank you very much indeed for your
evidence, Professor Nutt and Dr Measham. That
concludes this morning’s sitting.
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Q330 Chairman: Excellency, hola! Good morning.
Thank you very much for coming to give evidence
before us today; we are most grateful. We had hoped,
your Excellency, to visit your wonderful country;
however, we have not been able to do so because of
various logistical problems. So we are most grateful
to you for coming here to give evidence to us today
on this very important subject. We are conducting an
inquiry into the cocaine trade; how cocaine gets into
the United Kingdom; what happens when it gets
here; and what we can do to try and stop it coming
here. We have recently come back from a very
interesting visit to Holland where we went to the
Port of Rotterdam and some of the cocaine that is
brought into the country from other countries like
Curaçao and Peru originated originally from
Colombia. Could you tell us about the Colombian
Government’s strategy for trying to eradicate coca
cultivation and cocaine production; and do you
think it is working?
HE Rodriguez: Good morning; thank you very
much for the invitation, Mr Chairman. I want to
take this opportunity to thank all the members of
Parliament who have been supportive with
Colombia throughout the years in our fight against
the drug trade. As you well know, Colombia has
suVered for more than 40 years from this devastating
drug production and consumption; a situation that
has killed thousands and thousands of Colombians
throughout the years and has created support to the
guerrillas and the paramilitaries that have fuelled the
violence in Colombia. It has also done a lot of
damage to the economy, to the environment and has
distracted funds that should have been used for
social purposes—those monies have been spent in
fighting the drug trade.

Q331 Chairman: Do you think that production has
increased or decreased?
HE Rodriguez: To answer your question specifically
I have some recent data. As of a couple of days ago
the CIA, from the United States, the Crime and
Narcotics Report has “sustained that according to
the most recent crop estimate from the CNC Crime
and Narcotics’ Unit Report of CIA, potential
cocaine production in Colombia dropped 39%
between 2007 and 2008”, so there has been a
significant reduction in production of cocaine in
Columbia according to this report of the US
Intelligence Agency, CIA. Since 1999, in the past ten

years, Columbia has seized more than 1,433 tonnes
of cocaine. There has also been a significant decrease
in cultivation in the country since the year 2000.
There is an estimate of the United Nations OYce on
Drugs and Crime that calculates that the reduction
in cocaine crops has been of 50% in the last ten years.

Q332 Chairman: Thank you, Excellency, those
figures are extremely useful and I would be most
grateful if they could be sent to us so that we can
include them in our report. What eVect is
deforestation from coca cultivation having on your
country?
HE Rodriguez: The information that we have from
the Vice President’s oYce in Colombia is that 2.2
million hectares of tropical forest have been logged,
have been cleared for the cultivation of coca. This is
an area equivalent to the size of Slovenia, just to give
you an idea of the very negative impact of coca
cultivation for the environment, which in Colombia
is particularly terrible news because Colombia has
one of the best bio-diversities in the world. So to
destroy those tropical forests is really very, very
negative not only for the environment but for this
specific bio-diversity which is unique in the world.

Q333 Chairman: Do you think that the aerial
spraying of coca plantations has had an adverse
eVect on other crops?
HE Rodriguez: No, we do not think it has had a
series impact. In fact there is a statement by the
Organisation of American States talking about
glyphosate spraying and it says: “Overall, the risks
to sensitive wildlife and human health from the use
of glyphosate in the control of coca (and poppy)
production in Colombia are small to negligible.”

Q334 Mrs Dean: Your Excellency, how much more
lucrative than other crops is coca cultivation to
Colombian farmers?
HE Rodriguez: That is a very good question. In
reality what happens is that cocaine cultivation is
just an alternative; it is not very lucrative for the
peasant. The peasant cultivates coca because the
drug barons give them the seeds, give them the
herbicides, give them the fertilizers, give them the
tools necessary to cultivate the coca and will buy
their crop. But, given an alternative, if the
government were able to give some alternative for
them to cultivate they would prefer that alternative.
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So the real money is not made in the cultivation of
the coca; the real money is made in the trade from
then on, but the peasants do not really make a lot of
money—it is only for subsistence in their case. We
have very good studies proving that point; that the
peasants if given an alternative—and in fact we have
done many alternative development programmes—
they will move into another crop. For them it is just
a matter of subsistence.

Q335 Mrs Dean: So is the government being
successful in giving alternative crops to the farmers
to encourage them to grow other produce?
HE Rodriguez: Yes, that is another part of our
strategy to fight against drugs. In addition to the
eradication of coca crops—and these eradications
have been of 1.5 million hectares in the last ten
years—we have programmes for alternative
development, and in these programmes Colombia
has invested more than $525 million; it has benefited
107,000 families in one specific programme called
Forest Warden Families. We ask these families to
protect the forests and they will get paid for the
protection of the forests, to avoid the forests being
cut down to cultivate cocaine. In some other
productive projects we have invested $46 million
that has benefited 26,000 families and this has
allowed Colombia to recover 70,000 hectares that
were previously used for coca cultivation.

Q336 Mrs Dean: What proportion of Colombians
depend on income from the cocaine trade? Not just
the farming but the development of the cocaine as
well?
HE Rodriguez: The percentage, does that represent
the total income of the Colombian economy?

Q337 Mrs Dean: The numbers of people involved.
HE Rodriguez: People involved. We have estimates
according to the United Nations OYce on Drug and
Crime that 236,000 Colombians are involved in the
production and trade in our country.

Q338 Chairman: What is your population?
HE Rodriguez: 44 million people live in Colombia;
so this is a very small portion of Colombians
involved in cocaine production and trade.

Q339 Mr Streeter: I want to probe that point a little
further, your Excellency, in a second, but can I ask
you when giving statistics about your country you
are quoting information from America and from the
United Nations. Does your own government not
produce statistics, or are you quoting outsiders just
to say that it must be true because we are not saying
it ourselves?
HE Rodriguez: I understand your question. I have a
combination of sources. In some case I have United
Nations’ reports and in other cases I have
government statistics, but of course we have all sorts
of sources for this information, just to make sure
that we have a diversified source of information that
increases the credibility of that information.

Q340 Mr Streeter: During our visit to Holland last
week it was suggested to us that many people in
Colombia work in the cocaine trade—and you have
just give us a figure and that is very helpful, thank
you—but in their mindset they are not necessarily
doing anything wrong, and in their eyes it is a normal
nine to five job. Is that a fair reflection, do you think,
of what people do think in Colombia and why is that
and what could the government do about that?
HE Rodriguez: I think that is a fair statement. Of
these 263,000 people that are involved in the
production they do not really do it because they are
into drug trading or they are trying to become drug
barons, whatever, but most of them are just peasants
that do not have any other alternative—no good
alternative—and they need to pay for their needs. So
they are given the seeds, the fertilisers and somebody
will come six months later to buy their crops and so
for them it is just subsistence. If somebody comes
with another kind of crop, the government, and
gives them the same help, the same assistance they
will—and in fact it has been proven in the past
years—move into another crop. But they are not
aware of the damage that this is causing; they do not
know what they are doing. In most cases they are
peasants in isolated areas; they do not have any kind
of education and they do not have many alternatives
for their subsistence. So they are in the hands of
these drug barons that are very eVective in
convincing them to produce these coca leaves and
they will do it because they need to feed their
children.

Q341 Mr Streeter: So is it illegal to grow cocaine in
Colombia?
HE Rodriguez: Absolutely, it is completely illegal
and that is why the government is eradicating these
crops and oVering alternatives to the peasants. If I
may complement that question: I think that there is a
very important, disturbing element in all this cocaine
production in Colombia, which is the role played by
the FARC guerrilla. The FARC guerrilla is the main
producer and trader of cocaine in Colombia and in
the rest of the world. It is very important to
understand that.
Chairman: We will be moving on to the FARC a little
later on.

Q342 David Davies: Your Excellency, obviously this
is polite speaking but do you ever get frustrated that
people, perhaps even British members of Parliament
obviously seem to think that Colombia is the
problem here; the cocaine comes from Colombia,
therefore we will send MPs out to Colombia and we
will ask the Ambassador what is being done in
Colombia. Whereas, in actual fact could it not be
argued that the problem is entirely in Western
Europe where the demand for these drugs exist and
that perhaps you should be sending your MPs to find
out what we are doing to stop people buying these
drugs, which are ruining your environment, your
economy, corrupting your country and causing all
sorts of problems. Is it not us who should be
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apologising to you for allowing drug dealers in this
country and drug takers to basically get away with it
with just a slap on the wrist?
HE Rodriguez: Sir, thank you very much for that
question and for that comment. Yes, sometimes we
are very frustrated and we feel that we are the victims
and that the treatment that the world gives us is
unjust, pointing fingers at Colombia and blaming us
for the whole problem. But we cannot go to the other
extreme and say it is the consumers that are to blame.
I think that we have to share responsibility; I think
that is the problem both of producers and consumers
and we have to work together to fight against that
drug trade. We should not see other countries as
enemies but as allies in this fight against drug
production and consumption. Each of us has to do
whatever we need to do in our countries to make sure
that drug production and consumption comes
down, and I believe that that is the best way to solve
the problem instead of trying to blame it only on one
country or one single nation as being responsible.

Q343 Chairman: Mr Davies and I and other
members of the Committee went to Rotterdam, as I
have said, and we saw the physical pain that people
have when the barons make them swallow pellets of
cocaine and a young woman of 19, who had a very
large container, about half the size of this bottle,
inserted in her vagina and she travelled to Holland
and almost died because of the fact that she was
going through such pain. So what is your view about
the drugs mules; what can we do more in order to try
and stop people acting as drugs mules?
HE Rodriguez: The mules are a terrible, horrible
nightmare and it is very negative that this happens.
Unfortunately these mules can make a big amount
of money—some informal estimates describe those
mules as making $5000 per trip if they are successful.

Q344 Chairman: How does $5000 compare to the
annual income of a Colombian?
HE Rodriguez: That is a very good point.

Q345 Chairman: What is the annual income?
HE Rodriguez: The minimum wage in Colombia is
approximately $200 a month, so this would be the
equivalent of almost two years of income.

Q346 Chairman: For one visit.
HE Rodriguez: For only one visit. So you find,
unfortunately, desperate people, in some cases
unemployed, need an alternative income. It does not
justify what they are doing because what they are
doing is illegal and immoral but this explains why
they do it. Sometimes they are desperate. In other
cases they are not just victims—they want to make
money, to make a lot of money, taking a small risk
and trying to have a lucrative business and to have a
profit. Just to complete the answer, there are more
than 8000 Colombian mules in prisons all over the
world.

Q347 Chairman: How many in the United Kingdom,
do you know?

HE Rodriguez: I do not have the number in the
United Kingdom.

Q348 Chairman: We will find out. Taking up Mr
Davies’ very, very important point what is your
government doing in making representations to the
British Government and saying, “Why are you not
doing more to stop the consumption of cocaine?”
Are you making any representations of that kind?
HE Rodriguez: We are permanently talking to the
UK Government and I must say that we do have
cooperation and support and we appreciate that
cooperation and that support. Obviously we would
like more and more to be done in many areas, in
terms of financial resources, to increase the fight
against the eradication.

Q349 Chairman: We will come on to that in a minute.
HE Rodriguez: But we do have a good relationship
and we are permanently in contact—almost every
day we have some kind of discussion in that area.
Chairman: Excellent.

Q350 Ms Buck: Could you tell us a little about the
government strategy for disrupting the smugglers’
networks and in particular whether the government
has a strategy for seizing financial assets where
they can?
HE Rodriguez: Thank you very much for the
question. The total seizure of assets in the last eight
years accounts to 32,000. These are frozen bank
accounts, real estate, vehicles, farms—30,352
properties have been seized by the government in the
last eight years. In addition to this there is a seizure
of assets and another eVective way of fighting the
drug barons. This is very eVective because they are
afraid of this other tool to fight their drug traYcking,
which is the extradition of drug barons to other
countries. In the past ten years we have extradited
942 Colombians to countries with which we have
extradition treaties and that have been requested by
the local judicial authorities. And this has been
increasing in the last ten years. In 1999 the
extraditions were 25, last year they were almost 250;
so year after year we have been increasing this
judicial cooperation with the other nations that
request the drug barons to be judged in the countries
where they are taking the drugs.

Q351 Ms Buck: Thank you very much for that.
Given the distorting eVect upon the country’s
economy and society of the trade it would be utterly
remarkable if there was not some impact in terms of
corruption and obviously the money involved is so
great. Are you able to give us any idea of what the
scale is of investigations currently going on against
people in government and other enforcement
agencies, and what resources are dedicated to
actually pursuing that challenge?
HE Rodriguez: That is a good point. It is very
diYcult if not impossible to estimate the impact of
the drug business in corruption, but we continuously
have had in Colombia in the past 40 years the cases
of politicians being bribed by the drug barons, of
judges being bribed by the drug barons, of
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journalists being bribed, and that is destroying and
destabilising the Colombian democracy and
Colombian institutions. So we do not have any
specific calculation of that impact but I can tell you
that living in my country for this past 40 years it is a
daily reality in our country to see the immense power
of the drug barons because they have plenty of
money to buy the minds of politicians, journalists,
Congress members. It is all over the place and it has
been a very diYcult battle to win over them because
they have too much money.

Q352 Ms Buck: It is a tragedy and it is the fear and
the money together.
HE Rodriguez: It is a tragedy, it is a disaster and we
have been fighting very hard against this. We have
been successful—and this is very important—in
destroying the main cartels in Columbia. You
remember the Pablo Escobar cartel.

Q353 Chairman: Yes.
HE Rodriguez: The famous Pablo Escobar; he was
killed 15 years ago; and the Cali cartel. The big
cartels have been destroyed but they have been
replaced by plenty of small cartels.
Chairman: Your Excellency, what you say is
absolutely fascinating; it is just that we need to
vacate the room shortly, so if you could make your
answers briefer I would be most grateful; and to the
members of the Committee if you could questions
briefer that would help the Ambassador, I know.

Q354 Patrick Mercer: Your Excellency, how do the
guerrilla fighters hamper eVorts to tackle cocaine
production and trading?
HE Rodriguez: It is very important to understand
this connection between the guerrilla and the drug
production. Let me quote another report from the
Drug Enforcement Agency Chief of Operations. It
says: “Nine out of every ten grams of cocaine sent to
the US have passed through the FARC at some
point.” So they are really a cartel. The FARC are the
most important cartel in producing and trading
cocaine in Colombia. There is another report by the
US State Department that says that the Colombian
Police have been able to eradicate 130,000 acres of
coca through aerial spraying and 96,000 hectares
through manual eradication, “despite entrenched
armed resistance by the FARC, a drug traYcking
organisation that is also a designated foreign
terrorist organisation. If harvested and refined this
eradicated coca could have yielded hundreds of
metric tonnes of cocaine worth millions of dollars on
US streets”. So I think it is very important, and there
are some other estimates that confirm the total
connection between guerrillas and drug production.
That is why it is so important to fight the guerrillas
in Columbia; it is not just because they are illegal
armed groups, it is because they are producing and
trading cocaine and they are doing terrorism with
the money that they get from the cocaine trade.

Q355 Martin Salter: Your Excellency, I am looking
at the amount of money that has been pumped into
Colombia and Peru and Bolivia from the USA and

from the European Union for alternative
development programmes and to assist with the war
on drugs, but you are very keen to point the finger—
and quite rightly so—at FARC, the guerrilla group;
but should we as British parliamentarians and
people responsible for part of that aid that is flowing
into that region not be concerned with the fact that,
as I understand it at the moment, senior Columbian
oYcials, also the Vice President and over 70
members of Congress and senior Colombian army
oYcials are being investigated for links to FARC.
How endemic, how entrenched is the narcotics
corruption at the highest levels of the Colombian
Government? One assumes it must be otherwise
these investigations would not be taking place.
HE Rodriguez: Unfortunately there have been cases
in which members of Congress have been found to
have relations with drug barons. There have been
cases of members of the armed forces involved in
drug dealing but they are isolated cases, and
specifically for the armed forces it is absolutely clear
that the immense majority of the armed forces are
heroes and actually fighting a very diYcult war
against drug traYckers. Therefore, I would not be
concerned in supporting the armed forces of
Colombia because even though there have been
some cases they are completely isolated cases. In
relation to other cases of corruption there has been
a significant increase in prosecution in Colombia
against the corruption related to the drug trade.
Martin Salter: How is the investigation going
against the Vice President and the members of
Congress? 70 members of Congress do not sound
like isolated—that sounds pretty wholesale to me.

Q356 Chairman: How big is the Congress?
HE Rodriguez: But they are not related to the drug
trade.

Q357 Martin Salter: Their links with FARC.
HE Rodriguez: In most cases they are related to
paramilitaries—ties with the militaries. The
congressmen are being investigated because of their
ties to the paramilitaries, not because of their ties to
the drug trade. The majority of them are indicated of
being helpful of the paramilitaries which have been
demobilised by President Uribe’s Government, but
when President Uribe arrived to power in the year
2002 one of his promises and his commitments was
to demobilise the paramilitary so that the state, the
armed forces could recover the control of the
territory without the need, without the support of
the paramilitary forces. In fact more than 52,000
paramilitaries and guerrillas have demobilised in the
country in the past seven years—52,000. This is one
of the most successful demobilisation programmes
in history.

Q358 Martin Salter: Can I follow up on that point
because I am getting confused? You said quite
clearly that there is a distinct link between
paramilitary groups and the drugs trade and then on
the other hand you said that you have 70-odd
members of Congress being investigated for links to
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the paramilitaries and you said that that is nothing
to do with the drug trade. Surely any link with the
paramilitary is also linked back into the drugs trade.
HE Rodriguez: There is a indirect link in the sense
that some of those paramilitaries have financed their
legal activities through the drug trade, but for the
members of Parliament that are being investigated at
this moment it is not because they are trading in
drugs and making money in drugs, but just because
they have supported politically the activities of the
paramilitaries defending people against the
guerrilla, which is of course wrong; the
paramilitaries are as bad for Colombian democracy
as the guerrillas. And this is as a response to the lack
of eYciency of the state and the armed forces in
controlling the security province of Colombia. But
when President Uribe arrived to power he said that
the paramilitaries are not the solution; we need to
strengthen the armed forces and we need to
demobilise the paramilitary so that we can fight
against the guerrillas and drug traYckers, but with
the legitimate tools which is the law and the armed
forces.

Q359 Mr Winnick: As far as the UK Serious and
Organised Crime Agency is concerned,
Ambassador, they have powers given, presumably
by your government, to arrest drug traYckers; is
that so? They have powers to arrest in your country?
HE Rodriguez: No; you mean if the SOCA has any
authority to arrest? It does not have.
Chairman: It does not have any powers.

Q360 Mr Winnick: But they have arrested drug
traYckers, have they not?
HE Rodriguez: I have their statement here. SOCA
has no judicial or policing faculties in Colombia.

Q361 Mr Winnick: So as far as UK and Colombian
law enforcement agencies are concerned, they work
together in certain circumstances.
HE Rodriguez: Yes, we have the support of the
intelligence; the UK Government is providing
intelligence, specifically to Colombian oYcials so
that they can fight against narco traYc.

Q362 Mr Winnick: So when it comes to the
sovereignty of your country, just the same as in
Britain that outside police forces would have no
obvious powers to arrest then the same applies in
Colombia?
HE Rodriguez: Yes, sir, absolutely the same. But we
do have an extradition treaty and in fact there has
been one Colombian extradited to the UK under this
extradition treaty; so we have this cooperation, but
within Colombia the UK authorities have no
judicial or policing faculties within Colombia.

Q363 Mr Winnick: But clearly the intelligence
provided from other countries, including Britain,
comes in very useful.
HE Rodriguez: Very useful and we appreciate it and
we would like to have more of that kind of support
because the UK intelligence is very well appreciate;

it is one of the best in the world and it has been
eVective in the past, and we hope to have more of this
kind of cooperation.

Q364 Chairman: On that, what we saw in
Amsterdam Airport, in the Schiphol Airport, was
the arrival of mules who had swallowed pellets
containing cocaine. One way in which we can try and
resolve this matter is if certain countries had the
right, in cooperation with your government, to scan
people before they actually left their country of
origin. Would you consider that; that this equipment
is given to you so that you can do the scanning in
Colombia, or indeed in Peru because the people we
saw had come from Peru and Curaçao, so that the
problem is dealt with in the country where it is
created. Would that be a consideration?
HE Rodriguez: Absolutely. Any measure geared to
reduce the trade in production and consumption of
drugs is welcome and in fact in Colombia there is
scanning actually. If you leave the country there is
some mechanical equipment checking that and there
is even a physical check to try to identify and many
of those mules are detained before they are able to
travel. But if something else can be done I am sure
that the Colombian Government will be open to any
suggestions in that sense.

Q365 Chairman: Would you be able to give us the
statistics of how many people are detained before
boarding because we have only seen it from the other
point of view, after people arrive in Europe and they
are scanned.
HE Rodriguez: Yes.

Q366 Mr Streeter: A slightly diVerent point, your
Excellency. Based on what you have told us about
the rain forests being cut down, one of the problems
with cocaine in this country is that it is seen as a
recreational drug taken by lots of people who are
celebrities and in the media—left wing luvvies as we
call them over here. Do you think it is an important
message that we could send because these people,
these celebrities are also of course very concerned
about the rain forests? Is it legitimate for us to say
over here and as part of our report that actually
people who take cocaine are helping to damage the
rain forests in South America and that one way they
could help is to stop taking this awful drug? Do you
agree with that, sir?
HE Rodriguez: Absolutely and let me give you some
statistics. Each gram of cocaine destroys four square
metres of tropical forests.

Q367 Chairman: A very interesting statistic.
HE Rodriguez: We have a programme set up with
Minister Campbell, a shared responsibilities
programme whereby we are trying to educate
consumers all over the world in this connection
between drug consumption and the destruction of
our environment. Our Environment Minister was
here two weeks ago and we met with Minister
Campbell. We handed him some material for
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training—virtual lessons—to be distributed in the
schools in the UK. And our Minister made an
interview with Pablo, the dog that acts—
Chairman: I am told that Mr Campbell appreciated
that training that you gave him. Ann Cryer has the
final question.
Mrs Cryer: Your Excellency, I am sorry I was late; I
had to go to another meeting and I just could not get
away. The final question: could you talk us through
the relationship between Colombia and the United
States as far as the movement of cocaine is
concerned. And is there anything in that
cooperation that could perhaps apply to Colombia
and this country?

Q368 Chairman: If you could tell us statistics. We
have statistics about Colombian cocaine coming to
Europe but we have not had statistics of cocaine
going from Colombia to the United States. Do we
have any statistics on this?
HE Rodriguez: Yes. 80% of the cocaine consumed in
that country comes from Colombia. The US has
supplied Colombia in the last eight years with $5.5
billion dollars of aid to fight against the drug trade
in Colombia. It is a huge amount of money.
Colombia has invested $10 billion in fighting drug
production; so for every dollar we received from the
US we have invested $2.

Q369 Chairman: Just on that point what is the value
of the cocaine that enters the United States? Do we
know? You have given us the value of how much
they have given you, but do you know the value of
the cocaine—what that 80% represents in terms of
billions of dollars?
HE Rodriguez: I have seen some estimates of the
global—I do not have the exact number for the
US—and the global trade is close to $400 billion—
global.

Q370 Chairman: From Colombia?
HE Rodriguez: No. This is a very important point
and I want to emphasise this—it is very important to
understand this. Those numbers are calculated on
the basis of the price of a gram of cocaine in the
streets of New York or London or Berlin. But
Colombia does not give that money; that does not
enter Colombia. Colombia will only receive a very
small fraction of that money. The real money is that
made in the production of cocaine; the real money is
made in the traYcking—not from the Colombian
jungles to the coast or whatever, but within Europe
or the US, that is where the big amount of money
is made.

Q371 Chairman: The final answer to Mrs Cryer?
What is the cooperation like between the USA and
Colombia?

HE Rodriguez: So we have plenty of money—$5
billion in eight years, that is a huge amount of
money—and that money is spent in eradication, in
alternative development programmes, which is very
important; also in social investments, money
invested in these marginal communities that lack a
lot of needs in terms of infrastructure, health and
education. We have received 5.6 billion in aid from
the year 2002 to the year 2008. 4.4 billion has been
invested into military programmes fighting drug
traYc, and 1.3 billion in non-military aid, like
alternative development and also to support
displaced persons. Cocaine production and trade
displaces a lot of Colombians—they need to escape
from these areas because their safety is in jeopardy.
The Colombian Government would like to see the
UK supporting Colombia in the fight against
production of cocaine as much as the US in
proportion to the size of the impact that it has in
the UK.

Q372 Mrs Cryer: Those are all very good points you
have made, about transferring people from
production of cocaine to other things and people
moving to other areas, but what are you doing and
what could you do for the United Kingdom in the
same way about stopping shipments going from
Colombia to the United States or to the UK?
Stopping mules boarding planes with pellets inside
them. What is being done about that?
HE Rodriguez: We have to increase intervention,
eradication, prosecution; we need to have more and
more resources to fight against that.

Q373 Chairman: Indeed. I think Mrs Cryer missed
the earlier part of your evidence where you set out
very clearly what you thought we should do. Your
Excellency, thank you very much. Muchas gracias
for coming in today; we are very grateful.
HE Rodriguez: 15 seconds, last message?

Q374 Chairman: 30 seconds.
HE Rodriguez: One last message. Free trade
agreement; it is very important. If I could ask
something special in addition to these funds and
these programmes—free trade agreement. The free
trade agreement of the European Union with
Colombia will give the Colombian economy an
opportunity to generate employment, an
opportunity to produce goods and services that can
be exported to these markets. That is why I take this
opportunity to ask for your support in this free trade
agreement.

Q375 Chairman: Very important. And if there is
anything that you wish to add further to what you
have said, especially those statistics, please feel free
to write to me.
HE Rodriguez: Thank you for your invitation and
thank you for your support.
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Q376 Chairman: May I refer everyone present to
the Register of Members’ Interests where the
interests of Members are registered. We welcome
Mr Pearson and Assistant Chief Constable
Matthews to this session of the Committee’s
inquiry into the cocaine trade. If I may start with
you, Mr Pearson, what is the profile of the typical
cocaine user?
Mr Pearson: There are two types of cocaine user
very prominent in the UK at the moment. There is
the cocaine powder user who will typically be
between the ages of 20 and 30, more likely to be
male and his recreational pursuits will revolve
around the nightclub scene, all-night drinking and
a sort of recreational image. There are also the
crack cocaine users, who are less prominent. It is
more diYcult to gauge them and to produce a
profile, but they would be more typically people
who perhaps use heroin as well, spend a lot of
money on their habit, maybe committing a lot of
acquisitive crime in order to fund their habit as
well.

Q377 Chairman: The term “celebrity cocaine user”
is used quite a lot in the media. How much of police
resources is directed towards them? Do you think
there is a distortion in the eyes of the public about
the very few who are very famous who perhaps
use cocaine?
Mr Pearson: I would not say that I have witnessed
the police target celebrities and famous people as
such. The police will often target a nightclub or a
particular venue where they are acting on
intelligence where it is known to be distributing
cocaine or to have cocaine sold within its premises.
That is really when they become a target of law
enforcement, as it were.

Q378 Bob Russell: Mr Pearson, I do not want you
to think I am an authority on this subject. How
typical is polydrug use, which I am advised is a
combination of alcohol and cocaine powder and
crack and heroin, and what problems does that
cause for policing?
Mr Pearson: I would say that it is very common,
particularly cocaine and alcohol. The most
common reason young people take cocaine is for
the user to buzz longer, to stay awake longer, in
order to compensate for the depressive elements of
alcohol. So they will often use a lot of cocaine

alongside alcohol consumption. Yes, they will also
turn to other stimulants, such as amphetamines and
ecstasy and ketamine and drugs like that. I would
say it is very common. Also, with the more
problematic market, people are taking crack
cocaine with heroin and that is called speedballing.

Q379 Bob Russell: As I understand the term
polydrug use, what specific problems does that
cause for policing over and above other issues of
illegal drug substances?
Mr Pearson: Powder cocaine gives young people
the ability to stay awake longer and to drink longer
and, therefore, commit more alcohol-related crime.

Q380 Bob Russell: Mr Matthews, the Home OYce
and ACPO in their written submission state that all
forces have seen a substantial rise in the use of
crack cocaine, which is in contradiction to the
British Crime Survey figures. By how much do
forces estimate crack use has risen and is there any
variation between the forces—urban, rural and so
on?
Assistant Chief Constable Matthews: First of all,
the reference to increases was based on seizures and
evidence that was arriving on the doorsteps of UK
forces over the last ten years. ACPO would agree
that certainly in the last year, in line with the British
Crime Survey, the picture has stabilised with regard
to crack cocaine. I think what is important to
recognise with the BCS is that it tends to target
households and not necessarily problematic drug
users, so the true picture of actual use and
possession of crack cocaine could still be hidden.

Q381 Bob Russell: What about urban and rural?
Assistant Chief Constable Matthews: There are no
real diVerences between urban and rural, if I am
honest with you. I think it is available wherever you
go in the country. We are finding seizures in a range
of locations now from temporary caravan sites to
housing estates to nightclubs, so it is available.

Q382 Gwyn Prosser: Recently I visited Maidstone
to see the eVects of the high visibility crackdown
on cocaine, shall I call it. From my point of view,
I was very impressed with the results. To what
extent do you think these sorts of tactics should be
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rolled out nationwide and what are the early
results? Who is analysing the results of these high
visibility, in your face, operations?
Assistant Chief Constable Matthews: First, I will be
honest and say that they are rolled out nationwide.
A vast number of forces now have the capability to
use the kind of equipment that you probably saw in
use like Ion Track. It is seen by forces as a crime-
reduction tool; it is eVective in that we regularly seize
powders as a result of the use of the tool. As such, it
is day-to-day business really rather than something
that needs to be rolled out.

Q383 Gwyn Prosser: Are these tools primarily
designed to detect and enforce law or to disrupt the
actual dealers and the users in a particular city
centre?
Assistant Chief Constable Matthews: I think that is
at the heart of the matter. Obviously, they have a
variety of uses; for instance, they can pick up
explosive scents. At the heart of this is how much it
deters somebody. A recent survey by the Kent Police
showed that over 70% of people who were going to
nightclubs would be deterred from trying to carry a
drug into the nightclub if they saw the police
deploying that sort of equipment. Equally, over 60%
felt that it would be safer to go into that nightclub
having seen the police deployed in that fashion. I
think firstly it does act as a good deterrent; secondly,
it gives some kind of reassurance to law-abiding
people.

Q384 Gwyn Prosser: On the night we were out, of up
to 300 Ion tests there were ten arrests. Are you in a
position to say whether that would be typical of the
proportion of detections?
Assistant Chief Constable Matthews: That would be
round about typical, yes. Generally speaking, when
you deploy the machine, the result is around about
5%.

Q385 Gwyn Prosser: I was also impressed by how
aVable and accepting these young people were,
although lots of them had had a bit of alcohol to
drink. They accepted the idea of queuing up, being
detected and going in, but that was Maidstone. How
would that sort of policing go down in central
London?
Assistant Chief Constable Matthews: If I give an
example first of all. Two weeks ago I was in
Gloucestershire, my own county force, where a knife
arch was deployed with a queue of people going
through it. The one person who started to kick up in
the line and did not want to go through it had a knife
on him. One feels straight away that kind of system
is working. I asked people in that queue, “How do
you feel about being searched by the police on a
night out going into a nightclub?” and every single
person said to me, “It makes me feel safer to be here.
It makes me feel safer to go out”. I do not know
whether the Metropolitan Police has the same view.
That is my view of this in general.
Mr Pearson: I have nothing further to add. I think
that is pretty much a reflection of the position in
London.

Chairman: The Committee will be visiting one of the
nightclubs in central London before Christmas.
Your advice as to which one to go to would be very
helpful. Obviously we like to see everything in
action. It is not our Christmas party but part of
the inquiry!

Q386 David Davies: I think this is excellent work that
is gong on round the nightclubs, but what about
people driving back afterwards? We are very strict,
and rightly so, about alcohol. What about people
who may have sniVed cocaine and be driving a car?
What can we do to detect that and then prosecute
them?
Assistant Chief Constable Matthews: I am very glad
that you asked the question because I would not
want the committee to believe that the kind of
technical equipment you saw deployed on your visit
was the only operating location we would use it. For
example, it is commonplace up and down the
country now for forces to deploy the technology
known as ANPR (automatic number plate reading).
When that flags up a vehicle that is seen to be worth
stopping, very often now we will deploy the hand-
held device in the vehicle to satisfy ourselves that the
occupants of that vehicle have not been in contact
with controlled drugs. Again, we do make arrests as
a result of that type of deployment.

Q387 Mr Streeter: The Committee learnt some
weeks ago that for every gram of cocaine produced
in this country, either an acre or a hectare of rain
forest is cut down to produce the darned stuV in
Colombia or elsewhere. Given the “luvvy” nature of
some of the people taking this drug, do you think
that there is any mileage in a campaign by the police,
or whoever ultimately might be responsible, to
promote that fact? It does not quite fit in with the
desire to save the planet and being high up in the
media world, and yet you are being instrumental in
cutting down the rain forests. Do you think about
these sorts of things or is it not your job?
Assistant Chief Constable Matthews: I suppose our
job is around public safety and ensuring that people
who are breaking the law are brought to justice.
Nonetheless, I think it is equally suitable for the
Police Service to point out when the use of drugs is
creating havoc around the world. I found it
interesting that the Vice-President of Colombia
spoke at the ACPO Drugs Conference the year
before last in Belfast and there were police oYcers in
the room who were shocked and horrified to see the
extent of what was happening. I would believe that
getting that message out properly, whether it is to be
done by the police or others, to the general public
would be a positive thing.
Mr Pearson: If I could add to that, I think the police
would certainly support such a campaign. It was the
shared responsibility campaign that the Vice-
President of Colombia was doing his presentation
on. If we could support that and perhaps get other
agencies involved, such as Greenpeace, they could
promote the message properly.
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Q388 Tom Brake: May I ask Mr Matthews a few
more questions about the Ion Track devices? Do you
know what percentage of forces uses these?
Assistant Chief Constable Matthews: There is a range
of devices available to the service. ACPO’s current
records show that 26 forces have the capability at the
moment out of the 43 for which we are responsible.

Q389 Tom Brake: Have you, in fact, recommended
or would you recommend that all forces deploy this
technology or similar technology?
Assistant Chief Constable Matthews: Yes, that would
be an ACPO position. Of course there is a cost that
comes with the technology. The average machine
ranges between £25,000 to £30,000 to purchase and
one machine in a large force would not be suYcient.
For example, I think Kent have over a dozen of these
machines. There is a capital cost involved and
investment to be made by forces.

Q390 Tom Brake: I am aware that they can be
programmed to detect a number of drugs. Does that
mean a number of drugs at the same time and does
that cover the range of all drugs or most of the drugs
that are in use currently?
Assistant Chief Constable Matthews: Whilst I am not
an expert on the device, my understanding is that
depending on which device you are using, they do
have the capability of detecting more than one drug
at one time.

Q391 Tom Brake: As far as you are aware, that
includes all the key drugs that are currently in use?
Assistant Chief Constable Matthews: I think it works
by detecting anything that gives oV a vapour that
can be sensed by the machine.

Q392 Ms Buck: Crack houses: how eVective do you
think the antisocial behaviour legislation has been in
enabling faster and more eVective closure of crack
houses, which are an absolute blight to communities,
as I know very well from experience?
Mr Pearson: It has been eVective. I think it has also
been very popular. In London where a crack house
has been closed down, the neighbours have actually
come out and applauded the police while they have
been boarding up the premises. We have not seen any
displacement from that onto the streets either, which
was a fear.

Q393 Ms Buck: They are quite separate markets, are
they not?
Mr Pearson: Yes. A crack house generally is
somewhere people convene to smoke crack and not
just to buy it. They are unlikely to want to hang
around on street corners for any time smoking crack.

Q394 Ms Buck: What are you able to tell us in terms
of the trend to confirm what you are saying? How
many crack house closures were happening a year
before the introduction of the 2004 Act and how
many do you think you are now able to close? If you
do not have those figures, perhaps you would be
prepared to write to the Committee with them?

Assistant Chief Constable Matthews: I can certainly
give you figures in terms of the closure of crack
houses. You did ask about how eVective the
legislation was. We are seeing some problems in
terms of how the courts are interpreting the use of
the legislation. The legislation refers to being able to
require an immediate closure and then within 48
hours requiring the courts to endorse that with a
closure order. However, a number of respondents, as
they are known, because they are not defendants
under this legislation, are going to court and stating
that they have not had suYcient time within 48 hours
to consult with their legal advisers, and courts are
adjourning sometimes for two, three or four weeks
at a time. This inevitably leads not only to the
movement of drugs where the individuals concerned
can get back to the location and move drugs around,
et cetera, but continues to cause a problem within
communities, especially when the communities have
been witnesses and have brought the matter to the
attention of the police. There is an issue there about
which ACPO are concerned. In terms of closures, we
have the details up until September 2008, since the
legislation was brought in, and a total of 1,757 crack
house closure orders were issued during that period
of time.

Q395 Mrs Dean: Can you explain in simple terms the
“street level up approach”?
Assistant Chief Constable Matthews: Yes. In simple
terms, it is an ACPO-led initiative but it is a
partnership initiative including our colleagues from
SOCA. The idea was that we start to link from the
street upwards the chain, the connection, of drug
supply, so seizing drug users, getting from that
information who the drug supplier was locally and
from the drug supplier who the importer was. It has
been quite a successful way of doing business
because it has opened up channels for exchanging of
information; it is making sure we are all harmonised
in terms of targeting individuals; and it is producing
increased intelligence, although it is diYcult at the
moment to determine exactly what that increase
looks like and work is going on to try to put a figure
on that. In a nutshell, that is what it is.

Q396 Mrs Dean: Can you give us an example of
where it is diVerent from what has been used in the
past? Could you explain whether it is really a new
approach or that is just how it has been done but a
new name for it?
Assistant Chief Constable Matthews: The subtle
diVerent from the past is that it is a joined-up
approach. In the past probably the Police Service has
been as guilty as any of the other law-enforcement
agencies of operating in isolation. Clearly we now
recognise the huge value of operating with our
colleagues from SOCA, UKBA and others to have a
joined-up approach. Indeed, only in the last two
years we created the UK Drugs Nexus Group and
that is a multi-agency strategy group designed just to
focus on how together we can target the drug supply
from importation all the way through to user.
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Q397 Tom Brake: Just on that point, I think the
Committee would probably be surprised that the
police have apparently recently decided the best way
to deal with this crime is to talk to the users and then
go further up the chain. Probably most Committee
Members would have thought that was what you
were doing already. It is a fairly straightforward
approach. I wonder whether there are perhaps any
other examples that you can think of where similarly
the police need to be adopting a joined-up approach
in relation perhaps to tackling other crime because it
seems so straightforward that that is what you
should be doing.
Assistant Chief Constable Matthews: I think we have
always sought to have a joined-up approach but the
reality is that this is about being able to use the assets
of other agencies as well as our own frankly to get a
bigger bang for our bucks in terms of the investment
we are making in this. We operate on an intelligence-
led approach at the end of the day. We seek not to
react to crime; we try to be proactive around it. In
terms of using this type of approach for other crimes,
we do that. It is as simple as that. Organised crime
groups are operating up and down the UK now. In
the last 18 months we have collaborated with
UKBA, with SOCA in particular, with Inland
Revenue and we have mapped who those crime
groups are, where they are and who the individuals
involved in them are. We are jointly targeting them
and, if you like, almost carving up the ownership for
that. You could argue that we should have been
doing this years ago. Frankly, we did not always
have the capability or the technology to do it and
technology has taken us a long way forward.

Q398 Patrick Mercer: Assistant Chief Constable
Matthews, may we take this a little further? Since the
introduction of the Proceeds of Crime Act in 2002,
how many cocaine-related assets have been seized by
yourselves?
Assistant Chief Constable Matthews: I was warned
that this question could come up. The ACPO
position is that it is not measured purely in terms of
cocaine. Basically, under the Proceeds of Crime Act
we will target organised criminals. Your average
organised crime group is into just about anything
from robbery, thieving, counterfeit, prostitution to
drug supply. Therefore, when you capture one and
you go for a seizure, you take what you can get
through the court process. It is very diYcult to
determine from there what would be down to Class
A supply alone.

Q399 Patrick Mercer: I do understand that and I
accept that entirely. Is it true that the Treasury gets
half of all the assets seized?
Assistant Chief Constable Matthews: Yes, that is
true. 50% goes to the Treasury but I am advised that
is intended to be reinvested by the Treasury back into
supporting policing activity in the long-term.

Q400 Patrick Mercer: All right, but how can it be
true that you are reinvesting the proceeds to benefit
communities?

Assistant Chief Constable Matthews: The other 50%
is divided up between the Police Service, the courts,
the CPS and, certainly from the ACPO perspective,
we do reinvest anything we get back into putting
more policing back on the streets or more targeted
operations around drugs. I cannot speak for the
Treasury side.

Q401 Patrick Mercer: But if less than half has been
retained by the local community, how does that
statement stack up?
Assistant Chief Constable Matthews: Personally, if
you are asking my honest opinion, we would like to
get 100% back.

Q402 Chairman: I wonder whether we are actually
winning the war on drugs. As you know, there are
figures that show there is an estimated 35 to 40
tonnes a year entering the United Kingdom with a
street value of approximately £1.75 billion to £1.8
billion. This is a terrible figure, is it not?
Assistant Chief Constable Matthews: It is a shocking
figure, Chairman. Another figure that I think is
equally relevant is that in the last 18 months police
seizures in the UK have shown that the vast majority
have been less than 10% purity.

Q403 Chairman: Is that seizure in terms of tonnage
or value?
Assistant Chief Constable Matthews: I do not know
the exact figures of tonnage or value. I do not have
those in front of me.

Q404 Chairman: I have figures for what is going in
which indicate to us that we are not winning the war
on drugs. We have SOCA, the police and all these
other agencies, the UK Border Agency, all giving
evidence to us today, but we are still the second
highest user of cocaine in the whole of Europe?
Assistant Chief Constable Matthews: Yes.

Q405 Chairman: That must be a cause of concern
for you?
Assistant Chief Constable Matthews: It is a cause of
extreme concern. I can tell you that it is not diYcult
to find it wherever you go on the streets.

Q406 Chairman: What has happened to Mr
Halliwell? He stood down as the drugs czar some
time ago. We are trying to find him. We would be
grateful if you could help us find him.
Assistant Chief Constable Matthews: We can
probably find a location for you.

Q407 Chairman: Were you disappointed that Mr
Halliwell was not succeeded by another drugs czar?
We had someone who co-ordinated all this policy
appointed by the Government, he then stepped own
and now we have no-one co-ordinating.
Assistant Chief Constable Matthews: What I would
say to that is that it is always useful to have a single
point of contact. However, ACPO divides itself into
a number of committees, on one of which I sit, which
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is the ACPO Drugs Committee, and part of our role
is to co-ordinate UK policing activity, which we do
and do successfully.

Q408 Martin Salter: Mr Matthews, can I go back to
the Proceeds of Crime Act? It is very easy for the
police to say “Give us all the money”, you are good
at that, but given that you are often pursuing the
same group of people time and time again who re-
oVend and re-oVend, and that we have a complete
lack of resources for eVective treatment
programmes, particularly in urban areas like
London and Reading, which I represent, is there not
a powerful case for some of this money from the
Asset Recovery Agency to go into drug treatment
programmes so that we do not have quite so many
addicts running around committing acquisitive
crime in the first place keeping you all very busy?
Assistant Chief Constable Matthews: Most of those
in drug treatment programmes are people who are
serious drug addicts, normally heroin and crack
cocaine addicts, and as such they cause us the
majority of problems in terms of crime in this
country. Their habits are so bad that the volume of
money that they have to come by by dishonest
means to pay for their habits, £600 a night habits,
clearly speaks for itself in terms of the impact on the
community, the harm that does and the stretch in
police resources that then comes from that.
Personally, and I am sure ACPO would agree with
this, I would support anything that would enhance
the capability of assisting those individuals to come
oV drugs. If that meant using some of these assets
seized to be diverted in that way, I would not have
any objection.

Q409 Martin Salter: Surely there are three elements
to any eVective drugs programme. There has to be
education, enforcement and treatment. Perhaps
sometimes we put the ball too much in your court
and not enough emphasis on treatment, which is
actually going to reduce drug-related crime more
eVectively than constantly putting resources into
enforcement. Is that so?
Assistant Chief Constable Matthews: I would say
that one of the most successful schemes operating at
the moment is the prolific and priority oVender

Witnesses: Mr Brodie Clark, Head of Border Force, and Mr Mark Fuchter, Deputy Director of Border
Force, UK Border Agency, gave evidence.

Q413 Chairman: Mr Clark and Mr Fuchter, thank
you very much for coming to give evidence to us
today. Mr Clark, if I could start with you: the UK
Border Agency, which is supposed to protect the
borders of this country, let in 45 tonnes of cocaine
last year. This must be something of an
embarrassment to all of you.
Mr Clark: I do not think we are at all embarrassed
by the work that we deliver at the border and the
performance over the last few years has been
excellent in terms of dealing with the seizures of
illegal drugs coming into the UK. We have certainly

schemes up and down the country; that is obviously
a combination of police, drugs workers and
probation. We have found that to be a really eVective
joined-up way of dealing with the problem because it
carries all three of those elements. Most forces have a
limit on the number that they can manage at any one
time. If we could expand those schemes through the
diversion of some of this money, that would
probably be a popular thing for the forces.

Q410 Mr Winnick: Mr Matthews, picking up your
response to the latter questions of the Chair, we all
agree that cocaine is a highly dangerous drug and it
would be most desirable if no-one took it, but as long
as there is a demand for it, are you really telling us
that this war is going to be won and can be won? The
answer really is “no”, is it not?
Assistant Chief Constable Matthews: Certainly the
war cannot be won by policing alone. You cannot
police this problem out. It is a problem for the UK,
but I do believe that measures that are being put in
place are significantly mitigating against the risks
that this problem represents at the moment.

Q411 Mr Winnick: As long as demand exists, the
gangsters and all these other criminals involved will
ply their trade at every possible opportunity. It is
really a question of how demand can be reduced.
That is the crux of the matter.
Assistant Chief Constable Matthews: Without any
shadow of doubt, I concur with that. I was talking to
somebody in the cells only two weeks ago who was
arrested for possession of cocaine. When I asked the
question “Why do you do it? Why do you take it
when it could be dangerous for you?” he said, “You
know what? It costs about the same as two or three
pints of lager and I get a bigger buzz out of it”. There
is your demand.

Q412 Chairman: If you could help us track down Mr
Halliwell, we would be grateful. We have been trying
to do so for a few weeks and we cannot find him.
Assistant Chief Constable Matthews: We will
certainly do so.
Chairman: We may write to you again requesting
some statistics and other information. We are most
grateful. We know that you are both extremely busy.
Thank you very much.

achieved and exceeded the targets that are set for us
in terms of our seizure operation and we have
developed enormously the links and relationships
with other law enforcement agencies in terms of
addressing and working with the issues of harm
around both cocaine and heroin coming into the UK
both at the border and upstream..

Q414 Chairman: Do you think you are therefore
going to do a better job than HMRC because clearly
many of these problems are inherited? We now have
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one joint operation, which is headed by yourself. Do
you feel that this is going to be as big a priority for
yourselves as it was in the past, more of a priority
than, for example, illegal immigration? Where does
the cocaine trade end up on the checklist that you
have?
Mr Clark: I sense two issues there, if I interpret that
right, and one was around the capability of the new
Border Force in terms of pooling Customs and
Immigration resources together. I have no doubt at
all that we are already recognising clear evidence
from that pooling together of a much larger
workforce, so 4,000 from Customs, 4,000 from
Immigration, and our workforce of 9,200 people at
the border with a much greater flexibility in terms of
dealing with people and goods, the powers to deal
with both, and we have now trained over 3,000 staV
in the skills relating to the disciplines of the other
agency. That capability has been hugely enhanced,
therefore, as a consequence for the Border Force. In
terms of targets and priorities, Class A drugs remain
one of our uppermost concerns and considerations.

Q415 Chairman: “Uppermost” sounds like quite a
wide band. When you meet the Home Secretary, in
terms of banding, where would it be as far as the list
is concerned? “Uppermost” sounds quite vague.
Mr Clark: Forgive me for using that word then. It is
one of the key performance targets that on a very
regular basis we report on to the Minister, Phil
Woolas, and to the Permanent Secretary, Sir David
Normington. It is amongst the top key targets for
delivery of the UK Border Agency.

Q416 Chairman: Top three maybe? Top two?
Mr Clark: There are a number of key priorities for
the UK Border Agency. The issue around seizure
and intelligence and working with other
enforcement partners in respect of Class A drugs is
one of the high level targets.

Q417 Chairman: Mr Fuchter, you have 9,200 oYcers
responsible for securing borders—9,200 people who
could presumably ring you up at any time and ask
for instructions. How many of those are actually
targeted towards the cocaine trade as opposed to
illegal immigration?
Mr Fuchter: As a generality, most of our targeting
eVort is actually based on criminality itself, the sort
of indicators some of which I hope you saw
yesterday: the profiling and targeting that is going
on. It is looking more at criminality. We do target
flights and other routes that are high risk for cocaine.
We cannot give a number for that because that
number will vary over time. We do not allocate
resources in a ring-fenced way to do with any one
particular commodity.

Q418 Chairman: Mr Clark, have there been any
tensions as a result of the merger between these two
organisations, obviously under you as the new Head
of the Border Force?
Mr Clark: These are two organisations with very
long and fine distinguished histories and cultures.
We have moved those two organisations and

produced a high level of integration over the last 12
months, which is delivering more eVective outcomes.
There are personal histories that people have had
with the legacy organisations, of course, but very
clearly both parties to this integration recognise the
sense of creating the one organisation, recognise the
value that is coming from that, and are keen to move
forward and deliver the new organisation and a
higher level of performance.

Q419 Tom Brake: Mr Clark and Mr Fuchter, does it
worry you that some of your own oYcers believe
that you have downgraded the work of drug seizures
to focus instead on ensuring the queues are reduced,
and that is reflected, they would suggest, in your
UKBA leaflet which sets out your priorities, which
makes lots of mentions about cutting queues but
very few references to drugs?
Mr Clark: It does worry me if that is the perception
of oYcers.

Q420 Tom Brake: What are you doing to address
that?
Mr Clark: I am continually making very clear the
message of what our priorities are and how we are
delivering against those priorities. Queue lengths are
important in terms of dealing properly and
responsibly with the travelling public into and out of
the UK, but the issues around criminality,
particularly serious criminality linked with Class A
drugs, are more important concerns. That message
coming from me is clear and has always been very
clear. There will be times at ports when there is
pressure on them to manage queues, but that is not
in any way to denigrate the requirement for
delivering against Class A drugs seizure targets.

Q421 Tom Brake: Mr Fuchter, can I ask you if you
have any specific responsibility perhaps towards
oYcers who were Customs OYcers in terms of
addressing the concerns of clearly some of them
about the priority that is now given to that work?
Mr Fuchter: I have policy responsibility for drugs
and a range of other prohibited and restricted goods
that we have brought into the Agency to integrate in
the way that Mr Clark has described. I do not
actually see the fear. I get feedback that oYcers on
the ground are integrating quite well; they are going
through each other’s training courses. We are getting
some benefits at a working level. I do not know
whether you would have seen anything like this
yesterday, but we are having people picked up at the
primary checkpoint who are of interest for Class A
drugs. What I take from that is that we will be in a
better position for our targeting eVort.

Q422 Martin Salter: Gentlemen, I am worried that
we might have initial overload here. HMRC
transferred its responsibility for criminal
investigation and intelligence work on drugs to
SOCA in April 2006; we had day-to-day
responsibility for operational enforcement from
HMRC to the UK Border Agency in April 2008;
UKBA has come about comparatively recently,
which came out of BIA, which then came out of
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IND. I understand that detections that are not
adopted by SOCA may be investigated by HMRC’s
referred investigation team. Is there not a danger—
and you would not be human if you did not
recognise the dangers here—that there could be gaps
in the system and important investigations could fall
through those gaps if not picked up by either UKBA
or SOCA?
Mr Clark: I think, in terms of the reshaping of the
organisation, that it is very clear in terms of
outcomes and performance that that is the right way
to go. I think the joining of Customs detection with
Immigration has been good and it is improving
performance and capability and flexibility and
resources that can work on some of the key high risk
issues for the UK. The picture has not finished yet.
The referred investigation team has got to come over
from HMRC into UKBA. That will happen on 9
December and that will then give UKBA the
capability to investigate a range of the issues arising
from drug seizures at the border. Then there has to
be, and there already are, a number of agreements
and MoUs in place with other key law enforcement
agencies to recognise where one area of jurisdiction
stops and the next begins. I think the relationship,
for example, between ourselves and SOCA is
improving constantly and is at a very positive stage
at this point, and we continue to build and develop
that through an MoU in terms of who deals with the
outcomes from seizures and how particular levels of
seizures are managed. I understand the risk and
UKBA is alive to the risk and UKBA continues to
work at narrowing gaps or looking for gaps and
identifying areas where the fullest focus might not be
there and we will work to mitigate that.

Q423 Martin Salter: You say that the
amalgamations have improved performance. Can
you give us some examples of where it has done so to
justify that statement? For example, have
performance indicators risen, have targets been met?
Mr Clark: In the course of last year, which was the
very first year of beginning that integration process,
the performance delivery—and I choose for the sake
of this conversation issues around commodities and
seizures—in every respect equalled or exceeded the
performance of HMRC on the previous 12-month
period. Now, that was a year against which there was
a huge amount of change taking place as well within
the UKBA and where we were going through the
process of training 3,000 staV in the skills of the
other side of the house, as it were. I think in those
circumstances that has been a very, very good
performance, and part of that is clearly attributable
to the flexibilities and the capability coming out of
the increased and more flexible workforce.

Q424 Martin Salter: Would you expect seizures to
continue to rise as you become more eYcient?
Mr Clark: There are a number of issues around that.
We are doing more work overseas. As you do more
work overseas, less of the commodities come into the
UK and that has an impact on seizure figures. We are
working more with other agencies and increasingly
providing information, intelligence and data to

them. That may mean that they get some of those
seizure figures on issues that we do not. There are
world trends and markets around some of the key
commodities. That will impact on the sheer scale of
the kind of operations and whether we are able to
equal or exceed previous years’ figures. For me, that
is why, frankly, a numeric figure about seizing in the
UK needs a much broader view around outcomes,
strategic direction and partnerships, and that is the
area that we are continuing to work within and that
is an area that Mark particularly is leading on in
terms of the future work of the UKBA and the
Border Force.

Q425 David Davies: Mr Clark, when we visited
Schiphol last month we were told that they intercept
something like 30% of all the hard drugs coming in
and that the average in other European airports is
14%. What do you make of those figures?
Mr Clark: I think it is very diYcult to know what
you have seized and detected balanced against what
has successfully come into the country. I do not have
figures on that and am not able to make a
comparator with what the Dutch presented you
with.

Q426 David Davies: Do you think that those figures
are feasible? Is it possible that Schiphol is finding
more than twice as much as other airports, including
Heathrow? Have you been over there to see what
they do? Are they doing something diVerent from us
or more of it perhaps?
Mr Clark: I have not been over and examined their
commodity work in respect of drugs and may, as a
consequence of this, seek that opportunity. If those
figures ring true, then there should be something that
we should clearly be learning from the Dutch and
their work at both Schiphol and presumably
Rotterdam and other key ports that they have, but I
do not know the answer in terms of the comparator
figures. If we have things to learn, we should learn
those.

Q427 David Davies: One of the things they say they
do is to target very much based on nationality and
on planes. I think there is another question on this in
a minute, so I am not going to go further on that. I
might come back to that.
Mr Fuchter: If I go back to the point about Schiphol
and the percentages, I think it depends on the
context. I did want to make the point that we work
quite closely with the Dutch through a couple of EU
fora. There is a Customs Co-operation Working
Group under the Third Pillar. We are exchanging
information with them on a daily basis anyway and
we do undertake joint exercises and there is one
ongoing at the moment under the auspices of the
World Customs Organization about cocaine in air
traYc. We do not see a huge diVerence in those
percentages but it can depend on whether you are
talking about one particular route or the totality.

Q428 Mr Streeter: Mr Fuchter, you gave us a written
submission. Of course you used to be part of
HMRC, which we are all familiar with as running
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the tax credit system in this country that gives so
much distress to our constituents, as well as benefits
of course occasionally. You state in your submission
that you are taking “a targeted, risk-based approach
to intervention that is intelligence led”. There is quite
a lot of jargon there. Are you not saying the same
thing three times over? Can you unpack that for
us, please?
Mr Fuchter: I apologise for the jargon. That is
typically our jargon. Looking at that paragraph in
the round, a wide range of goods are covered by EU
and UK legislation, a point I made at the beginning,
and we find them by looking for criminal patterns of
behaviour. Moving on to a “targeted, risk-based
approach”, I think you saw in quite some detail
yesterday some of the targeting information. I would
not want to expose too much of that in the public
domain. The point in essence is that we are not
standing there doing random checks relying on
serendipity. We have to target to make eYcient use of
our resources. There is no other way with the
volumes of traYc and the speed with which traYc
comes through, and indeed we do have an obligation
not to hold up the legitimate traveller.

Q429 Mr Streeter: Frankly, having seen the
operation yesterday, it is hard to think of what more
could be done than is being done, so I do accept that
point. This is a specific question. We were told in
Schiphol, and again it was referred to yesterday at
Heathrow, that involvement in cocaine smuggling is
rife amongst baggage handlers and certainly was at
Schiphol. Obviously a chain is as strong as its
weakest link. What is the experience at Heathrow or
in the UK at major airports in terms of baggage
handlers being involved in this process, being
apprehended, being prosecuted? Can you give us a
picture of that, please?
Mr Fuchter: The high level picture is that we are alive
to the fact, I would not say just with baggage
handlers, but we accept that there can be a risk with
any employees in an area like a large airport and we
have had some cases over the years. We are well
aware of what has happened in the past. It is rather
diYcult to say too much in the public domain and I
would not want to accuse the baggage handlers per
se, but we are aware of cases that do look to bring
drugs through so that they do not have to go through
oYcial customs controls.

Q430 Mr Streeter: Just moving on to Mr Clark,
earlier you touched on targets. Of course we do not
know what we do not know, so we do not really
know how much cocaine enters, but SOCA has
estimated that 35,000 to 45,000 kilograms of cocaine
enter the UK annually. Your target, Mr Clark, is
2,400 kilograms, about 5%. If SOCA are right on
this, do you think capturing 5% of cocaine coming
in is a realistic target?
Mr Clark: It is the target we have and have inherited
from HMRC. We will go through, in the course of
the next few months, a conversation around what
that target might be for 2010–11. If and as our
capability is improving, then we would certainly
want to stretch in terms of what we can deliver on

seizures at the ports. I think there are a number of
questions, however, that I alluded to earlier on about
where one wants to make the interventions and
where one wants to make the seizures. We are
increasingly looking at a much more international
approach to that and an overseas approach, and we
have Operations Airbridge and Westbridge running,
both in Jamaica and in Ghana, which are both very
key, or have been key, in terms of a source for illegal
drugs coming into the United Kingdom. We think
that has had very good outcomes and results. Within
the UKBA, of course, we also have an international
arm to the organisation, which is one of the other
benefits of joining this up together. We have 3,000
staV working overseas.

Q431 Chairman: We will be coming to the overseas
section in one moment.
Mr Fuchter: May I please add that there is another
dimension to that answer about the quantity of
drugs, if I may. Back in 2005, when we were
preparing ourselves for the formation of SOCA, we
had a debate within Customs along the lines of what
targets should we set for ourselves. Alongside the
targets for seizures of powder—heroin and
cocaine—that you see from our targets, you will also
see some high level indicators around support to
SOCA and other law enforcement agencies. The
strategic approach we took then was deliberately to
say that alongside those seizures we will make
interventions and undertake checks on behalf of
SOCA in particular but other agencies, particularly
counter-terrorism, if they approach us.

Q432 Chairman: Did you just tell this Committee
that you set your own targets?
Mr Fuchter: No. We proposed those targets and they
were accepted.

Q433 Chairman: Who sets your targets?
Mr Fuchter: They were set by the Treasury. The
Treasury certainly accepted that proposal. The
proposal coming from us was that we needed to
ensure that our border interventions continued to
support SOCA.

Q434 Chairman: The Treasury sets your targets.
What role does the Home Secretary have in all this
since he is responsible, in eVect, for policing the
cocaine trade? Does the Home Secretary not get
involved in setting your targets?
Mr Fuchter: I think at the time those targets would
have been cleared with the Home OYce certainly,
yes.
Mr Clark: Can I try to clarify that? The Home OYce
has got responsibility for drug-related issues. We are
currently in conversation with another part of the
Home OYce in terms of looking at the targets that
would be suitable and appropriate for next year,
looking at both outputs, outcomes and the strategic
background to that, and they will then be signed oV
by the Home Secretary.
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Q435 Chairman: So at the beginning of the year the
Home Secretary will send you a letter, “Brodie Clark,
your target for seizures is X and if you get it, you will
get your bonus; if you do not, you will not get your
bonus.” Do you get a letter like that?
Mr Clark: I kind of wish it was that simple really, but
it is of that kind, yes.

Q436 Bob Russell: I am still trying to come to terms
with the fact that the Treasury is setting the targets,
butperhapswewill re-visit thatone.MrFuchter,your
written submission states that figures on cocaine
seizures, prosecutions and convictions do not take
account of UKBA’s upstream activity—another
term I have learnt today. Can you please provide us
with figures also assessing your upstream activity?
Mr Fuchter: To be honest, we cannot give you the
entire picture. We do know that since we have been
engaged in Operation Westbridge in Ghana the
governmentauthorities therehavereported tous that
they seized something like 690 kilos of cocaine as a
resultofour support,but that is aboutacontribution,
so that is not a seizure that we have made and we do
not score it against those targets, and similarly with
Operation Airbridge in the Caribbean.

Q437 Bob Russell: In football terms, that is a non-
league result, is it?
Mr Fuchter: You could say that. Actually, we think
that is particularly valuable because it is a very good
point at which to take out the drugs, even if it is
another agency taking that out because we are
committed and we have to collaborate as much as
we can.

Q438 Mr Winnick: There is a particular problem, is
there not, Mr Clark, in the way in which these drugs
are smuggled into Britain? You have, I think you call
it, Operation Airbridge whereby you try and detect
those who are carrying drugs in one form or another,
in body cavities and the rest. Is that quite common?
Mr Clark: I am sorry, Operation Airbridge is an
operation that we run in Jamaica and we have
deployed a number of staV in Jamaica for some years
now and their role there is to work with the Jamaican
constabulary to train, mentor, upskill and look at
technologies that might be appropriate in stopping
drugs leaving Jamaica. Indeed, we have seen a
significant drop in the seizures from Jamaicans, or
people coming from Jamaica, as a consequence of
putting Airbridge in place. It is our preferred option
to stop people bringing the drugs to the UK in the
first place.

Q439 Mr Winnick: When your organisation is not in
a position to stop that, the fact is that people are
found, are they not, carryingdrugs in various parts of
their body?
Mr Clark: The three main ways in are through some
kind of freight entry into the UK, or a passenger or
tourist bringing it with them as part of their baggage,
or individuals putting it inside their body and seeking
tobring it intotheUKinthat fashion.Freight isbyfar
the greatest entry point of illegal drugs into the UK.

Q440MrWinnick: Ihavebeenlookingat theannexto
the memorandum which you have submitted jointly
with Revenue and Customs and you have illustrated
some cases. For example, we are told that in 2008 UK
Border Agency oYcers arrested four passengers
attempting to smuggle 20 kilograms of cocaine which
was taped to their bodies as they disembarked from a
P&O cruise liner in Southampton, and they were
jailed for a very long period of time, 48 years. Is that
common?
Mr Clark: People seeking to strap drugs to them or
put them inside their bodies does happen. It is a way
of bringing drugs illegally into the country. It is not
accounting for the biggest volumes of drugs coming
in, that comes in through freight, but the work that
happens at ports and airports is designed largely to
deal with the tourists coming in who are behaving in
that sort of way, and we have increasingly rolled out
technologies that help our staV, whether that is in the
formof x-ray capability, whether that is in the formof
particular pieces of x-ray machinery that can look
inside the body, and we are increasingly deploying
sniVerdogs.Wenowhave40 to50 sniVerdogs thatwe
deploy at particular ports at particular times. I would
want to link it up to the expression that was used
earlier about intelligence-ledand targetedbecausewe
cannot be at all points of potential entry at the same
time. We have to target in line with the intelligence,
the information and the material we get from other
agencies, and indeed from ourselves.

Q441 Mr Winnick: You mentioned Operation
Airbridge as working with the Jamaican authorities.
Is Jamaica the main culprit when it comes to drug
smuggling cocaine into Britain?
Mr Clark: Operation Airbridge has been a huge
success and has stemmed much of that drug
movement from Jamaica to the UK. There are other
counties which feature as very significant.

Q442 Mr Winnick: Would you like to mention one or
two of the countries which are also main culprits?
Mr Clark: I think the source countries tend to be
South American; that is where the cocaine comes
from. You will have heard that many times. There are
a number of routes from South America: one route is
across to the west coast of Africa, and that is why we
have Operation Westbridge in Ghana; another is to
Spain; and then another is straight into Europe.
Those are the routes from the west that come to the
UK, and we use intelligence and targeting to know at
which time we need to give the greatest emphasis in
terms of deploying our resource.

Q443 David Davies: I wondered to what extent you
feel comfortable, to use a phrase, in stereotyping
people. Obviously it is not something you want to do
too much but, on the other hand, there does seem
overwhelming evidence that certain nationalities are
more involved in this crime than others.
Mr Clark: You will have heard some of this on your
visit yesterday. I do not think that the source and the
illegal activity associated with drug traYcking
necessarily fits with particular nationalities. The
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organisers may well do and the countries of origin
are quite clear, but the ranges of nationalities that are
detected at the border coming through are many.

Q444 David Davies: Let me just play Devil’s
advocate with you for a minute. There are some
people who might suggest that political correctness
and a fear of being seen to be racist or stereotyping is
preventing you from targeting people who are more
likely to be involved in drug smuggling than others.
Although you may talk about a range of
nationalities, is it not the case that people might well
have a British or an EU passport but will be two or
three generations removed from the countries which
are causing us a problem? Jamaica, I am afraid, may
well be one of them.
Mr Clark: Being politically correct is of course
important, but that does not get in the way of a
proper intelligence-led and profiled activity in which
we target people coming into the United Kingdom,
and my staV know that.

Q445 David Davies: Do you collect records of the IC
Code (that is the code that the authorities use to
determine ethnicity) of those who are arrested for
smuggling drugs and, if so, would you be willing to
let us have those figures?
Mr Clark: The nationality of those—

Q446 David Davies: Not the nationality, the
ethnicity?
Mr Clark: I do not know the answer to the question.
If we have that, we will.

Q447 David Davies: When the police arrest
somebody, they make a note of their ethnicity. Do
you do that?
Mr Fuchter: In terms of seizures, we do not collect
the ethnicity; we will collect the nationality. With
arrests for criminal investigation, the ethnicity
certainly used to be recorded; I am sure it still is.

Q448 Chairman: I think on the form that we were
shown yesterday—and to explain to those who were
not at that meeting, the Committee visited
Heathrow Airport Terminal 4 to look at your
operation there—for a voluntary inspection there
was the question of ethnicity, but of course you
target according to flight origins, do you not? You
know there are certain countries, and you mentioned
Jamaica for example; otherwise you could not, with
a force of 9,200 people, target absolutely everyone.
You have to have a degree of targeting. We accept
that. We had evidence from the police today and they
gave us age groups that they targeted, so presumably
you do targeting?
Mr Clark: We do have targets, yes. Indeed we target.
Part of it is for countries where we have intelligence
that would suggest that—

Q449 Chairman: I think what Mr Davies wants to
know is whether you have profiles of certain people
who you are more likely to want to stop than not. We
understand the flights issues, but as for profiles, for
example looking at this Committee now, if you were

deciding to search one of us, would you have a target
that would make one more likely to be searched
rather than another?
Mr Clark: Yes, indeed we do, Chairman. We do have
profiles in that sense and we need to advise our
frontline staV what they are looking for, and that is
based on the intelligence that we glean and that is
turned into the kind of package and targeting
process that frontline staV can deliver on our behalf.
Chairman: We will not ask you which one of us you
would want to search!

Q450 David Davies: Are you able to write to us with
details then of the ethnicity of those arrested for
drugs smuggling?
Mr Fuchter: That information is currently held by
HMRC. I assume that is available.

Q451 Chairman: Any information of that kind
would be very helpful to the deliberations of the
Committee. Thank you very much.
Mr Fuchter: Just to make a point though, there is
nothing in the immediate characteristics about any
Members of this Committee that would influence
our targeting either way.

Q452 Bob Russell: That is disappointing!
Mr Fuchter: It is where you have been, where you
travelled to, who you may have connected with, et
cetera.
Chairman: A very diplomatic answer, Mr Fuchter.
Martin Salter: Could I just advise you that David
Davies has got Eastern European connections and
therefore should be your number one target given
the traYcking routes through Central Europe.
David Davies: And Chinese ones as well.
Martin Salter: Exactly.
Chairman: Mr Davies’ antecedents should be left on
one side. Martin Salter; we know you are from
Reading.

