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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-37<, 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

Ancidents of possession and/or cultivation for personal use by ticketing, except where the offence is
"Pmmitted 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

@P!yone who traffics in or cultivates cannabis products lor profit Retaining a criminal offence for

N

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 DECRIMINAL 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.



RECOMMENDATION 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 hill was given
first reading on 26 October 1999: see Bl 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 Medicui Marijuana Access
Regulations 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 Controlled Drugs and Substances

Act.
302 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," Juristat, 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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ORIGIVM ARTICLE

Risk Factors Predicting Changes
In Marijuana Involvement in Teenagers

Muriiinnr B M. van den Brce, PhD. Wallace B Pickworlh, PhD

Background: Marijuana use during adolescence has vari—
ous adverse psychological and health outcomes It is
poorly understood whether the same risk factors influ—

ence different stages in the development of marijuana in—

volvement.

Objective: To establish which risk factors best explain

different stages of marijuana involvement.

Design: Data were collected at 2 points using computer-
assisted personal interview (wave | and wave 2 were sepa—
rated by 1 year) Twenty-one well-established risk fac—
torsofadolescent substance use/abuse were used to predict
5 stages of marijuana involvement: (1) initiation of ex—
perimental use, (2) initiation of regular use, (3) progres—
sion to regular use, (4) failure todiscontinue experimen—
tal use, and (5) failure to discontinue regular use. Data
v.crc analyzed using logistic regression analysis.

Participants: Middle schi land high school students

arijuana is the most
commonly used illicit
drug. Approximately
50% of secondary -
school students in the
United States indicate having used mari-
juana.llt iS one of (he leading substances
reported in arrests, emergency depart—

ment and treatment admissions, and au-—

topsies

Short-term risks of marijuana use

(N* 13718, aged 11-21 years) participating in the Na-—
tional Longitudinal Study of Adolescent Health (Add

Health).

Results: Three risk factors (own and peer involvement
with substances, delinquency, and school problems) were
the strongest prec' ’'ors of all stages. Theircombined pres—
ence greatly im tec vd risk of initiation of experimental
(Hds ratio, 20) and regular (odds ratio, 87) marijuana
use over the next year Personality, family, religious, and
pastime factors exerted stage-specific, sex-specific, and

age-specific influences.

Conclusions: Assessment of substance, school, and de—
linquency factors is important in identifying individu —
als al high risk for continued Involvement with man

juana Prevention and/or intervention effortsshould focus

on these aieas ol risk

Arch Gen Psychiatry 2005,62.311-319

though most adolescents use marijuana in —
frequently, without adverse health conse—
quences, a minority progress to harm ful
use.’l5A better understanding of the risk
factors that put adolescents at increased
nsk for experimentation with marijuana,
progression to regular use, and failure in
discontinue use can make important
contributions to ihc evidence-based de—
velopment of prevention and interven—

tion programs

Author Affiliations: Division
ol Psychological Medicine,
College of Medicine. Cnrdill
University. Cardiff. Wales
1Dr_yan en Bred, National
nsiiiuic on Drug Abuse,
Intramural Research Program.
National Insiuuics of Health,
Baltimore, Md (Dr Pickworlh).
Dr Pickworlh is now with ihe
Batlellc Center for Public
Health Research Evaluation,
Baltimore

include traffic accidentsland unpro-—
tected sex 11n addition, marijuana use is
associated with lack of motivation, greater
involvement with and inability to quit
other substances; psychiatric problems, in—
cluding depression, schizophrenia, anxi-—
ety, suicide, conduct problems, antiso—
cial behavior, and criminal behavior, and
reduced chances of participation and sta—
bility in adult roles (eg, not graduating
Irom high school, abortion, unemploy—
ment, and divo.-c).*'l'

Experimentation with substances usu—
ally takes place during adolescence when
tolerance is lower and risk of depen-—

dence is greater than in adulthood.11 A |-

Previously published studies have in—
dicated that marijuana involvement is as—
sociated w»th a multitude of risk factors,
including psychological, family, peer, and
school variables 16However, most risk fac—
tor studies conducted to date have fo-
cused on a single aspect of the develop—
ment of marijuana involvement, usuall)
lifetime use or initiation iexperimenta—
tion.161t is poorly understood to what ex—
tent well-established risk factors arc as-—
sociated with different stages of marijuana
involvement.17 The primary aim of our
study was to establish and compare.the
contributions of risk factors to the stages

IR FRNTED) ARHCENFSYGHATRAQL WRZ%? WANARCHCENSYCHATH GCM
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Table 1. Marijuana Use Development From Wave 110 wate 2%

Wave 2
.1 Experimentil Use Regular Use

Wave { ! No Yes ! | No Yes
Expenmental use

No 10an (183 90901883, group A %8l El% group B 260 23% groupC

Yes 223(17 955 (45), group 0 786 (37), group E . 382 (1 5 group F
Regular use

No 12454 (91) 11812195}) 642&55)

Yes 1264 (9) 640 (47). group G 664 (53). group H

'Values are expressed as nurber (ﬁ%centage) ot subiects experimental user, 1-10 times; regular user. >10 times Five stages were assessed based on

compansons ol groups wtio chan
grou%s Aand B)ginitlgltion ol regu?aerd

expenmental use (compared groups Eana 0). and failure to discontinue regular u

of initiation, progression, and failure to discontinue ex-
perimental and regular marijuana use. Most previous stud-
les have focused on 1or a few risk factors. Our 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-1 of marijuana involve-
ment. Third, most previous studies have heen cross-
sectional in nature. Our study uses a longi dtnal design,
enabling o to predict developments in marijuana in-
volvement based on risk factors assessed in the previous
year

