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Controlled Drugs and Substance Act, but with simple possession decriminalized by designation as a
“contravention," much like the scheme proposed in Bill C-344,30' However, unlike the amendments 
proposed in Bill C-3^<, we do not support a lessening of the penalties for any form of trafficking or 
possession for the purposes of trafficking. Thus, our preference would be to mandate proceeding against 

^^cidents of possession and/or cultivation for personal use by ticketing, except where the offence is 
^Pmm itted in the presence of specified aggravating circumstances. For example, in recognition of the 

safety and policing concerns expressed by law enforcement agencies, the Committee believes that 
possession charges linked to impaired driving offences should continue to be prosecuted as a criminal
offence under the CDSA.308 Implementation of these proposals may require a redrafting of the 
oossession offences in the CDSA, in order to retain present penalties for ‘aggravated’ possession 
charges,

The Committee deliberated at considerable length over the question of whether criminal sanctions 
should be retained for simple possession of cannabis in relation to schools and other places frequented 
by youth. However, most Committee members were reluctant to propose a scheme that operates more 
onerously against youth than it does against their adult counterparts. Furthermore, trafficking, or 
possession for the purposes of trafficking, in or near a school or other place frequented by those under 
eighteen, and trafficking to persons under eighteen, are al.eady "aggravating factors" to be considered at 
the time of sentencing. Because trafficking-related offences and penalties will not be affected by the 
decriminalization scheme we propose, those provisions will continue to apoly. Therefore, the Committee 
proposes that possession of a small amount of cannabis for personal use, even on school property, 
should also be a "ticketable" offence under the new scheme. The Committee expects that school boards 
will continue to impose their own administrative controls, as necessary, to further deter students from 
bringing cannabis onto school property in mucn the same way as they do now with other substances.

By designating as contraventions, those offences relating to the possession or cultivation of small 
amounts of cannabis for personal use, the proposed decriminalization scheme would leave existing

•iminal sanctions in place to allow the full force of the law to continue to be brought to bear against 
lyone who traffics in or cultivates cannabis products lor profit Retaining a criminal offence for 
possession of cannabis in association with an impaired driving offence would do the same for those 

individuals whose substance use risks grave and substantial harm to others. Finally, decriminalization 
would have the added benefit of maintaining Canada's compliance with the International Conventions 
discussed in Chapter 7.

3. COMMITTEE OBSERVATIONS — CANNABIS
The Committee observei' the following:

T Smoking any amount of marijuana is unhealthy, because of its high concentration of tar and 
benzopyrene.

T The consequences of conviction for possession of a small amount of cannabis for personal use 
are disproportionate to the potential harm associated with that behaviour.

V DECRIMINAt IZING the possession of small amounts of cannabis for personal use would not 
affect the penalties or consequences for trafficking, or for the possession of any other 
controlled substance.

V All orders of government must undertake to infomi Canadians about the potential hamis 
associated with cannabis use and, in particular, the heightened risk to young persons.

RECOMMENDATION 40
^  The Committee recommends that the possession of cannabis continue to be illegal

and that trafficking in any amount of cannabis remain a crime.



R E C O M M E N D A T IO N  41

The Committee recommends that the Minister of Justice and the Minister of Health 
establish a comprehensive strategy for decriminalizing the possession and cultivation 
of not more than thirty grams of cannabis for personal use. This strategy should 
include:

• Prevention ard education programs outlining the risks of cannabis use and, in 
particular, the heightened risk it poses to young persons; and

* The development of more effective tools 10 facilitate the enforcement of existing 
Criminal Code prohibit ons against driving while impaired by a drug.

299 Introduced on 4 May 2001 by Dr. Keith Martin, M.F squimalt—Juan de Fuca). An earlier version of the bill was given 
first reading on 26 October 1999: see Bnl C-266, 2nd Session, 36th Parliament.

300 Because this is a study of the non-medica, use of drugs, the adequacy and operation of the M e d ic u i M ariju a n a  A c c e s s  
R e g u la t io n s  will not be included in the discussion

30' Trafficking or possession for the purposes of trafficking, in amounts in excess of 3 kg. is a purely mdictable offence, 
punishable by a maximum of life imprisonment: see sections 5(1), (2) and (3) of the C o n tr o lle d  D r u g s  a n d  S u b s t a n c e s  
A c t .

30? Eugene Oscapella, Canadian Foundation for Drug Policy and Harm Reduction Network, Testimony before the Committee, 
February 28, 2001.

303 Josee Savoie, “Crime Statistics in Canada, 2001," J u r is ta t, Statistics Canada. Canadian Centre for Justice Statistics, 
Catalogue no. 85-002-XIE Vol 22 no.6, p 11

30-a This theory rests on the argument that, given legal access to a substance like cannabis, would-be purchasers are no 
longer forced to consort with criminals, many of whom may also be involved in the sale of much more harmful 
substances.

305 Ernie Howe, Addictions Services-Outpatient, Testimony before the Committee, Mav 23, 2002 
Corporal Ken Murray, RCMP, Testimony before the Committee, April 15. 2002.
To be logically consistent, it may also be advisable to deal with cultivation for personal use in the same manner if that is 
practically and administratively possible.

308 Chief Superintendent Bob Lesser, Drug Enforcement Branch, Federal Services Directorate, RCMP. Testimony before the 
Committee, October 3. 2001
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O R I G I V M  ARTICLE

Risk Fac to rs  Pred ic ting  C hanges  
in M arijuana  Involvem ent in T eenagers
Muriiinnr B M. van den Brce, PhD. Wallace B Pickworlh, PhD

B a c k g r o u n d :  M ar iju ana  use d u r in g  adolescence has va r i­
o u s  adverse  p s y c h o lo g ic a l and  h e a lth  ou tco m es  It is  
p o o r ly  u n d e rs to o d  w h e th e r  the sam e r is k  factors in f lu ­
ence d iffe ren t stages in  the d eve lo pm en t o f m arijuana in ­
vo lvem ent.

O b j e c t iv e :  T o  e s tab lish  w h ic h  r is k  fac to rs  best e x p la in  
d iffe re n t stages o f  m a r iju an a  in vo lvem en t.

D e s ig n :  Data w ere co lle c te d  at 2 p o in ts  u s ing  com pute r- 
assisted pe rsona l in te rv iew  (wave I and  wave 2 were sepa­
rated by 1 year) T w e n ty -o n e  w e ll-e s ta b lish ed  r is k  fa c­
tors o f  ado lescen t substance use/abuse were used to pred ict 
5 stages o f  m a r iju an a  in vo lv em en t:  (1 ) in it ia t io n  o f e x ­
pe r im en ta l use, (2 ) in it ia t io n  o f  re g u la r  use, (3) p rog re s­
s io n  to regu la r use, (4 ) fa ilu re  to  d is c o n t in u e  e xp e r im e n ­
tal use, and  (5 ) fa ilu re  to  d is c o n t in u e  regu la r use. Data 
v .crc  an a ly zed  u s in g  lo g is t ic  reg ress ion  ana lys is.

P a r t i c ip a n t s :  M id d le  s ch i I and  h ig h  s ch o o l s tu den ts

(N *  13718 , aged 11-21 years) p a rt ic ip a t in g  in  the N a ­
tio n a l L o n g itu d in a l S tu d y  o f  A d o le s c e n t H ea lth  (A d d  
H ea lth ).

R e s u lt s :  T h re e  r is k  fa c to rs  (o w n  and peer in vo lvem en t 
w ith  substances, d e lin q u en cy , and  schoo l p rob lem s) were 
the strongest prec' ’ ors o f a ll stages. T h e ir  com b ined  pres­
ence g rea tly  im  tec vd r is k  o f  in it ia t io n  o f  e xpe r im en ta l 
( H d s  ra tio , 20) an d  re g u la r  (odd s  ra tio , 87) m arijuana  
use ove r the  next year P e rso n a lity , fam ily , re lig iou s , and 
pastim e fac to rs  exe rted  s tage-spec ific , se x -sp e c if ic , and 
a g e -sp e c if ic  in f lu en ce s .

C o n c lu s io n s :  A ssessm ent o f substance , s ch oo l, and  d e ­
lin q u e n c y  fa c to rs  is  im p o rta n t in  id e n t ify in g  in d iv id u ­
a ls  a l h ig h  r is k  fo r c o n t in u e d  In vo lvem en t w ith  m an 
juana  P re ven tio n  and/or in te rven tion  e ffo rts  sh o u ld  focus 
on  these a ie a s  o l r is k
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M a r i ju a n a  is th e  m os t 
c o m m o n ly  used i l l ic i t  
d ru g . A p p ro x im a te ly  
5 0 %  o f  s e c o n d a r y  - 
s c h o o l s tuden ts  in  the 

U n ite d  States in d ic a te  h a v in g  used m a r i­
ju an a .1 It is one  o f (he le a d in g  substances  
re p o r te d  in  arres ts , em e rg e n cy  d e p a r t­
m ent and  treatm ent a d m is s io n s , and  a u ­
topsies Short-term  r is k s  o f  m arijuana use 
in c lu d e  t r a f f ic  a c c id e n t s 1 a n d  u n p r o ­
tected sex 1 In a d d it io n , m ar iju an a  use is  
associated  w ith  la ck  o f  m o tiv a t io n , greater 
in v o lv e m e n t  w ith  a n d  in a b i l i t y  to  q u it  
o ther substances; p sy ch ia tr ic  p rob lem s, in ­
c lu d in g  d ep re ss io n , s c h iz o p h re n ia ,  a n x i­
ety , s u ic id e ,  c o n d u c t  p ro b le m s , a n t is o ­
c ia l b e h a v io r, and  c r im in a l b eh a v io r, and  
re d u ced  ch a n ce s  o f  p a r t ic ip a t io n  and  s ta­
b i l i t y  in  a d u lt  ro le s  (eg, n o t  g ra d u a t in g  
Irom  h ig h  s c h o o l,  a b o r t io n ,  u n e m p lo y ­
m en t, and  d iv o .- c ) .* '1'

E x p e r im e n ta t io n  w ith  substances  u s u ­
a lly  ta kes  p la ce  d u r in g  ad o le scen ce  w h en  
to le r a n c e  is  lo w e r  a n d  r is k  o f  d e p e n ­
dence  is  g rea te r than in  a d u lth o o d .11 A l­

though  m ost ado lescen ts use m arijuana in ­
fre q u en t ly , w ith o u t adverse hea lth  co n se­
quences , a m in o r ity  p rog ress  to  h a rm fu l 
u se .15 A  b e tte r u n d e rs ta n d in g  o f  the r isk  
fac to rs  tha t pu t ad o le scen ts  at in creased  
n s k  fo r e xp e r im e n ta t io n  w ith  m arijuana , 
p ro g re ss io n  to  regu la r use, and  fa ilu re  in  
d is c o n t in u e  use  can  m a k e  im p o r ta n t  
c o n t r ib u t io n s  to  ih c  ev id en ce -ba sed  d e ­
v e lo p m e n t o f  p re v e n t io n  an d  in te rv e n ­
tio n  p rog ram s

P re v io u s ly  p u b lish e d  s tu d ie s  have in ­
d ica te d  that m a r iju an a  in v o lv e m e n t is  as­
so c ia te d  w»th a m u lt itu d e  o f  r is k  factors, 
in c lu d in g  p sy ch o lo g ica l, fam ily , peer, and  
s ch o o l va r iab le s  16 H ow ever, m ost r isk  fac­
to r  s tu d ie s  c o n d u c te d  to  da te  have fo ­
cu sed  on  a s in g le  aspect o f the d e v e lo p ­
m ent o f  m a r iju an a  in v o lv e m e n t, u su a ll)  
l ife t im e  use o r in it ia t io n  i e xp e r im e n ta ­
t io n .16 It is  p o o r ly  u n d e rs to o d  to  w hat ex­
tent w e ll-e s ta b lis h e d  r is k  fa c to rs  arc as­
soc ia ted  w ith  d iffe ren t stages o f  m arijuana 
in v o lv e m e n t .17 T h e  p r im a ry  a im  o f o u r  
s tu d y  w as to  e s tab lish  an d  co m p a re .th e  
c o n t r ib u t io n s  o f  r isk  fa c to rs  to the  stages
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Table 1 .  Marijuana Use Development From Wave 1 lo Wat e 2*

Wave 1

Wave 2
1 Experimentil Use iRegular Use
i No IYes I No Yes

Expenmental use
No 10 an (83) 9090188), group A 981 (10). group B 260 (3), group C
Yes 2123(17) 955 (45), group 0 786 (37), group E 382 (18). group F

Regular use *
No 12454 (91) 11812195) 642(5)
Yes 1264 (9) 640 (47). group G 664 (53). group H

'Values are expressed as number (percentage) ot subiects experimental user, 1-10 times, regular user. >10 times Five stages were assessed based on compansons ol groups wtio changed their maniuana use since wave 1 vs those who did not Stages were initiation o> experimental marijuana use (compared groups A and B) initiation ol regular marijuana use (compared groups A and C). progression to regular use (compared groups E and F), failure to discontinue expenmental use (compared groups E ana 0). and failure to discontinue regular use (compared groups H and G)

of initiation, progression, and failure to discontinue ex­
perimental and regular marijuana use. Most previous stud­
ies have focused on 1 or a few risk factors. O ur second 
atm was to evaluate a wide range of relevant risk factors 
to provide well-funded evidence for their relative impor 
tancc in predicting dcvelopnie-l of marijuana involve­
m ent. Third, most previous studies have been cross- 
sectional in nature. O ur study uses a longi dtnal design, 
enabling o to predict developm ents in marijuana in­
volvement based on risk factors assessed in the previous 
year

METHODS

Tin- National Longitudinal Study of Adolescent Health (Add 
Health) was established to determ ine the causes ol health 
related behaviors of adolcs'-cnts and then outcomes in young 
adulthood The primary sampling I ramc included all high schools 

'i r  United .Slates w ith an 11th grade and at least 30 enroll- 
ees Prom this, a systematic random sample of high schools was 
selected Overall, 79%. of schools contacted agreed to partrci 
pate (llna l sample o l 134 schools) Among students, a random 
sample was selected to take part tn in-home interviews Six­
teen thousand s'-ven hundred six subjects were selected to he 
interviewed at 2 points, wave 1 in  1995 (response rale, 78.9%) 
and wave 2 in 1996 (response rale, 88 2%) Estimates in this 
sample were not significantly biased by missing data from drop­
outs and graduates. "* The Add Health study and sampling pro­
cedures arc described in detail elsewhere Tor ihc present study 
(N =  13718), wc excluded any nonrandom ly selected suh- 
samplcs, duplicates, and students w ith  missing data on mari­
juana use. Subjects were aged 11 lo  2J tears, w ith a mean (SD) 
age of 15 4 (1,6) years

Data were gaihci d by compuicr-assistcd in terview . which 
yields higher reported prevalences of high-risk behaviors than 
regular interviews 1,1 Interviews look 1 to 2 hours and were ad­
ministered in the presence of trained assistants Subjects re­
sponded to questions by typing in answ-crs on a laptop com­
puter, Sensitive questions, in c lu d in g  those on mari|uana 
involvement, were given on headphones This avoided the prob­
lem of underreporting, which may occur in situations where 
sub arc face to face w ith the interviewer.20 At wave 1, ado­
lesce. ws indicated how many tunes they had used marijuana 
during their lives; 1 year later, during wave 2. they reported 
on their use since wave I Por both waves, we established the 
fo llow ing groups nonuscrs, experimental users (used 1-10

limes), and regular users (used > 10 time, ' We subsequently 
assessed changes in marijuana Involvement between the 2 waves 
according to 5 stages »1) In itia tion of experimental use (we 
selected nonusers al wave 1 and compared ihosc who started 
experimental use at wave 2 w ith those who had remained nnn- 
users), (2) in itia tion of regular use (we sclceicd nonuscrs al 
wave I and t '-mparcd those who storied regular use at wave 2 
w ith those who had remained nonuscrs), (3) progression to r-gu 
lar use (wc selected experimental users at wave 1 and com­
pared those who progressed to regular use ai wave 2 w ith  those 
who had remained experimental users), (4) failure to discon­
tinue experimental use (we selected experimental users at wave 
1 and compared those who had discontinued experimental use 
at wave 2 with those who had remained experimental users), 
and (5.) failure to discontinue regular use (we selected regular 
users at wave I and compared those who had discontinued regu­
lar use al wave 2 w ith those who had remained regular users) 
(T ab le  1 I

Risk factors were established al wave I and were used to prc 
diet these 5 stages ol marijuana involvement To establish these 
n>k factors. 8 major risk factor domains were first established a 
priori from the literature, and variables (toial ol 2381 were sc- 
lcc  d from the Add Health data sei to best represent these do­
mains Nexl, factor analysis was used to identify w ith in cacluJo- 
rnain the presence of subdomains (21 identified altogether). Factor 
solutions were rotaied orthogonally (Varimax rotation) lo make 
individual nsk factors w ith in each domain independent from each 
other For each subject, lor each risk factor, summed risk factor 
scoics were obtained b \ adding those items with relatively high 
loadings on a (aelol ( - 0  30) and discarding Hems w ith lower far 
lo r scores. The great majority ol the sample had no mLssir re­
sponses fora ll items making up each nsk faciot (le, > 95% ol the 
sample had 0 missing va.-cs for ’ of the 71 risk factors) Ind i­
viduals w ith 10%' or more of the responses to a summed score 
missing wen- excluded from further analyses For those with fewer 
than 10% missing values, an imputation formula was used, based 
on replacing the missing items by the mean o( the nonmissing 
responses Prior to further analysis, the scored risk (actors were 
normalized using the Blorn transform, i o n T h e  correlation co­
efficients between the (actors as obtained by factor analysis and 
normalized summed risk factors were equal to or exceeded 0.90 
for 18 o f 21 subdomains, illustrating ihc legitimacy of the pro­
cedures used to obtain summed risk (actors (ic 'xcludtng items 
w ith  factor scores >0.30. imputation o f missing values, and nor- 
u iliza liono f the summed scores) Wc conducted 2 sets of logis­

tic regression analyses. First, In analyses Including I risk lacior 
at a lime, we evaluated their association w ith each o l the stages
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o f  m arijuana  in v o lv e m e n t Subsequently, we perform ed step 
w ise lo g is t ic  regression analyses lo  seleci the subset o l n sk  fac­
tors best p red ic t in g  tb r  5 stages o f m arijuana invo lvem ent In­
c luded  as independent variab les were a ll r isk  factors that were 
s ig n ifican t in  ih c  first set o f  analyses. F o r a ll regression analyses, 
a conservative  s ig n if ic a n ce  level o f P s  .03 fo r factors to  enter and 
rem ain  in  the m ode l w as specified a p n o n  The in fluences o f age,’ 
ra ce /2 u rb an ic ity ,2* an d  soc io econom ic  status24 (parental educa­
tion a l and o ccupa tiona l status) on  the re lations between the r isk  
[actors and m arijuana Invo lvem ent were taken in to account in  
a ll analyses These v a r iab le s  were force-entered in to  each m odel 
Iv 'o re  the in tro d u c t io n  o f  the n sk  factors Therefore, the asso­
c ia tio n s  bc i ween the stages o f rnarii lana involvem ent and the risk 
factors were c o ir c  ted fo r  the in fl cnees o f these 5 variab les So­
cio econom ic  status was assessed »y 2 variables, parental leve! o f 
educa tion  and o ccupa tion . In i f  - case o f a sing le  residentia l par 
e n i. these were the o n ly  2 irx 'i a >rs o f socioeconom ic status used 
In  the case o l 2 resident!* ' p it  ills , the mean lev«-! o f education  
and o l o c cupa tiona l le ve1 wn jsed  in  regression analyses. Since 
sex d ifferences have bceti cs . dished in substance use,25"2* wc per­
fo rm ed regression analyses ic iud tngscx  .s  a covanatc and. if sig 
n iftcant, the ana lys is  w as n  pcated for males and females sepa­
rately. Data were m iss i q or 29% o f ih c  subjects on  the item s 
assessing the re la t io n s liij and a ctiv ities undertaken w ith  tlic  fa­
ther. There fore r e g re s - ic  analyses were run  tw ice, first, in c lu d ­
ing  these 2 factors and  i o lishm g their s ign ificance on  ih c  man- 
ju a n a  va riab le s , and  n< x l.  on  h a v in g  estab lished  that these 
in flu ences  were not s ig r  > leant, the regression analyses were re­
pea led e x c lu d in g  these variables, a llow in g  us to in c lude  m ore 
sub jects in  the analyst The  resu lts o f  (he latter analyses are prc- 
scm cd  The  s ig n ifican t ■ o f mean differences between g roups was 
assessed by I lest ( lev. '  P s  05 used) A l l  analyses were per­
fo rm ed us ing  >A5 tSA i  • -tuutc Inc. Cary. N C ) 2'

RESULTS

The majority ol adole.secnts had not tried marijuana, and 
am ong those who had i rpcrimcntal use was more com ­
m on than regular use 1 iwcver. most adolescents who 
had u ed marijuana al wa\e 1 continued to do so J year 
later ( Table I ).

All risk factor inform,, ton was gathered al wave 1. al­
lowing us to establish the influences on the develop­
ment of m arijuana involvement over the next year. Bovs 
had significantly higher mean scores on most risk fac­
tors. except somatic symptoms,depressive symptoms, self­
doubt. ( R a t io n a l decision making, activities with mother 
and religious involvement, ft which girls scored higlict 
( T a b le  2 ) . There were no significant sex differences lot 
a c t iv i t ie s  with lather and extent to which the parents a l­

low the adolescent lo make independent decisions.
Most risk factors contributed significantly to at least 

som e of the stages of marijuana involvement ( \ a b le  3 ) . 
However, 3 risk factors were stronger predictors than o th ­
ers and influenced all stages of marijuana developm ent 
ow n and peer involvem ent w ith substances; d e lin ­
quency; and school-related problems. O ther risk factors 
had smaller effects and tended to be stage and/or sex spe­
cific. Considerably more risk factors significantly influ­
enced initiation of experimental and regular marijuana 
use than progression to regular use or failure to discon­
tinue experimental and regular use.