Q453 Martin Salter: Yes, therefore a target. Your
joint submission states that you are looking to
extend European co-operation building on the
success of the Airbridge and Westbridge models. We
recently had a visit to Prague looking at human
traYcking, but obviously the patterns of smuggling
are the same whether it is guns, whether it is
contraband, whether it is humans or drugs. Surely
you are looking at more than just rolling out models
around Airbridge and Westbridge in terms of cross-
EU co-operation. Can you give us a bit of a flavour
of your plans and ambitions and aspirations in
that area?
Mr Fuchter: Firstly just to remind you that we are
working closely with SOCA so SOCA will be doing
more overseas than we are, but as well as extending
the bridge-type model and project if we can,
particularly with other like-minded EU Member
States who may want to collaborate with us—and
that is the point we mention there—we will do things
like oVer training overseas. We did train, for
example, Brazilian customs to enforce cocaine
controls at their outbound controls at some of the
international airports there. We will collaborate with
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other EU Member States on specific projects. For
example, we recently sent deep rummage teams to
the EU border in Greece to reinforce operational
activity there and again to help train and mentor.

Q454 Chairman: Mr Fuchter and Mr Clark, thank
you very much for giving evidence today. On behalf
of the Committee, whenever we have sought

Witnesses: Maria Eagle MP, Minister of State, Ministry of Justice, and Mr Ian Poree, Director of
Commissioning and Operational Policy, National OVender Management Service, gave evidence.

Q455 Chairman: Minister, good morning, I
apologise for keeping you waiting; the subject
matter of the inquiry is of such interest to this
Committee that we have had to ask additional
questions of witnesses. How many users of powder
and crack cocaine are there currently in our prison
system?
Maria Eagle: Chairman, can I say it is a pleasure to
be here even if we have had to wait for a few minutes,
it is nice to get a bit of a rest now and then! If we look
at the numbers on the basis of those who have used
crack or cocaine up to a year before they come into
prison, which is the basis upon which we collect the
figures, the figure for adults for crack cocaine is 35%,
for young oVenders it is 15%.

Q456 Chairman: Please go a little slower. In the
prison system at the moment 35% of those in the
prisons are cocaine users?
Maria Eagle: No, have used cocaine for up to a year
before they come into prison. There is a diVerence
between the kinds of substances that are abused in
prison and what was done before they came into
prison.

Q457 Chairman: Who have used it in the past.
Maria Eagle: Have used it in the past, up to a year
before.

Q458 Chairman: How many for young oVenders?
Maria Eagle: 15% for young oVenders—that is
crack cocaine. The figures for powder cocaine for
adults are 23% and 35% for young oVenders. We can
produce for you tables of figures which give you the
full picture of that survey work that we do.

Q459 Chairman: That would be very helpful. On
entry into prison over half the people entering have
used cocaine?
Maria Eagle: If you add up—

Q460 Chairman: That is all I have done. My
mathematics is not perfect but I know it comes to
over 50%.
Maria Eagle: Yes, that is right. This is on the basis
of a recent study surveying prisoners when they
come in.

Q461 Chairman: That is a very, very high figure
indeed, is it not?

meetings—we went to visit Calais, we went to
Heathrow Airport yesterday—Mr Clark in
particular you have been extremely helpful in
facilitating our visits. We are extremely grateful for
your help and if there is any further information you
can give to this Committee, we would be very happy
to receive it. Thank you very much indeed.
Mr Clark: Thank you.

Maria Eagle: It is.

Q462 Chairman: As of today, do we know how many
prisoners actually use cocaine, either powder
cocaine or crack cocaine, in prison?
Maria Eagle: It is very, very few.

Q463 Chairman: But do we have a figure? “Very, very
few” is very imprecise.
Maria Eagle: On the basis of our random
mandatory drug testing statistics we can say that
0.2% of the positive findings are positive for cocaine
of some type and that is about 100 people. That
number has not changed since 1997 and we do not
consider that we have got a problem of cocaine
abuse in prison, which is not to say that some of our
oVenders who are in prison did not use cocaine
before they came into prison, either powder or crack.

Q464 Chairman: You are not unduly worried that
there is a lot of cocaine circulating within prisons in
England and Wales?
Maria Eagle: No, not unduly worried, no.
Chairman: Thank you.

Q465 Martin Salter: Presumably, Minister, we have
a serious problem with drugs being passed into
prison but I would not have thought that cocaine
would be the drug of choice for somebody locked up;
I would have thought people would not be looking
for stimulants and would be far more likely to be
looking for things to make them fuzzier than cocaine
does. Have you got any figures in terms of the
amount of heroin, for example, or other Class A
drugs that are being discovered? You have given a
figure for low incidence of cocaine use but there is a
relatively high use of drugs in prison today, is there
not?
Maria Eagle: Yes. We have various ways in which we
might count that. The random mandatory drug
testing is the best way of actually detecting drug use
because you have to grab somebody and test them
and if it is positive for a banned substance then that
is the basis of your numbers about what problem we
have. We can say that random mandatory drug
testing figures have been falling over the years and
overall in this last year 7.7% were positive for some
substance. That had fallen from 24.4% in 1996–97
and it has been on a downward path.
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Q466 Tom Brake: One of the earlier witnesses talked
aboutsomeusershavinga£600anighthabit; Iamnot
sure whether that was cocaine, crack cocaine or other
drugs but, clearly, if they need to raise that amount of
money this is driving crime. Do you have any feel for,
perhaps, in what percentage of crimes that are
committed someone has a cocaine dependency,
excluding the very obvious ones about drug
smuggling and possession?
Maria Eagle: There is clearly some sort of
relationship between drug use and crime. The Home
OYce Drug Interventions Programme shows that a
high number of those arrested for acquisitive crimes,
such as burglary and , test positive for use and the
majority of those arrested for acquisitive crime (73%)
are using heroin or cocaine at least once a week, they
are habitual users, and 26% who were arrested for
committing acquisitive crime reported taking heroin
or cocaine weekly. There clearly is a link but I do not
think it is completely obvious what the causation is
and whether it is the drug use that causes the crime or
the crime that then also has some more complex
interaction with drug use. Certainly, given those sorts
of numbers, it is not surprising that we have a lot of
people in prison who have had or have a dependency
problem of one kind or another.

Q467 Mrs Dean: Minister, could you tell us what
treatments for cocaine dependency can be accessed
through the criminal justice system?
Maria Eagle: I am glad to say that you can access a
full range of treatment in the community through the
Probation Service’s work, either being managed in
the community on licence or community orders, for
example, a full range of community drug treatment is
available there: the oVender substance abuse
programme, the addressing substance-related
oVending programme are available in the
community. In addition, in prisons there is a
comprehensive drug treatment programme in place
which addresses all drug misuse. Specifically for
cocaine you would be looking at clinical support for
those withdrawing from cocaine use and
psychosocial interventions which are provided
through our Counselling, Assessment, Referral,
Advice and Through-care Services (known as
CARATS for short), one of which there is in each
prison that will provide that kind of psychosocial
intervention.Thenwehavearangeofaccrediteddrug
treatmentprogrammes whichare designed to address
drug misuse in general, some of which are more
suitable for cocaine and crack cocaine dependency
than others. I would just like to say very briefly we do
haveanissue inourprisons.Thecourtssendpeople to
prisons for very varying lengths of time; if we only
have people on remand for a short period or
somebody for a very short sentence that severely
limits what kind of intervention we can oVer. If we
have somebody sent to prison for a long sentence that
gives us more possibilities, so we do try and design
interventions which enable us to at least oVer some
help to all of those people depending upon what kind
of substance misuse or drug they are involved with,

what the length of their sentence is and their
circumstances. We have a full range of interventions
available.

Q468 Mrs Dean: Are you able to give us numbers for
referrals to cocaine treatment across the National
OVender Management Service, completion rates of
treatment and success rates after a year? Do you have
those figures?
Maria Eagle: Yes, we do have those figures but
subject to some caveats in respect of the fact that
many of the people who are accessing these services
are engaged in polydrug misuse and so you cannot
necessarily completely isolate cocaine or crack
cocaine fromother substancemisuse.44%ofentrants
into prison treatment programmes reported crack
cocaine or powder cocaine as one of their two main
drugs of choice. In the longer higher intensity
programmes, the therapeutic communities and 12-
step programmes, that number goes up, so 72% of
those entering therapeutic communities, 65% of
those entering the prison 12-step programmes. In the
community the treatments that I referred to, the
oVender substance abuse programme, addressing
substance-related oVending, it is a much lower
number.Those reporting crackcocainewere19%and
7% reporting powder cocaine use. Again, we can
provide you with full sets of tables.
Chairman: That would be very helpful.

Q469 David Davies: Is prison therefore more eVective
in helping people get oV drugs than community-
based approaches?
Maria Eagle: There is broad equivalence. We do have
quite good completion rates.

Q470 David Davies: Can I just come back to things
you said earlier on? You said that it is harder to get
hold of hard drugs in prison and you have said that
whenyouhavegotpeopleon remand it isa shameyou
cannot do more with them even though, presumably,
if they come oV remand but are found guilty they go
back into the community, soeverythingyouhave said
to this point would lead me to believe that you believe
that prison is actually more eVective than
community-based sentences in helping people with
drug problems.
Maria Eagle: Not necessarily. It is important because
people are coming in and out of prison, whether it is
because they are remanded or given a community
sentence or remanded and then sentenced to a long
prison sentence. We need to make sure that there is
proper through-care from the one setting to the other
and that is increasingly what we have been trying to
do. In that sense, Mr Davies, if I might say, there is
more equivalencebetween theoutcomesandbetween
the diVerent settings than you might originally have
thought.

Q471DavidDavies:Yousaid it isharder togetholdof
hard drugs in prison than it is outside.
Maria Eagle: It is, of course.
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Q472 David Davies: You also said it was a shame you
cannot do more to help people who are in on short
sentences.
Maria Eagle: That is because of the length of time;
you can only do so much in three or four weeks with
somebody.

Q473 David Davies: Exactly, so you would rather see
longer sentences to help people more?
Maria Eagle: Longer sentences could be more
eVectiveat tackling for the longer termthat substance
abuse problem that an individual has. If you look at
what the National Treatment Agency say, they say—

Q474 Chairman: Are you saying in answer to Mr
Davies send them to prison for longer and that will
help them with their drug problem and that is better
than a—
Maria Eagle: No.
David Davies: I am on your side here.

Q475 Chairman: That is exactly what Mr Davies is
asking.
Maria Eagle: No, I am not saying that that is the only
way of helping people with their drug problem.

Q476 David Davies: But it would help people?
Maria Eagle: It would enable us to help them in
prisonbut ifwehavethrough-care thatputs theminto
community services that are just as eVective then it
does not matter where the setting is that they get that
help as long as they access the help.

Q477 David Davies: I believe you think I am being
hostile, but I am not, I am actually on your side here.
Maria Eagle: I am just trying to be clear.

Q478 David Davies: I am sort of agreeing with you
and I am just helping you to put this on the record,
something which you and I agree with, that if
somebody goes into prison and is kept there for a
longer period of time than is currently the case, and
we do not throw them into a cell and leave them to it
but we help them, we help them with their drug issues
andother thingsaswell,we havegotmoreof a chance
of rehabilitating those people and turning them
around. That is a statement of fact, is it not?
Maria Eagle: As long as they get help for their
addiction problems in whichever setting they are,
whether they are in the community or whether they
are in prison—

Q479 David Davies: But in the community they have
got more access to hard drugs, you said that earlier
on.
Maria Eagle: It depends upon the support they get in
the community. There is no reason why it cannot be
just as eVective.
David Davies: But the community is awash with
hard drugs.
Chairman: We need to move on; we take your point.

Q480 Mrs Dean: Regarding the figures that you are
going to let us have, the percentages are very
interesting and we need those but what we could also
do with is the actual figures of people who are going
into treatment throughout the National OVender
Management Service, the numbers who are
completing it and also the success rate. If we could
have that in some detail that would be helpful.
Maria Eagle: You can certainly have that in some
detail, we will send you the tables. I can give you the
headline figures if that would be helpful. The overall
completion rate for accredited drug treatment
programmes commenced in prison is 74%, the
completion rate for higher intensity things like
therapeutic communities and 12-step programmes is
slightly lower, as you might imagine, 50% and 62%,
and the completion rate for drug rehabilitation
requirements in the community has gone up to 47%
from 28% back in 2003.

Q481 Gwyn Prosser: Minister, there was a clear
pledge in the 2008 drugs strategy covering the issues
you have just been discussing with Mr Davies, that is
recognising that there is a need to manage better
oVenders during the time of transition between
custodyandthecommunity.Youhavespeltoutabout
half a dozen or more diVerent programmes that are in
place, but how confident are you that at that
vulnerable time when someone is released after a
short prison term—and by your own admission you
would not have had much time to correct matters in
that time—that thoseex-prisoners aregetting thesort
of drug treatment they actually need?
Maria Eagle: More confident than I would have been
if you had asked me a few years ago and that is partly
because we have been making up the deficit that we
have had in the past around clinical treatment. The
integrated drug treatment system which has been
extended across the entire prison estate now makes
arrangements for much better clinical handling
inside—equivalent to clinical handling you get
outside—so I am much more confident that through-
care means that people can access the appropriate
levels of treatment that work for them, given their
own particular circumstances, their drug misuse and
dependency problem that is individualised, they can
do it whether inside or outside prison. I am much
more confident now than I would have been a few
years agobecause theHealthServicenowinchargeof
drug treatment in prisons has raised the game in
prison to the level at which you saw it outside prison.

Q482 Gwyn Prosser: Briefly, on this issue of short
sentencesandthediscussionyouhave justhadthere is
a growing pressure to actually abandon short
sentences, is there not, in particular with regard to
women for some other reasons? What is your view of
that?
MariaEagle: I amwary of it althoughIam not saying
that there are not some merits to having longer
sentences in terms of eVectiveness.
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Q483GwynProsser:Iamnottalkingaboutextending
someone’s sentence in order to give them drug
treatment, I am talking about actually abandoning
short sentences.
Maria Eagle: I would have to have more of an
understanding of what you mean by that because
there would be a worry about courts and magistrates
simply up tariYng. There are some unintended
consequences to that. I am not saying it should not be
examined but there are some unintended
consequences.

Q484 Gwyn Prosser: I am talking about the criminal
justice system adjusting so that sentences of two
months, three months, six months, nine months are
just abandoned and other forms of community
enforcement are put in their place.
Maria Eagle: Or alternatively everybody gets a 12
months plus sentence, which is not necessarily what
you might want.

Q485 Chairman: What is the answer to Mr Prosser’s
question because it relates to Mr Davies’ question?
What you told this Committee is that there is a large
range of programmes in prison. The Committee is
getting the impression from you that you think there
ought to be an abandonment of shorter sentences,
that they should have longer sentences so they can
benefit from this wonderful treatment they get in
prison.
Maria Eagle: No, that would not be an accurate
reflection of my own views on this or the
Government’s views. The thing that I perhaps have
not got across fully enough to make the Committee
understand my position is that the equivalence of
treatment and the through-care we have now from
outside prison into prison and from inside prison
back outside the prison into the community is such
that I believe the treatment capacity is there, and that
people can access it whether they are inside or outside
in the community. I do not believe that just ending
short sentences and putting people into prison for
longerwould makeus more successful at dealingwith
people’s drug dependency problems.
Chairman: Thank you, that is the point we wanted.

Q486 Mr Winnick: Minister, is there any evidence
that making treatment a condition of bail or a
condition of sentence is more eVective than
otherwise?
Maria Eagle: I do not know of any evidence that it is
more eVective but it can be eVective. In part, of
course, prisons do provide an opportunity for drug
misusers to address drug misuse in a very structured
environment and perhaps their lives were not so
structured outside of prison, so for some people that
helps, but I do not think I am aware of evidence that
shows that it is better.

Q487 Chairman: On the question of bail and bail
hostels and in respect of the weekend’s reports of
somebody being murdered in one of your bail hostels
whichwas runby thefirmClearSprings, is theregoing
to be an inquiry into that?

Maria Eagle: There has been an internal inquiry into
the failings that led to that particular incident and, as
a result, in terms of the contract with ClearSprings
there have been some enforcement and rectification
arrangements put into place to make sure that the
failings that ClearSprings demonstrated in that
particular instance are very unlikely to be repeated.

Q488Chairman: Theyarekeeping their contract, you
are satisfied that they can carry on doing their job
eVectively?
Maria Eagle: In fact the contract is being re-
competed in the not too distant future so that, of
course, will be taken into account, the quality of the
work that they manage to produce.
Chairman: Thank you for clarifying that.

Q489 Mr Streeter: Minister, I want to talk about
sentencing in a moment, if I may, but first of all is it
part of the Home OYce’s responsibility to reduce or
try and reduce the number of people in this country
taking cocaine?
Maria Eagle: I am not a Home OYce minister, I am
from the Ministry of Justice. My job is to try and look
after people once they are sent into the prison system.

Q490 Chairman: Does that mean you do not talk to
the ministers at the Home OYce and say “I am the
Minster for Justice so it is nothing to do with me”?
MariaEagle:That isnotquitewhat I said,Chairman.
I did not say it was nothing to do with me.

Q491 Mr Streeter: Can I put my question again? Is it
part of the Government’s responsibility to try and
reduce the number of people taking cocaine in this
country?
Maria Eagle: To the extent that we are committed to
reducing reoVending, and we are, that has got to be a
key part of it.

Q492 Mr Streeter: This is certainly not an attempt to
trip you up. It has come to our attention as a
Committee that for every gram of cocaine taken in
this countryanacreorahectareof rainforesthas tobe
destroyedso that thedrugscanbegrown inColombia
or other parts of Latin America. Is that not an
important message that we could be getting across
and could you look into that to see whether the
Government could take a lead in that because a lot of
the “luvvy” types who take cocaine are not aware of
that.They want to save theplanet, wehear about that
quite a lot, but this would challenge them in their
cocaine use.
Maria Eagle: I am happy to take that away and come
back to the Committee with some response to that.

Q493 Mr Streeter: It is a serious point; thank you.
Drugs mules that we have been looking at, both in
Schipol and in Heathrow, people who swallow
cocaine in pellets to bring it into this country, what
kind of sentences are usually handed down to them
and why do you think they have not been more
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eVective in stopping people from doing this dreadful
thing?
Maria Eagle: They are being quite eVective partly
because they are deterrent sentences that are handed
out for that kind of behaviour. Many of these people
are women, of course.

Q494 Mr Streeter: Yes.
Maria Eagle: But not only. There are deterrent
sentences handed out and, again, we could provide
the Committee with statistics on this. It is always
diYcult when it is an illegal trade to be clear how
manyof these peopleyouareactually catchingandso
there are always caveats around statistics about
whether the incidence is going up or down, but we
believe that frommanyof theseplaces the incidence is
goingdown, inpartbecausewearedoinga lotofwork
in the countries concerned and part also because of
the deterrent sentences that are then handed down
and have been publicised better in the countries of
origin.

Q495MrsDean:Couldoneof theothermessages that
we try to get over to recreational users, particularly
celebrities, be the fact that the mules are actually
putting their own lives at risk in transporting the
cocaine into this country and other countries for
those recreational users to take?
MariaEagle:Yes, Iwill certainly takethatpointaway
and respond to the Committee on that as well once I
have consulted my colleagues.

Q496 Bob Russell: Minister, this is the Darlington
question which we are finishing with because the
Chairman wanted to save the best to last and I did
have a particular interest in Darlington, you will
appreciate that. Does the Government support the
roll-out of the pilot project in Darlington to prescribe
heroin to some heroin addicts on the NHS?
Maria Eagle: That piece of research, which has got
relatively small numbers but has had quite
interestingly positive results, was funded by Home
OYce and Department of Health money and
Committee Members will have seen what the
Secretary of State for Justice had to say about it in his
piece reported in the newspapers. It is an interesting
piece of research but we would like to look further at
it.

Q497 Bob Russell: In addition to trend-setting
Darlington it isalsohappeningapparently inLondon
and Brighton, so we have got three sophisticated
communities where this is being trialled. I was
wonderingwhetherperhapswemighthaveareportat
some stage on its success or otherwise.
Maria Eagle: I am sure we will because these trials are
always evaluatedandwedobelieve in evidence-based
policymaking when it comes to this and other issues,
so the outcomes of these relatively small-scale pilots
at present will need to be taken into account in policy
development.

Q498 Bob Russell: Just as a slight addition to that
question, ifmedicalpilots currentlyunderwaywereto
identify an eVective drug replacement for cocaine,

would the Government support the introduction of a
methadone equivalent programme for cocaine use,
and perhaps we could have a pilot in Darlington on
that as well?
Maria Eagle: At present my understanding, Mr
Russell, is that there is no such recognised eVective
alternative and so we are speculating about whether
or not one might be found in the future. Clearly it is
harder to deal with cocaine and getting people oV
cocaine than sedative drugs for that very reason, but
if one such were to be found we would want to look at
what the implications of that were. My
understanding at present is that there is not one and,
therefore, it is speculative to consider it.

Q499 Chairman: You have not had any contact with
the previous drugs czar—your department.
Maria Eagle: I would have to check on what contact
there might have been, Chairman, and come back to
you in respect of that. I do not want to mislead the
Committee but I am not aware of it oV the top of my
head.

Q500 Chairman: Do you think there ought to be a
drugs czar, someone who will cut across all the
government departments to be able to co-ordinate
the Government’s approach? After all we have an
enterprise czar, we have czars in other areas, and
would that not be helpful because the cocaine trade
crosses many government departments does it not?
Maria Eagle: It does and the criminal justice
departments generally, whether it is the Home OYce,
Ministry of Justice or the Attorney’s OYce, and
departments like Health have pretty sophisticated
cross-departmentalworkingarrangementsatpresent
to try and deal with issues that do that like the one the
Committee is considering today. I am not myself pro
oranticzarsasaconcept; if theycanaddsomething to
what is already there it is worth considering but I am
notconvincedmyself that in thisparticular instance it
is a cut and dried case because we have pretty close
working relationships in any event.

Q501 Chairman: Do you have figures which you
could send the Committee—I am sure you do not
have them here today—of the number of people in
prison in England and Wales who are there because
they are part of the cocaine trade rather than users,
how many are foreign prisoners and whether or not
the Government has a position on whether they
should be transferred back to their countries in order
to serve their sentence? To give an example, someone
coming from Brazil—just taking any country—who
is here, convicted of being a mule or being part of a
traYcking gang, sitting in prison at a cost to the
British taxpayer, is it not better that they should serve
their sentence in Brazil?
Maria Eagle: We would certainly have figures in
respect of those who have been sent to prison for
traYcking. We might not be able to identify those
whohave traYckedcocaineasopposed toother types
of illegal drugs, but we would have the overall
numbers and I can certainly get you figures in respect
of the numbers of foreign national prisoners in the
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system. Whether I can tie that up with the oVences
they have committed I will have to take some advice
on, that might be slightly more diYcult, but I am very
happy to send the Committee all of those numbers
that we have got.

Q502 Chairman: At some stage before the inquiry
ends I am sure Members of the Committee would like
tovisitoneof theprisons to lookandseewhat theyare

Witnesses:MrBillHughes,Director-General, andMrNeilGiles,SeniorResponsibleOYcer,SOCAupstream
cocaine programme, SOCA, gave evidence.

Q503 Chairman: Mr Hughes, Mr Giles, good
afternoon, thank you very much for coming to give
evidence to this Committee today, indeed we did not
expect to see you back quite so quickly.
Mr Hughes: Always a pleasure, Chairman.

Q504 Chairman: Thank you very much. No doubt
you have seen our report into SOCA which we
published just a few days ago and you have probably
studied very carefully recommendation 11, the
expectations of the public, the public requiring, as
this Committee requires, evidence of seizures as
opposed to the amount of money that is currently
spent on SOCA. Just clarifying a number of facts, Mr
Hughes, in your report you say that drug seizures in
2008–09 amounted to 85.1 tonnes of cocaine. Are
those drug seizures within the United Kingdom or
worldwide?
Mr Hughes: Worldwide.

Q505 Chairman: Worldwide. What is the figure for
what you have seized in the United Kingdom?
Mr Hughes: Can I just explain, Neil leads on the
programme activity number 9 which is the UK
Control Strategy work on “upstream” cocaine
interdiction.

Q506 Chairman: Excellent. It is just that what
concerns us is that we have seen figures which show
that the amount of cocaine entering the United
Kingdom last year was 45 tonnes. You claim in your
annual report to have seized 85.1 tonnes and you are
probably adding figures that have been seized by, for
example, the Colombian government or the
Venezuelan government as well, is that not right?
MrHughes:No, letmepickuponthat.Firstofall, the
reason that we do the work we do is because it is
upstream interdiction and we are picking that up on
behalf of the UK Control Strategy. The reason for
that is because there are three main areas of
vulnerability for the traYckers.

Q507 Chairman: I understand that.
Mr Hughes: You do not understand otherwise you
would not have asked the question.

doing as far as rehabilitation and drug treatment is
concerned, and if you have any suggestions we would
be very happy to receive them.
Maria Eagle: Indeed, and we would be very happy to
facilitate such a visit, Chairman.
Chairman: Thank you very much, Minister. Mr
Poree, I am sorry you have just been sitting there but
isbecausetheMinisterhasbeenablyansweringall the
questions, but thank you for coming and sharing
your time with us. Thank you.

Q508 Chairman: Mr Hughes, I just want to know the
figures. May I just ask you the question that I want to
ask you? What are the figures for the amount of
cocaine seized by SOCA in the United Kingdom last
year? In the United Kingdom, not worldwide.
Mr Hughes: I do not have those figures to hand at the
moment, I can get them for you and send them to this
Committee. The point is when you asked the
question—

Q509 Chairman: Do you not have any idea of an
estimate? You are the Chief Executive of SOCA, you
are before the Select Committee, do you not know
how much cocaine was seized within the United
Kingdom last year?
Mr Hughes: I have not got it in front of me. It is not
one of those figures I can necessarily recall.

Q510 Chairman: Mr Giles, can you help us, do you
know how much cocaine was seized in the United
Kingdom last year?
Mr Giles: I do not, Chairman, but I can find out
fairly easily.

Q511 Chairman: May I suggest, Mr Hughes, that
when you put some figures in your annual report you
do make it very clear that the figures that you are
referring to, the 85.1 tonnes of cocaine seized, is a
worldwide figure and not exclusive to the United
Kingdom?
Mr Hughes: We make that very clear and you made
the point just now. The 45 tonnes dates back a long
time ago to an estimate of what we thought was
coming towards the UK. The 85 tonnes, because we
are operating with our colleagues overseas—we are
dealing with cocaine which is making its way across
the Atlantic towards Europe—that includes cocaine
that is going to make its way into the UK. We cannot
diVerentiate between that when it comes across the
Atlantic and that which we take out in South
America, so what we are doing is we are working on
all of those areas where cocaine is making its way into
Europe and therefore some of that will come to the
UK. That is why we work with the Spanish, and half
their cocaine seizures come from us, and with the
Dutch, where most of their cocaine seizures come
from us as well. Once it gets into the UK the UKBA
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pick up a lot of it and then we take on the other
cocaine seizures that come from work that we do
within the United Kingdom.

Q512 Chairman: Mr Hughes, we understand that; we
need figures and facts so that we can put it before
Parliament.
Mr Hughes: I can get those facts for you and will do.
Chairman: If you could let me have those facts in a
letter by midday tomorrow that would be extremely
helpful, the amount of cocaine seized by SOCA in the
United Kingdomlast year.Mr Davies, did you havea
supplementary on this?

Q513DavidDavies:Yes.MrHughes, Ihavebeenvery
impressedbySOCAoYcerswhomIhavemetaround
the world but I still have a diYcult question for you
and that is this: when you make a claim about the
amount of cocaine you have seized to what extent
have you actually been solely involved in seizing it
and to what extent are you saying “Okay, we have
been involvedbut itmight simplyhavebeensendinga
faxorpassingonaname”, thenationalpolice forceof
that country did all the rest of it and you have marked
down whatever they got as part of your total. That is
what concerns me. The supplementary to this is that
there does not seem to be any sort of independent
agencymonitoringwhatyousay; everypolice force in
this country is monitored by a police authority day-
to-day but nobody seems to play that role with
SOCA.
Mr Hughes: Let me take the second part of that
question first because the HMIC inspect us, we are
also subject to NAO inspection—an audit of what we
do and a report to the Home Secretary to whom we
are politically accountable in every department. We
brief ministers regularly on what we do, so those
issues are the accountability issues. The point that
you are making about what we do overseas, what we
are doing overseas is something that I cannot disclose
in a public session. We have made an open invitation
for you to come and be briefed in camera on what we
dooverseas; Iamnotprepared tosaywhatwedohere.
When you say how does this work, that is the point, I
cannot go into that in detail but our oYcers whom
you have seen—and if you have been to Colombia
you will have seen our oYcers there and in
Afghanistan—areoperatingonthegroundwith local
enforcement agencies. They work in very close
partnership, they work with them, they are actively
involved in what they do and the intelligence that
leads to thearrests startswithusand itmoveson from
us into those law enforcementagenciesbecause wedo
not have powers of arrest in those other countries.
That is where our activity is taken on.

Q514 Chairman: One other figure that would be very
helpful in the letter that you kindly will send
tomorrow is the amount of cocaine entering the
United Kingdom. I put to Brodie Clark a figure that
also came from your report of between 35 and 40
tonnes of cocaine entered the United Kingdom last
year.

Mr Hughes: No, that is not true.

Q515 Chairman: Exactly. It would be very helpful if
you could let me have that—do you know that figure
now?
Mr Hughes: We do not know how much cocaine is
coming into the country. Thefigure you arequoting is
an estimate from some years ago from the UK threat
assessment.

Q516 Chairman: Do you have a current estimate?
Mr Hughes: We do not know what is currently
coming in. What we are working on is the availability
and you see this from the work we are doing on purity
and on price.

Q517 Chairman: I will come to purity and price in a
minute.
Mr Hughes: That is what we are working on.

Q518 Chairman: Mr Hughes, this is not a debate,
these are questions that we need in order to—
Mr Hughes: It is a very complex issue.

Q519 Chairman: I am sure it is and some of usare able
to deal with complex issues, I can assure you. The
issue is that we need to be clear on our facts. Do we
have a current estimate as to the amount of cocaine
that entered the United Kingdom last year through
any source in the possession of the entire United
Kingdom Government?
Mr Hughes: No.

Q520 Chairman: So nobody can tell us.
Mr Hughes: No.

Q521 Chairman: The figure that we are using of 45
million could well be the wrong figure.
Mr Hughes: 45 tonnes. 35 to 45 tonnes is an estimate
based on how much is produced in South America,
how much we think is being moved across to Europe
and how much of that enters the UK.

Q522 Chairman: We do not actually know what the
cocaine threat isbecauseyoudonothavea reliable set
of figures as to what is entering the UK.
Mr Hughes: No, because it would be impossible to
do that.

Q523 Chairman: Let us turn on to the next point that
youhavealludedtowhich is inyoursubmissiontoour
inquiry into SOCA which, as I said, we have just
concluded. You have said that high street prices and
reduced purity can be attributed at least in part to
yoursuccessandthesuccessofSOCA.Whatevidence
do you have that higher prices of cocaine and a
reduction in purity is driven by what you have done?
Mr Hughes: I do not think we actually said that; what
we said was that the work that has been done on
interdiction has driven up the price that people are
paying for it now, the wholesale price. What we have
also done is reduced the availability because talking
to our informants and listening on telephone
interception, the availability of cocaine is very
diYcult to come by in this country. From what we
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havedonetherehascertainlybeenanimpactuponthe
availability of cocaine to organised crime in the UK;
that iswhatwehaveascribed to theworkthatwehave
done in partnership with all of our partners overseas
and in the United Kingdom. That is what we think
has happened. The availability of cocaine on the
streets—orsomethingmasqueradingascocaine—isa
diVerent issue altogether because that is very heavily
cut and it contains very small amounts of actual
cocaine, and that is one of the issues that comes up in
the price/purity question which you want to come
onto.

Q524 Chairman: That is the question: it is becoming
less pure and more expensive.
Mr Hughes: Exactly.

Q525 Mrs Dean: Mr Giles, SOCA states that, as at 31
March this year, it had “over 340 operations, projects
and enquiries in hand, the primary focus of
approximately half of which was the cocaine trade”.
What proportion of these 170 cocaine-related
projects involves active operations as opposed to
information mapping?
Mr Giles: I am not sure I define the categories in quite
the way that you have but the figures quite clearly at 1
April this year were that we had 88 full operations
which we would call investigations, but please bear in
mind that everything we do has an intelligence
requirement associated with it; we collect intelligence
to improve our knowledge from everything that we
do. Of the remainder some 24 were project lines—
gathering information to grow our knowledge
towards drug activity—and 61 were single strand
inquiries.

Q526 Mrs Dean: What were the single strand
enquiries?
Mr Giles: They tend to be a single question in relation
to aperson or agroup ofpeople or perhapsa product.
Mr Hughes: The sort of thing: is this guy involved in
cocaine traYcking? Go and find out.

Q527 Mrs Dean: In how many of those would you
then find out they were involved in cocaine
traYcking?
Mr Hughes: If we do then they move on to be in an
operation where we look for a criminal justice
outcomeorsomeotheroutcomewhichwill take them
out of the cocaine traYcking trade.

Q528 Mrs Dean: They might be counted in that
category in another year.
Mr Hughes: Yes, they may move into an operational
area or be part of a project approach where we are
picking up themes and diVerent people and diVerent
groups have come in and linked in some way perhaps
through transport or other arrangements.

Q529 Mrs Dean: But they will not be double-counted
in the same year.
Mr Hughes: No.

Q530 David Davies: Mr Hughes, I am genuinely not
trying to be diYcult here.

Mr Hughes: I am not taking you to be diYcult.

Q531 David Davies: I am on your side, believe me. I
haveasimplequestion, theanswertowhichwill either
be yes, no, or I am not certain but I will write to you,
and it is this: if the Colombian police went up to the
SOCA contact in Colombia and said “We are
suspicious about this personwho has lived in theUK;
could you find out any information you can about
them that may be on the police national computer”,
and that information is then handed back to the
Colombian police. Subsequently that person is
arrested by the Colombian police with one tonne of
cocaine. Will that one tonne of cocaine be counted as
part of your figures of cocaine seized throughout the
year?
Mr Hughes: If there is more than us doing simply
what you suggest, yes.

Q532 David Davies: This is the point. How much
more would there have to be?
MrHughes:Firstofall it isunlikely that theoperation
would start in the way that you have described
because the intelligence usually comes from us and
not from the Colombians. On that basis then we
would work in a joint partnership to understand how
that cocaine is being traYcked. If we can find the
location where it is being produced in Colombia we
will engage with our units over there in an operation
to remove that source of the cocaine.

Q533 David Davies: What happens if you say to your
Colombian contact “We are a bit suspicious about
this person”. The Colombian contact then goes oV
and finds where the stuV is being produced, runs an
operation and has that person arrested with one
tonne of cocaine; will that one tonne count on your
figures or not?
Mr Hughes: The Colombian contact will do it in
partnership with us, in which case that would be a
joint operation and in which case we would count
that. If it is a single operation where they go oV and
seize cocaine andallwehave done isbeen involved, as
you describe, in just providing a PNC reference, we
will not count that.

Q534 Tom Brake: Mr Hughes, is it you who
ultimately makes the decision whether to count it in
our figures or not?
Mr Hughes: We have criteria which we have agreed
with the various inspecting authorities, with the
Home Secretary and the Home OYce about what we
count as down to SOCA or not down to SOCA.

Q535TomBrake:Soyouhave ineVectachecklistand
if you meet these criteria then it automatically
becomes a UK seizure, is that right?
MrHughes:Wewouldcount it in thosecircumstances
if itfits thosecriteria,yes.That isoneof thethings that
we are audited upon.

Q536 Mr Streeter: Just turning to other issues, we are
aware that there are well-known routes for cocaine
coming into this country, West Africa being one of
them. We have been told over the last few weeks
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actually that that has gone a little bit quieter than it
hasbeen in thepastbutareyouaware, eitherMrGiles
or Mr Hughes, of new patterns emerging of where
people are getting the drug into the UK?
Mr Giles: We are aware certainly that the cocaine
traYckersdo all they can todevelop newtactics toget
by us and we are as close to that intelligence picture as
we can be. Obviously West Africa is an issue for
cocaine traYcking to the UK and we work very
closely with European partners in West Africa to
ensure thatwe are able todo the kind ofwork we need
to do with partners there to prevent that happening,
but we are aware of new trends, yes.
Mr Hughes: What we have seen there are Venezuelan
and Colombian groups starting to emerge in some of
the countries of West Africa that are challenged, if
you like, in terms of their infrastructure, their
government and they are corrupting those
governments. They are establishing bridgeheads so
thatcocainecanbeshippedacrossandthenfollowthe
original trading routes from Africa into Europe, so
we are looking at all of those.

Q537 Mr Streeter: We all support the intelligence-led
approach that you are advocating and deploying. Of
course that means that if the serious and organised
criminals become aware of our patterns, our
methods,our intelligenceplatform, thewhole thing is
compromised. Are you aware of high level attempts,
of them trying to bribe senior figures either in SOCA
or in UKBA? I did ask this question at Heathrow
yesterday and I was not quite sure of the answer I got,
but does that happen, are approaches made even if
they are rebuVed and reported upon?
Mr Hughes: We are aware that serious and organised
crimehastriedto infiltrateSOCA.Theyare interested
in the information that we hold and the methods by
whichwegather that intelligence.Overseas it is oneof
the reasons why we work with carefully selected units
of law enforcement because of corruption being
endemic in certain parts of the world, and we have
steps which again I am not prepared to go into here to
deal with those issues. The whole point around that is
that we are working towards all of the oYcers in
SOCAbeingatwhatwecall “developedvetting level”
which is for reading top secret so we can share
information and make sure the information does not
get leaked. It is one of the areas where we have a very
strong professional standards and counter-
corruption department and a security department
that looks all the time so that we do not lose
information.
Chairman: Thank you Mr Streeter. The Committee is
very keen to know of circumstances where cocaine is
preventedfromcomingintotheUnitedKingdom.We
went to Heathrow Airport yesterday to Terminal 4 to
look at the procedures that were adopted there, the
targeting that goes on, the very good work that is
done by so many people. It is preventing it arriving;
that is actually a very important consideration for
this Committee so of course we will come and take a
briefing from you but we were very keen to look at
work overseas, working with other governments,
because they certainly need our help and expertise.

Q538 Bob Russell: Gentlemen, in view of earlier
exchanges can I say that I appreciate the work that
SOCA oYcers do in this very murky world, both at
home and overseas and others with whom you work.
Mr Giles, what proportion of those traYcking
cocaine into the UK are British criminals?
Mr Giles: Mr Russell, Chairman, I am bound to say
this isadiYcultquestion toanswerbecause itdepends
where you are in the supply chain. Colombian
traYckers dominate and control—

Q539BobRussell:Thatwasmysecondquestion,how
many are Colombian?
Mr Giles: It is impossible to delineate in quite the way
you would like because they control diVerent aspects
of the trade. Ifyouwant tobuycocaine inevitablyyou
are going to have to do business with a Colombian at
some point in the supply chain.

Q540 Chairman: In terms of the British criminals, in
answer to Mr Russell’s question, is it not possible to
estimate the number of British criminals involved in
the whole show basically, not parts of it?
Mr Hughes: We have done work on mapping, as you
are aware, where we have identified about 8,000
persons of interest to SOCA. Most of those—
probably about 40% to 50% of them—are engaged in
drug traYcking of some sort and many of those,
because it is not just one drug—

Q541 Chairman: Was this the famous list, Mr
Hughes, where some people were found to have died
or is this a diVerent list?
Mr Hughes: This is the mapping list of persons of
interest to SOCA and there is another mapping list as
well that we have done with our colleagues in the
police service, people who are actively involved in
serious organised crime. Why would we be interested
in people who have died?

Q542 Chairman: SOCA has published a list before—
Mr Hughes: We have not published it, this is what we
are working on.

Q543 Chairman: SOCA published a list and some of
thosecriminalswereno longerwithus.Of the8,000of
interest, are those British criminals?
Mr Hughes: They are people impacting on the UK.
The majority of them will be UK nationals, some of
them will be in prison already and still working on
organised crime and some are outside the UK but
impacting on the UK. That is what we work on, those
who impact on the UK. There are other foreign
nationals in that list as well though because they
impact on the UK.

Q544 Chairman: In answer to Mr Russell’s question
you have 8,000 of interest.
Mr Hughes: Overall in terms of serious organised
criminals, and that list is being added to. Of that
probably around 40% are involved in drug traYcking
andsomeof thatwill be cocainebut they getmixedup
with all other drugs as well. To answer your question
though, originally Colombians would get very
involved all the way into the UK, now they are
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handing oV because they do not want to be arrested,
so you are getting British criminals going out there
and starting a shipment process early.

Q545 Bob Russell: It is 8,000 in round figures, of
whom about 40% are British.
Mr Hughes: Involved in drug traYcking.

Q546 Bob Russell: One assumes then that in excess of
40% are Colombian.
Mr Hughes: No, it does not work like that.

Q547 Bob Russell: It was a simple question and I
thought I was getting a good answer but now I am
getting confused. I will put the whole lot in one
package. How many are British criminals, how many
are Colombian and what other nationalities are
involved?
Mr Hughes: We do not know how many are
Colombian, we do know that about 40% of the 8,000
personsof interest are engaged indrug traYckingand
someof thatwill be cocaine. Thecocaine side in terms
of Colombia has a lot of upstream work around
production, traYcking, transport and people who
launder the money back; there is quite a large number
of Colombians who launder the money back as well.
I cannot answer that question.

Q548BobRussell:But it is predominantlyBritishand
Colombian.
Mr Hughes: Yes.

Q549 Bob Russell: And a smattering of what other
nationalities?
MrHughes:Therewouldbeeverybody involved inall
of that because we also deal with the Spanish and the
Dutch and others in Europe where they are tracking
through Europe as well.

Q550 Bob Russell: As far as this country is concerned
it is predominantly British.
Mr Hughes: Coming into the UK it is predominantly
Colombian and UK.

Q551 Tom Brake: Mr Hughes, can you give us any
examples—without breaching confidence
obviously—of where SOCA-provided intelligence
has led to the arrest of high level traYckers in other
countries abroad?
MrGiles: If Imay,werealise thatwehavemost impact
when we identify high value traYckers upstream and
pursue them and take accountability to their
doorstep, so we do that whenever we get the
opportunity from the intelligence that we gather.
Since I have been looking after this upstream cocaine
programme we think we have identified 36 of the
highest value traYckers and of those 14 have been
arrested by partner agencies and are the subject of
some sort of proceedings or are in prison, 75 are dead
because the trade they are engaged in is a dangerous
trade and there is internecine fighting between
various groups. Of the remainder six are currently on
targetwithour colleaguesabroad,which leaves 11yet
to be taken into investigation. That is where we are at
with those of most value to the UK.

MrHughes:That is just inCentralAmericaof course.

Q552 Tom Brake: I was going to say are they
exclusively in Colombia, predominantly in
Colombia, and are these the sorts of people that
occasionally you read about in the press who have
largehaciendas,17carsandthreearmedbodyguards?
Is that the sort of person that is being talked about?
Mr Giles: Yes, it is. If I can link that to another issue,
certainly elements of casework undertaken in
Colombia by Colombian partners last year resulted
in theseizureofwellover$100millionworthofassets,
numerous cars, helicopters, watches and businesses.
These were cases that we had a very close partnership
involvement in.

Q553 Tom Brake: Can I also ask you whether, if you
identify someone that you believe is a high level
traYcker and you have got in your view evidence that
points to that person very definitely being a key
player, do you have powers to insist that the
Colombian authorities take action or do you have to
hand itover to themandsay“Wethinkthisperson isa
high level traYcker,wethinkyoushouldgoandarrest
him”, but it is down to them whether they decide to
act on it?
MrHughes: Perhaps it is best if I answer this. Wehave
a very strong working relationship with President
Uribe’s government and his counter-narcotics, anti-
narcotics oYcers. We have a protocol and an MoU
with themabouthowweoperate jointly inColombia.
That has meant that we have a very clear
understanding about tasking of operations and how
thatworksandouroYcersare soclosely embedded in
what they are doing that they are part of the team. In
eVect it is a jointdecisiononwhogets targeted,butwe
will have the same criteria and that is the work we do.
We have good relations with the Fiscale in Colombia
as well about prosecutions and about asset seizure
work that is being done over in Colombia, so we
provide a lot of technical support for them to do their
jobs as well.

Q554 Tom Brake: Can I ask you whether there have
been circumstances in which you have recommended
action but they have said “We do not think this is the
right time, we want to pursue other lines of inquiry”?
Mr Hughes: I am not aware of any. That would be a
matter for them as a sovereign country anyway to
decide upon that aspect. I am not aware of that, that
has never happened as far as I am concerned.

Q555 Tom Brake: One final very quick question.
Obviously we have talked a lot about Colombia but
there are other countries involved. Do you have an
equally good relationship with Venezuela or Brazil or
any other players in South America?
Mr Hughes: Our relationship with Venezuela is good
and in some instances that causes surprise, but it is a
good working relationship and we have had a lot of
good work that we have done with them and with the
Maritime Assessment Centre in Lisbon which deals
with seven countries that are interdicting stuV. A lot
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of the ships that we interdict are from Venezuela and
ofcoursewehave thentoarrangewith theVenezuelan
authorities about where the ship is returned to and
where the cocaine is returned to, so we have a very
good working relationship with them. In terms of
other countries, Peru and Bolivia, it is more diYcult,
and with Ecuador, but they are areas that we try to
workononaregionalbasis throughouroYcersbased
inColombia.WealsohaveoYcersbased inVenezuela
and Brazil and if we can find the resources we will
extend our reach in South America.

Q556 Mr Winnick: Our report into SOCA, Mr
Hughes, made the point that there is a budget of £430
million a year for your organisation. As far as assets
are concerned it is £21 million that you have seized
since SOCA began. You can confirm that is the
position.
Mr Hughes: It is something like that figure, yes, plus
there are also confiscation orders made plus there are
alsorestrainingorderswhichhaveyet topass through
the civil action claim form yet, so there is still lots
more to add to that yet.

Q557 Mr Winnick: The Government’s paper Drugs:
protecting families and communities lists asset
recovery as one of the priorities. Are you reasonably
optimistic that this figure of £21 million will be
substantially increased?
MrHughes: Itwill.Youwill recall our lastdiscussions
on this here at this Committee. One of the areas that
weare lookingatparticularly is todemonstratewhere
wehave preventedmoney from being takenout of the
UK economy because of the work that we do around
serious organised crime, not just drugs. If I can just
giveyouoneexample thatwehaveworkedthrough in
terms of the assumptions that we are making, if we
assume that 10% of the seizures of cocaine that we
have made are destined for the UK market and 85
tonnes of cocaine were seized upstream in 2008, if we
just say that 10% of that, 8.5 tonnes, was on its way
here, using the March 2009 price which was £45,000
per kilo, that means that we have prevented from
going into the economy and therefore going back to
the producers over £380 million that would have left
the UK and gone to other people. It is areas like that,
and that is just one part of the work that we are doing.
When you couple that with things that we are doing
with HMRC about tax credit frauds, which are
considerably in excess of that figure, we are
demonstrating our value for money.

Q558 Mr Winnick: It is of course a huge sum, £430
million a year budget. No one, Mr Hughes,
underestimates the position as far as criminal activity
is concerned, everyone recognises—I am sure
everyone in this room as well as outside—that it is
verycomplex, verydiYcultand it is longstanding,but
wouldyouaccept that to someextentat leastSOCAis
on probation?
Mr Hughes: We have moved on beyond that. You
referred to your report, which of course contains
some inaccuracies which I will be writing to you

about, inwhichyou talkabout theCabinetOYceand
the Prime Minister’s Strategy Unit review of
extendingour reach,whichyoudescribeasa criticism
of SOCA or a review of SOCA. It was nothing of the
sort, it was a review of how the UK deals with serious
organised crime and actually when you read the
report it validates what we have been doing in SOCA
and they want to see us do more of it, particularly
overseas, and that is what we are looking to do if we
get the resources todoit. Intermsofourbudget, ifyou
talk to the Home OYce you will find that we are seen
as oVering a very cost-eVective approach in terms of
law enforcement and so we are working on the basis
that the money that is given to us by taxpayers we
intend to spend very wisely and carefully, we have
been making eYciency savings every year and intend
to continue doing that.

Q559 Mr Winnick: Clearly not everyone is satisfied,
including this Committee, about the work being
carried out by SOCA but you are full of self-
confidence yourself.
Mr Hughes: I am sorry?

Q560 Mr Winnick: I said not everyone shares your
full confidence in the work of SOCA but clearly you
yourself are pretty satisfied with what has been
achieved.
Mr Hughes: I am very pleased with what the 4,000
oYcers in SOCA have done since we started but there
is still a lot more to do and we are not resting on our
laurels.

Q561 Mr Winnick: That goes without saying.
Mr Hughes: That is always the case, everybody has
more to do to improve. We are funded by the
taxpayer; therefore my intention is to give the
taxpayer value for money and that is what we are
seeking to do.

Q562 Mr Winnick: When you said “we have got a lot
to do” I took that very much for granted.
Mr Hughes: There you are then; I rest my case.

Q563 Chairman: Mr Hughes, you mentioned
additional resources that you might need to combat
this very serious level of crime that you have to deal
with. How much would be the additional resources
that you require?
Mr Hughes: That is a pretty open-ended question
Chairman. If I give you an example—and the
question came from Mr Streeter referring to West
Africa particularly—we have been looking at where
our liaison oYcers are around the world, and they are
not just people who sit in embassies pushing paper,
they are actually embedded in law enforcement
agencies, so theyarevery importantandcomplex jobs
that they fulfil. If we want to put a new liaison oYcer
into a country, using the FCO guidance this will cost
us in excess of £300K a year to do that, so to put more
oYcers into West Africa what we are looking at is, for
example, sharing that loadwithourFrench,German,
Dutch, Spanish and indeed Portuguese colleagues in
parts of West Africa where there are still colonial
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influences. That is what we would look for and in
extending our reach, as I said, if we can do more
overseas they see a value in that.

Q564 Chairman: To prevent it coming in in the first
place, that is exactly what the Committee feels very
strongly about.
Mr Hughes: Exactly.

Q565 Chairman: Just to reiterate what Mr Russell
said, we do say in our report that of course the role of
Parliament is to scrutinise, we cannot just say
everyone is wonderful and everything is going well
otherwise there would be no point in having
committees in Parliament.
Mr Hughes: Just now and again it would be nice
though, Chairman.

Q566 Chairman: We do state very clearly that we are
impressed by individual oYcers we have met abroad
but these are important matters that do need to be
dealtwithand that iswhy weare extremelygrateful to
you for coming here. We will have to visit you and
have an oV the record briefing as you oVered us.
Mr Hughes: That is what I think would be important,
Chairman.

Q567 Chairman: It will happen next year, but in the
meantime I look forward to receiving by midday
tomorrow the information I requested. Thank you
very much for coming.
Mr Hughes: Thank you.
Chairman: That concludes the evidence session for
this morning.
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Q568 Chairman: Thank you very much for giving
evidence to us, Mr Hellawell. We have had
diYculties tracking you down. I am glad that we
were able to do so.
Mr Hellawell: I am sorry about that.

Q569 Chairman: Thank you for coming at such
short notice. I do not know if you have been
following the deliberations of the Committee in our
inquiry into the cocaine trade.
Mr Hellawell: I have, yes.

Q570 Chairman: We want to draw on your
experience as the Anti-Drugs Co-ordinator or, as Mr
Winnick says, the anti-drugs tsar. Looking back at
your period as the co-ordinator, do you think that it
is a good idea to have a single individual who can
bring together the various strands of government
policy as far as drugs are concerned? We ourselves in
our inquiry have had to take evidence from Ministry
of Justice ministers; we have the Minister for Home
AVairs coming after you; the police, and other
agencies. Did you find that whole experience useful
or do you think that it was unnecessary to have such
a person?
Mr Hellawell: I thought that independence of the co-
ordinator was a very good idea, not because I got the
job but because, having been involved in drug policy
for more than 20 years, I saw the need both at a local
level and a national level to co-ordinate activities.
Co-ordination of activities needed to be done by
someone with the authority although not the power
of the Prime Minister—so my appointment was to
the Prime Minister and the Cabinet—in order that
that individual could have responsibility and a
degree of influence over all the departments. There
were 16 departments. The committee I chaired had
16 departments, including Scotland, Northern
Ireland and Wales. It was unusual in that it covered
the whole of the United Kingdom, and foreign
policy rather than just domestic policy. The
diYculties I encountered were largely due to the
system. Initially, no political diYculties at all. I was
appointed by the Cabinet, so I had the support of the
Cabinet. The Civil Service found me a very strange
beast. I was neither appointed, elected, nor a civil
servant; so constitutionally I had no part to play.
Actually, I am a constitutional lawyer, so I recognise
that. However, with a great deal of goodwill, we
managed to develop a government policy, which

became a White Paper, which all the departments of
state signed up to. That policy is still in place. I think
it is in its second life; but, basically, the bones are still
there. The problems began when that authority
began to bite. I insisted that I had the independence
to speak to all parties, because on appointment I felt
that drugs should not be a political issue. In the first
two years in oYce—if I can call it that—I spoke to
the principals of all parties; so that anything that was
announced by government, any policies, anything,
did not have any opposition, because I had already
discussed them and it was an all-party support for
what we did. That was okay. When Gordon Brown
in his second Budget said, “In order to make the
departments do what we believe is now our policy, in
terms of the strategy and the targets, you must have
control of the budgets”. Within the Civil Service
there was unbelievable resistance to this, because
here was an outsider with responsibility direct to the
Prime Minister and the Cabinet but not a civil
servant and not appointed. Therefore there was
resistance on reporting. My responsibilities for the
Prime Minister, not my own, were to satisfy myself,
and therefore the Government, that whatever each
department was doing it was doing it in line with
government policy and money was being spent to hit
the targets. This was the first time the departments
had had someone to question what they were doing.

Q571 Chairman: Dealing with the circumstances of
your resignation, it was not to do with the co-
ordination of government policy or budgets; it was
to do with reclassification. Was that the reason?
Mr Hellawell: It was partly to do with that. My
resignation letter, which had been with government
four weeks before it was publicly announced—the
Government expressed surprise that they had not
read it but they had had it four weeks—talked about
lack of co-ordination; because as soon as the
responsibility for policy went to the Home OYce and
I was moved aside and given the job of international
matters, which I had previously had as part of the
role, then I was very concerned that the co-
ordination was going. Immediately, all of the
budgets went back to the departments. Immediately,
the co-ordinated approach and the reporting
process, to report their process and their success or
otherwise in relation to the strategy, went—and the
departments were left to do their own things.
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Q572 Chairman: We are talking about how many
departments here?
Mr Hellawell: Sixteen.

Q573 Chairman: All sixteen?
Mr Hellawell: All sixteen.

Q574 Chairman: Had an input into drugs policy?
Mr Hellawell: All sixteen, yes, because it covers
environment; it is foreign policy; Scotland, Northern
Ireland, Wales; health; education. Also, I see in one
of the questions, was it a bad thing to put it within
one particular department? The answer to that
question is yes—for two reasons. One because of
departmental pride and responsibility, that they are
now controlling. Two, the other departments were
no longer as willing, even though they were not
totally willing—

Q575 Chairman: We will come on to some of these
other points, if we may. What would be helpful
would be if your answers were a little briefer, because
I know that colleagues will want to come in on the
very interesting things that you say. One very quick
question—the dismissal of Professor Nutt as Chair
of the Advisory Council for the Misuse of Drugs. Do
you think that has damaged the credibility and the
future independence of that group?
Mr Hellawell: I think it has damaged the politicians
more than the independence of that group. I was a
member of that group for six or seven years and, to
be fair, our duty was very clear: that we did report to
the Home Secretary. There were times when we as a
committee felt that there were matters we would like
to have occurred—so our advice was diVerent to the
advice taken by the Home Secretary—but our remit
was very clear: that we were a servant, as it were, and
adviser to the Home Secretary. It was clear to us that
we did not speak outside. My view was that if I ever
felt strongly enough that the Home Secretary had
not taken the advice that I was part of, I would
have resigned.

Q576 Martin Salter: I was interested, Mr Hellawell,
in the advice that you gave to the Home AVairs
Committee in 2001, when you said that there had
been a shift in thinking and philosophy, with less
priority given to the criminal justice approach and
more new money coming into education and
treatment. It has always seemed to me that an
eVective drugs policy has to be about the
enforcement of education and treatment, but I worry
that with the prevalence of cocaine, certainly crack
cocaine, it is diYcult to point to particularly eVective
treatment regimes and how we deal with that. It is
almost as if we have come across a drug that defies
our ability to treat the addicts whose life it is ruining.
Mr Hellawell: I agree that cocaine is a diYcult one
to treat. There are programmes up and down the
country that I visited when I was doing the job,
where they were dealing with cocaine addicts, but it
is not as clear-cut as it is with heroin. I agree.

Q577 Martin Salter: Could you give us a flavour of
the programmes that have been successful?

Mr Hellawell: One of the things—if I may come
back, Mr Chairman—in relation to what happened
after I left was that the money that was pledged by
the Government to go into treatment programmes
did not go into treatment programmes. They created
a Civil Service bureaucracy to spend this money and
it never got to where it should have done. The
educational programmes that are in the strategy
document were not carried through into schools,
because of lack of support by the educationalists and
the authorities. A number of things that the
Government supported, therefore, never happened
because the will was lost when there was not
somebody who was diYcult—and I think I was seen
to be diYcult—pushing this through. Many of the
programmes in relation to treatment and in relation
to education were beginning to show success, but
some of them were abandoned and fell away.

Q578 Mrs Cryer: From what you have just said, do
you feel that we have given up, or that we should give
up, on treatments, on education, and just go for the
tough line of prosecution? If you do think that, we
seem to be failing, do we not?
Mr Hellawell: Not at all. I do not believe that at all.
Throughout the world, the hard line on drugs has
not borne success. Most countries still deal with
drugs as a local issue. What we managed to do here
was to take it up to the Joint Intelligence Committee
and have it as a strategic issue. When you deal with
it as a strategic issue, you can begin to have success
at seizures oVshore; diplomatic policy in the
countries to try to change attitudes—although it is
very diYcult in South America. However, it is
important that you have the round. If you do not
treat and educate, you will not stop or deter or
influence young people coming into drugs. If you do
not treat those who are addicted, it will attract other
addicts as part of their group and they will commit
crime to continue and to support their habit. It has
to be a co-ordinated policy, therefore, dealing with
education, treatment and the criminal justice side
of it.

Q579 Gwyn Prosser: You have told us that a big part
of your remit was to streamline the policies on drugs,
to co-ordinate the approaches of diVerent
departments, and to look at the proportion of
funding. Are you also saying that during your tenure
you were close to achieving that: that you were
seeing progress and that afterwards it has reverted to
form? Is that the way you see it?
Mr Hellawell: I am saying precisely that, yes. If you
look at just one, the intelligence co-ordination of all
the agencies looking at drugs at an international
level rather than at a local level—massive success. If
you look at all the agencies involved in developing
the educational policy, the treatment policy, if you
look at those documents which are still in existence,
you will see that they have support of the
educationalists and other people—the teachers, the
children, the parents. I spoke to and canvassed more
than 5,000 people before writing that drugs strategy;
clearly that included prisoners, drug addicts, drug
barons in prison, politicians—everyone. That policy,
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if I may say so, was regarded by the international
Drugs Forum as the most sophisticated policy in the
world. Most of the emerging nations—my last part
of the job was to look at the acquis of the nations
who wished to join the EU—they have adopted and
I helped six of those countries develop policies which
were like ours. Which included the independence of
a co-ordinator acting under the authority of the
prime minister or the leading minister in the country.
We said that and that is seen as a gold standard
within Europe, and then we abandoned it.

Q580 Gwyn Prosser: Is it inevitable that, for as long
as the Home OYce takes the lead on these issues, the
emphasis will be on law and enforcement rather than
education and treatment? Finally, I would guess that
your recommendation to the Committee would be
that we have to look again at bringing in a single,
independent co-ordinator to pull all these threads
together. Is that right?
Mr Hellawell: The answer is yes to both of them, in
terms of brevity. However, because I wore a hair shirt
for the four and half years I was in the job and some
of the press leakage about my family was absolutely
appalling, if the Committee recommends that, then
the constitutional position of the individual—there
was a discussion about whether I should be made a
Lord, so that I could go into Cabinet, or I should be
made a proper, as it were, civil servant—neither of
those were agreeable to either myself or the Cabinet
at the time—that position needs to be clarified, to
give that person some resistance to some of the
things that happen.

Q581 Mr Streeter: Your last point, Mr Hellawell,
takes me on to the question I wanted to ask. Do you
have any observations about the structure of
government? You are a constitutional lawyer, so the
British constitution. What you are basically telling
us is that our current structure is not delivering as
well as it might have done and that introducing a
new person into the team, into the environment of
government, really did not work because the existing
structure did not know quite how to deal with it.
What is the solution, do you think?
Mr Hellawell: I would just say that it did work, in
that we had a policy that is the envy of many
countries and we had some success in that policy. It
did work, therefore; it could have worked better. My
frustration is that we could have done more: not that
we did not do anything.

Q582 Mr Streeter: It did work, you say, but it was
not sustainable for some reason.
Mr Hellawell: It was not sustainable because I left
and the resistance to having an outsider with some
influence was disliked intensely, first by the civil
servants but, as time went on, I must say by
Ministers—one of whom, for example, said, “How
is it that you have been on the Today programme five
times in the last month and I haven’t?” It became
that sort of level of—

Q583 Mr Streeter: Was that Mr Vaz?
Mr Hellawell: No! It is no one in this room.

Q584 Mrs Dean: Mr Hellawell, as an adviser you
called for public workers to be randomly tested for
drugs. Were any schemes introduced and, if they
were, were they successful?
Mr Hellawell: There was a resistance, even from my
own organisation, the Police Service, to do this.
Some police forces, I understand, do this now but it
is not widespread and it is not a common feature.
The military do it. All soldiers are tested over a
period of time. However, I do think that public
servants need to be tested. May I say, when there
were some remnants of cocaine found in the gents’
toilets in this building, The Times asked all of the
MPs and Ministers whether they took drugs or not.
The majority chose not to answer that question. The
Prime Minister at the time—I said that it would be a
good thing if Ministers chose to be tested, and I
would be tested. It never happened. It was thought
to be a good idea but did not happen. I believe that
leadership in this area is important. It also
safeguards other people. When you look at some
industries—the people who drive our children to
school—there is no legal imposition on the
companies to ensure that those drivers are not under
the influence of drugs. I think that, if the Committee
has an influence to look at that more broadly, it
would be very positive.

Q585 Tom Brake: Mr Hellawell, you were involved
in the establishment of a specialist drugs court in
Wakefield just over ten years ago now. Was that
eVective, and in fact is it still running? What did it
achieve?
Mr Hellawell: I am not sure whether it is still
running, but the reason I pushed for that was
because I saw people going into court with drugs
problems who were committing crimes, being
sentenced by the court, going to prison or being
fined, and coming back through the system. I felt—
and this is more than 15 years ago—that we had to
stop that cycle. I therefore worked with the
educationalists in Wakefield, with the Magistrates’
Association, with the local authorities and with the
social services. They said, “We would like to provide
treatment but we don’t have any money”; so as Chief
Constable—I was the first Chief Constable—I put a
quarter of a million pounds of the police budget into
those programmes. I got some criticism at the time
but I felt that, by doing that, we would reduce crime.
We reduced recidivism through those courts by
about 50% over an 18-month period. When I became
the drugs tsar, drugs treatment oYcers in police
stations—and West Yorkshire were the first to have
them all—we introduced that in every police force in
this country. Whether they still do that—as part of
the Home OYce project, £6 million went in to
support these drugs treatment programmes. I must
confess that I am now chairman of a public
company, so I am not in this business any more; so I
am afraid I cannot give you up-to-date information.
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Q586 Tom Brake: Do you think that one of the major
obstacles in the way of that sort of programme is the
fact that governmentdepartmentscannot lookat this
holisticallyandconfirmthatsavingsaregoing toarise
in diVerent areas such as health or justice? Is that one
of the major blockages?
Mr Hellawell: That is what they would say but, if you
look at the strategy and the reporting process I put in
place when I was in oYce, the consequence of input
from one department into the success of another
department was all laid out. It was a co-ordinated
approach to see that education, treatment,
employment—we changed the employment process
in prisons and we changed the employment
conditions in local authorities to re-employ; we
changedthehousingrules inmany localauthorities—
so you can perhaps see how all of this comes together
to improve the situation. As far as departments of
state are concerned, because I was classed as a Grade
I civil servant Iwent tooneof theseweekendswith the
Cabinet as a senior civil servant and I said, “Coming
fromalocalauthoritybackgroundthebigemphasis is
on co-ordination of authorities and co-ordination of
departments”, could we not do that in government,
and the gentleman said, “What a charming idea”—
and that was the end of it.

Q587 Chairman: One question that has perplexed the
Committee, or an answer, is that nobody is saying
publicly how much the estimate of the amount of
cocaine is that is coming into the United Kingdom.
We know that previously the figure of 35 to 45 tonnes
was being suggested as an estimate of the amount of
cocaine coming in. We know how much is seized but
we do not know how much is coming in. When you

Witness: Mr Alan Campbell MP, Minister of State, Home OYce, gave evidence.

Q591 Chairman: Minister, we are grateful to you for
coming. Could I start with a question on the amount
of cocaine that is entering the United Kingdom?
When we had the Chief Executive of SOCA last
week, we put to him the figure cited in the 2008–09
UK Threat Assessment—so it is not that long ago—
where the figure was put at 35 to 45 tonnes of cocaine
entering the UK each year; but the current Threat
Assessment for 2009–10 says that “. . . the actual
volumes currently being imported remain
uncertain”. The Committee is a bit perplexed about
this because the whole of the government strategy
must be based on some kind of assessable threat. Do
we have an estimate, a ballpark figure? Was this
figure put in the previous assessment completely
wrong? Why is everyone running away from this
figure?
Mr Campbell: No, I do not think the previous
assessment was completely wrong; it was based on
what we knew about consumption at the time. I
think that the whole process is fraught with some
diYculty. It seems a straightforward thing to ask and
to require, but actually it is more diYcult; not least

were there as the tsar, did you have an estimate, a
ballpark figure, as to howmuch people estimated was
coming in? Of course, it is some years ago.
Mr Hellawell: It is. I cannot remember the figure, but
what I was certain we should do was to seize that long
before it got to these shores. My view was that once it
got to these shores it was too late. We actually
changed activity. This is the strategic side, using the
intelligence services to get involved at a later level.

Q588 Chairman: I understand that.
Mr Hellawell: The answer to your question is sorry,
no, I cannot remember.

Q589 Chairman: When you were around, however,
such a figure existed.
MrHellawell:Yes, itdid,butIcannot rememberwhat
it was.

Q590 Chairman: That is fine. I am not asking you
what it was. Obviously, if you are dealing with an
important strategy like drugs, you need to know the
level of drugs coming into the country, do you not—
or at least estimate the number of drugs coming into
the country?
Mr Hellawell: Yes, but I genuinely take the problem
further back than that. What we were doing was
working directly with President Pastrana, then of
Colombia; but the complications there with the
FARC meant that production . . . . With heroin we
had a better chance. As you may know, in 2000 we
virtually stopped production of heroin in Helmand
Province by agreement with the Taliban. It was
politically sensitive then, but that is what we did—
with an initiative through the Iranians, I brokered it,
and the Americans.
Chairman: Thank you very much for your evidence,
Mr Hellawell. We are most grateful.

because cocaine is illicit from its growth as a coca
plant, all the way through to possession and use, and
therefore it is fraught with diYculty. However, the
reality is that the trade has changed over the last few
months and couple of years, which I think puts a
question mark against the continued reliability of
that figure. For example, the purity of cocaine in the
UK has undoubtedly fallen. Therefore it is a
question of, if you are measuring the amount of
cocaine, what are you actually measuring? Are you
measuring the cocaine which people think that they
are buying or are you measuring what is actually
cocaine? The supply chain is a very long one; the
adulteration of what people think is cocaine takes
place throughout that process, and therefore it is
diYcult to put a figure on it.

Q592 Chairman: This worries the Committee, I
think. You cannot tell us whether it is higher or lower
than between 34 or 35 tonnes?
Mr Campbell: One could extrapolate and say, if it
was between 35 and 45 some two years ago and
consumption appears to go up, one could do the
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maths and arrive at a figure. What I am suggesting
is I do not think that figure would be a particularly
reliable one, not least because of the fall in purity.
Can I reassure the Committee, however, that SOCA
have agreed to bring together all of the evidence and
all of the intelligence around purity, around seizures,
about what they know about countries where it is
being grown, and are trying to produce a better and
more reliable figure.

Q593 Chairman: That is very helpful, and indeed the
Chief Executive did provide us with further
information, which will be the subject of
questioning. We can therefore assume that the figure
of 35 to 45 tonnes is now higher, as a result of what
you have just said about the issue of purity and other
issues. It is a higher figure. I am not asking you to put
a figure on it—which you will have to dissociate
yourself from, and about which your oYcials will tell
you oV when you leave because you have given us
incorrect figures—but can we assume on the basis of
what you have said that it is actually a higher figure
than 35 to 45 tonnes? You understand the diYculty
for this Committee. If we are conducting an inquiry
into the cocaine trade and go to the Government for
figures, we go to SOCA, which receives £435 million
of taxpayers’ money, and no one will tell us how
much. We just want to know, broadly speaking, is it
higher than that figure or lower?
Mr Campbell: Unfortunately, that is a question
which is incredibly diYcult to answer, because what
might have been 35 to 45 tonnes some two years
ago—the substance which is being sold and which is
being intercepted, which is being seized, which is
arriving in the UK, is not as pure as the substance
previously. Therefore, we may be in danger of
comparing, if I may say, apples and pears.