METHODS

Tin- National Lon%jtudinal Study of Adolescent Health (Add
Health) was established to determine the causes ol health
related behaviors of adolcs'-cnts and then outcomes in young
adulthood The primary sampling Iramc included all high schools
'ir United .Slates with 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 ﬁllnal sample ol 134 schools) Among students, arandom
sample was selected to take part tn in-home interviews Six-
teen thousand s-ven hundred six subjects were selected to he
interviewed at ZBomts, wave Lin 1995 gesponse rale, 78.9%)
and wave 2 in 1996 .ﬁresponse. rale, 88 2%) Estimates in this
sample were not significantly biased by missing data from drop-
outs and graduates. ™ The Add Health studTy and sampling pro-
cedures arc described in detail elsewhere ~ Tor ihc present study
(N=13718), wc excluded any nonrandomly selected suh-
samplcs, duplicates, and students with missing data on mari-
juana use. Subjects were aged 11 lo 2J tears, with a mean (SD)
age of 154 (1,6) years . o .
~ Data were gaihci d by compuicr-assistcd interview. which
yields higher reported prevalences of high-risk behaviors than
regular interviews Ilinterviews look 1to 2 hoursand 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, including those on marijuana
Involvement, were given on headphones This avoided the prob-
lem of underreporting, which may occur in situations where
sub arc face to face with the interviewer. DAt wave 1, ado-
lesce.ws indicated how many tunes they had used marijuana
during their lives; 1year later, during wave 2. they reported
on their use since wave | Por both waves, we established the
following groups nonuscrs, experimental users (used 1-10

marijuana use (compared groups Aand C). pr
S

ir manitiana use since wave 1 vs those who ciid not Stages were initiation 0>experimental marijuana use émnpared
o%ressmn to regular use (compared groups Eand F), failure to

iscontinue
compared groups Hand G)

limes), and regular users (used > 10time, * We subsequently
assessed changes in marijuana Involvement between the 2 waves
according to 5 stages »1) Initiation of experimental use (we
selected nonusers al wave 1and compared ihosc who started
experimental use at wave 2 with those who had remained nnn-
users), (2) initiation of regular use (we sclceicd nonuscrs al
wave | and t'-mparcd those who storied regular use at wave 2
with those who had remained nonuscrs), (3) progression to r-gu
lar use (wc selected experimental users at wave 1and com-
pared those who progressed to regular use ai wave 2 with those
who had remained experimental users), (4) failure to discon-
tinue experimental use (we selected experimental users at wave
Land 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 | and comﬁared those who had discontinued regu-
lar ubsle al wave 2 with those who had remained regular users)
Table 11
( Risk factors were established al wave | and were used to prc
diet these 5 stages ol marPuana involvement To establish these
n>k factors. 8 major risk factor domains were first established a
Frlorl from the literature, and variables (toial ol 2381 were sc-
cc d from the Add Health data sei to best represent these do-
mains Nexl, factor analysis was used to identify within cacluJo-
rmain the presence of subdomains (21 identified altogether). Factor
solutions were rotaied orthogonally (Varimax rotation? lo make
individual nsk factors within 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 ¢-o 30)and discardin% Hemswith lower far
lor scores. The great majority ol the samPe had no mLssir re-
sponses forall items making up each nsk faciot (le, >95% ol the
sample had 0 missing va.-cs for ' of the 71 risk factors) Indi-
viduals with 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 Blom transform, ionThe correlation co-
efficients between the (actors as obtained br factor analysis and
normalized summed risk factors were equal to or exceeded 0.90
for 18 0f 21 subdomains, illustrating ihc le itimacr of the pro-
cedures used to obtain summed risk (actors%ic Xcludtng items
with factor scores >0.30. imputation of missing values, and nor-
uilizalionof the summed scores) Wc conducted 2 sets of logis-
tic regression analyses. First, In analyses Including | risk lacior
at alime, we evaluated their association with each ol the stages
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of marijuana involvement Subsequently, we performed step
wise logistic regression analyses lo seleci the subset ol nsk fac—
tors best predicting tbr 5 stages of marijuana involvement In—
cluded as independent variables were all risk factors that were
significant in ihc first set of analyses. For all regression analyses,
aconservative significance levelof P s .03 for factors to enter and
remain in the model was specified apnon The influences of age,’
race/2urbanicity,2*and socioeconomic status24 (parental educa—
tional and occupational status) on the relations between the risk
[actors and marijuana Involvement were taken into account in
all analyses These variables were force-entered into each model
Iv '‘ore the introduction of the nsk factors Therefore, the asso—
ciations bciween the stages of rnarii lana involvement and the risk
factors were coirc ted for the infl cnees of these 5variables So-
cioeconomic status was assessed »y 2 variables, parental leve! of
education and occupation. In if -case ofasingle residential par
eni.these weretheonly 2 irx'i a >sofsocioeconomic status used
In the case ol 2 resident!*' pit ills, the mean lev«! of education
and ol occupational levelwn jsed in regression analyses. Since
sex differences have bceti cs . dished in substance use,252*wc per—
formed regression analyses iciudtngscx .s acovanatc and. if sig
niftcant, the analysis was n pcated for males and females sepa—
rately. Data were missi q or 29% of ihc subjects on the items
assessing the relationsliij and activities undertaken with tlic fa—
ther. Therefore regres-ic analyses were run twice, first, includ —
ing these 2 factorsand i olishmg their significance on ihc man-
juana variables, and n<xl. on having established that these
influences were not sigr >leant, the regression analyses were re—
pealed excluding these variables, allowing us to include more
subjects in the analyst The results of (he latter analyses are prc-
scmcd The significant mof mean differences between groups was
assessed by 1 lest (lev. * Ps 05 used) All analyses were per—
formed using >A5 tSA i e-tuutc Inc. Cary. NC)2