Stepwise regression analyses were performed lo es­
tablish the set of variables best predicting each stage of

marijuana involvement The results T abl*  4 )  further 
confirmed the importance and global influence or these 
3 nsk  factors “Own and peer involvem ent w ith sub­
stances” predicted initiation of experimental marijuana 
use (odds ratio |O R |, 1.79 for boys and 2.94 (or girls), 
initiation of regular use (OR, 2.72 for boys and girls com­
bined). failure to discontinue experimental use (OR, 0 65 
for girls), and failure to discontinue regular marijuana 
use (OR. 0 62 (or boys and girls com bined) D elin­
quency predict d initiation of experimental marijuana use 
(OR 1.30 for boys and 1 34 (or girls), initiation of regu­
lar use (OR, 1.36 for boys and girls com bined), progres­
sion to regular use (OR. 1.35 for boys), failure lo dis­
continue experimental use (OR. 0 .71 for boys), and failure 
to discontinue regular use (OR, 0.77 for boys ai.d girls 
com bined) School variables predicted initiation of ex­
perimental marijuana use (OR. 1 17 for boys and 1.21 
for girls), initiation of regular use (OR, 1 57 for boys and 
girls com bined), and progression lo regular use lot girls 
(OR. 1 60) O ther risk factors exerted stage-specific and 
scx-spccific influences: low religiosity predicted initia­
tion of experimental marijuana use in girls (OR. 0 78) 
and initiation of tegular use in boys and girls combined 
(OR. 0.83); independent decision making predicted pro­
gression 10 regular use in boys (OR, 1 30), and activities 
with the mother predicted failure to discontinue regular 
marijuana use for hoys and girls combined (OR, 1.17) 

Wc divided the sample into age groups 11 lo 15 years 
(n = 7334) and 16 to 21 years (n*6999) and conducted 
agc-specific analyses for the 5 stages of m arijuana m 
volvement tn Table 3 lor which significant age differ­
ences were found. For initiation of experimental use in 
girls. 4 risk factors were significant lor the younger age 
group (ow n and peer involvement with substances, OR, 
3 12 |95%  confidence interval (Cl). 2 50-3.901. delin­
quency. OR, 1.39 |95% Cl, 1.15-1.671: unhappy in school. 
OR. 1.25|95%  Cl, 1.08-1.441; and religion, OR. 0 7 6 195% 
Cl, 0 .66-0 .87 |), while only own and peer involvement 
with substances (OR. 3.12 |95% Cl. 2.42-4 0 2 |)a n d  re­
ligion (OR. 0 81 195% Cl, 0.68-0.971) were significant 
m t!,c older group I or initiation of regular use for boys 
and girls com bined, own and peer involvement with sub 
stances and trouble in school were significant in both the 
younger (OR, 2 94 |95% C I.2 .11-4.091 and OR, 1 61 |93% 
Cl, I 20-2 I (v|. respectively) and older age groups (OK. 
2.87 (95% Cl. 2.10-3.94! and OR. 1 63 !95% Cl. 1 20- 
2.231, respectively). In addition, delinquency (OR, 1.42 
|95%i Cl. 1.06-1 8 9 1) and irrational decision making (OK,
1.36 |95% Cl. 1.08-1 711) were significant in the younger 
age group, while inactive pastimes was significant lot the 
older age g roup  (OR. 1 35 |95% Cl. I 05-1 75|> Fi- 
nally, failure to discontinue experimental use lor girls was 
explained by religion only m the younger age group (OR, 
1.34 |95%  Cl, 1.05-1.72|) and own and peer involve 
mcnt with substances only in the older age group (OR 
0 54 195% C l,0  36-0.821).

To further establish the influences ol the 3 strongest 
risk factors on m arijuana involvement (com bining the 
factors "trouble in school” and "happy in school"), we 
divided the sample in a high-risk group who scored in 
the upper 33% for each of the 3 risk factors (n= 1386) 
and a low -risk  g roup  w ho scored in the lower 33%.
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Table 2. Means, Standard Deviations, and /’ Values Associated With /Tests lor Set Differences tor the Risk Factors*

Domain Boys. Mean (SO) Girls. Mean (80) P Value
Daily acttvrbes/Active pastime 7.72 (2 90) 6 91 (2.77) <001Passive pastime 6.31 (2.78) 5 34 (2 69) <001Psychological health/

Somatic symptoms 14.67 (7.59) 17.73 (8 92) <001Positive emotions 815 (2.63) 7.84 (2 75) <001Depressive symptoms 6.41 (5.30) .  7.97(640) <001
Personality!Self doubt 21 99 (5.80) 24 14 io.37) <001Irrational decision making 10.85 (2.86) 10 95(2 91) .047Problem avoidance 11 44 (2.58) 10.96 (2 46) <001
School situation ||Dissatisfaction with scnool 21.38(6 48) 20 82 (6.32) <.001Trouble in school 10.91 (5 16) 9 20 (4 62) <001
Family tuncliomnglRelations with mother 31.47 (3.80) 30.82 (4 69) <001Activities wiih mother 3 84 (1.70) 4 44 (1 71) <001Relations with father 22.34 (3 53) 2159(4 12) <001

Activities with lather 12.19 (2.67) 12.14 (2.62) .28Family relations 24 91 (4.53) 24.47 (4 92) <.001Independent decision making 5.02(1.61) 5.04(1 54) 43■Rough living"/
Substance involvement, substance involvement ol peers 8.85(10.11) 7.75(8.91) <001
Violence 2.04 (2.92! 0.91 (1.81) <001
Delinquency 3 85 (4.77) 3 03(3 71) <.001

Religion*’ 1360 (4 85) 14.39 (4 74) <.001
NeighL iihoodf / 13.69 (2.40) 13 50(2 56) <001
’ Analyses are based on the full sample regardless ot the status ol marijuana use To facilitate interpretation, the means are given tor the nonnormallred risk factors However, the r tests are based on the normalired nsk factors In the case ot uneaual variances lor the 2 groups. / tests are based on the Satterthwaite method V/Active pastimes include active sports, exercise, hobbies, rotlerblading. cycling, working around the house, and chores Passive pastimes include hours watching television and videos, playing video and computer games, and listening to the rad'o }Somatic symptoms include leeimg bred. weak, moody and/or dizzy, having trouble relaxing, frequent crying, insomnia: waking up tired: feeling very sick feeling hoi. frequent stomachaches, teefmq fearful, poor appetite, chest pains headaches: aches and/or pains, cold sweats, painful urination, too sick lor social activities, sore throat and/or cough: acne: and being too sick lor school Positive emotions include reefing hopeful about the future, enjoying life, and feeling trappy and iust as good as others Depressive symptoms include feeling depressed, sad the blues lonely, bothered by things, people dislike you, life is a failure tearful loo tired to do things it's hard to get going life is not worih living, people are unfriendly to you poor appetite, and talking less than usual §Sell-doubt includes not leeimg proud ot sell, not liking self, having no good qualities, teelmg unloved and unwanted, not titling in, having low energy, having poor coordination, il sick, not recovering quickly, and often sick Irrational decision making includes not seeing many approaches to problems not researching solutions irrational decision making, not evaluating outcome ot decision, and not believing in accomplishment through hard work Problem avoidance includes never arguing with anyone, never criticizing others, never feeling sad, avoiding confronting problems, and relying on gut feelings /Dissatisfaction with school includes being happy al school, part ot school, and close to people at school: feeling teachers Ireal students lairly, sale in school, students preiudiced. and teachers care about me. and having no trouble with homework Trouble in school includes having trouble with teachers. havinQ trouble paying atiention. frequently skipping school being suspended, repealing a grade, having trouble with homewoik. being expelled, not wanting to attend college, having a low grade point average, and being unlikely to attend college ^Relations with mother includes having a good relationship with mother, good communication with mother, mother is warm and loving, discusses ethics with mother, mother encourages independence, having tew arguments about behavior feeling mother cares and being close lo mother Activities with mother includes talking about grades, school issues personal problems, and life working on school protects, going shopping, to the movies, concerts, plays, or sporting events and doing things Relations with lather includes a good relationship with father, good communication wiih father, lather is warm and loving, leeimg lather cares and being close to lather Activities with lather includes talking about grades and school issues, working on school projects: talking about life, having lew arguments about benavior, discussing personal problems, lather would be disappointed it didn't graduate horn college, going to the movies, concerts, plays or sporlmg events, lather disappointed ii didn't graduate trom high school, and doing things Family relations ir-Wdes lamiiv paying attention to you, having tun together, understanding you. canng about you, and not wanting you lo leave home Independent decision making includes making own choices on television amount and television programs, clothing, diet weekday bedtime friends, and weekend curlew 'Substance involvement, substance involvement ot peers includes trequenl alcohol consumption, drunkenness, 5 or more drinks on a single occasion, alcohol use outside family, being hung over, throwing up alter drinking, best friends drink alcohol, alcohol use more lhan 2 to 3 times, regretting actions because ol alcohol, best triends smoke marijuana regular cigarette smoking, best friends smoke cigarettes, regretting sex because ol alcohol, having parental trouble because ot alcohol having dating problems because ol alcohol, ever smoking cigarettes driving while drunk, having problems wilh triends because ot alcohol, being drunk al school, getting into physical lights Decause ol alcohol, having first sex at an early age. having school problems because ol alcohol, and spending nights away from home without permission Violence includes pulling a kmle or gun on someone, haying a Knife or gun pulled on you, bemg shot, stabbing someone, using a weapon m a fight, seeing a shooting or stabbing, bemg lumped or slabbed, carrying a weapon to school, getting into physical lights, and being seriously injured from a tight. Delinquency includes shoplifting, stealing worth more than $50. causing property damage, painting graffiti, burglary, selling drugs, bemg loud or rowdy in public, lying to parents about whereabouts, loyndmg. and running away from home ’ ’ Religion includes attending religious services, religion is important to you prayer, participating m youth groups, and believing scriptures are the word of God //Neighborhood includes neighbors looking out tor others, being unhappy to move, knowing most neighbors, stopping and talking lo neighbors, teelmg safe in neighborhood, and being happy in neighborhood
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Table 3. Associations ol the Risk Factors With Marijuana Involvement*

Initiation ol Initiation ol Progression Failure to Discontinue Failure to DiscontinueEiperimanlal Use Regular Use lo Regular Use Experimental Use Regular Use
I 1 I---------------1 I I I I iRisk Factor Boys Girls Boys Girls Boys Girls Boys Girls Boys

Active pastimes
inactive pastimes 1.14 1.14
Somatic symptoms 1.15 1.28 1.48Positive emotions 0.80 0.73Depressive symptoms 1.16 1.33 1.44 *
Seit-doubt 120 1.44
Irrational decision making 1.14 124 146 1.34 0 82Problem avoidance 0.79Dissatisfaction with school 1.34 1621 1.581 2.031 076Trouble in school 15 1 1 1.831 2.161 2.321 1601 0 7bRelations with mother 066 0.60 0.73Activities with motheiRelations with lather 079 0 74 0.571Activities with latherFamily relations 0.78 0.69 066 0.661Independeni decision making 1.20 1.30 1.29Si'bstance involvement 2 15 1 3.77f 2631 6 081 15 1 1 1 49 076 0641 0 541
Violence 149 1.551 1681 2.101Delinquency 1.711 2 2 lf 1.77t 3.54t 1.32 072 080 0.68
Religion 0^3 070 0.76 * *3 1.20
Neighborhood
‘ Values are expressed as odds ratios Analyses are based on normalized, summed risk factor scores Significant odds ratios were obtained from regression analyses run tor each ol the individual nsk (actors separately Covanates age. race, urban status, and parental educational and occupational status were torce-entered .nto each model belore the introduction ol the risk (actors A significance level ol F t  Oo lor factors to enter and remain in the model was specified a priori See Table 2 tor explanation ol risk (actors tOdds ratios ol highest value (=.0 67 or ^ 1  501

(n = l6 9 6 ) . w hile excluding the middle 33% and re­
peated the regression analyses. In the high-risk group. 
28% of adolescents initialed marijuana use in the next 
year compared with 2% in the low-risk group (OR, 19.90 
|95%  Cl. 12.02-32.951) Rcgulat m arijuana use was ini­
tiated by 16% in the high-risk group compared with 0.3% 
in the low -risk  g roup  (OR, 78 40 |95%  Cl, 26.40- 
232 .85]). In the low-risk group , no ind iv idual p ro ­
gressed to regular use (39% in high-risk group) or con­
tinued using marijuana experimentally or regularly (52% 
and 60% in iuglvn.sk group, respectively), so no ORs could 
he calculated (or these 3 stages

COM M ENT
In this large population-based sample, 13% of nonuscrs 
at wave 1 had become involved with m arijuana 1 year 
later (at wave 2, 10% experimentally and 3% regularly). 
More than half (55%) of adolescents who had cxpcn 
mcntcd with marijuana at wave I continued louse mari- 
luana cither experimentally (37%) or regularly (18%). 
The great majority of regular users at wave 1 remained 
involved with marijuana (53% on a regular basis and 20% 
experimentally) These num bers indicate that initiation 
tends to result in continuation.

The risk factors that have been most consistently re­
lated to marijuana use in the literature include the fol­
lowing: (1) Daily activities. Low levels of engagem ent in 
prosocial activities are associated with marijuana usc"£ J“: 
(2) Psychological health. Marijuana use is associated with

intrapersonal difficulty,u poor control of em otions.*'and 
depression and anxiety’1 (3) Personality Risk of m ari­
juana use may he increased in those with limited inner 
resources lo cope with psychological stress”  and poor 
self-concept '* w O ther personality traits associated with 
increased risk include deviance.” rebelliousness.” being 
uncmpalhelic,*" and unconvcnlionality '1' “L (4) School 
situation. School-related risk (actors include poor aca­
demic perform ance.’' '4’ low connectedness to school,44 
truancy, and school dropout* '"7; (5) Family function­
ing Risk factors within the family environm ent include 
poor, inconsistent family management practices, lamily 
conflict; low bonding4’’4'1; poor parental m onitoring; and 
lack of structure and rules-’ 4*'’0; (6) Rough living Risk 
ol m arijuana use is increased in those \s ith greater use 
of o ther substances'1' 1 and substancc-using friends.** ’1 ’’ 
Marijuana use has also been associated w ith a m aladap­
tive conflict style '" ’’ aggression,v'delinquency,®7’7 vio­
lence,” ’K and precocious and nskv sexual behavior"'"';
(7) Religiosity and conservative beliefs may protect against 
adolescent substance use®1; and (8) Risk ol substance use 
may be greater in disadvantaged neighborhoods/'

O ur analyses indicated that, when analyzed individu­
ally, most ol these risk factors predicted at least some stages 
ol marijuana involvement. However, the strongest predic­
tors were substance use by adolescents themselves and their 
peers, delinquency; and school-related problems. These fac­
tors also influenced most stages ol m arijuana involve- 
mcnt, suggesting that intervention eflorts aimed at these 
risk factors ma be broadly applicable. In addition, when
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Tab '' 4. Stepwise Lngislic Regression Analysis on the 
Devs.opment ol Marijuana Use Between Waves 1 and 2*

OR (95% a)
i---------------------------- 1Significant Factor Boys Girts

Initiation ol Eiperimental Marijusns Use
Substanceinvoivemont. 1.79(1 53-2 10) 2.94(2 48-3 49)substance involvement ol peers 
Delinquency 1-30(1 17-154) 134(1.16-1.55)TrouOle in scfiooi I t ?  (1.02-1.35)Unnappy in school 121(1.08-1.36)R ugion 0 78 (0.70-0.87)
______________________________________  A*

Iniliallon ol Regular Marijuana UsefSuuunce involvement. 2 72 (2 ? 1-3 34) 2.72 (2,21-3.34)sub men involvement ot peers 
Trouble In school 1.57(131-1.88) 137(1.31-1.88)Delinquency 1.36 (1.13-1.64) 1.36(1.13-1.64)Religion 0 83 (0.71-0.97) 0 63 (0.71-0.97)_________________________________________________________________________________________________A. 6*

Progression lo Regular Marijuana Use
Delinquency 135 11.09-1 68)independent decision making 1.30 (1.05-1 60)..ouble in school 1.60(128-2.01)
_______________________ R*______________

Failure to Discontinue Experimental Marijuana UseDelinquency 0.71 (0.61-0.84)Substance .nvolvemenl, 0.65 (0 *0-0.84)substance involvement of peers A*
Failure lo Discontinue Regular Marijuana UsetSubstance involvement. 0.62 (0.50-0 77) 0.62 (0 50-0 77)substance involvement ot peers Delinquency 0.77 (0.66-0.90) 0.77 (0.66-0.90)Activities with mother 1.17 (1.02-1 34) 1 17 (1.02-1.34)

E. 0* E 0*
Abbreviations A. age of the subject al wave 1, Cl. conlidence interval £ parental education. 0, parental occupation, OR, odds ratio. R, race,U. uiban status•Analyses based on normalized, summeu nsk tactor scores in all regression analyses the following (actors were specified lo be entered into the model: the age of the subject at wave 1 (A), race (R), urban status (U). parental education (E) and parental occupation (0) In case any ot these (actors were signibcant, (heir abbreviation is included m the table The x1 lesl tor the combined etlect ol the independent variables is based on the -2 log likelihood method A sigmlicance level ol A .03 was specified for the *•" score tor entering a factor in the model and tor tne taclor to remain in the modeltSex ddierences were nonsignificant therefore, boys and girls were combined in analyses on this variable

wc performed analyses on ihc younger (11-15 vcars) and 
oldet (16 21 years) age groujrs separately, these risk fac­
tors remained the strongest predictors.

O ur results confirm  previous reports of the im por­
tance of the risk factors “su b stan ce  use by self and 
peers"01, 51 ,,<H uncj ‘ delinquency."" 70’ Use of alcohol ot 
drugs during adolescence increases the risk of substance 
dependence in adulthood." Marijuana use has been re­
lated to failure to quit other substances." Peers may influ­
ence adolescent substance use by changing personal atti­
tudes. serving as role m odels, and being a source of 
iniormalion and providing access, encouragement, and a 
social setting for experimentation with substances/*'*’®0 De­

viant peer affiliations pose n risk to retention rales during 
substance abuse treatment and may need to be dealt with 
specifically dunr.g treatment M The combination of the nsk 
factors “substance abuse' and "delinquency" may lead lo 
a career of cnmc 10 High rates of substance use. Involve 
menl with delinquent activities, and being part of deviant 
peer groups secxn to reflect low concern with the future or 
perceived future perspectives Indeed, illicit drug use is as­
sociated with reduced chances of successful participation 
in adult roles.'1

School-related variables presented the third strong nsk 
lactor. Poor academic achievement’’*1,41*’ "7 has been pre­
viously associated with marijuana invi Ivement The pres 
cnt study used a broader assessment of (he school situa­
tion Risk factor “trouble in school' included, in addition 
to an indicator of test results (grade point average), infor­
mation on problems with teachers, trouble paying atten­
tion, frequently skipping school, suspension, repealing a 
grade, expulsion, and no desire or intention to attend col­
lege “Dissatisfaction with school" assessed being happy in 
school, part of school, safe in school, dose to people in 
st hool, whether leat hers care about students and treat them 
fairly, and whether other students are prejudiced. The lew 
previous studies that have used similar broader evalua­
tions of the school environment have also found that the 
broader school context is an important risk factor in mari­
juana involvement/*** Interestingly, one of these studies 
found that school bond ing  is closely related to self- 
cfficacy/* Our findings arc not limned to marijuana use 
we have previously found that school-related problems pre- 
dici experimentation with cigarettes and progression lo 
regular smoking '' It has been previously reported that re ­
medial academic classes can improve not only school per­
formance hut also reduce smoking rales 71

Adolescents spend a major part ol their lives in school 
Certain school characteristics (eg. high turnover ol stafl 
and pupils, pupil-staff ratio, absenteeism, and indices of 
low socioeconomic status in pupils) have been associ­
ated with childhood disorderand deviance7- and may also 
increase risk of marijuana involvement. Schools can play 
a role in shaping the development of socially approved 
conduct,7’ and active discouragenu i of substance use 
in schools can be effective.7* Positive suits achieved with 
classroom -based program s aim ed at increasing  aca­
d em ic  and socia l co m p e te n c e  as well as schoo l- 
bonding7 become particularly relevant in the light ol the 
present results

Other significant predictors in our study exerted stage- 
specific, sex-specific, and agc-spccilic influences. Reli­
gion reduced risk of initiation of experim ental m ari­
juana use (or girls (both age cohorts), initiation ol regular 
use for boys and girls com bined (but not in agc-spccific 
analyses), and continuation of experimental marijuana 
use in younger girls. It has previously been reported that 
religiosity and conservative beliefs a r t protective fac­
tors for adolescent substance use."’ 70 Possibly, the pro­
tective effects of religiosity may exert themselves through 
the family environm ent70 or hv enhancing ability to cope 
w ith stress,70

Fam ily-related variables have been previously re ­
ported to be important in the development of adolescent 
substance use involvem ent. W e found that 2 family-
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related nsk factors influenced marijuana involvement, in­
dependent decision making (eg, freedom in choosing what 
to wear. eat. when to go to bed, television time and pro­
grams) predicted progression to regular use for boys, and 
activities with the mother (eg. discussing school grades 
and personal problems) predicted discontinuation of regu­
lar marijuana use for ’ tys and girls combined, Both pa­
rental m onitonngand parent-child attachment have been 
previously related to adolescent substance involve 
ment.77 ™ In our study, these influences were lound to ex­
ert stage-specific and sex-specific influences. Possibly, fam­
ily-related factors become less influential once the impact 
of other mediating factors (for example, socioeconomic 
status) and peer influences have been statistically ac­
counted for, as in the analysis used in this study

Two o ther factors were only sign ifican t in agr- 
sjrecific analyses: irrational decision making p rcd itltd  ini­
tiation of regular marijuana use for boys and girls com ­
bined and inactive pastimes predicted the same variable 
for t he older age cohort 1 national decision making is char­
acterized by the inability to make rational decisions, 10 
research solutions, to evaluate outcomes of decisions, and 
to believe things can be accomplished through hard work 
It reflects a lack of responsibility and self-efficacy, per­
sonality trails that have been previously related lo m ari­
juana involvem ent.'*  Inactive pastim es (hours spent 
watching television, playing com puter and video games, 
listening to the radio) have also been related to risk of 
substance usc.:‘,Jg

Most risk factor studies have loeused on the imtia 
lion of marijuana use The few studies that have also fo­
cused on discontinuation of use have indicated that use 
of ther licit and illicit drugs, deviance, selection of so­
cial settings favorable for use, increased risk of victim 
nation , and self-medicating to improve mood are im­
portant risk factors'*’ These findings arc in agreement 
with our results. In addition, wc found the progression 
and failure to discontinue (ic, of experimental and regu­
lar u se) stages were influenced by considerably fewer risk 
factors than the initiation stages, and the 3 risk factors 
with the strongest associations with marijuana use were 
also tin  strongest predictors of failure to discontinue.