Q594 Chairman: Leaving the fact that it is not as
pure, at the moment you cannot tell us but you have
told SOCA to go away and get their figures in order,
to come back and give this Committee and
Parliament, and therefore the public, an accurate
figure.
Mr Campbell: We hope that there will be a figure
which can be included in next year’s Threat
Assessment.

Q595 Chairman: We are concluding our inquiry this
year. Would it be possible to get them to speed up?
Mr Campbell: I will look at that, but it is an
extraordinarily complex thing to do. If they can,
then I will ask them to do so.

Q596 Chairman: Is this not one of the very first
questions a Minister would ask senior oYcials? “By
the way, how much cocaine is coming into the
country?” If they say, “We have seized 2,000 kg when
it arrives here” or whatever it is, is not the next
question “How much is actually coming in?”?
Mr Campbell: Yes, it is one of the questions that one
would naturally ask. However it goes back to the
fundamental point about exactly what is it which is
being brought in.

Q597 Martin Salter: It seems to me, Minister, that
this is one of these questions a bit like “How many
illegal immigrants are there?” We do not actually
know, because they are illegal. What we do know is
the seizure figures. Can you confirm for us that the
Home OYce data for 2008–09 shows that 2,900 kg
of cocaine were seized in the UK? Then, for the sake
of clarity, do we have to add to that the 587 kg that
were seized by SOCA, to give us a total figure across
all agencies of 3,487 kg?
Mr Campbell: Yes, 2.9 tonnes is from the police in
UKBA in England and Wales. We are confident in
that figure. You can add to that the amount which
SOCA has said that it has seized.

Q598 Martin Salter: That is not double-counting?
Mr Campbell: However, it is not impossible that
there could be a degree of double-counting, but I am
confident that those two figures are robust in their
own right. If there is any double-counting, I am
confident that it is a minimal amount.

Q599 Martin Salter: In terms of trying to extrapolate
what that might mean in terms of the total number—
and I do not want to get particularly hung up about
this—what is being imported compared to what is
eVectively going up their noses or smoked as crack
cocaine, or in whatever way, by cocaine users? What
is the level of other products or cutting agents that is
then added to what is imported, to give us a kind of
overall figure of what we are talking about here?
Mr Campbell: We know there is a substantial
amount which is added when it comes to the UK.

Q600 Martin Salter: Double? Triple?
Mr Campbell: It is already cut and altered in its
transit, and probably about a third in transit. The
answer to your question is that it rather depends on
what you are buying and where you are buying it.
There is some evidence of a two-tiered market in
cocaine, where if you can aVord to buy it then the
purity increases; but there is also evidence in some
streets of cocaine with a purity level certainly of less
than 5% and, in some cases, what people think they
are buying as cocaine does not have any cocaine in
it at all.

Q601 Mrs Dean: Could you confirm that the total
that has been seized, both by the police and SOCA,
is the 3,487 kg, allowing that, as you said, there
might be some duplication, and would that be pure
cocaine or would it be cut cocaine?
Mr Campbell: The figure is between 2.9 and 3.5, to
take into account what I think is a relatively small
amount of double-counting, if it existed. It would
rather depend upon where it was seized. Of course,
a lot of SOCA’s work is done upstream, where the
cocaine is probably of a higher purity. By the time it
gets down to street level—where it may be that that
has been seized by the police for example—it is of a
much lower purity. I am sorry, I am not answering
your question directly, but it rather depends upon
where it is seized and at what part of the process—
but it is cut at every stage.
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Q602 Mrs Dean: Going back to the estimate of 35 to
45 tonnes, we know, with all you have said about
that, we are not sure whether it is greater than that
or the purity element comes into it as well. Last year,
therefore, if we just take that 35 to 45 tonnes, then
the UK seized only about 8% to 10% of all the
cocaine entering the UK. Do you think that is
enough?
Mr Campbell: It is never enough, but it rather
depends. I am more interested in the level of seizures.
I am always keen to see that seizures take place
wherever they can and that the numbers are going
up. The reality is that it does vary from year to year;
but, in general, last year’s was higher than the
previous year. There is some variation, therefore, but
I think that there is also some progress in direction
of travel.

Q603 Chairman: Because, on Mrs Dean’s figures,
and which you have said is not enough, 90% does
enter the country if we only seize 10%.
Mr Campbell: Ninety per cent of what is seized? I
am sorry?

Q604 Chairman: She put some figures to you and she
said between 8% and 10% of all cocaine entering the
United Kingdom was seized, “ . . . is that
enough?”—and you said, “It is never enough”,
which is the right ministerial thing to say. That
means 90% gets in. So what do you say to the people
who come to you, the Chief Executive of SOCA and
others, when they are admitting that 90% actually
gets into the country?
Mr Campbell: What we say is that we need to make
the UK more hostile to people who would traYc in
drugs and people who would sell drugs, and we need
to do more to bear down on the demand for drugs
too. It is work in progress. I think that we have to put
it in the context, however, of overall drug use in the
country falling, but I am acknowledging that we
have a particular challenge with cocaine.
Chairman: Indeed, and crack.

Q605 Mrs Cryer: Can I follow what you have just
said about making the environment hostile to the
drug dealers? Do you feel that in creating a hostile
environment for the drug dealers we are going in the
right direction? We are told that a threefold increase
in the use of cocaine powder since 1995 has taken
place. Are we doing the right things? Should we have
a diVerent policy than that we are pursuing at the
moment, to make a hostile environment?
Mr Campbell: I think that we are doing the right
thing. I think that we are heading in the right
direction and part of the evidence of that is looking
at what constitutes the cocaine market in the UK
today. I go back to the point—because I think it is
fundamental to this—that, in terms of the purity
level of what people think is cocaine, it is no longer
cocaine in all but name. Therefore, enforcement
activity, seizures, do have an eVect on the price of
cocaine. It has an eVect on the availability. It also has
a dramatic eVect on purity. There is also an issue
about people choosing one drug rather than another.

I hesitate to use the word “fashion”, but I am told
anecdotally that there may be some evidence of
cocaine being, if you like, the drug of fashion.

Q606 Chairman: We will be coming to that.
Mr Campbell: All of these factors may well impact
on the increase, but what I cannot say to you is that
any one of them is the driving force in that. You
cannot isolate one and say that factor was changing
in an area and we have seen an increase in the
amount of cocaine. It is very diYcult to model how
increase in cocaine actually takes place. We are doing
some research to try to bear down on that, but again
it is a diYcult issue to identify exactly what is the key
driver of this.

Q607 Mr Winnick: Minister, we have, about every
eight or so years, major inquiries into various
aspects of drugs. This one, as you obviously know, is
about cocaine. Are we winning the war?
Mr Campbell: I try not to use the word “war” and I
certainly try not to use the word “winning”, because
I think to some extent, if we are not careful, that
undervalues the eVects that drugs can have both on
individuals and their families; so I am not going to
use those terms, if I may. What I would say is that,
overall, drug use is falling but cocaine is problematic
for us. Sometimes we see a slight fall, sometimes we
see a rise; and if you look over the last few years we
have seen a rise, which means that we have to do
more. However, do not underestimate the progress
that we are making, both in terms of treatment in this
country—I know that we will probably get on to
that—also, the work that we do to educate people
about the health risks of cocaine but, crucially in my
view, around not just enforcement in the UK but
enforcement upstream. When you look at the work
that is being done in Colombia and the work that we
are doing in transit countries in West Africa, for
example, I think there is some evidence that we are
certainly having an eVect. I would hesitate about
using the term “winning the war”, though.

Q608 Mr Winnick: Is it not the case that, as long as
there is demand, then the drug dealers, the criminals,
arch-criminals undoubtedly—those who exploit
human suVering to the utmost—always find some
outlet, as they are doing now in Britain as well as in
other countries? What can the Government do
eVectively to substantially reduce demand?
Mr Campbell: First of all, let me say something
which I hope is not misinterpreted. The people who
traYc drugs and sell drugs—drugs are only one
commodity that they do. This is a cash-based
exercise. Drugs cartels are set up like businesses. The
diVerence is that they operate outside the law.
Therefore, we have to treat them as such. I do not
accept the argument that if we took a less strong
enforcement approach it would be any better. I think
that we would run a great risk of not only sending
out the wrong message but also, practically, having
harmful eVects. For example, there are things across
society that we have diVerent attitudes towards and
the law tolerates, but it does not mean that there is
not seepage at the edges and a great health risk,
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particularly to children. What we need to do is to,
yes, accept that it is people who trade in cocaine that
should be a priority for us, but it is not the
commodity that we should necessarily be focusing
on; it is the people. We need to look at the
criminality; we need to look at the people who trade
this as a commodity and do everything that we can
to break their networks, preferably in the countries
where they are established and where they are
operating, and certainly try to break their networks
through which they transit cocaine, but also other
things, into the UK.

Q609 Mr Winnick: We are hardly likely to disagree
on that, Minister. One last question. It is said that
cocaine powder is commonly used in conjunction
with alcohol, which makes it a very dangerous
combination, leading to violent behaviour. Is there
any particular extra law enforcement response to
that?
Mr Campbell: There is a concern about the use of
powder cocaine and alcohol. I think it is more than
anecdotal evidence; it is coming back in significant
numbers from police forces. I am told by people who
have a great deal of experience in working with drug
users that at one time, if you went into a pub, the
drug users were at one end and the alcoholics were at
the other, and both looked down on each other. The
reality is that they tend to be the same people. If there
is a link with violence, what is driving the violence is
an interesting question. Is it the drug? Is it the
alcohol, or is it the fact that they have both been
mixed together? What we are doing in the intensive
Drug Intervention Programme areas that operate is
that, when people are brought into custody suites,
more of them are now being tested—for example,
where they have been involved in violence and
might, under other circumstances, not have been
tested for drugs. We are piloting that in a number of
areas and I will look at that very carefully to see
whether or not we need to roll that out. There is also,
as the Committee has already seen in Maidstone,
increased activity in some town and city centres, on
the back of this concern about drugs and alcohol.
There is increased activity around the night-time
economy, with sniVer dogs and with equipment, to
try to stop people—but also, of course, reassure
the public.
Chairman: The Committee has been to Maidstone
and we will be going to London tomorrow night to
have a look and see what the force is doing. You are
welcome to come with us, Minister, if you are not
doing anything at midnight tomorrow night.

Q610 Gwyn Prosser: Mr Campbell, in an earlier
answer you touched on the possibility of people
displacing from cocaine to other drugs like
ketamine. Has the department done any research on
this? In other words, the transfer: that if we are
successful in disrupting the trade and reducing the
input of cocaine, people will change to other drugs,
and what would they be?
Mr Campbell: Yes, we are looking very carefully at
that. At the moment it appears that there are
probably two eVects. One, as I keep going back to,

is the purity; so, if you do have some eVect, what is
actually being sold nearby next time is less pure.
There are also some examples of geographic
displacement. In other words, if you have an
operation in one area and you are successful, then it
pops up somewhere else. We are not absolutely
convinced of the direct linkage between activities to
prevent cocaine and the movement to other drugs. I
think that, as DrugScope identified, there may be
something which suggests that is happening but it
could be something quite separate, which is that
people are being less discerning about what they are
putting into their bodies and they are mixing a series
of drugs. I do not think the causal link between what
we are doing on cocaine and the fact that they are
taking other drugs as well is necessarily proven yet.

Q611 Gwyn Prosser: We have been told that two of
the successful operations have been Operation
Airbridge in Jamaica and Operation Westbridge in
Ghana. Does the department have the resources and
the political will to continue with those operations?
Mr Campbell: We certainly have the political will
and we are certainly investing resources. In fact, I
have seen the eVects of these and they can be very
dramatic indeed. If you look at Airbridge, the
number of drug couriers in 2002 was 1,000 coming
into the UK; in the last financial year it was just
three. I therefore think this is a programme that we
should certainly be seeking to continue, and I take
your point about rolling it out. The diYculty with
that may again be displacement. It is clear what you
can do in major airports—I saw an operation in
Lagos, for example, which had caught two couriers
coming in in diVerent directions—but the reality is
that, once the drug traYckers get wind of that, they
will divert them somewhere else. What we need to
do, in my view, is to have a flexible approach; and we
need to make sure we have the frameworks that we
can put in place wherever it is needed. To be quite
honest, Mr Prosser, that is a huge task if it were just
to the UK alone—which is why we are working with
our European partners, because they have closer
links with some of the other countries than we do, to
try to get a more joined-up approach. As a point of
principle, however, I think that Airbridge and
Westbridge are very good examples.

Q612 Chairman: It is part of the strategy to stop the
drugs coming in in the first place.
Mr Campbell: Yes, it is.

Q613 Chairman: Once they are in, you do not know
where they are going. The more we can do abroad
the better.
Mr Campbell: Absolutely.

Q614 Tom Brake: Can we move on to the issue of
Colombia? We had evidence from the Colombian
Ambassador, who said that Colombia is working
very well with the UK Government, although he
said that there was perhaps more that could be done
in relation to financial resources and increasing the
fight against eradication. How do you see that
relationship developing? What more can the UK
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Government do, bearing in the mind the constraints
particularly around human rights concerns, about
what the Colombian army may be doing at times?
Mr Campbell: I think we have got a very strong
relationship and I think the frequency of UK
Ministers going to Colombia to maintain that
relationship attests to that. I was there earlier this
year, Gillian Merron was there, in her previous job
in the Foreign OYce; and Chris Bryant was there at
the beginning of October. We work very closely with
the Colombian authorities on a number of levels. I
am a big fan of the Shared Responsibility Campaign
and, in particular, the environmental message which
Vice President Santos has been a key to driving there.
I think that whatever way we can tag these issues to
make young people aware of the damage, the harm,
however that might be, the better. We also have a
strong presence in terms of helping the Colombians
in their enforcement campaign. We have SOCA
oYcers, who I have seen at first hand, who work very
closely with the Colombian authorities. Of course,
you would expect—and I do not blame you for
doing that—the new Ambassador to say there is a
resource issue. They raise it with us every time.
However, we spend something like £1 million with
the Colombians—and that is not the cost of the
SOCA oYcers and other things. For obvious
reasons, I do not want to go into exactly what those
costs are. However, I think that we have a very good
relationship and that on a number of levels it
operates very well. I think that that is part of the
reason why the Colombians have the confidence and
are having some success in reducing cultivation and
breaking the drugs cartels.

Q615 Tom Brake: Can I ask you to comment on the
concerns I expressed in relation to Colombia and
human rights? Are you happy that that money is
being spent on enforcement, where all appropriate
human rights are being observed by the
Colombians?
Mr Campbell: Human rights are very important to
us, and I can assure you that every time we speak to
the Colombians we reassure them of how important
it is and we get reassurance too about how important
they regard it. There have been some entirely
unacceptable examples in the past where, for
example, the army has gone into a village thinking it
was chasing terrorists, killed them, and then tried to
cover that up. The diVerence this time with President
Uribe is that these people are held to account. The
actions that he has taken, particularly with regard to
the army but indeed corruption elsewhere in
Colombia, I think is cause for praise, while
accepting, as he accepts—and he acknowledged
publicly when Chris Bryant visited—there is more
progress to be made. There is a diYculty in
Colombia where sometimes people get confused,
which is that they have a terrorist problem, and
sometimes there is a linkage between terrorism,
financing terrorism and drugs. It raises a
fundamental question. Do you go after that person
because he is a drug dealer who also might be a
member of a terrorist organisation or do we

somehow take into account that he is working for a
terrorist organisation, that some people might have
a more respectable view of? It is a real issue.

Q616 Tom Brake: Can we come on to the
relationship with other countries? From other
witnesses we have heard that there is a good
relationship with Colombia and a good relationship
with Venezuela. What about other countries,
whether it is West Africa, the Caribbean or other
South American countries? Are there any particular
countries where you think there is a real issue that we
have to address in terms of their willingness to work
with the UK Government to tackle the drugs issue in
their country?
Mr Campbell: In terms of South America, I think it
is about getting people to work with them who they
feel most comfortable with, and we are able to work
with the Colombians without too much diYculty.
We are also improving our relations with Venezuela
and working with them too. Brazil are
acknowledging their potential role in this; for
example, they signed up to MAOC, the maritime
organisation, as observers at the end of last year. I
visited West Africa at the time that Chris Bryant was
in Colombia, the second week in October. I have to
say that I am very concerned about what is
happening in West Africa. Yesterday I met Dr
Chambas, who is President of ECOWAS—the
Economic Community of West African States. I was
not able to meet him during my visit in October. I am
concerned because some of the things that we have
discussed with the Colombians are in danger of
coming true. That is, Colombians arriving in West
African airports, looking to get into businesses,
looking to make contacts, and disappearing from
the radar. What gives me confidence is that,
particularly through ECOWAS, there is now a
greater focus on this. Cape Verde is a leading player
in this and the prior declaration made it clear that
there is the political will to do something about it. As
recently as last week, the EU—which is again
becoming more focused on West Africa—backed it
up with resources and committed ƒ15 million
shortly, with a further ƒ5 million in the future, to
give the ECOWAS action plan on tackling drugs
higher priority. Is an area of concern, however.

Q617 Chairman: On Colombia, the Government
presumably supports the signing of the free trade
agreement between the EU and Colombia.
Mr Campbell: You would probably need to ask a
diVerent Minister to me; but, in broad terms, that
development is a key part of tackling drugs. If you
look at some of the work which is being done in
Colombia, in getting their quarter of a million
farmers who are involved in drug production away
from that, it has actually been giving them
something substantial to do and something which
pays. If you have development in a country, you have
a much greater opportunity to do that. When you
look around other parts of the world, it is a much
greater challenge; so, in broad terms, I would agree.



Processed: 25-02-2010 02:27:50 Page Layout: COENEW [E] PPSysB Job: 441934 Unit: PAG7

Ev 90 Home Affairs Committee: Evidence

8 December 2009 Mr Alan Campbell MP

Q618 David Davies: Minister, I think it would be fair
to say that your policy has been to tackle supply
rather thandemand fordrugs. Is that a fair comment?
Do you think that is where the emphasis has been?
Mr Campbell: I think that sometimes the profile
which is given to this emphasises the enforcement
activity around tackling supply, but do not
underestimate theworkthatwearedoingondemand.
For example, look at the communications
campaigns, the FRANK campaign that we have, to
give people more information about drugs, to stop
them from taking them in the first place; and also, of
course, the treatment programme, which I think I can
say has been broadly successful, which is again
getting people oV drugs.

Q619DavidDavies: I think theevidencethatyouhave
given us points to a reduction in the amount of drugs,
or certainly a reduction of purity of drugs—we are all
agreed on that—and an increase in the price. One
could assume from that that there has been some
success in dealing with the supply. If there is less
supply then the price will go up and the purity will go
down; so we seem to be tackling that. Also, the
increase inpricesuggests that thedemandisstill there.
It is possible to suggest, therefore, that perhaps you
are having some success with the supply part of this
but not with the demand—if you follow my thinking.
Do you think that is a fair assumption to make?
MrCampbell: I canseewhereyouareheading to. Iam
not sure that Iwouldaltogetheragree,partlybecause,
as I have said, of the increasing success we are having
with treatment and also the people that we are
perhaps deflecting or deterring from taking drugs. It
is very diYcult to measure, but I do not think that it
should be underestimated. I think what I am saying is
that it could be a bigger problem.

Q620 David Davies: My personal observation based
on my own experiences, though not something I can
scientifically backup, is that a lotof peoplewho come
in with a serious drug habit are put in front of the
courts; they are fined £50 to £100; they very often will
not pay; they are rather pathetic creatures actually,
who you end up feeling quite sorry for—but they are
not given or are certainly not forced to go oV and take
drug treatment. I do not think there is any point in
throwing themintoprisonandchuckingawaythekey
either. However, the people I do not think we are
going after are the drug dealers, who may be quite
small-time in their own way, but who could merit
much stricter sentencesandpunishments. I think that
the pathetic drug addict who I have just referred to
could benefit from a compulsory treatment
programme, if necessary saying, “You will go to
something like a hospital, with walls and bars around
it, because otherwise you are going to be out on the
streets trying to fund a £100-a-day habit”.
Mr Campbell: I think that with people coming into
contact with the criminal justice system there are
various points where you can intervene in order to
focus on their drug problem, whichprobably in many
cases got them into that situation in the first place.
For example, in drug referrals in custody suites there
isanopportunity togodownadiVerent route tocourt

and sentencing, and to get them to engage in the kind
of treatment that we are talking about. There is also
more intensive work on the Drug Intervention
Programme, which again goes into the sort of
treatments that you are talking about. We are doing
much more about getting drugs and alcohol abuse
into place to try to prevent reoVending; so that by
bringing in people who deal with oVenders into local
crime partnership work, you can do some important
work about stopping oVenders. I do not agree with
you that we are not chasing the dealers. The dealers
and the importers are crucially important to us.

Q621 David Davies: I mean at street level.
Mr Campbell: If you are talking about Class A drugs
and you are talking about the police having any
intelligence and an opportunity to do something
about it, I would certainly expect them to do that—
certainly with Class A drugs.

Q622 David Davies: One last question. My colleague
has raised this and I think it is anexcellentpoint.A lot
of the people taking cocaine should know better,
quite frankly. They are in the media; they work in law
and in all sorts of fields. My colleague Gary Streeter
has said why do we not emphasise this point about an
acre of rainforest having to be cut down for every
gramme of coke that is sniVed? All these people who
are lecturing us about not flying or using our cars
ought to be reminded that their coke habits are
probably doing more to damage the planet than
anything you or I get up to.
Mr Campbell: As I said in the context of the Shared
Responsibility Campaign, any tool that we can use in
our armoury to raise this matter, I think we should do
that. By picking up on the environment issue, I think
Shared Responsibility plays an important part in
that. However, do not forget that most people who
take cocaine do not drive round in big flash cars, do
not go to nightclubs and whatever. The celebs are the
ones that tend to get the headlines, but look at the
numbers. Yes, of course, there is an issue around the
aVordability of cocaine and people in higher income
brackets taking it, but most people today who are
taking cocaine will be in the more deprived parts of
communities.Wehave tobe focusedonthemasmuch
as anybody else.

Q623 Mrs Dean: Following on from that, we have
also heard that it tends to be the casual user, if you
like, where there has been growth in recent times,
rather than the addictive user of cocaine. I am
wondering whether we should not emphasise the fact
that the mules who carry the cocaine to Britain and
other countries are theones whoare risking their lives
to feed the habits of those who are taking these so-
called recreational drugs. That is perhaps another
point to emphasise. May I ask you what the current
status of the Advisory Council for the Misuse of
Drugs is?
Mr Campbell: Can I mention briefly on the first
point that the focus on FRANK and cocaine was
Pablo, the mule dog. We focused on the mules and
the eVect that it has, and I think that we can point to
some success with that. As far as the Drugs Advisory



Processed: 25-02-2010 02:27:50 Page Layout: COENEW [O] PPSysB Job: 441934 Unit: PAG7

Home Affairs Committee: Evidence Ev 91

8 December 2009 Mr Alan Campbell MP

Council is concerned, we acknowledge that there
have been some recent diYculties and we hope that
that has now settled down and the ACMD can go
back to what it does best, which is to give us advice—
which in many cases we take. I was struck, reading
Professor Nutt’s evidence on cocaine, how much I
agreed with him. That does not mean that we have
always agreed in the past. The ACMD does an
important job; it will continue to do an important
job. We ask it to provide evidence upon which we
base policy. We do not always agree but in many
cases we do agree, and I hope that we can get back
to a situation of a more even keel.

Q624 Mrs Dean: Do you expect all the existing
members of the Council to remain, and when do you
expect to appoint a new Chair?
Mr Campbell: We are looking at appointing a new
Chair quickly. We are looking at that now. There will
always be some churn in the ACMD and one should
not read into the reasons why they might choose to
leave. However, professional lives change; tenures
change has been part of the Advisory Council, and
has always been so. We have to make sure that those
who are left to continue the important work are
supported in that work; but also, as has always been
the case, if they are conducting an inquiry on a
particular subject and they want to bring in expert
evidence in that, they can do so. I am therefore
confident that, as I say, we can get back to a more
even situation with them.

Q625 Mrs Dean: Do you think the ability of the
council to advise government has been tarnished by
the sacking of Professor Nutt?
Mr Campbell: I hope not, because the Home
Secretary took what was a very diYcult decision and
it was not in any way related to the advice that we
had got on cocaine. To some extent it was historic
disagreements that we had had about cannabis and
ecstasy; in the main we actually agree. I do hope not.
The Home Secretary had a very frank and forthright
discussion with them, which I think cleared the air. I
think people know where we are, and I just want to
emphasise the importance that we attach to the
evidence which comes forward. They are doing work
for us on all sorts of things—legal highs, khat and all
sorts of things. We look at the results that come out
and we will make our policy decisions accordingly.

Q626 Mrs Dean: Is there a need for an independent
drugs co-ordinator, one step removed from the
Government, such as the role Keith Hellawell
carried out until 2002?
Mr Campbell: The Government does not think so,
partly because Keith Hellawell was able to put in
place the building blocks at the time he was in oYce
for the policy which has then been rolled out. Of
course, the Home OYce takes the lead on these
issues. What is important is that we get all of the
departments of government to sign up to it and that
we make sure that there is political will across
government. There will always be a disagreement
about whether or not a tsar would be better at

driving that, but the Government believes that the
current situation is giving us a suYciently robust
response.

Q627 Mrs Cryer: From evidence that we have taken
it does appear that residential treatment centres do
work very well. However, there is a long waiting list.
I am wondering whether you have information on
that. What work is being done interdepartmentally
between yourselves and the Department of Health to
improve the situation and increase the number of
treatment centres available?
Mr Campbell: Yes, some centres do very important
work. When we look at the number of beds in centres
that are available, there are those that seek to be part
of, if you like, the oYcial system but others that
provide very great work too. Residential treatment
is important, but not for everyone. There is some
evidence with some cocaine users that it may not be
the most appropriate way of getting them to change
their behaviour and their habits. I think we therefore
have to have a balance between residential treatment
and community treatment, and we need to keep a
close eye on that. Waiting times were far too high in
previous years; they are coming down fairly rapidly.
I think I am right in saying that the maximum
waiting time now is about three weeks; most people
will be seen within a week and, in some cases, it is
about five days. I think that it is an area in which
there is some success. We have just invested an extra
£11.8 million in the National Treatment Agency.
Again, that is a balance between the beds and the
other work that needs to be done outside of that.

Q628 Mrs Cryer: Looking into the future, you are
looking to work more with the Department of
Health to provide more spaces?
Mr Campbell: We work very closely with the
Department of Health. Yes, absolutely. They are
crucial partners in this, which helps to give that
balance in the overall drugs message that we want to
give out.

Q629 Chairman: Finally, Minister, the police tell us
that the Treasury get 50% of the assets seized in terms
of value, under the Proceeds of Crime Act 2002. It is
a fairly easy question, this one. Do you think that the
Home OYce and the police should retain this money,
so that they can invest in trying to tackle the
incoming drugs problem?
Mr Campbell: When I read that I was bemused,
because I thought the Home OYce got the 50%. I do
not know where the Treasury came from. I do not
know whether there is the technical way of paying it.

Q630 Chairman: The Treasury get 50% and you get
50%.
Mr Campbell: No. We get 50% and the rest is shared
between the various agencies. We have just adjusted
that percentage and I am sure this debate will
continue. The 50% that goes to the Home OYce does
go into frontline work, which includes drugs.
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Q631 Chairman: Would you break down the
percentages for us? Fifty per cent goes to the Home
OYce?
Mr Campbell: Fifty per cent to the Home OYce. Can
I send you a note on this, because the rest is shared
between the other agencies?

Q632 Chairman: But you get 50%?
Mr Campbell: We get 50%.

Q633 Chairman: And 50% is then shared between
other the agencies?
Mr Campbell: Yes, the other 50% is then shared
between the other agencies.

Q634 Chairman: Do you think you should have a
bigger share?

Mr Campbell: The pressure is for us to forego part of
that share. I will tell you what I do think, however—
and I am looking at this now—it is that we should
find some way of incentivising this, because it is not
just about sharing what we get; it is about sharing
what we could get. Therefore, if we could increase
the amount that is coming in from asset recovery, it
might be that we could have more incentive at the
frontline. At that point, you might see the
percentages change.

Q635 Chairman: A kind of bonus? If they stop more
coming in, they will get more of a percentage.
Mr Campbell: The better job they do, the more they
get in return, yes.
Chairman: Minister, thank you very much. You have
been very generous with your time.
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1. Prevalence and Trends

1.1 General population prevalence and trends

1.1.1 Data from the British Crime Survey (BCS) show that the proportion of 16–59 year olds reporting
the use of cocaine powder during the survey year has increased from 0.6% in 1996, the year in which the
BCS began measurement of self-reported drug use, to 2.3% in 2007–08,1 the latest year for which data are
available. However, following sharp increases in use recorded during the late 1990s, the level of use has
remained broadly stable since 2000. Most recently, the use of cocaine powder fell between 2006–07 and
2007–08. It remains the second most commonly used illicit drug and the UK has the highest reported use in
the EU. The use of crack cocaine reported within the survey year has remained stable since 1996.2

1.1.2 The proportion of school pupils reporting the use of powder cocaine within the year has increased
from 1.2% in 2001, the year in which the survey began measurement, to 1.8% in 2007, the latest year for
which data are available. The proportion taking crack has remained stable between 2001 (1.1%) and 2007
(1.0%).3

1.1.3 Analysis of data from the 2007–08 BCS show that the proportion of adults aged 16–59 reporting
use of any cocaine in the last year was similar for those with a household income of less than £10K (3%) and
those with an income of £40K or more (£40–£49K: 2.5%, £50K!: 2.7%). Adults in households classified as
“Urban Prosperity” were more likely to have taken any cocaine in the past year (4.1%) than all other
household types; Wealthy Achievers (1.4%), Comfortably OV (2.2%), Moderate Means (2.3%), Hard
Pressed (2.4%).

1.2 Crack cocaine

1.2.1 The use of crack cocaine, the solid, smokable form of cocaine, remains much lower than the use of
powder cocaine, at 0.1%. However, as the BCS is a household survey, it does not necessarily reach chaotic
drug users, who are those most likely to use heroin or crack cocaine. The prevalence of crack use may
therefore be higher than that recorded by the survey. ACPO reports that all forces have seen a substantial
rise in the use of crack cocaine over the past 10 years, and also that its use alongside heroin is now considered
by most operational police oYcers to be a more usual use than the use of crack cocaine alone.

1.3 Cocaine purity

1.3.1 The mean purity of cocaine powder seized by the police and examined by the Forensic Science
Service (FSS) continues to decrease, dropping from 26.4% in the quarter from October to December 2008
to 21.9% in the quarter from January to March 2009. This is the lowest mean purity recorded by the FSS.
The proportion of records with a purity of less than 10% has increased substantially, with approximately a
third of seizures, mainly at street level, falling into this category. This compares to 21% in the fourth quarter
of 2008 and only 9% in the same quarter last year.

2. Legislation and Offence Penalties

2.1 Cocaine is classified as a Class A drug under the Misuse of Drugs Act 1971. OVences under the Act
include possession, possession with intent to supply, supply, and allowing premises to be used for the
production or supply of controlled drugs. OVences relating to the importation and exportation of cocaine
are covered by the Customs and Excise Management Act 1979.

2.2 Penalties for the possession of Class A drugs are up to seven years imprisonment, or an unlimited fine,
or both. Penalties for dealing a Class A drug are up to life imprisonment, or an unlimited fine, or both.
Penalties for the importation or exportation of a Class A drug are up to life imprisonment.

3. Supply Reduction

3.1 Producer countries

3.1.1 Colombia remains the world’s biggest cocaine producer. As such, it is a top priority for the UK’s
international counter narcotics (CN) eVorts. The Colombian government is strongly committed to tackling
the production and traYcking of drugs. Successful action against high-value targets in recent years has
resulted in a shift away from large drugs cartels to smaller, more splintered groups. Colombia seizes more
cocaine than any other country in the world. According to the United Nations World Drugs Report,
published by the UN OYce of Drugs and Crime (UNODC) on 24 June this year, coca bush cultivation
declined by 8% in Colombia in 2008, while there were small increases in cultivation in Bolivia and Peru.

1 The British Crime Survey changed from calendar year reporting to financial year reporting in 2001.
2 Hoare, J and Flatley, J (2008). Drug Misuse Declared: findings from the 2007/08 British Crime Survey. Home OYce Statistical

Bulletin 13/08. London: Home OYce.
3 Fuller, E (Ed) (2008). Drug Use, Smoking and Drinking among Young People in England 2007. London: Information Centre.
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3.1.2 The UK’s CN work is closely focused on helping the Colombian government to bring down
traYcking networks, put those involved in jail, seize cocaine destined for the UK, disrupt traYckers’
financing networks, and seize the proceeds of their crimes.

3.1.3 The UK government also support projects totalling over £900,000 through the UNODC in Bogotá,
several of which have a regional remit.

3.1.4 Peru and Bolivia are the second and third largest cocaine producing countries respectively. UK
projects with the UNODC in Peru total around £180,000. Peruvian political commitment to tackle the drugs
trade is strong and has yielded some positive results. Both Colombia and Peru have benefited from
significant US investment in their CN work, although Peru will suVer a significant drop in US funding this
year. The US government’s Plan Colombia was extended in 2007 to 2013 and totals $4.4 billion.

3.1.5 The situation in Bolivia, as a producer and transit country, is less clear. President Morales is the
head of a coca growers’ association and has campaigned for the cultivation and traditional use of coca leaf.
Bolivia has proposed an amendment to the 1961 Single Convention on Narcotic Drugs which seeks to
legalise the chewing of coca leaves on the basis that its prohibition infringes upon the rights of indigenous
people. In November 2008 President Morales expelled the US Drug Enforcement Administration from
Bolivia, accusing them of conspiring against the government. This has resulted in a drastic reduction in US
assistance, both financial and tactical, to the Bolivian CN forces. Although it is early to assess the long-term
impact of this development, the UNODC is warning of an increase in cocaine production.

3.2 Transit countries

3.2.1 The cocaine trade primarily targets the United States and Europe. Cocaine destined for Europe is
traYcked through Venezuela, Brazil, Caribbean states and West African states. Such traYcking causes
violent crime and drug use in the transit countries and, when allied to poor governance and weak public
institutions, can inhibit development. Cocaine traYcked through West Africa now supplies around 50% of
the UK market and is a major threat to the security and development of West African states. In October
2008 a regional action plan to tackle drug traYcking was agreed through the Economic Community of West
African States.

3.2.2 The UK has funded a number of projects in transit countries to build capacity and improve
professional standards. Operations Airbridge in Jamaica and Westbridge in Ghana (see below) have seen
work with local law enforcement agencies to interdict drugs smugglers through international airports.

3.3 EU activity

3.3.1 In November 2008, the EU Justice and Home AVairs Council agreed to strengthen EU work on the
drug traYcking threat to West Africa.

3.3.2 The EU Drugs Action Plan (2009–12), agreed shortly afterwards, emphasises the need for
international co-operation, and contains a wide range of actions designed to support the eVorts of Member
States in combating drug misuse and traYcking.

3.3.3 EULAC, the EU-Latin American and Caribbean mechanism for co-operation includes a drug
element. A potentially stronger joint EU approach to countering the cocaine trade may develop, with the
EU having designated „20 million over three years to the cocaine route through the Instrument for Stability,
the main EU thematic tool for development co-operation measures. The Commission has recently published
its first plans for the use of this money. The Serious Organised Crime Agency (SOCA) advised the
Commission on the design of their plans, and will play a key role in their fulfilment.

3.3.4 SOCA has also contributed to an EU study on the establishment of operational and intelligence
sharing “platforms” for the law enforcement authorities of EU member states operating in third countries.
Two such platforms are being established in West Africa; one under UK leadership and the other under
French leadership. The study will provide guidelines for the establishment of similar platforms elsewhere.

3.3.5 In 2007 the UK, Ireland, the Netherlands, Spain, Italy, Portugal and France established the
Maritime Analysis Operational Centre Narcotics (MAOC-N) to co-ordinate counter-narcotics activity and
facilitate information sharing to interdict drugs traYcked from Latin America and oV the coast of West
Africa. This co-operation has already led to significant successes, with more than forty tonnes of cocaine
having been seized since MAOC-N came into being. France will be opening a similar body for the
Mediterranean region (CECLAD) this month (June 2009).

3.4 Enforcement—international and UK frontier

3.4.1 Action targeting the supply of drugs into the UK is the responsibility of HM Revenue and Customs
(HMRC) and the UK Border Agency (UKBA). Responsibility for operational activity is held by UKBA
although, in the short term, HMRC retains responsibility for monitoring and reporting on delivery and for
maintaining links with the Home OYce. Responsibility for proactive criminal investigation and intelligence
work relating to drug smuggling is held by SOCA. The focus of both the strategic and operational work of
UKBA is split between interdicting the supply of cocaine at the frontier and providing support to SOCA.
The criminal investigation role of HMRC focuses on investigating detections at the frontier that are not
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adopted by SOCA. HMRC accountability will transfer to UKBA when the Borders, Citizenship and
Immigration Bill receives Royal Assent this summer. A joint memorandum by HMRC and UKBA
providing fuller details of their roles and operational activity will be provided to the Committee.

3.4.2 Both HMRC and UKBA work to tackle drug supply at the UK border, using intelligence and risk-
based interventions. In addition, key operations have implemented UK border controls overseas. These aim
to reduce traYcking through joint operations with law enforcement agencies in the Caribbean and West
Africa. Operation Airbridge is led by UKBA, working in partnership with the Jamaican authorities, to
intercept drug smugglers at the point of embarkation. Since its introduction, the number of drug couriers
arriving from Jamaica and detected at UK airports with internal concealments of cocaine has dropped from
around 1,000 in 2002 to only three in the last financial year. Subsequently, HMRC were invited by the
Ghanaian government to mount a similar operation. Since its launch in November 2006, Operation
Westbridge has led to the seizure of 485kg of cocaine worth over £96 million.

3.4.3 SOCA was set up in April 2006 by the Serious Organised Crime and Police Act 2005 with the
functions of preventing and detecting serious organised crime, and contributing to the reduction of such
crime in other ways and to the mitigation of its consequences. Under Section 9, the Secretary of State may
determine strategic priorities for SOCA. Class A drugs have been determined as the top priority among the
various serious organised crime threats.

3.4.4 In tackling the cocaine trade SOCA work collaboratively with a range of national and international
partners to reduce the supply of cocaine to consumers in the UK. They will be providing a memorandum
to the Committee providing details of their work.

3.4.5 Their recently published annual report for 2008–09 points to intelligence reporting from wholesale
dealers of supply diYculties upstream resulting in shortages this side of the Atlantic, including in the UK;
a marked rise in wholesale prices from about £36,000 per kilogram in the summer of 2008 to £45,000 per
kilogram in March 2009; and some relevant findings (established through forensic analysis) on street purities
and the adulteration of cocaine.

3.4.6 Significant recent SOCA successes include the extradition of a Colombian national to the UK on
serious drugs charges, arrests of drug traYckers in Colombia, multiple tonne seizures of cocaine destined
for the UK and the seizure of drug traYckers’ assets.

3.5 Enforcement—domestic

3.5.1 ACPO considers that cocaine is readily available at street level, and ACPO forces support the view
that there is a two-tier market for cocaine, at wholesale, middle market and street levels. Dealers sell cheaper,
more heavily adulterated cocaine to some customers, and higher purity cocaine to those willing to pay more.
ACPO considers that cocaine is now very much a street drug, rather than one whose use is confined to
the wealthy

3.5.2 The low purity of cocaine at street level indicates the presence of large amounts of adulterants.
Those commonly found in samples of cocaine hydrochloride include tetramisole hydrochloride (used to
treat animal worm and parasitic infestations), phenacetin (an analgesic no longer used in the UK because of
its suspected carcinogenic properties) and benzocaine (a local anaesthetic). SOCA has run a specific project
designed to identify the UK procurement, distribution and users of the cutting agents employed by dealers
to bulk up cocaine. This has led to the seizure by SOCA of 15 tonnes of cutting agents, warnings being given
to certain importers, and the arrest and charging of a crime group believed to be the main suppliers of cutting
agents in the north of England and in Scotland.

3.5.3 Data from Organised Crime Group (OCG) Mapping shows that the most prevalent form of
organised crime in England and Wales remains that which is related to drugs, with 52% of all OCGs engaged
in some form of drug activity and 30% of all OCGs with links to the cocaine trade.

3.5.4 The police response to cocaine consists primarily of:

— increasing the proactive closure of crack houses and making full use of legal powers in this respect;

— conducting regular media campaigns with the aim of increasing the flow of intelligence or
preventing and reducing use;

— increasing operational police activity, including the execution of warrants, test purchasing, the use
of informants and using intelligence to target and arrest those involved in dealing;

— supporting the Drug Interventions Programme; and

— establishing oVender management schemes aimed at supporting drug users to enter treatment and
reduce their oVending behaviour and, if this is not successful, to proactively target them for arrest.

3.5.5 Latest available data show that in 2007–08, there were a record 20,318 seizures of cocaine by the
police and HMRC in England and Wales. The combined weight of the cocaine seized was 3,433 kg.

3.5.6 As a Class A drug, cocaine features within most force control strategies. It is rare for individuals to
be cautioned; where the evidence allows, most will be charged with the relevant drug oVence.
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4. Demand Reduction Initiatives

4.1 The Government recognises that action to limit the supply of illegal drugs will only be successful
where it is complemented by action to reduce the demand for drugs. The drug strategy sets out a range of
action to reduce the demand for drugs: eVective drug treatment supported by measures to support social re-
integration; balanced and credible education and advice for young people; and early intervention for
families and young people at risk of developing problems.

4.2 Treatment

4.2.1 We are committed to providing a comprehensive range of treatment services that enable drug users
to access the service assessed as being most appropriate for their needs. Over the last decade, the number of
people accessing drug treatment has more than doubled, and waiting times have fallen dramatically. Our
focus is now on making that treatment more eVective, and delivering better outcomes.

4.2.2 As a sign of the Government’s continued commitment to providing a range of eVective treatment
provision, an additional £11.8 million of investment has been committed in 2009–10, around a quarter of
which will be earmarked specifically for expanding the residential treatment sector.

4.2.3 Not all cocaine users need long term intensive treatment. It has been shown that for people with
non-dependent use, very short periods of drug treatment (such as brief motivational interventions) can
produce good results. For people with mild to moderate dependent cocaine use, shorter treatment
programmes may provide good outcomes in reducing drug use and crime, and improving health and social
functioning. Clients with severe and complex cocaine problems have been shown to respond well both to
residential rehabilitation programmes and to community-based drug free programmes, such as structured
day programmes.

4.3 Education and Advice

School-based education

4.3.1 The Government will soon begin a public consultation on its proposals to make Personal, Social
and Health Education (PSHE) statutory. Drug education is taught in schools within the PSHE framework.

FRANK

4.3.2 The Government’s FRANK campaign aims to provide credible, balanced information on drugs to
young people and their parents and carers, so that they can make informed decisions about drugs. FRANK
is a multi-media campaign, using online, printed and broadcast media advertising, alongside a telephone
and online helpline. A new FRANK television and online cocaine campaign was launched in January 2009,
featuring Pablo the drug mule dog. The campaign was aimed at 15–18 year olds and was intended to raise
awareness of the health and social risks of using cocaine. To measure the eVectiveness of the campaign, 300
young people were surveyed before and after the campaign. The survey shows that following the campaign:

— 67% agreed that the advertisements had made them realise that cocaine is more risky than they
thought; and

— 63% said that the campaign made them less likely to take cocaine in the future.

4.3.3 In addition, during the first few months of the campaign, more than 400,000 visits were made to
“Pablo’s cocaine basement”, a section of the FRANK website supporting the campaign, and the
advertisements were viewed over 500,000 times on YouTube. The campaign will be re-run from September
to November this year, and in January 2010.

4.3.4 It is unfortunate that there has, at times, been intense media interest in celebrities’ cocaine use, and
this issue was recognised in the recent UNODC report last year. However, we should place the behaviour
of celebrities and those in the public eye in context: while it may have a degree of influence on the decisions
that are made by young people, we know from survey results that young people tend not to consider
celebrities to be good role models. Consultation with young people has shown that strong role models such
as family members or members of the local community have the greatest influence on young people. This is
why the FRANK campaign is supported by stakeholder engagement, to equip local partners and parents
with the knowledge and confidence to talk to young people about drugs.

Shared Responsibility

4.3.5 The Colombian government’s communications vehicle on cocaine is the Shared Responsibility
campaign. This aims to raise awareness in “consumer” countries in Europe of the impact their cocaine use
has in Colombia (and other production countries). This includes deforestation, the use of illegal landmines,
armed violence, kidnapping, terrorism, exploitation and water contamination.
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4.3.6 The Government supports the initiative and is committed to working with the Colombian
authorities to communicate the messages of the campaign.

4.3.7 National Tackling Drugs Week in 2008 featured a photographic exhibition in Trafalgar Square of
images of the environmental damage caused in Colombia by the production of cocaine, and a summit on
cocaine attended by UK government ministers and Colombian Vice-President Santos.

4.3.8 UK and Colombian government oYcials continue to work together to ensure that messages from
the campaign are reflected in communications activity undertaken by the UK Government. The FRANK
website currently includes links to the Shared Responsibility website, and FRANK material on cocaine
contains messages about the environmental harm caused by its production.

4.4 Early intervention

4.4.1 We know that the children of people with substance misuse problems are much more likely to
develop similar problems themselves, or to be at risk of other negative outcomes. Parents with drug problems
are now being prioritised in local treatment plans, to help to break the intergenerational transmission of
harm.

4.4.2 A new package of interventions is being delivered for young people and families at risk, from
services being provided through Sure Start Centres, through to targeted interventions for families facing
serious or complex problems, delivered through Family Intervention Projects.

July 2009

Memorandum submitted by Transform Drug Policy Foundation

About Transform Drug Policy Foundation

— Transform is a think-tank that campaigns for sustainable wellbeing, promoting the replacement of
drugs prohibition with eVective humane systems to regulate drugs.

— Transform has UN ECOSOC consultative status, is a registered charity (no 1100518) and company
limited by guarantee (company no 4882177). For more information please visit www.tdpf.org.uk
or call 0117 941 5810.

— Transform regularly briefs parliamentarians, and gave written and oral evidence to both the 2001
Home AVairs Committee and 2006 Science and Technology Committee Inquiries into illegal drugs.

Executive Summary

1. Numerous reports have shown that the criminalisation of drugs including cocaine largely creates the
“drug problem”, yet there is collective denial in Government and beyond which protects the policy of
prohibition from scrutiny, at the expense of protecting the public. This submission will demonstrate how the
criminalisation of cocaine is at the root of many of the issues with which HASC is grappling in this inquiry.

Introduction

2. Transform is pleased the HASC is investigating illegal drugs again, but is concerned at the limited
remit, the use of ill-defined terms like “street drug” and “well to do”, and its apparent lack of continuity
from the Committee’s landmark 2002 report.

3. In 2001 HASC undertook a wide-ranging inquiry into UK drug policy looking in depth at many of the
issues that the current inquiry only touches upon. It made some excellent recommendations, most notably:

24. 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.

4. This was rejected by the Government and further debate stymied, despite a Prime Minister’s Strategy
Unit report4 in 2003 showing how supply-side enforcement creates most of the problems associated with
Class A drugs—including cocaine. The Home OYce Strategic Policy Team’s Final Report of the Crime
Reduction Review5 in 2004 also reportedly states:

“There is a strong argument that prohibition has caused or created many of the problems associated
with the use or misuse of drugs. One option for the future would be to regulate drugs diVerently,
through either over-the-counter sales, licensed sales or doctor’s prescription.”

4 http://www.cabinetoYce.gov.uk/strategy/work areas/drugs.aspx
5 Reported in detail at http://www.independent.co.uk/news/uk/politics/heroin-on-the-nhs-and-a-document-too-hot-to-

handle-437762.html
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What is the Problem with Cocaine?

5. Any discussion of the cocaine trade in the UK, and what our response should be, requires that:

— We identify why people use cocaine, and specifically the social/environmental conditions that
underlie problematic cocaine use.

— we separate the public health problems associated with cocaine use per se, from the secondary
criminal justice harms associated with its prohibition.

6. It is also important to note cocaine use is normalised in many social spheres, that it is not an alien
phenomenon, and could be seen in the same light as alcohol use. Furthermore, most cocaine use is non-
problematic. The small minority of cocaine use (or other drug use) that can be described as problematic,
results from a complex interplay of social, economic, qualitative lifestyle, health and cultural variables that
can most usefully be categorised under the umbrella of “wellbeing”.6 According to the 2007 UNICEF
study into child wellbeing, the UK sits at the bottom of the table of 21 industrialised countries.7

7. Current UK drug policy is based on the concept that the primary response to problematic cocaine/drug
misuse should be based on punitive criminal justice enforcement; drugs are bad therefore we must ban their
supply and punish their users. This is a simplistic and misconceived response and it is unsurprising that the
outcomes of enforcement-led responses to a wellbeing-based problem are so consistently and
spectacularly poor.

8. Aside from the long-term failure of supply-side drug enforcement on its own terms (to reduce drug
production, supply, availability and use), it has generated a series of what the Director of the UN OYce on
Drugs and Crime has described8 as “unintended consequences” of prohibition globally. These include the
creation of “a huge criminal black market that thrives in order to get prohibited substances from producers
to consumers” along with “what one might call policy displacement. Public health, which is clearly the first
principle of drug control . . . was displaced into the background”. The Prime Minister’s Strategy Unit
20039 drug report contains a similar analysis.

9. Yet despite these issues being understood and frequently acknowledged at the highest level, the
majority of political, media and public discourses make no such distinction between the harms that result
from drug use per se, and those that are either entirely or partially the result of policy, specifically the
overarching prohibition paradigm. The result is that both sets of harms are conflated and then simplistically
blamed on drugs or, by default, drug users. If the problem we are trying to address is incorrectly described,
then the misdiagnoses that follow will inevitably lead to ineVectual and counterproductive policy
prescriptions.

The Futility and Counterproductive Nature of Domestic and International Supply-side
Enforcement

10. Decades of supply-side enforcement experience at all scales, from international interdiction eVorts to
arresting dealers on street corners, demonstrate how its successes can only ever be marginal, temporary and
localised. This failure results not from incompetence, flaws in execution, or under-resourcing, but because
this approach ignores the economic forces of supply and demand in an unregulated illicit market controlled
by criminal profiteers.

11. Ultimately, where high demand exists, enforcing prohibition simply acts as a system of price support,
transforming low value plant products into commodities worth more than their weight in gold. This profit
incentive then fuels violence, crime and conflict across the world—from Bogotá to Brixton, and while it
remains, organised criminals will find ways to exploit it. So if one production source or supply route is
eliminated, another always emerges.

12. Enforcement also has a Darwinian-style “survival of the fittest” eVect—it is the most eYcient,
ruthless, and violent criminal networks that prosper. So the more energetically prohibition is enforced, the
worse the “cocaine problem” becomes. In short, as the 2002 HASC drug inquiry report concluded:

“If there is any single lesson from the experience of the last 30 years, it is that policies based wholly
or mainly on enforcement are destined to fail.”

International Collaboration: The EU’s External Borders

13. Regarding both the UK and EU, calls for “securing our borders” are futile, and tend to represent
populist posturing rather than rational evidence-based policy. Drugs consistently get into high security
prisons, demonstrating the absurdity of attempting to secure an entire national border, let alone a continent.
The level of international co-operation is irrelevant. Enough cocaine to supply the UK for a year could fit
inside one shipping container.10

6 For more discussion see Wellbeing and drug policy Transform discussion paper, Summer 2009.
7 Innocenti Report Card 7: A summary for young people, UNICEF, 2007 http://www.unicefirc.org/publications/pdf/rc7 eng.pdf
8 “Making drug control ‘fit for purpose’: Building on the UNGASS decade” Antonio Costa, UNODC, 2008

http://www.unodc.org/documents/commissions/CND-Session51/CND-UNGASS-CRPs/ECN72008CRP17.pdf
9 Discussion excepts and links here: http://www.tdpf.org.uk/Policy General Strategy Unit Drugs Report phase 1.htm
10 Based on an estimate of 60 tonnes entering the country per annum.
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International Collaboration: Producer/Transit Countries

14. The same economic analysis applies at a global scale—the illicit market being unconstrained by
national boundaries and trade agreements. The UNODC director recently observed:11

“I invite you all to imagine that this year, all drugs produced and traYcked around the world, were
seized: the dream of law enforcement agencies. Well, when we wake up having had this dream, we
would realise that the same amount of drugs—hundreds of tons of heroin, cocaine and cannabis—
would be produced again next year. In other words, this first dream shows that, while law enforcement
is necessary for drug control, it is not suYcient. New supply would keep coming on stream, year after
year . . . to satisfy the craving of millions of drug users around the world.”

15. The largest international study on cocaine use was published in 1995, commissioned by the World
Health Organisation (WHO) and the United Nations Interregional Crime and Justice Research Institute
(UNICRI).12 It argues:

“The studies identified strict limitations to drug control policies which rely almost exclusively on
repressive measures. Current national and local approaches which over-emphasize punitive drug
control measures may actually contribute to the development of health-related problems.”13

“The largest future issue is whether international organisations, such as WHO and the United Nations
Drug Control Programme, and national governments will continue to focus on supply reduction
approaches such as crop destruction and substitution and law enforcement eVorts in the face of
mounting criticism and cynicism about the eVectiveness of these approaches. Countries such as
Australia, Bolivia, Canada and Colombia are now interested in examining a range of options to
legalize and decriminalize the personal use and possession of cocaine and other related products.
There needs to be more assessment of the adverse eVects of current policies and strategies and
development of innovative approaches.”14

16. From the perspective of predominantly producer regions, the Latin American Commission on Drugs
and Democracy, convened by former Presidents of Colombia, Mexico and Brazil, recently called for a
“paradigm shift” in drug policy. They argue:

“Violence and the organized crime associated with the narcotics trade are critical problems in Latin
America today. Confronted with a situation that is growing worse by the day, it is imperative to rectify
the “war on drugs” strategy pursued in the region over the past 30 years. Prohibitionist policies based
on the eradication of production and on the disruption of drug flows as well as on the criminalization
of consumption have not yielded the expected results. We are farther than ever from the announced
goal of eradicating drugs.”15

17. The billions on oVer from the illicit cocaine market can destabilise entire nation states by fuelling
corruption, conflict and violence, particularly in developing countries where governance may already be
weak. These problems are illustrated by the very diVerent, but directly prohibition-related problems
currently experienced in Colombia, Mexico, and Guinea Bissau.

The Role of SOCA and HMRC and Police—Supply Controls

18. This analysis also demonstrates why the work of SOCA and HMRC in preventing cocaine reaching
UK markets is similarly futile. Despite Herculean propaganda eVorts to dress up systemic failure as success,
no amount of proclamations of seizures “preventing x amount of drugs from reaching the streets”, cherry
picked statistics, process announcements, or meaningless proxy measures can gloss over the long-term
failure to achieve any meaningful positive outcomes re supply or availability. There is considerably more
cocaine entering the country, and it is more available, than when SOCA was set up.

19. Again from the Prime Minister’s Strategy Unit Drugs Report16 2003:

“Over the past 10–15 years, despite interventions at every point in the supply chain, cocaine and heroin
consumption has been rising, prices falling and drugs have continued to reach users. Government
interventions against the drug business are a cost of business, rather than a substantive threat to the
industry’s viability.” (p 94)

11 Speech to DPA conference in New Orleans, December 2007.
12 The WHO/UNICRI study was due to be published in 1995, however after distributing a press release with a summary of the

conclusions, the United States representative to the WHO said that if the for study was published the US would withdraw
financial support for future WHO research. The report was not published. For more information see—http://www.tni.org/
detail page.phtml?page%drugscoca-docs sixhorsemen

13 WHO/UNICRI Cocaine Project, p 29
14 WHO/UNICRI report, p 30.
15 Drugs and Democracy: Towards a Paradigm Shift, by the Latin American Commission on Drugs and Democracy, February

2009—http://www.drugsanddemocracy.org/files/2009/02/declaracao ingles site.pdf
16 Suppressed until leaked to the Guardian in 2005.
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20. Supply-side interdiction success, even if it can restrict supply so that price rises, can have perverse
negative criminal justice consequences in terms of increasing crime committed by low income dependent
users, and negative public health consequences from increasing levels of impurities/cutting agents. As one
SOCA oYcial admitted to the Economist, even if we were to “win” the enforcement battle we would lose
elsewhere, not least on the public health front:

“We may have to say at some stage that taking heavily adulterated cocaine is more physically harmful
to the user than taking cocaine that’s less adulterated . . . That is not the case at the moment. But
we’ve got to keep asking the question. I’m aware that the health equation could one day say: Stop
trying to stop cocaine coming in.”17

The Role of Illicit Market Economics in the Emergence of Crack Cocaine

21. Illicit market economics tend to push supply towards increasingly potent and risky preparations of
drugs that are more profitable per unit weight. Just as under alcohol prohibition the trade in beer gave way
to more profitable and dangerous spirits, and the criminal controlled UK cannabis market is increasingly
saturated with higher potency strains, with coca-based products the transformation has been dramatic.
Before its prohibition, the common forms of cocaine use involved low-risk coca leaf chewing and coca-based
drinks (tea and wine). It was organised criminal networks created by prohibition that brought cocaine
powder onto the streets in the first place, and ultimately introduced smokable crack cocaine. In the UK, the
long established illegal heroin market created a ready-made distribution network and receptive user base for
this new product. The heroin and crack markets have meshed within a comparatively short period (most
crack users are also heroin users).

22. The market for cocaine is currently defined by the fact that only the strongest, most expensive and
risky forms of the drug are available. If the option of less potent preparations were available, demand would
be likely to move away from more risky preparations, just as patterns of alcohol use shifted back towards
beers and wines when US alcohol prohibition was repealed. Current legal structures do not allow for any
such policy options to be explored even though the traditional consumption of low potency cocaine products
is widespread in South America and is not associated with any serious public health issues.

Patterns of Cocaine Use—Deterrence and Prevention

23. There is clearly a continuum of cocaine using behaviours, the majority of which are not associated
with significant health harms to the users. The minority of significantly harmful or problematic use is
predominantly related to crack cocaine. The WHO/UNICRI report concluded that:

“It is not possible to describe an “average cocaine user”. An enormous variety was found in the types
of people who use cocaine, the amount of drug used, the frequency of use, the duration and intensity
of use, the reasons for using and any associated problems they experience.”18

24. There is no research to suggest that media coverage of celebrity cocaine use is an important factor on
prevalence of use or misuse, nor was the INCB able to provide any when challenged on this point following
its misplaced and attention grabbing annual report. Policy needs to be driven by evidence not headline
chasing.

25. The key benefit repeatedly cited as the rationale for punitive enforcement is that a combination of
reduced availability and a deterrent eVect (fear of punitive sanctions, and the law “sending a message”)
results in a lower level of prevalence of drug use than would exist without it.19 In reality availability has
been rising, and any deterrent eVect is poorly supported by empirical research. The Science and Technology
Select Committee report in 2006 on the drug classification system “Drug Classification: Making a Hash of
it?”20 stated that:

“We have found no solid evidence to support the existence of a deterrent eVect, despite the fact that
it appears to underpin the Government’s policy on classification. In view of the importance of drugs
policy and the amount spent in enforcing the penalties associated with the classification system, it is
highly unsatisfactory that there is so little knowledge about the system’s eVectiveness”.

26. The current Sentencing Advisory Panel consultation on sentencing for drug oVences similarly
acknowledges that:

“There is no evidence to show that lengthy sentences have the desired deterrent eVect and research
suggests that drug barons are more concerned about the loss of their assets than the threat of
imprisonment.”21

17 The Cocaine Business, SniVy Customers, The Economist, 5 May 2009
http://www.economist.com/displayStory. cfm?story id%13234124

18 WHO/UNICRI Cocaine Project, 3 March 1995, p 1—http://www.tni.org/docs/200703081409275046.pdf
19 The significant prioritisation of reducing prevalence of use over and above all other policy outcomes is in itself a reflection

on the prohibition’s historical origins rather than rational pragmatic considerations, and is also one that reflects a failure to
make the key distinction between use and misuse.

20 http://www.publications.parliament.uk/pa/cm200506/cmselect/cmsctech/1031/1031.pdf
21 http://www.sentencing-guidelines.gov.uk/docs/drug oVences press notice.pdf
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27. The small amount of independent research done in this area suggests that punitive law and
enforcement are, at best, marginal factors in drug taking decisions, especially for socially excluded groups
most vulnerable to problematic use. In fact, the group that creates most of prohibition’s social and economic
costs—dependent users of heroin and crack—are least susceptible to any deterrent eVect.

28. Internationally, there is no correlation between intensity or harshness of enforcement and levels of
use or misuse22 that might support the deterrence argument. The headline conclusion of an exhaustive
World Health Organisation study in 2008 comparing drug use and enforcement regimes across the
world23 was:

“Globally, drug use is not distributed evenly and is not simply related to drug policy, since countries
with stringent user-level illegal drug policies did not have lower levels of use than countries with
liberal ones.”

29. The evidence base for prevention and drug education programmes is historically very mixed24 and
generally underwhelming. Specifically there is little to suggest such interventions have been more eVective
with illegal drugs than with alcohol and tobacco, ie that illegality is a key to eVectiveness. There is some
evidence that targeted public health education may be able to encourage less harmful drug using behaviours
but the evidence that prevention education generally can influence overall prevalence is marginal at best.

30. More often mass media education campaigns appear to be driven by the political need to be “seen to
be doing something”. These may actually be harmful if they distract from finding real solutions, including
developing policies addressing the low wellbeing that underlies most problematic drug use, and which will
be key to prevention of drug harms in the long term.

31. With regards to the eVectiveness of advertising campaigns specifically in deterring cocaine use, the
WHO/UNICRI study reports that:

“Despite a broad range of educational and prevention approaches, most programmes do not prevent
myths but perpetuate stereotypes and misinform the general public. Such programmes rely on
sensationalized, exaggerated statements about cocaine which misinform about patterns of use,
stigmatize users, and destroy the educator’s credibility. This has given most education campaigns a
nave image and has reduced confidence in the quality and accuracy of these campaigns.”25

32. Transform argues that the impact of drug policy (as conventionally understood) on levels of use and
misuse has been dramatically overstated. It seems likely that levels of enforcement, choices of legal
approach, and even investment in treatment, education and prevention have eVects that are marginal relative
to the impacts of wider social, economic and cultural variables and measures of wellbeing (although the
enforcement element can have dramatic negative impacts on drug harms). In trying to understand the
causality of problematic drug use, it is notable that income inequality within nations (a useful proxy measure
for personal and social wellbeing) displays a statistically significant correlation with levels of misuse in
international comparative analysis,26 unlike GDP, enforcement spending, or even levels of absolute poverty.

Conclusions and Recommendations

33. It is of vital importance that the Committee considers the wider social policy context of emerging
trends in drug misuse, paying specific attention to wellbeing analysis, in its consideration of the UK’s
“cocaine problem”. This should involve taking the lead responsibility from the Home OYce and making it
a truly interdepartmental issue, with health and wellbeing at the forefront.

34. The committee should call for the Government to instigate a full impact assessment of supply-side
drug enforcement, both domestic and international, the relevant legislation and its implementation through
the various enforcement infrastructures and agencies. Such an undertaking should include consideration of
alternative policy approaches including decriminalisation of personal possession for adults, and legal
regulation and control of drug production and supply.

35. The committee should revisit the findings of the 2002 HASC drug inquiry and re-endorse its
recommendations, including number 24: “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”.

22 It is easy to cherry pick individual examples that suggest there either is or is not such a link—the obvious examples being
Sweden and the Netherlands, both with relatively low levels of use, but with very diVerent approaches to enforcement.

23 Degenhard et al, World Health Organisation, 2008 Toward a Global View of Alcohol, Tobacco, Cannabis, and Cocaine Use:
Findings from the WHO World Mental Health Surveys
http://medicine.plosjournals.org/perlserv/?request%getdocument&doi%10.1371/
journal.pmed.0050141&ct%1&SESSID%09db244eacbf99e2605122e6f7221f3d

24 “Pathways to Problems” 2006, Advisory Council on the Misuse of Drugs (chapter 5)
http://drugs.homeoYce.gov.uk/publication-search/acmd/pathways-toproblems/Pathwaystoproblems.pdf?view%Binary

25 WHO/UNICRI Cocaine Project, 3 March 1995, p 23.
26 Wilkinson and Pickett The Spirit Level: Why More Equal Societies Almost Always Do Better 2009, p 19.
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36. The committee should call for a joint select committee inquiry to review the entire prohibitionist
paradigm, its legal instruments, and their implementation, including a meaningful exploration of options
for the legal regulation of drug production and supply.

June 2009

APPENDIX

TOWARDS EFFECTIVE DRUG POLICY: TIME FOR AN IMPACT ASSESSMENT

Transform Drug Policy Foundation—www.tdpf.org.uk

Transform exists to promote sustainable wellbeing by bringing about a just, eVective and humane system
to regulate and control drugs at national and international levels.

Recommendation

The UK Government should lead the world by carrying out an Impact Assessment (IA) of domestic drugs
prohibition, starting with the Misuse of Drugs Act 1971 and related legislation. An IA should model all the
alternatives including stepping up prohibition, Portuguese-style decriminalisation, and legal regulation. The
EC and UN should undertake a similar exercise internationally to incorporate impacts on producer and
transit countries, and ensure drug policy no longer undermines human development, human security and
human rights.

Basis for Recommendation

— Despite the billions spent each year, evidence from around the globe, (including the PM’s Strategy
Unit Drugs Report of 200327) shows the prohibitionist approach to drugs has consistently
delivered the opposite of its stated goals, with the poor and marginalised hit hardest.

— The Director of the UN OYce on Drugs and Crime28 also admits the international drug control
system has massive “unintended consequences” including: creating a huge criminal market;
displacing policy from health to enforcement; and geographical displacement (the “balloon
eVect”).

— At a time of economic stricture, it is crucial that drugs expenditure is cost-eVective, with all
potential alternatives meaningfully explored. Transform’s cost-benefit analysis29 (based on
Government data) shows a move to legal regulation and control could:

— Save the UK billions of pounds to spend on other priorities

— Halve property crime and the prison population

— Remove a huge obstacle to development and security in Afghanistan and beyond

— Using Impact Assessment as a guiding tool would help end the emotive and polarised debate
around drug policy reform, and enable politicians to genuinely engage with the search for better
alternatives.

Introduction

We all share the common goal of a drug policy that maximises environmental, physical, psychological and
social wellbeing worldwide. Yet, whether viewed internationally or domestically, the prohibitionist approach
has seen drug supply and availability increasing; use of drugs that cause the most harm increasing; health
harms increasing; and massive levels of crime leading to a crisis in our criminal justice systems. Illicit drug
profits are enriching criminals, fuelling conflict and undermining security and development in producer and
transit countries from Mexico and Guinea Bissau, to Afghanistan and Colombia, with the gravest impacts
falling upon the poor and marginalised.

UNODC and “Unintended Consequences

Antonio Maria Costa, Director of the UN OYce on Drugs and Crime (UNODC), admits that the drug
control system creates a raft of negative “unintended consequences” including:

— A huge criminal market.

— Policy displacement from health to enforcement.

— Geographical displacement—the “balloon eVect”—where enforcement activity in one area
displaces the problem to another.

27 http://www.cabinetoYce.gov.uk/media/cabinetoYce/strategy/assets/drugs report.pdf
28 http://www.unodc.org/documents/commissions/CND-Session51/CND-UNGASS-CRPs/ECN72008CRP17.pdf
29 http://tdpf.org.uk/Transform%20CBA%20paper%20final.pdf
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Whilst the UNODC acknowledges the high costs of prohibition, it has so far neglected to count them, or
model alternatives. Similarly, the Home OYce acknowledges that legal regulation of drug markets would
have benefits,30 but claims they would be outweighed by the costs. Yet no such cost-benefit analysis has
ever been carried out in the UK, or anywhere else. Value for money studies commissioned in 2007 remain
unpublished.

The UK could take the lead by carrying out an objective, independent, national assessment, comparing
current policy with the alternatives; encourage other consumer, producer and transit countries to follow suit;
and call for international assessments by the EC and UN.

A UK Impact Assessment

In the UK, drug legislation has changed little since the 1971 Misuse of Drugs Act (MDA) which has for
many years been colliding with dramatically changed circumstances, including a massive increase in the use
of illegal drugs, and a correspondingly huge illegal market, compounded by globalisation. As a result, a root
and branch review is long overdue, and an Impact Assessment of the MDA should form the first step in
genuinely assessing the UK’s approach to drugs.

Through allowing the outcomes of any government intervention to be assessed against the goals it is
supposed to meet, along with modelling alternatives, IA is a sophisticated tool to strengthen evidence-based
policy-making, improve accountability and transparency, and enable more informed public and
parliamentary debate. Typically IAs now consider the potential or actual impacts (positive and negative) of
a policy in terms of the three pillars of sustainable development—economic, social and environmental.31

An IA aimed at helping to deliver evidence-based policy—behind which all stakeholders can unite—
would put all options on the table, without committing any stakeholder to a specific position: from stepping
up prohibition, through decriminalisation, to legal regulation and control. In addition to current
mechanisms for regulating the supply of legal drugs and intoxicants, there are a variety of existing
approaches to dealing with illicit drugs. These include Portugal’s decriminalisation of possession of drugs
since 2001 (widely hailed as a success, including by the UNODC), the long-term large-scale maintenance
prescription of heroin in Switzerland, and the Netherlands “coVee-shop” system for cannabis.