RESULTS

The majority ol adole.secnts had not tried marijuana, and
among those who had i rpcrimcntal use was more com-
mon than regular use 1 IWCVEI. most adolescents who
had u ed marijuana al wale 1continued 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 marijuana involvement over the next year. Bovs
had significantly higher mean scores on most risk fac-
tors. except somatic symptoms,depressive symptoms, self-
doubt. (rationai decision making, activities with mother
and religious involvement, ft - which girls scored higlict
(Table 2). There were no significant sex differences lot
activities With lather and extent to which the parents ai-
low the adolescent lo make independent decisions.

Most risk factors contributed significantly to at least
some of the stages of marijuana involvement (\abie 3).
However, 3 risk factors were stronger predictors than oth-
ersand influenced all stages of marijuana development
own and peer involvement with substances; delin-
quency; and school-related problems. Other 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 Tabl* 4) further
confirmed the importance and global influence or these
3 nsk factors “Own and peer involvement with sub-
stances” predicted initiation of experimental marijuana
use (odds ratio |OR|, 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 combined) Delin-
quency predict d initiation of experimental marijuana use
(OR 1.30 for boys and 134 (or girls), initiation of regu-
lar use (OR, 1.36 for boys and girls combined), progres-
sion to regular use (OR. 1.35 for boys), failure lo dis-
continue experimental use (OR. 0.71for boys), and failure
to discontinue regular use (OR, 0.77 for boys ai.d girls
combined) School variables predicted initiation of ex-
perimental marijuana use (OR. 117 for boys and 121
for girls), initiation of regular use (OR, 157 for boys and
girls combined), and progression lo regular use lot girls
(OR. 160) Other risk factors exerted stage-specific and
scx-specific 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, 130), and activities
with the mother predicted failure to discontinue regular
marijuana use for hoys and girls combined (OR, 1.17)

Wec 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 marijuana 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 (own and peer involvement with substances, OR,
3 12 |95% confidence interval (CI). 2 50-3.901. delin-
quency. OR, 1.39 |95% Cl, 1.15-1.671: unhappy in school.
OR. 1.25]95% CI, 1.08-1.441; and religion, OR. 0 76 195%
Cl, 0.66-0.87|), while only own and peer involvement
with substances (OR. 3.12 [95% CI. 2.42-4 02|)and re-
ligion (OR. 081 195% CI, 0.68-0.971) were significant
m t!,c older group lor initiation of regular use for boys
and girls combined, own and peer involvement with sub
stances and trouble in school were significant in both the
younger (OR, 294 195%C1.2.11-4.091 and OR, 161 [93%
Cl, 120-2 1(v|. respectively) and older age groups (OK.
2.87 (95% CI. 2.10-3.94! and OR. 163 195% CI. 120-
2.231, respectively). In addition, delinquency (OR, 1.42
|95%i Cl. 1.06-1 891)and irrational decision making (OK,
1.36 |95% CI. 1.08-1 711) were significant in the younger
age group, while inactive pastimes was significant lot the
older age group (OR. 135 |95% CI. I 05-1 75> Fi-
nally, failure to discontinue experimental use lor girls was
explained by religion only m the younger age group (OR,
1.34 195% CI, 1.05-1.72|) and own and peer involve
ment with substances only in the older age group (OR
054 195% CI,0 36-0.821).

To further establish the influences ol the 3 strongest
risk factors on marijuana involvement (combining 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 group who 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*

main 0ys. Mean irls. Mean P Value
Domai Boys. Mean (SO) Girls. Mean (80) Val
Daily acttvrbes/

Active pastime .12 Ez 90} 691 22.7 <001

Passive pastime 6.31 (2.78 534269 <001
Psychological health/

Somatic symptoms 1467 (759 17.73 (8 %2 <001

Positive emotions 815 (2.63 184275 <001

Depressive symptoms 641 (530 . 797(640 <001
Personality! .

Self dout _ 21 9(5.80 2414 1037 <001

Irrational decision meking 10.85 (286 1095(2 91 047

Problem avoidiance 1144258 1096 (246 <001
School situation]