Adolescents with the highest score on all 3 risk fac­
tors had considerably increased risks ol initiating experi­
m ental (20 times) and regular marijuana use (87 times) 
W h n selecting the highest and lowest scoring groups 
for e -rh  risk factor individually, raihcr than com bined, 
ORs rang 'd  between 1.6 and 4.0, strongly indicating that 
the presence of multiple risk factors makes adolescents 
especially vulnerable for marijuana use and ahuse Therc- 
tore, directing intensive prevention and intervention ef­
forts at those groups at greatest risk may be more suc­
cessful than programs aimed at all students in a school, 
man\ ol whom will never consider Irving marijuana. The 
percentages of adolescents who were increasingly in ­
volved with marijuana were in the high-risk group more 
frequently than the low-risk group (28% vs 2% lor ex- 
pcrim cntal initiation: 16% vs 0.3% for regular in itia ­
tion; 39% vs 0% for progression, 52% vs 0% for con tin ­
ued experim ental use; and 60% vs 0% for con tinued  
regular use) This indicates that successful prevention 
and/or intervention efforts based on these com bined risk

(actors may have an effect on a large proportion of ado­
lescents al risk

Identification of Individuals at n sk  should take place 
in any setting where the 3 most im portant risk factors 
can be assessed, for exam ple, in schools, medical prac­
tices, the judicial system, and substance treatm ent cen­
ters Prevention and intervention should incorporate strat­
egics to address other substance use and the peer group, 
delinquent activities, and the school situation. In addi­
tion, our finding of few er risk factors influencing the pro­
gression and failure to discontinue use stages suggests 
that the greatest opportunities for intervention arc dur­
ing earlier stages of marijuana involvement During later 
stages, genetic and other biological factors involved in 
habituation and dependence may become increasingly im­
po rtan t"  and treatm ent, more difficult

Although wc evaluated many carefully selected risk (ac­
tors, not all relevant aspects of risk were assessed (for ex­
ample. genetic factors16*1 or attitudes toward drug use") 
D'•spite the advantages of a longitudinal design, we can­
not rule out the possibility that other factors at wave I in­
fluenced both risk factors as well as marijuana involve­
m ent In addition, the analytical m ethods used cannot 
account for complex interactions between risk factors 
Sample sizes were lower for analyses of the progression and 
failure to discontinue use stages This could have influ­
enced our finding of fewer significant nsk factors and should 
be taken into account when evaluating our conclusions 
Many comparisons between behaviors and marijuana in­
volvement were made In this study, and it is therefore pus 
siblc that significant findings have arisen owing to chance. 
Reassuringly, however, all associations were in the ex­
pected directions and agree with results obtained in pre­
vious studies. In addition, a conservative approach was 
adopted by presenting the results in terms ol the strongest 
findings (P values of S  03 for the regression analyses). Ad­
ditional research also including clinical populations, is 
needed to confirm the results and lo further enhance then 
practical unifications.

O ur study indicates that the assessment of licit sub­
stance use, inform ation on peers, delinquency, and how 
adolescents experience their school environment strongly 
predict risk ol involvement with m arijuana Therefore, 
these nsk factors can he used to idcnttfv adolescents who 
may require early and intensive prevention efforts and 
to address these factors in efforts to help them.
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ADVISORY COUNCIL ON THE MISUSE OF DRUGS
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The Home Secretary 
Home Off'ce 
50 Ouoon Anne's Gate 
LONDON 
SW1H 9AT

March 2002

Last October you asked the Advisory Council on the Misuse of Drugs lo 
review the classification of cannabis preparations in the light of current 
scientific evidence I have pleasure in enclosing the Council's Report.

The Council recommends the reclassification of all cannabis preparations to 
Class C. The Council believes that the current classification of cannabis is 
disproportionate in relation both to its inherent toxicity, and to that of other 
subslances (such as amphetamines) that are currently within Class B

In making this recommendation, however, the Council wishes it to be clearly 
understood that cannabis is unquestionably harmful Furthermore, the 
Council is anxious that the dangers associated with the use of cannabis 
preparations are widely known. For this reason this Report has been written 
in a style that, we hope, is accessible to the public at large. A selected 
bibliography, from which the full bibliography and tho underpinning scientific 
evidence has been adduced, can be found at the end ot the Report.

I bog to romain otc

Professor Sir Michael Rawlins 
Chairman
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1. Background
1.1 In October 2001 the Hom e Secretary  asked  the Advisory Counc il on the 

M is u s e  of D rugs (the Council ) to  review  the c la s s ifica t io n  o f cannab is  

p reparations in the light o f current sc ien tific  ev idence

1.2  The C ounc il is  es tab lish ed  under the M isu se  o f  D rugs Act 1971 to keep  
under review  the drug situation in the United Kingr m and to adv ise  
governm ent m in is te rs  on the m easu res  to  be taken for preventing the 
m isu se  of drugs or fc r dealing with the soc ia l p rob lem s connected  with their 

m isu se . In particu lar, the Council is  requi d to adv ise  on the appropriate 
c la s s if ic a t io n  o f sub stances  be ing spec ified  under Part I. Part II. and Part III 

of S ch edu le  2 to the Act

1.3 I tie c la s s if ic a t io n  of drugs, in S chedu le  2 to the M isu se  of D rugs Act 1971 

is  ba sed  on the harm  they may cau se

C la s s  A  (the m ost harmful) in c lu des  m orphine and d iam orph ine (heroin).

C la s s  B  (an in term edia te category) in c ludes am phetam ines, barb iturates, 

c an nab is  and cannab is  resin

C la s s  C  (the least harmful) in c lu de s  anabo lic  s tero ids, b enzod iazep ines  arid 

growth horm ones

1.4 W hen adv is ing  on the ha rm fu lness o f drugs, the Counc il ta kes  account of 
the physica l harm  that they may cau se , their p lea su rab le  e ffe c ts , a sso c ia ted  
w ithdrawal reaction s after chron ic use, and the harm  that m isu se  may bring 

to fam ilie s  and socie ty  at large

1.5 The M is u se  o f D rugs R egu la t ions 2001 (Statutory Instrum ent 2 0 0 1 /3 9 9 8 ) 
d e f in e s  the ca tego rie s  o f peop le  au tho rised  to supp ly  and  p o s s e s s  drugs 
con tro lled  under the Act In th e se  Regu lations, d rugs a re  ca tego rised  under 

five s ch ed u le s

S ch edu le  1 in c lu des  drugs su ch  a s  cannab is  that are not. conventionally, 
used  for m ed ica l purposes. P o s s e s s io n  and supply are proh ib ited  w ithout 

sp e c if ic  Hom e O ffice  approval

S ch edu le  2 in c lu des  m orphine an d  d iam orph ine and are  subject to sp ec ia l 
requ irem ents re lating to their p rescrip tion , sa fe  custody  and the need  to 

m a in ta in  reg iste rs

S ch ed u le  3 in c lu des  barb iturates and are  subject to sp e c ia l prescrip tion  

though not sa fe  custody requ irem ents

S ch ed u le  4 in c lu des  benzod iazep ines  and are neither sub ject to spec ia l 

p rescrip tion  or s a fe  custody requ irem ents.

S ch edu le  5 in c ludes p reparations that, becau se  of their strength, are  exempt 

from  m ost o f the contro lled  drug requ irem ents
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2.1 The plant C annabis saliva  is  a ls o  known a s  hem p As a drug o f abuse
it u sua lly  takes  the form of e ither herbal can nab is  (marijuana) cons is ting  
o f the dried leaves  and fem ale  flower heads, or cannab is  re s in  (hashish) 

whic s  secre ted  by the leaves and flowers and often com pressed  into 
b lo ck s  Cannab is  o il (hash ish or hemp oil) is  a concentrate of cannab ino ids 
ob ta ined  by so lvent extraction o f the crude p lant m ateria l or o f the resin

2 .2  The term  cannab ino id  w as orig inally used to describ e  the fam ily o f naturally 
occurring  chem ica ls  found in cannab is  Of these , the m ost s ign ifican t is  

.V te trahydrocannab ino l (THC) but there are o th e rs  (eg cannab id io l and 
cannab ino l) which, though not psychoactive, may modify the e ffe c ts  o f THC 
itse lf The term  cannab ino id  a ls o  en com passes  any sub s tan ce  that activa tes 
can nab is  recep to rs  including synthetic (eg nab ilone) and endogenous

(eg anandam ide) com pounds

2 .3  Th is Report cons ide rs  the m ost appropriate C la s s  (see paragraph 1 3) 
in to  which cannab is  preparations shou ld  be ca tego rised  ba sed  on its 
ha rm fu ln ess  There is  at the present time, no au thorised  m ed ic ina l 
preparation o f cannab is  and. therefore, th is  Report is  not concerned  with 
its  potentia l m ed icina l u se s  The Council is  aware, however that c lin ica l 

tr ia ls  o f can nab is  derivatives are in p rogress If. at som e future date, one 
or m ore cannab is  p reparations becom e ava ilab le  a s  m ed ic ina l sub s tan ce s  
th en  the Counc il would adv ise  about which S chedu le , under the M is u se  of 
D rugs Regu la tions 2001. they shou ld  be ca tego rised  (see paragraph 1 5) 
Th is matter, however, is  entire ly separate  from  the c la s s if ica t io n  o f cannab is  

under the M isu se  o f Drugs Act 1971

2 .4  The Report itse lf is  based  on a deta iled  scru tiny  o f the re levant sc ien tific  
literature includ ing four review s com m iss ioned  by the Departm ent of Health 
in 1 9 9 8 'a s  w ell a s  an update com m iss ioned  by the Hom e O ffice  and 

com pleted  in Novem ber 2001 1

2. Introduction

1 A'jHon |1998). kmm (1998j ant P»»m fi99Be 1998b) - bit#Kigr*pn»
2 HjH ant hash (?001) - vt• txttfK̂apfty
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3. E pidem iology

3.1 Inform ation about the u se  o f cannab is  in  the UK com es  front a variety 

o f so u rce s  None are idea l but. collectively, they provide a reasonab le  
ind ica tion  o f the presen t sca le  o f use and o f the changes that have occurred 

over th e  past 2 0  years The ava ilab le  sou rce s  o f in form ation com e from

♦ su rveys o f s e lf  reported use;
• se izu re s  (by po lice  and custom s officers),
♦ cau tion s  and court appea ran ces  data; and

• Nationa l Drug M isu se  da tabases.

3 .2  Cannab is  use  appears to  have in creased  dram atica lly  over the past two 
de cad es  British  Crime Survey (BCS) data show that, in England and W ales 
life tim e use  between 1981 and 2 00 0  am ongst those  aged  20  to  24 years 
rose  from  12 per cent to  52  per cent In the sam e age group, the 2 0 0 0  BCS 
suggested  that use in the previous year w as 27 per cent, and in the 

prev ious m onth was 18  per cen t By com parison, use o f am phetam ine
or hero in  in the past m onth w as 3 per cen t and le s s  than  0 .5  per cent 
respective ly  The best' e stim ate  (based on the 2 0 0 0  B C S  data) o f the 
num ber o f 16-24-year-olds using can nab is  in the prev ious year is  1 ,5 0 3 .0 0 0  

(range 1.3 8 .0 0 0 -1 ,6 9 8 .0 0 0 )

B  3.3  In S co tland , life tim e u se  o f th o se  aged  under 25  years in 2 0 0 0  was
^  34 pe r cen t (com pared  to  4 0  per cen t 1996) and  u se  in  the  la s t  year w as

15 per cent (com pared to 25  per cent in 1996). Be tw een  1 9 9 5  and 1 99 8  

life tim e  u se  am ongst the sam e  group in  No rthern  Ire land ro se  from  
12 per cent to  18 per cen t In 1 998  th e  No rthern  Ire land ra te s  for u se  

in the la s t year and la s t  m onth were 7 per cen t and 4 per cent

3.4 Loca l and  national su rveys ind ica te  that can nab is  use  is  h ighest am ongst 
ad o le scen ts  (aged 16 to  19 years) and young adu lts  (aged 20  to  29  years), 

and m ore prevalent in m a les than fem a le s  (see Table 1) A lthough there .nay 
be som e  geograph ica l d iffe rences , there  is  sub stan tia l consum ption  in both 
rural and  urban pa rts  o f  England and W ales, and am ongst ad o le scen ts  and 
young adu lts from w ide so c ia l and educa tiona l backgrounds. U se  in Sco tland  

and Northern  Ireland is  considerab ly  lower

Table 1: Use (%) of can n ab is  in  the la s t  12 m onths, by age  and gender, 

2 00 0  B r it ish  C rim e Su rvey ’ (Eng land  and  W a les)

Age (yean) Male Female All

1 6 -1 9 28 21 25

2 0 -2 4 30 24 27

2 5 -2 9 23 12 17

3 0 -3 4 15 6 10

3 5 -3 9 9 4 C

4 0 -4 4 6 3 4

4 5 -5 9 3 1 2

All 1 6 -5 9 12 7 9

All 1 6 -2 9 27 18 22

3 fcamsiy ct (2001) - wt t>«Ohoq'Mp*y
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3.5 The num ber o f se izu res, by po lice  and cu s tom s o ffice rs , in c reased  in line 
w ith the r ise  in s e lf  reported  use from  17 ,227  in 1981 to 1 14 ,66 7  in 
1 998 . The num ber o f se izu re s  fell, in  1999, to  9 7 ,3 5 6  In.that year, 
p o lic e  and cu s tom s  o ff ice rs  se ized  a total o f  71 ton nes  o f can n ab is  

p repara tions, o f w h ich  53 tonnes were accoun ted  for by can nab is  re s in
In the sam e year there  were 1 5 ,108  se izu re s  of hero in  and 13 ,194  

se izu re s  o f am phetam ines

3.6 The number o f cannab is  o ffen ce s  (as persons found guilty, cautioned, given 
a f isca l o ffence, or dea lt with by com pounding) rose  from  15 ,388  in 1981 
to  9 9 ,1 4 0  in 1998  before falling to 8 8 .5 48  in 1999  Over 9 0  per cen t of 
su ch  recorded can nab is  o ffen ce s  in 1999  were for 'unlaw ful p o s se s s io n  . 

O ffen ce s  re lated  to heroin and am phetam ines in 1999  were 12 ,760  and 
1 2 ,1 02  (respectively).

3.7 It shou ld  be noted that th ese  figures for drug se izu re s  and o ffen ce s  reflect 
law enforcem ent act iv itie s  and were not des igned  a s  ep idem io log ica l too ls  
They are usefu l, however, w h t.i cons idered  in conjunction with other data, 
in contributing to know ledge about long term trends in can nab is  m isu se  
N everthe less, the nature and  orig ins o f these  s ta t is t ic s  shou ld  be borne

in m ind in their interpretation, For exam ple, the fall bet een 1998  and 
1 9 9 9  in both the num bers o f cannab is  se izures, and p e .son s  dealt with 
for cannab is  o ffen ces, shou ld  not be taken a s  ind icating a reduction in use 
The reductions in se izu res were probab ly due to two factors. First, the law 

enforcem ent agen c ie s  have been concentrating their e ffo rts , in recent 
years, on C la s s  A su b s tan ce s  in line with the ava ilab ility  ta rgets in the 
G overnm ent's  D rugs Strategy The second  p o ss ib le  factor may reflect 
a  reduction in the number o f s top s  and searches, e spec ia lly  in London, 
fo llow ing the pub lica tion  (February 1999) of the report by S ir W illiam  

M acPherson . The S te p h e n  L aw rence Inquiry A lthough only a m inority 
o f a ll s top s  and sea rch e s  resu lt in an  arrest, they are  re lative ly Important 

in lead ing to a rre s ts  for drug u se .4

3.8 During the period O ctober 1 992  to M a rch  1993 . o f  the 2 0 .3 4 3  peop le  
s ta rtin g  a tte n d a n ce s  at treatm en t ag e n c ie s  in G rea t Brita in , 1 ,414  
(7 ,0  per cent) had  can n ab is  repo rted  a s  the ir m ain p rob lem  drug By 
April to S ep tem ber 200 0 , t in s  num ber had r isen  to  3 ,5 3 7  out of 3 9 ,6 5 8  

(8 9 per cent) a tten da n ce s  Th is co n tra s ts  w ith 2 4 .7 5 9  s tarting  
a tten da n ce s  for he ro in  m isu se  and  1 ,413  for am phe tam ine  m isu se  during 
the sam e period  No ind iv idua ls  a re  repo rted  to th e  N o rthe rn  Ire land 
A dd ic ts  Index a s  having p rob lem atic  can n ab is  u se

4 < orfcrry (?001) - Vft t>LM*ogr*phy
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4. Risks to human health
4.1 D rugs a ffe c t hea lth  in a num ber of d ifferent ways They can p roduce 

im m ed iate  adverse m ed ica l e f fe c ts  (such a s  death  from resp ira tory  
d ep re ss io n  with heroin) o i can  dam age hea lth  over a period o f tim e 

(such a s  lung and heart d is e a se  from  sm oking  tobacco) Som e drugs 
injure hea lth  a s  a seconda ry  consequence  o f  the way in which they a re  
used: the sharing  o f n e ed le s  to inject heroin, lead ing to in fe c tion s  such  

a s  human im m unodefic iency  v irus (HIV) and hepatitis , is  an obv iou s  
exam ple. Furtherm ore, som e  drugs cau se  phys ica l or m enta l dependence  

w h ich can  d is to rt the life  o f  the  user so  that they endanger th em se lve s  
or o thers in  their attem pts to  obta in  su p p lie s  o f their drug

4 .2  In som e  in s ta n c e s  long te rm  dam age can  re su lt from  ju s t  s in g le  u se
(eg in fe c t io n  with HIV from  a s in g le  in jection): w h e rea s  o the r p rob lem s 

m ay em erge  only a fte r e x tended  u se  o f la rg e  am ou n ts  o f d rug  

(eg c a n n a b is  dependence).

4 .3  A cu te  h ea lth  h s k s  o f can n ab is

4 3 1 Acute hea lth  r isk s  a re  th o se  due to  the d irec t e ffe c ts  of cannab is, o n  the
body, after its  im m ediate u se . They include ac t ion s  on  the brain, the heart 

and lungs, a s  well a s  other organs

4 .3.2 C ann ab is  p roduces d ila ta tio n  o f som e b lood  v e sse ls  and le a d s  to
constr ic tion  o f o thers The cha racte ristic  re d n e s s  o f the eye, shortly  after 
exposure, is  due to d ila ta tio n  of the conjunctiva l b lood  v e ss e ls  M ore  
p rob lem atica lly  it c o n s tr ic ts  other b lood v e s s e ls  lead ing to an  in c rease  
in b lood p re ssu re  C a n n ab is  can  a ls o  d isrup t the contro l o f b lood  p ressu re  
lead ing  to  lower stand ing  b lood  p ressu re  and  an in creased  r isk  o f fainting 
C ann ab is  a ls o  p roduces  a n  in c rea se  in h ea rt rate M ax im um  in c re a se s  
in heart rate  occur w ithin 1 5  to 30  m inu tes o f inhalation, and  rem ain  ra ised  
for two hou rs or m ore Tolerance to the ca rd iovascu la r e f fe c ts  o f cannab is  

occu rs  w ith repeated  use.

4 3 .3  The ca rd iovascu la r a c t io n s  o f cannab is  a re  s im ilar to the e f fe c ts  of 

exe rc ise , and  probab ly do  no t constitu te  a s ign ifican t risk in healthy 
id o le s c e n ts  and young ad u lts  They can. though, be dangerous in peop le  

w ith d is e a s e s  o f the ca rd iovascu la r system , e spec ia lly  th o se  w ith coronary 
a rte ry  d is e a se , irregu la r it ie s  o f heart rhythm, high b lood p ressu re , or in 

ind iv idua ls  at risk o f s troke

4 .3  4 C a n n ab is  h a s  been  repo rted  to produce mc 'le s t bronchod ila tor e ffe c ts  
(open ing o f  the a irw ays) but can  w orsen a s th n  Ch ron ic  u s e  o f can nab is  

h a s  a ls o  been  a lleged  to  d e c re a se  sperm  coun ts  nod  sperm  motility in men. 

and su pp re ss io n  o f ovu la tion  in women. The e f fe c ts  o f c an nab is  on  fertility, 

however, a re  unclear.