The application of IA for ex post evaluation of this kind has been less common than its use in ex ante
assessment of proposed new measures. However, there is now recognition of the need for more evaluation
work of this kind, for example in the European Commission work on IA.

When an entire UK Act is subject to Impact Assessment it is often broken down into smaller sections each
of which has a separate IA. For example the Police and Crime Bill currently before Parliament has twenty
separate IAs addressing diVerent aspects.

The UNODC currently send out a biannual survey to member countries as part of its information
gathering for the World Drug Report. Transform would like to see this include a template with questions
for a country level IA, which could be collated as the basis for a global IA.

An Impact Assessment is Overdue

An IA of drug policy would be in line with Government guidelines. For example, the Treasury Green Book
states that: “…no policy, programme or project is adopted without first having the answer to these questions:
(1) Are there better ways to achieve this objective? (2) Are there better uses for these resources?”

More specifically, BERR IA guidelines32 say that all new legislation and policy changes with a cost or
benefit to the public, private or third sectors greater than £5 million require the relevant government
department to conduct an IA. This threshold has been crossed by many individual drug related
interventions, and a number of other triggers have been pulled including: “When review leads to the
identification of new policy challenges (perhaps arising from unintended consequences of the intervention
itself), the [IA] process begins again.”

Similarly, the National Audit OYce 2001 guide “Modern Policymaking: Ensuring policies deliver value
for money” states: “Departments…need to review policies, for example to determine when the time is right
to modify a policy in response to changing circumstances so that it remains relevant and cost eVective; and
departments may need to terminate policies if they are no longer cost eVective or they are not delivering the
policy outcomes intended.”

As previously noted there are huge unintended consequences of the current drug control system, and
evidence shows the MDA is not delivering what it was supposed to—for example a twenty-fold increase in
heroin use.

There is a UK precedent for using IA to compare prohibition with decriminalisation or legal regulation
of drugs. The 2005 Drugs Act had an Impact Assessment of the proposal to make Magic Mushrooms a Class
A drug, including the option of allowing licensed sales.

30 Home OYce Briefing, 2008
31 p1 RIA-Towards Better Regulation? Ed. Colin Kirkpatrick Edward Elgar Publishing Ltd 2007 ISBN 978 1 84542 412 1
32 http://www.berr.gov.uk/files/file44544.pdf
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For too long the debate around drugs policy reform has been paralysed and polarised. An Impact
Assessment oVers an objective, independent and neutral tool for enabling key stakeholders to work together
to create a drug policy fit for the 21st Century.

Memorandum submitted by DrugScope

DrugScope is the UK’s leading independent centre of expertise on drugs and the national membership
organisation for the drugs field.

DrugScope’s objectives are:

— to provide a national voice for the drug sector;

— to inform policy development drawing on the experience and expertise of our members;

— to support drug services and promote good practice;

— to improve public understanding of drugs and drug policy.

All DrugScope’s policy work is shaped by our core values and beliefs.

DrugScope believes in drug policy that:

— minimises drug-related harms;

— promotes health, well-being, inclusion and integration;

— recognises and protects individual rights;

— recognises and respects diversity.

DrugScope is committed to:

— promoting rational drug policy debate that is informed by evidence;

— involving our membership in all our policy work;

— ensuring our policy interventions are informed by front-line experience;

— speaking independently, and free from any sectoral interests;

— highlighting the unique contribution of the voluntary and community sector.

1. Cocaine Beyond our Borders

1.1 Cocaine hydrocholoride is a white powder produced from the coca leaf plant, which traditionally is
grown in remote areas of Bolivia and Peru. The coca plant is not native to Colombia and was only introduced
in the 1980s.33 However, most of the region’s coca is now grown in Colombia where most of the processing
of coca leaf to cocaine also takes place. The UN OYce on Drugs and Crime (UNODC) report for 2008
estimates that about 180,000 hectares of land are devoted to cocaine growing across the three countries.34

Just two hectares of land can yield six harvests of coca a year, producing 1.250 pounds of coca leaf which
in turn results in 2.5 kilos of pure cocaine.35

1.2 The USA remains the key market for consumption, but since the late 1990s, cocaine has been shipped
to Europe and the UK in ever-increasing quantities. Cocaine arrives in the UK via diVerent routes; directly
from South America by sea in bulk to the UK or smaller quantities via airports in Spain and Holland;
through ports of entry in west Africa and then to Europe and the UK, and also via Central America and
the Caribbean.

1.3 The current levels of cocaine use have their roots back in the 1980s. Until then, most serious organised
crime in Britain concentrated on armed robbery of bank vaults or bullion trucks, for example. As the UK
police grew more successful in apprehending these criminals, many fled to Spain. There, they met criminals
linked to the cocaine cartels of South America and began to realise that drug traYcking (including heroin
and cannabis) was much more profitable than armed robbery and carried much less risk. This began the
flow of cocaine into Europe, so that even by the early 90s, more cocaine was being seized by British customs
than heroin.

1.4 In 1993, Pablo Escobar, then the world’s most notorious cocaine traYcker, was killed by Colombian
security services. Subsequently, the two main cocaine cartels in South America, the Medellin and the Cali,
broke up. The impact of these victories in the “war on drugs” was unexpected; the supply of cocaine to

33 Buxton, J. The political economy of narcotics. Zed Books, 2006.
34 However, US government estimates put the figure much higher. There are no clear reasons for the discrepancies other than

the problems of estimating the size of growing areas in remote and hidden locations using satellite surveillance.
35 Streatfeild, D. Cocaine. Virgin Books, 2002.



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [O] PPSysB Job: 442345 Unit: PAG1

Home Affairs Committee: Evidence Ev 105

Europe actually increased. Far from crippling production and supply, the amount of cocaine coming out of
the region increased, with many more middle-levels traYckers needing to expand their trade beyond the ever
more crowded US market.36

2. The Current UK Market for Cocaine

2.1 The latest estimated value of the UK market in illegal drugs is around £5.3 billion, just under half of
which is accounted for by sales of powder cocaine and crack cocaine. This easily makes cocaine the most
profitable sector of the UK drug scene.37

2.2 The two forms of the drug, powder cocaine and crack cocaine, are diVerent in the intensity of their
eVect and consequently tend to attract diVerent types of user. However, if you consider powder cocaine and
crack cocaine together, the drug is now the most widely used illegal substance in the UK after cannabis.38

2.3 In terms of seizures, the number of seizures by police in the UK is probably a more reliable indicator
of trends than the weight of cocaine seized by Customs. This is because a single large seizure of cocaine (or
any drug) can distort the figures for that year. So for example, in 1992, Customs seized 2,224 kilos of cocaine
and hardly any more in 2006, but almost double that figure in 2003. Police seizures in England and Wales
of relatively small amounts on the other hand have shown an inexorable rise over the same 1992-2006 period
from 1,160 in 1992 to nearly 15,000 in 2006–07 while the number of convictions for cocaine oVences has
trebled between 2000–2006.39

2.4 Similarly, Customs or police bulk seizures on their own cannot be taken as indicators of the overall
success or failure of enforcement activities. More drugs seized in any one year does not necessarily indicate
greater use on the streets; nor do some of the very large seizures result in anything other than a blip in supply
and the removal of one criminal network, which is rapidly replaced by another.

2.5 In the 10-year period since 1998, Class A drug use has stabilised or even slightly declined; the only
exception has been the use of powder cocaine. Over that period, self-reported use in the previous 12 months
among those aged 16–24 rose from an estimated 0.1% to 6%, although that figure has decreased to 5% in
the most recent statistics from the British Crime Survey (Home OYce).

2.6 The net consequence of this has been a significant fall in the price of cocaine in the UK from around
£80 a gram (UK national average) 10 years ago, to nearer £40 in 2009. Due to its clandestine nature, no
analysis of the illegal drug market is ever straightforward. In 2008, DrugScope reported an emerging two-
tier market in cocaine (the equivalent of supermarket “economy” and “premium” branded goods) whereby
dealers were selling two types of the drug—allegedly “good” quality cocaine (around £50 or £60 a gram) and
basic quality cocaine (between £30 and £40 a gram).40 No purity tests have been done to compare samples
from diVerent price brackets, so this could just be a marketing ploy to trade on the “aspirational” aspect of
cocaine use.

2.7 The average purity of powder cocaine seized by police has fallen sharply in recent years from an
average of 50% down to 30%.41 Historically, the weight of the product sold has been made up with other
white powders, usually harmless sugars such as lactose. However, recent trends suggest that cutting agents
have changed. “Cocaine” is being bulked up with other drugs such as the minor anaesthetic substances,
benzocaine and phenacetin. As its name suggests, benzocaine is in the same general family of drugs as
cocaine, but is a much milder analogue. Benzocaine will deliver the same numbing sensation as cocaine
would to the tongue if tasted as well as to the nostrils if snorted, so a naı̈ve user may well be fooled into
thinking they have bought high purity cocaine. Phenacetin is a painkiller which has been banned in the UK
after proving carcinogenic in animal studies.

2.8 These changes in cutting agents has, it is believed, either led to (or masked) a reduction in the actual
amount of cocaine in UK seizure samples. The drug is now being bulked out with substances that more
readily fool the user.42 Evidence of the significance of this trend can be seen in the development of a whole
new industry that has grown up supplying these new bulking agents to drug traYckers and wholesalers.43

To some, this might appear at odds with the assertion that the UK is being flooded with ever-cheaper cocaine
and might suggest instead that there is a shortage of wholesale quality (pure) cocaine entering the UK. It is
true that the Serious Organised Crime Agency (SOCA) have reported a rise in the wholesale price of cocaine,
which SOCA ascribe to some interdiction successes as well as the falling value of the pound overseas.44 It
is equally possible, however, that the change in the nature of cocaine adulteration is just another innovative
way for dealers to maximise their profits from the drug trade.

36 ibid.
37 McSweeney, T et al. Tackling drug markets and distribution networks in the UK. UKDPC, 2008.
38 British Crime Survey 2007–08.
39 Department of Health. United Kingdom drug situation 2008: annual report to EMCDDA, 2009.
40 Druglink; Vol 22, 5, September/October, 2007. We say “alleged good quality” because no purity tests have been done to

compare samples from diVerent price brackets, so this could just be a simple marketing ploy to raise profits by trading on the
“aspirational” aspect of cocaine use.

41 UK drug situation report 2008.
42 Some samples recently tested by the Forensic Science Service had no cocaine at all. Personal communication, SOCA.
43 Druglink, Vol 26, 3, May/June, 2009.
44 SOCA Annual Report 2008–09.
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3. “Cocaine Culture” and Public Perceptions of the Drug

3.1 In the 1980s, the use of powder cocaine was very much associated with the conspicuous consumption
of celebrities and the new aZuence of the City of London. While the “champagne” image of powder cocaine
persists to this day, the dramatic fall in price has made use of powder cocaine an unremarkable aspect of
leisure time for an increasingly broad cross-section of British society.

3.2 Powder cocaine is readily available and frequently used in many pubs and clubs on many high streets
across Britain. The nature of the drug—a powerful stimulant that “revs up” the user—it has also become
popular among workers in certain industries, such as security and construction.45

3.3 Although the distinction between “hard” and “soft” drugs has no basis either in law or pharmacology,
the concept has traction in public perception to distinguish the most dangerous drugs from others, usually
on the basis of propensity to cause addiction. Twenty years ago, all types of cocaine would have been
perceived in the “hard” category and there is some evidence of this in the evaluation of Heroin Screws You
Up, the very first UK government anti-drug campaign, back in the 1980s.

3.4 It appears that over recent years, the popular perception of powder cocaine has changed. In 2006, as
part of its wide-ranging Commission on Illegal Drugs, Communities and Public Policy report, the Royal
Society of Arts commissioned a YouGov poll on public attitudes and experience of drugs, dividing the
sample between those who used drugs and those who didn’t. Of the users, over half said they were using
“hard” drugs, knew others were using “hard” drugs and believed you could use “hard” drugs in moderation
without much harm to yourself or others. However, only 1% said they had tried crack cocaine and nobody
admitted to using heroin. The only drug they could have been referring to was powder cocaine.

4. Cocaine and Celebrities

4.1 Media revelations about celebrity drug use are invariably accompanied by attacks from politicians,
campaigners and commentators, who appear convinced that young people are influenced in their decisions
about drugs by the behaviour of those regarded as cultural heroes—such as pop stars, fashion models and
footballers

4.2 In March 2008, two United Nations drug agencies—the International Narcotics Control Board
(INCB) in its annual report46 and the UN OYce of Drugs and Crime (UNODC) through an article in The
Observer47 criticised celebrities for allegedly glamorising drug use. In the article, UNODC chief Antonio
Maria Costa argued that young westerners who use cocaine, and who might otherwise have concerns about
fair trade, third world debt, and the environment, conveniently forget the violence and corruption caused
by their increasing demands for the drug. It was a point underlined by the Vice-President of Columbia in
launching the Shared Responsibility campaign who similarly attacked celebrity drug use.

4.3 So how valid is the charge that the “pied pipers” of celebrity are leading our young people by the
nose—and how do young people themselves respond? A group of young people who work with a drug
education and prevention charity, Mentor UK were asked this very question by MPs at the March 2008
meeting of the All Party Parliamentary Drugs Misuse Group. A similar question was put to listeners of the
youth-oriented radio station 1Xtra. Collectively, their response was, in eVect, “we’re not that stupid.” It is
symptomatic of our patronising attitudes towards young people that we should think them so gullible. In
fact, fans of pop stars with drug problems generally feel sorry for them and wish they could get their lives
back together again.

4.4 In 2006, the National Collaborating Centre on Drug Prevention based at Liverpool John Moores
University published a literature review on the eVects of celebrity drug use on use by young people and could
find no evidence of the causal link that the criticisms imply.48 This was underlined by a survey conducted
by The Observer about Britain’s drug habits including the question about why people first took drugs. Only
2% replied “desire to emulate heroes”. Eighteen per cent named “peer pressure”, but an overwhelming 80%
simply cited “curiosity”.49 There are thousands of young people who dream of getting a record contract and
making a career in music. They aspire to becoming entertainers, not role models. But for the very few who
get there, they can quickly become entrapped by the media obsession with celebrity, snapped not only by
paparazzi, but anybody these days with a camera in their mobile phone. The tabloids fall over themselves
to get front-page candid shots. One could reasonably ask, who is doing the glamourising?

4.5 Our general view is that there is no evidence that celebrity drug use plays much part in the decision
to use drugs. Moreover, while such public figures may in many respects indulge in reckless behaviour, there
is no evidence that they are actively involved in the promotion of drugs and may instead simply represent
an easy target in the context of a seemingly intractable global problem.

45 Testimony to the increasingly ubiquitous nature of Britain’s cocaine culture can be found in several sources including;
Druglink; vol 22, issue 4, July/August 2009 and The Observer Magazine, How Britons Get High, 20 July 2008.

46 International Narcotics Control Board Annual Report 2007 (can be accessed here: http://www.incb.org/incb/annual-report-
2007.html)

47 The Observer: “Coke fashionistas” are ruining Africa—UN boss (9 March 2007). The article can be accessed here: http://
www.guardian.co.uk/world/2008/mar/09/unitednations.drugstrade

48 Witty, K. The eVects of drug use by celebrities upon young people’s drug use and perceptions of use.
49 The Observer, Inside an addicted nation: Britain’s habits in 2008 (16 November 2008). Articles can be accessed here: http://

www.guardian.co.uk/society/series/drugs-uncovered.
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5 Prevention Strategies

5.1 What evidence is there about “what works” in preventing young people from trying cocaine or any
other illegal drug? The two main approaches thus far have been the provision of drug education in schools
and the delivery of wider public awareness campaigns by successive UK governments.

5.2 There is a often an unrealistic expectation that school-based drug education programmes (or any
programmes come to that) can actually either stop young people from using drugs or directly influence
behaviour away from an unhealthy activity. There is little evidence of any one programme being able to
deliver such outcomes.50 However, from the perspective of a healthy schools environment, schools can
promote a range of healthy outcomes for young people, which includes tackling attitudes towards substance
misuse (including alcohol and tobacco), bullying, sexual activity, diet and exercise. Within specific
programmes, schools can at least ensure that young people have accurate, non-judgemental information,
have access to programmes that discuss risk and how to deal with any peer-pressure51 and have access to
help and support in dealing with a drug or alcohol problem they might have or which exists in the family.

5.3 The government has invested heavily in FRANK, which oVers 24/7 drug advice and information as
well as being the platform for launching specific campaigns. While FRANK and the attendant campaigns
have high recognition ratings, there is no evidence that public awareness campaigns of this kind do prevent
or reduce drug use.52 At best, the evidence indicates that such campaigns might reinforce existing negative
attitudes towards drugs.

5.4 Occasionally, public awareness campaigns have unintended consequences. A 2006–07 campaign run
in Scotland specifically targeted at cocaine called Know The Score revealed in its evaluation that 12% of a
sample surveyed actually thought they would try cocaine as a result of the campaign.

6. Health Risks Associated with Cocaine Use

6.1 It is the case that many people can use cocaine on an occasional basis without coming to much harm.
But the risks to the individual of chronic or regular use remain. The drug has a high potential to cause
psychological dependency. The drug also puts significant strain on the cardiovascular system and increasing
numbers of people are being admitted to hospital as a result of cocaine poisoning. Between 2000 and 2007,
the number of non-fatal hospital admissions rose from 262 to 833.53 Heart attacks, strokes and fits in
otherwise healthy young people are being recognised by doctors as possibly cocaine-related. And because
the way the drug acts on the brain, there is also the risk of serious psychological problems from generalised
anxiety to paranoia and addiction. While there are no heroin-like physical withdrawal symptoms for those
who stop, there can be a periods of deep depression, during which some people can be suicidal.

6.2 There is also an association between cocaine and alcohol consumption. A combination of the two
drugs creates a new drug in the body called coca-ethylene which can be more toxic than either drug in
isolation. There is also some anecdotal evidence that cocaine can promote excessive drinking through the
simple expedient of keeping people awake longer in bars and pubs so they drink longer than they might
otherwise have done.54

7. Treatment for Powder Cocaine Dependency

7.1 The National Treatment Agency for Substance Misuse (NTA) report increasing numbers of those
coming forward who cite powder cocaine as their primary drug problem. The number of recorded treatment
episodes (rather than individual presentations to services) rose from around 3,700 in 2003–04 to over 8000
in 2006–07. Although use of cocaine has been growing for a decade, the upward trend in treatment
presentations is more recent.

7.2 There is no specialised treatment for helping those with powder cocaine problems and (despite many
attempts to find one) no satisfactory drug substitute for either powder cocaine or crack cocaine—an
equivalent to methadone for heroin users—that might help stabilise users and reduce cravings while they
undergo psychotherapy or counselling.

8. Crack Cocaine

8.1 Crack cocaine is being considered separately in this submission as it has a diVerent profile and
provenance from powder cocaine. Crack cocaine is a crystalline version of powder cocaine. It first appeared
on the UK drug scene in the late 1980s. The devastation caused by the drug in areas of endemic poverty and
deprivation in the USA led to dire predictions of the impact on UK society.

50 UK Drug Policy Commission. A response to “Drugs: our community, your say” consultation paper, 2007, p8.
51 There is a view that while some young people do feel pressurised into fitting in with the crowd, there are other who simply

choose to either go with a particular group who are using drugs and indulging in other risky behaviours or even change their
peer group. This is more akin to peer-preference than peer pressure.

52 UKDPC, p 10.
53 UK drug situation report 2008.
54 Druglink; vol 24, issue 2, March/April 2009.
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8.2 Fortunately, the most dire predictions of the impact of crack cocaine on British society did not
materialise. Instead, it was understood that crack would find a level of use within the drug using population.
It was, however, clear that the drug would pose serious problems for existing problem drug users and the
areas in which they lived. Latest Home OYce estimates suggest that there are 180,618 problem drug users
who use crack cocaine in England. This is as part of the estimated 328,767 total number of problem drug
users.55

8.3 Many crack users actually enter the treatment system as heroin users, having used the drug to come
down from the eVects of crack. Data from the National Treatment Agency for Substance Misuse (NTA)
shows that of the 185,460 adults in drug treatment in 2007–08, 10,826 cited crack cocaine as their primary
drug of misuse, compared to 122,749 who reported heroin as their primary drug of misuse. However, 44,360
people sought drug treatment for their use of both opiates and crack cocaine.56

8.4 NTA data demonstrates that over the last three years there has been a small rise in the number of
people who receive drug treatment for problems with crack cocaine (alone or with other drugs)—from 7,598
people in 2005–06 to 8,496 in 2007–08. There has also been a rise in the number of people seeking treatment
for problems with both heroin and crack cocaine—from 32,234 in 2005–06 to 44,360 in 2007–08.57 However,
these increases come against a backdrop of an overall rise in the number of people in treatment due to an
expansion of drug treatment services and increased investment over the last decade.

APPENDICES

What are the eVects of cocaine?

Cocaine has powerful stimulant properties. Its use produces physiological arousal accompanied by
exhilaration, feelings of well-being, decreased hunger, indiVerence to pain and fatigue, and feelings of great
physical strength and mental capacity. Sometimes these desired eVects are replaced by anxiety or panic.

How is cocaine used?

In Britain and America, the most common form of cocaine is as a white crystalline powder (“powder
cocaine”). Most users sniV it up the nose, often through a rolled banknote or straw. When sniVed, the
psychological eVects peak after about 15–30 minutes and then diminish. Crack cocaine is a smokeable form
of the drug made into small lumps or “rocks”’. It is usually smoked in a pipe, glass tube, plastic bottle or in
foil. It gets its name from the cracking sound it makes when being burnt. It can also be prepared for injection.
When smoked as crack the eVects are almost immediate and very intense, but more short-lived.

Who uses cocaine?

Over the past 10–15 years, cocaine has embedded itself firmly within the UK drug scene. The drug is used
in its powder form predominantly by recreational drug users. Powder cocaine users have not only increased
in number but diversified across a range of socioeconomic groups over the past decade as the drug has
become more aVordable and available, although it should be noted that prevalence rates now appear to have
stabilised. Crack cocaine is used by a much smaller subset of problem drug users, most of whom also have
a range of complex needs and are probably using heroin, alcohol and other drugs chaotically as well.

Where does cocaine stand in UK drug culture?

The market for stimulant drugs in the UK is long-standing. Britain’s desire for stimulants goes back to
the use of amphetamine pills diverted from legal pharmaceutical sources in the 1960s and it continued into
the 1990s with users turning to illicit amphetamine powder and the “new” dance drug ecstasy. Over the past
10–15 years, cocaine has embedded itself firmly within the UK drug scene. The drug’s influence is twofold,
with an increased (but currently stable) number of recreational drug users using powder cocaine and a
smaller subset of problem drug users using crack cocaine, most of whom also have a range of complex needs
and are probably using heroin, alcohol and other drugs chaotically as well.

Crystal methamphetamine: a challenger to cocaine’s dominance?

A form of amphetamine, crystal methamphetamine or “crystal meth”, has been identified in small
quantities in the UK over the past three or four years. Concerns have been expressed that crystal meth may
attract cocaine users, due to its extreme stimulant potential and longer lasting eVect. The drug has had a
devastating impact on some US communities.

The UK Government acted swiftly to reclassify crystal methamphetamine to a Class A drug (January
2007) when it became apparent that small quantities of the drug or its precursor materials had been seized
on our shores. This has enabled police to invest resources in combating the drug and to respond proactively
to any instances of the drug’s possession or supply or traYcking of the drug or its precursor materials.

55 Home OYce: http://www.homeoYce.gov.uk/rds/pdfs08/horr09.pdf
56 NTA: Annual report 2007 / 08 http://www.nta.nhs.uk/areas/facts and figures/0708/docs/ndtms annual report 2007 08

011008.pdf
57 NTA, ibid.
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As during the period prior to the emergence of crack cocaine in the UK, there have been some dire
predictions about the impact that crystal meth could have on our community. However, it should be noted
that at the time of writing, no crystal meth “epidemic” has emerged, It is to be hoped that the extreme
experiences, (and severe health impacts) associated with the use of crystal meth will put oV the majority of
stimulant users. The best guess would be that crystal meth might become a challenge to the crack cocaine
market among chaotic users, rather than to the wider cocaine market, but even this does not appear to be
happening yet, with reports from the Forensic Science Service demonstrating extremely low levels of seizures
of genuine crystal methamphetamine.

July 2009

Memorandum submitted by Dr Martin Elvins, University of Dundee

Executive Summary

— The Caribbean is an important transit region for cocaine destined for Europe and the drug trade
is the primary factor behind the relatively high (and rising) levels of crime and violence that aZict
the region.

— Deep-seated links make Caribbean-UK traYcking especially resilient.

— The region is a complex political environment, where resource inequalities are a significant barrier
to eVective collaboration, and provide weak links for traYckers to exploit.

— International collaboration is fragmented and regional cooperation largely ineVective against the
cocaine trade.

— The UK diplomatic presence in the Caribbean is steadily diminishing, and drugs and crime is no
longer a strategic priority in the global work of the Foreign and Commonwealth OYce (FCO).

— These decisions project a negative message that Caribbean countries are being left to their own
devices.

— The HMRC/UKBA Airbridge programme has successfully limited drug courier traYc to the UK
from Jamaica, but displaces aspects of the problem back to the Caribbean.

— Until consumer demand for cocaine falls substantially, the best the UK can hope for are periodic
operational level gains.

— Opportunities for eVective engagement exist but would require major investment (and an FCO
U-turn).

Introduction to the Author

I am a Lecturer in Politics and International Relations at the University of Dundee, where my research
specialises in the study of public policy and law enforcement in relation to illegal drugs. For example, I am
the author of Anti-Drugs Policies of the European Union, published by Palgrave Macmillan (2003).

With regard to the terms of reference for this inquiry, my knowledge of the cocaine trade is focused on the
issue of international collaboration in transit countries, and encompasses analysis of the roles of both SOCA
and HMRC/UKBA. This knowledge is informed by a current research project entitled UK and Dutch
counter-drugs policies in the Caribbean: a comparative analysis, which began in 2008 and is due for
completion in summer 2009. The project is funded by a significant research grant from the Economic and
Social Research Council (ESRC). The project entails extensive face-to-face interviews with UK (and foreign)
diplomatic staV, Caribbean government oYcials and law enforcement and customs oYcers (as well as
Caribbean-based SOCA liaison oYcers). A substantial proportion of the fieldwork is already complete, and
has included research visits to Barbados, Guyana, Curaçao, St Lucia, and Trinidad and Tobago.

UK Government efforts to Prevent and Disrupt Cocaine Transhipment via the Caribbean

1. The growing use of cocaine in Europe—particularly apparent in the United Kingdom (UK)—has been
well documented in recent years. To reach potential consumers those involved in the cocaine trade utilise a
diverse range of routes and shipping methods which move or change (sometimes temporarily) often as a
direct consequence of law enforcement activity along the various stages of the drug supply chain. The recent
emergence of West Africa as an indirect cocaine traYcking route into Europe has, for example, been widely
interpreted as evidence of more eVective law enforcement along more well-established routes, of which the
Caribbean is a prominent example. The mostly island states of the Caribbean region are drug transit
countries for two unavoidable reasons: their geographic proximity to the three main coca and cocaine
producing countries and the vast size of the Caribbean Sea (over a million square miles in area) which has
long provided a haven for illicit shipments.

2. The Serious Organised Crime Agency (SOCA) has recently estimated that 35 to 45 tonnes of cocaine
powder enters the UK each year, supplying both the cocaine powder and crack cocaine markets. This is part
of an estimated 250 tonnes of cocaine that, according to Europol, enters the European Union (EU) annually
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via maritime shipments, air freight and couriers. In 2008, the International Narcotics Control Board
estimated that around 40 per cent of the cocaine that reaches Europe had transited the Caribbean, which
equates—on the basis of the Europol estimate—to 100 tonnes annually.

3. The Caribbean is thus a significant dimension of the cocaine trade, with the drug reaching the UK
consumer market via both direct (Caribbean—UK) and indirect (Caribbean—EU—UK) routes. However,
a number of Caribbean countries have a unique, enduring relationship with the UK that transcends this
unwelcome modern trade. The UK is one of three EU countries with the closest ties to the region, joined by
France and the Netherlands. Trade links, scheduled airline flights and well-established citizenship ties and
cultural networks are focused on certain countries, reflecting the patchwork legacy of the colonial history
on the region. These links provide fertile conduits for the cocaine trade and its associated criminal networks.
Whilst the overall UK diplomatic presence maintained by the Foreign and Commonwealth OYce (FCO) in
the region has seen a steady decline in recent years, the delivery of counter-drugs assistance has been focused
on Jamaica and in the Eastern Caribbean (the British High Commission in Barbados is accredited to seven
countries). The missions in Guyana and in Trinidad and Tobago have more limited engagement on the drugs
issue. The FCO also has responsibility for the security and governance of the six British Overseas Territories
(BOTs) in the Caribbean (about which serious concerns over their vulnerability to money laundering were
raised by the House of Commons Committee of Public Accounts in 2008).

4. The UK, in common with all EU member states, would clearly like to prevent and disrupt as much
cocaine traYcking as possible both in source countries and at any point possible along the supply chain to
Europe. Whilst this has obvious intrinsic logic in terms of preventing and reducing crime and health harm
manifested in Europe, it points to the important issue of responsibility for the impact of traYcking on transit
countries. This can be viewed as, at least in part, a moral responsibility in light of the inexorable causal pull
of drug demand from European consumers. A 2007 joint report by the World Bank and United Nations
OYce on Drugs and Crime (UNODC) concluded that while levels of crime and associated circumstances
vary by country across the Caribbean, the strongest explanation for the relatively high (and rising) rates of
crime and violence in the region is drug traYcking. With many countries having weak criminal justice
systems, the potential of the drug trade to overwhelm the smallest states and undermine the development
of all states is one of the biggest challenges faced by the region. The widespread availability of firearms is
strongly associated with drug traYcking and contributes to some of the highest per capita murder rates in
the world, notably in Jamaica and in Trinidad and Tobago. In the latter, the murder rate has doubled in the
past two years.

5. As well as firearms, drug flows generate a series of interrelated problems in the Caribbean. Emergent
local drug markets arise from “payment in kind” in the form of drugs made to local shipment facilitators
who seek to sell on local markets (in turn exacerbating gang conflicts, prostitution and other crimes).
Corruption of local law enforcement oYcials and civil servants further undermines good governance and,
particularly in some countries, money laundering seriously undermines legitimate economic activity.

6. Resources vary enormously across the region both in terms of economic wealth and human capital, so
a country such as Trinidad and Tobago (with a large petrochemical industry, and a population of 1.3 million)
is infinitely better placed to implement counter-drugs action than, say, St. Kitts and Nevis (with a population
of 50,000 and economically dependent on tourism). The scale of problems faced by the former, as noted
above, is correspondingly larger of course but, ultimately, even though both countries are sovereign states
Trinidad and Tobago is much freer to choose its own actions and investment decisions (it has, for example,
committed to purchase UK-built oVshore patrol boats). However, the smallest states are almost totally
reliant on outside assistance if they are to strengthen their indigenous capacity to be an eVective first line of
defence: Caribbean law enforcement agencies and coast guards are often poorly paid professions and lack
adequate resources such as surveillance equipment or fast intercept boats.

7. The context described above conveys the environment in which the FCO has attempted to deliver
programmes in support of Caribbean countries to counter the cocaine trade. The principal method for
providing UK assistance has been provision of law enforcement training, delivered mainly to the Eastern
Caribbean states and Jamaica. Alongside this, deployment of SOCA (and before that, Her Majesty’s
Revenue and Customs [HMRC]) drug liaison oYcers to the Caribbean has been used to develop criminal
intelligence and evidence for so-called downstream (that is, in the UK or EU) interventions and—the
ultimate aim—prosecutions. Historically, liaison oYcers have built working relationships on the ground
with local and other foreign drug enforcement agencies active in the region but their role is operationally
focused on the impact of the drugs trade on the UK. Similarly, a project emerged in 2002 in response to the
emergence of a specific problem aVecting the UK.

8. In 2002, HMRC established Operation Airbridge in Jamaica in order to address the problem of very
significant numbers of drug couriers (or “mules”) bound for the UK at that time, many of whom were
swallowing packets of cocaine. This programme worked on the principle of posting UK oYcers overseas to
try and stop couriers at source before they reach the UK. Data presented to Parliament show that Airbridge
has unquestionably achieved its objective of deterring large numbers of couriers from Jamaica. However,
whilst some displacement to other countries has almost certainly resulted it is impossible to measure
precisely how and where this has occurred. Airbridge continues to operate and is now a joint UK Borders
Agency (UKBA)-Jamaican government initiative, yet plans to implement an equivalent programme in St.
Lucia in 2008 were abandoned after opposition from the government of St. Lucia at that time.
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9. However, the UK approach to how drugs and crime assistance is delivered overseas has recently
undergone fundamental change. In April 2008, following a review that resulted in a new Strategic
Framework for the FCO, it was decided that the FCO should no longer lead on international aspects of
international crime and drugs (and instead focus on areas such as climate change). Sir Peter Ricketts,
Permanent Under-Secretary at the FCO recently explained to the House of Commons Foreign AVairs
Committee that it was felt that there was “better synergy” for the Home OYce to lead on international as
well as domestic policy. This decision had immediate and precipitate consequences for the work being carried
out at the time by the FCO in the Eastern Caribbean.

10. Under FCO auspices the UK Security Advisory Team (UKSAT) had been established in 2005 to
implement training for Caribbean law enforcement in the Eastern Caribbean. Prompted by its revised
strategic priorities the FCO has determined that UKSAT will close by March 2010. The maritime training
unit in Antigua was closed in March 2008 and its assets (mainly training boats) were donated to the Regional
Security System (RSS) which is entails collaboration between seven Eastern Caribbean countries. In
reviewing the outcomes from UKSAT the value of its legacy has been questioned: the UK had no control
over the deployment of personnel trained under the scheme. Whilst political-level drug cooperation will
continue to form part of diplomatic dialogue, once UKSAT closes the only full-time drugs work in the
Caribbean will be carried out by the network of SOCA liaison oYcers (SLOs) posted to a small number of
Caribbean countries (SOCA has some 140 SLOs worldwide, but only a handful are based in the Caribbean).

11. The role of the Royal Navy in the region is limited by resource constraints and, despite occasional
maritime drug interdictions, its primary role in the region is to provide humanitarian assistance during the
annual hurricane season. The cost eVectiveness of using a warship to police an area where most drug
shipments are small is any case questionable.

12. One way of addressing resource inequalities is of course international collaboration to tackle the drug
trade in the Caribbean, but in practice this is both limited and fragmented. The United States has other
hemispheric priorities, principally in Mexico and Colombia, hence aside from some law enforcement
training the Caribbean is not seen as worthy of large scale investment. The three EU countries with closest
links to the region define their own interests in relatively narrow terms and, aside from operational
cooperation between law enforcement (including limited naval assets) their engagement is mostly bilateral.
Regional collaboration between Caribbean countries is hampered by a number of factors. The largest
regional organisation, CARICOM, has 15 member states (depending on the method of counting there are 20
or 30 countries or territories in the Caribbean) but its Crime and Security portfolio is yet to yield substantive
outcomes, in part due to what some see as an over-dominant Trinidad and Tobago in the lead role. The
aforementioned RSS, founded in 1982, has a small air wing that patrols the joint waters over its seven
member states. Although it is highly regarded its resources limit its eVectiveness.

Conclusons

13. The evidence submitted has highlighted that drug transit has a severe impact on many countries in
the Caribbean, and most available data point to a rising trend. Furthermore, international assistance is
fragmented and bilateral programmes tend to focus on areas where direct and quantifiable consequences
occurring in the donor country can be demonstrated. For example, Operation Airbridge is claimed by
UKBA to yield a monetary benefit to the UK of £130 million per annum. Whilst UKBA is patently fulfilling
its statutory responsibilities and at the same time preventing some of the worst examples of human
exploitation it must not be overlooked that the success of Airbridge in eVect transfers the challenge (and
some of the costs) back to the Caribbean region, in turn causing traYckers to adopt new methods or routes.
The emergence of the West African route can be interpreted as evidence of a more radical shift, yet the
Caribbean remains highly vulnerable if attention and investment is diverted away. The timing of the FCO
withdrawal from drugs and crime work is particularly unhelpful, as valuable lessons identifying the scale of
the challenge have been gained from recent programmes. Nevertheless, some examples show the way
forward: comparison with Dutch investment in coast guard and specialist detectives in its Kingdom
territories (Aruba and the Netherlands Antilles) is instructive, as funding a proper coast guard for the RSS
states could be highly eVective. Overall, realism about what can be achieved is needed: failure to control
demand for cocaine imposes a moral responsibility on all consumer countries, but the UK bears particular
responsibility in the Caribbean. Recent actions have, unfortunately, projected a somewhat negative message.

June 2009

Memorandum submitted by Release

Release is the national centre of expertise on drugs and drugs law—providing free and confidential
specialist advice to the public and professionals.

Release’s submission is based on evidence obtained through the provision of our services; our campaigns
and the experience and expertise of the staV at the organisation.
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1. Is cocaine powder now a street-drug rather than one used by the relatively well-to-do?

Cocaine has always been a two-profile drug. Over recent years this has become more pronounced with the
diVerent “markets” for the drug covering a wider spectrum. As the Committee will be aware, Drugscope
Drug Trends Survey 2007 identified that there had become a very clear distinction in the two markets. The
cheaper cocaine is heavily cut and the target market is those with a limited disposable income—certainly the
number of young people using cocaine has increased (Hoare, J and Flately, J Drug Misuse Declared: Findings
from the British Crime Survey, October 2008, 23) The Drugscope survey confirmed that there could be a
continued rise in the number of young people using cocaine. Those more aZuent consumers are targeted
with a higher quality form of the drug.

Cocaine has always had a two tier market—that market has simply increased therefore becoming more
distinct. In reality, this means a greater availability of poor quality, adulterated cocaine.

It is worth noting that the term “street” drug is generally used as a reference for all “illegal” drugs— the
diVerence in the two tier market and the supply routes are that the cheaper version is generally available in
clubs and pubs whereas those purchasing the higher quality version will probably be able to rely on home
deliveries. There is also some evidence that there is an increase in the numbers of “well to do” using crack
cocaine.

2. The influence of “celebrity cocaine culture” as criticised in the UNODC’s critical report on the UK last year.

Whilst we are critical of the UNODC trivialising the drug debate in the UK, there is no evidence that
young people are influenced by celebrity drug use (an Addaction survey in 2008 asked 500 young people
whether Kate Moss, Pete Doherty or Amy Winehouse’s drug use make taking drugs seem cool—86 % said
no: http://www.addaction.org.uk/wp-content/uploads/2008/10/tale-of-two-generations.pdf).

Mr Costa, the current head of the UNODC appears to be overly obsessed with this issue. He has often
blamed the world drug problem on a handful of celebrities. Recently he even tried to blame celebrities for
the problems West Africa is suVering as a result of becoming a transit area. We would suggest that this is a
tactic to divert the press from the real issues, as they are prepared to print almost anything that involves a
celebrity. This is apparent when one looks at the reporting of international drug policy within the UK. The
release of the UNODC report, mentioning celebrities, got coverage in all the major newspapers and
mainstream media including BBC News and Sky News. Yet in March 2009 when governments from all over
the world met at the UN to discuss the new 10 year strategy, the media coverage was all but absent from the
press (there were a couple of notable exceptions). This is despite the fact that the inclusion of “harm
reduction” was rejected because consensus could not be reached, which results in there being no obligation
to provide clean needles and other life saving equipment to drug users.

To summarise, whilst the UNODC position is unhelpful, the media in the UK are responsible for ensuring
this position can be maintained.

3. The eVectiveness of advertising campaigns in deterring use

Advertising campaigns telling young people that drugs are bad are ineVectual and fail to address the real
issue such as the motivation for using. The latest government campaign against cocaine by FRANK using
Pablo the dog became a popular You Tube clip for its comedy value and has fast become an iconic joke. We
recommend that the Committee reviews the FRANK adverts on You Tube, and notes the comments being
left by viewers (http://www.youtube.com/watch?v%66c9mJm2Ewk):

“There’s a darker side to alcohol but? they dont do an advert on that do they . . . lool Funny advert
i completely forgot that stop using cociane [sic] was the message . . .”

“This advert is excellent but it just makes me want to go and do more coke, isnt that defeating the
purpose?”?

The current advertising campaigns are only slightly more sophisticated than the widely discredited “just-
say-No”’ slogans of the last century. Many young people who witness their brothers, sisters or friends using
cocaine socially do not identify with the strong negative image put out by FRANK as it does not accord
with their experiences of a functional lifestyle.

Advertising campaigns should inform and educate—the message should include advice on how to stay
safe when using drugs. The current ethos behind advertising campaigns is clearly one that aims to prevent
people from using drugs, and this necessarily leads to the simplistic “don’t use cocaine” message. Whilst this
objective is valid, we strongly believe it would be strengthened if it were run alongside adverts that
acknowledged that some people would choose to use cocaine anyway, and therefore advise on the safest
environments to do so and precautions one should take in obtaining and using cocaine. Similarly, adverts
that inform users what signs to look out for to identify when their cocaine use is becoming problematic and
who to turn to for support in such an eventuality would further enhance the credibility of such campaigns.
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4. Trends in the use of crack cocaine

There are a number of trends that have emerged in recent years in respect of crack cocaine:

(i) a reduction in the purity of crack cocaine;

(ii) the rise in speedballing; and

(iii) the changing consumer and changing markets.

1. Purity of Crack Cocaine

There are a couple of methods of turning powder cocaine into “free base”, one involves using an alkali
in water to remove the impurities in order to obtain high purity crack cocaine, (occasionally ether is used
in the initial preparation) This has traditionally been done by slowly heating the solution, which results in
crack cocaine (a euphoric smokeable formulation) equal to the purity of the original cocaine (ie without the
cutting agents). However, there seems to have been a shift in the market with producers now using quick
methods of heating dampened powder in microwaves, this binds the alkali (bicarbonate) to the adulterated
cocaine powder without washing out the impurities resulting in significantly reduced purity levels.
Traditionally “freebase” would be c 80% pure; currently crack is around half as pure by weight. The product
is bulkier and buyers perceive that they are getting a bigger “rock” for their money.

One of the reasons for this process is that the current market is serviced by “for profit” dealers while the
middle level “user-come-dealer” who sells to support a habit, has declined. Since the dealer is motivated by
profit only, the market has become less focussed on quality.

2. Speedballing

Speedballing is where a user ingests (usually intravenously) heroin and cocaine concurrently. The nature
of the “speedball” experience (in common with the crack piping experience) is a search for a constant “high”
and as cocaine is both quick acting and fast acting (ie The eVects take hold quickly and do not last long),
this becomes a day/night-long repetitive cycle of frustration interspersed with short euphoric episodes lasting
only as long as the drug succeeds in bombarding the receptors in the brain with the required
neurotransmitter. As the experience is so intense many users will then drink, use benzodiazepines and
possibly cannabis to experience a come-down that is less overwhelmingly depressing and dysphoric.

Heroin and cocaine combine in that one is a stimulant and the other is a central nervous system
depressant. They are used in combination as they complement the euphoric eVects of each other. In “open
markets” they are often sold together; in some places it is very diYcult to buy one without the other, as
dealers are often reluctant to be left with an excess of one drug type since many injecting users demand both.

3. Crack Cocaine Market

It should be noted that “street drugs” is a term often used to describe any drug on the illicit market. In
this context we are using “street” to denote drugs sold in small quantities in an open market, often to those
“speedballing” by injection or to those purchasing individual rocks to smoke on a pipe.

The market for powdered cocaine in this sense of “street” is virtually non-existent. Powder cocaine is more
likely to be available through a closed market, in the sense that the purchaser would need a personal
introduction to the dealer and the drug would often need to be ordered in advance. This cocaine is usually
of a higher quality. Another closed market could be within a club or pub where, again, an introduction of
some kind would be needed, but quality is often less assured.

5. International collaboration: the responses of the producer countries

We would contend that the most reliable information in this area has come from the Drugs and
Democracy Commission which includes former presidents of Colombia, Mexico and Brazil and the former
home aVairs minister from Peru. None of this illustrious group is hampered by having to tow the oYcial line
and there is little reason to dispute what they say. Information can be found at: http://
drugsanddemocracy.org/blog/archives/category/highlights

It is notable that at this year’s CND, Bolivia announced its intention to have coca removed from the
Schedules of the 1961 convention.

6. International collaboration: eVects on the transit countries

25 years ago—cocaine found in the Caribbean was small amounts brought in by tourists. There has always
been a local cannabis trade that has never created any significant local problems, the plant is native to the
island and grows wild in abundance. With prohibition forcing cocaine smugglers to seek less direct routes—
the Caribbean was geographically perfect for this purpose. This has led to a local cocaine (largely crack)
problem unimaginable 25 five years ago and a spate of violence and incarceration that is destroying whole
communities. The same thing is now happening in West African countries—as if absolutely nothing has been
learned from the Caribbean experience.
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[Release has asked an external expert for his views on this issue: Professor Ben Bowling is professor of
criminology and criminal justice at King’s College London]

The UK drugs strategy has failed to fulfil its promise to reduce the availability of cocaine in Britain, but
in the Caribbean, drug prohibition has caused the problem that it set out to cure. Cocaine travels to the
Caribbean islands because it is prohibited. Although there is a small domestic market, it pales in comparison
with the hundreds of millions of potential consumers in North America, Europe and elsewhere. If coca leaf
and its derivatives were legally traded commodities like Colombian coVee or bananas, the most eYcient
route to consumer markets in North America and Europe would be by plane or boat direct or through
containerised shipping processes. Transhipment through the Caribbean—with complex sea and air
connections, numerous intermediaries and many other risks and ineYciencies—are only worth the added
expense and increased risks because the market is clandestine. It is not that interdiction has no eVect. It does
aVect the behaviour of the traYckers in their choice of routes. However, it is widely agreed that interdiction
tends to displace the trade—like stepping on a balloon. When you step on one place, the balloon bulges
elsewhere.

In his prophetic book, the Drug Takers researched in the 1960s and published on the eve of the 1971
Misuse of Drugs Act, Jock Young predicted that the criminalization of marijuana in Britain would have the
opposite results from those intended. Prohibition, he argued, would entrench and possibly even foster the
popularity, availability and use of other drugs by linking marijuana markets with those for barbiturates and
opiates. Young’s predictions apply equally well to the Caribbean. Looking back at the 1960s, the pattern of
drug use in the region included a relatively small number of people who used marijuana and very little else.
The essence of Young’s argument is that labelling something as criminal, invoking the forces of law and
police intervention, has the eVect of creating the problems they set out to solve, a process known as
“deviancy amplification”. Young’s starting point was the idea first put forward by WI Thomas that “a
situation defined as real in a society will be real in its consequences”.58

The Caribbean islands follow a similar pattern of unintended, but logically following consequences of the
prohibition of drugs. Young argued that psychotropic and narcotic drugs—those consumed in the pursuit
of pleasure or to change their mood drugs are—commodities. The intention of prohibition of these drugs is
intended to wipe out their use altogether, and is justified by policy makers on the moral ground that they
are evil and on the empirical ground that they damage the health of the user. Prohibitionists assume that
users will be deterred by the threat of sanctions and the incorrigible traYckers will be deterred or
incapacitated by law enforcement. If prohibition fails to achieve this goal and demand remains, a number
of socially harmful consequences follow directly from the drug’s illegal status.

The illegality of drugs means that the only possible means of supply for those who choose to use them
despite prohibition and the risk of getting caught, is through clandestine markets. In other words,
prohibition creates a clandestine market. Penalties for the possession or supply of drugs means that only the
most organized sellers in the market can survive the risks.59 Therefore the clandestine markets based
previously on kinship networks or by tourists travelling from one part of the world to another supplying
extended families, so called “social supply”, gives way to “commercial supply” and the creation of a highly
organized segmented market. Strategic connections are made between growers, entrepreneurs connecting
the growers to the trans-shippers.

The trans-shipment process requires equipment used for legitimate trades, such as boats and airplanes,
people who can do packaging and boxing and driving, ferrying, banking, accountancy. Smuggling also
requires relationships with law enforcement agents, therefore police, customs and airport security become
corrupt. Businessmen have links with government ministers and civil servants and a wide range of people
across civil society. Only the people who are most organized and who are most entrenched can survive the
risks involved in trans-shipping drugs and therefore it becomes more of a business. Because they exist in the
clandestine market, profits that can be made from drugs are much larger than normal commodities. This
attracts previously disinterested members of society from all social classes to become involved in the trade.
This includes the poorest and economically most vulnerable members of society ie the workers who do the
packing, warehousing, driving, piloting, couriering and other manual and semi-skilled work in the business.
A significant section of the economy is involved in the drugs trade (published estimates have suggested 40%
of Jamaica GNP), and all social classes and occupations—journalists, sports people, entertainers, embassy
staV, airport baggage handlers—have been convicted of involvement in the drugs trade.

The clandestine nature of this market means that there is no possibility of access to formal systems of
regulation and social control. In any business there are conflicts between the shippers and producers who
have the interest of maximising the prices for their products. All of the middlemen have to be paid and
require social control [since they don’t have] access to the formal systems, to the courts, the police and so
on. Informal systems of social control emerge within the market and these are based on violence and
increasingly armed violence. Arming of street level operatives within the drugs trade has the eVect of arming
society more generally. Armed enforcers begin to identify themselves as soldiers who are prepared to kill for
money and are also prepared to meet their own deaths.60

58 Young 1971, page 27.
59 Young 1971, page 57.
60 Laurie Gunst, Born fi’ Dead: A Journey Through the Jamaican Posse Underworld. New York: Henry Holt and Company.

(1995).
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Clandestine markets require business involvement in international partnerships that would not be
required in the case of a legal and traditional form of international trade. Hence the “balloon eVect” in which
drugs traYc is displaced from Columbia to Central and South America, the Caribbean and Africa. The
Caribbean islands have only become a trans-shipment point because of the prohibition of drugs and the use
of law enforcement resources that have displaced a more eYcient route to one that is less eYcient and
involves new locations. Trans-shipment through the Caribbean brought cocaine on the islands for the first
time and then quickly became entrenched within the local markets with a resulting “spill over” into local
cocaine usage. Young argues that the intensifications of police action serve to increase the organization and
cohesion of drug markets. The destruction of the Cali and Medelin cartels, however, had the eVect of
creating a much more complex network type of organization which involved smaller loose associations built
around particular drug importation projects. Nonetheless, the key point is that police action has
consequences for the shape and size and nature of the drugs markets within a particular place and in other
places and their relationships between them.61

Trans-shipment becomes more systematized long term and concerned with large regular profits.
International connections are forged by importers linking supply, trans-shipments and markets. The capital
generated required to make the trans-shipment becomes very large and linked with other forms of organized
crimes such as arms and people traYcking. The scale of profit, complexity of the business requires an
increasingly powerful system of policing involving increasingly powerful weapons and we have seen
battlefield weapons and routine use of side arms and a ruthlessness in their use which also has a prominence
in the ruthless violence of organizations such as the mafia who it should also be pointed out are role models
from many people who are in the organized client business. Tactical law enforcement successes have specific
predictable (if unintended and unwanted consequences). The seizure of drugs removes profits which must
then be recouped by more business activity and the repayment of debts and spark violent conflict. Arrest of
low-level operatives are replaced by hitherto law abiding individuals. Post arrest intelligence gathering and
cultivation of informers creates distrust within organizations and can lead to violent conflicts. Arrest of mid-
level and upper level operatives destabilises markets and triggers internecine conflict.

These micro-social processes show how drug traYcking has become amplified in the Caribbean as
prohibitionist policies have been pursued. One of the consequences of the emergence of a global narcotics
prohibition regime has been the arming of drugs gangs and criminality over the same period. The most
generous assessment is that cocaine has become available, and lethal violence has exploded in spite of the
best eVorts of law enforcement. A more challenging conclusion is that prohibition has caused the problems
of armed violence, corruption and money laundering—while failing to solve the original purpose, namely
repressing availability and reducing local consumption. However, I have reached the conclusion that the
global drug prohibition regime has had the eVect within the Caribbean of creating the problem that it sets
out to cure—by bringing cocaine to the islands—and also producing unwanted side eVects including high
levels of homicidal violence.

The overwhelming emphasis on attempt to reduce the supply of cocaine to North America and Europe has
skewed policy development and operational practice away from pressing security priorities such as firearm
traYcking, natural and man-made disasters, food and water shortages, disease prevention and sustainable
economic development. The resources spent on maintaining security forces tasked largely with the pursuit
of drugs traYckers could have been used in these other spheres. Although the Caribbean counter-drug policy
was originally developed to serve the interests of the countries of North America and Europe, it was hoped
that this would achieve a mutual benefit to the Caribbean. If the availability of cocaine and levels of lethal
violence are taken as indicators then it must be concluded that the region has not become safer and more
peaceful as a result. Failure of this sort could be described as “policy iatrogenesis”, borrowing the medical
term used to describe something that is induced unintentionally by a physician through his diagnosis or
treatment.

[Extract from Professor Benjamin Bowling’s forthcoming book, Policing the Caribbean]

7. International collaboration: the EU’s external borders

The EU is a big consumer of cocaine, and is targeted accordingly by international traYcking outfits.
(Sources for the following are “Project Cola: EU Cocaine Situation Report”, Europol September 2007, and
the ECMDDA reports.)

Main routes for cocaine into EU are maritime, crossing the Atlantic in containers from South America
to Spain and Portugal, and ports in Belgium, Italy and the Netherlands. Increasingly, as above, West Africa
has become an important transhipment route, following enforcement pressure on the Caribbean. West
Africa is primarily used because governance and enforcement are not highly developed. Fishing boats then
take the cocaine on to the Iberian countries.

The EU has set up a Lisbon based agency to focus interdiction (MAOC-N, the Maritime Analysis and
Operational Centre on Narcotics) and various other initiatives, the idea being to have intelligence-led and
globally cooperative enforcement.

61 Reference Young 1971, page 45.
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In the historical perspective, however, if we examine the technological and programmatic changes in this
struggle between dealers and law enforcement, the dealers have always kept a step ahead. They have the
initiative; lots of funds, inelastic demand, and the mobility that comes with not being territorially based.
There are always new regions where governance is poor and poverty sharp, and these provide the channels
that the traYc uses. It’s a hydra and it isn’t going anywhere unless humans stop wanting to take things that
change their minds and moods.

8. SOCA’s role and the wholesale price of cocaine

We have recently heard from SOCA that their interdiction work has led to the price of cocaine rising by
about 25%. This rise has come about at the same time that Sterling has fallen against the Dollar by about
the same amount. The international cocaine trade is of course based in US Dollars and we would therefore
suggest that the recent price increase in the UK has much more to do with these currency issues and little
to do with anything that SOCA has done.

9. Police response: possession and dealing

It seems that police responses to cocaine possession and dealing oVences can diVer vastly depending on
the policing area and individual(s) concerned. As far as possession is concerned, there is some evidence that
wealthier individuals and celebrities get treated far more leniently than those who are less socially privileged
(see for example the case of the Tetra Pak heirs). Despite Ian Blair’s vow to target middle class cocaine users
who think it is “socially acceptable”, it may be that police response to cocaine is sometimes mitigated by the
fact that it is still often viewed as a more widely tolerable drug in today’s commercial and competitive society
than other drugs such as heroin.

The police and courts have a tendency to come down very heavily on all possession with intent to supply
cases, regardless of possible mitigating circumstances. The police will almost always charge in such cases and
the individual will usually be sent to the Crown Court for sentencing. One such example would be a youth
who is acting as a “courier” and may be found with several wraps but no cash and the mitigating
circumstances of being socially and/or financially obliged to courier drugs; in our experience such cases are
often sent from the Youth Court to the Crown Court and a lengthy custodial sentence is then handed down.
While this may be an attempt to deal with curbing commercial operations using deterrent sentences, these
sentences often do not mirror the extent of culpability as far as the individual is concerned and can lead to
greater social and personal problems in the long term.

There also seems to be some discrepancy when it comes to the police and Crown Prosecution Service
deciding what might constitute personal possession of cocaine and what might constitute possession with
intent to supply. One individual might successfully plead that his seven wraps of cocaine were all for personal
use, where another might be charged with possession with intent to supply. Although other surrounding
evidence such as large amounts of cash must be taken into account, it is our experience that the decision as
to which charge to lay is often arbitrary and therefore can be unreasonable.

June 2009

Memorandum submitted by The Greater London Alcohol and Drug Alliance

Introduction

The Greater London Alcohol and Drug Alliance (GLADA) is a strategic network of organisations that
was established in 2002. It aims to improve collective responses to alcohol and drug problems, and to provide
a mechanism to tackle London wide priorities.

GLADA works in partnership to:

— Co-ordinate regional policy and approaches;

— Be a voice for London to ensure that the city derives maximum benefit from all national and
international initiatives; and

— Collectively deliver a work programme of agreed annual priorities that have a positive impact on
the health, safety and welfare of Londoners.

The Alliance is led by the Greater London Authority and includes membership from a number of
organisations working in this area including the Metropolitan Police Service, NHS London, Regional Public
Health Group, The National Treatment Agency, the London Drug and Alcohol Network and the London
Drug Policy Forum.

GLADA welcomes this investigation hopes that it will help develop the understanding of the issues
around cocaine in the UK and so help promote eVective responses
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Issues Raised by the Inquiry

Whether cocaine powder is now a street drug rather than just one used recreationally by the relatively well-to-do

Evidence in London, drawn from the British Crime Survey, indicates that overall use of cocaine in London
has stabilised, or indeed decreased compared to 2005–06. This is particularly welcome amongst the younger
(16–24) age group. However, it is clear from both qualitative and quantative research that cocaine is a well
established drug in a number of environments and settings. After cannabis it is the most commonly used
drug and is certainly not restricted to a narrow section of society. Cocaine has been a “street drug” for
sometime and this has been evidenced prior to and now by the data from the Drug Interventions
Programme.

The influence of “celebrity cocaine culture” as criticised in the UNODC’s critical report on the UK last year

There is little evidence that directly links drug use by celebrities with trends amongst the general public.
However, the media coverage given to such cases, the often misleading and simplistic descriptions of the
problems associated with cocaine use are clearly not helpful. The very real risks and potential harms of
cocaine use are generally poorly understood. Media coverage has done little to address this, in particular
the linkages with alcohol use and the health risks that occur as a result.

The eVectiveness of advertising campaigns in deterring use

There is little evidence from across the social policy and public health fields that advertising campaigns
on their own significantly alter behaviour of those already engaged in a particular activity. However, there
is some evidence that well designed and delivered campaigns can reinforce the motivation of those who not
yet engaged in the activity. Campaigns can play an important role in improving understanding of the issues
around a particular substance and in challenging the false perceptions that often exist around substances
such as cocaine. However, care needs to be exercised as to how these campaigns are targeted as evidence
from the USA suggests that universal campaigns can “normalise” drug use and make it seem more prevalent
that it is (http://www.gao.gov/products/GAO-06-818)

As previously mentioned there is a strong link between cocaine use and the consumption of alcohol. There
have been some recent campaigns seeking to highlight the specific risks associated with combining cocaine
and alcohol. The health impacts of cocaine use and its eVects on behaviour are not fully recognised by
many users.

Any campaigns undertaken should be clear as to their purposes and have an assessment and evaluation
component built in from the outset. There is a fundamental diVerence between communication of an issue
and education on an issue.

Trends in the use of crack cocaine

There is no evidence that the use of crack cocaine is increasing in London. Indeed the evidence would
suggest use peaked in 2000. However, crack use and its associated problems remains a major issue for areas
aVected. There are particular challenges associated with those who inject crack cocaine (or powder cocaine)
in terms of health issues around Blood Borne Viruses and Sexually Transmitted Infections. For example
needle exchange services are often geared towards the demands of opiate injectors not stimulant injectors
(who tend to inject far more frequently).

International collaboration: the responses of the producer countries

Having a focus on London GLADA has had only limited engagement with producer countries. The work
of the Colombian Government around the Shared Responsibility campaign has been supported by GLADA
partners and has allowed issues around cocaine demand and production to be related to those of
international development, poverty and ecology.

International collaboration: the EU’s external borders

GLADA has had no involvement relating to EU border controls.

International collaboration: eVects on the transit countries

While GLADA has no direct involvement with activity in the transit countries it is clear that the cocaine
trade is a highly destabilising influence in many of these and the consequences for both the states concerned
and their citizens can be dire.

The police response: possession and dealing

Cocaine use poses a number of challenges to policing. Many of those using powder cocaine would not
view themselves as otherwise engaged in criminal activity. There cocaine use is part of their social activity.
Without dedicating considerable resources this group largely do not come to police attention. More could
be done to work with premises and venues to make cocaine use less acceptable and more diYcult, though
by its nature it’s very diYcult to totally prevent. Within London working under the Best Bar None initiative
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licensing oYcers are promoting links with the licensed trade to develop activities that exceed narrow
licensing requirements. This engagement with the night-time economy includes the use of surrender/amnesty
bins. These drugs are then analysed to improve our understanding of drugs trends, prevalence and purity.

There has been good work carried out around dealing with “crack” houses, especially where there has
been good liaison with local authorities and drug services. This activity is now conducted through Safer
Neighbourhood Teams (SNTs). “Crack” houses are now less likely to be strongholds linked to guns and
major supplies of drugs. Increasingly they are premises often occupied by a vulnerable individual whose
home is taken over for periods of time for the use and lower level supply of drugs. There has been real success
in reducing the problems caused by “crack” house in London. Likewise improvements in the seizure of assets
are tactics which can help limit the profitability of the cocaine trade, while also providing potential resources
to invest in those communities most aVected by drug use.

Other Issues

Members of GLADA have concerns about the potential risk associated with cocaine cutting agents for
example phenacetin and its links to cancer. More work could be done on not only identifying these cutting
agents, which has a clear law enforcement benefit, but it would also lend itself to targeted information
campaigns.

June 2009

Memorandum submitted Independent Drug Monitoring Unit (IDMU Ltd)

1. Background to IDMU Surveys

1.1 The Independent Drug Monitoring Unit (IDMU Ltd) is a small independent research consultancy
specialising in the study of drug consumption patterns and drug markets in the UK, as well as monitoring
changes of attitudes towards drugs and other aspects of drug-related behaviours. We are funded
predominantly via our legal casework as expert witnesses in the Criminal Courts, in most cases instructed
by defence solicitors but also on occasion, giving evidence for the Crown. In addition we have been
commissioned by organisations such as GW Pharmaceuticals, the BBC and the Advisory Council on the
Misuse of Drugs to conduct research and/or reanalyse existing data for specific projects.

1.2 Our original research consists of anonymous surveys targeted at drug users recruited primarily at pop
festivals and other outdoor events (eg pro-cannabis rallies), these occurred in 1984, 1994 and each year since
1997, since 2004 this has been supplemented with an online user-completed survey, to provide a total
database of over 20,000 drug users.

1.3 The survey carries a number of core questions on usage of specific drugs, as well as allowing write-in
options, other questions (eg re driving, drug education, health problems/benefits, political aYliations etc)
have appeared in one or more surveys.

1.4 For this paper, data from surveys between 1997 and 2008 have been consolidated into a single data
file and analysed to monitor long term trends, with specific emphasis on changes in the demographics of
cocaine users, and diVerences in usage and attitudes between diVerent socioeconomic groups.

2. Cocaine and Crack

2.1 General comments on cocaine

2.1.1 Cocaine is a white crystalline powder extracted from the leaves of the plant—Erythroxylon coca—
with organic solvents from which the solid is precipitated, normally in the hydrochloride form. Typical
cocaine hydrochloride purities in the UK were, until recently 40–60% for cocaine powder, and 80–100% in
freebase, or “crack”. Cocaine freebase use has been described since the 1970s, although the term “crack”
and wider public perception of the phenomenon arose during the late 1980s. The hydrochloride powder is
commonly snorted into the nostrils through a tube, frequently a rolled-up banknote, where it is absorbed
by the nasal mucosa. Less commonly, it may be injected.

2.1.2 Cocaine is a stimulant drug with eVects similar to amphetamine, but which are generally of shorter
duration. Cocaine stimulates the release of noradrenalin from synaptic terminals, and inhibits the reuptake
of noradrenalin, dopamine and serotonin, thus prolonging the eVects of these neurotransmitters. It has been
described as “the most powerful reinforcing drug known”.1

The prevalence of cocaine use in the UK has never escalated to US levels, quite probably due to the
availability of cheap amphetamine powders, which produce similar eVects lasting several hours.

2.1.3 While the general view is that physical dependence is not normally found, there can be a powerful
psychological dependence such that a heavy user will fall from a euphoric state to a severe depression within
a relatively short time. Repeating the dose can stave oV the depression. There is evidence that tolerance
develops to the desired eVects, such that an increased dose is required to produce the same psychological
eVect. This, combined with the depression caused by abstinence, can lead the user to consume ever larger
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amounts, leading the a substantial risk of overdose and cardiac failure2, 3, 4, or to a paranoid psychotic state,
mimicking some forms of schizophrenia, if the user has been on an excessive cocaine “binge” for several
days.5

2.1.4 There are few quantitative or statistical studies specifically investigating the amounts of cocaine
used by individuals. Most studies are of small samples of users, many of whom have already sought
counselling or treatment for their dependency. Larger scale UK studies of the general population or of poly-
drug users6, 7, 8, 9, 10, 11, 12, 13, 14 have shown that although daily use is not the norm, and occasional or
recreational use is common, the heaviest use tends to occur in binges lasting up to several days, followed by
a period of abstinence and recuperation. A heavy user who indulges in a binge every weekend could consume
a prodigious amount.

2.2 “Crack” cocaine

2.2.1 Cocaine in freebase form, commonly known as “crack”, is prepared specifically for smoking, as the
free base form melts at a lower temperature than the base cocaine hydrochloride. As it forms a crystalline
structure the purity remains fairly constant at around 88%, compared to 40–60% for cocaine hydrochloride
powder. Cocaine use in this form has been described since the 1970s, although the term “crack” and wider
public perception of the phenomenon arose during the late 1980s.

2.2.2 When smoked, the cocaine vapourises and may be inhaled by the user, either in the form of a
cigarette, pipe, or by inhaling fumes from a heated rock by a similar method to that of heroin users who
“chase the dragon”. I have witnessed cocaine users (in Berlin during 1983) smoking cannabis and freebase
cocaine as a “cocktail” in a rolled cigarette, a practice which has also been reported by Arif,15 Bean,16

Negrette17 and Siegel.18 Smoking cocaine in cannabis cigarettes is not an eYcient method of delivery. Much
cocaine is wasted by this method, as it may be oxidised (burned), lost in the side smoke of a cigarette, or
may condense out on to the cooler surfaces of a cardboard filter or a pipe. Siegel indicates that only 5% of
available freebase (crack) cocaine is normally obtained from smoke in tobacco-based cigarettes or in pipe,
although techniques may improve this yield. This eVectively means more cocaine has to be smoked to deliver
the same “high” as snorting or intravenous use.

2.2.3 There is some debate as to whether crack cocaine produces a physical addiction. Stutman19 the Drug
Enforcement administration oYcial who first warned the UK about the dangers of crack cocaine, stated that
75% of people who tried it three times become addicted. Few experts would now support that view.

2.2.4 As the eVects of crack cocaine are so transitory, usually lasting approximately 10 minutes, the
temptation to repeat the dose on a regular basis can be great. A common pattern of use is the binge, where
the user maintains the stimulation over a period of 24–48 hours, or longer in some cases, followed by
exhaustion and a prolonged sleep. During a binge, all the available stimulant can be used in a single session.

2.3 Literature Review—Cocaine and Crack Usage

2.3.1 Note that this review is now dated, there is insuYcient time available to produce an updated review
at the present time.

2.3.2 The Institute for the Study of Drug Dependence (now Drugscope), in their audit of Drug Misuse in
199220 stated the following in respect of cocaine and crack:

“The typical weekend (cocaine) users might sniV 1/4 gram over a weekend, heavy users might
consume one or two grams a day.”

“Crack . . . is available in major cities at around £25 a rock weighing 150mg and 88% pure.”

“Users can get through several grams at a stretch.”

“ . . . doses may have to be repeated as often as every 20 minutes.”

2.3.3 In a study of individual crack users in Nottingham,21 respondents describe the compulsive nature
of crack use:

“if the rock is there I can’t leave it”,

and the frequently solitary nature of use

“I take crack alone now, I prefer it because I know there’s not going to be any hassle. I want more
and I don’t want to share”.

Several respondents described episodes of heavy crack use, spending £300 to £1,000 per week, commonly
£400 to £600. Nottingham had a thriving crack market by 1991–92, priced at £30 to £25 per rock. Generally
imported in hydrochloride form and converted to crack locally.

2.3.4 A 1989 study of crack use in Liverpool22 reports daily crack users taking an average of 11 “hits” per
day (range 1–30), spending an average £118 per day (range £30 to £300). A report of the Scottish Cocaine
Research Group23 contains little quantitative data, although it is a relatively large sample. The most extreme
category of use referred to more than 100mg/day, which was reported by 49% of users during “heaviest
period”. As 100mg is less than one rock of crack cocaine, the study is of little value in assessing the
consumption of heavy users.
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2.3.5 A national study24 involving anonymous questionnaires completed by 412 cocaine and crack users
compared the results from respondents recruited from community drugs teams and voluntary agencies with
users recruited by researchers in the wider community. When those who had used cocaine “in the last four
weeks” were asked to estimate their consumption on an “average day” researchers found that 57% of agency
clients and 31% of the community sample reported using over one gram per day.