Dissatisfaction with scnool 21.38(6 48{ 2082 26.323 <001

Trouble in school 1091 (516 920 (462 <001
Family tuncliomngl

Relations with mother 31.47 (380 3082 5469 <001

Activities wiih mother 384 (L70 444 (171 <001

Relations with father 2234 (353 2159(4 12 <001

Activities with lather 1219 (267 12.14 (262 28

Family relations _ 249 (453 2447 (49 <001

Independent decision meking 5.02(L.6! 5.04(1 54 43
|R0u%h living'/

Substance involvement, substance involvement ol peers 8.85(10.11) 7.75(8.91 <001

Violence 204 (2.92! 091 (181 <001

Delinguency 385 (47 303(3 71 <001
Religion™ 1360 (485 1439 (47 <001
NeighL. iihooaf/ 1369 (240 1350(2 % <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 r, the rtests are based on thé normalired nsk factors In the case ot uneaual variances lor the 2 groups. /tests are based on the Satterthwaite

mefhogv
}Acﬁve pastimes inclugle active sports, exercise, hobbies, rotlerblﬂirq: ¢ycling, working around the house, and chores Passive pastimes include hours
wafching television and videos, Playlng video and computer games, and |ste,n|n([) to the rad'o o , ) , ) )
 Somatic symptoms include leeimg hred. weak, moody andlor d|zz¥, having Trouble relaxing, frequent crying, insomnia: \I\Hkln? up tired: feeling very sick
feeling hoi. frequent stomachaches, teefmg fearful, poor appetite, chest pains. headaches: achés anc/or pairs, old sweats, painful’ urination, oo sick lor social
activities, sore throat and/or cough: acne: and being too sick lor school Positive emotions include reefing hopeful about the future, enjoyln? life, and_feehrg trapy
and just as good as others Depressive symptoms include feeling depressed, sad. the blues  lonely, bothered bythntgs,, people diislike you, Tife is a failure I
loo tired to 0o things it's hard to get going life is not worih livirg, people are unfriencly to you poowne, and talking less than usual _
§Sell-doubt includes not leeimg proud ot sell, not liking self, having no goodl qualities, teélmg unloved and urwanted, hot titling in, having low energy, having
poor coordination, il sick, not recoverlrr}% quickly, and often sick Irrational decision meking includes not seeln([; many approaches to problerns not researching
solutions irrational decision making, nat evaluating outcome ot decision, and not believing in accomplishment through hard work: Problem avoidance includes
never arguing with a_nY]one, never criticizing others, never feeling sad, avaiding confronting problems, and rel nP ongut feelings , ,
[Dissatistaction with school includes being happy al school, part ot school, and close t JeOF'ﬁ at school; Teeling teachers Ieal students lairly, sale inschool,
students preiudiced. and teachers care about me. and having no trouple with homework Trouble in school incluces having trouble with teachers. hevinQ trouble
ﬂgy!ng atiention. frequently skipping school being suspended, rePeallng agrade, having trouble with homewoik. being expelled, not wanting to attend college,
ving a low grade point average, and being unlikely t attend college L , o o
"Relations with mother incluices having & good rélationship with mother, good communication with mother, mother is warm and loving, discusses ethics with
nmother, mother encourages indepencence, havm%tew arguments about behavior feehn% mother cares and bem%%lose lo mother Activities with mother includes
talkl%_about_ grades, school issues  personal prablems, and Jife working on school protects, going shopﬁl%éo movies, concerts, plays, or sporting events
and doing things Relations with lather incluces a good relationship with father, good communication wiih father, lather is warm and loving, lecimg lathér cares
and being closg to lather Activities with lather incltides talking about Frades, school issues, working on school projects. talking about Tife, heving lew
arguments about benavior, discussing personal problems, lather would be disappointed it dion't graduate horn college, going to the movies, conce ,_pla¥LsJ or
sporlmg events, lather disappointed It dicnt graduate trom high school, and doing things Familyrelations ir-Wdes familv paying attention to you, having tun
together, understanding you. cann? about yotl, and ot wanting you |o leave home. Incknencent decision meking incluces making own choices on television
amount and television prograns, clothing, dliet weekday bectime friends, and weekend curlew . ) } )
‘Substance Involverment, substance involvement ot peers includes trequenl alcohol consumption, drunkenness, 5 or more drinks on a single occasion, alcohol
use outsicle family, being hung over, throwing up alter crinking, best friends crink alcohol, alcohol use more Ihan 2 to'3 times, re(Tqrettlng actions hecause ol
alcohol, best triends smoke merijuana regular cigarette smoking, best friends smoke cigarettes, regretting sex because ol alcohg) haylngsparental trouble
because ot alcohol hawrewg_dan_%problerm hecalise ol alcohol, &ver smoking cigarettes driving while drunk hava problerrs wilh triendk because o alcohol,
being drunkcal school, getting info physical lights Decause ol alcohol, ham; first sex at an early age. having school problems because ol alcohol, and spending
nights away from home without. permission Violence includes pulling a kmie or gun on someorie, haying a Knife or gun pulled on you, bemg shot, stabtgrr{g ,
someone, Using 8 weapon maﬁgi,ht, seeing,a shootin or_st,abblgp, Bemg lumped or slabbed, carrying aweapon to chool, getting into Ph&lcal lights, and being
seriously injured froma tlght Definguency’ includes sPoplifting, stealing worth more than $50. causmﬂoproperty damage, painting graffit, Burglary; selling drugs,
bemg loud Or rowdy in E;JU lic, lying to parents about whereabauits, loyndmg. and running away from home L
ttendmgI religious services, religion s | tojou prayer, %mc,lpatlng myouth groups, and believing scriptures are the word of God
owing most neighodrs, stopping and talking fo neighbors, teelmg safe in

" "Religion includes , [
//Neighborhoodl inclucks neighbrs fooking out tor thers, being unhappy to move;