4 3 .5  U n like  seda t ive  in tox ican ts  su ch  a s  a lcoh o l, can nab is  d oe s  not ca u se  
resp ira to ry  d ep re ss io n  or su p p re s s  the gag reflex even when extrem ely 
in tox ica ted  Moreover, the  fa c t that ca n n a b is  is  usua lly  sm oked  m eans that 

the  e f fe c ts  are  a lm ost im m ed ia te  and  on ce  inha la tion  s to p s  they begin to

6
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.ubside M ore severe intoxication m ay occur after th e  ingestion  of p roducts  
b ecau se  o f the variable speed  and extent o f its  absorption  into the body

4 3 6 N everthe less, cannab is  im pairs the perfo rm ance o f com plex ta sk s  that 
requ ire su sta ined  attention and m otor contro l When these  involve r isk s  

to  se lf or others (such as  drivers, a ircraft p ilo ts  or operato rs  o f heavy 
m achinery), cannab is  can be dangerous, and even m ore s o  when used  
w ith a lcoho l. C annab is  d iffe rs  from a lcoho l, however, in one  major respect 

It seem s not to in crease  risk  taking behaviour This may exp la in  why it 
appears to  play a sm a ller role than a lcoho l in road tra ffic  a cc id en ts  
C annab is  in toxication tends to produce re laxation and so c ia l w ithdrawal 
rather than the aggressive  and d is inh ib ited  behaviour com m only found under 

the in fluence o f a lcoho l Th is m eans that cannab is  rarely con tribu tes to  
v io lence  e ither to others or to onese lf, w hereas a lcoh o l u se  is  a major 
factor in de liberate  se lf harm, dom estic  a cc id en ts  and v io lence

4 3.7 Acute cannab is  in tox ication can a ls o  lead to  pan ic a ttacks, parano ia  and
con fused  fee lings that drive users to  seek  m ed ica l he lp  These  e ffe c ts  
a re  generally  sho rt lived and usua lly  respond  to rea ssu rance  or a m inor 
tranquilliser. In som e  c a s e s  acute can n ab is  in tox ication can  produce  a 

psychotic sta te  that may continue for som e  time and requ ire  treatm ent 
with an tipsychotic drugs. This is  s im ilar to the psychotic s ta te s  fo llow ing 
in tox ication  with coca in e  or am phetam ines In a few  c a se s  su ch  an e p isode  

^  may be the start o f a long-lasting psychotic  illness , usua lly  sch izophren ia
W  (see below) In peop le  with pre-existent m enta l illn e ss , espec ia lly

sch izophren ia, acu te  cannab is  u se  can  aggravate the cond ition

4.4 Long term health risks of cannabis

4 4.1 M o s t can nab is  is  sm oked Sm oking, in any form, is  dangerous and tobacco  
sm oking is  the largest s ing le  cau se  o f ill hea lth  and prem ature dea th  in the 

UK. Sm oking cannab is  therefore p re sen ts  a real hea lth  risk, potentia lly  
s im ilar to  that o f tobacco, with an in c rea sed  inc idence  o f bronch itis, asthm a 
and lung cancer a s  well a s  d iso rde rs  o f the heart and  c ircu lation . Indeed 
sm oking cannab is  may be m ore dange rous  than tobacco  s in ce  it h a s  a 
higher concen tra tion  o f ce rta in  ca rc in ogen s  However, there  are fa c to rs  with 

sm oked  cannab is  that may m itigate th is  r isk  In genera l can nab is  u se rs  
sm oke fewer c iga re ttes per day than  tobacr sm oke rs  and m ost g ive up 
in their 30s. so  lim iting the long-term exposu re  that we now know is  the 

critica l factor in cigarette-induced lung cancer,

4 4.2 Pre lim inary  s tud ie s  o f lung function in regu lar can nab is  sm oke rs  have  not 
found a major cau se  for concern  in the majority, but som e  severe c a s e s  

o f lung dam age have been reported  in young very heav" u se rs  S in ce  
can nab is  u se  h a s  only becom e com m onp la ce  in the  past 3 0  years there 
m ay be w orse new s to com e. Further research , coup led  with a pub lic  hea lth  

educa tion  programme, is  required

4.4 3 Drug dependence  is  the p ro ce ss  w hereby repeated  u se  o f a drug le ad s  
to  increas ing  d ifficu lty  in stopp ing D ependence  is  a com plex phenom enon 

) w hose  nature d iffe rs  from drug to  drug and  is  de term ined  by the duration
and  am ount of the drug u sed  as  w e ll a s  the ch a ra c te r is t ic s  of the user.

7
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Dependence  is  reflected by an  increasing re lian ce  on the drug and by 
sym ptom s o f withdrawal when users  reduce the ir consum ption  or try to stop 

altogether Cannab is dependence w as once con tested  but ha s  now been 
e s tab lish ed  a s  a rea l phenom enon and one for which peop le m ay seek  help 

The extent o f cannab is dependence in the UK is  not known but (as 
d is cu ssed  in paragraph 3.8) for between 5 per cent and 10 per cent o f drug 
use rs  a ccess ing  treatment se rv ices , can nab is  has been reported  to bo their 

m ain problem  drug

4 4 4 S tud ie s  am ongst cannab is  dependent use rs  have revealed that when they 
s top  they experience a real physica l w ithdrawal syndrom e cha racte rised  
by decreased  appetite, weight loss, lethargy, irritability, mood changes and 
insom nia Re insta ting the drug can term inate  these  sym ptom s There is  
a ls o  a psycho log ica l craving for cannab is  Recently  it has been  shown that 
cannab is  dependence  re fle c ts  an altered function  o f cannab ino id  receptors 

in the brain, and that withdrawal can  be prec ip itated by adm in istra tion  o f 
a cannab is  receptor b locker

4 4 5 D ependence  is  a lso  re lated to the p leasu re  that a drug g ives the more 
im m ediate p leasu re  a user experiences, the m ore like ly it is  to  cau se  
dependence  It is  po ss ib le  to  rank the r isk s  o f dependence o f abused  drugs 
with heroin and crack coca in e  the worst and  cannab is  genera lly  at. or near, 
the  bottom  (and well below n ico tine  and a lcoho l). N everthe less , repeated  
cannab is  u se  does lead to a  s ign ificant p roportion  o f regular u se rs  
becom ing dependent a lthough the severity o f their d ependence  is  generally 

not such a s  to lead to crim inal behaviour

4 4 .6  The other m ain concern  about the chron ic u s e  o f cannab is  is  whether it can 
lead  to m enta l illn e s s  (especia lly  sch izophren ia) A lthough deba ted  for well 

over a century, no clear c a u sa l link h a s  been  dem onstra ted The onset of 
sch izophren ia  often occurs in the la te  teens, when can nab is  u s e  is  m ost 

com m on, s o  that an a sso c ia t io n  is  inev itab le. This d o e s  not. though, 
n ecessarily  m ean that the re la tionsh ip  to can nab is  is  cau sa l To m ake the 
interpretation o. such  find ings more d ifficu lt, many o f these  ind iv idua ls  

have used other drugs such  a s  am phetam ines that may a ls o  prec ip ita te  
sch izophren ia  Moreover, a s  d is cu ssed  in paragraph 4.3  7, cannab is  
in tox ication can  itse lf lead to  psychotic sym ptom s that may be m istaken  

for sch izophren ia

4 4.7 On the other hand cannab is  u se  can  unquestionab ly  w orsen sch izophren ia  
(and other m enta l illnesses) and lead  to re ia p se  in som e pa tien ts  Its use 

shou ld  therefore be particu larly  d iscou raged  in a ll peop le  w ith m enta l health 
p rob lem s We do nut know why those  with sch izoph ren ia  u se  can nab is  when 

it can  m ake their cond ition  worse. It may be cu ltura l or re la ted  to peer 
pressure; but it is  a ls o  p o s s ib le  that can nab is  he lp s  dea l w ith som e a sp e c ts  

o f the illn e ss , or poss ib ly  am e lio ra te s  som e  o f the adverse con sequ en ce s  

o f their m ed ication.

4 4 ,8 There is  no ev idence that can nab is  c a u se s  structu ra l brain dam age in man 
Neither rad io log ica l s tud ie s  nor post m ortem  exam inations have revealed 

atrophy or other ca u se s  for concern

8
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4.5.1 Tobacco sm oking and a lcoho l u se  are s ign ifican t cau se s  o f harm  'o  the 
unborn ch ild  A sm all proportion  o f wom en u se  cannab is  during pregnancy 

and the  b irth weights o f their b ab ie s  are  lower than expected Th is is  
probab ly due to  the e ffe c ts  o f carbon m onox ide in the sm oke  o f c a n n a t 5 
c iga re ttes a s  sim ilar find ings a re  well e s ta b lish e d  for tobacco  sm oking  ir 
pregnancy. Cannab is  may a lso  in c rease  the r isk  o f m inor b irth d e fe c ts  and 
abort ion  but the e ffect is  sm a ll L ike tobacco  sm oking, can nab is  sm okin t 

se e m s  to in crease  the  risk  o f sudden  infant dea th  syndrom e

4 5 2 There is  som e ev idence that sm oking  can n ab is  during pregnancy may
produce subtle a lte ra tions in neu ropsycho log ica l perfo rm ance  o f the  ch ild  
that p e rs is ts  into later life  Th is e ffe c t is  s im ila r to  that o f tob acco  sm oking 
and m ay be due to the act ion s  o f tobacco  sm oke  rather than to cannab is
per se . There have a ls o  been un-rep licated repo rts  that cannab is  use  is
a sso c ia ted  vath ce rta in  fo rm s o f ch ildhood  can ce rs

4 5 .3  Taken together th is data suggest that can nab is  u se  in pregnancy is  not 
sa fe  but that It is  probab ly no m ore dangerous to  the foe tus  than either 
a lcoho l or tobacco  Pregnant wom en shou ld  con tinue  to  be warned to avoid 

a ll th e se  substances

4 .6  D o e s  c a n n a b is  u se  le a d  on  to  o th e r  d ru g  u s e ?

4 6.1 The gateway theory' is  a term  that s u sed  in a num ber o f ways and
is probably the most con trovers ia l a sp e c t o f can nab is  u se  It s tem s  from 
the obse rva tion  m ade in m any re trospective  s tu d ie s  that u se rs  o f  the m ost 

harm ful (C lass A) drugs such  a s  hero in  and co ca in e  have a lso  generally  
used  cannab is  first It is  there fore  p la u s ib le  to suggest that earlie r u se  
o f cannab is  had p red isposed  the ind iv idua ls  to  later C la s s  A drug use by. 

in som e  way. open ing a gateway .

4 c  2 Proving, however, that th is  patte rn  o f a s so c ia t io n  is  c au sa l (and that 
can nab is  u se  is  re spons ib le  for in creas ing  the like lihood  o f other drug 

m isuse) is  very d ifficu lt due to  the m any confound ing  facto rs  that m ight 

a lso  act is  gateways These in c lude  the u se  o f other su b s ta n ce s  such  
a s  a lcohol, tobacco, so lven ts, s tim u lan ts  and psychede lic  agen ts  w hose 
consum ption  generally a ls o  p re ced e s  that o f C la s s  A drugs. Other im portant 
fac to rs  are the persona lity  and  env ironm ent (the peer group, so c ia l 
deprivation, etc) o f the user Even if the gateway theory is  co rre c i. it cannot 

be a particu larly  w ide gate  a s  the  majority o f can nab is  u se rs  never move 

on to C la s s  A drugs

4 .6 .3  There are a few s tud ie s  that have  attem pted  to test the gateway theory
by correcting for som e o f the m ore obv iou s  con found ing  variab les, and these  

have found a s ign ifican t p o s it iv e  a s s o c ia t io n  (ie that early can nab is  use  
is  a sso c ia ted  with an in c rea sed  like lihood  o f la ter hero in  use) Interestingly, 

other stud ie s  have found that the  u se  o f a lcoho l and tob acco  in early teens 

(and e spec ia lly  in pre ad o le scen ts )  ap p ea rs  to  be  a s so c ia te d  w ith the later 
u se  o f many drugs inc lud ing  can n ab is . In a ll th e se  s tu d ie s  there is  a d is tin ct 

poss ib ility  that the driving factor in the  m isu se  o f d rugs is  the persona lity  
and/o r peer group o f the sub je c t rather than the drug itse lf.

4.5 Cannabis and pregnancy
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4 6 4 D esp ite  a ll these caveats, it is  like ly that cannab is  u se  (and that of a lcoho l 

or tobacco) ha s  an e ffe c t on  later C la s s  A drug use. and that, in a sm a ll 
proportion o f the popu lation, p rogress ion  to C la s s  A drugs re su lts  from 

previous exposure to  cannab is  There are severa l theoretica l 
pharm aco log ica l re a son s  why th is  m ight occur

4 6.5 There may a lso  be com m ercia l exp lana tions Som e C la s s  A d r i j  dea le rs  
a ls o  deal in cannab is  A shared  m arket in c reases  the oppo rtun it ies  for 
acqu iring and m aintain ing dependency on C la s s  A drugs The lower level 

o f heroin u se  in the Netherlands, a s  com pared with the UK, is  c la im ed 

to be due to the separation  o f m arkets.

4 .7  C a n n a b is  a n d  th e  h e a lth  o f  s o c ie ty

4 7.1 Drug use can  a ffec t the hea lth  o f others, a s  well as the health o f the use rs  
For exam ple, driving a car under the in fluence o f a drug can lead  to the 
injury of passenge rs  and bystanders Cannab is  appears not to m ake 
a s  major a contribution to road tra ffic  or other a cc id en ts  a s  a lcoho l 

A s  d is cu ssed  in paragraph 4 3.6, can nab is  u se  d ie s  not com m only produce 
the m ental s ta tes  lead ing  to v io lence  lo  others, out the illegal m arket does 

contribute to v io lence in som e pa rts  o f our c it ie s

4 7 2 Injecting a drug is  one  of the m ost im portant ca u se s  o f the sp read  o f b lood 
borne in fections such  as  HIV or hepa titis  U n like  many drugs (opiates, 
stim ulants, benzod iazep ines and barb iturates) can nab is  is  not used  by 

injection and so is  free  o f th ese  r isk s

10
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Discussion
5.1 The ep idem io log ica l ev idence dem onstra tes that cannab is  use espec ia lly  

am ongst ado lescen ts  and young adults, is  substan tia l The apparent and 
ready availab ility  of cannab is  is. however, d isp roportionate  to the relatively 
sm a ll num bers o f peop le  seek ing  help from  drug treatment agen c ies  for 

cannab is  m isu se  The high u se  o f cannab is  is  not a ssoc ia ted  w ith major 

hea lth  prob lem s for the ind iv idua l or soc ie ty

5 .2  The o cca s io n a l use of can nab is  is  only rarely a sso c ia ted  with s ign ificant 

p rob lem s in otherw ise healthy ind iv idua ls. Im paired psychom otor 
perfo rm ance  and, uncommonly, acute psychotic s ta te s  are  the m ost 
im portant They are, however, se lf-lim iting and (usually) readily m anaged 
These harm ful e ffe c ts  o f cannab is, however, a re  very substan tia lly  le s s  than 
those a sso c ia te d  with sim ilar u se  o f other drugs, such a s  am phetam ines, 

which (like cannab is) are  currently c la s s if ie d  a s  C la ss  B

5 .3  Even the occas iona l u se  o f cannab is, however, p o se s  s ign ificant dangers for 
peop le with d isorders o f the heart and circu la tion , and for those  with m enta l 
hea lth  p rob lem s such a s  sch izophren ia  Pa rticu la r e ffo r ts  shou ld  be m ade 
to encourage ab stinence  in su ch  ind iv idua ls. Again however, both  groups 

are at m uch more s ign ificant r isk  from am phetam ines

5.4 Regular heavy use of can nab is  can  resu lt in dependence, but its  
dependence  potentia l is  substan tia lly  le s s  than that of other C la s s  B drugs 
such a s  am phetam ines or. indeed, that o f tob acco  or a lcoho l

5 .5  It is  not p o ss ib le  to state, with certainty, w hether or not cannab is  use 
p red isp o se s  to dependence on  C la ss  A d rugs such  a s  hero in or crack 
coca ine. N everthe less the r is k s  (if any) are  sm a ll and le s s  than those  

asso c ia ted  with the use  o f tobacco  or a lcoh o l

5 .6  Cannab is  im pairs m enta l fun ction s  su ch  a s  attention, m em ory and motor 
perfo rm ance  and shou ld  be avo ided  by a ll ind iv idua ls in whom such  
im pairm ent might put th em se lves  or o th e rs  at r isk  These inc luded  drivers, 

aircraft p ilots, those operating heavy m ach inery  a s  well m ilitary, health and 
em ergency personne l. E ffo rts  to  ensu re  ab st in en ce  in such  ind iv idua ls 

shou ld  be susta ined
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6 . Conclusions
6.1 C ann ab is  is  not a ha rm less substance and its  u se  unquestionab ly  p o se s  

r isk s  both  to indiv idual health and to society.

6.?  Cannab is, however, is  le s s  harm ful than other su b s tan ce s  (am phetam ines, 
barb iturates, code in e  lik e  com pounds) w ithin C la s s  B o f S chedu le  2 to  the 
M is u s e  o f D rugs Ac* 1971 The continuing juxtapos ition  o f can nab is  with 
th ese  m ore harm ful C la s s  B drugs erroneously  (and dangerously) suggests  
that the ir harm ful e ffe c ts  are equivalent Th is may lead to  the be lie f, 

am ongst cannab is  users, that if they have had no harm ful e f fe c ts  from 

can nab is  then other C la s s  B sub stances  w ill be equa lly  sa fe

6 .3  The Counc il therefore recom m ends the re c la ss ifica t ion  o f a ll can nab is  

p reparations to  C la s s  C under the M isu se  o f D rugs Act 1971

6.4 If th is  recom m endation is  accepted, the Council h a s  identified  a number 
o f is s u e s  that it be lieves, while not d irectly  re la ted  to the sc ien tif ic  
consideration , to  be re levant and/or m erit cons ideration  These a re  outlined 

in Annex A o f th is  Report.
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Annex A

In the debate that fo llowed the Hom e Secre ta ry 's  announcem ent that 

fie  was seek ing  the C o unc il's  advice on the  c la ss ifica t ion  o f  cannab is, 
a com m only expressed  concern  h a s  been that a downward re c la ss ifica t ion  
would lead  to an in crease  in use  In part th is  concern  ap pea rs  to s tem  from  
a m isunderstand ing  of what rec la ss ifica t ion  m eans It is  im portan t to  note 
that re c la ss ifica t ion  is  not the sam e a s  decrim ino lisation . or lega lisa tion  

If cannab is  were rec lass ified , crim ina l sanctions, includ ing im prisonm ent, 

would rem ain but the m axim um  sen ten ce  for o ffen ce s  under the M isu se  

o f D rugs Act 1971 would be reduced

In attem pting to analyse the likely im pact on  preva lence o f re c la ss ifica t ion  
there  is  very little relevant dom estic  learn ing to draw on But it is  p o ss ib le  
to  look at the experience o f other coun tries, a lbe it In c ircu m stan ce s  where 

c iv il pena ltie s  have rep laced  crim inal san ct ion s  In particu lar, the 

experiences  in Austra lia, the Netherlands and the United S ta te s  are 
illustra tive  In each  of th ese  coun tries a reduction  in the pena lt ie s  for using 
can nab is  ha s  not led to a s ign ifican t in c rea se  in u se  ’

M on itoring  patterns and trends o f drug m isu se  is  a key function  o f the 
Adv isory Council, and if the  Home Secre ta ry  d e c id e s  to re c la ss ify  can nab is  

the Council would continue to m onitor p reva lence rates

P o l ic in g  a n d  e n fo rc e m e n t  is s u e s

The Counc il in c ludes m em bers with law enforcem ent experience  This 

experience  has enab led  the Council to identify a num ber o f en forcem ent 
re lated  is s u e s  which will d ou b tle ss  be in the Hom e S ecre ta ry 's  m ind 

a s  he con s id e rs  our Report

R ec la ss ify ing  cannab 's  to  C la s s  C under the M is u se  of D rugs Act w ill m ean 
that p o s se s s io n  of the drug will no longer be  an a rre s tab le  o ffen ce  in 
England and W ales under Section  24 of the  Po lice  and C rim ina l Ev idence Act 
1984  (PACE) Section  25  o f PACE prov ides separa te  pow ers of a rrest in 
strictly  lim ited c ircu m stan ces  There are a lready a num ber o f crim ina l 
o ffe n ce s  that are not a rrestab le ', but clearly, if can nab is  is  re c la ss ified . 
M in is te rs  and the po lice  w ill need to  con s ide r a rev ised  en fo rcem ent m odel 

and  gu idance to o ffice rs

R educed  pena lt ie s  for can nab is  o ffe n ce s  w ill apply a c ro s s  the spectrum  

o f o ffen ce s , includ ing for the m ore se rio u s  tra ffick ing  o ffe n ce s  The 
m axim um  penalty for tra ffick ing  can nab is  w ou ld  be reduced from  14 years 
im prisonm ent to 5 years. Th is  cou ld  have an  im pact on the a c t iv it ie s  of 

o rgan ised  crim inals, It w ill be im portant to  ensure  that re c la s s if ica t io n  
d o e s  not have the un in tended Lon sequen ce  o f encourag ing in ternationa l 

tra ffick ing  and that the princ ip le  o f p roportiona lity  in sen tenc ing  is  re ta ined  

a c ro s s  the spectrum  of can nab is  o ffe n ce s

Levels of use (prevalence)

5 UnitKJ Suin S*n9‘r|1989) Au%ir«l>4 Km anc Cry litre (19<Jt> 1W0) NcrtMtttWK)*. MntCou" «r*l (199? ?0Q1|
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Treatment

We have referred in th is  Report to the ava ilab le  data on peop le  presenting  
to  treatm ent se rv ice s  who have cannab is reported  a s  then* m ain drug of 

abuse  What these  figures don't show. Is the ratio w ithin th is  group who 
have a genu ine dependence  problem  The picture is  further com p lica ted  

b ecau se  there is  anecdota l ev idence that cannab is  u se rs  do  not go to 
s e rv ic e s  becau se  they don 't think their prob lem  will be treated seriously.

It is  extrem ely im portant that people can sou rce  re liab ly  good adv ice  from 

se rv ic e s  for a ll drug m isu se  problem s, includ ing cannab is  We need to 
in c rea se  our e ffo r ts  to provide good public hea lth  in form ation about 
can nab is  and its  potentia l for dependence, and our treatm ent se rv ic e s  

need to  be  ab le to  help those  with a cannab is  dependency problem

Education

In announcing any change to the c la s s ifica t io n  of cannab is, it will be  
im portan t to  ensure  that the dec is ion  and the reason s  for it are properly 
understood  We have tried to express a s  c learly  a s  we can  in th is  Report 

the  m essage  that cannab is  is  a harm ful drug But m uch o f the deba te  
about can nab is  and about the appropriate re sponse  o f soc ie ty  to it s  use 

tends to overlook th is  fundam enta l truth.

M o re  generally, the prov ision  o f accurate and  objective adv ice  on th e  health 
e ffe c ts  o f a ll drugs, and where to a c c e s s  treatm ent m ust be a key part 
o f our drug strategy In respect of cannab is, the Council h opes  that th is  

Report rep resen ts  a m odest contribution to  that im portant goal
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TH IRD  REPO RT

The Home Affairs Committee has agreed to the following Report:

THE GOVERNM ENT’S DRUGS POLICY: IS IT WORKING?

INTRODUCTION

I. There are few subjects more emotive than illegal drugs. It is widely recognised that 
existing efforts to deal with them have failed, but as to solutions there is an absolute 
difference o f opinions among experts of every relevant profession —doctors, police and 
social workers. Opinions—all advanced with equal passion —range from those who argue 
that prohibition has failed and should, therefore, be abandoned to those who argue that all 
drugs are harmful and that existing bans and proscriptions should be maintained or indeed 
tightened. In between there are many shades ot grey.

2. The same division of opinion is reflected internationally between, on the one hand, 
countries such as Sweden which maintain a hard line against all forms of drug abuse and 
countries such as Switzerland and The Netherlands where the emphasis is cautiously 
moving away from law enforcement towards regulation and harm reduction. All three 
countries maintain that their policies are successful.