2.3.6 A survey based on interviews with 150 cocaine users not in contact with law enforcement or
treatment,25 found that the overall average amount consumed was 1.2g per day. The 60 crack smokers
studied (40%) averaged 1.01g per day. Only 3% of injectors of cocaine were black, compared to 16% of
snorters and 23% of smokers of the drug. 41% of the cocaine smokers were in employment, compared to
63% of snorters and 22% of injectors. In a personal Communication, Dr John Marks, consultant psychiatrist
and former director of the Widnes drug dependency clinic, stated that crack cocaine users who were referred
to the clinic for maintenance prescriptions were prescribed from 200mg to 1000mg (1g) per day free base
cocaine.

3. IDMU Surveys—Cocaine and Crack Usage

3.1 Initiation to Cocaine/Crack

3.1.1 Only 10% of adults using cocaine or crack started using the drugs before age 16, the peak ages of
initiation fall in young adulthood—between 16 and 27 for cocaine and between 16 and 32 years for crack
cocaine.

AGE OF INITIATION TO COCAINE/CRACK

Percentile Cocaine Crack

1% 13 12
5% 15 15
10% 16 16
25% 18 18
50% 20 21
75% 22 25
90% 27 32
95% 30 35
99% 37 44

3.1.2 Use of cocaine or crack by secondary-age schoolchildren is unusual. The median age of initiation
for cocaine use is 20 years, with only 10% starting at age 16 or under.
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3.2 Lifetime Prevalence

3.2.1 Overall, 35% of survey respondents had used cocaine at least once, and 8% had used crack at some
point in their lives, although the proportions of respondents admitting having ever used cocaine fell from
60% in 1998 to 20% in 2005. Dividing the surveys into three periods, 1997–99, 2000–03 and 2004–08 the
overall proportion of resp6ondents reporting lifetime use of cocaine has fallen from 50% to just over 25%,
similarly the proportion reporting lifetime crack use has fallen from 9% to 4% over the same period.
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USAGE OF COCAINE BY YEAR—1997–2008

Year Base Ever Used Cocaine? Ever Used Crack?
n Total % Total %

1997 1,136 507 44.6 89 7.8
1998 1,153 693 60.1 128 11.1
1999 2,173 1,032 47.5 202 9.3
2000 2,352 938 39.9 175 7.4
2001 681 286 42.0 86 12.6
2002 2,825 1,176 41.6 223 7.9
2003 2,910 919 31.6 158 5.4
2004 2,960 912 30.8 152 5.1
2005 2,713 551 20.3 78 2.9
2006 3,004 657 21.9 115 3.8
2007 507 187 36.9 32 6.3
2008 328 124 37.8 21 6.4
Total 22,742 7,982 35.1 1,459 6.4
1997–99 4,462 2,232 50.0 419 9.4
2000–03 8,768 3,319 37.9 642 7.3
2004–08 9,512 2,431 25.6 398 4.2

3.2.2 The vast majority of crack users also used powder cocaine, only 7% of crack users had never used
cocaine powder, but 82% of powder users had never tried crack.

USAGE OF COCAINE AND CRACK

n % of total % of Either

Neither Drug 14,658 64.45% n/a
Cocaine Only 6,641 29.20 82.15
Crack Only 105 0.46 1.30
Cocaine ! Crack 1,338 5.88 16.55
Total Either Drug 8,084 35.55 100.00

3.3 Frequency of Use

3.3.1 The results show that 48% of respondents who have tried cocaine, but only 20% of those who have
tried crack, use the drug on a continuing basis.

3.3.2 The vast majority of users of cocaine do so on an experimental or occasional basis, 38% of cocaine
users and 60% of crack users had not progressed beyond experimental use (less than 10 occasions), however
one in five cocaine users and 11% of crack users took the drug on a regular basis.

3.3.3 Daily use of both drugs was rare, only 2.4% of cocaine users and 3.2% of crack users claimed to
use the drugs on a daily basis. The most common pattern among regular users is weekend or unspecified
binge use.

Table 1

FREQUENCIES OF USE 1997–2008

Cocaine Crack
Frequency n % total % users n % total % users

Experimental 3,000 13.2 38.3 1,136 5.0 60.5
Occasional 2,113 9.3 26.9 176 0.8 9.4
Regular* 1,656 7.3 21.1 201 0.9 10.7
Daily 187 0.8 2.4 60 0.3 3.2
Ex-Users 1,072 4.7 13.7 365 1.6 19.4
Never Used 14,888 65.5 n/a 20,852 91.7 n/a

Total Ever Used 7,841 34.5 100.0 1,878 8.3 100.0

Base 22,730 100.0 n/a 22,730 100.0 n/a

* “Regular” includes daily users.

3.3.4 Market Saturation—When non-users were asked whether they might try the drug or would never
consider using it, approximately 18% of non-users of cocaine, and 6% of non-crack users who expressed a
preference stated they would try the drug if oVered. Deeming market saturation to be current users as a
percentage of current users plus those who might use in the future, the cocaine market is 94% saturated and
the crack market 82% saturated.
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3.4 Amounts Used

3.4.1 Since 2001 the IDMU surveys have asked respondents how much cocaine and/or crack they use per
week, along with monthly spending on cocaine and average prices for grams and ounces. When usage
reports are ranked in order of lowest to highest, the amount used at diVerent percentiles of usage can be
determined (Table 2). The spending can be converted into quantities by dividing by the average gram and
ounce prices in the relevant year (Use equiv figures). The results suggest that respondents underestimate
spending relative to weekly use, but that the heaviest users (7g per week or more) are more likely to buy
in bulk.

Table 2

COCAINE USAGE PERCENTILES (1997–2008)

Cocaine Crack
Percentile Monthly Spend Use Equiv Weekly Use Monthly Spend Use Equiv Weekly Use

10% £10 0.283g 0.25g £10 0.130g 1g
25% £20 0.667g 0.5g £20 0.286g 1g
50% £50 1.53g 1.0g £50 0.726g 3g
75% £100 2.76g 2.0g £200 2.60g 6g
90% £200 5.67g 5.0g £600 9.72g 20g
95% £300 9.24g 10.0g £1,200 15.0g 28g
99% £1,000 32.1g 30g £4,000 44.5g 30g
99.5% £2,000 48.1g 47g £8,000 114.6g 60g

Base 1,462 1,462 692 137 137 81

3.4.2 The results show 95% of users consuming an average of one gram or less per day. In most cases the
weekly usage would all take place at the weekend—thus a user bingeing on 1/4oz at the weekend would
average one gram per day if taken over the whole week. The heaviest users of cocaine would consume on
average between 4 and 7 grams per day, the heaviest users of crack would consume an average of 4–9g
per day.

3.4.3 Defendants in Custody—Police oYcers frequently claim that persons arrested in possession of
significant quantities of drugs will exaggerate their level of use in order to claim the drug was possessed for
personal use rather than for dealing. A trawl of IDMU cases up to November 2008 found that those
defendants who admitted levels of cocaine use in custody virtually all reported usage within the top 25% of
survey-derived levels with 10% reporting what must be considered as excessive usage levels. For crack this
eVect was less marked, however these were both small samples. By comparison, for cannabis 50% of
defendants reported usage within the top 5–10% of survey responses.

REPORTED DAILY USE BY DEFENDANTS IN CUSTODY vs SURVEY USAGE LEVELS

Usage Defendants in Custody Survey (weekly use)
Percentile Cocaine Crack Cocaine Crack

Median 2.0g 0.9g 0.143g 0.429g
75% 3.5g 1.0g 0.286g 0.857g
90% 7.0g 3.5g 0.714g 2.86g
95% 9.0g 4.0g 1.43g 4.00g
99% 28.0g 4.0g 4.28g 4.29g
Mean 3.21g 1.54g 0.393g 0.859g
Base 28 10 692 81

3.5 Use of other Drugs by Cocaine Users

3.5.1 Amphetamines—The use of cocaine should not be viewed in isolation, rather it often occurs within
a pattern of wider use of stimulants. Just over three in five stimulant users would use either or both
amphetamine and cocaine when available, only one in six stimulant users would use cocaine and/or crack
exclusively.

COCAINE AND AMPHETAMINE—LIFETIME USE

Drug n % of either

Only Cocaine 1,703 16.5
Only Amphetamines 2,232 21.6
Both Drugs 6,381 61.9
Total 10,316 100.0
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3.5.2 Crack & Heroin—The proportion of heroin and crack users who combine the drugs is around 40%
of their respective user-bases. However whilst crack use among heroin users has remained stable, use of
heroin by crack users has declined from 56% in the late 1990s to 34% over the past five years, with the
proportion of “crack only” users rising from 23% to 44%, and heroin-only use declining from 49% to 34%
over the same period. This suggests an increase in crack usage relative to heroin.

LIFETIME PREVALENCE—CRACK & HEROIN

Year 1997–99 2000–03 2004–08 Overall

Drug(s) n % Either n % Either n % Either n % Either

Crack ! Heroin 225 28.6 282 26.8 161 22.1 667 26.0
Crack Only 179 22.7 355 33.9 318 43.8 852 33.3
Heroin Only 384 48.7 412 39.3 248 34.1 1,043 40.7
Either 788 100 1,049 100 726 100 2,562 100.0
% Her use Crack 37.0 40.6 39.3 39.0
% Crack use Her 55.7 44.2 33.5 43.9

4. Attitudes to Cocaine

4.1 User-Ratings

4.1.1 Survey respondents have been asked to rate diVerent drugs using marks out of 10, with 10 being the
best ever and 0 the worst imaginable, taking everything into account.

4.1.2 We have found that user-ratings to be a valuable predictor of intention to use, with the lowest ratings
given by those who would never consider using a particular drug, and the highest by regular (but not
necessarily daily) users.

USER RATINGS BY FREQUENCY OF COCAINE USE

Frequency Cocaine Rating Cocaine Spending Crack Rating
Of Use n Rating n Spending n Rating

Experimental 2,062 5.73 345 £16.77 750 1.72
Occasional 1,549 6.75 488 £39.13 632 2.80
Regular 1,149 7.53 769 £138.31 453 4.00
Daily 102 7.30 74 £562.03 44 4.38
Ex-Users 646 4.35 76 £158.09 355 1.62
Never/Blank 1,903 3.38 134 £83.85 1,638 1.50
Total 7,309 5.49 1,812 £85.26 3,828 2.06
Total Ever 5,406 6.24 1,678 £85.37 2,190 2.49

4.1.3 Year on year ratings are influenced by a number of external factors such as the nature of the sample
population (some festivals are more attractive to drug users than others), and due to technical problems with
the online survey ratings were not collected for respondents who had never used the drug in question.

USER-RATINGS BY YEAR AND LIFETIME USE

Year Non-User User Total

n Rating n Rating n Rating

COCAINE
1997 93 3.18 331 6.89 424 6.07
1998 102 3.01 551 6.20 653 5.70
1999 118 2.79 711 6.73 829 6.17
2000 109 2.91 563 6.10 672 5.58
2001 108 2.03 275 6.23 383 5.04
2002 647 2.33 1,114 5.50 1,761 4.34
2003 57 3.95 450 6.28 507 6.02
2004 46 4.22 440 6.15 486 5.96
2005 111 5.97 432 6.73 543 6.81
2006 325 3.04 429 6.83 754 5.20
2007 7 3.71 171 6.50 178 6.39
2008 5 4.60 116 6.31 121 6.24
Total 1,728 3.02 5,583 6.26 7,311 5.5
1997–99 313 2.98 1,593 6.58 1,906 5.99
2000–03 921 2.46 2,402 5.87 3,323 4.93
2004–08 494 3.83 1,588 6.54 2,082 5.96
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Year Non-User User Total

n Rating n Rating n Rating

CRACK COCAINE
1997 160 1.61 52 5.81 212 2.64
1998 250 0.87 92 4.39 342 1.82
1999 248 1.15 125 5.26 373 2.53
2000 239 1.37 94 4.57 333 2.27
2001 223 0.98 83 4.94 306 2.05
2002 1,247 0.93 204 4.15 1,451 1.39
2003 68 1.16 72 5.08 140 3.18
2004 55 0.93 78 5.01 133 3.32
2005 32 3.12 60 6.25 92 5.16
2006 309 0.84 75 6.17 384 1.88
2007 10 1.40 29 6.72 39 5.36
2008 11 0.91 14 5.57 25 3.52
Total 2,852 1.05 978 5.03 3,830 2.06
1997–99 658 1.16 269 5.07 927 2.29
2000–03 1,777 1.00 453 4.53 2,230 1.72
2004–08 417 1.04 256 5.86 673 2.88

4.1.4 Cocaine powder has a relatively even number of users giving diVerent ratings, with a tendency for
either generally positive or highly negative user-ratings. The vast majority of users give a highly negative
rating to crack cocaine.
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5. Demographic Factors

5.1 Gender DiVerences

5.1.1 A slightly higher proportion of male respondents had used cocaine and/or crack compared to
female respondents, however the patterns of cocaine and crack use were fairly similar between the sexes. Of
males, 37.2% had used powder cocaine compared to 33.2% of females, the figures for crack were 7.2% of
males and 4.9% of females.

LIFETIME PREVALENCE BY SEX

Ever Used? Male Female Not Stated Total

Neither 7,684 5,543 1,420 14,647
Cocaine Only 3,743 2,392 505 6,640
Crack Only 61 33 11 105
Cocaine ! Crack 836 378 124 1,338
Either/both 4,640 2,803 640 8,083
Totals 12,324 8,346 2,060 22,730
Neither 62.3% 66.4% 68.9% 64.4%
Cocaine Only 30.4% 28.7% 24.5% 29.2%
Crack Only 0.5% 0.4% 0.5% 0.5%
Cocaine ! Crack 6.8% 4.5% 6.0% 5.9%
Either/both 37.7% 33.6% 31.1% 35.6%

5.1.2 Both sexes gave similar ratings of cocaine and crack if they had used the drug, however female non-
users gave significantly lower ratings than males to both forms of the drug.
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USER RATINGS OF COCAINE & CRACK BY SEX & LIFETIME USE

User Status Male Female Not Stated Total
n Rating n Rating n Rating n Rating

Used Cocaine 3,329 6.25 1,873 6.25 380 6.39 5,582 6.26
Non-User 904 3.36 691 2.54 133 3.26 1,728 3.02
Total 4,233 5.63 2,564 5.25 513 5.59 7,310 5.5
Used Crack 624 4.98 279 4.93 75 5.84 978 5.03
Non-User 1,553 1.11 1,111 0.89 187 1.47 2,851 1.05
Total 2,177 2.22 1,390 1.7 262 2.72 3,829 2.06

5.2 Socioeconomic Status

5.2.1 The socioeconomic status of respondents was coded according to their stated occupation, those in
employment were coded AB, C or DE, with separate categories for students, the unemployed (includes sick/
disabled, retired and self-confessed drug dealers), and those who gave no details as to occupation.

5.2.2 Lifetime Prevalence—Lifetime use of both cocaine and crack was highest amongst the unemployed
and lowest among students. There were only minor diVerences in prevalence of cocaine between diVerent
SE groups in employment, however professional and managerial classes had slightly lower levels of lifetime
use than clerical or manual workers. For crack, use amongst employed persons was highest among
manual workers.

LIFETIME PREVALENCE OF COCAINE/CRACK USE BY SE STATUS

SE Status Total Cocaine Crack
n % n %

AB 3,924 1,498 38.2 220 5.6
C 6,892 2,707 39.3 483 7.0
DE 2,739 1,084 39.6 243 8.9
Students 5,466 1,430 26.2 178 3.3
Unemployed 1,142 508 44.5 149 13.0
Unknown 1,645 516 31.4 131 8.0
Total 21,808 7,743 35.5 1,404 6.4

5.2.3 User-Ratings—There were negligible diVerences between employment groups in the overall rating
of cocaine, however again the unemployed gave the highest ratings and students the lowest. For crack there
were more dramatic diVerences in crack ratings, with manual workers and the unemployed giving higher
ratings and AB groups and Students giving the lowest ratings.

USER-RATINGS OF COCAINE/CRACK BY SE STATUS

SE Status Cocaine Crack
n Rating n Rating

AB 1,269 5.55 581 1.82
C 2,460 5.58 1,351 1.96
DE 952 5.56 484 2.43
Students 1,523 5.38 757 1.80
Unemployed 430 5.77 246 2.84
Unknown 545 4.98 373 2.14
Total 7,179 3,792

5.3 Annual Income

5.3.1 Respondents were asked how much and how often they were paid, allowing annual income to be
calculated. Annual incomes were divided into low (under £15k), middle (£15–£35k) and high ((£35k)
income groups.

5.3.2 Lifetime Prevalence—Lifetime use of cocaine was highest among middle and low income groups,
and significantly lower among the highest earners. Use of crack was highest amongst those with the lowest
incomes and lowest among high earners.
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LIFETIME COCAINE/CRACK USE BY INCOME

Income Total Cocaine Crack
Group n % n %

Unknown 7,957 2,308 29.0 438 5.5
Low 7,843 3,033 38.7 613 7.8
Middle 5,468 2,132 39.0 345 6.3
High 1,474 509 34.5 63 4.3

5.3.3 User Ratings—The user-ratings for cocaine were significantly higher from those on middle incomes,
whereas those on high, low and unstated incomes gave similar ratings. For crack the highest ratings came
from low-income groups, with middle-income groups giving the lowest ratings.

COCAINE/CRACK USER-RATINGS BY INCOME

Income Cocaine Crack
Group n Rating n Rating

Unknown 2,081 5.43 1,105 2.09
Low 2,846 5.43 1,545 2.23
Middle 1,950 5.67 988 1.77
High 434 5.42 192 2.05

6. The Cocaine Market in the UK

6.1 UK Cocaine Prices

6.1.1 Since 1994, IDMU has conducted large scale surveys of drug users monitoring consumption
patterns and prices. Average Cocaine gram and crack rock prices, in each year are shown below.

UK COCAINE/CRACK RETAIL PRICE TRENDS 1997–2008

Year 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Coc gram £50.52 £51.92 £50.55 £49.38 £46.20 £47.95 £47.06 £45.27 £44.62 £42,45 £42.83 £42.70
n 208 307 406 317 90 410 487 475 516 449 137 105
Crack Rock £21. £24.85 £23.65 £20.48 £18.91 £22.23 £22.34 £16.70 £25.74 £17.20 £15.33 £13.00

69
n 35 33 57 47 19 57 57 54 43 51 15 10

6.1.2 Cocaine prices have fallen consistently since the mid-1990s but have remained relatively stable since
2006. The fall in crack rock prices is even more dramatic, however this is likely to reflect the greater
availability of £10 rocks containing 80–150mg crack.

6.2 Regional Price Variations

6.2.1 There are significant regional variations in cocaine and crack prices, with cocaine being cheapest in
the North and Midlands, and most expensive in London and the South West, with regional prices varying
by as much as 10% compared to the UK average. For crack the variation is wider, possibly reflecting
diVerences in the sizes of rock available, with much higher prices in Yorkshire and Scotland, with prices
significantly cheaper than average in Wales and the North West.

REGIONAL COCAINE GRAM PRICES 1997–2008

Cocaine Gram 1997–99 2000–02 2003–05 2006–08 Overall

Region n Avg n Avg n Avg n Avg n Avg %

London 274 £54.85 258 £48.86 357 £47.32 87 £43.53 976 104
Southeast 132 £50.15 117 £49.27 195 £45.88 148 £44.06 592 101
Southwest 165 £51.59 115 £50.44 189 £46.96 78 £44.49 547 103
East Anglia 56 £49.77 39 £47.70 65 £47.00 36 £44.91 196 101
Midlands 75 £45.93 70 £45.68 127 £43.73 73 £40.49 345 94
Wales 35 £49.72 28 £48.93 53 £44.97 28 £43.22 144 100
Yorks/Humbs 42 £51.43 41 £46.71 99 £43.79 42 £39.12 224 96
North West 47 £46.53 54 £45.74 120 £42.21 92 £38.68 313 92
North East 8 £44.06 17 £41.41 46 £41.49 15 £42.00 86 90
Scotland 37 £52.16 46 £48.94 125 £44.92 35 £39.72 243 99
Other 50 £44.18 21 £45.78 119 £48.90 57 £46.13 247 99
Total 921 £51.00 817 £48.31 1,478 £45.63 691 £42.56 3,907 100
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REGIONAL CRACK COCAINE ROCK PRICES 1997–2008

Crack Rock 1997–99 2000–02 2003–05 2006–08 Overall

Region n Avg n Avg n Avg n Avg n Avg %

London 29 £35.26 44 £16.98 32 £17.13 10 £16.90 115 104
Southeast 12 £22.75 14 £27.67 27 £19.71 16 £16.88 69 106
Southwest 24 £17.81 12 £19.59 18 £22.45 9 £15.56 63 92
East Anglia 9 £29.44 11 £19.54 8 £18.13 3 £18.33 31 104
Midlands 19 £19.21 9 £20.00 15 £21.00 8 £16.88 51 95
Wales 7 £15.00 6 £19.17 11 £16.36 1 £10.00 25 73
Yorks/Humbs 10 £19.00 7 £29.29 13 £31.92 4 £17.50 34 119
North West 7 £15.72 5 £20.00 8 £16.25 9 £17.78 29 87
North East 1 £10.00 7 £18.14 3 £30.00 1 £20.00 12 98
Scotland 3 £31.33 4 £47.50 8 £32.38 2 £20.00 17 159
Other 4 £16.25 3 £9.17 15 £19.97 13 £12.95 35 72
Total 125 £23.42 123 £21.05 154 £21.31 76 £16.28 478 100

6.3 Price Distributions

6.3.1 Cocaine Powder—The overall range cocaine prices in 2007–08 can be compared with the 12-year
total below. Average retail cocaine hydrochloride (powder) prices have been declining within a range of
£40–£60 per gram for the past few years, purity had until recently been increasing but from 2006 very low
purity cocaine started to appear with increasing numbers of price reports in the range of £20–£35 per gram.
Prices of ounces and larger quantities can vary considerably according to quality/purity, with a typical range
of £500–£,1200, quarter kilos from £2,000–£10,000.

Figure 2

UK COCAINE POWDER PRICE RANGES
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6.3.2 Crack Cocaine—The range of UK crack “rock” prices from the 2004–08 surveys are similar to the
overall distribution since 1997, rocks are most commonly £20 with 30–40% going for £10, although they can
be as low as £5 or as high as £80, dependent on size. Crack gram prices vary between £40 and £100, with
ounce prices varying from £500–£1,200.

Figure 3

UK CRACK COCAINE PRICE DISTRIBUTIONS
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6.4 Cocaine Kilogram Prices

6.4.1 IDMU did not collect kilogram price data for cocaine via surveys prior to 2005, however we do
encounter documentary evidence of kilo prices in drugs cases (dealer lists, computer records or intercept
transcripts). As a general rule of thumb, there would tend to be an approximate 25%–30% discount for each
10 fold increase in quantity of drugs. We have received only 4x kilo price reports in our surveys, ranging
from £14,000 to £32,000 (2005–06).

6.4.2 Crack Cocaine is normally produced within the UK distribution networks, or by end-users, from
powder cocaine, importation is rare and tends to be small-scale. It is rarely available in kilogram quantities,
and we have yet to encounter a case involving kilograms of crack, or kilogram price reports.

6.5 Other Price Sources

6.5.1 NCIS (April 2004) quote single kilo prices between £18,000 and £32,000, with multi-kilo prices
between £15,000 and £30,000 per kilo. I note on the (undated) list provided recently kilos of cocaine are
quoted between £22,000 and £30,000.

6.5.2 In a recent case in the South West of England,26 numerous accounts and dealer lists were seized
which indicated the following prices in 2006–07:

Kilo—£19,500–£20,500 (£19.50–£20.50 per gram equiv)

9oz/250g—between £4,995 and £6,525 (£19.88–£26.10 per gram equiv)

1oz/28g—£690–£1,200 (£555 if bought in bulk)—£24.64 to £42.86 per gram equiv.

1/2oz/14g—£375–£475—£26.79–£33.93 per gram equivalent

10g pellet—£400–£525—£40–£52.50 per gram equivalent (import purity)

1/8oz/3.5g—£200—£57.14 per gram equivalent (import purity)

2 grams—£70–£80

1 gram—£40

6.6 Effect of Purity

6.6.1 Cocaine kilos (and other bulk quantities) will be worth much more (£25–£32k) if obtained at
imported purity (typically 70% plus) than at street purity (30–50% for around £15–£20k), thus a kilogram
of imported cocaine is usually doubled in volume/halved in purity before it reaches the end-user. I have dealt
with a number of cases where blocks of imported cocaine have been cut at wholesale (multi-kilo) level.

6.6.2 Since 2006, I have encountered a number of cases involving cocaine of purities far lower than would
have previously been considered merchantable (in the range of 8–20% purity). This reduction in purity is
also associated with the emergence of “budget” cocaine,27 with three grades of the drug now on oVer.

(a) “Peruvian” which is essentially uncut from importation, and has typical purities in excess of 60%
with street prices of £50–£60 per gram.

(b) “Street”—the bulk of cocaine, typically 30–50% purity with typical street price of £40–£50 per
gram.

(c) “Budget”—low purity cocaine (under 25%) sold at a discounted price (between £20 and £40 per
gram)
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6.7 Cocaine Purchase Behaviour

6.7.1 Frequency of Purchase—In our 1997–99 surveys respondents were asked how often they bought
cocaine, how much they bought at one time and what percentage they used themselves. The modal purchase
frequency was monthly, with fewer than 4% of buyers purchasing more than once a week.

FREQUENCY OF COCAINE PURCHASE

Frequency Count Percent Cumulative %

≤1x a year 24 4.9% 4.9
'1x per month 67 13.7% 18.6%
Monthly 256 52.4 71.0
(1x per week 94 19.2 90.2
Weekly 30 6.1 96.3
(1x per week 15 3.1 99.4
Daily 3 0.6 100.0
Total 489 100.0

6.7.2 Social Supply—The majority of cocaine users would share at least a proportion of the cocaine they
buy with other users and hence be guilty of supply oVences, often one member of a couple will buy for the
use of both, however over 90% of buyers would use 50% or more of the cocaine they purchase, suggesting
small-scale social supply to be far more common than people buying with the intent of selling the majority
on to others on a commercial basis.

PERCENTAGE OF PURCHASED
COCAINE FOR OWN USE

% own use Count Percent

'25% 9 1.9
25–49 36 7.5
50–74 159 33.0
75–99 93 19.3
100 185 38.4
Total 482 100.0

6.7.3 Deals Purchased—The gram deal is overwhelmingly the most common purchase quantity, only 16%
of users buying smaller amounts, with 15% buying between 1/16 and 1/4oz, and 3.6% buying ° ounce or
more at a time. The average (mean) deal size was just under 2 grams.

PURCHASE QUANTITY (COCAINE POWDERS)

Deal Nominal Size (g) Count Percent

Gram 1 343 65.0
Half-Gram 0.5 73 13.8
2 Grams 2 39 7.4
Eighth Ounce 3.5 25 4.7
Qtr Gram .25 11 2.1
Qtr Ounce 7 10 1.9
Ounce 28 7 1.3
Tenth (1/16oz) 1.75 6 1.1
Half Ounce 14 6 1.1
Under ® gram '0.25 3 0.6
Over 1 oz ( 28g 3 0.6
² gram .75 2 0.4
Total 528 100.0
Average Deal 1.98g

7. Cocaine/Crack Purities

7.1 Cocaine Powder

7.1.1 Average street purities in the UK have typically varied between 40–60% for cocaine powder, with
typical purities at import level of around 70%. Until recently the range of typical street purities would vary
from around 20% up to 60%, with instances of very high or very low purities at end user level. Street level
cocaine is typically around 50% of the purity at import.
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7.1.2 However since 2006 (more recently than shown by available national figures) we have noticed
increasing numbers of cases involving very low purity cocaine, in the range of 5–20%, which would
previously have been considered unmerchantable (without the risk of violent injury).
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7.1.3 Typical adulterants in cocaine powders include caVeine (another stimulant) and sugars such as
glucose and mannitol for bulking agents, increasingly drugs which exert similar physical (local anaesthetic)
eVects such as lignocaine, procaine and benzocaine have been common, along with painkillers such as
phenacetin, diltiazem and paracetamol. Although caVeine exerts a stimulant eVect, the amount found in a
typical line would be far less than in a typical cup of coVee. Use of “***caine” drugs as adulterants would
tend to mimic the mouth-numbing eVects of the genuine drug.

7.2 Crack Cocaine

7.2.1 Crack cocaine purities have fallen steadily over the years, from around 90% in the early-mid 1990s
to around 60–70% since 2002, as dealers have found ways of maintaining combustibility at lower purity
levels. Import purities have consistently fallen at around 80% with odd quarterly variations influenced by
individual seizures. A relatively small proportion of crack is imported ready-washed, the majority being
produced in the UK from imported cocaine powder.
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7.2.2 We have no information as to other substances present in deals of low-purity crack, forensic
analyses have not reported the nature of such adulterants as in most cases these are not an issue. However
adulterants of crack would presumably need to have similar physical properties to crack cocaine, in terms
of appearance (crack is normally a waxy solid) and reaction to applied heat (sublimation).

7.2.3 Note that more recent purity data will be available from the Forensic Science Service, the
Laboratory of the Government Chemist and other forensic laboratories (eg Scientifics, Forensic Access,
Keith Borer Consultants) providing analyses for diVerent police forces or for defence solicitors. Labs should
as a matter of priority be tasked with determining the nature and incidence of adulterants in low-purity
crack-cocaine seizures.

7.3 IDMU Purities

7.3.1 An initial trawl of previous cases has found purity/quantity data for 186 seizures in cases dealt with
since late 2004—time has precluded a full analysis back to the mid 1990s.

7.3.2 Purities of small seizures—There is wide variation in the purities at street level and the lower
wholesale level, however before 2007 very low purities (under 10%) were isolated incidents (the 1% sample
in 2007 was actually under 1% and is likely to represent contaminated cutting agent). Although very high
purity powders can be sold in small deals, the majority of street powders contain under 40% purity,
consistent with the emergence of the two-tier or 3-tier market first described by Drugscope.

PURITIES OF COCAINE—SMALL SEIZURES
UNDER 350g

Year n Mean Min Max

2004 3 28.3% 16% 37%
2005 17 32.3% 4% 60%
2006 22 21.2% 12% 77%
2007 16 27.4% 1% 79%
2008 16 31.4% 7% 82%
2009 4 3.75% 2% 5%
Total 78 26.4%

PURITIES OF COCAINE—LARGE SEIZURES
OVER 400g

Year n Mean Min Max

2004 8 83.8% 16% 98%
2005 5 49.4% 25% 84%
2006 9 73.0% 38% 87%
2007 6 73.3% 67% 78%
2008 1 25.0% 25% 25%
Total 29 70.3%

7.3.3 Purities of small seizures—There is less variation in the purities at the higher wholesale and import
market, the majority of seizures containing powder of 70% purity or higher, with a small number of bulk
seizures of lower quality powders.

COCAINE PURITY DISTRIBUTIONS—IDMU CASES 2004–09
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7.3.4 Crack Cocaine—It is diYcult to form any conclusions from the 5x recent reports of crack purities,
however the two lowest purities were found in 2007–08.

CRACK PURITY DISTRIBUTION
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8. Summary and Conclusions

8.1 Cocaine has ceased to be, if indeed it ever was, a drug for the upper classes, it might now better be
described as an “aspirational” drug, used mostly by those who would like to be rich and famous rather than
those who actually are. Contrary to expectations, those of high SE status or incomes are slightly less likely
to use cocaine, and much less likely to use crack, than other employed users. Use of both cocaine and crack
is highest amongst unemployed drug users, and lowest amongst students.

8.2 Usage of cocaine most commonly occurs within a pattern of general stimulant abuse whereby users
can switch between cocaine and amphetamine depending on what is available. The aftermath of “Operation
Pirate” which in the late 1990s significantly disrupted the amphetamine market in the UK led to a significant
decline in amphetamine use mirrored by a similar increase in regular use of cocaine.

8.3 There are potential lessons to be learned from the “Pirate” experience in the late 1990s. Amphetamine
usage has recovered slightly and purities are now back to pre-Pirate levels, however should the cocaine
market become so disrupted as to produce a prolonged drought, such that the purity of street cocaine
becomes unacceptably low, there is a danger that users of stimulants may switch to potentially more
dangerous substances such as methamphetamine (crystal meth). At present, use of crystal meth is restricted
to niche markets in the UK, notably the gay club scene with some localised markets (eg Isle of Wight). Given
that the chemicals needed to produce crystal meth are available in household cleaning products and over-
the-counter medicines and are eVectively un-monitored, any explosion of crystal meth use would be diYcult
to counter through conventional law-enforcement methods.

8.4 The vast majority of users of both cocaine and crack never progress beyond experimental use, with
a tiny proportion of users of either drug taking the drug on a daily basis. The most common pattern of
regular use is the weekend binge when users can consume several grams at one time. For most users a couple
of lines on a weekend night out is the typical pattern. However a small minority of users become
psychologically dependent, developing significant tolerance to the eVects, and may consume several grams
per day on a regular basis.

8.5 Prices of both cocaine and crack have fallen significantly over the course of the survey period. Crack
rocks are sold for either £10 or £20 depending on size, cocaine gram prices can vary between £20 and £60
depending on the purity and honesty of the seller, with the most common price being £40. Most users would
buy a weeks or months supply at one time, daily purchase of cocaine is unusual.

8.6 Purities of both cocaine and crack have fallen sharply in recent years, where it was unusual to find
purities below 25% before 2005–06 it is now common to find “budget” cocaine at between 5% and 20%
purity. A “line” of 5% purity cocaine is unlikely to produce significant eVects beyond mild stimulation, such
as after a cup of tea or coVee. Further research is urgently required into adulterants found in low-purity
samples of crack cocaine and the potential health risks from inhaling such smoked materials.

8.7 Although legalisation, or regulation and taxation of cocaine, could bring fiscal benefits, some control
would have to be maintained on availability, and the psychological eVects of excessive cocaine use (increased
propensity for violence and/or cocaine psychosis) should preclude the drug ever being on general sale.
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However low-purity products, such as coca leaf or “tonic” beverages such as the original Coca-Cola, where
overdose would be physically impractical, could possibly be considered for sale to adults as an alternative
to caVeine-based products.

June 2009
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Memorandum submitted by International Drug Policy Consortium

Executive Summary

1. Repressive strategies to reduce the demand and supply of cocaine have failed and have resulted in
unintended negative consequences in the UK. In many “producer” or “traYcker” countries international
collaboration or outside pressure towards repressive strategies have also contributed to violence and drug
related crime, politicized crime, and corruption at intolerable levels such that democracies have been
undermined.

2. An objective and open debate of alternative paradigms is now required, not least with regards to law
enforcement approaches.

3. Any new paradigm should involve: users being treated as a matter of public health; eVorts to reduce
consumption taking the form of information, education and prevention schemes, and proportionate
repression being limited to organised crime.

4. All policies should be evidence based and further resources should be allocated to a cost-benefit
analysis and an impact assessment of current strategies.

Introduction to the Submitter

5. The International Drug Policy Consortium (IDPC) is a global network of NGOs and professional
networks that specialise in issues related to illegal drug production and use. The Consortium aims to
promote objective and open debate on the eVectiveness, direction and content of drug policies at national
and international level, and supports evidence-based policies that are eVective in reducing drug-related
harm. It produces occasional briefing papers, disseminates the reports of its member organisations about
particular drug-related matters, and oVers expert consultancy services to policymakers and oYcials around
the world. This memorandum draws on the work of our members.

Terms of the Inquiry

6. Because of the high-level focus of IDPC this memorandum is limited to those terms of inquiry
appropriate to our expertise.

Whether cocaine powder is now a street drug rather than just one used recreationally by the relatively well-to-do

7. Both in the UK and abroad, cocaine powder straddles both the street drug and the recreational market.

The Influence of “celebrity cocaine culture” as criticised in the UNODC’s critical report on the UK last year

8. The influence of celebrity drug oVenders was actually criticized in the report of the International
Narcotics Control Board (“INCB”) in 2007. Whatever the merits of this criticism, IDPC noted with much
disappointment the absence from this report of more pertinent issues. For example, an essential aspect of
the role of the INCB is to ensure the adequate supply of licit “medical and scientific” uses of substances
controlled under the 1961 and 1971 treaties, yet the report made no comment on the shortage or illegality
of methadone or buprenorphine treatment for addiction (both essential medicines according to the World
Health Organisation) in countries across the former Soviet Union and Asia. Likewise, despite its mandate,
the INCB remained silent in this report on the human rights abuses perpetrated in Thailand in the preceding
years as well as the many deaths caused to children and others unconnected with drug-traYcking that
resulted from police incursions into Rio’s favelas to fight Brasil’s “war on drugs”.

9. Unfortunately, international collaboration on drug policy cannot be safely delegated to the United
Nations. The high level review of international drug policy which took place between 2008 and 2009 under
the auspices of the United Nations OYce on Drugs and Crime was extremely disappointing,
notwithstanding the best eVorts of the UK delegation and a small minority of others. In particular, there
was a total unwillingness to confront the real policy dilemmas or acknowledge the situation on the ground
with respect to the drug problem. The resulting political declaration was weak and inconclusive and belied
the system wide incoherence of the UN. Individual states must therefore take individual responsibility for
their part in causing as well as for resolving the cocaine and other drugs problems.

The eVectiveness of advertising campaigns in deterring use

10. There is a desperate scarcity of research or evidence on this topic and indeed on other prevention
methods, nevertheless huge amounts of money are spent on advertising and other such schemes. On the
other hand, enforcement eVorts having failed and the only hope of solving the drug problem lies within
reducing consumer demand. Rectifying this problem by way of commissioning research and impact
assessments of prevention strategies (and allocating appropriate resources for this task) is therefore
imperative.
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Trends in the use of crack cocaine

11. In the UK, the retail trade in crack at low street-prices has been a fixture since the early 1990s; a decade
that saw a rapid increase in users which now appears to have slowed. Crack use and trade takes place in
three contexts: crack houses, delivery markets, and open street dealing. Vulnerable users who are tenants
can have their homes taken over by dealers or engage in sex work or low-level dealing to fund their
addictions. These abusive situations, which are also detrimental in public health terms, are a clear example
of the negative unintended consequences of the repressive strategies in the UK. Vulnerable people are
criminalised by virtue of their addiction and are therefore unable to obtain support without fear of
recrimination.

12. High levels of violence surrounding crack markets and houses have been reported by the media and
others. This is a logical connection because of the nature of crack and its use as well as the black-market trade
and correlating eVorts at repression by police. This is another example of one of the negative unintended
consequences of the repressive drug control strategies in the UK.

13. On the other hand—drawing on the Beckley Foundation Drug Policy Programme Report Markets
and Urban Violence: Can Tackling One Reduce the Other? Closed markets (ie less crack dealing from fixed
locations and dealers preferring to sell only to people that they already know) have been seen to significantly
reduce the violence associated with the trade and use of crack. Also as socio-economically deprived
neighbourhoods and individuals are more susceptible to crack related problems, gentrification/community
development schemes have been seen to have a beneficial eVect on the problems associated with cocaine
trade and use.

14. The eVectiveness of the relatively recent UK diversion scheme for crack users into treatment via the
criminal justice system and the closure order facility is yet to be assessed or subject to a cost-benefit analysis.
Such assessment should be undertaken and should also include a human rights and civil liberty impact
assessment, particularly as these schemes raise concerns about informed consent, proportionality, and the
right to a private and family life.

International collaboration: the responses of the producer countries

15. The disaggregation of countries into the categories of producer, consumer, or traYcker must be
undone. Such disaggregation belies a lack of understanding that where traYcking is disrupted or diYcult,
consumer demand is such that production is displaced and will appear in a country that might otherwise
consider itself a consumer (including production of precursor chemicals). In addition, where supply
reduction measures such as crop eradication are stringently employed, cultivation will move to another area
(this is known as the “balloon eVect”—squeezing a balloon in one place makes it expand in another). Such
measures have been shown not to reduce the supply of cocaine on the world market but simply to displace
cultivation away from targeted areas.

16. What is required is an understanding that responsibility is shared between the diVerent actors of the
production, traYc and supply country-chains.

17. There is no doubt, that the “producer countries” have sought to meet their side of this responsibility,
prioritising it, in many cases, over environmental, democratic, and human rights concerns—see Plan
Columbia. Despite these many sacrifices, the countries involved have not seen a sustainable reduction in
their production and export of cocaine.

18. IDPC has long called for a shift in attitude as to the merits of international collaboration, focused as
it currently is on the goal of eliminating or significantly reducing the cultivation of coca leaf. There should
be instead:

(a) An alternative livelihoods approach which puts socio-economic development and human rights
protections at the core of international eVorts. These eVorts should be “main streamed” into the
broader development agendas of national and local governments, donor countries and
international financial institutions for both improving overall quality of life (access to health care,
education, etc) and promoting economic development to increase opportunities for employment
and income generation.

(b) A long term international commitment to address the root causes that are driving illicit crop
cultivation, such as armed conflict, human insecurity and poverty, in order to achieve sustainable
alternatives for communities in the aVected areas.

(c) Support for the decriminalization of farmers involved in the development of coca-crops and
willingness to work in partnership in development with them.

(d) An end for forced eradication (including aerial spraying) and for the adoption of the principle that
development assistance should not be made conditional on reductions in illicit drug crop
cultivation. Once alternative livelihoods are in place, then work can begin in collaboration with
local community organizations and members to reduce and if possible eliminate crops destined for
the illicit market.

(e) Recognition of the traditional cultural and beneficial attributes of the coca leaf and support for its
continued use for such purposes.
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(f) An assessment of the impact of international trade agreements, high tariVs and national subsidy
schemes to identify obstacles for legal agricultural products from illicit drug producing countries
to enter the international market.

19. IDPC therefore supports the call of Bolivia at the 2009 Commission on Narcotic Drugs that coca
should be removed from Schedule One of the 1961 Convention on Narcotic Drugs as well as the findings of
the Latin American Commission on Drugs and Democracy.

International collaboration: the EU’s external borders

20. With reference to the EU drug strategy 2005–12, the EU remains the only region in which a defined,
and relatively strong, structure exists for comprehensive drug policy development and review and this is
welcome. Nevertheless, the 2007 Report of the Annual Report of the European Monitoring Centre on Drugs
and Drug addiction reveals that despite a significant increase in drug seizures and arrests in the EU in recent
years, drug supply and use in the EU has remained generally stable since 2004, and there have been worrying
increases in other areas, particularly with regards to cocaine.

21. The movement of drugs to markets in Europe is associated with very high levels of violence in the
transit regions and lessons should be learned from the experience of others. For example, we know that the
collaboration between Mexico and the United States (the military crackdown on the back of the promised
Mérida initiative) has led to a very high death toll from extreme drug related violence and has caused the
opening up of new traYcking routes via West Africa. The problem has not been resolved, merely (at best)
displaced and this is not, therefore, a responsible strategy.

The police response: possession and dealing

22. Looking to other jurisdictions, it is clear that repressive models have not been eVective in reducing
crack/cocaine use or the harms caused by the drug. Certainly eVorts which fill prisons with low-level crack
dealers and users make little impact on the drug trade and cannot be justified. Indeed, it is clear that state
action itself can be a major contributor or cause of urban violence and human rights abuses. Furthermore,
heavy handed policing can undermine confidence in the state as well as reduce the collective ability of
communities to control disorder. The police response must therefore be proportionate and combined with
eVorts to reduce socio-economic disadvantage, as well as harm reduction and prevention strategies.

23. DPC has initiated a project whereby senior law enforcement professionals are brought together from
diVerent jurisdictions to discuss and develop more eVective drug law enforcement programmes. The
preliminary conclusions of this project are that:

(a) a consequence of current policing strategies is the creation of a massive and lucrative black market
that can be and is exploited by organized crime, significantly increasing its power and reach. Law
enforcement actions against these markets can create the conditions that favour the most violent
and ruthless criminals;

(b) successful operations against a particular dealing network leads inevitably to an upsurge in
violence as new dealing groups fight over the turf left vacant (the balloon eVect);

(c) finite resources are wasted on ineVective strategies and tactics—the result, of course, is that there
are fewer resources available for more eVective actions; and

(d) drug users are marginalized. Law enforcement action against users, and the surrounding social
disapproval of their behaviour, is often counterproductive to our objective of reintegrating them
into mainstream society. Criminalising, arresting and imprisoning drug users has not been shown
to deter drug use, but does have the eVect of breaking up their positive family and community ties,
and undermining their access to health services, jobs and education.

24. The IDPC eVective drug law enforcement project therefore recommends a new set of objectives and
priorities for law enforcement action against drug markets and drug use which focus on outcome indicators,
measuring drug related crime, and its contribution to health and social programmes. In particular, priorities
should be to refocus the fight against organized crime; reduce market market-related violence; refer
dependent drug users into treatment; and support public health programmes.

Recommendations

25. Further to the recommendations contained in the discussion of the terms of inquiry above, IDPC
would echo some of the recommendations of the European Commission mid-term evaluation of EU drug
strategy:

(a) The evidence base regarding supply reduction interventions needs to be strengthened, and law
enforcement actions that aim to reduce the negative consequences of the drug trade, as opposed
to its scale, need to be given more emphasis.

(b) All engagement with other countries (through multilateral forums and funding programmes)
should emphasise the EU commitment to a balanced approach to drug policy, based on adherence
to fundamental human rights standards.
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(c) More eVort should be made to address the current gaps in information and policy analysis, to
ensure that future policies are based on sound evidence.

26. IDPC would further recommend:

(d) A clear framework be created for analyzing the eVectiveness of law enforcement activities in
reducing the supply and availability of cocaine;

(e) Investment in statistical research to test reports of cocaine and crack related violence;

(f) Government should seek to reduce the levels of economic disadvantage and inequality in UK cities,
especially within those most aVected by the drug trade, as well as abroad in “producer countries”
in order to meet its duties of alternative development.

(g) The focus of eVorts should shift from reducing the cocaine trade to reducing the harms caused by
the cocaine trade.

June 2009

Joint memorandum submitted by HM Revenue and Customs and the UK Border Agency

Introdution

1. HM Revenue & Customs (HMRC) and the UK Border Agency (UKBA) welcome this opportunity to
set out our roles in relation to enforcing the import and export prohibition on class A drugs, specifically
cocaine, the legal framework in which we work and our approach to enforcement both at the UK border
and in the international context.

Roles of HMRC and UKBA

2. The creation of the UKBA integrates the work of the Border and Immigration Agency, UKVisas and
border related responsibilities of HM Revenue and Customs to create a single immigration and customs
control to tackle smuggling, immigration crime and border tax fraud. Day-to-day responsibility for the
operational enforcement of prohibitions and restrictions on the import and export of goods, including
cocaine, transferred to UKBA in April 2008. The formal transfer of functions from the Commissioners of
Revenue and Customs is subject to Parliamentary approval. Provisions enabling the transfer of functions
are in the Borders, Citizenship and Immigration (BCI) Bill currently subject to Parliamentary scrutiny.

3. At present HMRC retains overall accountability for Departmental Strategic Objective 3, which is to
reduce the risk of the illicit import and export of material which might harm the UK’s physical and social
well-being. HMRC also retains statutory accountability for the actions of HMRC staV working in UKBA.
For clarity we have provided a joint memorandum that sets out these interim arrangements, whether the
activities described are performed by HMRC or UKBA or both.

4. UKBA’s strategic objectives include two that have clear links to our drugs enforcement role:

— to protect our border and our national interests by:

1. guarding routes to Britain with early action overseas;

2. detecting and stopping risks and threats to Britain at our border.

— to tackle border tax fraud, smuggling and immigration crime by:

1. holding those who break our laws to account for their actions;

2. creating and managing customs anti-smuggling crime partnerships in the UK and overseas;

3. transforming collection, dissemination and use of intelligence; globally and locally;

4. transforming our enforcement capability.

5. Looking ahead once the BCI Bill becomes law, the UK Border Agency will exercise customs functions
related to controlling the movement of goods, people, and means of transport at the border, according to
agreed priorities and legal obligations. The UKBA will detect and deter non-compliance with customs
obligations at the border, tackling smuggling and other activity that poses a risk to border security, the
integrity of the tax base and the UK economy. We can provide the Committee with an update on the transfer
of functions in our oral evidence.

6. UK Border Agency anti-smuggling staV work at the frontier to detect and disrupt smuggling of a wide
range of goods—fiscal as well as prohibited and restricted. To ensure that activity is as eVective as possible
HMRC and UKBA take a targeted risk based approach to intervention that is intelligence led. Deployment
is based on flexibility and mobility to ensure that resources are deployed to those ports and airports that
present the highest smuggling risk.
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7. We use a variety of detection technologies to scan and examine baggage, vehicles and freight to detect
drugs smuggling. This includes up-to-date x-ray and trace detection technology coupled with the use of
detector dogs. We deploy a fleet of Cutters that have a maritime surveillance capability to track and interdict
large smuggling attempts at sea and support other national and international law enforcement partners.

8. Responsibility for criminal investigation and intelligence work relating to drugs smuggling transferred
from HMRC to SOCA in April 2006. HMRC and SOCA operational staV work closely together in a
number of ways, under the overall direction of a Partnership Agreement. HMRC notify SOCA of all
detections of cocaine and other class A drugs. Detections that are not adopted by SOCA may be investigated
by HMRC’s Referred Investigation Teams or referred to a local police force

Legal Framework in which HMRC and UKBA Operate

9. The Misuse of Drugs Act 1971 categorises cocaine as a class A controlled drug. Section 3 of the Act
prohibits the importation and exportation of a controlled drug unless either:

— the import or export is made under and in accordance with a licence issued by the Home OYce; or

— an exception is made by the Misuse of Drugs Regulations 2001 under Section 7 of the Act (MDA).

10. Customs enforcement powers are mainly derived from the Customs and Excise Management Act
1979 (CEMA), which sets out the oVences and sanctions in the event of an illegal import or export. The most
relevant provisions are:

— Section 49: makes imported prohibited and restricted goods liable to forfeiture;

— Section 139: powers to detain or seize goods liable to forfeiture; and

— Section 170: oVences in relation to the import of prohibited and restricted goods.

Approach to Cocaine Enforcement at the UK Border

11. The key driver for our drugs enforcement activity is the Government’s Drugs Strategy led by the
Home OYce. Its enforcement aims include maintaining strong border controls and working with
international partners to intercept drugs before they reach the UK borders, and disrupting serious and
organised crime through our combined actions. We work in partnership with SOCA, police, the Home OYce
and FCO to prevent harm to communities by reducing the supply of drugs, tackling those that cause the
most harm, namely crack, cocaine and heroin.

12. In practical terms we aim to maximise the potential impact that anti-smuggling controls can provide
to reducing harm, not just by seizing smuggled drugs but also by conducting checks and interventions that
directly support SOCAs targeting of organised crime This reflects our contribution to DSO 3, one of the
outcomes of which is to maintain the level of disruption of the attempted import and export of illicit drugs,
for which there are two indicators:

— To maintain seizures of heroin and cocaine at 2006–07 levels. For 2009–10 the cocaine targets are
1,200 seizures totalling 2,400 Kgs;and

— To fulfil taskings from SOCA involving an intervention and SOCA requests for checks and
enquiries, the HMRC/UKBA target is to meet 98% of intervention requests and checks by SOCA.

International Collaboration

Operations “Airbridge” and “Westbridge”: International Partnerships

13. Operation Airbridge was set up in 2002 by HM Customs and Excise working in partnership with the
Jamaican authorities to support their eVorts to intercept at the point of embarkation the high numbers of
drug couriers, particularly those with internal concealments (ie swallowing or concealed in body cavities),
using the Caribbean island as a gateway to the UK and other European countries. The operation is now run
by UKBA.

14. Since the introduction of Operation Airbridge, the number of drug couriers with internal
concealments of cocaine detected at UK airports from Jamaica has declined steadily from approximately
1,000 in 2002 to 3 in the last financial year.

15. In 2006 HMRC accepted an invitation from the Government of Ghana to assist them in tackling the
growth in the traYcking of cocaine by air from Ghana. Operation Westbridge, working in a similar way to
Airbridge, began in November 2006 and has so far been responsible for seizures of 485 kgs of cocaine worth
over £96 million.

16. These operations meet our Drugs Strategy commitment to intercept drugs and drugs couriers before
they reach the UK. Agencies in host countries have told us that they gain not only from the mentoring and
training provided by UK Customs oYcers but also from sending out a clear message that their country is a
more hostile environment for drug traYckers.
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European Partnerships

17. One of the aims of the EU Drugs Action Plan for 2009–2012 is to develop international co-operation
and better engagement with countries outside the EU. UKBA and HMRC are looking for opportunities to
develop and extend the Airbridge and Westbridge operational models to other countries and also with other
EU Member States. We work closely with SOCA whose overseas liaison oYcer network is assisting our
eVorts. In the longer term our goal is to set up operational and intelligence platforms in both regions,
working in partnership with those countries whose Governments wish to collaborate to stem the flow of
drugs through their ports or airports and with other Member States.

Results

18. The following table sets out our key outputs in the last three years the total number of cocaine seizures
made and total weight for the last 3 years by HMRC and UKBA. Please note that these seizures were made
at the UK Border, they do not take account of HMRC/UKBA upstream activity.

Financial Total number Weight of No of persons No of persons
year of seizures cocaine seized prosecuted convicted

(kgs)

2006–07 1,165 2,368 578 522
2007–08 1,279 3,120 523 469
2008–09 1,051 2,611 550 489

The attached Appendix lists brief summaries of some of the recent significant cocaine seizures.

Resources

19. UKBA has more than 9,200 oYcers in its Border Force directorate who are responsible for securing
the border by ensuring that only legitimate travellers and goods are allowed to enter and leave the UK, while
reducing the risk and threats to our border. To do this Border Force applies and supports the controls at
points of entry and exit to the UK on people and goods.

June 2009

APPENDIX

RECENT EXAMPLES OF COCAINE SEIZURES

Outlined below are a number of examples of cocaine seizures made during the financial year 2008–09:

In October 2008 UKBA oYcers arrested four passengers attempting to smuggle 20kgs of cocaine taped
to their bodies as they disembarked from the P&O cruise liner, Arcadia, in Southampton. They were jailed
for a total 48 years.

In July 2008 40kgs of cocaine was seized from the boot of a car at Newhaven ferry port. The driver was
jailed for 13 years.

A 77 year old grandmother and her 49 year old daughter were arrested at the Port of Dover attempting
to smuggle 16kgs of cocaine. They were jailed for a total of 27 years.

A passenger flying from Cameroon, via Paris, claimed to be returning home after a funeral when he was
intercepted by UKBA oYcers at Bristol Airport in June 2008 with 2.5kgs of cocaine concealed in a false-
bottomed suitcase. The passenger was jailed for 11 years.

A shipping agent from Venezuela was arrested as he attempted to land 11 kgs of cocaine that had been
hidden on board the MV Monte Pelmo, at Port Talbot docks in October 2008. He was jailed for 16 years.

Memorandum submitted by the Public and Commercial Services Union (PCS)

Introduction and Summary

1. The Public and Commercial Services Union (PCS) is the largest civil service trade union representing
over 300,000 members working in most government departments, non-departmental public bodies, agencies
and privatised areas.

2. PCS represents over 14,000 members employed in the new UK Borders Agency (UKBA) that consists
of staV from the Border and Immigration Agency, UK Visas and Revenue and Customs, 2,500 members in
the Serious Organised Crime Agency (SOCA) and 4,100 members employed in both static and mobile
detection teams for Revenue and Customs (HMRC) at the UK’s ports and airports. We are therefore in a
unique position to submit evidence as part of this inquiry as our members are tackling the cocaine trade on
a day-to-day basis.
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3. PCS welcome the committee’s inquiry as an opportunity to raise our concerns about the resources
provided to tackle the cocaine trade in the UK. We would also be happy to supplement this written
submission with oral evidence or further written evidence.

4. This submission covers our concerns about:

— SOCA’s role in tackling the cocaine trade; and

— HMRC’s role in tackling the cocaine trade

SOCA’s Role in Tackling the Cocaine Trade

5. The UK has had a policy of “upstream disruption” in the past where SOCA sought to tackle heroin
and cocaine traYcking at or near the source. SOCA significantly invests in a worldwide network of SOCA
liaison oYcers who gather intelligence and on occasion request “in country” support. This meant sending
intelligence staV to target overseas criminals (covert audio/direct surveillance) and their transport systems
(tracking devices) to ensure no illegal commodities entered the UK/Europe.

6. There have been occasions where there has been some confusion about whether the job is entirely
attributable to UK eVorts or jointly with other countries and who should get the credit, however experience
has demonstrated that these types of operations have led to large scale interdictions (multiple tons seized).

7. However, recently requests for such overseas assistance are being declined or our members’ ability to
pursue this activity passes, simply because of arguments over costs, rather than robust discussions about
how reliable the intelligence is.

8. While we acknowledge it is very diYcult to cost these interventions, PCS believe the benefit of any such
deployment would be worth the investment. We are concerned that current working practices in tackling the
cocaine trade are being dictated by the organisation’s lack of finances and that SOCA is being under
resourced for “taking the game” to the overseas criminals.

HMRC’s Role in Tackling the Cocaine Trade

9. PCS believe that since 2003 HMRC’s approach to border work has been misguided. PCS has
consistently expressed concern about the absence of customs cover at ports and airports in the UK and the
inevitable impact this has on the disruption of the cocaine trade.

10. Even before the creation of SOCA, HMRC disbanded the Maritime, Aviation and Intelligence Team
(MAIT) who focused on “uncanalised” work at the thousands of marinas, coves, ports and airstrips around
the coastline of the UK and across the mainland where members of the public are not channelled through
security or customs screening.

11. The MAIT team were the only dedicated intelligence group in any law enforcement agency and seen
as leaders in this field by other agencies. The MAIT team were specifically directed away from uncanalised
work. With no equivalent law enforcement unit in operation elsewhere there is eVectively nobody proactively
looking for intelligence other than at the very major canalised ports and airports, such as at Heathrow,
Gatwick and Dover; there is also no-one identifying and cultivating intelligence sources in these areas to
detect and prevent prohibited materials from entering Britain.

12. Our figures indicate that intelligence gathered by the Falmouth MAIT team alone contributed to drug
seizures from vessels worth around £55 million (during a two year period). Much of these types of seizures
relied on cultivating intelligence sources, so it is disappointing to note that the two and half thousand or so
maritime and aviation contacts previously cultivated over a period of two years of customs’ oYcer visits are
now being referred to the customs confidential “hotline”. Experienced customs oYcers, specifically directed
away from uncanalised work are not optimistic these contacts will be persuaded to divulge information
through a national hotline.

13. We believe that the department’s move to deploy mobile teams of customs oYcers to cover a huge
geographical spread of entry points itself proved wholly inadequate in the fight against smuggling. There is
now no permanent customs cover across hundreds of miles of UK coastline, notably in Devon and
Cornwall, where permanent customs cover was removed in 2003 and along the Welsh coastline, where there
are no uniformed front line customs oYcers from CardiV to Holyhead, or from Holyhead to Liverpool.

14. In Wales there are over 900 miles of coastline, with many small coves and numerous marinas dotted
around the coastline. Due to lack of staV resource no coastal work has been carried out for a number of
years, particularly since the closure of oYces in Swansea, Newport, Chester and Pembroke in 2003 and
staYng reductions of 50%.



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [O] PPSysB Job: 442345 Unit: PAG1

Home Affairs Committee: Evidence Ev 141

15. As an illustration of our concerns, in Cornwall and the Isles of Scilly, deployment of Customs oYcers
has been directed away from frontier work since 2000. In 2003 all frontline customs staV were completely
withdrawn from Devon and Cornwall. The committee might want to note that Penzance and Newlyn in
Cornwall have consistently been described as heroin “hotspots” by Police.

16. The port of Falmouth has regular commercial vessels arriving from “high risk” South American and
Caribbean countries. There are no frontline operational oYcers based in the county of Cornwall and as a
result less than 2% of this traYc is attended for examination. Recently produced figures for ‘street prices’ of
cocaine indicate a drop from £90 a gram to £45–£50. These prices are not inconsistent throughout the UK
as smuggled drugs do not remain in Cornwall but are destined for nationwide and European distribution.

17. The detail we do have is provided by a small local intelligence team (based in Falmouth) which has
recently been informed they are likely to be surplus even before the ink is dry on the new Citizenship, Borders
and Immigration Bill, which was recently introduced to the Commons. We understand that the intelligence
team for Devon and Cornwall will be based in Bristol. This will leave the county of Cornwall with no UKBA
presence, either operational or intelligence.

18. Situations are similar if not worse throughout the UK with no presence on the Welsh coastline or
around the huge coastline of Scotland; the last remaining maritime intelligence oYcers will not be replaced,
following their recent retirement. Other law enforcement agencies are unaware and untrained in the work
our members do and we are concerned that they do not have the skills and knowledge required. A brief
examination of staYng and resources show that there is no maritime intelligence presence from south west
Wales all around the UK to the port of Dover.

19. Despite advocating that it’s an intelligence led agency only 150 of UKBA staV (1.5%) are being
seconded to regional intelligence teams which PCS believes are improperly sited, the example above about
the Devon and Cornwall oYce being sited in Bristol is a case in point. This prevents local intelligence
gathering from hundreds of locations and personnel involved in the maritime trade.

20. PCS believes that recent cocaine seizures represent a fraction of the potential that could be taken oV
our streets. Examples include:

— Recent seizures from vessels from South America or the Caribbean in Falmouth include 28 kgs
from the Kavo Sapphire at Falmouth and a further 11 kgs from the Monte Pelmo on route to
South Wales.

— In June 2009 oYcers from UKBA found £5 million of cocaine stashed in laundry bags on a 35-foot
yacht oV the coast of Cornwall. It is understood the cocaine was bound for London.

— In May 2009 two west country drug smugglers were jailed for 10 years each for their roles in an
elaborate international drugs smuggling ring oV the Irish coast, having been caught with 1.5 tonnes
of cocaine worth 400 million euro on board a stricken yacht.

— In October 2008 four people were remanded in custody in connection with £1.2 million worth of
cocaine seized on a cruise liner in Southampton.

— In September 2008 100 kilos of cocaine bound for London was seized in a major drugs bust on
board a yacht.

21. Since the formation of SOCA, HMRC have played no formal role in tackling drugs smuggling.
HMRC is still responsible for examining imports, travellers and their luggage coming into the UK, while
SOCA takes responsibility for drugs that HMRC oYcers find. It is an inevitable expectation that HMRC
will still find drugs as a consequence of their actions. With insuYcient resources being deployed to protect
the country’s points of entry PCS believes the public are right to be concerned about the level of Class A
drugs and firearms which are available on our streets, all of which are imported.

22. PCS are keen to ensure that suYcient resources are made available in the newly formed UK Border
Agency and SOCA and the problems caused by chronic under resourcing experienced in HMRC are not
replicated in the new border agency.

23. On this basis PCS are concerned about the potential (and inevitable) denuding of existing levels of
customs controls given the government spending cuts coupled with an expectation that existing customs staV
will be “pulled forward” to help control “summer queues” at immigration controls in airports and seaports.

24. While we recognise that ministers will rightly want to laud the new UKBA as being “more flexible”
PCS remain concerned that the combined impact of spending constraints and pressure to prioritise work on
a seasonal basis could mean that vigilance against the illegal importation of commodities such as cocaine
will falter even further.

Conclusion

25. PCS has grave concerns about the levels of resourcing of both SOCA and HMRC, alongside further
potential savage cuts which we believe will severely hamper both organisations’ ability to eVectively tackle
the cocaine trade in the UK. We are anxious that seasonal pressures will further exacerbate this lack of
resources and urge the committee to take action to support our concerns.
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26. We are also alarmed that intelligence contacts, in both organisations, built up over years in some
cases, are not being followed through, or are being directed to a national hotline to divulge sensitive
information, as in the case of HMRC. This means that vital information on disrupting the supply of cocaine
is not being acted on and therefore smugglers operations are continuing, which puts all of our communities
in jeopardy.

June 2009

Memorandum submitted by the Serious Organised Crime Agency (SOCA)

Summary of Key Points

— SOCA activity in the UK and overseas with international partners is making a real diVerence to
cocaine availability, purity and price in the UK.

— There is evidence of pressure on the production and supply of high quality cocaine. Regular
shortages of this product are reported in the UK. This has forced wholesale prices up and has
encouraged cutting with contaminants to meet demand.

— There is evidence to suggest that a “multi-tiered” cocaine market now exists.

— Cocaine arrives at the UK frontier with an average purity of 65%. Substantial evidence has now
been collected to show that cocaine distributed within the UK at 25-50g (dealer level) has reduced
significantly in purity in recent months and rarely contains more than 20% cocaine hydrochloride.
Indications are that cocaine sold at street level can often be as low as 5% purity, and in some
cases 0%.

— A substantial trade in pharmaceutical cutting agents has emerged in the UK. These products are
used to dilute the powder and crack cocaine.

— Appendix A to this paper is the relevant section of the non-protectively marked version of the UK
Threat Assessment.

Background

1. The Serious Organised Crime Agency (SOCA) is an intelligence-led law enforcement agency with harm
reduction responsibilities. Harm in this context is the damage caused to individuals, communities, society
and the UK as a whole by serious organised crime. SOCA’s functions are set out in the Serious Organised
Crime and Police Act 2005 and (in relation to civil recovery functions) in the Serious Crime Act 2007. The
Home Secretary has defined SOCA’s priorities as Class A drug traYcking, organised immigration crime,
fraud and firearms.

2. Under the Serious Organised Crime and Police Act 2005, the Home Secretary may set SOCA strategic
priorities. In June 2005 the priorities set by then Home Secretary included that Class A drugs and organised
immigration crime, in that order, should be its top priorities.

SOCA’s role: UK Threat Assessment of Organised Crime and the Control Strategy

3. SOCA produces, on behalf of UK law enforcement and other agencies and departments concerned
with tackling the problem of organised crime, the United Kingdom Threat Assessment of Organised Crime
(UKTA). This sets out and assesses the threats posed to the UK by organised criminals and is intended to
inform UK law enforcement priorities for tackling organised crime.

4. Key assessments in The UKTA for 2009–1062 include the following:

— an estimated 65-70% of the UK’s identified cocaine supply is believed to be produced in Colombia,
or in the border areas neighbouring Venezuela and Ecuador. Peru and Bolivia account for the vast
majority of the remaining 30–35%.

— British organised crime groups based in Spain and the Netherlands dominate the supply of cocaine
from the EU to the UK. The Iberian Peninsula, particularly Spain is the most important entry
point into Europe for cocaine.

5. In addition to the annual UK Threat Assessment, during 2008–09 SOCA produced 60 detailed
assessments and reports dealing with aspects of drug traYcking, including the cocaine trade, in order to
improve understanding amongst Control Strategy partners and to stimulate appropriate operational
activity.

6. The UK’s response to the threats identified in the UKTA is set out in the UK Organised Crime Control
Strategy (the Control Strategy). The overarching aim of the Control Strategy is to achieve a tangible and
lasting reduction in the harm caused to the UK by organised crime. It consists of 16 programmes of activity;
each programme has its own multi-agency action plan, deliverables and governance arrangements.

62 The relevant section of the non-protectively marked version of the UKTA is attached as Appendix A.
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7. The Cocaine Trade is principally addressed by three programmes of activity, all of which are led by
SOCA. These are:

Programme 9—The “upstream” cocaine trade. The aim of this programme is to reduce the harm
caused to the UK by the cocaine trade focussing on the “upstream” elements.

Programme 10—Drugs traYcking from the EU to the UK, including synthetic drugs. The aim of this
programme is to reduce the harm caused to the UK by drugs traYcking (including cocaine) from
the EU. The focus is on Spain and The Netherlands as key nexus points.

Programme 11—The illegal drugs trade in the UK. The aim of this programme is to dislocate and
deter people involved in the illegal drugs trade in the UK making the UK a hostile environment
for those involved.

8. Within this framework, SOCA works closely with domestic partners such as ACPO, ACPOS, HMRC
and UKBA as well as international partners within the EU and beyond, to deliver a co-ordinated and
concerted response to the cocaine trade. At 31 March 2009 SOCA had over 340 operations, projects and
enquiries in hand against drug traYcking groups and activities, the primary focus of approximately half of
which was the cocaine trade.

SOCA’s role: Market trends

9. There is evidence that the eVorts of SOCA and its domestic and overseas partners have made a
discernible diVerence to cocaine accessibility, purity and price during the last year. A two-tier market has
emerged, which supplies high priced, purer cocaine on the one hand, and a cheaper, heavily bulked product
on the other. Forensic evidence and intelligence obtained by SOCA over the past year identified the
following:

— intelligence reporting from wholesale dealers of upstream supply diYculties resulting in shortages
of cocaine this side of the Atlantic and in the United States;

— domestic shortages of cocaine reported at Christmas 2008 a normal period for high use and
continuing into 2009;

— an increase in the wholesale price of cocaine from approximately £32,000 per kilo in early 2008 to
£45,000 per kilo in March 2009. While some of this rise was due to the weakness of sterling which
has had an impact upon European sourced cocaine there were also parallel notable price rises for
purchases made in Euros in continental Europe;

— evidence that the purity of cocaine sold within the UK in amounts of 20 to 50g had reduced
significantly since the summer of 2008 and was rarely found to be more than 20% cocaine
hydrochloride. The purity level was often as little as 5%, while some examples seized contained no
cocaine at all; and

— significant adulteration of one kilo blocks was also found to be taking place. Wholesale dealers in
the UK and Europe mix and “reblock” the cocaine to conceal the reduced purity levels.