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 Discontinue

IElpenmanlal Use  Regular Use lo Regular Use Experimental Use Regular Use
Risk Factor Boys Grs ™ Boys  Gils © Bos  Girls Boys  Girls IBoys
Active pastiimes
Inactive pastimes 114 114
Somatic symptoms L15 128 148
Positive emotions 080 073
Depressive symptoms 116 133 144 *
Seit-doubt _ 120 144
Irational decision making L4 124 146 134 08
Problem avoidance 079
Dissatisfaction with school 134 1621 1581 203 076
Trouble in school 1511 1831 2161 232 1601 07
Relations with mother 066 060 073
Activities with mothei
Relations with lather 079 074 0571
Activities with lather
Family relations 078 069 066 066
Independeni decision meking 120 130 129
Si'bstance involvement 2151 377t 2631 608 151l 149 076 0641 0541
Violence 149 1551 1681  2.101
Delinguency L7 220f L77t 354t 132 072 080 068
Religion 03 070 076 73 120
Neighborhood

“ Vialues are expressed as odds ratios Anal

analyses run tor each ol the individual nsk (actors separately Covanates ae. rage, urban status, and pare
belore the introduction ol the risk (actors Asignificance level ol Ft

torcé-entered .nto each mock! | t
priori See Table 2 tor explanation ol risk (actors
tOdds ratios ol highest value (=0 67 or ~1 501

(n=1696). while 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% CI. 12.02-32.951) Rcgulat marijuana use was ini-
tiated by 16% in the high-risk group compared with 0.3%
in the low-risk group (OR, 78 40 [95% ClI, 26.40-
232.85]). In the low-risk group, no individual pro-
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

COMMENT

In this large population-based sample, 13% of nonuscrs
at wave 1 had become involved with marijuana 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 | continued louse mari-
luana cither experimentally (37%) or regularly (18%).
The great majority of regular users at wave 1remained
involved with marijuana (53% on aregular basis and 20%
experimentally) These numbers 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 engagement in
prosocial activities are associated with marijuana usc"£J":
(2) Psychological health. Marijuana use is associated with
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are based on normalized, summed risk factor scores Significant odds ratios were obtained from regression

eclucational and occupational status were
Q0 lor factors to enter and remain in the model was specified a

intrapersonal difficulty,u poor control ofemotions.*'and
depression and anxiety’l (3) Personality Risk of mari-
juana use may he increased in those with limited inner
resources lo cope with psychological stress” and poor
self-concept * wOther 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 performance.™4’ low connectedness to school,4
truancy, and school dropout*™7, (5) Family function-
ing Risk factors within the family environment include
poor, inconsistent family management practices, lamily
conflict; low bonding4’4% poor parental monitoring; and
lack of structure and rules-’4*0; (6) Rough living Risk
ol marijuana use is increased in those \sith greater use
of other substances't 1and substancc-using friends.** "1~
Marijuana use has also been associated with a maladap-
tive conflict style " **aggression,v'delinquency,®7’7vio-
lence,” "Kand precocious and nskv sexual behavior"™";
(7) Religiosity and conservative beliefs may protect against
adolescent substance use®ZL and (8) Risk ol substance use
may be greater in disadvantaged neighborhoods/'

Our 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 marijuana involve-
mcnt, suggesting that intervention eflorts aimed at these
risk factors ma be broadly applicable. Inaddition, 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) 1
Significant Factor " Boys Girts
Initiation ol Eiperimental Marijusns Use

Substanceinvoivemont. 179(153-210) 2.94(248-349
substance involvement ol peers

Delinguency 1-30(1 17-154)  134(1.16-1.55)

TrouOle in scfiooi [t? (1.02-1.35

Unnappy in school 121é1.08-1.36

R wgion 07 (0.70-0.8A*

Iniliallon ol Regular Marijuana Usef

Suuunce involvement. 272(271-334) 272 (2,21-334)
sub - men involvement ot peers

Trouble In school 157(131-1.88 13751.31-1.88)

Delinguency 1.36 (113-1.64) 1.36(1.13-1.64

Religion 083(0.7-0.97) 063 ((2\.7&;0.9

Progression lo Regular Marijuana Use

Delinquency _ 135 11.09-1 68

independent decision meking .30 (1.05-1

.ouble in school 1.60(128-2.01)

Failure to Discontinue B%x%rirmntal Marijuana Use

Delinquency 1 (0.61-0.84)
Substance .nvolvemenl, 065 (0*0-0.84)
substance involvement of peers X

Failure lo Discontinue Regular Marijuana Uset
Substance involvement. 062 (0.50-0 77) 0.62 (050-0 77)
substance involvement ot peers
Delinquency 0.77 50.660.90} 077 50.660.90)

Activities with mother 117 (1.02-1 34) 117 (1.02-1.34)
E 0* E 0¥

Abbreviations A age of the subject a wave 1, Cl. conlidence interval
£ parental education. 0, parental occupation, OR odds ratio. R race,
U uiban status , .

*Analyses hased on normalized, summeu nsk tactor scores inall
regression analyses the following (actors were specified lo be entered into
the model: the age of the subject a wave 1 (A), race (R), urban status (U).

Lcation parental occupation (0) Incase any ot these
actars were signibcant, Shew abbreviation is included mthe table The xales]
or the combined etlect ol the indepencent variables is based on the -2 log
likelinood method Asu{;mlgcance level ol A .03 was specified for the %"
scare tor entering & factor in the model and tor tne taclor to remain in the

model
tSex ddierences were nonsignificant therefore, boys and girls were
combined inanalyses 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.