3. With a handful o f brave exceptions—Mr Paul Flynn and Mr Peter Lilley for 
example—drugs policy is an area where British politicians have feared to tread. To 
some extent, therefore, this report breaks new ground. Besides arriving at some 
conclusions, which we hope in due course to see reflected in government policy, we 
have also seen it as part of our function to give all sides of the argument a chance to 
set out their stall in the hope that their evidence will help to inform debate for 
some time to come. We hope to add to the "adult, intelligent debate" invited by the 
Home Secretary in July 2001.111

4. We have taken oral evidence from a wide range of expert wit nesses covering the 
full range of views. These have included Messrs Keith Hellawell and Mike Trace, 
authors of the Government's original 1998 strategy, T a c k l i n g  D r u g s  t o  B u i l d  a  B e t t e r  
B r i t a i n , organisations representing all ranks of the police, members of the medical 
profession, and non-government agencies such as Transform—the Campaign for 
an Effective Drugs Policy, DrugScope and the National Drug Prevention Alliance, 
which have wide experience in this area.(2] We have also brought over experts 
from The Netherlands, Switzerland and Sweden to discuss their countries' drugs 
programmes. We have examined Ministers and officials from the Home Office and 
the Department of Health w ith responsibility for the Government's drugs strategy . 
Finally, we have taken evidence from the families of drug addicts about the impact 
of drug use on their lives and the difficulties of accessing local services. Some of 
our evidence sessions—notably those w ith the Home Secretary and Brian Paddick,



the Metropolitan Police Commander in Lambeth—have already attracted 
widespread attention. We are grateful to the Home Secretary for choosing to 
announce his proposed changes to drugs policy at a public evidence session w ith 
our committee rather than on the T o d a y  programme. We hope this is an example 
that other M inisters w ill emulate.

5. We have taken oral evidence from 45 witnesses over a total o f 11 evidence 
sessions. We are also grateful lo the more than 200 people and organisations who 
provided w ritten subm issions and to Manchester Drug and Alcohol Action Team, 
w hich hosted our very valuable and informative visit to drugs serv ices in the area.

6. Our terms of reference were* as follows:

"The Committee expects to address these issues among others:

• Does existing drugs policy work?
• What would be the effect of decriminalisation on

a) the availability of and demand for drugs
b) drug-related deaths and
c) crime?

• Is decrim inalisation desirable and, if not, what are the practical alternatives?

The inquiry w ill also examine the effectiveness of the ten year National Strategy 
on drug misuse launched in 1998 and the preliminary results of the three year 
research programme costing £6 m illion started in 1999/2000. It will look at the 
revised role of the UK Anti-drugs Co-ordinator and assess the effectiveness o f Drug 
Treatment and Testing Orders (DTTOs)".

INTERNATIONAL COMPARISONS

7. We have received evidence on the drugs policies o f several European countries, 
in particular that of Sweden, Sw itzerland and The Netherlands. W hile we can 
learn from international experience, it must be remembered that the habits of the 
drug-using population are often peculiar to each country, and what works for one 
nation may not work for another. Mr Mike Trace, Director of Performance,
National Treatment Agency, former Deputy UK Anti-Drugs Co-ordinator and 
current Chair of the European Monitoring Centre on Drugs and Drug Addiction, 
told the Committee about the Monitoring Centre's work looking into the 
correlation between the prevalence, or extent, of drug use and the relative 
harshness of a country's control regime:

"We could find no link across 15 Member States between the robustness of their 
policies and the level of prevalence. There are some countries with high prevalence, 
harsh policies, some countries w ith low prevalence, harsh policies, other countries 
with liberal policies and low prevalence. There is no link, there is no conceivable 
link" .[3]
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8. This makes it difTicult to draw conclusions about the like!) effects of different 
drugs policies, and recommend changes. However, it is necessary to distinguish  
between policy as it is enunciated, and policy as it is implemented. From the latter 
it is possible to draw some conclusions. As Mr Nicholas Dorn of DrugScope told
us:

"The studies so far have only looked at the enunciation of policy at the formal 
level, they have not actually looked at what happens in practice...what they are 
doing in practice is not the same as their policy. You cannot read off policies onto 
impacts. I am afraid we need a more complicated model".|4]

THE SIZE OF THE PROBLEM

9. At the outset it is important to keep a sense of proportion. Legal drugs, such as 
tobacco and alcohol, are responsible for far greater damage both to individual 
health and to the social fabric in general than illegal ones. It should also be borne 
in mind that not all drugs are equally harmful. While the inquiry has not 
specifically considered the social problems caused by alcohol or tobacco, our work 
has proceeded w ith these comparisons in mind.

10. Substance misuse is a continuum perhaps artificially divided into legal and 
illegal activity. Dr Colin Brewer, addiction psychiatrist and Medical Director of 
The Stapleford Centre, was of .he opinion that:

"The big problem is that people are talking about drugs and alcohol as though 
they were somehow diffcrent...lt is only in this century that the curious idea has 
grown up that it is all right to intoxicate yourself w ith some drugs but not with 
others".[5]

11. In T a c k l i n g  D r u g s  t o  B u i l d  a  B e t t e r  B r i t a i n , Mr Keith Hellawcll wrote: " it is 
clear to me that legally obtainable substances such as alcohol, tobacco, solvents 
and prescribed drugs used without medical control have close links with illegal 
drugs problems and should therefore be addressed, as appropriate, within the 
strategy ".|6] The Welsh National Assembly has formulated a strategy which 
covers the misuse of both illegal and legal drugs, and we believe that there is merit 
in this approach.[7)

TOBACCO AND ALCOHOL

12. In 1998, 27% of the population of adults aged 16 and over smoked cigarettes in 
England and in 1995, over 120.000 deaths were caused by smoking in the UK: 20% 
of all deaths.[8] The Royal College of Physicians has described cigarette smoking 
as "the single largest avoidable cause o f premature death and disability in 
Britain" and "the greatest challenge and opportunity for all involved in 
improving the public health".[9]

8



13. In 1998, 75% o f men and 59% o f wom en had drunk alcohol in the lust week, 
and 37% o f  men and 20% o f wom en had drunk over the recom m ended am ount in 
the lust w eek.[10J T he toll on health o f alcohol m isuse is d ifficu lt to quantify  due  
to problem s o f how data is collected. The Department o f H ealth's Statistics on 
Alcohol: England, 1978 onwards, notes that, depending on d efin ition s, between  
5,000 and 40,000 deaths a year can be attributed to alcohol a b u se .[U ]  A report 
recently p u b lish ed  by A lcohol Concern suggested that one in four em ergency  
hospital a d m iss io n s  o f  m en is alcohol-related and that alcohol p lays a part in 
about h a lf o f  serious road crashes and about h a lf o f the incidents o f  dom estic  
violence.! 12] M oreover, in about 40 percent o f violent crim es com m itted in the year  
2000 the aggressor w as under the influence o f  alcohol [13]

1 Daily Telegraph, 9 Ju ly  2001. Back

2 Form er UK A nti-D rugs C o-ordinator; form er Deputy UK Anti Drugs C o­
ordinator; Tackling Drugs to Build a Better Britain: The Government's Ten-) ear 
Strategy fo r  Tackling Drugs Misuse, Cm 3945, C abinet O ffice, April 1998 (hereafter 
"Tackling Drugs to Build a Better Britain"). Back

3 Q. 703. Back

4 Q. 757 Back

5 Q. 565. Back

6 Tackling Drugs to Build a Better Britain, p. 6. Back

7 Tackling Substance Misuse in Wales: A Partnership Approach, N ational 
A ssem bly for W ales, 2000. Back

8 O NS G eneral H ousehold  Survey, 1978-1998, cited in ev ., p. 201; O NS Statistica l 
B ulletin , Statistics on Smoking: England, 1978 onwards. Departm ent o f H ealth,
2000, (hereafter "Statistics on Smoking") p. 1. Back

9 Nicotine Addiction in Britain: A Report o f the Tobacco Advisory Group o f the Royal 
College o f Physicians, 2000, p .183, cited in the Second Report o f  the Health



C om m ittee, Session 1999-2000, on The Tobacco Industry and the Health Risks o f 
Smoking, IIC  27-1, para . 2, p. xiii. Back J

10 ONS G eneral Household Survey, 1998, cited in S tatistical B ulletin Statistics on 
Alcohol: England, 1978 onwirds, D epartm ent of H ealth, 2001 (hereafter "Statistics 
on Alcohol") pp. 2-3. Back

11 ONS M ortality  S tatistics 1988-1999, cited in Statistics on Alcohol, p. 8. Back

12 Your Very Good Health?, Alcohol Concern, 2002. Back

13 The 2000 British Crime Survey, England and Wales, Home Office, 2000, cited in 
Statistics on Alcohol, p. 10. Back

T H E  G O V E R N M E N T 'S  D R U G S  P O L I C Y :  IS  I T  W O R K I N G ?

I L L E G A L  D R U G S

The m ain drugs in Classes A, B, an d  C

Class A
Includes cannabinol and cannabinol derivatives, cocaine (including 'crack'), ecstasy and 
related compounds, heroin. LSD. magic mushrooms, m ethadone, morphine, and opium.

Class B
Includes amphetamines, barbiturates, cannab is  (herbal and resin), and codeine.

Class C
Includes anabolic steroids, benzodiazepines, and bupronorphine.

PREVALENCE OF USE OF DRUGS

14. The primary tool for measuring the extent of illegal drug use in the population is the 
British Crime Survey, which is a household survey based on a representative random 
sample across England and Wales. The main survey addresses questions of victimisation 
and other crime-related topics, and the drugs component is a self-completed section tacked 
on at the end. In 2000,98%  of the sample of 13,300 respondents completed the drugs 
section (13,021 in total).11-4J The 2000 survey reached the following conclusions on 
prevalence of drug use (in brief):| 151

• Around a third of those aged 16-59 had tried drugs in their lifetime. However, only 11%
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• In the 16-29 group, 50% had tried drugs in their lifetime, 25% in the last year and 16% 
in the last month. This means that of the nine and a half million young people aged 16- 
29 in England and Wales, at least 2.3 million would have used an illicit drug in the last 
year.

• Cannabis was the most commonly used drug: over a fifth of young people aged 16-29 
reported using it within the last year, whereas only around 1% of 16-29 year olds had 
used heroin in the last year, 5% of 16-29 year olds had used cocaine in the last year and 
around 5% of 16-29 year olds had used ecstasy in the last year.

• In total around a fifth of young people have used Class A drugs in their lifetime, 
although only 8% reported use in the last year and 4% in the last month.

15. The Survey also revealed some lifestyle patterns of drug users:

• There were considerable regional variations in prevalence for particular drugs. London 
had consistently higher rates than other regions for Class A drugs, cocaine and ecstasy.

• There were uniformly higher levels of drug use among 16-29 year olds living in affluent 
urban areas, for cocaine and other Class A drugs.

• For most drug types, use did not vary significantly between income groups, but for 
heroin, the rate was notably higher in the poorest income group (3% compared with 
0.5% in the intermediate and richest groups).

• Single people, those living in rented accommodation, and those who visited pubs and 
clubs and drank alcohol more frequently, were found to be more likely to iave taken 
drugs.| 161

16. Over the four sweeps of the Survey in 1994. 1996. 1998 and 2000, some trends in 
drug use may be observed. The main trends were continued (but oossibly decelerating) 
growth in cocaine use across all age ranges, including 16-19 year oldr., and a drop by almost 
a half in use of amphetamine among 16-29 year olds since 1996-8. Among 16-19 year olds, 
use of "any drug" in the last year fell from 34% in 1994 to 27% in 2000.

17. In comparison with other European countries, the UK has higi. prevalence rates. Mr 
Mike Trace told us that in terms of overall numbers of people who have ever used drugs, 
and numbers who used drugs last month:

"the UK comes top of the European league. There may be six or seven other countries 
which are the same sort of level as us in overall prevalence, countries such as France, Spain, 
Portugal, Denmark and Holland, but three or four per cent below on most of these 
indicators". 1171

AVAILABILITY OF ILLEGAL DRUGS IN SOCIETY

had used drugs in the last year and 6 %  in the last month.

18. Illegal drugs are easily available in Britain, despite the large amounts of public money 
pumped into attempts to stem the supply of illegal drugs. The Home Office told us that the 
Government is forecast to spend £376m in 2002-3 and £380m in 2003-4 on the Reducing



Availability strand of the strategy. Mr Terry Byrne. Director of Law Enforcement. HM 
Customs and Excise, told the Committee:

"the principal outcome indicators of street price, crude though they are...show that the 
figures are as low as they have ever been here in the UK. There is no sign at the moment 
that the overall attack on supply side is reducing av;Jabi!ity or increasing the price [of illicit 
drugs]".[ 18]

19. The Home Office Minister, Mr Bob Ainsworth, told the Committee that there was some 
room for optimism, however: "there is evidence that the wholesale price of drugs is higher 
than it has been for some time now".[ 19| Mr Byrne concurred that that policy seemed to be 
containing, if not reducing, the problem:

"there is a very clear indication that law enforcement is having an impact on the level of 
supply. What it is not doing at the moment is reducing the level of supply. What we do not 
know is what the level of supply would be were we to take the brakes off completely".120J

LEVEL OF DRUG RELATED HARM: PROBLEMATIC AND NON-PROBLEMATIC 
USE

20. While around four million people use illicit drugs each year, most of those people do 
not appear to experience harm from their drug use. nor do they cause harm to others as a 
result of their habit. Mr Ainsworth acknowledged that "there are people who manage, over 
fairly long periods of time (when they can slip into problematic drug use) to use drugs in a 
recreational fashion without becoming problematic drug users".[211

21. Most harm is caused by and to the group of users commonly classed as "problematic". 
These are users who are often dependent on crack cocaine and/or heroin and perhaps other 
drugs, who live extremely chaotic lives with high levels of risk to their health and that of 
others, and are often involved in crime. The effect on their families of their use can be 
devastating. Preliminary conclusions from a study of costs of drugs to society, at York 
University, suggest that problematic users are responsible for 99% of these costs.|22|

22. We have heard arguments that the harm caused to and by this group are often 
symptomatic o f—rather than caused by —their drug use. Mr Danny Kushlick, Chief 
Executive of Transform, told us that other problems lie behind their chaotic behaviour:

"those people who are involved in chronic misuse of drugs are generally damaged and it is 
the underlying causes we need to look at...most drug misuse is a symptom and not a cause. 
The same stuff will go on in those people's lives!4abuse, poverty, unresolved bereavements, 
being in care, drug-dependent p a ren ts th e  same stories come out again and again and again, 
and if you tackle those issues those people will not get into those problems in the first 
place".[23]

23. If government policy is to make a positive impact on this group, it must tackle these 
problems at root, rather than simply trying to target their drug use. Having said this, a 
number of recent cases has demonstrated that drug abuse can be a problem even among 
those from relatively affluent and stable backgrounds. In evidence to the Committee, the
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Home Office estimated the number of problematic drug users as 250,000, of which 200,(XX) 
are problematic opiate users.[24]

24. We believe it is self-evident that by focussing on the relatively small group of 
problematic drug users, the Government could have a significant impact on the 
harm caused by drug use.

Harm to the health o f the drug user

25. It is difficult to separate the different kinds of health problem experienced in connection 
with drug use and it is extremely difficult to provide data which marks clear levels of harm. 
The Police Foundation Report o f the Independent Inquiry into the Misuse o f Drugs Act 
1971 offered the following factors on which to assess personal harm of drug use:

”i) risks of the drug itself: acute (short-term) and chronic (long-term) toxicity
ii) risks due to the route of use
iii) extent to which the drug controls behaviour (addictiveness/dependency)
iv) ease of stopping".|25|

Acute dangers

26. The report of the Advisory Council on the Misuse of Drugs, Reducing Drug-related 
Deaths, offered the following picture of the span of deaths which may be drug-related,

"Immediate, or virtually immediate deaths, may arise directly from the pharmacological 
action of the drug. They may occur as the result of a "normal" dose, and accidental overdose 
or deliberate overdose (suicide) by the user. Less directly the drug may cause the taker to 
lose their normal judgement or control, leading to an accident".(26)

27. Problems with the way in which data is collected makes it very difficult to put an exact 
number on drug-related deaths. The Advisory Council found in their report that estimates of 
immediate accidental deaths as a result of drug use varied three-fold, between 1,076 and 
2,922 in 199k, depending which of three approaches was used to calculate this "core 
statistic". 1271

28. While the number of illegal drug-related deaths per year does not. in the first instance, 
appear large compared with those who die from tobacco and alcohol use. the Advisory 
Council report made clear that, if the age of those dying is taken account of, the true toll of 
these statistics becomes clear. Perhaps the starkest way to put it is that a young person who 
injects heroin has about a 14 times higher risk of death than someone who does not.[281 It 
is also clear that "there has been a profound worsening over the last ten years" in terms of 
deaths, and that, if drug-related deaths from HIV/AIDS and other blood-borne viruses are 
taken into account, the figure is very much larger. |29[

Long term harm
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29. The Department of Health statistics submitted to the Committee suggest that during 
1999-2000. there were 8,505 hospital admissions with primary diagnoses of mental and 
behavioural disorders relating to drug misuse, although this may include some patients who 
were admitted more than once.[30J Long-term harm commonly associated with tobacco 
smoking, such as cancers and cardio-vascular problems, also attach to smoking of drugs 
such as cannabis (see paragraph 93 below). There is much we do not know about the long 
term harm caused by the use of illicit drugs.

Harm due to risky drug-using techniques

30. The UK has high levels of drug-related harm consequent upon risky using techniques, 
particularly injecting drug use. Perhaps the most significant are blood-borne viruses, spread 
by sharing needles. In its memorandum to the Committee, the UK Harm Reduction Alliance 
commented that:

"A potentially dangerous situation is now present where HIV transmission through injecting 
drug use could rapidly escalate, as has occurred in some other countries... Hepatitis B 
remains endemic among injectors, despite the availability of an effective vaccine. There is a 
major epidemic of | Hepatitis C Virus) infection in the UK. Estimates suggest that 400,000 
of the population of the UK have been infected with | Hepatitis C Virus), 80 percent of 
whom are believed to have obtained this infection through injecting drug use".|311

31. As Professor N utt Professor of Psychopharmacology. Dean of Clinical Medicine and 
Dentistry, University of Bristol, commented, these infected users "will become a huge 
burden on the Health Service in the next ten years as their livers slowly decay".(321 The 
Advisor}' Council's report suggests that 30% of those infected with blood-borne viruses w ill 
die prematurely.(33)

Harm to the health o f others

32. Drugs can cause damage to the health of not only those individuals who use them, but 
also to the health of their family and friends and of the wider community in w hich they live. 
ADFAM, a charity which represents and supports families affected by drug use, told us of 
"a clear and damaging link between poor physical and mental health and the presence of 
disruptive drug use in families".|34] Mr Fulton Gillespie, whose son died of a heroin 
overdose, described to us the effect of his son's habit on other members of the family: "apart 
from it being a decimating experience for the family, it was particularly hard for his brothers 
and sisters who had tried very hard to wean him off this and persuade him to take a different 
direction". 1351

33. It is clear that drug-related crime also has a malign influence upon the health of victims 
and communities. The Advisory Council's Report described how drug use might indirectly 
cause the deaths of others apart from the user:

"the taking of drugs may lead to violent behaviour which causes the death of others; to the 
deaths of children through accidental overdose of a drug which has fallen into their hands;
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and to accidents, notably in road vehicles, killing third parties. Drugs can even contribute 
towards death without their being taken, when violent rivalry occurs between dealers".)36)

34. Having said this. Commander Brian Paddick of the Mc.ropolitan Police in Lambeth 
told us:

"My view is that there are a nole range of people who buy drugs, not just cannabis, but 
even cocaine and ecstasy, who buy those drugs with money that they have earned 
legitimately. They use a small amount of these drugs, a lot of them just at weekends. It has 
no adverse effect 011 the rest of the people they are with either in terms of the people that 
they socialise with or the wider community. They go back 10 work on Monday morning and 
arc unaffected for the rest of the week".(37)

Harm to others—drug-related crime

35. The relation between drug use and crime is a subject of much debate. To quote Mr 
Hellawell once again, "all drug takers do not commit crime".(38| However, there seem to be 
three relevant ty pes of crime which are associated with drugs: organised crime involved with 
the supply of illicit drugs, acquisitive crime committed by some drug users to fund a habit, 
and violent crime committed by disinhibited stimulant users.

Drug-related property crime

36. On some estimates, one third of all property crime in the UK is judged to be drug 
related.[391 Preliminary data from the Home Office "demonstrate much higher reported 
levels of acquisitive offending among users of heroin and cocaine/crack than among those 
arrestees who use other types of drug, or who do not use drugs at all".|40| Overwhelmingly 
the users involved in crime tend to be the so-called problematic drug users who lead chaotic 
life styles and w ho are dependent on highly addictive drugs such as heroin or crack cocaine. 
These addicts each spend around £ 16,500 on their drugs a year, of which an average of 
£ 13,000 is the proceeds of crime.|411 This group commits very large amounts of 
shoplifting, burglary and other crime to finance drug purchases. We have been told that, if 
appropriate drug treatment is given to this group, they reduce their offending levels.|42|

Drug - related violence

37. We have not been able to assess the contribution of drugs towards violent crime levels 
although it is a matter of record that the recent upsurge of shooting in London and other 
major cities is related to drugs—principally crack cocaine. It is also self-evident that the 
estimated £6.6 billion spent on drugs by users each year represents a lucrative source of 
revenue to the suppliers—mostly organised crime—and it would be surprising if this did 
not generate considerable violence amongst drug dealers seeking to extend or protect their 
territory. 143)

38. We believe that drugs policy should primarily be addressed to dealing with 
the 250,000 problematic drug users rather than towards the large numbers whose 
drug use poses no serious threat either to their own well-being or to that of others.
It follows that government policy should be examined in this light, and it is to this that we



now turn.