10. SOCA’s analysis of the cocaine market led to the identification of three areas of particular
vulnerability:

— production in South America where SOCA has concentrated its eVort on high-value targets and
close collaboration with overseas law enforcement partners;

— in transit from South America through Europe where the targeting of bulk shipments in transit can
create uncertainty in the market and successful interdiction can cause significant cash flow
problems for the organised crime groups; and

— within the UK, where the use of bulking agents present law enforcement the opportunity to reduce
the availability of the preferred cutting chemicals, reducing profitability to the trade.

SOCA’s role: Forensics

11. A SOCA initiative, known as Project Endorse, began in October 2008 to subject to full forensic
examination all UK seizures of heroin, cocaine (including crack) and amphetamine above 25g. A number
of smaller seizures were also analysed. This was the first time that the comprehensive testing of UK drug
seizures had been attempted and the project was supported by all UK law enforcement agencies and forensic
providers. It examined and compared physical appearance, chemical profiles and chemical composition.

12. The results have been of direct operational value, identifying links between over 170 law enforcement
seizures that were not previously known to be connected. They also provided information about the current
nature of the UK drugs market, showing for cocaine:

— that the purity of cocaine seized within the UK was typically less than 20%, and in some cases as
low as 5%, raising questions about its alleged ready availability;

— that crack was heavily adulterated, most commonly with phenacetin, a known carcinogen; and

— powder cocaine was heavily adulterated with benzocaine or lignocaine, un-controlled anaesthetics
with veterinary, dental and other uses.
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13. As well as assisting SOCA and other UK agencies, the results were shared with international partners
via Europol to support SOCA’s operational eVorts upstream. Links with suppliers elsewhere in Europe
were detected.

SOCA’s role: Upstream work with international partners in producer and transit countries

14. In 2008-09, SOCA intelligence, operations and forensic support led to the successful interdiction of:

— 85.1 tonnes of cocaine;

— the location and destruction of 58 tonnes and 326,000 litres of cocaine in production;

— 118 tonnes and over 740,000 litres of precursor chemicals used to manufacture cocaine;

— the arrest of several high level traYckers including heads of major cartel groups; and

— the disruption of light aircraft flights carrying cocaine from South America to West Africa.

SOCA’s role: Cutting agents

15. SOCA Project KITLEY aims to identify the procurement, distribution and users of the cutting agents
principally used by UK dealers to bulk up the cocaine, and by doing so exploiting the vulnerability of dealers
involved in such adulteration.

16. Project KITLEY led to the following:

— the seizure by SOCA of 15 tonnes of cutting agent or, had it been used as an adulterant, the
equivalent of a minimum of 30 tonnes of “cocaine” on the streets;

— the arrest by SOCA and charging of a crime group believed to be the main supplier of cutting agents
in the North of England and Scotland; and

— Police arrests, seizures and related activity in many diVerent parts of the UK on 72 occasions as a
direct result of SOCA’s work.

17. This work not only led to the arrest of dealers and the seizure of equipment, but also had an impact
on the availability of some of the preferred “cutting” chemicals and a consequent impact on the potential
profitability of the trade for domestic traYcking groups and the use of Serious Crime Prevention Orders.

18. SOCA Project KITLEY is now developing knowledge about the emerging trade in pharmaceutical
cutting agents, and how it may be curbed through the use of a range of interventions including potential
regulatory changes.

SOCA’s role: Multi-agency activity

19. SOCA contributes to the multi-agency UK Drugs Nexus Group which is a forum for informing and
developing ACPO/ACPOS drugs enforcement policy. This group continues to develop a “strategic”
approach to drugs, having successfully promoted several tactical initiatives including, SOCA Projects
KITLEY, and ENDORSE.

20. Notifications of seizures—HMRC/UKBA notify SOCA of significant drugs seizures within an agreed
framework. SOCA undertakes systematic checks on every notification. It responds to HMRC/UKBA with
options for action within two hours of the notification. Those which are not adopted for full operational
activity by SOCA are progressed by HMRC/UKBA. Where the opportunity can be progressed and is in
relation to: an individual that SOCA has a defined interest in; a significant seizure; or links to a specific
research project, SOCA will task operational activity subject to capacity considerations.

June 2009

APPENDIX A

EXTRACT FROM THE UK THREAT ASSESSMENT

The “Upstream” Cocaine Trade

Introduction

1. An estimated 65–70% of UK’s identified cocaine supply is believed to be produced in Colombia, or
from the border areas of neighbouring Venezuela and Ecuador. Peru and Bolivia account for the vast
majority of the remaining 30–35% of cocaine imported into the UK. A number of routes and methods are
used to get the cocaine to the UK. Traditionally, most of the cocaine destined for Europe, including the UK
which is one of Europe’s largest markets, has crossed the Atlantic by ship and entered via Spain. More
recently, traYckers appear to be making increasing use of west Africa as a staging post for their European
shipments.

2. The cocaine trade causes harm to individuals, communities and countries throughout the chain from
source to street. Crack cocaine, in particular, causes harm to the health and well-being of users, while the
overall cocaine trade causes widespread social, economic, environmental and structural harms. The
President of Colombia has cited cocaine use as having a major economic and environmental cost to his
country. The former includes the undermining of economic development due to the hold the cocaine trade
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has, while the latter, which also aVects Colombia’s neighbours, is caused by the destruction of substantial
areas of rain forest and by the processing laboratories discharging waste into the water supply. The cocaine
trade also has a significant influence on the political process in Colombia and is linked to and funds domestic
terrorism. Downstream, the increased use of west Africa and involvement of west African criminal groups
is harmful to the stability of the countries targeted by the traYckers.

Coca Cultivation and Cocaine Production

3. According to the Interagency Assessment of Cocaine Movements (IACM) for 2007,63 global cocaine
production was estimated at 865 tonnes, a decrease from 930 tonnes the previous year. Colombian
production was estimated at 535 tonnes, down from 550 tonnes in 2006, while in Peru cocaine production
decreased from 265 tonnes in 2006 to 210 tonnes in 2007. In contrast, production in Bolivia in 2007 increased,
and was estimated at 120 tonnes, up from 115 tonnes in 2006. About a third of global production is destined
for the European market and this proportion is expected to rise as a direct result of the increased demand
and the higher prices the traYckers can charge relative to other markets, particularly the United States.

4. The 2007 estimates put the coca cultivation area in South America at over 232,000 hectares (the same
size as Cheshire), a slight increase from 225,000 in 2006. However, as the result of relocating harvest areas
and the eVects of the eradication programme by the Colombian authorities, many plantations contain
immature crops which will yield less coca than mature ones.64

5. Precursor chemicals used in cocaine production are diverted from wider industrial use to illicit markets.
The main sources are legitimate markets in China and India. In addition, there is some illicit production of
precursor chemicals in South America. An example is potassium permanganate which creates the
“whitening” eVect of cocaine and therefore an important ingredient to the process. It is produced illicitly in
South America specifically for the cocaine trade.

6. Activity by the Colombian government has resulted in the displacement of some Revolutionary Armed
Forces of Colombia Fronts (FARC). The FARC control considerable parts of the production and
distribution process in Colombia, and have relocated to border areas near Venezuela and Ecuador as a result
of continued Colombian government pressure and law enforcement activity. In 2006, a rival political group,
the United Self-Defence Forces/Group of Colombia (AUC) agreed to disband in return for pardons against
prosecution by the Colombian government. After receiving pardons, some ex-AUC members continue to
operate as cocaine traYckers.

Key Locations

Routes

7. There are numerous routes and methods used by traYckers to move cocaine from South America to
Europe, including to the UK, and to other markets. It is diYcult to assess with any accuracy their relative
importance, although some are more frequently identified than others.

From South America

8. Colombian traYcking groups continue to dominate the worldwide trade in cocaine, but pressures
placed on these groups in Colombia have resulted in their increased use of neighbouring countries for its
distribution. A significant percentage of the cocaine is shipped from Venezuela by sea and air to destinations
including Europe. In 2007, 94% of the illicit air traYc transporting cocaine from South America departed
from Venezuela, up from 24% in 2004, due to Colombia operating a “shoot down policy”. There is also
evidence of substantial bulk movement of cocaine through Argentina, Bolivia, Brazil, Ecuador, Guyana,
Peru, and Suriname, although a proportion of this cocaine will be for the growing domestic market in
countries such as Argentina and Brazil.

Direct from South America to Europe

9. Most cocaine destined for Europe is moved in bulk maritime shipments on general cargo, fishing
vessels and yachts. These are often on-loaded in international waters or air-dropped to vessels at sea,
typically oV the Colombian and Venezuelan coast, but also to a lesser extent around Brazil, Guyana, and
Suriname. Maritime sea containers are also used for transportation, either directly to the UK or to mainland
Europe with the Netherlands and Spain being favoured destinations. Direct scheduled flights (particularly
to Madrid and Amsterdam) using couriers or airfreight shipments, and fast parcels sent directly to the UK,
are also used for smaller shipments, which add up to significant amounts when taken overall.

63 IACM figures are recorded at 100% purity. By comparison UNODC figures show production to be Colombia 600 tonnes,
Peru 290 tonnes and Bolivia 104 tonnes at 80% purity.

64 Typically a coca plant may take up to two to three years to fully mature.
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South America to West Africa and on to Europe

10. TraYckers, predominantly Colombian organised crime groups, traYc cocaine via west Africa.
Cocaine is typically moved from Colombia, Venezuela, Suriname and Brazil via maritime and air routes to
west Africa. General cargo and fishing vessels are used, although air transport provides a quick and eYcient
way to transport the drugs with little chance of interdiction. Until mid June 2008, small twin propeller
aircraft and jets flew mainly from Venezuela to the west Africa coastline (principally Guinea, Guinea Bissau,
Ghana and Togo). Since mid June 2008, the airbridge has been disrupted. However, it is too early to fully
assess the longer term impact on traYckers’ decisions regarding transportation.

11. These countries in west Africa are used as consolidation points, centres for command and control and
for logistical needs, such as refuelling.

12. West African organised crime groups receive up to a third of the drugs as payment for protection and
logistical support provided to Colombian criminals. This has led to an emerging traYcking network run by
west African crime groups who exploit traditional links between the UK, Gambia, Ghana, Nigeria and
Sierra Leone. They transport cocaine to Europe in container traYc, but also use a significant number of air
couriers. Some air couriers travel directly to the UK, while some use indirect routes in order to disguise point
of departure. Increasingly, shipments are being routed to Europe through eastern and southern African
countries such as Mozambique and Namibia.

13. The bulk of cocaine that remains in the control of the Colombian traYckers is moved to the European
market via the Iberian Peninsula. Some is sold to British and other European organised criminals who travel
to west Africa to take responsibility for its transportation to Europe, including to the UK. The euro is the
preferred form of currency, and the financial transactions are likely to occur in Europe rather than in
west Africa.

South America to the Caribbean and on to Europe

14. Large quantities of cocaine destined for Europe are traYcked from Colombia and Venezuela to the
Caribbean for onward transmission to the UK by air couriers. TraYcking groups also use containers and
fast parcels to traYck drugs to the UK.

15. There are many instances of corrupt port employees facilitating the movement of drugs by evading
customs controls, “ripping-on“ consignments of drugs throughout the Caribbean and arranging for the load
to be “ripped-oV” at its destination.

16. Cocaine traYcking by yacht from the Caribbean to the UK, masked by seasonal legitimate yachting
traYc, is favoured by some British traYckers. Many of the vessels are crewed by eastern European nationals.
The criminals refuel, rest and lay-up in Caribbean Island states, while waiting for consignments to be
delivered. Deliveries usually take place by air-drop in oV-lying areas of the Caribbean.

South America to Central America and on to Europe

17. Central American traYckers appear to be attracted to Europe by the price of cocaine compared to
the US market. Small quantities of cocaine have been traYcked from Mexico, Costa Rica and Panama direct
to the UK to test the market. Larger quantities have been delivered direct to mainland Europe.

Major Traffickers and Suppliers

18. Colombian traYckers dominate the control of bulk cocaine supply to Europe. This is a market they
perceive as lower risk from law enforcement action and more lucrative in terms of profit. Many of the major
Colombian traYckers previously involved in targeting Europe have been arrested, extradited or killed by
infighting, but new Colombian traYckers continue to emerge.

19. Some of the large-scale traYcking networks supplying the UK have a clear structure with lines of
command and established supply routes. Until the cocaine has been sold on to a buyer, Colombians, in
particular, prefer to control the trade throughout each stage, and place their representatives strategically
along the supply chain. However, increasingly, many smaller, more disorganised traYcking groups without
the same end-to-end involvement or control have appeared. These groups will use others, as and when
required, to move their cocaine along the supply chain, while still retaining ownership of it.

20. Historically, Colombian traYckers have felt relatively comfortable operating in Europe. However,
there is evidence that some now prefer to avoid it, and are prepared to accept lower profit margins rather
than risk law enforcement attention in Europe, particularly Spain. Previously, when faced with a similar
situation, some Colombians entered into partnerships with Mexican crime groups to supply the US market,
transferring the risks of detection to the Mexican traYckers. The same pattern may be followed with regard
to the European market, with Colombians passing on the risks, and a greater share of the profits, to west
African and European traYckers.
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21. British traYckers have traditionally sourced cocaine from Spain or the Netherlands alongside other
drugs, such as cannabis, MDMA and amphetamine. Some organised crime groups have the ability to source
cocaine directly from contacts in South America or west Africa. British traYckers are increasingly dealing
with Colombian groups upstream to source cheaper cocaine, giving them greater control of shipments and
profits, albeit with higher transportation costs and greater risks of detection.

22. The presence of west African communities in South America, notably Nigerians in Brazil, enables
west African criminals to obtain cocaine directly from source, including bulk quantities for shipment to west
Africa and Europe. Cocaine is also provided to west African groups in west Africa by Colombians as
payment for services. This may result in local cocaine markets emerging in west Africa if these groups cannot
gain suYcient access to markets in Europe.

Prices, Costs and Profits

23. European organised crime groups can typically expect to pay a deposit of up to 30% of the agreed
wholesale price.65 Pricing is set and agreed in euros, and therefore the profits for British traYckers can be
aVected by fluctuations in exchange rates. Some European groups collaborate with one another to raise the
necessary capital. While cocaine can be replaced, seizures aVect high-level Colombian traYckers by
disrupting their cash flow and damaging their credibility.

The UK Cocaine Market

Cocaine Powder

24. Cocaine powder continues to be the most widely used Class A drug in the UK. Cocaine use has
increased three-fold in England and Wales since 1995, increasing from 0.6% to 2.3% in 2007–08. Use in
Scotland has increased from 1% in 1996 to 3.7% in 2006, and use in Northern Ireland has increased from
0.5% in 2002–03 to 1.9% in 2006–07.

25. Average purity of cocaine at importation is over 70%, with the remaining 30% being cutting agents
added upstream. The wholesale price of cocaine has been rising steadily over the last decade. In 1999, it was
between GBP 22,000 and GBP 25,000 per kilo. In December 2008, a kilo of high purity cocaine cost between
GBP 36,000 and GBP 40,000 and continues to rise. Once it enters the UK market, the cocaine is routinely
adulterated or diluted with other substances reducing its purity, with a corresponding drop in price to
between GBP 22,000 and GBP 26,000 per kilo on the UK wholesale market.

26. The average purity of street-level cocaine has halved over the same period from 62% in 1999 to 31%
in July 2008. However, the 31% figure is made up of a broad range of some much higher and lower purity
levels. Further analysis of cocaine seizures weighing 25–50gram between October and December 2008 has
shown purity is now an average of 23%. The fall in average purity is aligned to a steady decrease in the price
of what is sold as cocaine at street level. A two tier market has developed for street-level cocaine, with lower
purity cocaine available at a lower price, and higher purity, higher-priced cocaine available to those who can
aVord it.

27. There has been a move away from benign cutting agents, such as mannitol, to pharmaceutical agents,
such as benzocaine, lignocaine and phenacetin by organised criminals. These pharmaceutical agents mimic
the eVects and appearance of cocaine, so are less likely to be detected by potential purchasers. Also, they do
not burn oV in the conversion process into crack cocaine. Forensic testing indicates that phenacetin is
commonly found in cocaine seized at importation, whereas benzocaine and lignocaine are found in seizures
made in the UK, indicating that the latter are routinely added in the UK.

28. In December 2008, the wholesale price of a kilogram of cocaine experienced a sudden rise, increasing
from a range of GBP 32,000 to GBP 36,000, to a range of GBP 36,000 to GBP 40,000. This increase in price
could be linked to limited availability attributable to a number of factors, including a suspension of drug
flights between South America and west Africa in the latter half of 2008 following law enforcement action,
large seizures in the UK and Ireland, and the falling value of sterling. In March 2009 the wholesale price
had risen to GBP 45,000 per kilo and the purity of street-level cocaine was typically less than 20%.

29. Cutting agents used today mimic the eVects of cocaine. Therefore most users are unaware that what
they are buying as cocaine is less than one third cocaine hydrochloride, the remainder being a mixture of
diVerent cutting agents. The cutting of cocaine with other products allows street dealers to stretch their
supplies to meet demand.

Crack cocaine

30. Crack cocaine use in England and Wales decreased slightly in 2007–08 with 0.1% of the population
admitting to using it. The latest figure for Scotland is 0.4%, and for Northern Ireland less than 0.1%. The
use of crack cocaine is more common amongst marginalised and deprived sections of the population and it

65 Netherlands—EUR 30,000, Spain—EUR 25,000 to 30,000, Italy—EUR 33,000 to 35,000.
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continues to be sold to heroin users, with dealers continuing to oVer the drugs together, usually with a
discount. The cost of a 0.2gram “rock” of crack cocaine in 2007 ranged from GBP 10 to GBP 50. However,
average purity has also been decreasing.

31. Most crack cocaine consumed in the UK is produced in the UK from imported cocaine powder. Until
recently, crack cocaine use and production was concentrated in large urban areas.

Memorandum submitted by Transnational Institute (TNI)

Main Points

1. A review of developments and policies concerning the cocaine market will not be complete without
taking into account proposals for dealing with its plant of origin, the coca leaf.

2. Coca leaf—the plant source for cocaine fabrication—in its natural form, is now in the UK unduly
classified as a Class A drug under the Misuse of Drugs Act; the evidence base for this classification is
untenable and needs to be reviewed.

3. Coca leaf in its natural form should be allowed on the UK market, as a mild stimulant and as an
infusion, which could be helpful to support eVorts aimed at redirecting demand away from cocaine
consumption.

4. Coca tea and other natural coca products have a high potential on the world market and promoting
industrialisation and marketing will reduce diversion of coca crops to illicit cocaine production and help
develop rural communities now submerged in poverty.

5. The Andean migrant communities in the UK should be allowed the right to access and consume coca
leaf as this is a fundamental part of their indigenous culture and tradition, in the case of Bolivia even
enshrined in their new Constitution.66

About Us

The Transnational Institute (TNI) was founded in 1974 as an independent, international research and
policy institute. Since 1996, TNI’s Drugs and Democracy Programme has been analysing trends in the illegal
drug economy and global drug policies, underlying causes and eVects on conflict situations and democracy,
with a special concern for the production side of the drugs issue. The programme does field research, fosters
policy debate and dialogue, provides information to oYcials and journalists, organises international
conferences, produces analytical articles and documents, and maintains a website and an electronic
information service on the topic. Over the past decade the programme has gained a reputation worldwide as
one of the leading international drug policy research organisations and as a critical watchdog on the United
Nations drug control agencies. The goal of the programme is working toward a reassessment of the
conventional repressive drug policy approaches, and in favour of pragmatic policies based on harm
reduction principles for consumers as well as small producers within the broader policy goals of poverty
reduction, human security, public health promotion, human rights protection, peace building and good
governance. TNI is actively promoting a change in the legal status of the coca leaf at the UN level, based
on scientific evidence as well as respect for cultural and indigenous rights.

Factual information for the Committee

The attached summary report addresses the myths that surround the coca leaf and is presented to the
Committee members in order to allow them to make an evidence-based judgement on its current legal status
and on the potential usefulness of coca in its natural form, including in the UK context.

Recommendations

1. Request the ACMD to undertake a review of the coca leaf aimed at a possible reclassification or
complete un-scheduling; the current status of the coca leaf under the Misuse of Drugs Act is not
based on any scientific evidence.

2. Allow access of natural coca products to the UK market for its potential public health benefits.

3. Respect the cultural and indigenous rights of migrants from traditional coca consuming
communities, by allowing them to import and consume coca in the UK, similar to those from other
regions (eg the Somali community and qat consumption).

4. Support the petition from the Bolivian government to delete the provision from the 1961 Single
Convention on Narcotic Drugs that calls for an end to traditional coca chewing, and to remove
the coca leaf from Schedule I of the 1961 Convention after the required WHO review.

66 There are 15–20,000 Bolivians living in London alone, according to a mapping exercise by the International Organization
for Migration, see: http://www.iomlondon.org/doc/mapping/Bolivia%20%20Mapping%20Report.pdf
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Coca Myths67

1. The coca leaf has been used—since thousands of years—and misused—since decades—for many ends,
each of them suiting diVerent interests and agendas. Even its very name has been appropriated by a soft
drinks producer, which has diYculties in admitting that the plant is still used to produce its “black gold”.
Every day press accounts around the world use the word coca in their headlines, when they refer in fact
to cocaine.

2. Although the claim that coca is part of the identity and history of the Andean/Amazon region is
unlikely to be questioned by most countries, a possible removal of the coca leaf from the international
control system is still met with considerable scepticism. Discussion has been stuck for too long at the point
where it is now, and—sometime in the near future—political decisions will need to be made on coca’s fate
and legal status.

3. Many myths surround the coca leaf. Radically opposed views and opinions can be heard in the
polemical debates surrounding this plant, and those not familiar with the subject are easily lost among all
the apparent contradictions. The debate is politicised and has become subject to extreme ideological
positioning. For some the coca leaf is as addictive as its best-known derivative cocaine, while others argue
that it can cure half the diseases of modern times. For some, coca growing is the main cause of environmental
degradation, while others claim that coca helps to protect the soil and prevents erosion.

4. By identifying the myths in pairs, each of these marking the extreme end of a given subject of debate,
our aim is to pinpoint the middle ground where a new evidence-based consensus can emerge regarding coca’s
undoubted stimulant, nutritional and therapeutic properties. We consider five areas of current concerns
related to: coca and nutrition; coca and alkaloids; coca and addiction; coca and the environment; and, coca
and society.

Coca and Nutrition

5. While for some people, “the use of coca is symptomatic of hunger and malnutrition”, others state the
opposite saying that “coca is a solution to the world’s hunger problem”. It has long been common among
superficial observers to confuse the use of coca with an inadequate diet, and thus to claim that coca is in
some specific sense responsible for malnutrition among the Andean population. At the opposite extreme,
there exists an increasingly vocal lobby, which defends the use of coca not so much as a mild stimulant, but
as a food supplement, and sometimes engages in extravagant claims regarding coca’s dietary benefits.

6. The use of coca leaves is neither a cause of malnutrition, nor a total panacea for the dietary deficiencies
produced by imbalances in modern eating patterns. Coca has a significant role to play as a nutritional
supplement, however the use of coca has been traditionally perceived less as a substitute for food among
traditional users than something to be chewed or drunk after a meal, when the stomach is full, in a digestive
role similar to that of tea or coVee. The major reason why coca is unlikely to become a major food source
is its cost. Of course, this is not a significant issue to the relatively aZuent urban consumers who are the most
enthusiastic advocates of coca-as-food, but it certainly sets limits on the potential role of coca in
ameliorating the nutritional status of poor and marginalized populations.

Coca and Alkaloids

7. Drug control bureaucracies constantly cite the “easy extraction” of cocaine as a reason to continue
keeping coca leaves under the strict controls tied to Schedule I of the 1961 Single Convention, while
defenders of coca instead use formulas such as “coca is not cocaine”, or “coca is to cocaine what the grape
is to wine”. A degree of clarity is absent in both these extreme positions. The analogy with wine is particularly
inappropriate, since the fermentation of alcohol from naturally occurring plant sugars provides no parallel
whatsoever to the extraction of naturally occurring alkaloids from an organic plant source.

8. On the one hand there is the traditional Western view, enshrined in the UN Single Convention, which
strictly equates coca with cocaine, and treats both in exactly the same way. In contrast, there is a school of
thought, which has always stressed the diVerences between coca and cocaine, and has often—misguidedly,
perhaps– sought to identify the crucial distinction in a contrast between an alkaloid and the more complex
chemical composition of the leaf. This has led to the extreme position of denying that coca contains any
cocaine at all, which undermined attempts to understand the real diVerences between these two substances:
one a single alkaloid with a clear molecular structure, and the other a plant with a complex and still poorly-
understood array of mineral nutrients, essential oils, and varied compounds with greater or lesser
pharmacological eVects, one of which happens to be the alkaloid cocaine. In public discussion of these
diVerent forms of the drug, it has not often been recognized that the clearly demonstrable, slow assimilation
of cocaine through coca chewing actually provides a stronger argument in defence of traditional custom than
the scientifically untenable idea that coca contains, or releases into the human organism, absolutely no
cocaine at all.

67 This text is a summary of the forthcoming report “Coca Myths”, by Anthony Henman and Pien Metaal, TNI Drugs &
Conflict debate paper nr. 17, June 2009. The full report, to be released on 26 June 2009, will be available at: www.tni.org/drugs
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Coca and Addiction

9. To some people, “the use of coca produces a form of drug dependence”, to others “the use of coca will
cure dependence on cocaine and crack”. And, like a Peruvian expert added ironically in 1952, there is a third
position, that of the members of the UN who maintain that it is not an addiction, but should be treated as
such since it is a pernicious habit. The absence of scientific backing did not prevent the WHO Expert
Committee on Drug Dependence from ruling twice, in 1952 and 1953, that coca chewing should indeed be
considered a form of “cocainism”.

10. Though used by millions without any obvious deleterious eVect, coca was declared a powerfully
addictive drug with no known therapeutic or industrial uses, and placed on Schedule I of the 1961 UN Single
Convention on Narcotic Drugs. All without a single field study ever having been carried out among even
the smallest population of coca “addicts”.

11. It is therefore understandable that the Andean and Amazonian peoples who use coca feel themselves
to have been ignored and even insulted by the international scientific community, as well as humiliated by
UN bureaucracies which call on them, in the inimitable language of the Single Convention, to “phase out”
what they consider a healthy and ancestral custom. It is also significant that there has been almost no attempt
since 1953 to provide serious scientific corroboration for the thesis of coca addiction, for to do so would
invite almost certainly a conclusion to the contrary, and thus undermine the entire basis of international coca
prohibition.

12. An unpublished study on coca and cocaine of 1992–94 by WHO/UNICRI68 finally demolished what
remained of the coca-addiction argument, and this may have been one of the reasons why its publication
was blocked by the US ambassador at the annual World Health Assembly, threatening that “if WHO
activities relating to drugs failed to reinforce proven drug control approaches, funds for the relevant
programmes should be curtailed”.

13. Regarding the potential of coca in terms of a “substitution treatment” to help cure the addiction to
cocaine and crack, anecdotally, one hears of many ex-users of cocaine who have progressed to the use of
various forms of coca leaf, often the easily consumed, powdered preparation known as mambe in Spanish
and ypadú in Brazilian Portuguese. Experimentation by medical doctors has included projects by Theobaldo
Llosa (2007) in Lima and by Jorge Hurtado (1997) at the psychiatric hospital in La Paz. Though lacking the
panoply of data collection, which would allow a solid scientific case to be made for this form of intervention,
preliminary results are encouraging and bode well for the future.

Coca and the Environment

14. Since at least the 1980s, there has been a consistent eVort to link the growing of coca with widespread
environmental degradation, baptized recently by the Colombian government as “ecocide”. The slogan of a
campaign currently doing the rounds in the European Union is emblematic: “Awareness about cocaine’s
ecocide in Colombia: Shared Responsibility.”69

15. In terms of deforestation of actual primary rainforest, the impact of coca farming has been
deliberately exaggerated, with the clear objective of gaining political support for eradication campaigns.
Coca is rarely planted in areas of virgin woodland, since this demands a great deal of eVort to clear, and
leaves stumps and fallen tree-trunks which make harvesting of coca leaves impractical and highly labour
intensive. Deforestation figures have never been analysed in terms of exactly what type of vegetation has
been cleared to plant coca. Coca agriculture is also best organized in individual family units, rather than in
large plantations, and this has the eVect of dispersing the plots in small fields, which rarely exceed one
hectare.

16. The point needs to be made, and repeated, that coca eradication campaigns have greatly compounded
what could have been a relatively containable phenomenon, forcing coca farmers to relocate, clear new
areas, and engage in increasingly predatory agricultural practices.

17. Both manual eradication and aerial glyphosate spraying have the eVect of further displacing coca
producers and their crops, leading to the colonization and clearing of new areas. Forced eradication also
has the consequence of making agricultural practices more predatory; since quicker yields must be ensured
before the eradicators intervene. This leads to excessive stocking of the coca fields, soil depletion, and the
need to employ ever-increasing quantities of industrial fertilizers and pesticides. And finally, glyphosate
spraying—the backbone of Plan Colombia—has involved the added environmental cost of destroying the
flora surrounding areas of coca production, as well as a series of knock-on eVects on human health.

18. On the other hand, in order to counter the “ecocide”, the Colombian government—funded by the
US, UN and EU bureaucracies—has engaged in alternative development projects whose consequences, in
both social and environmental terms, appear considerably more alarming than the problem they were
supposedly designed to solve. In the Urubá region of northern Antioquia, for example, the expansion of
mega plantations—like palm oil—has been achieved by means of the violent expulsion of coca farmers, a

68 WHO/UNICRI Cocaine Project, available at: http://www.tni.org/docs/200703081409275046.pdf
69 See: http://www.sharedresponsibility.gov.co/en/
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pattern repeated in many other areas of Colombia. Such policies have produced unimaginable levels of
hardship and violence, as well as internal displacement, social “cleansing”, political fragmentation, and land
counter-reform.

Coca and Society

19. It is in the social realm that the attitudes surrounding coca sometimes find their most intransigent
expressions, with extreme positions underpinned by deeply ingrained cultural prejudice. Many of the early
condemnations of the coca habit had a clearly racist or ethnocentric bias. It is not surprising, therefore, that
the recent revival in nationalist and indigenist sentiment in the Andes has led to a positive re-appraisal of
the ancestral use of coca, and the slow diVusion of a better understanding of the plant into new social
contexts. The objective of this re-evaluation of coca is clearly to distinguish the use of the leaf from that of
its refined alkaloid, and thus to separate the stereotype of the “drug addict” from the image of the traditional
coca chewer.

20. At the same time, it cannot be denied that farmers have often used the traditional status of the leaf
to defend their coca crops against forced eradication, while being aware of the fact that most of their harvest
probably ends up in the maceration pits for cocaine production. Both economical and cultural arguments
are used to defend growing coca; the simple truth is that although producers would prefer their crop to have
an international legal market, the current demand for coca is still predominantly for the elaboration of
cocaine.

21. Today, coca is no longer an ethnic preserve, being consumed in diVerent geographical areas and
among social groups (students, urban workers, the “alternative” middle class) in Bolivia and Peru who, only
a generation ago, would have found it unacceptable. But also in the north of Argentina, coca has become
a mark of regional pride and its consumption—not its supply from Bolivia—has become fully legal. In Chile,
Colombia, Paraguay, Ecuador, Venezuela and Brazil—even in Europe and North America—small markets
for coca products are emerging. Rather than disappearing, the use of coca is currently undergoing a
renaissance, much of it outside the bounds of what would be considered “traditional” in purist terms.

22. This fact demonstrates how ineVectual the UN conventions have been in eliminating the consumption
of coca leaf in South America, and how unrealistic it is for the INCB to continue insisting that only “medical
and scientific” uses for coca should be allowed by member states. It also underscores the need to define
“traditional use” not in ethnic or even geographical terms, but rather as any use of the coca leaf in forms
not subject to chemical manipulation.

June 2009

Memorandum submitted by UK Drug Policy Commission

Executive Summary

This submission from the UK Drug Policy Commission70 raises a number of issues which the Committee
might wish to consider, focusing on evidence relating to the cocaine market, with occasional reference to
crack cocaine to make comparisons.

We make a number of conclusions, for consideration by the Committee, to address harms from
recreational and problematic cocaine use and markets:

1. Social norms marketing pilots should be considered as part of a multi-component approach to
increasing resilience to cocaine use among young people. Very targeted interventions for small
number of users and their immediate peers, could highlight, and provide tactics for reducing, health
risks (such as the increased danger of using cocaine and alcohol concurrently) and how to recognise
signs of, and seek help for, problem use. Responses might include interventions targeted through
pubs, bars and clubs.

2. Problem cocaine users may require diVerent or separate treatment pathways to heroin and crack
cocaine users (who currently dominate treatment services) because of the diVerent profiles of these
two groups. Particular attention should be given to treatments that address problem polydrug use
including alcohol. More could be done to foster support structures to aid recovery, including
families.

3. Unlike heroin and crack cocaine, there is little evidence to suggest a strong link with prolific,
acquisitive crime. Furthermore, far fewer cocaine-using oVenders are considered to be dependent,
or wish to seek treatment, compared to heroin and crack cocaine-using oVenders. Further
expansion of drug testing in the criminal justice system is likely to capture more cocaine users
whose use is not problematic or linked to their oVending behaviour, and therefore may be
inappropriate and risks diminishing returns.

70 For more information on the UKDPC and its outputs, see Appendices B and C and www.ukdpc.org.uk
All website links accessed June 2009
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4. In tackling the cocaine market, evidence suggests that “crackdowns” have little or no long term
impact on street-level availability and can sometimes do more harm than good. Recent “success” as
reported by SOCA has not only been helped by many other factors (including changes in currency
exchange rates), but is likely to be short-lived. However, evidence suggests enforcement can deliver
a real and sustainable impact for communities by tackling the characteristics of drug markets that
cause the greatest harms. Enforcement agencies need to develop new tools to measure their impact
on drug harms. A forthcoming UKDPC report will seek to describe such an approach.

5. We urge the Committee to highlight the need for improved knowledge development and to
recommend well-evaluated pilots for interventions where the evidence-base is promising but weak.
Such evaluations should consider unintended consequences of interventions.

The Current Cocaine Picture

In reviewing the current cocaine situation in the UK, the Committee may wish to refer to the sources in
Appendix A. However, the latest Focal Point on Drugs (2008 edition) usefully summarises these as follows:

— There has been increased use of cocaine powder reported within the general population in the
United Kingdom over the previous few years. However, the most recent survey data, for England
and Wales in 2007–08, show a decrease in last year use amongst 16 to 59 year olds from 2.6 to 2.3%,
and amongst young adults aged 16 to 24 the fall was from 6.0% to 5.0%. Amongst school children,
last year use was 1.6% in 2006 and 1.8% in 2007.

— Treatment presentations for primary cocaine powder use have risen steadily over the previous four
reporting periods, from 3,739 in 2003–04 to 8,372, with a 22% rise from the previous year’s figure
(6,890). First ever presentations for cocaine powder have also increased over the last four years,
the actual number of presentations increasing from 1,683 in 2003–04 (5.8% of all presentations) to
4,951 in 2006–07 (10.5% of all presentations). 13% (8,372) of those presenting to treatment in
2006–07 reported use of cocaine powder as either primary or other drug used, a number steadily
increasing over time.

— Deaths associated with cocaine have also increased steadily over time, with 158 in 2003 and 243 in
2007. However, without being able to distinguish between crack cocaine and cocaine powder in
autopsies, deaths could involve the former.

— The largest increase in convictions for drug oVences in 2006 was for cocaine with 15,470
convictions, an increase of 28.6% from 12,028 in 2005.

— Seizures increased by 36% in 2006–07 although the quantity seized fell by 14%. The price of cocaine
powder at street level continues to fall, as does purity.71

Who Uses Cocaine?

There is much diversity among cocaine users and distinctions should of course be made between cocaine
and crack use, diVerent routes of administration (smoking, injecting, snorting) and diVerent patterns of use
(recreational, problematic, dependent). However, available evidence shows us that:

— Cocaine use is most common among those in their 20s (6.3% of 20–24s reported last year use, 5.4%
of 25–29s). Either side of this, prevalence quickly drops oV. Males are more likely to be users. These
people also report higher use of other drugs.72

— Most of those who use cocaine report relatively infrequent use; among users aged 16 to 25 over
three-quarters reported using it less than once a month.73

— Socio-economic characteristics associated with cocaine use are complex, perhaps reflecting the
“two-tier market” hypothesis (discussed in more detail below). They include frequent visits to clubs
and pubs, living in an area classified as “Urban Prosperity” and lower educational achievement
(which may in part be due to age). Unemployed people were twice as likely as the average to be
last year users, although by far the majority of users (76%) were employed.74

71 Eaton, G et al (eds). UK Focal Point on Drugs, Department of Health 2008 (bold emphasis added):
www.ukfocalpoint.org.uk/documentbank/
UK FOCAL POINT ANNUAL REPORT 2008 MASTER DOCUMENT 161208.pdf

72 Hoare, J and Flatley, J, Drugs Misuse Declared: Findings from the 2007/08 British Crime Survey Home OYce 2008:
www.homeoYce.gov.uk/rds/pdfs08/hosb1308.pdf
Fuller, E (ed) Drug Use, Smoking and Drinking among Young People in England in 2007 NHS Information Centre 2008:
www.ic.nhs.uk/webfiles/publications/sdd07/SDD%20Main%20report%2007%20%2808%29-Standard.pdf

73 2007–08 British Crime Survey, op cit.
74 Roe, S and Man, L, Drug Misuse Declared: Findings from the 2005/06 British Crime Survey. Home OYce 2006:

www.homeoYce.gov.uk/rds/pdfs06/hosb1506.pdf
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— There is particularly strong link between cocaine use and heavy use of alcohol. 12% of 16–24s who
drank alcohol on three or more days a week also reported using cocaine in the last year.75 Use of
cocaine and alcohol together is common because the user can prolong the eVects of cocaine and
moderate the eVects of alcohol. However, this significantly increases the health risks by creating
the dangerous chemical cocaethylene within the body.76

Why has Cocaine Use Increased in the UK?

UK cocaine use increased sharply at the turn of the century (from 0.6% last year use in 1996 to 2% in
2000)77 but has since remained relatively stable, with many countries across Europe now “catching up”.
However, the UK still has among the highest levels of use (alongside Spain).78 It is diYcult to explain why
this might be the case, although it should be noted that the UK appears towards the top of league tables for
a range of drugs, not just cocaine. Internationally, there is little evidence that drug policies influence either
the number of drug users or the share of users who are dependent. Countries with “tough” and “liberal” drug
policies can have similar levels of prevalence. Instead, numerous other cultural and social factors appear to
be more important.79

Despite the increase in cocaine use, overall stimulant use has remained largely stable, with a corresponding
drop in the use of amphetamines and, to a lesser extent, ecstasy that suggests a move from these drugs to
cocaine.80 This relationship between cocaine and other stimulants is also seen when comparing countries
across Europe: so where cocaine is the main illicit stimulant, low levels of amphetamine use is usually
reported, and vice versa.81

There are also some indications that the increase in use may be partly explained by the creation of a “two-
tier” cocaine market, with drug dealers selling a cheaper, less pure product to a new market of consumers
who were previously unable to aVord cocaine (and were more likely to use other, cheaper, stimulants).82

Although cocaine may have a more “glamorous” image among young people than other stimulants, there
is little evidence to directly link celebrity drug use or the publicity surrounding it and the behaviour of young
people. The “cult of the celebrity” may be a dominant theme of youth culture but its influence should not
be overstated. The predominant message reported in relation to celebrity drug use is a negative one, and
young people are informed about drugs through a wide variety of conflicting sources. More research is
needed to better understand the complex mechanisms at work that shape young people’s drug attitudes and
behaviours.83

Drug Prevention Schemes

Evidence for the eVectiveness of advertising campaigns and other interventions to prevent drug use is very
weak, particularly in relation to cocaine. There is some evidence (mostly from the US) to demonstrate that
mass media campaigns can have an eVect on tobacco and alcohol use. These campaigns appear to be most
eVective when they seek to challenge or reinforce social norms related to drug taking and do not simply rely
on “shock tactics”.84 However, large-scale public information campaigns also risk increasing drug use by
making it seem more commonplace than it is.85

In the UK, the Scottish Government’s “Know the Score” campaign focused on the link between cocaine
use and heart attacks to deter use. An evaluation found that over half (56%) of young people had not altered
their likelihood of taking cocaine after being exposed to the campaign. Almost a third said they were less
likely to take cocaine (30%), whereas 11% said they were more likely (although actual behaviour change was
not measured).86 More recently in England, the Government has launched a cocaine campaign under the
“FRANK” brand, but no evaluations of this have yet been published.

75 2007–08 British Crime Survey, op cit.
76 Shaw, C, et al (eds) Indications of Public Health in the Regions 10: Drug Use. Association of Public Health Observatories 2009:

www.apho.org.uk/resource/item.aspx?RID%70746
77 2007–08 British Crime Survey, op cit.
78 European Monitoring Centre for Drugs and Drug Addiction, State of the Drugs Problem: Cocaine EMCDDA 2008:

www.emcdda.europa.eu/themes/drug-situation/cocaine
79 Reuter, P and Stevens, A, An Analysis of UK Drug Policy. UKDPC 2007:

www.ukdpc.org.uk/publications.shtml<Analysis Drug Policy
80 2005–06 British Crime Survey, op cit.
81 State of the Drugs Problem: Cocaine, op cit.
82 Serious Organised Crime Agency Annual Report 2008–09. SOCA 2009:

www.soca.gov.uk/assessPublications/downloads/SOCA AR 2009.pdf
83 Witty, K, The EVects of Drug use by Celebrities upon Young People’s Drug Use and Perceptions of Use National Collaborating

Centre for Drug Prevention: www.drugpreventionevidence.info/web/Celebrities244.asp
84 See, for example, discussion of the Florida “Truth” tobacco campaign in Stead, M et al, Changing Attitudes, Knowledge and

Behaviour. Joseph Rowntree Foundation 2009: www.jrf.org.uk/sites/files/jrf/alcohol-attitudes-behaviour-full.pdf
Turner, J et al, Declining Negative Consequences Related to Alcohol Misuse Among Students Exposed to a Social Norms
Marketing Intervention on a College Campus. Journal of American College Health 2008, Vol 57, No 1, pp 85–93:
www.alcoholeducationproject.org/education/DecliningNegativeConsequences.pdf

85 Government Accountability OYce, ONDCP media campaign: Contractor’s national evaluation did not find that the youth anti-
drug media campaign was eVective in reducing youth drug use. GAO-06-818 2006: www.gao.gov/new.items/d06818.pdf

86 Know the Score: Cocaine Wave 3 2005-06 Post Campaign Evaluation: Scottish Government 2006:
www.scotland.gov.uk/Publications/2006/06/14152757/5
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The scant evidence available suggests that campaigns can be more eVective if they seek to reinforce or
direct an existing preference (eg “safer clubbing” messages highlighting dangers of dehydration and
polydrug use), or reassure non-users that most people do not take drugs. Campaigns can also increase
knowledge, reposition associations with drugs (eg cocaine is ‘glamorous’) and encourage take-up of
services.87

The evidence for school-based education programmes points to better outcomes derived from multi-
component programmes, ie those involving families and the community, as well as those based on a social-
influence model (providing knowledge and skills in a wider social context) rather than those that just provide
knowledge or just say “no”. The final evaluation report from the Blueprint88 multi-component drug
education research programme will no doubt add to our understanding when it is published, although it
is unlikely to be big enough to identify impact on drug use despite being the largest project of its kind in
the UK.

Based on large scale US studies, drug testing in schools and the use of sniVer dogs appear to have little
impact on young people’s drug taking behaviour or prevalence rates and may strain relations between staV
and pupils.89 Caution should also be exercised when considering workplace drug testing due to the
limitations of available studies, although such measures may be important in safety-critical industries.90 A
recent report also raised concerns over accuracy of roadside testing mechanisms and highlighted the fact
that low doses of cocaine may even improve driving performance.91

Yet again there is only limited evidence for eVectiveness of prevention programmes delivered in non-
school settings. The best evidence is for family interventions, such as the Strengthening Families
Programme, and for motivational interviewing.92

Conclusion 1

Social norms marketing pilots should be considered as part of a multi-component approach to increasing
resilience to cocaine use among young people. Very targeted interventions for small number of users and
their immediate peers, could highlight, and provide tactics for reducing, health risks (such as the increased
danger of using cocaine and alcohol concurrently) and how to recognise signs of, and seek help for, problem
use. Responses might include interventions targeted through pubs, bars and clubs.

Problem Cocaine Use and Drug Treatment

Despite the fact that cocaine is the second most popular drug in the UK (after cannabis) only a very small
number present themselves for treatment, although the number and proportion of those in treatment for
cocaine use has been rising. In 2007–08, the primary drug for most people in treatment was heroin (61%).
Cocaine was the primary drug for only 6% of all persons in treatment.93

There are indications that cocaine is less likely to cause dependence than other drugs. In one study of
people seeking treatment, the mean severity dependence score (SDS) for those whose primary problem was
cocaine was 4.22 compared with 6.10 for crack and 9.09 for heroin.94 Similarly within the oVending
population, 23% of cocaine users are considered to be dependent on the drug, compared to 85% of heroin
users and 55% of crack users.

Whilst crack is strongly associated with heroin use, this is much less the case with cocaine. 46% of
treatment seekers whose primary problem drug was heroin also considered crack use to be a problem,
whereas only 14% said that cocaine use was a problem (and only 13% had used cocaine in the past four
weeks).95 Although cocaine is sometimes injected, only 8% of primary cocaine users in treatment had ever
injected a drug.96

As yet there are no prescribed maintenance medication options (such as methadone for opiate users) to
aid recovery from non-opiate drugs. However other treatments and behaviour change strategies such as
cognitive behaviour therapy, residential rehabilitation, contingency management and motivational
interviews are available, alongside recovery support structures such as families and Cocaine Anonymous.

87 Let’s Get Real: Communicating with the Public about Drugs. Drugs Prevention Advisory Service 2001:
http://drugs.homeoYce.gov.uk/publication-search/communications-campaigns/lets-get-real.pdf?view%Binary

88 Baker, P J, “Developing a Blueprint for evidence-based drug prevention in England”. Drugs: education, prevention and policy
2006 13(1) pp17–22: http://drugs.homeoYce.gov.uk/publication-search/blueprint/DevelopingaBlueprint?view%Binary

89 Drug Education: an entitlement for all. Advisory Group on Drug and Alcohol Education 2008:
www.drugeducationforum.com/images/dynamicImages/documents/documents 12312 610102.pdf

90 Ramchand R, et al, The EVects of Substance Use on Workplace Industries, RAND Corporation, 2009.
www.rand.org/pubs/occasional papers/2009/RAND OP247.pdf

91 Raes, E, et al, EMCDDA Insights 8: Drug use, impaired driving and traYc accidents. EMCDDA 2008:
www.emcdda.europa.eu/attachements.cfm/att 65871 EN Insight8.pdf

92 Gates S et al, “Interventions for prevention of drug use by young people delivered in non-school settings” Cochrane Database
of Systematic Reviews 2006, Issue 1:
www.cochrane.org/reviews/en/ab005030.html

93 Statistics from the National Drug Treatment Monitoring System (NDTMS) April 07—March 08 National Treatment Agency
for Substance Misuse 2008: www.nta.nhs.uk/areas/facts and figures/0708/docs/ndtms annual report 2007 08 011008.pdf

94 Drug Treatment Outcome Research Study (DTORS) Baseline Report Appendices, Home OYce 2008: www.dtors.org.uk/
95 DTORS op cit.
96 NDTMS op cit.
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Overall “successful discharge rates” are higher for cocaine treatment than for heroin (or crack) use although
this may be distorted by a greater use of brief interventions for cocaine users. Data is not available to
demonstrate cocaine treatment outcomes such as reduced illicit drug use or sustained abstinence.97

A study of non-opiate substance use in the North West of England also demonstrated that problem
alcohol, amphetamine, cannabis, cocaine and ecstasy (“AACCE”) use may be increasing, particularly
among under 25s where AACCE accounts for 75% of those in treatment. The report found that this group
was very diVerent to opiate users and questioned whether it should be treated separately.98

Across the EU, alcohol is shown to be the most likely secondary drug for primary cocaine users99

reinforcing the link between these two drugs. Similarly, arrestees who had used cocaine in the last year were
more likely than heroin and crack cocaine users to be dependent on alcohol. 78% of those who had used
cocaine in the past year were considered to be dependent alcohol users.100

Conclusion 2

Problem cocaine users may require diVerent or separate treatment pathways to heroin and crack cocaine
users (who currently dominate treatment services) because of the diVerent profiles of these two groups.
Particular attention should be given to treatments that address problem polydrug use including alcohol.
More could be done to foster support structures to aid recovery, including families.

Cocaine and Crime

What little evidence is available suggests limited links between cocaine use and criminality: 23% of
arrestees had taken cocaine in the last year with 5% considered to be dependent.101 However, more arrestees
are considered to be dependent on heroin and crack (13% and 8% respectively) and unlike these drugs, the
causal link between cocaine use and prolific acquisitive crime to fund the drug dependency is much weaker.
Rather than being an aggravating factor or cause of oVending, the prevalence of cocaine use is better
explained as a simple association with deviancy. Arrestees have higher levels of drug use generally, and often
share the same risk factors associated with such use (eg social deprivation, poor educational attainment and
truancy, etc).

However, there is suggestion of some link between cocaine use and violent oVences but, crucially, this is
associated with heavy consumption of alcohol. In a drug testing pilot by Greater Manchester Police, the
force took samples from about 1,000 people arrested for oVences such as assault, wounding and aVray in
the seven months to March 2008. Figures suggest that 41% of people arrested for violence had taken cocaine
or crack cocaine, by itself or with other drugs. The police considered that cocaine use had enabled heavy
sessions of alcohol consumption and this may have contributed to or aggravated the violent behaviour.102

Drug testing is widely used by police in custody suites for those arrested for certain trigger oVences but
it cannot distinguish between crack and cocaine use. This means that a significant number of recreational
and non-dependent cocaine users are picked up. The arrestee survey shows that whilst only 9% of frequent
heroin users did not want treatment, 65% of cocaine users did not want it. Coupled with the fact that cocaine
use is unlikely to be directly linked to oVending, the eYcacy and appropriateness of using the criminal justice
system to direct cocaine-using oVenders into treatment might be questioned.

Conclusion 3

Unlike heroin and crack cocaine, there is little evidence to suggest a strong link with prolific, acquisitive
crime. Furthermore, far fewer cocaine-using oVenders are considered to be dependent, or wish to seek
treatment, compared to heroin and crack cocaine-using oVenders. Further expansion of drug testing in the
criminal justice system is likely to capture more cocaine users whose use is not problematic or linked to their
oVending behaviour, and therefore may be inappropriate and risks diminishing returns.

Tackling Drug Markets

EVorts to tackle drug markets are traditionally measured by seizures, arrests and price and purity levels
(as a proxy for availability):

— The Serious Organised Crime Agency (SOCA) interdicted 85.5 tonnes of cocaine in 2008–09, up
marginally from the previous year (note most crack cocaine is thought to be traYcked as cocaine
powder too).103

97 Ibid.
98 Hurst, A, et al, NDTMS Themed Report on non-opiate substance use in the North West of England—The changing profile of

substance users engaged in treatment and its implications for future provision: Liverpool John Moores University 2009:
www.cph.org.uk/showPublication.aspx?pubid%542

99 EMCDDA Table TDI-23: www.emcdda.europa.eu/stats08/tditab23a
100 Boreham, R, et al, The Arrestee Survey 2003–2006. Home OYce 2007: www.homeoYce.gov.uk/rds/pdfs07/hosb1207.pdf
101 Ibid.
102 Daly, M, “The hidden mixer” Druglink March/April 2009, Vol 24, Issue 2: www.drugscope.org.uk/publications/druglink/

druglinkarchive.htm
103 SOCA Annual Report 2008–09

http://www.soca.gov.uk/assessPublications/downloads/SOCA AR 2009.pdf
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— Domestic seizures of cocaine by HM Revenue and Customs (HMRC) and police forces fluctuate
year on year, but 2007–08 figures are only slightly below the average over the past decade (3,433kg
against an average of 3,667kg).104

— SOCA reported a rise in wholesale prices from about £36,000 a kilo in the summer of 2008 to up to
£45,000 a kilo in March 2009, although acknowledged that the weakness of sterling was a factor.105

— However, the price of cocaine powder at street level continues to fall, as does purity.106

Rather than demonstrating any aVect of enforcement on availability, these trends add credence to the
“two-tier” market hypothesis where less pure, cheaper cocaine is being sold to a new market. Purity levels
are stable for HMRC but have fallen for police seizures suggesting adulteration in the UK, made easier by
the emergence of more sophisticated cutting agents.107

Yet in its 2008–09 annual report, SOCA claimed it had made a discernable diVerence to cocaine
accessibility, purity and price, and suggested the market may be in some measure of retreat.108 Our own
review of the international evidence for tackling drug markets concluded that, at best, even substantial drug
seizure and significant arrests of drug traYckers or dealers will only have a temporary impact on availability.
For established and large drug markets such as cocaine, increasing enforcement levels was unlikely to
significantly reduce the size of the market in the long term, although a continued level of supply-side activity
does “keep a lid” on drug markets.109 This is confirmed by a recent report on the US market which shows
that, while price and purity levels fluctuate in the short term, viewed over a longer time period (since the
early 1980s) the trend has been a significant increase in purity and fall in price levels.110 However, WOLA go
on to question particularly the impact on domestic drug markets of US overseas drug control programmes as
illustrated in the graph below.

Source: Washington OYce on Latin America

There are also at range of negative and often unintended consequences associated with law enforcement,
including displacement to other drugs and locations.111 With renewed enforcement eVorts on the Mexican-
US border, it is not unreasonable to think that traYckers might seek out even more penetration of the
European drug market.

104 Smith, K and Dodd, L, Seizures of Drugs in England and Wales 2007–08, Home OYce 2009: www.homeoYce.gov.uk/rds/drug-
seizures.html

105 SOCA annual report 2008/09, op cit.
106 UK Focal Point on Drugs 2008 edition, op. cit.
107 The United Kingdom Threat Assessment of Serious Organised Crime 2008–09, SOCA 2008: www.soca.gov.uk/

assessPublications/downloads/UKTA2008-9NPM.pdf
108 SOCA Annual Report 2008/09 op cit.
109 McSweeney T, et al, Tackling Drug Markets and Distribution Networks in the UK UKDPC 2008: www.ukdpc.org.uk/

resources/Drug Markets Full Report.pdf
110 Walsh, J, Lowering Expectations Supply Control and the Resilient Cocaine Market: Washington OYce on Latin America 2009:

www.wola.org/media/Lowering%20Expectations%20April%202009.pdf
111 Reuter P, The Unintended Consequences of Drug Policies. RAND 2009: www.rand.org/pubs/technical reports/2009/

RAND TR706.pdf
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While seizures and arrests risk delivering limited reductions in availability or problems experienced by
communities, enforcement can aVect the way that drug markets operate. By targeting their most harmful
characteristics, it may be possible to change the nature of markets to make them less harmful and reduce
their “collateral damage” such as violence (gun violence is particularly associated with the crack market,112

corruption, prostitution and the exploitation of vulnerable people (for instance as drug mules).

However, the traditional indicators (arrests, seizures, etc) are insuYcient to demonstrate a reduction in
drug problems at an individual and community/national level. Indeed, such activities may even increase
these problems Arrests and seizures have come to represent a sort of virility test for drug enforcement yet we
need a “smarter” debate about ways to achieve and demonstrate “real-world” reductions in drug problems.

Conclusion 4

In tackling the cocaine market, evidence suggests that “crackdowns” have little or no long term impact
on street-level availability and can sometimes do more harm than good. Recent “success” as reported by
SOCA has not only been helped by many other factors (including changes in currency exchange rates), but
is likely to be short-lived. However, evidence suggests enforcement can deliver a real and sustainable impact
for communities by tackling the characteristics of drug markets that cause the greatest harms. Enforcement
agencies need to develop new tools to measure their impact on drug harms. A forthcoming UKDPC report
will seek to describe such an approach.

Research and Evaluation

The Committee is likely to find that there are many areas of drug policy where we know surprisingly little
about what works and why. This is particularly true of drug enforcement and prevention interventions where
there is a lamentable dearth of quality evaluations.

Conclusion 5

We urge the Committee to highlight the need for improved knowledge development and to recommend
well-evaluated pilots for interventions where the evidence-base is promising but weak. Such evaluations
should consider unintended consequences of interventions.

June 2009

APPENDIX A

SOURCES FOR FURTHER DATA AND STATISTICS
Information type Sources

Prevalence and patterns of adult — Drug Misuse Declared: Findings from the 2007–08 British
drug use Crime Survey:

www.homeoYce.gov.uk/rds/pdfs08/hosb1308.pdf
— Drug Misuse Statistics Scotland 2008:

www.drugmisuse.isdscotland.org/publications/08dmss/
08dmssb.htm

— Drug Use in Ireland and Northern Ireland 2006–07:
www.dhsspsni.gov.uk/phirb-drug-prevalence-survey-2006-
2007.pdf

Prevalence and patterns of drug — Drug use, smoking and drinking among young people in
use among secondary school England in 2007:
pupils www.ic.nhs.uk/webfiles/publications/sdd07/

SDD%20Main%20report%2007%20%2808%29-Standard.pdf
— Scottish Schools Adolescent Lifestyle and Substance Use

Survey (SALSUS):
www.drugmisuse.isdscotland.org/publications/abstracts/
salsus.htm

Prevalence of heroin and crack — National and regional estimates of the prevalence of opiate use
cocaine use and/or crack cocaine use 2006–07: a summary of key findings:

www.homeoYce.gov.uk/rds/pdfs08/horr09.pdf
— Statistics from the Northern Ireland Drug Addicts Index 2008:

www.dhsspsni.gov.uk/addicts index report 2008.doc
— Estimating the National and Local Prevalence of Problem

Drug Misuse in Scotland—2003:
www.drugmisuse.isdscotland.org/publications/abstracts/
prevalence3.htm

Demographics of cocaine users — Drug Misuse Declared: Findings from the 2005/06 British
Crime Survey:
www.homeoYce.gov.uk/rds/pdfs06/hosb1506.pdf

112 SOCA Threat Assessment, op cit.
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Statistics on those accessing — Statistics from the National Drug Treatment Monitoring
drug treatment System (NDTMS) April 2007 to March 2008

www.nta.nhs.uk/areas/facts and figures/0708/docs/
ndtms annual report 2007 08 011008.pdf

— Statistics from the Northern Ireland Drug Misuse Database:
April 2007 to March 2008
www.dhsspsni.gov.uk/dmd bulletin 2007-08.pdf

— Working Together to Reduce Harm Performance Management
Framework: Substance Misuse in Wales 2007–08:
http://wales.gov.uk/topics/housingandcommunity/safety/
substancemisuse/stats/?lang%en

— Drug Misuse Statistics Scotland 2008:
www.drugmisuse.isdscotland.org/publications/08dmss/
08dmssb.htm

— Drug Treatment Outcome Research Study (DTORS)
www.dtors.org.uk

Morbidity data — Hospital Episode Statistics www.hesonline.nhs.uk

Mortality data — National Programme on Substance Abuse Deaths (np-SAD)
annual report:
https://portal.sgul.ac.uk/services/news/drug-deaths-report.html

— OYce for National Statistics, Healthy Statistics Quarterly
no 39: Deaths from Drug Poisoning (p82–88)
www.statistics.gov.uk/downloads/theme health/HSQ39.pdf

Prevalence among oVenders — The Arrestee Survey 2003–06:
www.homeoYce.gov.uk/rds/pdfs07/hosb1207.pdf

— The Drug Interventions Programme (DIP): addressing drug use
and oVending through Tough Choices:
www.homeoYce.gov.uk/rds/pdfs07/horr02c.pdf

— HM Prison Service Annual Report:
www.hmprisonservice.gov.uk/assets/documents/
10003D1CHMPS AR main 2007-08.pdf

Seizure, price and purity — Seizures of Drugs in England and Wales, 2007–08 (Home
OYce):
www.homeoYce.gov.uk/rds/drug-seizures.html

— UK Focal Point on Drugs 2008 edition (Department of
Health):
www.ukfocalpoint.org.uk

Arrests and sentencing data — Sentencing Statistics (Ministry of Justice):
www.justice.gov.uk/publications/sentencingannual.htm

— UK Focal Point on Drugs 2008 edition (Department of
Health):
www.ukfocalpoint.org.uk

European comparisons — European Monitoring Centre for Drugs and Drug Addiction:
www.emcdda.europa.eu/stats08

International production data — UN OYce on Drugs and Crime, World Drug Report 2008:
www.unodc.org/unodc/en/data-and-analysis/WDR.html

TraYcking into the UK — SOCA Threat Assessment 2008–09:
www.soca.gov.uk/assessPublications/UKTA0809.html

— Monitoring the Supply of Cocaine Into Europe (EMCDDA):
www.emcdda.europa.eu/attachements.cfm/
att 64546 EN TDS cocainetraYcking rev.pdf
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APPENDIX B

UKDPC COMMISSIONERS

The UK Drug Policy Commission (UKDPC) is an independent charitable body that uses evidence to
scrutinise current UK drug policies and to influence policy decision-making. The Commission aims to be
objective in its approach, allowing its conclusions to be led by the evidence, and it is not a “campaigning”
body. Commissioners are listed below:

Dame Ruth Runciman (Chair).

— Chair of the Central and North West London NHS Foundation Trust

Professor Baroness Haleh Afshar OBE

— Professor of Politics and Women’s Studies at the University of York.

Professor Colin Blakemore FRS

— Professor of Neuroscience at the Universities of Oxford and Warwick

— Chair of the Food Standard Agency’s General Advisory Committee on Science.

David Blakey CBE QPM

— Former President of the Association of Chief Police OYcers and Chief Constable of West Mercia.

Annette Dale-Perera

— Strategic Director of Addiction and OVender Care for the Central & NW London Mental Health
Foundation Trust.

Daniel Finkelstein OBE

— Comment Editor and a weekly columnist of The Times

Baroness Finlay of LlandaV

— Consultant in palliative medicine and honorary professor of CardiV University’s School of
Medicine

Jeremy Hardie CBE

— Research Associate of The Centre for Philosophy of Natural and Social Science at the London
School of Economics, Treasurer of the Institute for Public Policy Research and a trustee of
Somerset House and International House.

Professor Alan Maynard OBE

— Professor of Health Economics at the University of York

Adam Sampson

— Chief Ombudsman (designate) OYce for Legal Complaints and former Chief Executive of Shelter.

Professor John Strang

— Director of the National Addiction Centre, Institute of Psychiatry, King’s College London.

John Varley (Honorary President)

— Group Chief Executive of Barclays Bank Plc

— Chair of Business Action on Homelessness and President of the Employers’ Forum on Disability.

APPENDIX C

LIST OF UKDPC PUBLISHED REVIEW REPORTS

An Analysis of UK Drug Policy Although drug policy appears to have a limited eVect on
(2007) overall levels of drug use, it has a more significant role in

reducing the impact of drug use on individuals and
communities.

Reducing Drug Use, Reducing We risk causing more harm than good by sending significant
ReoVending (2008) and growing numbers of problem drug users to prison,

especially for relatively short sentences, rather than using
community sentences to address their drug-related
oVending.
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Tackling Drug Markets and Even the most significant drug seizures and dealer/traYcker
Distribution Networks in the UK convictions usually fail to have a sustainable impact on
(2008) street-level supply and demand due to the scale of the

markets and their ability to adapt quickly. However,
enforcement agencies can contribute towards reducing the
impact of drug markets on communities.

Working Towards Recovery: Getting Employment is an important component of rehabilitation
problem drug users into jobs (2008) and reintegration, yet two-thirds of employers would not

employ a former heroin or crack cocaine user even if they
were otherwise suitable for the job. More support for
employers is needed to encourage them to engage with this
group.

Developing a vision of Recovery “The process of recovery from problematic substance use is
(2008) characterised by voluntarily-sustained control over

substance use which maximises health and well-being, and
the participation in the rights, roles and responsibilities of
society.” This UKDPC Consensus Group statement
challenges services and wider society to consider what it
means to be recovery-oriented.

All reports and other materials are available without charge at www.ukdpc.org.uk/reports.shtml

Memorandum submitted by Emeritus Professor Philip Bean, University of Loughborough, and Sue Johnson,
Director, Prostitutes Outreach Workers (POW) Nottingham

1. This submission concerns the impact prostitution has on the crack/cocaine market, where it is
suggested prostitution helps sustain and occasionally develops that market helping bring cocaine to the
streets.

2. The data for this Submission comes from a wider study on prostitution in Nottingham undertaken for
Prostitutes Outreach Workers (POW). Detailed analysis is not complete, but preliminary analysis suggests
deepening links between the operation of drug markets and sex markets with cocaine (together with heroin)
being the drugs most commonly used. We understand the Home AVairs Select Committee are concerned to
know “whether cocaine powder is now a street drug rather than one just used recreationally.” The data here
strongly suggests it is, used regularly and in considerable quantities, especially by many who work the streets,
ie prostitutes. Moreover, there is strong evidence from this study that the links between drug and sex markets
are suYciently coordinated to suggest that the markets help sustain each other, not just in the obvious sense
whereby prostitutes buy drugs, but in a more functionally dependent manner.

3. The study involved interviews with 70 prostitutes, plus some of those who were being supported from
those earnings,—this included so called “boyfriends” but also members of their family, ie father, mother,
brother some of whom may be on drugs. The thrust of the interviews was inter alia concerned with their
backgrounds, their criminality, their safety, and their drug use. Details of the methodology can be available
on request. Almost all of those interviewed were street prostitutes, a qualitatively diVerent group from those
working the saunas, or working as escorts etc. Drug taking was a uniform feature of these street workers
world, and cocaine, with heroin were the drugs favoured,—only two of those working the streets were not
on drugs. In contrast drug use is rare amongst those working the saunas etc.

4. Most of those interviewed were regular street workers. In this area of Nottingham a point prevalence
figure suggests about 25 to 30 girls were working the streets on any given night. A six month period
prevalence figure would be higher, probably well over 100 being regular sex workers, ie working more than
two nights per week. The geographical area within which these prostitutes worked was small, but within it
were numerous “crack houses” oVering a regular supply of drugs, mainly heroin and cocaine. It is impossible
to say how many, but we were told that in one block of flats alone there were probably between 20 and 30.
Some operated relatively sophisticated markets, some less so, some were of a more permanent nature, but
some would last only a short time. Some were open, ie supplying to other than regular customers, but others
were closed. Some prostitutes claimed they could choose from 10 or 12 dealers, suggesting that drugs were
plentiful, and in regular supply. There appeared to be no shortage of dealers.

5. Sex markets help sustain drug markets in at least three, possibly four ways, and in doing so help bring
drugs to the streets. The most obvious is for the sex worker to buy from the dealers. However, even this was
rarely straightforward, or rather there were diVerent ways of arranging a purchase. Some sex workers
purchased the drugs and used them at regular intervals throughout the night, ie whenever they earned
money. This they described as “going backwards and forwards”. So, after earning a given sum of money,
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say £30.00, the dealer would be telephoned and a meeting arranged. The sex worker would be supplied with
the drugs, take them and immediately go back to work. This cycle, which involved earning money and
buying drugs would usually take between 50 minutes to an hour, and be repeated often, sometimes between
eight and 10 times per night, at least for those who were the highest earners. At the end of the night invariably
the sex worker would be left with nothing from her earnings. Some sex workers were more restrained and
waited until the end of their working night before buying their drugs. This however carried a risk for even
if less exacting or demanding on their time, carrying large sums of cash made them targets for robbery,
whether by the drug dealers, by other prostitutes or predatory criminals. It was unwise to let others know
large amounts of cash were carried. Going “backwards and forwards” avoided this. However, anyone able
to wait until the end of the night demonstrated a greater measure of control of their habit, and avoided
withdrawal symptoms in the morning.

6. A second way was when prostitutes agreed to purchase drugs, (almost always crack/cocaine,) for their
so-called “punters”. to use a modern idiom. This could be profitable for both sex worker and dealer but
also dangerous: profitable in that there would be a charge for this service, (she would get her drugs free) but
dangerous in that a “punter” might be an undercover police oYcer. Some girls said they would not provide
this service as they feared the ‘punter‘ might take the drugs and become violent,—there was much talk about
how crack/cocaine led to uncontrollable behaviour—or after taking the drugs might no longer want her
sexual services. Those men who asked the prostitute to purchase their drugs were often those who did not
know the dealers, or feared the dealers would be suspicious of them—perhaps they were the wrong age
group, or the wrong social class, ie often business men or professionals in their mid to late 40s. There were
risks here for the men purchasing the drugs; sometimes the girl would simply abscond with the money.

7. The third way is for the dealers in drug markets to use those working in sex markets to “stash”and
“run” for them, ie hold the drugs for the dealers and/or deliver them to other dealers or street users. Payment
would invariably be in the form of crack/cocaine, or another drug of choice. Amounts could be large or
small. There was an obvious danger for the sex worker should she be stopped by the police, but to the sex
worker a more serious danger should she became too enmeshed in the organisation. A prostitute may learn
too much and her knowledge becomes a threat to the dealer. One girl interviewed said she had broken up
with her dealer and left the area, but feared the dealer would exact reprisals when he found her. “You see I
know too much,” she said.

8. Acting as a “runner” does not always mean delivering the drugs. It can mean selling from a given
address. One girl allowed her house to be a “crack house.” She was paid £50.00 per day, and had between
40 and 60 customers. She said her takings for the day was £2,000.00.