Our results confirm previous reports of the impor-
tance of the risk factors “substance use by self and
peers01, 3,<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 models, and being a source of
iniormalion and providing access, encouragement, and a
social setting for experimentation with substances/*"* '@ De-

viant peer affiliations pose nrisk to retention rales during
substance abuse treatrment and nay need to be dealt with
specifically dunr.g treatment MThe combination of the nsk
factors “substance abuse' and "delinquency”’ may lead lo
a career of cnmc DHigh rates of substance use. Involve
menl with delinquent activities, and being part of deviant
peer groups seon 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™ *1At* "7has 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
sthool, 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 isan important risk factor in mari-
juana involvement/*** Interestingly, one of these studies
found that school bonding 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 deviance%and may also
increase risk of marijuana involvement. Schools can play
a role in shaping the development of socially approved
conduct,” and active discouragenu i of substance use
inschools can be effective. 7 Positive  suitsachieved with
classroom-based programs aimed at increasing aca-
demic and social competence as well as school-
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 experimental mari-
juana use (or girls (both age cohorts), initiation ol regular
use for boys and girls combined (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 art protective fac-
tors for adolescent substance use."” 0 Possibly, the pro-
tective effects of religiosity may exert themselves through
the family environment@or hv enhancing ability to cope
with stress, D

Family-related variables have been previously re-
ported to be important in the development of adolescent
substance use involvement. We 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 monitonngand 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 other factors were only significant in agr-
sjrecific analyses: irrational decision making preditltd ini-
tiation of regular marijuana use for boys and girls com-
bined and inactive pastimes predicted the same variable
for the older age cohort Tnational 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 mari-
juana involvement.™ Inactive pastimes (hours spent
watching television, playing computer 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 use)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-
mental (20 times) and regular marijuana use (87 times)
Wh n selecting the highest and lowest scoring groups
for e-rh risk factor individually, raihcr than combined,
ORsrang'd between 1.6and 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-
pcrimental initiation: 16% vs 0.3% for regular initia-
tion; 39% vs 0% for progression, 52% vs 0% for contin-
ued experimental use; and 60% vs 0% for continued
regular use) This indicates that successful prevention
and/or intervention efforts based on these combined risk
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(actors may have an effect on a large proportion of ado-
lescents al risk

Identification of Individuals at nsk should take place
in any setting where the 3 most important risk factors
can be assessed, for example, in schools, medical prac-
tices, the judicial system, and substance treatment 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 fewer 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-
portant” and treatment, more difficult

Although wc evaluated many carefully selected risk (ac-
tors, not all relevant aspects of risk were assessed (for ex-
ample. genetic factorsi6*1or attitudes toward drug use")
D'espite the advantages of a longitudinal design, we can-
not rule out the possibility that other factors at wave 1 in-
fluenced both risk factors as well as marijuana involve-
ment In addition, the analytical methods 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.

Our study indicates that the assessment of licit sub-
stance use, information on peers, delinquency, and how
adolescents experience their school environment strongly
predict risk ol involvement with marijuana 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.

Submitted lor Publication: March 31. 2004, final revi-
sion received July 27, 2004, accepted August 20, 2004.
Correspondence; Marianne B M. van den Brec, PhD. Di-
vision ol Psychological Medicine, Cardiff University.
Heath Park. Cardiff Cl-14 4XN, Wales (varulcnhreemli
(tMcardiff.ac.uk).

[unding/Support: This research uses data from the Na-
tional Longitudinal Study of Adolescent Health (Add
Health) project, aprogram project designed bvJ. Richard
Udry, PhD, principal investigator, and Peter Bearman,
PhD, and funded by grant POI-HD31921 front the Na-
tional Institute of Child Health and Human Develop-
ment, Bethcsda, Md. to the Carolina Population Center,
University of North Carolina at Chapel Hill, with coop-
erative funding parltc ipation by the National Cancer In-

WWW ARCHC.ENPSYCHIATRY.COM

©2005 American Medical Association. All rights reserved.



stitute. ihc National Institute or Alcohol Abuse and Al-
coholism. the National Institute on Deafness and Other
Communication Disorders, the National Institute on Drug
Abuse; the National Institute of General Medical Sci-
ences; the National Institute of Mental Health; the Na-
tional Institute of Nursing Research; the National Insti-
tutes of Health Office of AIDS Research, Office of
Behavioral and Social Science Research, Office of the Di-
rector, and Office of Research on Women's Health, the
Department of Health and Human Services, Office of
Population Affairs; the Department of Health and Hu-
man Services. Centers for Disease Control and Preven-
lion. National Center for Health Statistics and Office of
Minority Health, the Department of Health and Human
Services, Office of Public Health and Science Office of
Minority Health; the Department ol Health and Human
Services, Office of the Assistant Secretary for Planning
and Evaluation; Bethcsda, Md, and the National Science
Foundation. Arlington, Va Persons interested in obtain-
ing data files from the Add Health project should con-
tact Add Health Project, Carolina Population Center, 123
W Franklin St. Chapel Hill, NC 27516-2524 (http://lwww
cpe.unc.cdn/addhcalth)

Acknowledgment; We are grateful for continual infor-
mation technology and library support provided by Mary
Pfeiffer MichaelJ. Owen, MD. Eliot Gardner, PhD. Hol-
lic V. Thomas, PhD, Andrew McBride, MD, and Nicole
Eid have provided helpful comments

REFERENCES

2 a raxgmrg %&fam
BWIlfm 5 O inlaially mured
2 Ve i

lgllﬂ'ﬂ

5 R AR KRyditicctietsl caetis g2 ARyt Gard 1672

SR S
[T
T ey

9 isd carensuseinacblesatsandyaurgarls
D Vé) TRgARMON ! % %’%M
1 AL FrR LR

N U _

;o T

2E]