14 Baker Paul, Goulden Chris, Sharp Clare, Sondhi Arun and Ramsay Malcolm, Drug 
Misuse declared in 2000: results from the British Crime Sun’ey, Research Study 224, 
Home Office, 2001 (hereafter"Drug Misuse declared in 2000”) p. 3. Back

15 Figures for use "ever" are used to estimate the extent of experimental use, figures for 
use "in the last year" gives an idea of occasional use, while figures for use "in the last 
month" show the extent of more regular use. Back

16 Drug Misuse Declared in 2000, pp. vi-vii. Back

17 Q. 635. Back

18 Q. 714. Back

19 Q. 1207. Back

•20 Q. 715. Back

21 Q. 1250. Back

22 Q. 1322. Back

23 Q. 282. Back

24 Ev 199. Back

25 The Foundation is financially independent of al! government agencies and the police 
service. Financial support comes from a wide variety of corporate, charitable and individual
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donors, including the Tomkins Foundation, The Zochonis Charitable Trust, the Hobson 
Chanty and the Underwood Trust: Drugs and the Law: Report of the Independent Inquiry; 
into the Misuse of Drugs Act 1971, The Police Foundation, 2000. (hereafter"Drugs and the 
Law") p. 43. Back

26 Reducing Drug Related Deaths: A Report by the Advisory Council on the Misuse of 
Drugs, Home Office, 2000. (hereafter "Reducing Drug Related Deaths") p. 3. Back
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30 Ev 200. Back

11 "UKHRA is a campaigning coalition of health and social care workers, drug users, 
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37 Q. 398. Back

38 Tackling Drugs to Build a Better Britain, p 7. Back

39 Drugs and the Law. p. 22. Back

40 Ev 199. Back

41 Bennet Trevor, Drugs and Crime. Research Study 205, Home Oft ice, 2000. cited in 
Wilkinson Francis, Heroin: The failure o f Prohibition and What to do now. Paper No. 24. 
Centre for Reform, 2001, p. 11. Back

42 DrugScope. Ev 50. Back

43 The Guardian, 22 September 2001. Back

TH E G OV ERN M EN T S DRUGS POLICY: IS IT W ORKING? 

THE NATIONAL STRATEGY

39. The Government's response to illegal substance misuse has been to produce, in April 
1998, a National Strategy, Tackling Drugs to Build a Better Britain, to target four main 
areas of drug-related hami in a concerted manner. While we appreciate that a ten-year 
strategy should not be expected to bear all of its fruit after only three years, we believe that 
the three-year appraisal provides a useful pi .it at which to assess whether or not the 
original strategy aims are in need of adjustment.

40. The aim of the Strategy is to target the problems related to drug use pragmatically, 
through four main aims addressing Young People. Treatment Communities and 
Availability. In 2000, targets were set for each aim as they became part of the Action Against 
Illegal Drugs Public Service Agreement:

• Aim 1 Young peop le—To help young people resist drug misuse.

T a rg e t—To reduce the proportion of people under the age of 25 reporting the use of Class 
A drugs by 25% by 2005 and by 50% by 2008.
• Aim 2 C om m unities—To protect communities from drug-related anti-social and
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Target—To reduce levels of repeat offending amongst drug misusing offenders by 25% 
by 2005 and by 50% by 2008.
• Aim 3 Treatment—To enable people with drug problems to overcome them.

Target—To increase the participation of problem drug misusers in.drug treatment 
programmes by 55% by 2004, by 66% by 2005 and by 100% by 2008.
• Aim 4 A vailability—To disrupt the supply of drugs.

Target—To reduce the availability of Class A drugs by 25% by 2005 and b 50% by 
2008.(44]

TARGETS

criminal behaviour.

41. The targets have been criticised for being unmeasurable and insufficiently grounded in 
evidence. A survey conducted for the Committee by DrugScope. of its 900 member 
organisations, found that drug strategy targets are "unrealistic and unworkable".|45] The 
Government appears to concede that the targets are flawed. Mr Ainsworth told us:

"When we drew up the Drug Strategy. I do not think anybody felt or claimed that every 
single piece of it was pinned down, that we had evidence to back up targets in every 
case!4some of the taigets. it was openly acknowledged at that point, were aspirational and I 
do not criticise that because there was a necessity to get people focussed and to force them 
to work together...some of those targets are extremely difficult to apply a baseline and a 
fonn of measurability to be able to say in a critical way that we are or we are not on 
target...we need to develop credible baselines, we need to make certain that wdiat we are 
reaching for is in some way achievable".(46]

42. We believe it is unw ise, not to say self-defeating, to set targets which have no 
earthly chance of success. We recommend (1) that the Government distinguishes 
explicitly between aspirational and measurable targets; (2) that it focuses on 
outcomes rather than processes as indicators of success and that w here a process is 
intended to lead to a particular outcome, the basis for expecting this be explained, 
w ith evidence; and (3) that baselines are established as soon as possible for all 
targets.

OUTCOMES

43. The Committee has been offered varying opinions on the success of government policy 
since 1998, as measured by self-imposed targets and other indicators. Mr Keith Hellawell 
told the Committee that the Government's work "is a strategy which is laudable, will take 
time to work and it is working".(47] In fact many witnesses have paid tribute to the success 
of the strategy in bringing together the disparate professions and fields of expertise working 
on different aspects of drug-related problems in an effective management structure. Mr 
Mike Trace, former Deputy UK Anti Drugs Co-ordinator, cited the National Strategy as an 
example to the international community: 'The structure and approach of the UK strategy 
has been seen as a model by the international community which has been emulated since by 
many countries (eg (Republic of Ireland], Portugal,Czech Republic)".146]
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44. Witnesses have been less impressed, however, with outcomes. Mr Trace told the 
Committee in evidence that neither the target on young people nor that on availability was 
likely to be achieved.[49] Others have expressed similarly negative views:

"If we judge whether the existing drugs policy is working by measurable reductions in the 
number of people who use drugs, the number who die or suffer harm as a result, the supply 
of drugs, the amount of crime committed to get money to buy drugs and the organised 
criminality involved in transporting and supplying drugs, then we have to say that the results 
are not coming through" (The Association of Chief Police Officers).|50J

'The strategy had four main outcome objectives in 1998 and all four of those have moved in 
the opposite direction to the one the strategy said it would over the succeeding four years. 
There was not a single year in die 1990s when one could be hopeful about the progress of 
the drugs problem in this country. I see absolutely no rational basis for thinking that might 
be different in the next three years" (Mr Francis Wilkinson, recently retired Chief Constable 
of Gwent).|51 ]

45. While there has been a degree of consensus that the desired results have not yet 
transpired from the strategy, evidence has been divided on the reasons for this. Mr Conor 
McNicholas, editor of Musik magazine, told us that "the changes that Keith Hellawell made 
in policy really were moving deckchairs on the Titanic, the whole system is not working at 
all and what he w-as doing was just tweaking".152] Those who agree with this see the only 
way of improving strategy is complete overhaul. Mr Danny Kushlick of Transform told us: 
"Given we know a prohibition-based, a criminal justice-orientated drugs policy is doomed to 
failure, what is the point of continuing with it. when it contributes to death, misery, crime, the 
funding of the international mafia, the destruction of developing countries?".153]

46. Others disagree, seeing failure in implementation not principle, and therefore seeing the 
way forward in the redoubling of efforts and remaking of commitments. The National Drug 
Prevention Alliance told us:

"Does existing drugs policy work? Yes, as an adequate definition of goals and the means to 
achieve them. It suffers in the delivery, both by lack of commitment in some aspects as well 
as by assault from those who prefer a more libertarian approach...The alternative to law 
relaxation is to do the job  properly...Effectiveness is being undercut by ideology and 'turf 
disputes. Sort this and you will sort most of it".|54]

44 Ev I . Back

45 Ev 81. Back
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48 Ev 181. Back
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50 Ev 23. Back

51 Q. 410. Back

52 Q. 199. Back
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54 Ev 138-9. Back

TH E G O V E R N M EN T'S D R U G S POLICY: IS IT W ORKING?  

O PTIO NS FOR C H A N G E

47. We now present the various arguments made to us for changing the drugs laws. Our 
conclusions and recommendations for four key drugs follow.

LEGALISATION AND REGULATION OF ALL DRUGS

48. The proponents of the most radical change to the drugs laws are those who suggest that 
the prohibition of currently illicit substances has not worked and cannot work. They argue 
that, far from limiting the harm caused by drug use, it is prohibition itself which causes the 
greater part of that harm. The argument here is that illegality militates against safe, open use 
and creates a dangerous environment in which drug use. criminality and social exclusion



become unnecessarily wedded together.

49. Perhaps the clearest statement of this stance came from Transform—the Campaign for 
an Effective Drugs Policy:

"All the evidence shows that UK drug policy has been an unmitigated disaster. Drug-related 
crime, death, destruction of inner city communities, billions in wasted expenditure and the 
loss of political autonomy of developing countries are the price we have paid for global 
prohibition. Prohibition is a recipe for disaster. We would be hard pressed to find a system 
with a higher propensity to lead to crime, social exclusion, violence, prostitution and general 
misery...In Transform's view prohibition has caused or created many of the problems 
associated with the use and misuse of drugs...drugs prohibition effectively hands the trade 
over to organised crime and unregulated dealers. Government abrogates all responsibility 
for the management of the supply side of the market and chaos prevails".|55]

50. The Angel Declaration, a manifesto for change of the drugs laws, uses similar 
arguments:

"the UK prohibition of controlled substances, now embodied in the Misuse of Drugs Act 
1971, has proved ineffective in the achievement of its objects, counter-productive in its side- 
effects. wasteful of public resources, destructive in its cultivation of criminality and 
commercial abuse, and inhumane in its operation. The Act no longer constitutes an 
appropriate form of social regulation, consistent with the UK's Human Rights 
commitments°.|56]

51. Other witnesses have pointed to the failure of alcohol prohibition in the USA in the 
1920s, making an analogy with today's prohibition of drugs. Mr Nick Davies of The 
Guardian told the Committee:

"what drug becomes safer, in terms of health or social damage, if you make it illegal?... 
Look at what happened when they prohibited alcohol. Did that make people safer to have 
their alcohol brewed by gangsters using methylated spirits which made them blind? Did it 
help that there was an explosion of organised crime? Did they reduce alcohol harm by 
prohibition? No."|57)

52. The alternative proposed is the legalisation and regulation of all controlled drugs. 
Transform suggest that there are various distribution mechanisms, already used for the 
controlled supply of legal substances such as alcohol, tobacco and medicines, through 
which such a retail system could operate, including over the counter sales, licensed sales, 
pharmacy sales and prescription through a doctor. The various mechanisms offer different 
degrees of restriction of availability, and different drugs could be sold in different ways.

53. It is argued that making currently illegal drugs available in this manner would not 
preclude the provision of vigorous health education campaigns aimed at discouraging use of 
any mind-altering substance. Sanctions on the age of legal consumers would be enforced as 
they are for the sale of alcohol and tobacco. The marketing of all drugs with potential for 
harm, including alcohol and tobacco, would be strictly forbidden.



54. We have heard a range of arguments for such a system, encompassing philosophical 
and practical considerations. Liberty's submission to the Committee laid out the 
philosophical reasons for this being desirable:

"as part of a free, democratic society individuals should be able to make and carry out 
informed decisions as to their conduct, free of state interference, or in particular the criminal 
law, unless there are pressing social reasons otherwise. Liberty is of the view that the 
decision by an individual to take drugs is such a decision and comes within the ambit of 
personal autonomy and private life. John Stuart Mill argued that the state has no right to 
intervene to prevent individuals from harming themselves, if no .arm was thereby done to 
the rest of society. Over himself, over his own body and mind, the individual is sovereign.’ 
Such fundamental rights are recognised by government both in allowing individuals to 
partake of certain dangerous activities, for example drinking, extreme sports, and also in 
international treaties". 158 j

55. Dr Colin Brewer. Medical Director of the Stapleford Centre, put the argument to us in 
rather blunter terms:

"Until 1916 you could intoxicate yourself with whatever you liked. You could go to  hell in 
your own handcart but at least the law did not interfere. Personally I feel rather strongly we 
should go back to that set of Victorian values".|59|

56. On practical grounds, the argument has been made to us that a system of controlled 
availability of drugs would allow the Government to exert a much greater degree of control 
over the way in which substances are used, than is currently possible. Transform put it in 
this way: "drugs should be legalised because they are dangerous not because they are 
safe".|60 | A legal system would, it is argued, allow the Government to regulate and 
guarantee the quality and dosages of drugs supplied, and to make available the safest 
equipment to administer the drug, all of which could be buttressed with health advice. 
Legalisation might take away some of the stigma of drug US'* encouraging more drug 
addicts to seek treatment. Mr Fulton Gillespie, whose son died of a heroin overdose, said to 
us:

"how can we regulate supply if we are not in charge of the power station? We have to take 
control away from criminals and place it back where it belongs, with us".|611

57. It is also argued that it would be easier to deter new users through truthful education 
policies if the laws on drugs were consistent with those on alcohol and tobacco, just as 
health education in the recent past has had a positive impact on prevalence of tobacco 
smoking. Even if legalisation did result in an increase in experimental drug use. we have 
been told, higher prevalence would be a small price to pay for all the other associated 
benefits of a legal and regulated market, as use does not necessarily lead to problematic 
use.|t>2| As many addicts also fund themselves through small-scale dealing, it is argued that, 
with the expense of a habit removed, this pressure to recruit new users w ould be removed, 
with a positive i.apact on prevalence rates.|63|

58. A legal supply system, it is argued, would take away a massive source of income ter the 
organised criminals currently supplying the drugs market, and hence reduce organised 
crime.[64] The legalisers argue that, while it is no doubt true that an illegal market could not 
be completely eliminated, it is logical to assume that it could be reduced significantly by the



existence of a legal market, hence making the funding of organised crime more difficult at 
least in the short-term.

59. It is also argued that legalisation and regulation of drugs would reduce crime committed 
by addicts to fund a drug addiction, as addicts could buy their supply relatively cheaply 
from licensed retailers. Dr Brewer commented: "many people who find 
themselves...dependent on heroin and therefore having to do frightful things in order to 
raise enough money to buy it, would either not need to commit crime or would commit far 
fewer crimes, like impoverished alcoholic patients".(65J

60. Others took a different view. The Minister, Mr Ainsworth, told us that "it is often the 
case that those who advocate legalisation advocate it as a potential panacea for many o f the 
costs that are imposed upon the criminal justice system, without necessarily looking at the 
downside".[661 The Police Federation disagreed with the claim that legalisation would have 
a significant impact on organised crime:

"This assumes that the powerful international drug cartels would simply fade away into the 
night. More likely scenarios are that they would fight to maintain their lucrative street 
trading". 16 7 1

61. Mr Ainsworth told us that the criminal market could never be entirely removed even 
within a legalised system, "unless you were prepared to sell it at a low price to almost 
anybody". He went on, "if you attempted to tax it. regulate the price, or prevented it getting 
into the hands o f people whose hands you did not want it to get into then a secondary 
market would grow up around the legal market, and we would have some of the same 
problems of enforcement that we have now".|68| Mr Nicholas Dorn of DrugScope pointed 
out that organised crime is not dependent on the drugs trade for its survival:

"I do not think the enormous criminal conspiracy is going to collapse by th^ removal of 
drugs from it. If you look at your average UK drug trafficker or European-based drug 
trafficker, they are likely to be involved not exclusively in drugs trafficking but also in some 
other activities... We are not going to have a clean house and get rid of organised crime".|69J

62. Opponents also argue that a rise in new users and in problematic use would cancel out 
any harm reduction gains of a legalised and regulated system. The speculation that the 
removal of illegality would encourage more new users and make it easier for new users to 
experiment with drugs has been the most widely-held objection to legalisation heard by the 
Committee. Mr Ainsworth told us:

"I do not believe that heroin is as freely available to young people as it would be in the kind 
of regime you describe. I think it would be a lot more available".[70|

63. Sue Killen, Director of the Anti-Drugs Unit at the Home Office, told us that illegality 
carries a deterrent effect, and Mr Geoff Ogden, Co-ordinator of the East Riding and Hull 
Drug Action Team, told die Committee: "The word on the street for a long time about 
cannabis is the youngsters think it is going to be legalised...so it is cool to use it".|711 Mr 
Ainsworth told us that: "it is proven beyond all doubt that illegality discourages use; that 
legalisation would lead, to some degree, to an increase in use".[72j



64. Data on the deterrent effect is scarce, but a MORI poll conducted for the Police 
Foundation's Independent Inquiry found that the main reason why people do not take drugs 
is personal choice rather than a fear of the consequences or the legal implications. 56% of 
people questioned said the main reason people do not take drugs is they simply do not want 
to; 5 1 % cited fears for health; 50% fear of death and 46% fear of addiction. 30% of adults 
and 19% of children felt that people did not take drugs because they did not wish to break 
the law; 17% (12% of children) said they did not because they were afraid of being caught 
by the police.

65. We have listened carefully to the arguments. We acknowledge that there is force 
behind some of those advanced in favour of legalising and regulating. The criminal market 
might well be diminished (though not eliminated); likewise drug-related crime. Harm may 
well be reduced, although this would have to be balanced against an inevitable increase in the 
number of drug abusers if drugs were more widely and cheaply available. It is inevitable too 
that, however tightly the sale of drugs was regulated, there would be a significant leakage to 
under-age abusers, as there is already with cigarettes and alcohol. Wt do not agree with the 
contention that illegal drugs are already as widely available to under-age abusers as they 
would be under legalisation. We agree with those who say that legalisation would send the 
wrong message to the overwhelming majority of young people who do not take drugs. We 
also accept that a significant number of young people—we can argue about the numbers— 
are deterred from drug abuse by the fact that drugs are illegal. Finally, we note that however 
forceful ihe arguments, no other country has yet teen persuaded to legalise and regulate.
Nor can we ever foresee a day when it would be possible to legalise a drug as dangerous as 
crack cocaine, which leads to violent and unpredictable behaviour.

66. While acknowledging that there may come a day w hen the balance may tip in 
favour of legalising and regulating some types of presently illegal drugs, we 
decline to recommend this drastic step.

DECRIMINALISATION OF PERSONAL POSSESSION

67. A less drastic alternative would be to legalise, or at least to decriminalise, personal 
possession of some types of drugs.|73| Mr Dorn of DrugScope told us, "DrugScope's 
position in relation to users is a practical one, that in effect...drug use per se should not be 
criminalised".|74J Turning Point, one of the largest voluntary sector providers of substance 
misuse services, told us: "criminal procedures should no longer be initiated for the 
possession of small amounts of any scheduled drug".(751

68. The main argument in favour of decriminalising possession is that it would remove the 
obligation of giving criminal records to large numbers of young people arrested for drug 
use who are, in all other respects, law abiding citizens. As regards cannabis we were told by 
Turning Point:

"prison is never an acceptable environment in which to deal with possession. It does not 
serve a useful purpose for individuals or society if recreational users are brought closer to 
the consolidating of their criminality. A criminal record makes education, employment and 
family relationships much more difficult at a crucial stage of a young person's life and they
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are likely to learn more about drugs and more serious crimes inside pnson than outside 
it". f76J

69. It is also arguable that the criminalisation of personal possession, where use causes 
harm to no-one other than the user, is the least justifiable part of the drugs laws on human 
rights grounds. Liberty argues:

"Article 8 o f  the European Convention on Human Rights provides: 'Everyone has respect 
for his private and family life, his home and his correspondence. There shall be no 
interference by a public authority with the exercise o f this right except as in accordance with 
the law and is necessary in a democratic society in the interests of national security, public 
safety or the economic well being of the county, for the prevention o f crime, for the 
projection o f  health and morals, or for the protection o f rights and freedoms of others'. In a 
society that respects fundamental freedoms o f the individual, and in particular the right to 
individual autonomy and choice, general restrictions and criminalisation o f taking o f drugs, 
cannot be justified".|7 7 1

70. It is also argued that decriminalisation would formalise a policing situation which 
already exists in relation to some drugs. The Police Federation, however, argued that no 
change was necessary as the police already have sufficient discretion to take a lenient view 
of possession o f cannabis, for example:

"while it remains a criminal offence to possess or to supply cannabis, the police have been 
operating a reasonable approach. This recognises the reality o f the current situation and 
takes note o f  the more relaxed attitudes o f a significant section of the population. Such an 
approach is consistent with the principle of policing by consent. There is no real 
contradiction between a lenient police attitude to possession for personal use, and 
continuing to target the criminals who import and distribute the drug" 17 8 1

71. At least two significant problems are presented by decriminalisation o f possession for 
personal use. One concerns the "messages" which are sent out to young people, and the 
possible recruitment o f new users (see paragraph 64 above).

72. The second problem posed by decriminalisation o f personal possession is that it offers 
no solution to the problem of supply and in fact might give drug suppliers an incentive to 
seek to expand the user market. It would engage enforcement agencies in a murky grey area 
between the user and the supplier, particularly in respect to small scale "social" suppliers, 
and would add a further degree o f confusion to policing drugs. It might also diminish 
respect for the law as it would embrace a fundamental inconsistency—that it is permissible 
to use drugs, but not permissible to supply them.

73. Attracted though we are by the prospect o f avoiding giving criminal records to 
otherwise law-abiding young people, we believe that this problem is better dealt with by 
reclassification, which we address below.

74. W e accept th a t  to d e c r im in a l is e  the  p o s ses s io n  of d ru g s  fo r  p e rso n a l  use w o u ld  
send  the w rong  m essage to the  m a jo r i ty  o f  y o u n g  peop le  w ho do  n o t  take d ru g s  a n d  
th a t  it w o u ld  in ev ita b ly  lead to an  inc rease  in d r u g  a b u se .  W e, therefore , re ject 
d e c r im in a l is a t io n .
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P O S S E S S IO N  W IT H  IN T E N T  T O  S U P P L Y  A N D  " S O C IA L  S U P P L Y "

75. We have heard that several practical difficulties are faced when determining whether an 
act constitutes simple possession or the more serious offence of possession with intent to 
supply (which carries much higher maximum penalties— see table below). First, we are told, 
intent to supply is very difficult to prove, and where proof is based upon the amounts of 
substances in question, much court time is taken up with expert witnesses giving evidence 
on the amount that one person might reasonably be expected to take him or herself. It has 
been suggested to us that some defendants are wrongly convicted o f the more serious 
offence o f possession with intent to supply due to a lack of understanding about drug- 
taking habits and the amounts of different substances involved. To overcome this problem, 
and lend greater clarity to both the courts and to users, a threshold could be set of the 
amount o f a substance held to constitute simple possession only, above which an intent to 
supply would be presumed.