9. A fourth possibility has less to do with bringing drugs to the streets but more about the way the sex/
drugs nexus operates. “Crack houses” are a popular venue for prostitutes. Drug dealers would sometimes
pay for sex with crack/cocaine, and sometimes the prostitute and dealers were partners. One girl had a high
level dealer as her boyfriend and was allowed to use as many drugs as she wanted. This lasted until the dealer
was prosecuted, and the girl then had then to return to prostitution to support her habit, which was by then
considerable. Some working girls avoided close contacts with the dealers believing dealers were
fundamentally exploitative, paying less for sex than the usual rate and providing low quality drugs as
payment. These preferred to remain with their own dealers who they thought more reliable, providing them
with high quality products.

10. In these ways prostitution became a useful vehicle for cocaine distribution, the sex workers being
regular users, and with detailed knowledge of the local area. Those more deeply involved could provide and
exchange information with other sex workers, helping in this way to sustain markets, directing and
encouraging purchases from recommended dealers. They can also introduce new users, or new sex workers
to their favoured markets. In this way sex markets help sustain and develop drug markets.

11. The amount spent on drugs, which is mainly on crack/cocaine, but includes heroin, is considerable.
Our data shows that many of those interviewed earned about £300.00 per night, others of course earned less,
usually between £100.00 to £150.00 per night, with some no more than £50.00, but the top earners were fairly
common. However, all, or nearly all these earnings was spent on drugs, and incidentally, as a result many
were homeless or lived in appalling conditions. The total spent per night was dependent as much on the
prostitutes earning power as the extent of their individual habit, so that what they spent was determined by
what they earned. “If I earned £300.00 I would spend £300.00” was the usual comment. Clearly, an extensive
network of supply is required to meet that level of demand, but clearly too the amount spent on drugs by
this group of sex workers could amount to many thousands of pounds per week.

12. Crack/cocaine has become ideally suited to prostitution. It oVers a palliative to those who find sex
work a burden. As one young woman said, on the brink of becoming a sex worker, “I‘ll need cocaine to blot
out much of what I‘m doing.” It operates in a cash dominated economy, and encourages binge use. And as
the prostitutes themselves are shadowy figures, often operating outside the law, they become useful conduits
to bring cocaine to the streets.
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13. Our data shows that dealers were alive to the possibility of a regular market, able to exploit it, and
use it to their advantage. For example they were prepared to provide an all night service, and in doing so
suggest a measure of organisational ability which should not be underestimated.

14. Yet whilst prostitution might help sustain drug markets the numbers of “crack houses” and the
numbers of dealers suggest it does not dominate it. Dealers clearly have other ways of bringing their products
to the street.

June 2009

Memorandum submitted by Additional Recovery Training Services (ARTS)

Introduction

You are right to have as the main policy goal the reduction and eventual abandonment of addictive drug
usage, but whilst we have a barely workable licensed sale and usage policy for two massive addictive
substance markets (alcohol and tobacco), plus prescription licensed usage of methadone, Subutex,
tranquillisers and benzodiazepines, etc, there will always be a demand to extend such usage to other
currently illegal addictive substances such as cannabis, heroin and cocaine, etc.

“adictive behaviour and our deteriorating society” is the essence of the problem, and because illegal,
licensed and prescribed addictive substances are all the same problem they should be legislated for
TOGETHER if we are ever to reach a workable solution.

I therefore enclose for your study a policy proposal for taking firm control of all forms of addictive
substance usage, for eliminating illicit drink and drugs marketing, for equally eliminating the huge amount
of criminal activity related to drugs and for rendering far less necessary our current huge expenditure of
police, customs and prisons on the drugs sector. It also saves government expenditure and reduces the
necessity for tax.

A PAINLESS METHOD OF INCREASING TAX REVENUE FROM ALCOHOL, TOBACCO AND
OTHER ADDICTIVE SUBSTANCES WHILST ELIMINATING ILLICIT DRINK AND DRUGS

MARKETING

The first factor needed to start an eVective policy in a democracy.

“EVective” means that a policy achieves its purpose or goals, so a first factor is to know what the goal of
our drugs policy should be and, as a democracy, for this we must ask the electorate At the same time, because
in any democracy there can be wide variations in opinion, needs and desires, in order to be viable any policy
must be acceptable to diVerent groups.

On surveying electors it is found necessary to take account of three main groups:

(1) The clear majority by far—who use only tobacco and/or alcohol and/or the occasional medicines
and who consider that other drugs (illegal as well as some pharmaceuticals) should be banned as
the “real menace” to our society because their strongly addictive properties too often overwhelm
a user’s control of his or her own life—leading to socially unacceptable, damaging and even life
threatening behaviour,

(2) The largest of the minority groups—which use and / or want to use addictive substances of all types,
and who believe that every adult has the right to exercise their power of choice in respect of their
spending and their usage of addictive substances. This includes some liberally minded who,
although they may not themselves actually use such substances, yet believe in democratic freedom
of choice for all, and

(3) The smaller minority group—which abhors and fears the behaviour of drug addicts and who
themselves seldom if ever use any form of addictive substance and who believe that their usage
should be banned by the establishment of a “Drug-Free” society.

Whilst these three groups are obviously quite disparate, if we are to have a policy with the greatest chance
of being followed and implemented by a workable majority, then it must take account of all these
requirements:

(1) The majority who want freedom to use just a few addictive substances,

(2) The main minority who want freedom to use any and all such substances, and

(3) The rest who want no usage whatsoever of addictive substances of any sort, seeing voluntarily or
involuntarily addiction to any substance as a means of directly or indirectly controlling peoples’
lives.
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However, when one surveys all three of these groups on the question: “Do you want a policy which will
likely lead to your children and -grandchildren becoming drug addicts?”, even the bulk of the committed
addicts (who know more about a life of addiction than anyone else) say: “Oh God NO!”. Those liberalisers
who don’t also say “NO”, instead say: “Not really, but we should always try and make sure they have a
choice”. And the great normally silent majority of over 65% just say: “definitely not”.

In other words, viewing the future drugs problem for our children and grandchildren rather than for
present adult voters—amongst whom many are influenced by their own established current usage of some
drugs—one finds well over 90% of the electorate want a future essentially drug-free society for their
descendants, and that 65!% blithely assume that their elected representatives are working towards that
right now.

So, in order for it to be eVective, is the goal towards which we need to direct a U.K. drugs policy—“the
attainment of a drug-free society”? ie a society where no one is threatened by the behaviour of addicts
because no one is using drugs, and because no one intends to use them.

Is this in fact possible and obtainable? And the realistic answer is quite likely: “no”. but should that be
allowed to stop us from having a worthwhile goal and trying to reach it? Especially when the ability to get
closer and closer to such a goal is also in itself a valued result. Worth aiming for, because it has the vital eVect
of continuously benefiting a majority in our society.

It appears therefore that the definition of an “eVective” drugs policy is likely one which continuously
moves a society or community in the direction of the above total abstinence condition, ie TOWARDS a
drug-free society.

In addition, and first and foremost, to be “eVective” a drugs policy must, as far as possible, take account
of the requirements of the three above groups. Because failure so to do will of itself ensure that there will
always be a minority suYciently large, suYciently deprived of their “rights” and suYciently angry to go on
wrecking (by one means or another) any policy which excludes them and their wishes.

With the retail price of legal supplies of alcohol and tobacco so obviously expensive, it is little wonder that
it is well worthwhile for criminals to smuggle supplies into the country, to high-jack lorry loads of legitimate
supplies, or to break into and rob bonded warehouses and other premises.

Prices for these products have been boosted to their present all-time high by four main factors:

(1) They are to a very large degree habit forming. This leads to dependency & addiction, making
possible their sale at any price.

(2) The profits from them are enormous, as is witnessed by the size, wealth and profits of the
manufacturers and distributors.

(3) The government wants to see their usage reduced, and believes, quite mistakenly, that high retail
prices will stop the public from buying them. If these were non-addictive products, ministers would
probably be right, but addicts in addition to ignoring death warnings on cigarette packs also cheat,
lie, mug, rob, steal and even kill to get addictive supplies, so that demanding a higher price has
always proven to be no more than a very temporary deterrent to purchase or usage.

(4) The Chancellor of the Exchequer regards them as a legitimate & lucrative tax source, which vastly
increases the retail price, and seems to grant addictive substances government endorsement.

History shows that the general public will take a risk on buying possibly illicit supplies only if they are
oVered at a substantially lower price than local retail prices for legal supplies. So, far from increasing retail
prices, the question is: how can we get retail prices for legal supplies DOWN to a level where there is not
enough illegitimate profit to make lower priced criminal supplies worthwhile, whilst at the same time
avoiding stimulating increased consumption?

At first sight, the answer is to set the retail price of legal supplies at what it actually costs to produce and
distribute alcohol and tobacco products. In other words, no profit for the producer and / or importer, no
profit for the distributor and no tax for the Chancellor.

This would put the price of a pint of beer or a packet of fags back to the prices of nearly a century ago
but, because price is a nearly irrelevant factor in addictive substance purchase, it would do little or nothing
to increase turnover and usage.

Whilst taking ALL profit away from producers and distributors is obviously unworkable, one can either
cap their profits at say 5%, or somewhat more complicatedly, tax their profits so heavily that high gross profit
mark-ups become less lucrative in net terms than low profit mark-ups.

For example, a manufacturer whose gross mark-up over total costs of production is say maximum 5%
would pay no tax on his profit, so that his net mark up would also be 5%. For higher levels of mark-up his
tax could be as follows:

Mark-Up 10%: 5.5 of that to be paid in tax. Net M-U: 4.5%
Mark-Up 15%: 11 of that to be paid in tax. Net M-U: 4.0%
Mark-Up 20%: 16.5 of that to be paid in tax. Net M-U: 3.5%
Mark-Up 25%: 22 of that to be paid in tax. Net M-U: 3.0%
Mark-Up 30%- 27.5 of that to be paid in tax. Net M-U 2.5%
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Mark-Up 35%: 33 of that to be paid in tax. Net M-U 2.0%
Mark-Up 40%: 38.5 of that to be paid in tax. Net M-U 1.5%
Mark-Up 45%: 44 of that to be paid in tax. Net M-U 1.0%
Mark-Up 50%: 49.5 of that to be paid in tax. Net M-U 5%
Mark-Up 55%: 55 of that to be paid in tax Net M-U 0 0.0%, etc.

The same scale of tax on Mark-Up (not price) would be applied to all parts of the distribution trade, thus
also making 5% the maximum profit obtainable on distribution of these addictive substances.

This would obviously reduce the legal retail price of alcohol and tobacco, but not as significantly as would
the removing of the Exchequer’s present tax, which forms a huge proportion of the final retail price.

However, this could only be done if the Chancellor has a replacement for his present method of raising
tax income from alcohol and tobacco. In practice on the above basis, no tax would come from the
production, sale and distribution of these addictive substances. So it would have to come DIRECTLY from
those consumers choosing to use these products; this is best done by licensing consumers to use addictive
substances in the same way as we license them to use a motor vehicle, a tv set or a gun, etc.

At the same time as seeking to curtail the illegal supply of currently licensed addictive substances (tobacco
& alcohol), it is logical to take into account stopping illicit supply of all addictive products.

Less than 50 (under 15%) of the 340 plus controlled drugs are subject to classification under the Misuse
of Drugs Act. If we were to license consumers for usage of these ACMD classified controlled drugs under
conditions similar to those which it is here proposed would apply to alcohol and tobacco, a near death blow
could be struck to the illegal traYcking of ALL forms of addictive substances.

Decades of criminalising the “usage” of addictive substances has very definitely NOT worked to curb
usage or to reduce oVensive behaviour arising from such usage—this latter factor being the one we really
need to handle.

Because of the occasionally violent, damaging, devastating and even deadly behaviour of some addicts,
in most countries current policy is just simply (and far too simplistically) to ban their actual usage, even
though usage of addictive substances has a wide variety of eVects on diVerent adults. Adults who consider
they have a right to decide their own lives, choices and spending patterns, and most of whom do not indulge
in oVensive behaviour.

Because this immediately makes a user a criminal even in the absence of criminal behaviour resulting from
such usage, there is immediate resistance from any adult who feels that he or she has been singled out to
have their “democratic rights” denied. And as a result, there is an aggressive desire to exercise their rights—
sometimes more as a matter of principle rather that just because they want the drugs.

This criminalisation of “usage” (in addition to the penalising of the oVensive “behaviour” of some users)
has, over decades, created more work for the police, customs, the courts, prison and probation oYcers, etc,
than any other single factor. But, it is the unacceptable behaviour which has long been a crime, whether drug
initiated or not, and it is that behaviour which should never be tolerated, rather than just one possible cause
of such behaviour.

Policing possession of a personal drug supply and its usage is a far more onerous, time consuming and
ineYcient procedure than policing actual oVensive behaviour which, no matter the cause, should always be
rigorously policed and penalised on a zero-tolerance basis.

In the first instance one is attempting to police countless numbers of persons who “might” commit a crime,
but in the second instance one is seeking to police only the much smaller numbers of persons who have
actually committed a crime—of which an even smaller number will have been committed as a result of
addictive substance usage.

Licensing

We should therefore acknowledge and register an adult’s right to use, by licensing every adult who chooses
to use addictive substances.

It is clear that full recognition of an individual’s democratic right—to as far as possible determine his own
life—is a major policy viability actor, so long as exercise of such rights does not inhibit the rights of others.

To achieve this, it should thus be the licensed democratic right of every adult to purchase, carry and use
essentially any recreational or prescribed drug of their choice for their personal and sociable use, similar to
the way they can today purchase, carry and use tobacco and alcoholic products.

Such a licence would acknowledge and register the right of the licensee to purchase, carry and use
“personal allowances” of any & all forms of addictive substances as specified in an appropriate section of
a new piece of legislation such as say: The Supply and Usage of Addictive Substances Act 2010.

It would not however, grant the right to produce, sell, distribute or otherwise trade or deal in such
addictive substances, which would be strictly illegal and punishable by law, unless additionally, separately
and formally licensed for trading purposes under another section of the same Act.
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It would therefore also be an oVence under that Act to sell or otherwise trade all or any part of one’s
personal allowance(s) to another. It would also be punishable by fine for the License Holder to supply all
or any part of his or her personal allowance to any unlicensed person and punishable by imprisonment to
supply any person under 18 (or even 21) years of age—just as it is illegal to permit one’s licensed motor
vehicle to be used by someone who has no licence and / or is under-age.

Supply

Sale and distribution of alcohol, tobacco and all other forms of addictive drugs—including those already
currently licensed and / or on prescription, should be restricted to specified licensed premises, such as public
houses, pharmacists, doctors, restaurants, hotels and oV-licensed premises. Addictive substances should not
be sold by retailers (such as supermarkets) whose main business is the sale of non-addictive items or
commodities, nor should such substances in any manner be used as promotional items, and they should be
available only in premises where the sale can be eYciently and eVectively restricted to licensed adults.

Usage Tax

(A study in respect of final licence costs is obviously beyond the scope of this paper, so that the following
is merely indicative). Those who want a full “All Substances” licence would pay say £364 per annum (a
pound a day), those who want only an alcohol licence would pay £156 per annum, and those who want only
a tobacco licence would pay £104, whilst those who want a combined alcohol / tobacco licence would pay
£260. (Similar to the licence cost variations for cars, motorcycles, buses and HGVs, etc. )

Those who want a licence for all substances with the exception of alcohol, would pay £208, or with the
exception of tobacco £260, or with the exception of both £104. (This would be tax revenue from currently
untaxed products.)

Bear in mind that these annual licence charges are to reimburse the government for removing the tax
currently paid as part of the retail price on alcohol and tobacco. In addition, licensing also gives the
government a tax on ALL other drugs currently NOT taxed. The idea that increasing the retail price of a
product automatically reduces its consumption may be true for many products, but has never been proved
true for addictive products, being more an industry PR statement to avoid turnover reduction.

Juveniles

As far as those below the age of majority are concerned, far more responsibility should be placed on the
shoulders of parents. Whilst adults should be able to choose to do exactly what they please in regard to their
own consumption of addictive substances, it should be illegal for children below the age of adulthood to use
such substances, and it should be the parents or other guardians (familial or public) who are responsible for
the behaviour of children in this regard.

The damaging eVects of addictive substances (including alcohol and tobacco) on the main vital body
organs of adults is well known. What is now also totally proven is that the eVects on the developing bodies
of those below 21 years including severe damage to the brain—is much more devastating, and a lifelong
suppression of a child’s potential, success, happiness and longevity.

Currently the law in many countries does not, in a majority of circumstances, allow alcohol to be given
to children under 18 (or 21) years of age, and countries like Sweden (where no under-age child is allowed to
drink in or out of the home) manage to enforce this sort of law, without an excess of intensive and
intrusive policing.

Adults in general and teachers, doctors and parents in particular should be responsible for ensuring that
minors avoid usage of all addictive substances.

Penalties

Addictive Substances Usage Licences should list penalties, and give details of the availability of Addiction
Prevention & Avoidance Training for all and Harm-Reduction Drugs Education for Licensed.

Users Only

Any parent permitting any child to ingest any form of addictive drug at any time should be required to
do a one to three month period of community work in a residential drug rehabilitation centre—in the
withdrawal or detoxification ward—so that they may see for themselves and fully understand what they have
allowed to happen to their own child.

Any parent allowing their child to become addicted should additionally be required to pay the full costs
of having their child returned to the natural state of relaxed abstinence into which they were born.

Such return of natural and comfortable abstinence is best achieved by training the addict to cure him or
her self with a viable system of withdrawal, habit abandonment and recovery from past usage, and such
training is available, and has been available for 43 years, in 150 centres (plus prison units) in 42 countries.
It takes from 16 to 28 weeks, it costs in the order of £13,000 to £19,000, and it achieves the goal of lifelong
comfortable abstinence in from 69 to 84% of cases.



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [E] PPSysB Job: 442345 Unit: PAG1

Ev 166 Home Affairs Committee: Evidence

Anyone found illegally supplying addictive drugs (including tobacco and alcohol) to juveniles or
unlicensed users, should be fined and/or imprisoned and, if a licensed trader, should have his or her licence
withdrawn.

The future happiness of millions of youngsters demands that zero-tolerance be the basis for protecting
juveniles from addictive substance usage.

Crime Reduction

Bear in mind that, by licensing adults to carry addictive substances for personal usage, and by making
such supplies legally available, a steady reduction in the prison population will be set in motion.
Furthermore, because reduction of retail taxation will lower retail prices suYciently to squeeze out illegal
supplies, this will reduce the number of illegal pushers, smugglers, attic growers and basement production
lines, etc, thus again also significantly reducing the need for customs oYcers, policing and prosecutions and
again reducing the size of the prison population.

Enforcement

It is thus the intention of these proposals to reduce police work, prosecutions, the numbers of prison
inmates and those on probation, etc. This permits the implementation of a zero-tolerant attitude towards
those much fewer numbers who will come before the courts on drugs oVences and thus make implementation
of the new laws more eVective.

However, it becomes essential and vitally necessary (as well as easier) to police the far smaller numbers
of licensed trading establishments, who would themselves be required to apply the law in a zero-tolerant
manner and who in turn should be treated with zero-tolerance when they oVend.

By placing the distribution of addictive products in the hands of the indicated licensed traders, it becomes
unnecessary to police the tens of millions of individual adults in respect of carrying and usage of drugs—
other than to ensure that, when they are shopping to purchase their supplies, they are 1) adult and 2) are
carrying a valid and paid-up-to-date Addictive Substances Usage Licence covering the product or products
they are seeking to purchase.

Supply Reduction

Licensing authorities, instead of expanding licence issuing for the supply of addictive products, should
have a very active policy of ensuring that the number of premises in their area licensed to supply addictive
substances remains constant or falls.

Furthermore, at manufacturer level, government must limit to zero the expansion of production of
addictive substances, by taxing financial gain made from addictive products to near unprofitability.

Furthermore, whilst addictive products must be available to adults, any form of advertising and
promotion of such substances, or their usage to promote other products should be totally banned. In
addition, consideration should be given to restoring the age of majority to 21 years or restricting the issue
of Addictive Substances Usage Licences to those 21 or over.

Expansion of addiction problems arises solely from profit motives, as a result of which government, whilst
permitting licensed personal drug usage and whilst licensing supply, must move to take the profit—and thus
the criminality—out of every form of addictive drug production and sale.

The best definition of an “eVective” drugs policy is one which continuously moves a society or community
in the direction of total abstinence, ie Ttowards a society free of addictive substances.

Such a policy must result in less and less overall production and distribution of all types of addictive drugs
(Illicit, Licensed and Prescription Drugs), less and less criminal and illegal activity and a continuing
reduction in the number of citizens of all ages using all types of addictive substances.

And those citizens include our children, their children and their children!

Because each and every licensed user of drugs and drink must be prepared to take full legal and financial
responsibility for any behaviour they indulge in which is illegal and / or which impacts on other people, it
is vital that Addiction Prevention & Avoidance Training be fully and freely available to all youngsters from
reading age up, and Harm-Reduction Drugs Education would take its rightful place as guidance for
Licensed Users only.

In addition, it will likely be found advantageous to investigate and’reduce the strengths of addictive
substances. For example: pushing beer at 4.5 to 9% today, when 60 years ago it was only 2 to 2.5%, is a
deliberate attempt to take marketing advantage of the responsibility reduction eVects of addictive
substances by inducing early loss of judgement and control in the consumer.

For this reason the “Happy Hour” must go. 60 years ago “he’s had one over the eight” described someone
who was obviously drunk. Today it’s “one over the four”! Because today a much greater proportion of our
population gets into addictive drug usage BEFORE age 21 than starts usage AFTER age 21, a vital main
policy aim must also be the postponement of youth drug experimentation and usage, which very clearly
depends on the postponement of usage of all forms of addictive substances, especially tobacco and alcohol.
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Other Beneficial Effects Of Consumer Licensing

1. Currently a driving licence containing a photograph is often accepted as a proof of age or as
identification. And government is in two or even three minds as to whether to introduce ID Cards.

With 90 plus percent of the adult population using alcohol either in public or at home, with another
smaller percentage using tobacco and a further smaller percentage using controlled drugs, an Addictive
Substances User Licence would likely be carried by nearly one hundred percent of the adult population.

As a consequence, the Addictive Substances User Licence—with its photograph of the licensee—would
quickly obviate the necessity for an ID Card. Furthermore, as the individual choosing to have a user licence
would pay for its issue, unlike an ID Card, there would be no cost to the taxpayer.

2. Bearing in mind that carrying and usage of a specified personal supply of addictive substances would
no longer be an oVence, police time and eVort could become more focussed on the sort of illegal behaviour
which everybody considers oVensive, thus earning for the police the support of a larger majority of the
population, and better backing from the D.P.P. and the Courts.

3. Because consumer personal usage licensing coupled with licensed supply thereof would cover ALL
forms of addictive substances, no licensed user or addict would “need or want” to seek supplies from other
than oYcial sources—especially as such sources would always be available and would also be the easiest and
least expensive to obtain.

The criminal element would thus be left only with the sector of the population with the least disposable
income (ie the under-age market) as potential customers and with a low unprofitable legal pricing structure
to compete with. Furthermore, by emphasising and enforcing the responsibilities of all adults accountable
for children—including teachers, doctors and parents in particular—and by placing penalties for parents on
a zero-tolerance basis, criminals will find much more determined familial resistance to their activities than
at present.

Furthermore, Addiction Prevention and Avoidance Training from an early age, and the legal availability
of drugs for adult consumption, will take away much of the glamour and sense of “I dare you” adventure
currently associated with youth usage. Guidance Classes for Parents (part of Addiction Prevention and
Avoidance Training) would also help minimise criminal activity in this field.

4. No other industries in the world have the unethical advantage which the producers of addictive
substances “enjoy” when it comes to marketing their products, because manufacturers of furniture, shoes
and bicycles, etc, etc, have no way of getting their clients addicted to or coerced by their products.

For pharmaceutical drug production to be expanded, for alcohol and tobacco sales to be improved and
for these industries’ profits and dividends to be raised year after year, it is seen by production company
boards as essential:

(a) that there be more and more of our citizens—more parents, more youngsters and more pensioners
(whether poorly or not), directed towards drug, drink and medication usage,

(b) that increasing numbers of unemployable addicts continue to be supplied with addictive
prescription pharmaceutical drugs like methadone or Subutex, etc., at taxpayer cost, and

(c) that increasing numbers of school-children and older / retired persons be designated as ADHD, or
as “chronically poorly” or otherwise in need of “regular medication”.

Basically, they consider an addict as a goose which lays golden eggs, because they know that the addict
cannot resist procuring the substance(s) to which they are addicted, so that psycho-pharm drug policies
developed over the last 60 years have profitably arranged for supplies of prescribed addictive drugs to be
paid for by the taxpayer—not the addict—who is usually unemployed, broke, on benefits or is a
psychiatrically dosed school pupil.

Similar remarks apply to the way alcohol industry marketing takes advantage of the habit forming and
judgement/responsibility lowering results of drinking.

However, if we are to defend our populations against a life of addicted misery, these unethical usages for
marketing purposes of the addictive and coercive properties of the manufacturers’ and distributors’ products
must be stopped in a similar way to how we penalise the application of Rohypnol—the daterape drug which
permits the “supplier” to take advantage of the “consumer” in order to achieve eVects desired more by the
supplier than the consumer.

5. With addictive drugs available to all licensed adults at prices which keep out illegal drug supplies, the
crimes committed by addicts desperately seeking supplies will simply become unnecessary and disappear.
So also therefore will disappear much of the need for prescription of substitute drugs, which the addict will
legally be able to buy for him or her self.

“Using” a prescribed personal supply of drugs like methadone, Subutex (buprenorphine), Antabuse and
Naltrexone, etc, is already perfectly legal, and will continue as legal under the above proposed policies.
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The pharmaceutical industry will continue to supply them at economical prices, but the diVerence will be
that (except in special circumstances) the user will pay for his or her own supplies at the point of sale, instead
of the taxpayer paying, and the present long-winded and expensive assessment and prescription run-around
via doctors, psychiatrists and the NHS—which is also paid for by the taxpayer—would also no longer be
required.

6. Because the pharmaceutical production industry and the pharmacist will eVectively take over the
supply to the public of all those drugs previously only available illegally, they will experience a massive
expansion in their addictive products business albeit at severely restricted profit margins.

Legal producers and distributors of alcoholic and tobacco products will similarly expand their turnover
by virtue of the disappearance of competition from lower priced illegal supplies.

Conclusion

The above is obviously just the bare anatomy of a new approach, needing fleshing out & suitable dressing
to make it attractive to all.

However, after 21 years of study and practice in the drug prevention, avoidance, recovery and
rehabilitation fields, including training in Sweden and time spent behind the magistrates bench, after study
also of the U.S. Alaskan, Dutch, Swedish, Portuguese, British, and other E.U. countries’ approaches to the
necessity to take better control of the whole addictive substances scene, the author respectfully submits that
the above proposals or something very close to them—have the greatest possible chance of success, given
the backing of the government of the day.

Illicit, Licensed and Prescription Drugs are NOT separate problems. They are all facets of the same
subject, namely: Addictive Behaviour & Our Deteriorating Society, and need a common approach and a
common policy.

June 2009

Memorandum submitted by St Mungo’s

As the head of our drug and alcohol services, I have relevant qualifications and support the development
of services that are person-centred, using methods that integrate approaches across diVerent disciplines to
produce outcomes that individuals can sustain to achieve recovery and social integration.

Cocaine use is more likely to appear among our younger clients as part of a pattern of using a range of
drugs for various purposes, including regular use of alcohol, cannabis, cocaine and ecstasy, whereas our
older clients use cocaine in conjunction with heroin, each drug mitigating the unwanted side eVects of the
other.

People who have experienced child abuse or other traumatic experiences that interfere with their
development tend to have a particular susceptibility to cocaine dependency (references:

Yale University (21 November 2000. Trauma And Stress In Early Life Increases Vulnerability To Cocaine
Addiction In Adulthood, Yale Researchers Find. ScienceDaily. Retrieved 23 October 2009, from http://
www.sciencedaily.com /releases/2000/11/001120073323.htm

Drug and Alcohol Dependence vol 92 Issues 1-3, 1 January 2008 Severity of Childhood trauma is predictive
of cocaine relapse outcomes in women but not men—Scott M. Hyman et al;

Journal of Substance Use treatment vol 21 issue 1—Exposure therapy in the treatment of PTSD among
cocaine-dependent individuals: description of procedures Sudie E Back et al—An estimated 30% to 50% of
cocaine-dependent individuals meet criteria for lifetime PTSD).

The evidence given in the committee’s sitting on 20 October 2009 is right to draw some distinction between
“cocaine powder” and “crack” cocaine. In general, casual non-dependent use tends to be focused on powder,
which is often in a social context of eg a party, typified by the celebrity and media culture that the evidence
covered. However, heavy, regular use of either form will usually lead to problematic side eVects and
dependency.

The preparation of powder cocaine for injection is often in conjunction with heroin and represents an
escalation of use that usually takes on problematic dimensions. The social context for injected use and for
crack use is much more likely to be one of deprivation and exclusion, with more intense criminality and/
or violence.

In our experience, there is a high profile among our client group of women with alcohol and cocaine
problems who are fleeing from domestic abuse, have oVending histories and who have a history of sex
working. These people do not usually fit the type of profile for clients funded or accepted for residential
treatment, and even when they are accepted, the methods of treatment may not include the techniques found
to be most useful for this group: expressive arts therapies, an environment where the client has some control
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over domestic arrangements, food preparation, décor, circle of friends, child care are in most cases not
attainable in conventional treatment, and it is diYcult to obtain substance use treatment that includes
approaches relevant to the post traumatic stress disorders associated with abuse..

Some of the evidence alluded to the eVectiveness of particular types of treatment, especially residential
treatment and the 12 step approach. Each year St Mungo’s assists hundreds of people to obtain residential
treatment, a high proportion of which is 12 step in nature. We would therefore support the continued
availability of this type of resource. However, we are concerned that the evidence was not balanced according
to the needs of the individual. The homelessness sector has much higher prevalence of substance use, mental
health and complex needs indicating the need for co-ordinated integrated approaches.

It is our experience that treatment interventions would be more eVective if there were a more holistic
approach.

Evidence was given about the relapsing nature of the problem; this is partly true, and partly a function
of the limited treatment programmes available. It is our experience that imposing an abstinence goal without
providing a suitable framework for clients to develop their coping skills and social structure will all too often
result in relapse; this is very demoralising to the client, especially given their background, and ultimately
counterproductive as it instils hopelessness and increases post-relapse usage unless the client is equipped to
address the underlying issues and maintain their own recovery process.

Our client group includes much higher proportions than in the general population of people who have
suVered abuse or other trauma, or experienced anxiety, depression and other mental health problems,
emotional upheaval such as bereavement, challenges to educational development including disabilities such
as dyslexia, or exclusion based on social minority identities or institutional issues (backgrounds including
social care, armed services and prisons). Unlike many of the examples featured in the evidence these people
are unlikely to be in a position to respond to conventional treatment within the times and in the situations
provided in the usual social care framework.

All our experience indicates that we need a range of practical, activity based interventions using a variety
of approaches, spread over longer timescales and integrating services to address the various substance use,
physical and mental health, social needs, education, training and employment needs as well as
resettlement needs.

In summary the main points are:

— Patterns of cocaine use:

— among young as part of a poly drug use pattern, including alcohol, ecstasy and cannabis;

— among older clients a pattern of use with heroin;

— among women clients who have experienced abuse; and

— aVected by prior alcohol and tobacco use.

— dependency tends to arise when use becomes regular whichever type of cocaine is used;

— treatment outcomes improve when one uses a variety of approaches which meet individuals’ needs,
and these approaches are needed both in community and residential settings.

I commend the Nature Neuroscience reports cited below which provide a detailed understanding of the
neuro-chemical actions of drugs including cocaine and amplify why alcohol and tobacco are significant as
“gateway” drugs in this context

December 2009

Memorandum submitted by Sarah Graham

Executive Summary

1. Sarah Graham used cocaine. At first casually, as a “party drug”. In less than 10 years a serious
addiction developed and it nearly killed her. She was lucky to have the best treatment that money can buy
and understands why people take cocaine, the dangers; and how to help them find a way out of the addiction
quicksand.

2. She believes that we have a very serious problem with cocaine use in the UK—across the classes—much
of it hidden; and it is entwined with our out of balance—working too hard and binge drinking—culture.
Young people are particularly at risk of developing irreversible mental and physical health problems.

3. There is little understanding in the UK that addiction is a mental illness and there are many common
misconceptions, such as “an addict/alcoholic uses 24/7”. Many cocaine addicts hold down jobs and are
“binge addicts”.
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4. The depressant drug alcohol is the elephant in the room—the true gateway drug. It is crucial to rethink
alcohol policy and not separate alcohol from other drugs—in health campaigns and in treatment planning.
Drinks companies need to be more responsible—especially in marketing to young people (at student unions
etc). They should be encouraged to contribute to treatment costs.

5. Sarah believes that people have been deliberately sold cocaine as a Gucci-type brand. Young people
are particularly vulnerable to this PR spin and hype.

6. Cocaine is now mass-market drug—much cheaper, and sold at lower purity. The Kerry Katona eVect
means that this investigation is already being left behind. The drugs’ culture “influencers” are getting
“sniVy” about coke and moving on to other drugs—Special K (ketamine), G (GHB/GBL) and crystal (meth)
is gaining a foothold; especially in gay clubs.

7. Frank is a successful health campaign and resource for young people and parents and its contact info
should be added to the end of all drugs stories in the media.

8. Much more needs to be done to warn of the dangers and why it is a Class A drug, like heroin: health
education, raising awareness of the Shared Responsibility messages—about the damage the drugs trade does
to people and the environment in Columbia—need to be targeted at older Middle-class users (cocaine is
neither green nor complies with Fair Trade)

9. The increasing cultural shift towards worshipping youth, beauty and instant gratification and
denigrating “old” is undermining self-esteem and promoting a “live fast, die young” ethos.

10. Media and big business need to take a more socially responsible attitude to reporting and the hiring
of drug taking celebrities. And not reward dangerous behavior. There must be clear consequences, that apply
equally to all (rich/poor, famous or not).

11. Media companies need to recognize the scale of the cocaine abuse problem and change the long-hours,
work hard/party harder, working practices that promote cocaine abuse. Because drug use in the media can
and does influence the way drugs issues are communicated by media: companies must educate their workers
about the risks of alcohol and drugs use and—as a matter of urgency—train managers to spot people with
drug dependency issues. These individuals can endanger others and need to be oVered treatment or have
their contracts terminated.

12. The reasons people use drugs or don’t are complex. The real solutions to this are not quick fix, there’s
no magic bullet. We require a fundamental shift in UK cultural consciousness and working practices.
Families need more support and to be involved in the treatment process.

13. Negative attitudes to young people must be challenged. Let’s look at all the great things kids do, value
their hard work and give them exciting, fun experiences—that build confidence and self-esteem.

14. Schools need to start compulsory drugs education early (as part of PSHE).

15. Every school needs a qualified counselor with drugs expertise.

16. Stimulant specific treatment models are needed urgently to counteract the existing problem. With the
right support and using a holistic model (Appendix 1)113, cocaine addicts get well, heal their body, minds
and relationships and make amends to society—by leading happy, productive lives that contribute.

17. The law and apparatus of State, such as Social Services, are not being applied fairly. Poorer people
often don’t get access to adequate treatment resources and are more likely to be arrested, go to prison—and/
or have their children taken away.

18. Some communities—such as the LGBTi—are disproportionately aVected by addiction and their
needs are being missed by the NTA.

19. Doctors need more training around alcohol and drug abuse and dependency. How to spot signs of
cocaine use and knowledge of how cross addictions work. Less prescribing of addictive drugs—such as
benzodiazepines—especially to addicts; and better monitoring of abuse and dependency.

20. The NTA needs to rethink stimulant drug treatment because many services are failing young people.
Holistic stim services need to be rolled out. The NTA monitoring system of success is flawed.

21. ACMD need to recruit Sarah Graham.

Cocaine: An Exclusive Brand?

Through her own experience of being a young media worker who took cocaine—often in Soho media
clubs, after work, with colleagues—without really knowing the risks and by working as an Outreach worker
with kids in parks, for In-volve’s Surrey Young People’s Service, counselling in schools and now in private
practice, Sarah has reached an understanding of cocaine as a powerful mind/mood-altering substance and,
crucially, as a brand. She understands why it has gained such a foothold in youth culture; and why the mass
media communication about it is often not helpful.114, 115

113 Not printed.
114 NHS Choices Film http://www.youtube.com/watch?v%YG26e0cTulU.
115 The Independent Newspaper article

http://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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Most people don’t know very much about cocaine—beyond the hype.

Young people know even less. What they do know is often perceived as positive enticements—“celebrities
take it”, “it is glamorous”, “it says you have money and are successful”.

Last December, Sarah helped launch the Frank cocaine campaign and although this campaign has been
very successful at getting some key health messages across, the educational knock-on eVects of this will take
some time to be felt.116,117

There is much more that could be done to communicate the Shared Responsibility agenda and to counter-
act the middle-class’ blind-spot, that is cocaine (Fairtrade unfriendly and each gram leaves a four meters
squared hole in Columbian rainforest).118

In a sense, Frank’s Pablo campaign was already too little too late and the UNODC, 2008, report was
harsh but fair.

The reality is that Frank media advertising spend is a drop in the ocean—compared to the insidious
cocaine PR glamorizing campaign machine that makes headlines and sells papers/mags daily on the back
of famous people “partying”. Many of these regular headline grabbers are routinely self-harming with
substances and have a DSM-IV classified mental illness. But they are enabled by their celebrity, wealth, drug
supplier hangers-on, make-up artists, stylists, plastic surgeons, picture touching-up, apologist agents/
managers and good lawyers, to keep on using until they have permanent mental and physical damage, or die.

We buy the media and enjoy the vicarious thrills.

Untreated addiction is great for the media because it creates car crash pictures and headlines. “Live Fast
Die Young” has long been enshrined in the music business. It sells back catalogues. Worryingly this ethos
is now gaining a wider currency in a youth-obsessed, instant gratification focused culture—where being “old
and ugly” (and technologically stranded) is seen as having little value.

We want quick fixes—to avoid pain and to feel good. Despite “natural this” and “natural that”, most of
us are eating industrialized food (pumped full of refined sugar and white flour) and losing the ability to be
human beings. To accept life on life’s terms—that life’s journey has its ups and downs. We don’t want to
accept that pain is part of the package. It’s the other side of the pleasure coin.

In the UK we work longer hours and we Brits tend to be emotionally uptight, many of us have low self-
esteem (especially around our bodies) and lack sexual confidence; which is played on by advertisers to sell
us products. Young women who want to be thin, and those with eating disorders, can be seduced into using
cocaine as a weight control aid. “Models do it, why shouldn’t I?”

Legal stimulant drinks are now commonplace and sold to children. This is a huge symbolic problem. It
sets up a chain of thinking. Legal highs are an increasing problem. There’s even a caVeine drink cynically
marketed under the brand name—Cocaine.

We have been medicalized through the 20th century and are used to turning to Drs for a pill to solve our
ailments.

So, the taking something to change the way you feel mindset is deep-seated. Once a person steps/staggers
drunk over the symbolic threshold into the illegal drugs world, cocaine can seem like the panacea to many
of these 21st Century problems: instant energy, feel confident and sexy, powerful and important, a taste of
celebrity lifestyle that’s now aVordable. It fills all the gaping holes in the soul.

It works like a dream. Until it becomes a nightmare.

(Although, of course, some people take drugs, have a great time, get away with it and then grow out of it).

Media, Celebrity & Big Business

There is very little understanding of the illness of addiction in the UK—amongst journalists or the public.
People like Amy Winehouse—who are obviously ill, vulnerable and suVering—are often baited and abused
by photographers to get a reaction; making “a good picture”.

Ironically, Sarah finds that it can be an uphill struggle to get media to carry basic educational facts about
drugs or even a few contacts details of where young people can get help information from.119 She believes
that media organizations need to be encouraged to be more responsible in their coverage of drugs/alcohol
consumption and to consider that they could actually do a lot of good if they would routinely add simple
help info and health warning messages, to the end of any big story that contains drugs/alcohol messages.

116 http://www.youtube.com/user/FRANKCocaine<p/a/u/2/K54-kgkPyek
117 Radio 1 Xtra interview: http://www.youtube.com/user/SarahGDirects<p/a/u/1/waMRTLSfTQQ; http://www.youtube.com/

user/SarahGDirects<p/a/u/0/4Aw5koHkD10
118 http://www.sharedresponsibility.gov.co/en/
119 Such as www.talktofrank.com
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It’s not just the scurrilous media feeding oV of celebrity drug use—in recent years big business has entered
a new morality-free zone and is openly cashing in on drug-taking infamy. Some famous people have been
seen to be rewarded for their tabloid-exposed cocaine using/drunk behavior—with more fame, and new well-
paid contracts. Celebrity has its own, increasingly self-perpetuating, currency—trading on extremes—and
Sarah believes corporations must be actively encouraged to resist the pull of capitalizing on this. Because
although it flogs lots of make-up and mobile phones, it also gives very dangerous messages to young people.

It’s not only the Columbian drug barons who have built Brand Cocaine. People who communicate to
young people—or who take money oV of them for their goods and services—need to be much more
responsible. Now that cocaine does exist as a global brand with certain aspirational values attached, the
demand is there and drug dealers have just done what fashion designers do—created cheaper, diVusion lines.

Marketing—cocaine as a Gucci-like drug, increased availability and a real lack of awareness of the serious
health risks has left many young people very vulnerable to trying cocaine.

Media Workers and Companies

The laissez-faire drugs culture in the media derives from a number of factors: personality types involved
in media production—“the talent” and creative people tend to be sensitive and prone to insecurities; certain
drugs numb or override these feelings. Cocaine use in the early stages bolsters ego and negates the doubting,
insecure, voices—so can appear to aid creative production; but it quickly demands its pound of flesh and
deadens true creative expression.

There’s a long established history of experimentation with alcohol and other chemicals by creatives to
“open the doors of perception”. These human and cultural factors combine with the economic and
production pressures of the media businesses to encourage unhealthy, long hours; working practices that
media employers don’t control and profit from (in the short term).

This is very dangerous and irresponsible of employers and needs to be challenged. I know that as a
location director—in charge of multi-camera shoots and everyone’s Health & Safety—in the later stages of
my addiction, I was a danger to my colleagues. Although I didn’t use cocaine while filming I was often up
all night the night before (using cocaine and alcohol) and although I didn’t feel or look drunk (because of
the eVects of cocaine) I would have been over the alcohol limit; should I have been breath tested. Some of
the risks I took were careless and crazy behavior was tolerated. On Dog Eat Dog, for BBC1, I fell oV a
trampoline—had a broken arm in a cast and a black eye—and carried on directing a large shoot (from 0400
the next day). Nobody stopped me. This was not sane behavior.

In TV the lines of sane/insane behavior get very blurry; and it’s not just the drink. What is actually
addiction and mental illness can be spun in creative industries as signs of “genius”.

Tough Love

Cocaine use is hazardous to media workers themselves but even more worrying is that cocaine taking
journalists and creatives are a real danger to the wider population—in the way they cover stories. If someone
is in denial around their own use they may seek to glamorize or spike stories that oppose their compromised
view of the situation.

Hair sample drug testing shows drugs use over a long period of time and would be one way that the covert
cocaine users’ club in TV could be exposed and oVered help; and young workers could be protected from
being mislead by older addicts and being pulled into this unhealthy drugs culture. Employers need to oVer
a very clear message to those drug dependent workers: accept treatment or have your contract terminated.

Workaholism is common in the media and as competition for jobs is so intense not “putting the hours
in” counts against you. It’s a very family unfriendly world and these working practices have a number of
downsides—they create a culture where using substances seems like “the answer”. But as many people burn-
out in their 30s, the workforce is young and a lack of experienced elders creates a self-perpetuating system;
which encourages ageism and media discrimination against older people.

Some senior execs and famous presenters are definitely seen as untouchable and are protected and allowed
to stay in post—even though people know they have habits—as long as they are delivering their shows and
good ratings. These individuals are often a nightmare to work with, clearly loose canons and dangerous; and
openly bully and harass other staV members.

Since going into rehab myself two former friends—a very high-flying BBC exec and a Channel 4 exec—
ended up having break downs and going to the Priory too; and another good friend tried to kill herself. All
were supremely talented and are under 45 but have now left TV.

I knew I wasn’t the only one facing the fall-out from this TV/workoholic/party lifestyle but I didn’t know
just how widespread the problems were and what was my part/the role of the culture I was working in.
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The Death Toll Mounts

Drugfam recently had a day for those bereaved by addiction.120 They asked me to help them contact the
families of three BBC presenters: ***, *** and ***.

These young people have all died in the last two years as a direct consequence of cocaine use. Parents came
from all over the UK and from all walks of life. But it is interesting how many deaths are occurring amongst
a relatively small sample of media workers. It’s quite shameful how the media industry was statistically so
overrepresented in the invites list; and this special day for families really showed that.

Cocaine a Class A drug for very good reasons—many more people are going to find themselves addicted
and need access to treatment. Are we ready for this? I don’t think so. And cocaine may be a warm-up act
for the next drug movement progression:

Crystal meth is coming soon to a dealer near you….

But Why Do Some People Use and Others Don’t?

There are a variety of reasons why young people begin experimentation with substances—in early/mid
teens—and some of these young people are clearly much more vulnerable than others. There is a common
myth that social deprivation is the root of all of these problems. Yes it is a big factor in some communities
and because of a lack of resources in poorer neighborhoods crime is committed to finance habits. But in
Sarah’s experience the illness of addiction is more visible amongst poorer people but it aVects every strata
of society.121

One Rule for All?

Sarah believes in Tough Love—whoever the client is—and sees how privilege can actually hinder a person
facing the consequences of their using.

Unlike Sarah’s previous In-volve clients—often economically and socially disadvantaged—her Harley
Street clients don’t have visits from Social Services; and have the sobering threat of losing their kids to a
foster home.

The ***** was never raided whilst Sarah partied there with the rich and famous and she never faced legal
sanction for her use of a Class A drug.

Another diVerence between Sarah’s 1:1 clients now and the rest of the population is that wealthy/famous
people can pick up the phone in a moment of clarity and be in treatment in a matter of hours.

Children from all walks of life suVer trauma, sexual abuse, emotional abandonment and poor parenting—
often because of their parents’ substance abuse. Our work obsessed culture—with family unfriendly working
hours—is detrimental to young people’s mental health.

The experience of abuse is a known predisposing factor towards drug use (including alcohol) and
oVending behaviour, but women who have been abused are much more highly susceptible to cocaine
dependency than the general background level, and are also vulnerable to exploitative and abusive
relationships. The consequence of this causation is that these women are often exploited in sex work and
drawn into oVending behaviour. The cocaine trade therefore has immediate and far reaching links with
sexual exploitation. Cocaine is also notoriously used to increase sexual appetite and so there is a vicious cycle
that feeds both the demand for exploitative sex and the subjugation of women to meet that demand.

Too many teens are stressed, depressed and fearful for the future. Most media references to young people
label them as “feral”, “yobs” and “anti-social”. Fear breeds fear. And this labeling with negative messages
can damage young people’s self-worth.

The best defense against drug taking is building a better-educated, happier, healthier, more relaxed,
culture that values and has opportunities for all our people.

We must do everything possible to build young people’s self-esteem and give them hope of living a long
and happy life. More integrated communities that value the old and the young, based on spiritual principles
of love and compassion for others, can protect against the pull to self-harm and live a shallow, consumerist,
individualist existence.

The picture is complicated though as research shows that some young people may have a healthy
upbringing but still have a genetic predisposition to abusing drugs or alcohol—an addictive personality.
Whilst others may be very resistant to lots of hard knocks.

Most teenagers are vulnerable to peer pressure and want to fit in. So it can be potluck who your kids hang
out with and what they might be oVered.

120 http://www.drugfam.co.uk
121 http://www.dailymail.co.uk/femail/article-1193746/Housewives-hooked-cocaine-The-middle-class-mothers-class-A-drug-

habit.html
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As a member of the LGBTi (Lesbian, Gay Bisexual, Transgendered, Intersex) community, Sarah is
particularly concerned that LGBTi young people are very vulnerable to substance misuse and
dependency.122

Sarah Graham believes that alongside better drugs education in schools—starting young—as part of the
curriculum: heads and teachers in Britain need to prioritize tackling homophobia/racial and other forms of
bullying. And there needs to be at least one counselor in every school—who is trained to spot and work with
substance abuse.

Alcohol: The Elephant in the Room

Experimentation with substances tends to start with alcohol, cigarettes and cannabis. The disinhibiting
eVects of alcohol—especially when binge drinking—often act as the gateway to illegal drugs; and unplanned
sexual activity.

As Narcotics Anonymous literature states—“Alcohol is a Drug”. The age restricting legislation around
alcohol means that young people perceive alcohol as one drug amongst many others that are illegal for them.
Sarah believes that alcohol abuse and dependency in the adult population and huge cultural denial around
alcohol and its “dark side” has powerful eVects on young people.

Alcohol is the elephant in the room: it is the big issue. And government structure separating drugs/alcohol
into diVerent departments and having media health campaigns that follow this split thinking is very
dangerous for young people.

Binge drinking girls are particularly vulnerable, as many will be first oVered cocaine by a boy—or
predatory older man. Having a wrap of cocaine in your wallet can be viewed by young males as a ticket to
sexual activity.

This is because cocaine increases sexual appetite as mentioned earlier, and if given to a woman who is
already drunk, the eVects of the combination, creating cocaethyline, will intensify this eVect and overwhelm
any disinclination to engage in sexual activity. This chemical subversion is a form of victimisation of the
worst kind, causing the victim huge psychological problems when she regains sobriety as she may not realize
that her will has been undermined, and may regard her activity as depraved and herself as “bad” rather than
regarding herself as having eVectively been raped.

In a well-established binge drinking British culture, cocaine can appear very attractive as it can oVset
many of alcohol’s downsides—slurring, motor coordination problems, passing out—and can reduce the
severity of hangovers. It can seem to be The Answer for people in high-paid careers that have “work hard,
party harder” ethos—such as The City, lawyers, and media.

Alcohol and cocaine combine together in the body to create cocaethylene—even more addictive and very
toxic to the liver. Sarah has seen clients in their teens and early twenties who are presenting with liver
damage, kidney problems, having had a heart attack and even a young woman with a cocaine-induced stroke
and serious brain damage.

Cocaine use fuels and enables greater alcohol use and the two together can create a very powerful
addiction.

The eVects on social order and the number of people going to A & E at the weekend are not being properly
monitored. How much does it cost us all to pick up the tab for this emergency healthcare?

Having been President of Goldsmiths’ College Students’ Union, Sarah has seen how the alcohol industry
targets students and believes the drinks manufacturers must pick up some of the costs to society that the
irresponsible marketing of their product has created.

How to Treat Cocaine Addiction?

Sarah Graham believes that the NTA/NHS is currently failing stimulant drug users, especially those who
“only” use powder cocaine, (often younger people) because the NTA’s approach in recent years has been to
create one-stop treatment shops for addiction (reality—the focus is heroin and crack and skewed towards
the criminal justice system); and there is often little understanding of the illness of addiction and how cross
addiction works—an addict moving between substances and addictive behaviors (process addictions).

Without pulling up all the roots of the addiction in a person the illness will spread like a weed and soon
take over again.

Even many GPs know very little about addiction and miss warning signs that young people are abusing
cocaine. Their main tool is writing a script

and this can often be counter-therapeutic for an addict (adding yet more addictive drugs to the cocktail).
Better training is needed for Drs and more talking therapies to refer to—not just CBT. We need better
recording of drug use by A & E Depts—to spot drug trends and give brief interventions.

122 Death By Diversity (October 2009 cover story, Addiction Today); http://www.addictiontoday.org/addictiontoday/2009/08/
death-by-diversity.html



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [O] PPSysB Job: 442345 Unit: PAG1

Home Affairs Committee: Evidence Ev 175

Traditional services don’t engage younger, “functioning” cocaine users. Especially, not those from certain
communities. They wouldn’t be seen dead in many of them and the clinics usually open during hours that
don’t suit people who still have jobs. As addiction is a progressive illness—eventually people get sick and
desperate enough to “engage”. This is pretty stupid—giving most of the resources to people who are more
damaged and stand less chance of getting well.

To see an alternative model that works—read Appendix 1123.

One of the reasons Sarah left In-volve/NHS to set up Sarah Graham Solutions is that it is painful to see
a client, who may die from their illness, gain insight and motivation at Stim Service, then be stuck on a
waiting list for a residential rehab place; that may not be granted in time. Or having to wait for someone to
keep relapsing and get “bad enough”—or feel they need to commit a crime—to get the proper help they need.

She believes that real recovery is more than being parked on a methadone script for years—attending
depressing clinics and sleepwalking through your life. Recovery is being stabilized—if necessary—detoxed
and then working therapeutically towards remaining drug-free and able to face “life on life’s terms”; and
becoming the person you have the potential to be.

She believes everyone should have access to good, holistic treatment and the possibility of becoming drug
free. Not just those that can aVord to go private, or who are lucky enough to live near a service that does
more than prescribe a “substitute” drug.

You need to know that the successful brief interventions of a great stim service actually look “bad” within
the current system—using NTDMS reporting. Engagement week-in-week out is “success”. Clients being
helped to have a light-bulb moment and then taking immediate action—stopping using—attending self-help
support groups like Cocaine Anonymous or AA and not coming back (except when they need extra help)
looks like “poor performance” in the tick box system.

Memorandum submitted by the Colombian Ambassador to the UK

Thank you for the invitation to meet with yourself and the Home AVairs Select Committee earlier today
to provide information on the eVorts Colombia has undertaken to combat the illegal drug trade.

Following this session, I am writing to submit some additional information to supplement what I said this
morning and further contribute to the Committee’s inquiry into The Cocaine Trade.

I would like to reiterate that Colombia appreciates the cooperation and support of the United Kingdom
in the shared responsibility of fighting illegal drugs. To win this war, one should not look to blame but rather
to work together as allies.

Colombia has suVered for more than 40 years from the devastating and destructive eVects of the illegal
drug trade. No other country in the world has suVered so much, for so long and in so many ways. The stigma
and labelling of Colombia as a “narco-country” has cost us reputation, investment, tourism and
opportunities.

Thus, Colombia is committed to fighting the cultivation of coca and production of cocaine. In the past
year alone, we have reduced cultivation by 18% (UNODC) and production by 39% (CNC). We are also
committed to eradicating existing coca crops and providing peasant communities with alternative
development projects. Another part of our integral plan is to seize cocaine shipments and detain and
dismantle organised criminal networks. Please find attached a factsheet with further information and
statistics on the work being done (See Appendix).

The UK’s support has been instrumental in our fight but more can always be done. UK and Colombian
law enforcement agencies work together in an eYcient and coordinate manner that is producing positive
results. However, Colombia would like further funding and support from the UK in intelligence, armed
forces and police training, eradication and interdiction projects, and alternative development.

In November 2006, the Government of Colombia launched the Shared Responsibility initiative in
London to create a global conscience about the environmental devastation caused by coca cultivation and
to create international alliances against illegal drugs, because the main weapon against drugs is cooperation
between nations. Consumer nations must also work hard to combat the levels of cocaine consumption—as
without demand, there will be very little need for supply.

Finally, I would like to again press upon the importance of the Free Trade Agreement with European
Union and request your support in this matter, which would assist us further in combating the illegal drug
trade. The agreement would give Colombia the opportunity to generate employment and the opportunity
to produce goods and services which could be exported to this market.

I avail myself of this opportunity to renew to the Chairman and members of the Home AVairs Committee,
the assurances of my highest consideration.

November 2009

123 Not printed.
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APPENDIX

THE FIGHT AGAINST ILLEGAL DRUGS IN COLOMBIA—FACTSHEET

Combating production

Eradication

— Since 1998, Colombian authorities have eradicated 1.5 million hectares of illicit crops (Source:
Direction Nacional de Estupefacientes)

— According to the UN OYce on Drugs and Crime (UNODC)’s World Drug Report 2009:

— Between 2007 and 2008, the total area of coca cultivation in Colombia reduced by 18% to an
estimated 81,000 ha [0.07% of Colombia’s territory].

— Since 2000 (163,300 hectares), there has been a 50% reduction of coca crops to
2008 (81,000 hectares).

— “According to the most recent crop estimate from the CNC, potential cocaine production in Colombia
dropped fully 39% between 2007 and 2008.”—US Embassy in Colombia; CIA-Crime and Narcotics
Unit Report, November 2009

Seizures of shipments and assets

— Colombia seizes the most amount of cocaine in Latin America, amounting to 29% of the world
total (Source: United Nations OYce on Drugs and Crime, UNODC).

Year Amount seized (tonnes) No of labs destroyed

2007 131
2008 203 (!55%) 3,451 (!36%) [10x vs. 1998)
Oct 2009 204 2,682

— Since 1999, we have seized 1,433 tonnes of cocaine, reducing the income of drug lords by
approximately US$35 billion.

— 2000–07: 32,352 assets (including bank accounts, real estate, companies, substances, vehicles) have
been seized.

Effects on the Environment

— According to the Colombian Vice-president’s OYce:

— 2.2 million hectares of tropical forest have been cleared for the cultivation of coca (an area
equivalent in size to Slovenia).

— The preparation of 1kg of coca paste requires 1.9 litres of sulphuric acid, 1.25 litres of
ammonium, 193.75 litres of contaminated water and 625 kgs of vegetable waste, which is
subsequently dumped on land and in rivers:

— For each gram of cocaine consumed, 4m2 of tropical forest are destroyed.

— “Overall, risks to sensitive wildlife and human health from the use of glyphosate in the control of coca
(and poppy) production in Colombia are small to negligible” Organization of American States
(OAS)

Alternative Development Programmes

— Forest Warden Families (familias guardabosques):

— Since 2003, the programme has:

— been implemented in 124 municipalities;

— benefitted 107,084 families who have manually and voluntarily eliminated 14,662 hectares
of illicit crops;

— safeguarded 268,000 hectares of forest; and

— total investment by 2009: US$475 million.

— Programme for Productive Projects for communities at risk

— Provides support for business opportunities within productive agriculture.

— To date, 26,529 families have benefitted from the programme in 126 productive projects in
cocoa, coVee, cattle and palm, among others.

— 2006 (start of programme): 1437 hectares of productive projects were established.
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— By 2008: this had grown to 36,946 hectares:

— In aggregate, these projects have recuperated 70,681 hectares of legal crops in areas
formerly used for coca cultivation and cocaine production.

— Total investment by 2009: US$46 million.

Drug Trafficking

— October 2009: there are 8,492 Colombian nationals in foreign prisons for crimes related to the drug
trade (Source: Colombian Ministry of Foreign AVairs).

— 120 drug mules were detained in Colombian airports in 2008:

— 86 Colombians and 35 foreigners.

— NB. This figure refers to those who try to smuggle illegal drugs on their person and does not
include those who have been detained with larger shipments.

— Extradition figures (Source: Colombian Ministry of the Interior and Justice):

— 2002–08: a total of 942 extraditions; and

— increasing trend from 25 extraditions in 1999 to 240 in 2008.

Relationship Between FARC and Drugs

— Vast majority of areas used for coca cultivation are controlled by the illegal armed group, FARC.

— In 2002, estimates placed FARC’s total earnings from the drug trade as high as US$400 million
per year.

— “Nine out of every 10 grams of cocaine sent to the U.S. have passed through the FARC at some
point”—Michael Braun, DEA Chief of Operations (2008).

— “In 2008, the Colombian National Police (CNP) Anti-Narcotics Directorate reported aerial
spraying of over 130,000 hectares of coca and manually eradicating over 96,000 hectares despite
entrenched armed resistance by the FARC, a drug-traYcking organization that is also a designated
Foreign Terrorist Organization. If harvested and refined, this eradicated coca could have yielded
hundreds of metric tons of cocaine worth billions of dollars on US streets”—Bureau of International
Narcotics and Law Enforcement AVairs, US State Department (2009 Statement).

— “DEA investigations have identified elements of Colombia’s Fuerzas Armadas Revoiucionarias de
Colombia [FARC] as being involved in cocaine traYcking in West Africa. The profit potential is such
that the FARC is one of the largest cocaine-traYcking operations globally and is also a terrorist
organization”—Russell Benson, DEA Regional Director for Europe and Africa (October 2009)

NHS National Treatment Agency for Substance Misuse

1. The NTA—Who we are and what we do

The NTA is a special health authority within the NHS, established by Government in 2001 to improve
the availability, capacity and eVectiveness of treatment for drug misuse in England. Since 2007 the NTA has
been similarly responsible for young people’s substance misuse (drugs and alcohol) services.

2. About Drug Treatment

The aim of treatment is to overcome dependency, and reduce the harm caused by drugs to users, their
families and communities. The NTA supports a balanced treatment system that accommodates a range of
needs and circumstances. The needs of young people diVer from those of adults, while clinical and
psychological therapies alike can be eVective at diVerent stages of recovery.

The overall number of individuals in contact with treatment services has more than doubled over 10 years
(to a record 202,666 last year). Four out of five either complete a treatment programme satisfactorily or stay
in treatment long enough (12 weeks) for them and the community to gain lasting benefit. The numbers of
individuals successfully completing a drug treatment programme has risen steadily to more than 34,000 last
year. In 2007 the national average waiting time for drug treatment was recorded as one week, down from
nine weeks previously.

3. Definition of Cocaine and Crack Cocaine

— Cocaine refers to cocaine powder, which is water soluble and is typically “snorted” but is also
injected.

— Crack cocaine or “crack” is the base form of cocaine which is not readily soluble in water and is
usually smoked.



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [E] PPSysB Job: 442345 Unit: PAG1

Ev 178 Home Affairs Committee: Evidence

4. Trends in Treatment for Cocaine Use

The overview and analysis below look at treatment trends across three periods: 2005–06; 2006–07; and
2007–08. Please note that we distinguish between numbers for all individuals in treatment (new entrants to
the system and existing clients); and individuals entering treatment that year (new entrants to the treatment
system). The latter is a more robust reflection of trends in treatment. Primary use is where treatment being
provided is mainly for that drug. Adjunctive use is where the treatment provided includes a secondary drug.
The figures referred to below are shown in tables following the analysis.

4.1 Overview:

— The last few years have seen a steady increase in the total number of individuals entering and
receiving treatment for their cocaine and crack use. However, this must be viewed in the context
of an expanding drug treatment system which has succeeded in getting more people into treatment
for all drug misuse, in significantly reducing waiting times for those trying to access treatment and
in keeping people in treatment once there.

— The total number of individuals both receiving and entering treatment for cocaine use as a
proportion of all drug treatment has risen, but not that significantly (from 5% to 6%). However,
for 19–24yr olds, individuals being treated for cocaine use as a proportion of all drug treatment for
their age group almost doubled between 2005–06 and 2007–08 (from 7% to 13%). Again, for all
19–24yr olds, those getting help for cocaine misuse as a proportion of all new entrants to the drug
treatment system rose from 9% in 2005–06 to 15% in 2007–08. Across all ages, new entrants for
cocaine use rose from 6% to 9%.

— The drug treatment system is expanding and diversifying to accommodate individuals with arange
of needs and circumstances. Broadening the number and availability of approaches for treating
cocaine use has led to more people being helped to overcome problems. The NTA is developing
innovative new approaches to the delivery of drug treatment so that more people can recover from
dependency, particularly new psychological interventions. For further information and to
download practitioner resources, please visit the NTA’s psychosocial interventions resource
library:
http://www.nta.nhs.uk/areas/clinical guidance/psychosocial interventions resource library (PIRL)/
default.aspx

4.2 Further analysis:

— The number of individuals receiving treatment for primary cocaine misuse has risen more than for
those being treated for primary crack misuse, particularly amongst those aged 19–34 yrs.

— The number of individuals receiving treatment for adjunctive crack misuse has risen more than for
those being treated for adjunctive cocaine misuse, particularly amongst those aged 25 yrs and over.

— Throughout all periods, treatment for primary cocaine use was most prevalent amongst those aged
25–34 yrs (but 19—24 year olds in percentage terms).

— In 2007–8, 2,909 individuals aged 19–24 yrs entered treatment for primary cocaine use. This was
up from 1,749 in 2005–06.

— In 2005–06, there were more new entrants to the drug treatment system for primary crack use than
for primary cocaine use (6,657 for crack vs 6,049 for cocaine). In 2007–08, this was reversed (9,001
for cocaine vs 7,234 for crack).

5. Numbers in Treatment for Cocaine Use

Table 1

ALL INDIVIDUALS IN TREATMENT (NEW AND EXISTING) FOR COCAINE AND CRACK
MISUSE 2005–08

2005–06 Proportion 2006–07 Proportion 2007–08 Proportion
(of treatment (of treatment (of treatment

population) population) population)

Cocaine
Main 8,252 5% 10,770 6% 12,592 6%
Adjunctive 9,072 n/a 11,525 n/a 12,129 n/a

Crack
Main 9,526 6% 10,826 6% 10,996 6%
Adjunctive 30,309 n/a 35,591 n/a 41,905 n/a
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Table 2

INDIVIDUALS ENTERING TREATMENT (NEW ENTRANTS TO THE TREATMENT SYSTEM)
FOR COCAINE AND CRACK MISUSE 2005–08

2005–06 Proportion 2006–07 Proportion 2007–08 Proportion
(of new (of new (of new
entrants entrants entrants
to drug to drug to drug

treatment) treatment) treatment)

Cocaine
Main 6,049 6% 7,476 7% 9,001 9%
Adjunctive 5,935 n/a 7,067 n/a 7,357 n/a

Crack
Main 6,657 7% 6,904 7% 7,234 7%
Adjunctive 19,693 n/a 21,375 n/a 25,227 n/a

Please note that The adjunctive drug numbers are not reported as a percentage of the overall treatment
population as the compliance levels of reporting second and third presenting drugs have improved
consistently over the last three years and some of the increase shown in numbers could be in part be due
increased improvement in services reporting these data items.

6. Improving Treatment for Cocaine Users

6.1 Clinical guidelines and the range of treatment for cocaine

Current treatment for cocaine dependency

NICE guidelines124 and the 2007 Clinical Guidelines125 (Drug Misuse and Dependence: UK Guidelines
on Clinical Management) make it clear that psychosocial interventions are the mainstay of treatment for
the misuse of cocaine and other stimulants. The NTA advocates a number of innovative psychosocial
approaches and is supporting the drug treatment workforce to deliver these eVectively, including: brief
interventions (focusing on motivation and providing feedback to change behaviour); contingency
management (using incentives to encourage client to remain drug free); mutual support (such as Cocaine
Anonymous and Narcotics Anonymous); behavioural family / couples therapy; and family based
interventions.

Other interventions can include: in-patient treatment and/or residential rehabilitation—which may be
appropriate for people with more severe cocaine problems; appropriate medical or psychological
interventions for people with cocaine-related psychiatric problems.

All of these interventions need to be available for primary cocaine misusers and those who are misusing
cocaine in conjunction with other drugs.

All drug users in treatment should have a personal care plan that assesses their needs and maps out the
steps they will take through treatment. This covers not only drug use but also health, social functioning and
criminal involvement.

For further guidance on treating cocaine misuse—see sections 4.1, 4.2, 4.4, and 5.10 of the 2007 Clinical
Guidelines

Please note that there is no eVective substitution prescribing for cocaine (or crack) dependency.

6.2 Guidance on crack and cocaine treatment

The NTA has previously produced a range of guidance on treatment for crack and cocaine misuse, which
is available on the NTA website: www.nta.nhs.uk.

124 NICE (2007). NICE clinical guideline 51 Drug Misuse: psychosocial interventions. London: National Institute for Health
and Clinical Excellence
NICE (2007). NICE clinical guideline 52 Drug Misuse: detoxification. London: National Institute for Health and Clinical
Excellence

125 Department of Health (England) and the devolved administrations (2007). Drug Misuse and Dependence: UK guidelines on
clinical management. London. Department of Health (England), the Scottish Government, Welsh Assembly Government
and Northern Ireland Executive



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [E] PPSysB Job: 442345 Unit: PAG1

Ev 180 Home Affairs Committee: Evidence

6.3 Future developments in pharmacological interventions for cocaine dependency

A number of pharmacological treatments for cocaine dependency are in development including
substitutes, withdrawal treatments and vaccines. The NTA is monitoring these with interest but is unable
to comment on them at present because most are still in the development stage and are not yet considered
eVective treatment.

June 2009

Memorandum submitted by Mr Mitch Winehouse

My name is Mitch Winehouse. I am a London Taxi Driver. I am making a film for Channel 4 about my
personal experiences and also highlighting the problems that families are facing dealing with addiction.

I have spent over nine months making this film. Along with my colleagues who are producing and
researching for the film, we have discovered many disturbing facts relating to drug addiction and the
problems that the families of addicts are facing.

I am keen to highlight the problems that aVect many thousands of addicts and more importantly their
families. Most families cannot aVord expensive private rehabilitation and through a lack of understanding
about the mental health issues surrounding drug addiction, feel that they have failed in some way. They are
often left facing these issues in isolation and in some cases, secrecy.

Through my own experiences I understand what families aVected have had to endure. I took it upon
myself to look at the current situation to find out what help is available not only to families of addicts, but
also to the addicts themselves.

Having spoken to dozens of families and through my research I have found that there are many well
meaning web sites set up to help families dealing with addiction. The problem many families are facing is
that, firstly, they must be computer literate and, secondly, they must be willing to talk to someone over the
phone or communication through the internet. Most families are unwilling and unable to air their feelings
and innermost fears and worries for a family member in this way.