:
%
z
2|

-—’

R

Carmhsmrrﬂ‘ErmnmU HJGn
LBl choetiivi oigs aneckmgacknc

R B
amryWKeregas aneglaztion Dugy

WCATHIS
%{E\%mmm%
] cug teeadchiart el in

e
s ey

ez 1 Qoo e T A

InDHI Ml Youel- Theeyear resitsd pevartion

(RERNTTC ARH@NPit HAIRMA 0, M!R% Vs ARHENSYHATRY M

©2005 American Medical Association. Al rights reserved.


http://www

programs 0>n]rq.HU use th?NW"HTm'“ew J Drug (Hue 1%

26257

42 Duncan v Duncan TE Brglan A, Ary O Contributions ot the social context to
the development ot adolescent substance use amuttrviriate latent oiuwlh mod
elmg apprgach Drug Alcohol Depend 1998.50:57-71

43 Hops H B lewm LM The development ot alcohoi and other substance
use agender study ot (amity and peer context J Stud Alcohol Suppl 1999
1372-31

44 Sale E 5ambrano S. Springer Jf. turni isk, protection, and substance
use in adolescents a muib-site model 2003.3391-105

45 BachmanJG. Johnston LO. O'Malley PM Smoking, dnnkmg and drug

jcan high school students correlates NBirends 1975-1979 A L'Sj’fﬁﬂﬁ

&?@ﬁm@ﬂdmmmd@m&

47 BravJW ZarkInGA ngwalt C OoiJ I ttonshlp between mariiuana ini-

% e

n

i
—
—)2

? i %Wm%
) r—
%m%%mw

adivty san irticar d v
glrmgcmv (adleeitah

D Gt RO A
(s dEs e

mﬁiﬁ%weadadcp
IFLEE W m, Wmﬂgﬁﬁm

s NGk N Vil

highstod Suoerts etensardoomelates
i %
0 In . ] jhis qrpét‘ilgc %ﬁ%

d]
A}

) (B ml dlg&hﬂ? N]\RS
<t TR H q% Wumuﬁ aeathgay
NG Leeln)argajjmmm

") g RERBSBDF 3xd 3 clad NP 9398889 [S ARSI

(RLI’KINTEDI ARCH GEN PSYCHIATRY/ VOL 02. MAR 2005 VWVW ARCHC.ENPSYCHIATRY COM

519

©2005 American Medical Association Al rights reserved.



S B

[ 4

DOCUMENTS
AGAINST
(FILE 4)



ADVISORY COUNCIL ON THE MISUSE OF DRUGS
Hodk Office 50 Queen Anne's Cate [-ondon S'V 1Il VAT
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The Home Secretary
Home Off'ce

50 Ouoon Anne's Gate
LONDON

SWI1H 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 | 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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Background

1.1

1.3

1.4

1.5

In October 2001 the Home Secretary asked the Advisory Council on the
Misuse of Drugs (the Council ) to review the classification of cannabis

preparations in the light of current scientific evidence

The Council is established under the Misuse of Drugs Act 1971 to keep
under review the drug situation in the United Kingr m and to advise
government ministers on the measures to be taken for preventing the
misuse of drugs or fcr dealing with the social problems connected with their
misuse. In particular, the Council is requi d to advise on the appropriate

classification of substances being specified under Part I. Part Il. and Part Il

of Schedule 2 to the Act

Itie classification of drugs, in Schedule 2 to the Misuse of Drugs Act 1971

is based on the harm they may cause

Class A (the most harmful) includes morphine and diamorphine (heroin).

Class B (an intermediate category) includes amphetamines, barbiturates,

cannabis and cannabis resin

Class C (the least harmful) includes anabolic steroids, benzodiazepines arid

growth hormones

When advising on the harmfulness of drugs, the Council takes account of
the physical harm that they may cause, their pleasurable effects, associated

withdrawal reactions after chronic use, and the harm that misuse may bring

to families and society at large

The Misuse of Drugs Regulations 2001 (Statutory Instrument 2001/3998)
defines the categories of people authorised to supply and possess drugs

controlled under the Act In these Regulations, drugs are categorised under

five schedules

Schedule 1 includes drugs such as cannabis that are not. conventionally,
used for medical purposes. Possession and supply are prohibited without

specific Home Office approval

Schedule 2 includes morphine and diamorphine and are subject to special

requirements relating to their prescription, safe custody and the need to

maintain registers

Schedule 3 includes barbiturates and are subject to special prescription

though not safe custody requirements

Schedule 4 includes benzodiazepines and are neither subject to special

prescription or safe custody requirements.