Offence
Maximum penalty if tried on indictment (Class A drug involved)

Supplying a controlled drug 
Life '

Having possession o f a controlled drug 
7 years

Having possession o f a controlled drug with intent to supply it to another 
Life

76. Mr Ainsworth told us that he was not aware o f the law falling down in this respect and 
that if penalties were given according to the amount o f substance found on a suspect "we 
would find systematically people were on the streets with just under that amount". (79) Mr 
Calvert-Smith, Director o f Public Prosecutions, told us that "any attempt to define dealing or 
supply based on a given quantity (of substance| is likely to be extremely problematic", and 
explained:

"In determining whether the appropriate charge is Possession with Intent to Supply as 
opposed to Simple Possession, the prosecutor will consider the amount o f the drug in the 
defendant's possession. However, our policy has long been that this is not a conclusive 
indicator, although it is recognised that large quantities are likely to be more consistent with 
supply than personal use. The prosecutor will, in addition, consider other factors such as the 
variety of drugs found, evidence that the drugs were prepared for sale, other evidence of 
preparation, evidence o f large amounts o f money in the possession o f the defendant and 
evidence from diaries and other documents".|S0|

77. W e a re  not p e r s u a d e d  th a t  an  in te n t  to  s u p p ly  s h o u ld  be p re su m e d  on  the  
b as is  o f  a m o u n ts  o f  d ru g s  fo u n d ;  we therefo re  recom m en d  th a t  the  offences of 
s im ple  p ossess ion  a n d  possession  w i th  in te n t  to s u p p ly  s h o u ld  be r e ta in e d  w i th o u t  
a l te ra t ion .
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78. The second problem put to us was that the law does not distinguish adequately between 
"social supply"—between friends and not for profit—and large-scale commercial supply. 
We note that this type of "social use" is the main cause o f the proliferation o f drug use. It 
seems likely that more new users are introduced to drugs by friends than by street dealers. 
However, the argument put to uj> was that these crimes are different not only in scale, but in 
kind. Mrs Hope Humphreys, whose son was imprisoned for supplying ecstasy to his 
friends. u)ld us:

"Virtually everybody who has taken drugs has been a supplier. By passing a joint, you are a 
supplier; by getting the E for your friend for that night, you are a supplier. It is social 
supply, it is not a wicked, horrible person corrupting our youth. It is like buying a round of 
drinks to them". (8 1)

79. The Police foundation Report identified this problem as follows:

"The current definition of supply does not distinguish between aus o f different gravity, eg 
supply between friends, or for gain, or as part o f an organised criminal group supplying in 
substantial quantities".18 2 J

80. The solution they offered was to create a separate offence of "dealing" which would be 
used to identify those who engage in a pattern o f illicit transactions over a period of time, as 
distinct from those who commit a single act o f supply. They further recommend that, for 
those engaged in "social supply":

"it should be a defence for a person accused o f supply or possession with intent to supply 
to prove that he was a member o f a small social group who supplied or intended to supply a 
controlled drug (other than Class A) to another member or other members o f that group 
believing he was acting, or had acted, on behalf o f that group, which shared a common 
intention to use the drug for personal consumption. This defence would only apply where 
the court was satisfied that the amount or value o f the controlled drug was consistent with 
personal use within the group concerned".|83J

81. If the defence was proven, the defendant would then only be liable for simple 
possession. Mr Calvert-Smith told us that at present "the judge will distinguish between 
dealers and social suppliers in the sentence passed following conviction".[841

82. W e do  not ag ree  w ith  the  Police F o u n d a t io n .  T h o se  g u il ty  o f  "socia l s u p p ly "  
s h o u ld  not escape  p ro secu tio n  fo r  th is  offence on the  b a s is  th a t  th e i r  act o f  s u p p ly  
was to th e ir  f r ie n d s  fo r  th e i r  p e rso n a l  c o n su m p t io n .  W e believe th a t  th is  ac t  of 
"soc ia l  s u p p ly " ,  w h ile  on  a d i f fe re n t  scale from  co m m erc ia l  su p p ly ,  is nonetheless  
a  c r im e  w hich  m u s t  he p u n i s h e d .

83. W e believe th a t  w h ile  th e re  a re  tw o  d iffe ren t  c r im es  o f  s u p p ly ,  the  law on ly  
fo rm a lly  recogn ises  one. W e re c o m m e n d  th a t  a new offence is c rea ted  o f  " su p p ly  
fo r  g a in " ,  w h ich  w o u ld  be  used  to p ro secu te  large scale co m m erc ia l  s u p p l ie r s .  So- 
ca lled  "social s u p p l ie r s "  w h o  s h a re  d ru g s  be tw een  th e i r  f r ien d s  on a n o t-fo r-p rofit  
b as is  sh o u ld  co n t in u e  to b e  p ro secu ted  fo r  s u p p ly .



R E C L A S S IF IC A T IO N

84. A further step down from the radical options o f legislative change would he to look 
again at the categories by which drugs are classified under the Misuse o f Drugs Act 1971. 
The classifications o f illicit drugs are designed to protect people from substances in a 
hierarchy o f penalties which reflects their relative harmfulness. The indication by the Home 
Secretary, on 23 October 2001. that he would consider the reclassification of cannabis from 
Class B to Class C demonstrates the system's potent: I for flexibility and adjustment.

85. The Committee has heard numerous representations to the effect that the classification 
system prescribed by the Act no longer accurately reflects current scientific and medical 
opinion:

"the current system of classification lacks credibility as it is not based on the relative harm 
caused or dangerousness of use" (Turning Point).|85|

"There is a misalignment in the relative harms of certain drugs and their classification" 
(D rugScope).|86|

"The present tough penalties on the use of ecstasy, LSD and cocaine are inappropriate and 
counter-productive and should be reduced" (Release).[87j

86. The importance o f correctly classifying controlled drugs does not rest purely upon the 
justice o f the penalties attached to possession and supply. It also has a significant impact 
upon the educational "messages" communicated to current and potential drug users about 
the dangers o f using particular drugs. The point continually reiterated to the Committee is 
that, if the law (and education) does not reflect the realities o f risk, users and potential users 
are likely to assume that all warnings are similarly skewed. Nor will it escape the notice of 
users and potential users if the law does not reflect relative harm: many young people will 
be presented with evidence o f others using drugs all around them, and come to their own 
conclusions. Turning Point is of the view that:

"changes to the drugs laws would also greatly enhance the credibility o f drugs education 
work. For example ecstasy is classed alongside heroin and cocaine but is not perceived by 
some young people as being as dangerous and so when the police and other workers are 
talking about other Class A drugs, these more serious messages are also being 
discredited".|88|

87. Mr Ainsworth recognised this when he said:

"There is also an issue!4 o f how we get the message across to young people. They are not 
stupid: they do know the basic facts in this area or many o f them do; and unless we have a 
credible message they switch off altogether to everything that we say".[89|
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88. We, therefore , conclude  tha t th e  t im e has  com e to reconsider the  existing  
c la ss i f ica t io n s  fo r  the  less h a rm fu l  d ru g s  a n d  we a d d re ss  each  in tu rn .
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T H E  G O V E R N M E N T 'S  D R U G S  P O L IC Y : IS IT  W O R K IN G  ?

D IF F E R E N T  C O N T R O L S  FO R  D IF F E R E N T  D R U G S

CANNABIS

89. A ccord ing  to the  B r i t ish  C r im e  S u rv e y  2000, c a n n a b is  w a s  the  m os t  co m m o nly  
used  o f  a ll  illegal d ru g s .  O f  all  r e s p o n d e n ts  ag ed  16 to 59, 27%  said th e j  h a d  tr ied
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th e  d r u g  in th e i r  l ife tim e , 9 %  h a d  used  i t  in  th e  las t y e a r  a n d  6 %  in th e  last 
m o n th .  A m o ng st  16 to  29 y ea r  o lds , how ever, 44%  h a d  used  it in th e i r  life, 22%  in 
th e  last y e a r  a n d  1 4%  in the  la s t  m on th .

90. V iews on  the r i s k s  o f  sh o r t  a n d  long-term  c a n n a b is  use a rc  v ariab le .  Professor 
N u tt  o f  B ris to l  U n iv e rs i ty  assessed  the  r isk s  o f  c a n n a b is  as:

"si r t  te n n  very s l ig h t ;  long te rm  m ostly  eq u a tes  to  sm o k in g  o f  the leaf; 
a d d i r t iv c n e s s  low to m oderate ... .!!  m ay  exacerbate  sc h iz o p h re n ia  in som e people, 
m ay  a m e l io ra te  som e sy m p to m s  in o th e r  people. O n  ba lance  th ere  is p r o b a b ly  a 
n ega tive  [eflect] in s c h iz o p h r e n ia ".[90]

91. B aron ess  G reen fie ld , P ro fessor  o f  P harm aco logy , U n iv e rs i ty  of O x fo rd , an d  
D ire c to r  of the  R oyal In s t i tu t io n  o f G rea t B ri ta in ,  to ld  us th a t  c a n n a b is  users:

" a re  ta m p e r in g  w i th  the  most specia l  p a r t  of th e ir  bod ies  a n d  th a t  is th e i r  b ra in s  
a n d  th e i r  m in d s  o v e r  conceivab ly  the long term . T h ere  is even ev idence of lo n g ­
te rm  d a m a g e  a f te r  o ne  has  g i> tn  u p  sm o k in g  c a n n a b is ,  a n d  I th in k  th i s  is a very 
se r iou s  a n d  b ig  w o rry ,  not so m u c h  th a t  y ou  m ig h t  d ie  th a t  n ig h t ,  b u t  m ore  that 
y ou  cou ld  be u n d e r -p e r fo rm in g  a n d  u n fu l f i l le d  30, 40 y ears  o n " . [9 1 ]

92. In  te rm s o f  m en ta l  hea lth ,  it a p p e a r s  a lso  th a t  the  s t re n g th  o f d ifferen t 
" b r a n d s "  o f  c a n n a b i s  v a n  w id e ly  a n d  th a t  s t ro n g e r  varie ties  c o n ta in in g  a g rea te r  
p ro p o r t io n  o f  the  psychoactive  in g re d ie n t ,  T H C , have  become increas ing ly  
a v a i la b le . [9 2 ]  M rs  M ary  Brett, H ead  o f  H ealth  E d u c a t io n  a t  D r  C h a l lo n e r 's  
G r a m m a r  School, B u c k in g h a m sh i re ,  to ld  us th a t  "a  jo in t  to d a y  c o n ta in s  on 
av erag e  ten tim es a s  m uch  T H C  as  it d id  in the  S ix t ie s " . [93]

93. T h e  smoking o f  c a n n a b is  ca r r ie s  its ow n  r isk s ,  w hich  a re  a n a lo g o u s  to those 
asso c ia ted  w i th  to bacco  sm o k in g .  W h ile  the  av a i la b le  d a ta  is p a tch y , the Royal 
C o lleg e  o f  P h y s ic ia n s  told  the  C o m m it tee  th a t  " m a r i ju a n a  sm o k in g  exposes  the 
l u n g  to  toxic p ro d u c ts  o f  c o m b u s t io n  m o re  co m m o nly  a sso c ia ted  w ith  tobacco  
sm o ke , a n d  is th e re fo re  lik to be assoc ia ted  w i th  s im i la r  lo ng - te rm  h ea l th  r isks  
a s  tobacco  s m o k in g " ,  in c lu d in g  ch ro n ic  b ro n c h i t i s  sy m p to m s , a irf low  o b s tru c tio n ,  
cancers  a n d  c a rd io v a s c u la r  d isease . W h ile  the  to ta l a m o u n t  o f  sm o k e  in h a le d  by 
c a n n a b is  sm o k e rs  a p p e a r s  to be less th a n  th a t  in h a le d  by tobacco  sm o kers ,  th is  is 
off-set by the  ab sence  of f ilters  in jo in ts ,  w h ich  a l lo w s a h ig h e r  p ro p o r t io n  o f  ta r  to 
he in h a le d .  C a n n a b i s  sm o kers  ten d  to in h a le  m ore  deeply th a n  tobacco  sm okers ,  
a n d  c a n n a b i s  s m o k e  is h o t te r  th a n  to bacco  sm o ke , which  is m o re  d a m a g in g .  Most 
c a n n a b i s  in the U K  is sm o ked  in a m ix tu re  w ith  tobacco , w h ich  m e a n s  th a ,  
sm o k e rs  a re  also  exposed  to the  d an g e rs  o f  tobacco  sm o k in g  a n d  n ico tin e  
a d d ic t io n . [94]

94. T h e  r i s k s  o f  c a n n a b is  need to be p u t  in to  the  contex t ol the  " a cce p ta b le "  r isk s  
posed  by a lcoho l a n d  tobacco. D ru g S co pe  to ld  us  th a t  " in  re la t io n  t o  the  m il l io n s  
o f  i n d iv id u a l s  w h o  have  been exposed  to the d ru g  in th is  c o u n try  s in ce  the  late 
1960s, c a n n a b is  c o m p a re s  fa v o u ra b ly  (in  te rm s  o f  h ea l th  im p l ic a t io n s )  w i th  legal 
d ru g s  w ide ly  u sed  such as a lcoho l  a n d  to b a c c o " .[95] T h e re  is a lso , o f  cou rse , the 
fact th a t  m ost p eo p le  tend  to grow o u t  o f  sm o k in g  c a n n a b is .



D r u R s  a n d  d r i v i n g

95. O u r  a t te n t io n  h as  been d ra w n  to the  in c rea s in g  p ro b le m  o f  p e rso n s  d r iv in g  
u n d e r  the  in f lu en ce  o f d rugs .  A ccord ing  to a recen t s tu d y  by the  T ra n s p o r t  
R esearch  L a b o ra to ry ,  the incidence o f  ill ic i t  d ru g s  in  ca su a l t ie s  o f  fa ta l  ro ad  tra ff ic  
acc iden ts  h a s  r isen  su b s ta n t ia l ly ,  f rom  3 %  in  the  la te  1980s to 18% in 2000. T h is  
h as  o ccu rred  over a  period  in w hich  d r u g - t a k in g  g en e ra l ly  has  r isen . O ver the  s am e 
p erio d , the  in c id en ce  o f  alcohol h as  d ec l in ed  f ro m  3 5 %  to  31 .5% . T h e  most 
co m m o nly  detec ted  d ru g  is c a n n a b is ;  in c id en ce  h as  increased  f ro m  2 .6%  to 11.9% 
over the  period .

96. T h e  c o n t r ib u t io n  of c a n n a b is  to ro a d  tr  l i e  ac c id en ts  is no t e n t i r e ' /  
s t r a ig h t fo rw a rd  —the  T ra n s p o r t  R esea rch  L a b o ra to ry 's  rep o r t  notes  th a t :

" C a n n a b i s  r e m a in s  t raceab le  in the  b lo o d s t re a m  fo r  up  to  4 w eeks a f te r  it is tak en  
by re g u la r  users , w hereas  its effect on d r iv in g  is p r o b a b h  l im ited  to a  few h o u rs  at 
most a f te r  it is ta k e n .  Incidence in b o d ily  f lu id s  c a n n o t  there fo re  be d irec tly  re la ted  
to an y  c o n t r ib u to ry  role in a c c id e n ts " . [96]

97. Som e w itnesses have even told  us th a t  c a n n a b i s  m ay  im p ro v e  som e d r ive rs ' 
pe rfo rm ance :  the In d e p e n d e n t  D rug  M o n i to r in g  U n it  s a id  th a t  c a n n a b i s  led to 
" in c rea se d  r i sk  for new users  o r  new d r iv e rs ,  for e s ta b l i s h e d  u se rs /d r iv e rs  | i t |  
a p p e a r s  to red u ce  accident r isk  by im p ro v in g  d r iv e r  b eh av io u r  ( s lo w e r  speeds, 
la rg er  gap , fewer r isk y  m a n o e u v re s ) " .[9 7 ]

98. W h ile  the  law p ro h ib i t s  d r iv in g  w h i le  u n f i t  th ro u g h  a lcoho l  o r  d ru g s ,  it 
a p p e a r s  th a t  po lice  a re  not ad e q u a te ly  e q u ip p e d  to detect d ru g  use in d r ive rs .  T h e  
Police F ed e ra t io n  to ld  us th a t  " re la t iv e ly  few police  officers have  so f a r  been 
t ra in e d  to use new e q u ip m e n t  th a t  e n a b le s  m o to r is ts  to be tested  fo r d ru g s  
u s e " . [98] T h e  In d e p e n d e n t  D rug  M o n i to r in g  U n it  to ld  us  th a t  a  m e th o d  o f  tes t in g  
called  "fie ld  im p a i rm e n t  tes t in g "  w h ich  is c u r r e n t ly  b e in g  a d o p te d  by  m an y  police  
forces " re p re se n ts  a n  im p ro v em en t on p re v io u s  en fo rcem en t tec h n iq u e s ,  b u t  fa ils  
to a d d re ss  a b i l i t i e s  w h ich  a re  d irec tly  re la ted  to the  a b i l i ty  to d r iv e ,  in  p a r t i c u la r  
reaction  t im e a n d  t ra c k in g  a b i l i ty " .  T h e y  w ent on to  reco m m en d  ch an g es  w h ich  
w ou ld  im p ro v e  th is , in c lu d in g  in c a r  s im u la to r s  a n d  v id e o - ta p in g  o f  tests to red u ce  
sub jec t iv e  ju d g e m e n ts  by police  o fficers .[99]

99. We reco m m en d  that te c h n iq u e s  to test d r iv e r s  fo r  d ru g - re la te d  im p a i rm e n t  a re  
im p ro v e d ,  a n d  tha t all police officers re s p o n s ib le  fo r  tes ting  receive th ?  necessary 
t ra in in g .

.4 gateway to harder drugs'/

100. It is sometimes said that cannabis is a "gateway" drug to other substances, and higher 
prevalence of cannabis use would inevitably entail higher prevalence o f other, "harder"
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drugs, with all the consequent health and social problems following. DrugScope told us 
"The hypothesis that cannabis use leads to the use o f other more harmful drugs has been, 
and remains, a key justification of past and present drug policy".[ 100] The Police 
Federation pointed out in evidence to us that most users o f hard drugs start off using 
cannabis.] 1011

101. Most witnesses, however, saw the issue as less clear cut. Sue Killen of the Home 
Office told us:

"the evidence is there overwhelmingly that the vast majority o f people who take cannabis do 
not go on to lake hard drugs: our feeling is that there are far more complex issues which lie 
behind who then goes on to become addicted. So it is not a straightforward link at all".| 1021

102. Professor Rehm pointed out that alcohol and tobacco can also act as "gateways" to 
other drugs:

"There is, o f course, a correlation o f people going into cannabis which later on take other 
drugs. That is there. The same correlation is there for tobacco and other drugs, it is there for 
alcohol and other drugs". [ 103 ]

103. DrugScope supplied us with the follow ing assessment:

"The weight of empirical evidence would suggest that a link between cannabis and more 
harmful drugs like heroin and crack does exist. The reason for this is not...a cause or a 
chemical process that cannabis started, it is rather that:
• Some cannabis users have common personality profiles or environmental conditions 

with the users o f more harmful drugs.

■ Once drugs, be they cannabis, alcohol or tobacco are used, if the harm ascribed to them 
is overrated or false, individuals using cannabis will dismiss harm information and arc 
less likely to be concerned about moving to more "harmful" drugs.

• Cannabis use puts individuals in social situations and supply transactions w here they 
arc more likely to experience people using, accepting and supplying more harmful drugs 
than others in the population.

The gateway theory is often misunderstood. It is not about cannabis leading to harder 
drugs, it is about common profiles, environment, experience and access" ! 10 4 1

104. If the gateway is to be closed, according to DrugScope, policy makers have two 
options:

"(a) Prohibition of all gateway drugs (logically including alcohol and tobacco) should be 
enforced and therefore the gateways shut through strict application o f the law.

(b) If it is not possible (as current levels o f cannabis use would suggest) or desirable to 
adopt a zei i tolerance policy to cannabis... through prohibition and strict legal sanctions.
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policy makers should narrow the Gateways as much as possible. This can only be done by 
producing more accurate harm information and by changing the legal status of cannabis 
(decriminalisation or similar) so that it is further differentiated from more harmful dings in 
perception, culture and supply".| 105]

105. We have heard that this argument o f differentiation has been the driver behind The 
Netherlands' policy on cannabis, which is. in effect, toleration o f personal use:

"If you look at the aggregate level, those countries which have changed their cannabis 
regime and have actually allowed cannabis to be tolerated in certain parameters did not have 
an increased incidence o f hard drugs afterwards. The incidence and the harm which has 
been increasing in some o f the countries were not in countries which have tolerated 
cannabis. The harm levels of The Netherlands or of Switzerland, in terms o f overdosing and 
in terms o f the hard indicators which we see. are less than for those countries which do not 
tolerate cannabis... it is just part o f a larger picture".! 106J

"What we see is that the incidence o f new heroin addicts |in The Netherlands! has been 
stabilised. We think it is difficult to prove but we think it has to do with the separation o£ the 
soft and hard drugs".| 107)

106. In Britain the last year has seen a lively debate around the status o f cannabis as a 
controlled substance. While the Government has not entertained any idea o f removing 
cannabis from the current system o f control laid down by the M isuse o f Drugs Act, it is 
considering a number o f changes which suggest a new flexibility towards control of 
cannabis.

Medicinal use

107. These include clinical trials into the medicinal use o f cannabis, currently scheduled to 
be completed in 2003. G W Pharmaceuticals, the company licensed by the Home Office to 
conduct the research into potential cannabis-based medicines, told us:

"Cannabis is ex a cted  to help patients suffering from a wide range o f medical conditions, 
including those related to neurogenic pain or dysfunction such as multiple sclerosis, spinal 
cord injury, phantom limb pain and arachnoiditis and other conditions without a 
neurological cause including osteoarthritis, rheumatoid arthritis, AIDS, migraine, cancer 
pain, nausea and epilepsy".! I0X|

108. Should the trials prove successful, the Government has committed itself to licensing a 
cannabis-based medicine, which wc believe would command widespread public support. 
The Home Secretary told us. in October 2001:

"We are now in the third phase of the testing, assessment and evaluation programme. 
Should —as I believe it will—this programme be proved to be successful, 1 will recommend 
to the Medical Control Agency that they should go ahead with authorising the medical use 
of this for medical purposes".! 109]
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109. In  the event o f  the successful c o m p le t io n  o f  c l in ica l  t r ia ls  a n d  a pos itive  
ev a lu a t io n  by the  M edic ines C o n tro l  A gency , we recom m end  th a t  the  law is 
changed  to p e rm it  the use o f c a n n a b is -b a s e d  m edicines.

Innovative policing

110. The second major policy shift over the last year has been the toleration, by 
Government, of a pilot, conducted by Metropolitan Police in Lambeth. South London, o f a 
new scheme of dealing with cannabis possession offences. Officers in the area now no 
longer arrest individuals for possession but instead issue a verbal warning and confiscate 
the substance. The rationale behind the pilot is that arresting people for cannabis 
possession— the only formal procedure available to police officers—takes up an inordinate 
amount of police time when there are more serious crimes to be pursued.