We found that there is a distinct lack of personal help for people who cannot aVord private counselling.
Of course, if families can aVord private counselling there are many options open to them.

If an addict wishes to come oV drugs voluntarily, there is a veritable minefield to cross. Again, if the addict
or their family can provide private funding there is a wealth of counselling and rehab facilities to choose
from.

If the addict cannot aVord private intervention, what does he or she do and where do they go?

The first port of call would usually be the local GP who would refer the person to the local area health
authority.

The health authority would insist that the addict remain clear for a period of time before they would
interview them. In the unlikely event that the addict complied with the abstinence rule, the health authority
would grant an interview and an examination.

The addicts that we have spoken to have told us that when they want to stop taking drugs, they want to
stop taking drugs immediately. The chances of them abstaining for a period of time before the area health
authority examination is very slim. What is needed is immediate intervention, but as we shall see, that is near
impossible.

Last year, the Government gave nearly £400 million to fund drug rehabilitation. The vast majority of that
is being taken up by the Criminal Justice System. If, for instance, an addicted burglar is before a court and
his oVence is not deemed serious, that person will routinely be oVered a place in a rehab facility. It is similar
to a convicted speeding motorist facing a 3 point penalty being oVered a place on a speed awareness course
with no points penalty.

Most addicted oVenders are being coerced into rehab, with obvious results. Less than 2% remain clean 6
months after they leave rehab.

So what happens to addicts who are not oVenders and who voluntarily wish to stop taking drugs? There
is very little funding left to help them because it is being taken up by the Criminal Justice System.

There are many variances across the country but on average an addict would have to wait at least one year
to get into a residential rehab facility. In parts of Scotland there is a 2 year wait just for chemical intervention
(methadone/subutex). Chemical intervention only stabilises the addict, it does not deal with the addiction
itself.

So an addict who is not an oVender must first of all abstain from drugs before they are granted an interview
by the local area health authority. Then they are told that no meaningful help is available to them for on
average, one year.

Anecdotally, we have heard many accounts of desperate, non-oVending addicts committing crimes so that
they too can receive the kind of help that is not available to them as non-oVenders.
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It is not only non-oVending addicts who are being starved of help. I have recently been filming with a
facility called Focus 12, which is based in Bury St Edmunds. It is a private rehab facility which exists on
public donations and which relies on funding from the government to help it maintain its services. They have
found that their funding has been reduced on a year by year basis. The director told me that they have never
turned away someone who needed help. The director of the facility also told me that in the month of June
2009 he had to pay his staV out of his own pocket, or the facility would have closed down. The “clients”
would have had to be sent away.

Focus 12 also run a family group therapy once every week. The counsellors who run these meetings do
so free of charge. It is one of the only facilities that oVer this kind of therapy, where families of addicts can
speak openly about the eVects of addiction without fear of being ridiculed or ostracised. Personally, I found
this group activity very helpful.

The families involved come from all walks of life. They tell heart-breaking stories of their sons and
daughters, husbands and wives who seem to be beyond help, stories of lost careers and university graduates
being sent down for drug abuse.

Some addicts have no intention of ever giving up drugs but most others are crying out for help. Addicts
and their families are becoming more and more desperate. How can we help these people?

Last week, our own Justice Minister Jack Straw called for heroin to be given to addicts by prescription.

Let’s look at this statement for a moment. Jack Straw is one of our most senior and most respected
politicians. He would never make a statement like that lightly. He was referring of course to the recent
RIOTT (randomised injectable opiod treatment trial) report.

The RIOTT trial was not designed to cure addicts but to enable to addicts to manage and maintain their
lives without resorting to criminality.

The trial involved 127 entrenched, hardcore, oVending addicts who resorted to crime as a means to
purchasing heroin. The addicts admitted to spending on average £300 per week each on heroin. In most cases
the £300 that was spent was obtained by criminal means.

Heroin was given to the addicts free of charge but they were monitored by nursing staV while they took
the drugs. They were also counselled and had therapy during the trial period. Assistance was also given
regarding benefits and housing.

At the start of the trials, 75% of the heroin addicts also admitted to using crack cocaine. As a welcome
but unexpected by-product of the trials, it was found that crack cocaine usage was greatly reduced amongst
the test subjects.

At the end of the trial period the addicts involved said that they now spent on average only £50 per week
on street heroin. They also admitted that they committed two thirds less crime.

The impact that these results would have if this system were adopted nationally would be staggering. That
is why Jack Straw came out with his statement last week. He understands better than most that the time has
come for a serious rethink.

I am not advocating the legalisation of drugs, although some experts feel that that is the only way forward.
I am advocating heroin to be given to addicts on a prescription basis, accompanied by counselling and
therapy. Let us help these unfortunate people and as a result we will be helping to clean up our streets.

One of the criticisms of this system is that each addict will cost us £15,000 per annum to give them their
heroin and for counselling and therapy sessions. How much will we save by having less crime on our streets?
Also far fewer oVenders will have to be sent to prison. This will save £44,000 per inmate per annum. I feel
that this system will pay for itself many times over.

This system has been operational in Switzerland for the past 15 years. It has been so successful that it has
been recently ratified by a two-thirds majority by the Swiss parliament.

Portugal has recently decriminalised drug usage. Now the Portuguese police can concentrate on the real
oVenders, the drug dealers.

If the RIOTT system was adopted here, think of the hope that would bring to the hundreds of thousands
of addicts and their families who see no hope at the present. Think of the reduction in crime and the impact
that would have on our communities.

October 2009



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [E] PPSysB Job: 442345 Unit: PAG1

Ev 182 Home Affairs Committee: Evidence

Memorandum submitted by UK Border Agency

1. EU Customs Cooperation Working Group (CCWG)—details about this group: its composition/remit/
members etc

This group was established by virtue of a decision by the Council of Ministers to enhance co-operation
between Member States in the field of Customs law enforcement. It is attended by customs oYcials from all
Members States and the European Commission and where appropriate by oYcials from Europol and OLAF
(European Anti-Fraud OYce).

Customs co-operation in criminal matters is influenced by the Hague Programme for closer co-operation
in justice and home aVairs at EU level. The programme’s main aim is to make Europe an area of freedom,
security and justice as agreed at the Tampere EU Summit in 1999. Its measures include customs cooperation,
primarily involving information sharing and ensuring greater civil and criminal justice co-operation across
EU borders.

The work of the group is managed through an overall action plan overseeing a number of specific projects,
including JCOs—Joint Customs Operations that involve steps such as anti-smuggling exercises, risk testing
and intelligence sharing at a working level. HMRC and UKBA actively participate in JCOs and other work
of the CCWG where they relate to our priorities and objectives and there is a clear benefit.

Current examples of cross EU partnership working relating to cocaine are:

— Working with the World Customs Organisation, Interpol and the UNODC, EU member States
have been strengthening their controls on flights to Europe from certain Central African hub
airports, targeting people starting their journeys in Africa as well as those transiting from South
America.

— A joint customs and police operation will be targeting cocaine smuggling to Europe in maritime
containers originating from South and Central America, either directly to Europe or diverted
through West African ports.

Both operations are in their early stages but we expect short term results to include additional shipments
of cocaine taken out upstream en route to UK and Europe. As well as any real time intelligence that we can
act upon, we expect evaluations to improve our targeting information and risk profiles.

2. Comparative figures for the percentage of cocaine being smuggled through airports which is seized didn’t
vary much between countries / Member States (in the Netherlands the Committee were told that the Dutch
seized around 30% of all drugs coming through Schiphol airport, but that in other countries it was more
typically 14%)

Neither SOCA nor UKBA have any reliable data that allow us to express our seizures as a percentage of
drugs coming through UK airports. Using data from World Customs Organisation (WCO) Annual Report
2008 we can give comparative data for cocaine seized by Member States for the period 1 January 2008—31
December 2008. Refer to Appendix 1.

3. Whether ethnicity data are collected, and if so provide a breakdown of ethnicity of those arrested?

We record ethnicity data on people in relation to:

— “Searches of person” for customs purposes under section 164 of Customs and Excise Management
Act 1979, whether physical or by use of x-rays or other testing/scanning.

— Persons arrested.

Statistics for customs searches of person are published in HM Revenue and Customs and in future UK
Border Agency annual reports. Figures for 2008–09 are:

Refer to Appendix 2

Statistics for those arrested by customs (whether HMRC investigation or UKBA) in connection with all
Class A drugs oVences. We are unable to provide data for cocaine oVences alone.

Refer to Appendix 3

4. Factors used by UKBA to profile persons or flights where there is suspicion of cocaine smuggling

We select freight consignments and people for checks and examination using a variety of targeting
techniques and indicators in order to identify those that have no legitimate purpose for entering the UK
and/or pose a threat to our national and economic security and well being.

To do this we will use information from a variety of sources including intelligence information and
assessments, passenger and cargo information provided by airlines and shipping companies and any
smuggling trends we identify from previous cocaine seizures that we have made in the UK and from seizures
made overseas.
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With regard to air passengers our pre arrival targeting system will identify unusual journey patterns and
travel arrangements. For example this will include:

— Origin of travel and route into the UK.

— Travel history.

— Information regarding the purchase of tickets.

— Information about the passengers baggage.

— Information about the passenger regarding any previous smuggling attempts or involvement in
crime.

OYcers at airports will also profile passengers as they arrive, using a variety of indicators on behaviour
and demeanour drawn from smuggling trend information.

The ethnicity category of any person does not play any part in these processes. The IC code shown on the
voluntary inspection form seen during the Committee’s visit enables us to provide the search of person
statistics mentioned above.

5. UKBA’s international activity

The UK Border Agency is a global organisation with 25,000 staV, operating across 135 countries, 365 days
a year, providing essential services to the taxpayer—securing the border, controlling migration in the interest
of the United Kingdom and enforcing immigration and customs controls.

Through our country plans we work closely with the FCO to ensure that, while responding flexibly to
changing economic conditions and the need to continue to thrive as a global hub, the UK is protected from
the people and goods that pose a threat to our society. We are increasing our eVorts to ensure that we can
intercept at the earliest point those who pose a threat to our national interests and security. Set out below
are three specific examples where we are applying this principle:

Ireland—We have been working closely with the Government of the Republic of Ireland to strengthen
the Common Travel Area (CTA) for a significant period of time and remain committed to building on that
relationship in the future. We work closely with our Irish counterparts to explore and mitigate abuse of the
CTA. The work of the group is managed through an overall country action plan overseeing a number of
specific projects. Through the framework of this plan, the UK and Republic of Ireland have in partnership
carried out a number of successful operations to tackle cross border abuse; continued to work closely on the
development of the e-Borders Programme and the proposed Irish equivalent system; and established a data
sharing programme aimed at preventing cross border crime within the CTA.

Libya—Libya is a major transit country from the Horn of Africa to Europe, and the UK. A stronger
Libyan border results therefore, in a stronger UK border. We are therefore working hard to strengthen
Libyan border and migration management through investing over £200,000 to assist the return of illegal
migrants to their home countries and the UK has recently committed to partner two EU Thematic Fund
bids which are dedicated to building capacity in Libyan border management and helping to target the high
level of people traYcking in the region.

Vietnam—Vietnam is one of UKBA’s priority countries for migration action. We have had a productive
Returns’ MOU with Vietnam since 28 October 2004. IMPAVID is the name given to visits to the UK at our
invitation and expense by oYcers of the Ministry of Public Security to re-document suspected Vietnamese
illegal migrants. They started as a consequence of the signing of our Returns MOU with Vietnam and have
continued since. The Vietnamese side have shown themselves to be pragmatic and helpful and most of our
removals success since the MOU came into force is attributable to IMPAVID.

In the last few years we have significantly increased our use of risk and intelligence tools in order to
strengthen the UK’s border overseas. We are one of the first border agencies in the world to introduce
biometric visas—three quarters of the world’s population now need to provide fingerprints which are
checked against police and immigration watchlists before they can get issued with a visa. We have extended
the visa regime to five new countries this year—South Africa, Lesotho, Swaziland, Bolivia, Venezuela.

In 2008 we established the Risk and Liaison Overseas Network (RALON), a network of 100 dedicated
oYcers who provide risk-assessment support to visa services, building relationships with and provide
training to host governments, foreign missions, local law enforcement and airline staV. RALON oYcers
have already helped detect smuggled goods—we will extend their role where appropriate to support our
“Bridges” (currently Westbridge and Airbridge) type activities and build close links with SOCA’s
overseas oYcers.

We work closely with HMRC and SOCA’s overseas crime liaison oYcers to coordinate operational
intelligence and upstream disruption. In operations Airbridge and Westbridge we provide mentoring and
training to host agencies in countries who wish to collaborate to stem the flow of drugs through their ports
or airports. We work with HMRC under the Government’s Tobacco Strategy to strengthen international
partnerships to tackle tobacco smuggling.
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We aim to maintain and extend these partnerships, ensuring that we retain suYcient flexibility and agility
to respond to changing threats and to maintain value for money for taxpayers. We are therefore aiming to
expand and evolve the Airbridge and Westbridge model, in partnership with EU Member States and willing
host agencies to provide a framework for a flexible upstream disruption model that can be deployed
relatively quickly as threats change. To this end we submitted two bids for EU funding for a 3 year structured
plan to support Bridge activity in the Caribbean and West Africa.

6. Further information on wider benefits of creation of UK Border Agency

We have set up the UK Border Agency—a single force bringing together immigration, customs and visas
checks. Last year UKBA stopped 28,000 individual attempts to cross the channel illegally and the number
of illegals detected in Kent fell by nearly 90% from around 14,600 in 2001 to 1,800 in 2008.

— We have invested in new technology to strengthen the border. Since January this year, technology
used in customs checks has helped in the seizure of illegal drugs worth over £212 million and since
April 2009 we have stopped over 25,000 dangerous weapons, including firearms, stun guns and
knives, reaching the streets.

— Since December 2007, all visas are biometric and everyone applying for a visa has been subject to
fingerprint checks to stop illegal immigration. So far we have enrolled over 5 million sets of
fingerprints, detecting thousands of false identities.

— We are rolling out electronic border controls which by next year will be counting the majority of
people in and out and checking against watch lists. We have already screened 130 million passenger
movements in and out of the UK against immigration, customs and police watch lists. This has led
to over 4,600 arrests for crimes including murder, rape and assault, and significant counter-
terrorism interventions.

— Ultimately, e-Borders will provide an electronic entry/exit system that will improve our ability to
secure the border. Although only based on biographical information, this will go a long way to
providing a full passenger movement audit which could be augmented with targeted physical
controls to capture biometrics.

— We have completed the installation of facial recognition gates in 10 terminals in the UK.

— We have introduced identity cards for foreign nationals. We have now issued over 100,000 cards
for foreign nationals.

APPENDIX 1

DATA FROM THE WORLD CUSTOMS ORGANISATION (WCO) FOR
THE PERIOD 1 JANUARY 2008 TO 31 DECEMBER 2008

Cocaine—More than 10kgs seized

Country Quantity (kg) By Percentage

Spain 21,053 56.06%
Portugal 3,319 8.83%
Netherlands 2,926 7.79%
Belgium 2,790 7.42%
United Kingdom 2,488 6.62%
France 2,426 6.46%
Italy 1,399 3.72%
Germany 724 1.92%
Switzerland 146 .38%
Israel 125 .33%
Norway 57 .15%
Ireland 46 .12%
Austria 19 .05%
Malta 18 .04%
Denmark 16 .04%

Cocaine—Main destination countries in Western Europe

Country Quantity (kg) By Percentage

Spain 21,430 57.79%
Netherlands 3,377 9.10%
Portugal 2,987 8.05%
United Kingdom 2,386 6.43%
Belgium 2,203 5.94%
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Country Quantity (kg) By Percentage

Italy 1,930 5.2%
France 1,911 5.15%
Germany 289 .77%
Switzerland 192 .51%
Israel 136 .36%
Ireland 84 .22%
Norway 62 .16%
Austria 42 .11%
Malta 21 .05%
Sweden 14 .03%
Denmark 13 .003%

The number of cocaine seizures made in Northern Europe in 2008 decreased, falling from 5,707 cases to
4,904 cases. The volume of cocaine seized declined considerably, from just under 55 tonnes in 2007 to a little
over 36 tonnes in 2008. This decrease can be explained principally by the fact that Spain, despite remaining
the most eVective country by far in this domain, showed a fall in cocaine seizures of over 15 tonnes compared
with 2007.

The Netherlands also noted a fall in cocaine seizures of approximately four tonnes, from just over seven
tonnes seized in 2007 to less than three tonnes in 2008.

— Five Western European countries (Spain, the United Kingdom, Germany, The Netherland and
France, in descending order) are alone responsible for 83% of the total number of seizures input
into the WCO database for the European region.

— The number of Cocaine seizures made in 2008 decreased by 15%. The volume seized also declined
by 35%.

— The Netherlands noted a fall of approximately 4 tonnes from the amount of Cocaine seized in 2007.
In contrast, other Western European countries have recorded substantial increases.

[Data source: World Customs Organisation Annual Report 2008]

APPENDIX 2

ETHNICITY DATA FOR SEARCH OF PERSON

Search of Person by Ethnic Identification Category

Other items/goods
Number of found prior to search

Ethnic Category persons searched Successful Success rate of person

Northern European 1,271 40 3.15% 216
Southern European 352 6 1.70% 61
African Caribbean 1,655 54 3.26% 110
Asian 230 7 3.04% 44
Oriental 23 0 0.00% 9
Middle Eastern 55 4 7.27% 15

Explanatory notes
1. Ethnic category : these are standard identification categories used to describe ethnic appearance.
2. Successful: means that goods liable to customs forfeiture were found as a result of the search of person.
3. Other items/goods found prior to search of person: these relate to items of goods not liable to customs

forfeiture and found prior to the conduct of the search of person. They are not recorded as a success but
are reported alongside search data to help provide a fuller picture of our eVectiveness in the search of
person.

[Data source: HM Revenue & Customs Spring Report 2008–09]

APPENDIX 3

ETHNICITY DATA FOR THOSE ARRESTED BY UKBA 2008–09

Class A (Cocaine and Heroin) Ethnicity Data for 1 April 2008 to 31 March 2009

ID-CODE Total of Arrests

Unknown 0 48
Northern European 1 216
Southern European 2 30
Afro Caribbean 3 236
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ID-CODE Total of Arrests

Asian 4 29
Oriental 5 4
Grand Total 563

Class A (Cocaine and Heroin) Ethnicity Data for 1 April 2009—21 November 2009

ID-CODE Total of Arrests

Unknown 0 55
Northern European 1 120
Southern European 2 26
Afro Caribbean 3 110
Asian 4 9
Oriental 5 2
Middle Eastern 6 3
Grand Total 325

[Data source: Police National Computer (PNC)]

Memorandum submitted by the Addiction Recovery Foundation

Executive Summary

1. People can and do recover from using all types of cocaine, and lead drug-free lives.

2. There is no government-approved medication to support cocaine treatment, neither in the UK nor US.

3. Statements in appendix from UK treatment centres’ confirm their patients achieve drug-free lives.

4. These statements show that 50–77% of drug patients in UK treatment centres were using cocaine.

5. However, a maximum of 20% used only cocaine; the vast majority are polydrug users, including
alcohol.

6. These successful centres do not treat cocaine users diVerently to users of other drugs.

7. They report success rates for cocaine users as being similar to users of other drugs.

8. Empirical research confirms that the treatment oVered, a combination of individual and group
counselling with 12 step groups, oVers most improvements in patients.

9. Users of powder cocaine are denied equal access to eVective treatment as is given to heroin and crack
cocaine users; users of other drugs are similarly discriminated against.

10. This is despite the fact that a significant number of powder cocaine addicts deteriorate to using crack;
treating the former is a treatment in itself and prevention of years of harms towards the latter.

11. Inequality/discrimination results from the Home OYce definition of “problem drug users” not being
adopted by the National Treatment Agency for Substance Misuse, which redefined PDUs solely as heroin
and crack cocaine users; so only the latter can be used for targets, statistics and funding.

12. Even crack cocaine users have diYculty accessing appropriate treatment: only 2–3% of people defined
as “in treatment” by the NTA are in reality allowed to access the eVective treatment cited above.

13. Figures are further opaque as NTA targets in its Annual Report 2008/9 and elsewhere redefine users
as “free of dependency”—in reality, they quit but one drug and can still be dependent on/use other drugs.

Supporting Information for above Statements

1. People can and do recover from using cocaine, as well as other psychoactive drugs

1(a) Cocaine Anonymous is the fastest-growing 12-step self-help/mutual aid group in the UK. CA UK
started with one weekly meeting in London in 1992—now there are about 125 weekly meetings nationwide,
of which about 50 are held in hospitals and institutions, including prisons. CA “encourages its members to
observe complete abstinence from all drugs, including alcohol… It is our experience that complete and
continuous abstinence from all drugs is the best foundation for recovery and personal growth”.
www.cauk.org.uk/Public%20Information.html

1(b) The appendix also contains confirmations from 13 residential rehabs that they successfully get
cocaine addicts drug free. Even cocaine-addicted oVenders, known to have complex needs, can become drug
free and contribute to society; the appendix cites independent research into oVenders treated by the
Rehabilitation for Addicted Prisoners’ trust—oVenders whose main drug is crack re-oVend less than users
of other drugs.
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1(c) Yale University research, among others, confirms that cocaine users can become drug free:

“We reinterviewed 94 cocaine abusers one year after they sought treatment to assess predictors of
treatment retention and outcome. Results suggested that: a) Many cocaine abusers did
comparatively well; fully a third reported complete abstinence during the 12 months preceding the
follow-up interview.”

One-Year Follow-Up Status of Treatment-Seeking Cocaine Abusers: Psychopathology and Dependence
Severity as Predictors of Outcome. Kathleen Carroll et al. www.ncbi.nlm.nih.gov/pubmed/8426174

(NB: better results are achieved using the treatments recommended by the meta-analysis in paragraph xx)

2. There is no government-approved medication to support cocaine treatment, in the UK or US

2(a) “Currently, there are no FDA-approved medications for treating cocaine addiction.”

Statement by US government’s National Institute on Drug Abuse (NIDA) in Info Facts/Cocaine, June
2009. www.nida.nih.gov/Infofacts/cocaine.html

2(b) One reason such medications cannot yield consistent results could be that cocaine users are not
usually limited to that one drug; polydrug use is confirmed by research and by UK organisations—see (5).

3. Statements in appendix from UK treatment units confirm their patients achieve drug-free lives

3(a) These statements are from:

Rehabilitation for Addicted Prisoners’ trust
Action on Addiction Bosence Farm
Broadway Lodge Capio Nightingale Hospital
Cygnet Hospital Harrow Ley Community
Mount Carmel Nelson Trust
Providence Projects Rhoserchan
TTP Recovery Communities St James Project/Walsingham House
Western Counselling.

3(b) Patients completing the course leave treatment drug free; followup research shows up to 81% are
drug-free a year later. The figures might be better: anecdotally, I have heard many people in AA and NA
state that they were discharged or relapsed but are now clean and sober, albeit two to three years after leaving
treatment.

4. These statements show that 50–77% of patients in UK treatment centres were using cocaine

Figures for 12 treatment organisations in the appendix show that at least half of all patients being treated
for drugs used cocaine. The Action on Addiction figure is lower; this could be due to the fact that its data
goes back five years, when such patients were less frequent. The only other exception is Western Counselling.

5. A maximum of 20% used only cocaine; the vast majority are polydrug users, including alcohol

5(a) Figures from the treatment organisations in the appendix show that a maximum of 20% of patients
use cocaine exclusively; up to 77% are polydrug users.

5(b) This current experience is backed by research. “Cannabis was taken by the majority of [general
population] polydrug users who had used drugs in the last year (88%)… Cocaine powder was the next most
commonly-used drug for polydrug users (66%) . . . Among the group using more than one type of stimulant
drug, cocaine powder was most likely to be taken with nine in ten (89%) reporting using this in the last year.”

Statistics on Drug Misuse, England. November 2009. Page 10.

www.ic.nhs.uk/webfiles/publications/drugmisuse09/Statistics on Drug Misuse England 2009 revised.pdf

5(c) In the US, a 2005 Treatment Episode Data Set report found 64% of people seeking drug treatment
were polydrug abusers. www.samhsa.gov/Financing/post/Treatment-Episode-Data-Set.aspx

5(d) “The researchers found that during the study period 48.7% reported polydrug abuse. Alcohol,
cocaine, and marijuana were the most commonly abused substances, both alone and in combination.”

Mono- versus polydrug abuse patterns among publicly funded clients. November 2007 www.ncbi.nlm.nih.gov/
pubmed/17996066

NB: The (5d) figure is for publicly-funded patients only. UK treatment centres rarely treat publicly-funded
patients only, taking self-pay patients also. Thus this research supports a comparable figure of over 50%.

6. These successful centres do not treat cocaine users diVerently to users of other drugs

Clinical treatment of cocaine users and other-drug users in 13 of the treatment organisations in the
appendix is similar. The one exception is Capio Nightingale.

Detoxification from cocaine (at the very start of treatment or elsewhere pre-treatment) can diVer from
other drugs.
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7. They report success rates for cocaine users as being similar to users of other drugs

7(a) Action on Addiction reports better success with these clients: “In our residential treatment
programme at Clouds House, 72% of crack cocaine and cocaine users and 55% using other drugs completed
treatment. In our structured day treatment programme in Liverpool, 76% of those who used cocaine as their
main drug and 68% of those who used all substances, including cocaine, completed treatment drugfree”.

7(b) The other 12 treatment centres in the appendix recorded no significant diVerence in outcomes
between cocaine users and other-drug users.

7(c) There is also no significant diVerence in outcomes for oVenders treated by the RAPT programme.
Independent analysis of RAPT showed that 80% of oVenders stating crack/cocaine as their main drug were
not reconvicted in the year after treatment. Of 392 participants whose primary or secondary drug of choice
was powder cocaine, 61.2% graduated from the programme, whose mean is 61.3%. Of 811 participants
whose primary or secondary drug of choice was crack cocaine, 59.4% graduated.

8. Empirical research confirms that the treatment oVered, a combination of individual and group counselling
with 12 step groups, oVers most improvements in patients

8(a) “Medically assisted detoxification is only the first stage of addiction treatment and by itself does little
to change long-term drug abuse. Patients should be encouraged to continue drug treatment following
detox.”

Principles of drug addiction treatment: A research-based guide. April 2009. www.drugabuse.gov/PDF/
PODAT/PODAT.pdf

8(b) Research by Professor Roger Weiss of Harvard University proves that combining treatments with
self-helps gives the best improvements:

“EVective treatment can reduce the correlation between craving and subsequent drug use by
helping patients abstain despite high craving. This study examined the relationship between
cocaine craving, psychosocial treatment, and cocaine use in the ensuing week… The treatments, all
of which were manualized, were (1) individual drug counselling, based on the 12-step philosophy of
treatment [which] emphasized the disease model of addiction, advocated healthy behavioral and
lifestyle changes, and strongly encouraged self-help group therapy attendance; (2) supportive-
expressive psychodynamic therapy . . ., (3) cognitive therapy . . . and (4) group drug counselling,
which educated patients about addiction recovery and strongly encouraged 12-step group
participation… Results from the study revealed that patients who received individual drug
counselling plus group drug counselling had cocaine use outcomes that were significantly better
than those in the other treatment conditions, as shown by the greatest degree of improvement on
the drug use composite score of the Addiction Severity Index, the fewest days of cocaine use, and
the greatest number of abstinent months.”

The Relationship Between Cocaine Craving, Psychosocial Treatment, and Subsequent Cocaine Use. By
Roger D Weiss of Harvard University et al. http://ajp.psychiatryonline.org/cgi/reprint/160/7/1320

8(c) This is consolidated by research which shows that combining treatments with self-helps also cuts
dealing:

“When patients were grouped according to the treatment experiences reported within the followup
year, interesting diVerences emerged… Patients who selected inpatient care followed by intense
involvement in outpatient care with selfhelp groups reported the longest periods of abstinence
from cocaine and the lowest levels of cocaine use. This group was also significantly less involved
in criminal activities and drug dealing.”

Summary of Combinations of Treatment Modalities and Therapeutic Outcome for Cocaine Dependence,
page 255 of Cocaine treatment: Research and clinical perspectives. By National Institute on Drug Abuse,
Research Monograph Series no 135. www.drugabuse.gov/pdf/monographs/135.pdf

8(d) Such treatment combinations work best probably because they address complex problems in
patients:

“Numerous studies have pointed out the risks of cocaine use for mental health. Most clinical
studies report a high psychiatric comorbidity, mainly among crack users… These findings suggest
that mental health consequences are related more to the intensity than to the form of cocaine use.”

Relationship between cocaine use and mental health problems in a sample of European cocaine powder or
crack users by Christian Haasen, Michael Gossop et al. http://ukpmc.ac.uk/articlerender.cgi?artid%563043

9. Users of powder cocaine are denied equal access to eVective treatment as is given to heroin and crack cocaine
users; users of other drugs are similarly discriminated against

9(a) See points 11–12 on later pages.
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9(b) Commissioners could provide this answer more easily than providers rather: “funding is nearly
always in place before referral/admission so we wouldn’t know”. Despite this, some providers gave
revealing quotes:

“The current treatment system is geared to support PDU’s (opiate and Crack cocaine addicts). It
fails miserably to address the needs of those with cocaine, alcohol and polydrug use. This group
can recover quickly and eVectively if directed into abstinent programmes of recovery and to the
mutual aid and self help groups,” reports Walsingham House. “The clients we have treated for
misusing powder cocaine as their drug of choice have in the main funded their own treatment,”
reports Rhoserchan. “All cocaine addicts here are privately funded. Our experience in line with
the NTA definition is that one needs to be heroin/crack dependent to have any chance of getting
treatment,” reports Providence Projects. “It is our experience that the commissioning system seems
to prioritise crack and opiate users over cocaine users and doesn’t seem to recognise the significant
relationship between alcohol and cocaine use,” reports Action on Addiction.

9(c) At least one excellent commissioner who met local needs/assessment had about £1million taken from
his treatment budget annually—because he did not meet NTA heroin/crack targets, even though
irrelevant locally.

10. This is despite the fact a significant number of powder cocaine addicts deteriorate to using crack; treating
the former is a treatment in itself and prevention of years of harms towards the latter

“Although 68% reported lntranasal use as the preferred route of administration at the time of
initiation to cocaine, by 12 years later (the average period from initiation to treatment entry), most
patients had shifted to crack smoking. At the time of entry into index treatment, only 32% were
using by the intranasal route.”

Ibid (8) . . . Drug Abuse Cocaine Treatment: Clinical & Research Perspectives.

11. Inequality/discrimination results from the Home OYce definition of “problem drug users” not being
adopted by the National Treatment Agency, which redefined PDUs solely as heroin and crack cocaine users;
so only the latter can be used for targets, statistics and funding

11(a) The Home OYce website states that “PDUs are defined as a person who experiences social,
psychological, physical or legal problems related to intoxication, regular consumption, or dependence, as a
consequence of their own use of drugs”. [This submission agrees with the Home OYce definition.]

http://drugs.homeoYce.gov.uk/treatment/treatment-model-faq/index.html

11(b) However, the National Treatment Agency for Substance Misuse has narrowed the definition, so
that the majority of people defined as PDUs by the Home OYce are excluded from targets, statistics and
funding:

“By April there were 163,127 problem drug users in eVective treatment; that is, heroin or crack
users.”

Statement by NTA CEO Paul Hayes in NTA Annual Report 2008/9, page 5.

www.nta.nhs.uk/publications/documents/nta annual report 08-09 (2).pdf

11(c) “The target set by government for the NTA and the treatment field is to get specific users—those
who use heroin and crack, often referred to as problem drug users (PDUs)—into eVective treatment . . . In
2008–09, there were 163,127 problem drug users in eVective treatment. This figure represents around half
the estimated 330,000 heroin and crack addicts in England.” Ibid, page 6.

This last statement suggests reasoning behind the NTA redefinition: it was established with a target of
treating 50% of all PDUs, and senior staV were oVered 10% salary bonuses to hit targets (Minutes of Board
Meeting, 2008). A redefinition created lower, easier targets and gave the impression of being fit for purpose.

11(d) With reference to the NTA figure of “330,000 heroin and crack addicts”, Home OYce figures cite
instead 1million users of cocaine in England and Wales last year, 400,000 of them aged 16–24.

Home OYce Statistical Bulletin. Drug Misuse Declared: Findings from the British Crime Survey 2008–09.

www.homeoYce.gov.uk/rds/pdfs09/hosb1209.pdf

12. Even crack cocaine users have diYculty accessing appropriate treatment: only 2–3% of people defined as
“in treatment” by the NTA are in reality allowed to access the above eVective treatment

12(a) “The most recent NDTMS data are for 2007-08 and show that 202,666 individuals were in
structured drug treatment. There were 4,306 recorded in residential rehabilitation.”

This is a mere 2.12% of people seeking treatment.

Parliamentary Written Answer 11 November 2008 from then-Minister for Public Health Dawn Primarolo

www.theyworkforyou.com/wrans/?id%2008-11-11d.232882.h
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12(b) The latest BedVacs update from the NTA, dated 5 January 2010, shows that there are 508 vacant
beds in UK residential drug and alcohol treatment services due to lack of patient referrals/funding, as (12a).
This is a record high number of empty beds.

12(c) This is despite the fact that the NTA’s own Service User Survey shows that most service users aspire
to abstinence, perceiving that outcome as the goal of treatment.

www.nta.nhs.uk/publications/documents/nta update10 summer2006.pdf

13. Figures are further opaque as NTA targets in its Annual Report 2008/9 and elsewhere redefine users as
“free of dependency”—in reality, they quit but one drug and can still be dependent on/use other drugs

Details available at www.addictiontoday.org/addictiontoday/2009/10/the-dodgy-dossier-of-nontreatment-
1.html

11–13. Points 11–13 mean that government statistics given in documents including Statistics on Drug
Misuse, England 2009 (see page 36), are meaningless at best, and divert attention and funds from addressing
the needs of people seeking to stop their problematic drug use.

January 2010

Supplementary memorandum submitted by the Home OYce

Has the Government carried out a thorough evaluation of the FRANK anti-drugs campaign? Do you have any
evidence that it has been eVective with those who have actually tried cocaine or currently use it, as opposed to
those who were unlikely to have taken it anyway?

We know that prevention activity—drugs education and information campaigns such as FRANK—can
be successful in reinforcing negative attitudes to drugs and drug use, and thereby preventing experimentation
and strengthening young people’s resistance to drugs.

The FRANK service aims to provide honest, reliable, credible and impartial information about drugs
and, as such, it targets both existing users and non-users. There is a facility, through the FRANK online and
telephone helpline service, for referral for further sources of support, and it therefore provides help to those
who are already taking drugs and are concerned about their drug use. In 2008–09, 24% of calls to the
FRANK helpline related to cocaine and, of those, 13% were referred to Cocaine Anonymous. Due to the
need to protect callers’ confidentiality there is no information on the outcomes of any such referrals.

The campaign is not targeted at those who have more entrenched drug use, but there are very few such
users in the age groups that comprise the target audience. The campaign is most eVective with those who
are considering drug use, or who are “dabbling” in drug use.

It is not possible to establish an economic value for the impact of the service, as this would require that
we conduct large-scale and costly longitudinal research that would need to make use of a control group who
would not receive the information and advice provided by such a service. The cost and ethical issues would
preclude us from carrying out such research.

Whilst there is no evidence available about the impact that FRANK has on behaviour, there is much
evidence that gives us an indication of the impact that FRANK has on attitudes and awareness. For
example, FRANK audience research is conducted for each discrete campaign and for the FRANK service
overall. Following the first stage of the recent FRANK “Pablo” cocaine campaign, a survey of 300 young
people in the target audience showed that:

— 88% believed what the ads were saying;

— 60% agreed that cocaine was very likely to damage health;

— 67% agreed that the ads made them realise cocaine was more risky than they thought; and

— 62% said the campaign made them less likely to take cocaine in the future.

Among those who had direct experience of cocaine, 46% agreed that the ads made them realise cocaine
was more risky than they had thought, and 46% also claimed that the ads had made them less likely to take
cocaine in the future. However, as only 35 of the respondents had had any experience with cocaine, we should
be careful not to draw firm conclusions from these results.

How can you demonstrate that disrupting the illegal supply of cocaine is as much a priority for the UKBA as
it was under HMRC? Surely it is impossible to maintain the focus on goods, when UKBA overall remains
preoccupied with people?

UKBA has taken on the responsibility previously held by HMRC for the Government’s drug strategy
commitment to maintain strong border controls and to tackle the smuggling of Class A drugs. As a result,
UKBA have inherited the following drug-specific targets for the duration of the current PSAs:

— to make 1,200 seizures of cocaine a year, totalling 2,400kg;

— to make 70 seizures of heroin a year, totalling 550kg;
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— to meet 98% of SOCA taskings for interdiction; and

— to meet 96% of requests for assistance from SOCA.

Tackling the smuggling of heroin and cocaine therefore remains one of the Agency’s top priorities.
Bringing together HMRC Detection and the Border and Immigration Agency has provided UKBA with an
opportunity to create a larger and more integrated work force, and this will improve the depth and breadth
of protection at the border. Over time, UKBA will deploy a larger number of staV with a wider range of
capabilities to improve coverage and enhance eVectiveness. Currently, all the former HMRC Detection staV
and, increasingly, former Immigration staV, are carrying out anti-smuggling work at most ports and
airports.

On residential treatment:

(a) How many residential treatment places are available through the NHS for cocaine users?

No residential places are reserved exclusively for cocaine users, since treatment focuses on the user rather
than the substance. It is also important to appreciate that the type and duration of treatment will depend
on the severity of the problem, and residential treatment is not suitable for everyone.

In June, the National Treatment Agency (NTA) announced that an extra £11.8 million was to be invested
in drug treatment. Around a quarter of the additional funds (£2.9 million) was for residential rehabilitation
services to allow them to provide new beds and resource upgrades and refurbishment of their facilities. The
remaining £8.9 million was allocated following a bidding process to support improvements in treatment
services in residential, community and prison settings, including young people’s services

(b) How many residential treatment places are available through the NHS for poly-drug users where one drug
is cocaine?

There are about 200 providers of residential and in-patient treatment in England, many of them voluntary
sector organisations, but there is no comprehensive list of all available provision, as some services choose not
to provide information to the NTA on their provision. Information on those services opting to be included is
held in the NTA’s national online directory, which is updated using information sent in by the services. There
are currently over 120 residential services listed with a total of 2,565 beds in England. Most of the beds are
available for drug or alcohol rehabilitation and therefore cannot be disaggregated.

As some services have chosen not to appear in the directory, the total number of places will be greater
than this.

The National Drug Treatment Monitoring System recorded 9,274 clients in inpatient detoxification and
4,673 in residential rehabilitation in 2008–09, but acknowledged that about one-third of providers do not
submit returns, and some clients may receive a variety of diVerent interventions over time.

(c) What is the waiting list for a residential treatment place?

Waiting times for drug treatment fell from over nine weeks in 2001 to under three weeks now, with most
clients being seen within a week.

The latest figures show that 77% of people accessed residential rehabilitation in three weeks or less (up
from 67% in 2006–07).

(d) The Minister mentioned evidence that cocaine users don’t always benefit from residential treatment—what
is this evidence?

The National Institute for Clinical Excellence (NICE) recommends that the most appropriate treatment
for cocaine is psychosocial interventions, which do not require a residential setting, and the evidence for the
success of these talking therapies is very encouraging.

NICE said in 2007: “Residential treatment may be considered for people who are seeking abstinence and
who have significant comorbid physical, mental health or social (for example, housing) problems. The
person should have completed a residential or inpatient detoxification programme and have not benefited
from previous community-based psychosocial treatment.”

The Minister promised to write on the breakdown of proportions of assets seized under POCA 2002 which
go to the Home OYce, to HM Treasury and to other agencies.

The distribution arrangements of assets recovered under the Proceeds of Crime Act 2002 have been
subject to change over the years. Since 2006–07, the position has been that 50% eVectively returns to the
Home OYce and is included in the Home OYce budget. (The mechanics are that all the recovered asset
receipts are sent to the Home OYce. The Home OYce then distributes 50% to the qualifying agencies, and
returns 50% to the Consolidated Fund. The latter is then made part of the Home OYce’s financial settlement
for the year from the Treasury).
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In 2008–09, the distribution of all recovered asset receipts was as follows:

Amount Proportion

Home OYce £70.70m 50%
Police Service £23.87m 17%
Crown prosecution Service £10.60m 7.5%
HM Courts Service £10.41m 7%
HM Revenue and Customs £9.15m 6.5%
Revenue and Customs Prosecution OYce £3.69m 3%
Serious Organised Crime Agency £6.86m 5%
Other Government Departments (DWP, £3.59m 2.5%
BIS, SFO, OFT, etc.)
Local authorities in England and Wales £0.85m 0.5%
Northern Ireland Agencies £1.68m 1%

TOTAL £141.40m 100%

January 2010

Supplementary memorandum submitted by SOCA

With regard to the total Law Enforcement seizures of cocaine within the UK in 2008–09, the Home OYce
has indicated that this amounted to 2900 Kg plus the 587 Kgs seized by SOCA.

You may recall from the evidence I gave to the Committee on 1 December, that it is not possible to give
a more up-to-date estimate of the cocaine powder entering the UK each year at this stage. The figure referred
to in both the 2008–09 and 2009–10 UK Threat Assessments (UKTA) was based on estimates of
consumption applied to 2003–04 in the then NCIS UKTA and, as stated in the 2009–10 UKTA, no new
estimates have been produced since that time. Work is in hand, however, to produce a revised estimate early
in 2010 for inclusion in the 2010–11 UKTA.

As we discussed on 1 December in relation to seizures in Colombia, the criteria that are used to determine
whether a cocaine seizure is included in SOCA statistics were contained in the response to a Parliamentary
Question tabled by James Brokenshire MP in November 2008 [232890]. In the question he asked what
factors the Serious Organised Crime Agency takes into account when stating that a drugs seizure is
attributable to its activities [232890]? In our response we said that (seizures are included in SOCA figures
when a seizure is not solely the result of SOCA operations) when either:

(a) SOCA does not have the power to seize drugs but passes information onto another (usually
foreign) law enforcement agency to enable the seizure to be eVected; or

(b) for operational reasons SOCA wishes not to reveal its involvement in a drugs seizure.

In these instances the SOCA OYcer leading the investigation makes a judgement on whether or not the
seizure was made principally as a result of SOCA activity and/or the information supplied by SOCA. When
reporting these figures, SOCA does not claim that these seizures are attributable solely to its activities.

As I said to the Committee, SOCA is subject to audit on its figures and this includes auditing by the NAO.

Memorandum submitted by the Ministry of Justice

When giving evidence to the Home AVairs Select Committee inquiry into the cocaine trade I agreed to
send the Committee some further details on a number of points. Please accept my response below and the
information annexed to this letter.

You asked about my department’s contact with the former Drug Czar, Keith Hellawell. Mr Hellawell
resigned from his post in 2002, which predates the creation of the Ministry of Justice in 2007. However, the
Home OYce and many other departments across government had extensive contact with the Drug Czar
during his tenure.

You also asked if I could recommend a prison for members of the committee to visit. I would like to
suggest HMP Bullingdon, it being an establishment that covers the full range of services that you are
interested in. Please contact Lori Chilton (details below), Head of Interventions & Substance Misuse Group
in the National OVender Management Service, whose team will be happy help facilitate this visit.

Lastly, the Committee asked that I considered two messages that should be given more prominence in
Government communications on cocaine: the link between cocaine production and environmental damage
and the physical risks to illegal cocaine importing undertaken by foreign nationals. I believe that both of
these important messages have formed part of recent communication campaigns such as “Shared
Responsibility”—a Colombian Government campaign that aims to raise the awareness in consumer
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countries of many of the hidden impacts of the cocaine trade, supported by the Government both through
the work of FRANK and during National Tackling Drugs Week—and the “Pablo” campaign developed by
FRANK to raise awareness of cocaine risks, which has had a particular focus on the dangers of drug
importing. I will continue to engage with Ministers from other departments such as the Home OYce and
Department of Health on the development of such communication initiatives.

In addition to the questions raised during the hearing, I have received from the Committee a request to
provide further details on two points. Both of these concern clinical drug treatment in prisons—what
constitutes minimum standards and whether clinical treatment is available to address withdrawal from
powder cocaine use. The following, provided following consultation with Department of Health, should
answer your concerns:

The standards of clinical drug treatment are clearly outlined in Drug misuse and dependence: UK
guidelines on clinical management (Department of Health (England), the Scottish Government,
Welsh Assembly Government and Northern Ireland Executive, 2007). These guidelines are based
on current evidence and professional consensus on how to provide drug treatment for the majority
of patients, including within prisons.

The 2007 clinical guidelines do not provide rigid protocols on how clinicians must provide drug
treatment for all drug misusers. Neither does this guidance override the individual responsibility
of clinicians to make appropriate decisions in the circumstances of the individual patient, in
consultation with the patient (and guardians and carers if appropriate). In instances where
clinicians operate outside the framework of this guidance, they should be able to demonstrate the
rationale for their decisions.

Cocaine, in whatever form it is taken, can be addictive. Treatment for withdrawal should be
available in prisons regardless of what substance the drug user is withdrawing from. If a prisoner
is withdrawing, he/she is likely to be in some discomfort and the clinician should be taking steps
to address this.

January 2010

APPENDIX A

DRUGS USED DURING THE YEAR BEFORE CUSTODY

The following table is drawn from the first publication from the Surveying Prisoner Crime Reduction
(SPCR) survey. This aims to measure how prisoners’ problems are addressed during and after custody and
the combined eVect of any support or interventions on oVending and other outcomes. A sample of
1,457 newly sentenced prisoners was recruited to the study, from 49 prisons in England and Wales, between
November 2005 and November 2006. The first published report from this study was released in October
2008 and can be found on the Ministry of Justice website: http://www.iustice.qov.uk/publications/docs/
research-problems-needs-prisoners.pdf

Age % Sentence Length % Gender % All

Young Adults Less than 1–4 Men Women
OVenders 1 year years

Any drug 75 68 71 66 70 65 69
Cannabis 66 52 54 52 55 45 54
Heroin 10 35 35 22 30 44 31
Non-prescribed methadone 3 11 12 6 9 17 10
Non-prescribed tranquilizers 7 18 19 13 16 26 17
Crack 15 35 36 23 30 49 32
Cocaine powder 35 23 24 26 25 17 25
Amphetamines 17 13 16 10 14 11 14
Ecstasy 24 12 14 13 15 7 14
LSD 7 2 3 2 3 2 3
Unweighted base (N) 181 1,272 1,097 356 1,318 135 1,453
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APPENDIX C

COCAINE USE AMONG THOSE ACCESSING ACCREDITED DRUG TREATMENT
PROGRAMMES IN CUSTODY AND THE COMMUNITY

All data have been drawn from administrative IT systems. Although care is taken when processing and
analysing returns the detail is subject to the inaccuracies inherent in any large scale recording system. The
data are not subject to audit.

Prison:

Table 2 below shows the self-reported main drugs of choice for those entering accredited drug treatment
programmes in prisons (2008–09).

Table 1

Programme Total From two main Overall Cocaine Crack used
participants substances of choice crack, used in in year

cocaine or year before
both before prison

prison

Cocaine Crack

FOCUS 81 17 (21%) 16 (20%) 32 (40%) 30 (37%) 27 (33%)
PASRO 3,633 1,175 (32%) 1,151 (32%) 2,235 (62%) 2,152 (59%) 1,802 (50%)
(men & women)
Prison 12 Step 138 18 (13%) 74 (54%) 90 (65%) 63 (46%) 91 (665)
RAPt 12 step Data unavailable
SDP 9,547 1,166 (12%) 2,416 (25%) 3,582 (38%) 2,306 (24%) 3,033 (32%)
STOP 630 97 (15%) 141 (22%) 232 (37%) 217 (34%) 213 (34%)
TC (men) 103 25 (24%) 50 (49%) 73 (71%) 47 (46%) 59 (57%)
TC (women) 18 1 (6%) 14 (78%) 15 (83%) 5 (28%) 15 (83%)

Total 14,150 2,499 (18%) 3,862 (27%) 6,259 (44%) 4,820 (34%) 5,240 (37%)

The completion rates for these programmes in 2008–09 are in table 2 below. Some participants will have
commenced treatment outside of the reporting period. These data cannot be broken down by main drugs
of choice.

Table 2

Participants Completers Non Completers Completion Rate

12 Step (Prison) 133 67 66 50
12 Step (RAPt) 724 421 303 58
Alcohol Free Good Lives 40 32 8 80
Alcohol 72 61 11 84
FOCUS 79 67 12 84
PASRO 3,655 2,974 681 81
Short Duration Programme 5,535 3,987 1,548 72
STOP 360 273 87 75
Therapeutic Community 276 172 104 62

10,874 8,054 2,820 74.07%

Key:

STOP—Substance Treatment & OVending Programme
SDP—Short Duration Programme
PASRO—Prison Addressing Substance Related OVending
TC—Therapeutic Community
FOCUS—A Cognitive Behavioural Therapy (CBT) programme (High Security estate only)

Probation

From the OASys (OVender Assessment System) data NOMS can identify current assessed drug using
trends of those commencing OSAP (OVender Substance Abuse Programme) or ASRO (Addressing
Substance Related OVending) when under probation supervision in 2008–09 (see table 3 below). Such
programmes should generally be used in the medium to higher sentencing bands. This does not represent
the full range of treatment that can be accessed by drug misusing oVenders being managed in the community
(either on licence or community order). OVenders in the community can be referred into the mainstream
treatment system, however central figures are not collated by NOMS on these referrals.
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Table 3

Occasional Monthly Weekly Daily Nil Some Use

Heroin (A) 193 28 264 406 2,004 891 (31%)
Methadone (B) 13 0 11 100 2,771 124 (4%)
Other opiates (C) 12 0 8 11 2,864 31 (1%)
Crack/cocaine (D) 199 39 190 128 2,339 556 (19%)
Cocaine Hydrochioride (E) 107 19 60 20 2,689 206 (7%)
(ie powder cocaine)
Misused prescribed drugs (F) 30 5 18 31 2,811 84 (3%)
Benzodiazepines (G) 59 4 57 69 2,706 189 (7%)
Amphetamines (H) 79 5 59 39 2,713 182 (6%)
Hallucinogens (1) 6 0 0 0 2,889 6 (0.2%)
Ecstacy (J) 51 6 17 0 2,821 74 (3%)
Cannabis (K) 275 32 269 381 1,938 957 (33%)
Solvents (L) 1 0 0 1 2,893 2 (0.1%)
Steroids (M) 2 0 1 1 2,891 4 (0.1%)
Other (N) 8 1 6 19 2,861 34 (1%)

Notes:
— OASys data are available on 2895 out of 3369 OSAP/ASRO commencements.
— ASRO/OSAP can be delivered to alcohol only, drug only or mixed oVenders so a significant

number reported no drug use.
— OVenders can report use of more than one drug and so may be represented in more than one field.

Completion rates fro ASRO and OSAP are not available as it was not possible in 2008–09 to match
completions to individual commencements that started outside of the reporting period.

Drug Rehabilitation Requirements

Drug Rehabilitation Requirements (DRRs) are increasingly used as part of community sentences. The
number of orders has increased from 4,854 in 2001–02 to 17,642 in 2008–09, whilst the proportion of
oVenders successfully completing these orders has risen significantly from 28% in 2003 to 47% in 2008–09.

Success Rates of Treatment

A study published by the Lancet into the eVectiveness of community based drug treatment showed that
52% of Crack cocaine users abstained from use after six months in treatment.

We have not conducted a study only looking at oVenders (either in prison or the community), but there is
positive indication that treatment outcomes for those entering drug treatment through the Criminal Justice
System are comparable to those entering treatment via other routes.

APPENDIX D

Sentencing for Drug Offences

All data have been drawn from administrative IT systems. Although care is taken when processing and
analysing returns the detail is subject to the inaccuracies inherent in any large scale recording system.

Data for drug importing/exporting oVences cannot be broken down by drug type. Data for other drug
oVences cannot distinguish between crack and powder cocaine.

Please note that drug-related oVences includes oVences for importing and exporting drugs, for production
and supply of drugs, and for drugs possession and small scale supply. There may be a range of oVences (such
as burglary or shoplifting) that have a drug-related element which are not included in these data, but are
contained within another oVence group.

TOTAL SENTENCED FOR DRUG OFFENCES BY RESULT AND ACSL(1), 2007

Result

Absolute Conditional Fine Community Suspended Immediate Otherwise Total ACSL
discharge discharge sentence Sentence Custody dealt with sentenced (Months)

Import (all class A) 0 3 7 8 7 503 0 528 88.8
Supply or oVer to supply 0 4 6 70 89 353 4 526 35.6
(cocaine)
Possession (cocaine) 9 776 2,307 1,350 140 213 87 4,882 6.0
Possession with intent to 4 5 19 119 171 837 10 1,165 40.8
supply (cocaine)

(1) Average custodial sentence length (excludes life/indeterminate sentences)
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Prison Population

On 30 June 2009 there were 2,107 prisoners in English and Welsh prisons that had been sentenced for drug
importing or exporting. This figure cannot be broken down by drug type.

Supplementary memorandum submitted by NHS National Treatment Agency for Substance Misuse

Background

Further to Paul Hayes’ evidence to the Home AVairs Select Committee (HASC) hearing on Cocaine on
Tuesday 27 October 2009, HASC have submitted some further questions to the NTA, the answers to which
are set out in this briefing.

1. EVective, evidence based treatment for cocaine

The vast majority of people who need treatment for cocaine use will receive eVective abstinence-based
treatment in the community. Since there is no eVective substitute medication for cocaine use, people with
cocaine problems will receive psychological treatments that move them towards abstinence from cocaine.

The 2007 clinical guidelines (Drug Misuse and Dependence: UK Guidelines on Clinical Management) make
it clear that psychosocial interventions, typically delivered in the community, are the mainstay of treatment
for the misuse of cocaine. Most drug users—even those who need intensive treatment—can recover whilst
in the community and do not need to go into hospital or residential services. There is no evidence of unmet
clinically appropriate demand for rehab. However for the small minority with more severe problems who
cannot make suYcient behavioural change in the community, residential rehabilitation may be required.

2. Key facts and figures about cocaine treatment

In 2008–09 there were 12,354 people in treatment for powder cocaine, 8,491 of who joined the treatment
system during the year.

Psychosocial interventions, the main treatment for cocaine dependency are very eVective.

— Of the 8,479 who left treatment that year having sought help for cocaine dependency, 63% did so
having overcome their addiction.

— 85% of those leaving do not return to treatment (based on analysis carried out by the NTA looking
at primary cocaine clients that left treatment in 2006–07).

— A recent study published in the Lancet about the eVectiveness of community treatment showed that
almost two thirds of those treated for crack cocaine had stopped or substantially reduced their use
of crack cocaine after 6 months of treatment (57% stopped, 8% reduced).

The vast majority of cocaine users will get into drug treatment in a week because they are accessing
community treatment, a situation which has vastly improved since 2001.

— A small number of people were treated in residential services for cocaine misuse. Their treatment
had similar outcomes to community treatment (in 2008/09, 62% left residential rehab free from
dependence on cocaine, 64% for community treatment).

— The average waiting time to get into community cocaine treatment was 6 days in 2008–09. The
average waiting time to get into residential rehabilitation for cocaine misuse was 12 days in 2008/
09—both of these waiting times are within the NTA target of three weeks.

— We are not aware of any widespread problems with people who are assessed as needing residential
rehab not being able to access a treatment programme.

NICE recommends residential treatment for people who are seeking abstinence and who have significant
physical, mental health or social (for example, housing) problems. These should be people who have not
benefited from previous community-based psychosocial treatment.

3. The process of referring someone for treatment for cocaine use

Cocaine users normally access drug treatment in the same way as all other drug users, and the most
common route is self-referral—40% of all drug users starting treatment in 2008–09 entered treatment by
choosing to refer themselves. In the same period, referrals from the criminal justice system accounted for
27%. Other referrals came from a range of other health and social care organisations including GPs, social
services and other drug treatment services (NHS and voluntary sector).

When someone first enters a drug treatment service, they will be assessed to determine what is the most
suitable treatment for them. If they are primarily cocaine users and not addicted to opiates, they will receive
community based psychosocial interventions. They will be allocated a keyworker who will draw up a care
plan which will set goals to be reviewed regularly throughout the client’s treatment. There is more detail on
this process, including the diVerent types of treatment available in the first NTA HASC briefing.
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For all community treatment for cocaine, there will not usually be a requirement to be abstinent before
entering treatment—rather this is the goal of the treatment that they will receive. The few cocaine users who
need to access residential rehabilitation services will be required to be abstinent from all substances of misuse
before entering treatment. Cocaine-using clients will usually have a period of time in community treatment
to become abstinent before entering rehab.

4. Waiting times for drug treatment

Drug treatment is now available in England for anyone who needs it, and quickly. In 2002 the Audit
Commission reported average waiting times of up to three months; this has now been reduced to less than
a week.

When someone first enters drug treatment, waiting times are measured from the point they refer
themselves or are referred, to when they actually start treatment. When someone is already in the treatment
system, the waiting time is from when it is agreed between the client and their keyworker or clinician that
they need a particular type of subsequent treatment, until that treatment commences.

If a client has been assessed as appropriate for residential rehabilitation and funding has been agreed, it
would be very unusual for them not to be able to get a rehab place, as each local authority will normally
have a number of services they regularly contract or commission. Some residential rehabilitation services
have waiting lists, and if the client really wants to attend a particular service they may have to wait. However,
some of the services that have waiting lists have arrangements for clients to keep in touch while waiting to
help keep them engaged.

5. DiVerent perceptions of waiting times for drug treatment

We have been asked, based on a statement Paul Hayes made in his evidence to the HASC, “what is the
diVerence between the experience of those waiting for rehab within the system and the experience of those
responsible for their care”. What Mr. Hayes was referring to in his response at the HASC was that often
clients accessing treatment have their own view of when they start waiting for treatment, which may not be
the same as the professionals responsible for their care.

Residential rehabilitation is not the most appropriate treatment for the vast majority of people seeking
treatment for cocaine misuse. For the minority of clients who need rehab, they will probably consider their
wait to have begun when they first considered rehab as an option, and not when it was agreed with their
clinician or keyworker that this was the best type of treatment for them, and began the process of applying
for a rehabilitation place.

6. Drug treatment funding: 1998-present

Drug treatment funding for the period 2000–01 to 2009–10 is below:

Year £m

2000–01 250 (estimated)
2001–02 365.1
2002–03 414.1
2003–04 483.2
2004–05 573.5
2005–06 642.5
2006–07 729.4
2007–08 719.5
2008–09 739.2
2009–10 773.7

Between 1998 and 2001 there were no centrally-collected figures for drug treatment spending. Funding
was left to local partnerships and there was very little extra invested in drug treatment. Because of this, the
pooled treatment budget was introduced in 2001 and since then there has been a huge increase in investment
in drug treatment.

Since 2007–08, data has been collected on the breakdown of local drug treatment spend. This analysis has
revealed that 92% of the money allocated to local drugs partnerships goes directly into treatment
programmes. The remaining 8% is spent in support of the commissioning and delivery of treatment in each
of the 149 local drugs partnerships in England. This includes:

— Assessing the local need for drug treatment.

— Commissioning drug treatment services based on the needs identified.

— Managing the contracts with local drug treatment services that are commissioned.

— Managing drug treatment data to measure value for money and progress made in the local
treatment system.

— Training the drug treatment workforce.



Processed: 25-02-2010 02:48:07 Page Layout: COENEW [O] PPSysB Job: 442345 Unit: PAG1

Home Affairs Committee: Evidence Ev 199

— Involving service users in local drug treatment services and systems.

— Supporting carers who are often the most directly aVected by someone’s treatment.

— Ensuring equality and diversity requirements are met.

— Integrating drug treatment into the local criminal justice system.

— Integrating drug treatment with local Safeguarding requirements for children.

— Integrating drug treatment with local mental health services.

— Promoting access to employment and stable accommodation for service users.

January 2010

Supplementary memorandum submitted by ACPO

Further to the ACPO session to the Home AVairs Select Committee on 1 December 2009, I understand
that the additional questions from the Committee are as follows:

1.2 “How many of those found in possession of cocaine are charged and how many convicted? What
is a typical sentence”?

1.2 “How many drugs can one Ion Track machine be programmed to recognise at the same time? Are
certain drugs more and less suitable for the machine”?

In response to Question 1 I can provide the following information for 2007, that being the last year for
which figures are available:

Proceeded against
(Given in lieu of charging which is not held centrally) % 5,156
Found guilty % 4,901 (95.1%)
Sentenced % 4,882 (99.6% of 4,901)
of which;
Fined % 2,307 (47.3% of 4,882)
Community sentence % 1,350 (27.6%)
Fully suspended sentence % 140 (2.88%)
Immediate custody % 213 (4.4%)
Otherwise dealt with % 872 (17.9%)

Average immediate custody sentence % six months.

In response to Question 2 the following information comes directly from Morpho Detection, the
manufacturers of the Itemiser 3 (Ion Track) drug trace detection device.

Every Itemiser 3 comes pre-programmed with 8 detectible substances, namely:—Cocaine, Heroin, THC
(Cannabis), Methamphetamine, Amphetamine, MDMA, MDA (both Ecstasy-type substances) and
Ketamine.

The machines can also detect numerous other substances which are not pre-programmed onto each
machine but can easily be added.

Recently the company has added Rohypnol (Flunitranzipam) and Subutex (Buprenorphine) for specific
customer requirements and they also have definitions for the following substances:—Nicotine,
Benzphetamine, Butabarbital, Procaine, Diazepam, Benzocaine, Morphine, CaVeine, Methadone,
Methaqualone and Opium.

It is possible to programme the machines with many more substances. However, the more substances
active in the libraries will increase the incidence of “nuisance alarms” where substances are detected that
may have come from perfectly legal sources, like prescription or over the counter medication for example.
There is little discernible diVerence between the drugs which makes one more or less suitable to be detected
by the machine.

Other similar machines are in use by ACPO forces but the itemiser 3 is the market leader.

I trust that this provides satisfactory answers to the questions, should the committee require any further
information from ACPO then please do not hesitate to contact myself.

February 2010
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Supplementary memorandum submitted by SOCA

During my evidence session I undertook to write to you with the detail of how much of the 85.1 tonnes
of cocaine that SOCA was involved in seizing in 2008–09 was taken with the UK.

In our actions to counter the harms caused by cocaine from the source to the street, our primary focus is
in taking actions to stop the cocaine reaching these shores and we are pleased that the Committee recognised
the appropriateness of this strategy. Seizures of cocaine within the UK by SOCA are primarily focused on
obtaining evidence in support of criminal justice prosecutions. In 2008–09 the total amount of cocaine seized
within the UK as a result of SOCA led operations was 587 kgs.

As you appreciate, there are constraints on what can be said in open session and I would again extend an
invitation to you to visit SOCA for a more comprehensive and in-depth briefing and I look forward to
welcoming you here.

December 2009

Supplementary memorandum submitted by Ministry of Justice

Following my letter of 14 December, you have requested further information on two points.

The full details of the Lancet study I referenced in annex C of my letter are as follows:

Effectiveness of Community Treatments for Heroin and Crack Cocaine Addiction in England: A
Prospective, In-treatment Cohort Study

Dr John Marsden PhD, Brian Eastwood MSc, Colin Bradbury BSc, Annette Dale-Perera BSc,, Michael
Farrell MRCPsych, Paul Hammond MSc, Jonathan Knight BA, Kulvir Randhawa BSc, Craig Wright BA (for
the National Drug Treatment Monitoring System Outcomes Study Group).

The Lancet, Volume 374, Issue 9697, Pages 1262–1270, 10 October 2009.

In answer to your request for further sentencing data, information from 2009 has not been through court
and central government validation processes and is therefore not yet available. However, annex A includes
provisional data for 2008 along with validated 2006 figures, giving you three years of comparable data. The
2008 data are likely to be subject to minor adjustments as final checks are carried out.

It has come to light that a classification error was made when collating the original supply and possession
figures. Courts record sentencing figures on crack cocaine separately from powder cocaine but not under a
general heading of “cocaine”. Supply and possession information on crack was therefore inadvertently
omitted from the tables in my previous letter. I apologise for this error but am pleased to be able to rectify
it at this stage so that you have available to you full data for the three years.

February 2010

APPENDIX A

SENTENCING BREAKDOWN FOR OFFENCES RELATING TO COCAINE & CRACK
COCAINE 2006–08

2006 2007 2008(1)

Import (all class A) (Drug types cannot be disaggregated)
Absolute discharge 0 0 0
Conditional discharge 4 3 2
Fine 6 7 1
Community sentence 4 8 2
Suspended sentence 4 7 0
Immediate custody 570 503 517
Otherwise dealt with 2 0 2
Total sentenced 590 528 524
ACSL(2) 86.2 88.8 89.3

Supply or oVer to supply (cocaine)
Absolute discharge 0 0 0
Conditional discharge 9 4 5
Fine 12 6 9
Community sentence 69 70 70
Suspended sentence 47 89 99
Immediate custody 358 353 505
Otherwise dealt with 7 4 13
Total sentenced 502 526 701
ACSL(2) 38.7 35.6 46.5
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2006 2007 2008(1)

Supply or oVer to supply (crack cocaine)
Absolute discharge 0 0 0
Conditional discharge 3 0 1
Fine 4 1 0
Community sentence 37 28 64
Suspended sentence 23 24 36
Immediate custody 202 206 247
Otherwise dealt with 3 2 9
Total sentenced 272 261 357
ACSL(2) 37.7 38.5 40.7
Possession (cocaine)
Absolute discharge 4 9 13
Conditional discharge 574 776 815
Fine 2,055 2307 2817
Community sentence 984 1350 1512
Suspended sentence 93 140 130
Immediate custody 187 213 251
Otherwise dealt with 84 87 241
Total sentenced 3,981 4,882 5,779
ACSL(2) 9.7 6.0 5.5
Possession (crack cocaine)
Absolute discharge 2 4 2
Conditional discharge 154 255 246
Fine 392 409 569
Community sentence 292 368 438
Suspended sentence 32 47 48
Immediate custody 86 106 131
Otherwise dealt with 15 22 109
Total sentenced 973 1,211 1,543
ACSL(2) 5.1 4.3 3.2
Possession with intent to supply (cocaine)
Absolute discharge 1 4 1
Conditional discharge 6 5 8
Fine 9 19 13
Community sentence 94 119 125
Suspended sentence 94 171 194
Immediate custody 774 837 1137
Otherwise dealt with 8 10 42
Total sentenced 986 1,165 1,520
ACSL(2) 38.2 40.8 38.3
Possession with intent to supply (crack cocaine)
Absolute discharge 0 0 0
Conditional discharge 1 3 2
Fine 3 3 0
Community sentence 45 46 67
Suspended sentence 17 31 35
Immediate custody 231 276 334
Otherwise dealt with 1 5 13
Total sentenced 298 364 451
ACSL(2) 34.4 32.5 34.5

(1) Data for 2008 are provisional
(2) Average custodial sentence length (months) excludes life/indeterminate sentence

Source: Justice Statistics—Analytical Services, Ministry of Justice

These figures have been drawn from administrative data systems. Although care is taken when processing
and analysing the returns, the detail collected is subject to the inaccuracies inherent in any large scale
recording system.
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Supplementary memorandum submitted by the Home Secretary

I attended a session of the Home AVairs Committee on 15 December to provide oral evidence in the
Committee’s examination of the work of the Home OYce. During this session, I confirmed that I would
provide an updated estimate of the quantity of cocaine entering the country, which was requested during the
Committee’s inquiry into the cocaine trade.

The covert nature of the production and trade of cocaine means that it remains diYcult to obtain reliable
estimates of the quantities traYcked internationally. However, work has been carried out by the Serious
Organised Crime Agency (SOCA) to update the previous estimate of 35 to 45 tonnes that was published in
the 2008–09 UK Threat Assessment. SOCA’s updated estimate based on the latest data, seizure figures and
intelligence and is that around 25 to 30 metric tonnes of cocaine is now imported annually into the UK.

February 2010

Supplementary memorandum submitted by John Mann MP

Further to my verbal evidence to your committee I would make the following observations.

There is no published medical evidence anywhere that I am aware of about the addictive nature of cocaine
as a substance. Instead the evidence suggests that it is a psychological craving for the high that cocaine gives
that can become addictive. Thus in prisons, a cocaine “addict” has no withdrawal symptoms in the way that
heroin addicts “cold turkey”. Instead the craving have been observed to re-emerge on the eve of prison
release.

Similarly with crack cocaine, which is designed to give a quicker high, crack addicts have been noted for
consuming the available crack in one session but not to have an automatic requirement for crack the
following day.

This diVerence with physically addictive substances like heroin is vital to evaluating treatment success.

You will note from press reports how celebrity users of the Priory have been observed to be repeated
visitors and clients of the service. Whilst residential stays have a health benefit, their ongoing eVectiveness
in dealing with substance abuse is highly questionable. Medical opinion in most countries puts the success
rates of rehabilitation in eliminating substance abuse as low as 2% of clients.

This is not to suggest that they have no value. In Germany and surrounding countries the use of spas for
short term health benefits is a long standing tradition and clinics like the Priory should be viewed in this
context.

The British system tends to lump all drugs and treatments together and I strongly recommend that you
study research available from practitioners ands national addiction centre in New Zealand, Australia,
Sweden, France and Holland in order to gain a clearer rational of why treatment should not be generic for
substance misuse and why residential rehabilitation has only a very minor role to play in tackling the UK
drugs problem.

I suggest that instead local GPs should be the primary point of contact for all substance misuse issues

February 2010
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