111. Commander Brian Paddick. the senior police officer in charge o f the scheme, told us 
that the pilot "has the practical effect of decriminalising the offence in those cases where the 
officer does not proceed by means o f arrest".1110| While this may not represent much of a 
shift in de facto policing terms, the official status o f the scheme has led to claims that this 
constitutes decriminalisation of possession o f the drug "by the back door".

112. In fact, the legal status of cannabis has not changed in Brixton; rather, the policing 
approach has. Commander Paddick told the Committee that the scheme has actually seen 
more people dealt with for possession o f cannabis than before, as the time released by the 
new procedures has allowed officers to process more offences.11111

113. The pilot in Lambeth has been evaluated in two ways. PRS Consultancy Group 
examined the scheme in terms of police activity, while die Police Foundation commissioned 
MORI to survey public opinion on the pilot. The measures of police activity showed that the 
pilot released at least 1.350 hours o f officer time, equivalent to 1.8 full-time officers. In 
comparison with the same 6 months in 2000, officers in Lambeth recorded 35% more 
cannabis possession offences and 11% more cannabis trafficking offences. This compared 
with drops in the number of the same offences recorded in neighbouring boroughs over the 
pilot period. Lambeth also increased its activity against Class A drugs over the period, 
relative to adjoining boroughs. However, the opinions o f  Lambeth police officers about the 
pilot were not positive. While only 51 officers responded to the questionnaire asking their 
opinions, a majority o f those who did respond felt that the policy would lead to increased 
drug use in Lambeth and should be discontinued. They also felt that the pilot had not 
changed the way in which they spent their time on duty.| 112]

114. 1 he surveys o f public opinion, conducted at the end of 2001, found that there was a 
considerable degree o f confusion over what exactly the pilot entailed. However. 74% of 
people consulted felt that the scheme would result in police time being released to deal with 
more serious crime —but 17% felt serious crime would increase, and 21% felt use o f hard 
drugs would increase as a result o f the pilot. Despite this. 36% approved o f  the scheme 
unconditionally, a further 32% supported it provided the police spend more time on serious 
crime, and 15% approved provided it actually reduces serious crime. 71% o f  people thought 
the scheme offered a better way to deal with young cannabis users. Having said this, parents 
of primary school children are amomzst the most likely to disapprove of the scheme.1113 1



115. M r  V ic  H o g g , fro m  the H om e O f f ic e , to ld  us:

"under the cu rent arrangements around 80 per cent o f all people caught in possession of 
cannabis are disposed o f by way o f a warning, a caution or a fine. Within that 80 per cent 
figure, warnings and cautions account for around 55 |)er cent".| 114)

116. The H jm e Office, in its second memorandum to the Committee, said:

"the existi: g range o f criminal sanctions, applied with due discretion, are preferable to 
decrimina sation. Minor offences are normally dealt with by way o f a warning or caution. 
The Gov< nment has accepted that cautions should become immediately spent under the 
Rehabilitation o f Offenders Act, which will mean that the large majority o f offenders will 
not get a criminal record. The courts and, ultimately prison, provide the severest sanctions 
for persistent or serious offenders. About 3 per cent o f those dealt with for possession of 
cannabis are sent to prison. A sample analysis of this cohort showed, on average, 14 
previous criminal convictions per offender. Sentencing data is not routinely collated to show 
secondary or tertiary offences, but this sample tends to confirm the views of the 
enforcement agencies, namely that where imprisonment is imposed for cannabis offences n 
is usually because o f the seriousness o f the offence itself or as a result o f concurrent 
imprisonment for other criminal offences".| II5 |
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TH E G O V E R N M E N T 'S D R U G S POLICY: IS IT W ORK ING ?

Possible reclassification

117. In evidence to us on 23 October 2001, shortly after we began this Inquiry, the Home 
Secretary made I s announcement that he would seek the advice o f the Advisory Council on 
the Misuse o f Drugs on the possible reclassification o f cannabis from Class B to Class C. 
The Minister, Mr Ainsworth, explained to us the motives for this policy move:

'The motives...were not simple and singular; they were about trying to bring the law into 
line with that which was bc:ng practised in some police authorities in any case, and provide 
some consistency within police authorities; direct police resources a little more towards 
Class A drugs where the most damage was being done; and get a more credible message to 
send ou! to young people in order to get through to them about the damage that drugs 
do". 1116|

118. On 14 March, the Advisory Council reported their view that cannabis should be 
reclassified as a Class C drug, as "the current classification of cannabis is disproportionate 
in relation both to its inherent harmfulness, and to the harmfulness o f other substances, such 
as amphetamines, that are currently in Class B".| 117 1

119. Mr Ainsworth clarified to us w hat reclassification would mean, in effect for the 
person caught in possession of small amounts of cannabis: "possession of small amounts
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would not be an arrestable offence...the effects of reclassification would be very similar in 
terms o f policing to what is going on in Lambeth at the moment".! 118 1

Conclusions on cannabis

120. We accept th a t  c a n n a b is  can  be h a rm fu l  a n d  th a t  its use sh o u ld  he 
d isco u rag ed .  We accept tha t in som e cases the h ik in g  o f c a n n a b is  c a n  be a  gatew ay  
to the ta k in g  o f  m ore  d am a g in g  d ru g s .  However, w h e th e r  o r  not c a n n a b is  is a 
gatew ay  u ru g ,  we do  not believe there  is a n y th in g  to be g a ined  by exaggera ting  its 
h a rm fu ln e s s .  O n  the  co n tra ry ,  exaggera tion  u n d e rm in e s  the c re d ib i l i ty  o f  m essages 
th a t  we w ish  to send  reg a rd in g  m ore  h a rm fu l  d rugs .

121. We s u p p o r t ,  then-fore, the  H om e Secretary 's p ro p o sa l  to reclassify  c a n n a b i s  
from  C las s  B to C la s s  C.

122. We stress that reclassification does not amount to legalisation. It simply means that in 
future the maximum penalties for the supply and possession ol cannabis, among other 
offences, would be reduced from 14 years' imprisonment to five years (for supply) and 
from five years to two years (for possession) as the table below shows.| 119) In addition, 
possession o f cannabis would cease to be an "arrestable offence", which means that the 
offence would no longer attract the investigative powers which attach to arrestable offences, 
eg the power to enter and search premises without a warrant, and will leave the police free to 
concentrate on more harmful drugs.11201

General Name of Offence 
Maximum penalty if tried on indictment

Class B drug involved 
Class C drug involved

Production o f a controlled drug 
14 years 
5 years

Supplying a controlled drug 
14 years 
5 years

Having possession of a controlled drug 
5 years 
2 years

Having possession o f a controlled drug with intent to supply it to another 
14 years 

5 years



ECSTASY

123. While only 5% of men and women aged 16-59 had ever taken ecstasy, according to 
the British Crime Survey 2000, the proportion o f 16-29 year olds who had was 12%. In the 
last year, 2% of 16-59 year olds and 5% o f 16-29 year olds had used it; in the last month, 
1% and 3% respectively. Mr McNicholas, editor o f Musik magazine, estimated that about 
two million ecstasy tablets are taken every weekend, although it is obviously not possible to 
equate this directly to numbers of users, as some people take more than one tablet at one 
tirne.| 12 1 J

124. Ecstasy is a drug on a different scale from cannabis, as it causes a number o f deaths 
every year. Having said this, the number of fatalities is relatively small in comparison to the 
number o f people who apparently use it.| 122] There is much we do not know about the 
effects of heavy, long-term use.

125. We were offered the following assessments o f the harmfulness of ecstasy by 
Professor Nutt and Professor John Henry. Professor o f Accident and Emergency Medicine, 
Imperial College School o f  Medicine at St Mary's Hospital, respectively:

"I personally think that ecstasy is relatively safe in the short term The long-term risk is to 
my mind unknown at present, although as each year goes by I get relatively more sanguine 
about the risk rather than less. 1 accept that there is still a great deal o f uncertainty about the 
long-term effects on the brain. In terms o f addictiveness, it is very low".| I23|

"Quite clearly it causes about 20 something deaths per year and that is very small in terms 
of the large number of users. You could even use the w’ord minimal for the short-term risks 
of ecstasy when you compare them with those of cocaine and heroin. Addictiveness is low. 
The other thing is that there is emerging evidence that it causes damage to memory 
processes. There are epidemiological comparisons o f  users versus non-users and even more 
recently we have seen studies which have followed up ecstasy users for a year and they have 
shown that aspects of memory function deteriorate during that year. Long-term use might 
lead to considerable impairment of memory" ! 124]

126. The Police Foundation Independent Inquiry consulted members of the Royal College 
of Psychiatrists' Faculty o f Substance M isuse about the relative harmfulness o f controlled 
drugs, and found that, in the resulting revised ranking, ecstasy fell into Class B The report 
observed that "population safety comparisons suggest that ecstasy may be several thousand 
times less dangerous than heroin...there is little evidence of craving or withdrawal compared 
with the opiates and cocaine". They went on:

"Although deaths from ecstasy are highly publicised, it probably kills fewer than 10 people 
each year which, though deeply distressing for the surviving relatives and friends, is a small 
percentage of the many thousands o f people who use it each week. Nor is it always clear 
whether the deaths are caused by ecstasy itself...or the circumstances surrounding its 
use...in many cases they are due to environmental aspects o f the dance club scene, 
particularly overcrowding, overheating, poor availability o f cool-out rooms, and restrictions 
on or the high cost o f drinks". 1125]
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127. The Committee has heard that many problems with ecstasy result from the 
circumstances in w hich it is taken. Ecstasy is commonly associated with the clubbing scene, 
and is often taken by people who then go on to dance for hours in hot, crowded conditions. 
If the person forgets to drink water while dancing for long periods, they will experience 
extreme dehydration, "their blood vessels constrict to maintain blood pressure and they stop 
losing heat, their body temperature goes up and systems fail one by one".| I26J Conversely, 
a mechanism in ecstasy means that a person who has taken the drug and who drinks a lot of 
water while not exerting themselves may in fact die from not being able to pass the excess 
water. Professor Henry told us:

"if I took a couple o f ecstasy tablets...the kidneys would just not respond to that water and if 
I drank enough water, it would stay in my bloodstream and my brain would just swell up 
and it could be fatal. I would initially become conf used and I might develop convulsions and 
I could die".[ 127]

128. It is important that every effort is made to detect and prevent ecstasy use in clubs. This 
is not always possible, however, especially when the drug is taken prior to entering the club. 
It is, therefore, essential to try to minimise the harmful consequences o f use. We were told 
that providing information about safer ways in which to take ecstasy and drink the correct 
amount o f water has already saved lives:

"The policy on ecstasy which the Home Office developed a few years ago...was helpful in 
that it was an educational policy and trying to reduce harm through improving the 
knowledge base o f  the users. There has probably been some evidence that that has helped 
and there are fewer deaths through water intoxication at least".] I2N|

129. We believe th a t  n o th in g  .should be d on e  lo im p ly  th a t  the  ta k in g  o f  ecstasy is 
harm less ,  legal o r  socia lly  d es irab le .  Ecstasy is a d a n g e ro u s  d ru g .  We recognise, 
how ever, th a t  som e y o u n g  peop le  will tak e  ecstasy, a n d  we w an t to reduce  the 
n u m b e r s  o f  d e a th s  w h ich  resu lt .  We recom m end  th a t  adv ice  on the  d a n g e rs  of 
ecstasy a n d  the w ays  to reduce  the  r isk s  o f  d ea th  s h o u ld  be m ad e  a v a i la b le  in 
n ig h tc lu b s ,  a n d  we welcome the recent p u b l ic a t io n  by the H om e Office o f the 
g u id a n c e  u n d e r  the  tit le  Safer Clubbing. Police, c lu b  ow n e rs  a n d  l icensing  
a u th o r i t ie s  s h o u ld  co n t in u e  to a im  fo r  d rug -free  c lu b s  a n d  s h o u ld  w ork  to g e th e r  to 
ach ieve this .

130. Ecstasy does not present a major source of harm to communities. Commander 
Paddick, as a senior policeman, told us that ecstasy use was not high on his list of priorities:

"If I felt that my officers were going into nightclubs looking for people w ho were in 
possession of ecstasy then I would say to them, and 1 would say publicly, that they are 
wasting valuable police resources...I would say there are far more important things which 
cause real harm to the community in the way that ecstasy does not cause real harm to the 
community in Lambeth at this time".] I2^|

131. Islington Drug and Alcohol Action Team commented o f cannabis and "dance drugs 
such as ecstasy

"We cannot fail to note that users o f these drugs are a very small minority o f people

43



attending treatment services and coming to the attention o f police as drug-related offenders. 
Consideration should be given to dealing with users o f these drugs in ways which do not 
bring them into contact with the criminal justice system, or which minimise the chances of 
them risking employment or educational opportunities" ! 130)

132. We have also been told that the current classification o f ecstasy hinders educational 
messages about the dangers o f Class A drugs (see paragraph 86). However. Mr Ainsworth 
told us that "It is not my belief (that) the fact that ecstasy is in Class A is massively 
detracting from the message to young people".! 131 ]

133. The suggestion o f reclassifying cannabis has led some commentators to advocate a 
similar move on ecstasy: from Class A to Class B. Mr Ainsworth told us:

"Knowing what we know about ecstasy in terms of the immediate risk of, at worst, death; 
and not knowing, .the long-term health consequences o f  ecstasy; and in flie absence of any 
specific recommendation from the Advisory Council, it would be wholly wrong in my 
opinion for us to reclassify ecstasy'll do not know, is the obvious answer, what the 
consequences o f the reclassification of ecstasy might be. It could be we send a message to 
people that it is a safe drug to use; and that would lie a very damaging message to 
send".! 132]

134. Others disagreed. Mr Conor M cNicholas told us: "If you apply the same logic to 
ecstasy as was applied to cannabis in this case, then immediately ecstasy must be classified 
as Class B, and possibly even as Class C".| 1331 The Association o f Chief Police Officers 
demonstrated a flexible approach to policy on ecstasy: Deputy Assistant Commissioner 
Andy Hayman, Chair o f the Sub-Committee on Drugs, told us that, should medical and 
scientific opinion be in agreement, then the Association would not object to the 
downgrading of ecstasy's classification.! 134] The Police Foundation report concluded 
"ecstasy and related compounds are significantly less harmful than t,-,e other Class A 
drugs", and therefore recommended that ecstasy be transferred to Class B.| 1351

135. W c agree w ith  the  Police F o u n d a t io n  a n d  th erefo re  reco m m en d  th a t  ecstasy  is 
rec lass if ied  as u C la s s  B d ru g .

136. To those who suggest that to reclassify ecstasy is somehow to condone its use, we 
emphatically reject this. Even as a Class B drug, the penalties remain severe, although 
obviously less than for a Class A drug. Whereas the maximum penalty for importation, 
production, supply and possession with intent to supply o f a Class A drug is life 
imprisonment, the corresponding penalty in respect o f a Class B drug is 14 years. As the 
table below indicates, the maximum penalty for possession o f a Class A drug is seven years, 
whereas for a Class B drug it is five years.

General Name o f Offence 
Maximum penalty if tried on indictment

Class A drug involved 
Class B drug involved

44



Production of a controlled drug 
Life
14 years

Supplying a controlled drug 
Life
14 years

Having possession o f a controlled drug 
7 years 
5 years

Having possession o f a controlled drug with intent to supply it to another 
Life
14 years 

COCAINE

137. According to the British Crime Survey 2CKK). 5% o f 16-59 year olds had ever tried 
cocaine, although this included 10% of 16-29 year olds, and 2% (16-59 year olds) and 5% 
(16-29 year olds) had used it in the last year. 1% of 16-59 year olds and 2% of 16-29 year 
olds had taken cocaine in the last month. This marks part o f an upward trend in use of 
cocaine since 1994, when only 0.5% of those aged 16 to 59 year olds and 1.2% of 16-29 
year olds had used it in the last year.| I36| The most dramatic trend, however, has been the 
rise m cocaine use amongst 16-19 year olds, which has risen from a static level of 1% 
during 1994-8 (use in the last year) to 4% in 2000. There has also been a significant 
increase in use by young men. A contributory factor to these rises may be the decline in 
cost of cocaine by almost 50% since I994.| 1371

138. Powder cocaine, or cocaine hydrochloride, is extracted from the coca leaf through a 
process o f mashing and soaking the leaves and heating the resultant paste with hydrochloric 
acid. Use o f cocaine carries both acute and long-term health risks. It is possible, however, to 
have different opinions about the level o f risk: Dr Brewer of the Stapleford Centre judged 
that cocaine posed "a problem but still in comparison with alcohol quite small".| 138] 
Professor Nutt however, offered this assessment:

"Short-term risk |is | quite high in relation to cardiovascular side effects and also to acute 
psychotic episodes. Long-term risk high, particularly in terms of dependence, cardiovascular 
damage and possibly psychiatric problems. Addictiveness high".| I39|

139. Cocaine can also make users aggressive which means that they can present a risk to 
others: "Stimulants (such as| cocaine are associated with increased aggression and 
psychotic behaviour, particularly when used to excess". 114 0 1 The proportion o f those 
presenting for treatment who admit to using cocaine has increased by 70% since 1993, and 
the numbers of record'd cocaine-related deaths has risen from 12 in 1993 to 50 in 1998 and 
87 in I999.| 1411 However, we have heard that the number of treannent places for stimulant 
users is small:

"The vast majority of treatment available in the UK targets opiate misusers, about 50.000 
opiate misusers access treatment each year compared to 4,000 cocaine misusers. This



almost certainly reflects the availability of treatment rather than prevalence of problematic 
use. The identification of effective treatments for cocaine dependency and their widespread 
implementation is an urgent priority".| 142]

140. Given the rapidly rising prevalence o f cocaine use, and the lack o f an effective 
treatment model, we recom m end  th a t  the  n u m b e r  o f  t r e a tm e n t  p laces fo r  cocaine 
users  is s u b s ta n t i a l ly  increased . W e recom m en d  th a t  resou rces  a re  ch an n e l led  in to  
re se a rc h in g  a n d  p i lo t in g  in n o v a tiv e  t rea tm en t  in te rv e n t io n s  fo r  cocaine users.

141. W e co n s id e r  th a t  the  r isk s  posed by cocaine to the u se r  a n d  to o th e r  people 
m eri t  it r e m a in in g  a  C la s s  A d ru g .

CRACK COCAINE

142. Crack cocaine is usually made by mixing cocaine hydrochloride (cocaine powder) 
with baking soda, in water. The solution is then heated gently until white precipitates form. 
The precipitate is filtered, washed, dried, and cut or broken into small 'rocks'. Whereas 
cocaine powder is usually snorted through the nose, crack is heated in a pipe and the vapour 
inhaled. Crack cocaine use is lower than cocaine use. according to the British Crime Survey: 
amongst 16-59 year olds, less than 0.5% had taken it in the last month, the same proportion 
in the last year and I % had ever taken it. O f 16-29 year olds, less than 05% had taken it in 
the last month, I %> had taken it in the last year, and 2% had ever taken it.| 143)

143. Like cocaine, crack is associated with significant risks to the health of the user, 
including risks of psychotic episodes, dangerously high blood pressure and increased risk 
of heart attack, as well as risks of damage to the respiratory system because of the way in 
which crack crystals are smoked. To a much greater degree than powder cocaine, however, 
crack also seems to be associated with unpredictable and violent behaviour resulting in harm 
to other people. Many of those w ho deal in it have shown a willingness to resort to extreme 
violence. Like heroin, crack use is also associated with property crime. Mr Ainsworth 
referred to "the massive damage that (crack] is doing to certain communities and inner-city 
areas". 1144]

144. Professor John Henry told us that using habits appear to indicate that crack is more 
addictive than powder cocaine: "there is a much larger number o f regular crack users than 
occasional crack users, whereas there is a much smaller number o f regular cocaine users 
than occasional users".] 145]

145. As with pow der cocaine, experience on how to treat addiction to crack is lacking. The 
Government, therefore, has asked a panel o f experts to look at the problem of cocaine and 
crack, and expects them to report back by the end o f 2002:

"we have decided in the absence o f published evidence to bring together a group of 
peoplel4who do treat people who have crack cocaine problems, to explore with them what 
they do, what their best practice is, where they have success and then we shall work with the 
National Treatment Agency!4in order to spread around the rest of the treatment sector 
approaches which we feel are likely to work better than perhaps we know at the



146. The lack o f research evidence does not mean, however, that nothing can be done: 
interventions exist which seem to help. In addition. Dr Brewer told us that:

"there are several companies working on a kind o f [antibody] for cocaine. In principle you 
can now make a blocking agent, an anti-body, an antidote to almost any drug o f abuse... We 
hope that within a few years we shall actually have some drugs o f this kind".| I47J

147. As w i th  cocaine, we recom m en d  th a t  m o re  t rea tm en t  places a re  created  for 
crack  u se rs  a n d  th a t  resources a re  ch a n n e l le d  in to  re sea rch in g  a n d  p i lo t in g  m ore  
effective trea tm en ts .  W e fu r th e r  reco m m en d  t h a t  in the  m ean tim e  e ffo rts  a re  
re d o u b le d  to ex t in g u ish  su p p ly  o f  crack  cocaine.

148. W h ere  crack  is concerned  we see no p rospec t  for com prom ise . We note th a t  
lew o f o u r  w itnesses  a rg u e d  o u t r ig h t  fo r leg a lisa t io n .  W c leave it to  those  w ho  do 
a rg u e  fo r  g enera l  leg a lisa t io n  to e x p la in  how th i s  c o u ld  Ik* ju s t i f ie d  g iven th a t ,  
u n l ik e  o th e r  illegal d ru g s ,  crack  ca n  tr igg er  v io len t a n d  u n p re d ic ta b le  b e h a v io u r .

moment".1146|

HEROIN

149. The proportion of the population using heroin is relatively small, but the damage 
caused to individuals, families and communities is enormous. The British Crime Survey 
2000 found that 2% o f its sample had ever taken heroin, I % in the last year, and less than
0.5% in the last month. These proportions were the same within the 16 to 24 age 
group.1148| The number o f problematic heroin users in the UK is generally agreed to be 
around 200,000.| 149) These figures represent a huge increase on thirty years ago when the 
estimated number o f known addicts was around 1.000.[ 150)

150. Between 1973 and 1996 (when the scheme was discontinued) doctors were required 
to notify addicts of Class A drugs to the Home Office, to be recorded in the "Addicts' 
Index". While the numbers notified are likely to be serious understatements, a graph of the 
data (sec overleaf) illustrates the explosion in numbers o f addicts from the 1970s to the
1990s:
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