Schedule 5 includes preparations that, because of their strength, are exempt

from most of the controlled drug requirements
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Introduction

2.1

The plant Cannabis saliva is also known as hemp As a drug of abuse

it usually takes the form of either herbal cannabis (marijuana) consisting

of the dried leaves and female flower heads, or cannabis resin (hashish)
whic s secreted by the leaves and flowers and often compressed into
blocks Cannabis oil (hashish or hemp oil) is a concentrate of cannabinoids

obtained by solvent extraction of the crude plant material or of the resin

The term cannabinoid was originally used to describe the family of naturally
occurring chemicals found in cannabis Of these, the most significant is
.Vtetrahydrocannabinol (THC) but there are others (eg cannabidiol and
cannabinol) which, though not psychoactive, may modify the effects of THC
itself The term cannabinoid also encompasses any substance that activates

cannabis receptors including synthetic (eg nabilone) and endogenous

(eg anandamide) compounds

This Report considers the most appropriate Class (see paragraph 1 3)
into which cannabis preparations should be categorised based on its
harmfulness There is at the present time, no authorised medicinal
preparation of cannabis and. therefore, this Report is not concerned with
its potential medicinal uses The Council is aware, however that clinical
trials of cannabis derivatives are in progress If. at some future date, one
or more cannabis preparations become available as medicinal substances
then the Council would advise about which Schedule, under the Misuse of
Drugs Regulations 2001. they should be categorised (see paragraph 1 5)
This matter, however, is entirely separate from the classification of cannabis

under the Misuse of Drugs Act 1971

The Report itself is based on a detailed scrutiny of the relevant scientific
literature including four reviews commissioned by the Department of Health

in 1998'as well as an update commissioned by the Home Office and

completed in November 2001 1

RN REGE =
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3.

Epidemiology

3.1

3.4

Information about the use of cannabis in the UK comes front a variety
of sources None are ideal but. collectively, they provide a reasonable
indication of the present scale of use and of the changes that have occurred

over the past 20 years The available sources of information come from

+surveys of selfreported use;
* seizures (by police and customs officers),
<cautions and court appearances data; and

 National Drug Misuse databases.

Cannabis use appears to have increased dramatically over the past two
decades British Crime Survey (BCS) data show that, in England and Wales
lifetime use between 1981 and 2000 amongst those aged 20 to 24 years
rose from 12 per cent to 52 per cent In the same age group, the 2000 BCS
suggested that use in the previous year was 27 per cent, and in the
previous month was 18 per cent By comparison, use of amphetamine
or heroin in the past month was 3 per cent and less than 0.5 per cent
respectively The best' estimate (based on the 2000 BCS data) of the

number of 16-24-year-olds using cannabis in the previous year is 1,503.000

(range 1.3 8.000-1,698.000)

In Scotland, lifetime use of those aged under 25 years in 2000 was

34 per cent (compared to 40 per cent 1996) and use in the last year was
15 per cent (compared to 25 per cent in 1996). Between 1995 and 1998
lifetime use amongst the same group in Northern Ireland rose from

12 per cent to 18 per cent In 1998 the Northern Ireland rates for use

in the last year and last month were 7 per cent and 4 per cent

Local and national surveys indicate that cannabis use is highest amongst
adolescents (aged 16 to 19 years) and young adults (aged 20 to 29 years),
and more prevalent in males than females (see Table 1) Although there .nay
be some geographical differences, there is substantial consumption in both
rural and urban parts of England and Wales, and amongst adolescents and

young adults from wide social and educational backgrounds. Use in Scotland

and Northern Ireland is considerably lower

Table 1: Use (%) of cannabis in the last 12 months, by age and gender,

2000 British Crime Survey’ (England and Wales)

Age (yean) Male Female All
16-19 28 21 25
20-24 30 24 27
25-29 23 12 17
30-34 15 6 10
35-39 9 a4
40-44 6 3
45-59 3 1
All 16-59 12 7
All 16-29 27 18 22

3fndyd (0D Wy
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3.5 The number of seizures, by police and customs officers, increased in line

with the rise in selfreported use from 17,227 in 1981 to 114,667 in

1998. The number of seizures fell, in 1999, to 97,356 In.that year,
police and customs officers seized a total of 71 tonnes of cannabis
preparations, of which 53 tonnes were accounted for by cannabis resin

In the same year there were 15,108 seizures of heroin and 13,194

seizures of amphetamines

3.6 The number of cannabis offences (as persons found guilty, cautioned, given
a fiscal offence, or dealt with by compounding) rose from 15,388 in 1981
to 99,140 in 1998 before falling to 88.548 in 1999 Over 90 per cent of
such recorded cannabis offences in 1999 were for 'unlawful possession

Offences related to heroin and amphetamines in 1999 were 12,760 and

12,102 (respectively).

3.7 It should be noted that these figures for drug seizures and offences reflect
law enforcement activities and were not designed as epidemiological tools
They are useful, however, wht.i considered in conjunction with other data,
in contributing to knowledge about long term trends in cannabis misuse
Nevertheless, the nature and origins of these statistics should be borne
in mind in their interpretation, For example, the fall bet een 1998 and
1999 in both the numbers of cannabis seizures, and pe.sons dealt with
for cannabis offences, should not be taken as indicating a reduction in use
The reductions in seizures were probably due to two factors. First, the law
enforcement agencies have been concentrating their efforts, in recent
years, on Class A substances in line with the availability targets in the
Government's Drugs Strategy The second possible factor may reflect
a reduction in the number of stops and searches, especially in London,
following the publication (February 1999) of the report by Sir William
MacPherson. The Stephen Lawrence Inquiry Aithough only a minority
of all stops and searches result in an arrest, they are relatively Important

in leading to arrests for drug use.4

3.8 During the period October 1992 to March 1993. of the 20.343 people
starting attendances at treatment agencies in Great Britain, 1,414

(7,0 per cent) had cannabis reported as their main problem drug By

April to September 2000, tins number had risen to 3,537 out of 39,658

(8 9 per cent) attendances This contrasts with 24.759 starting

attendances for heroin misuse and 1,413 for amphetamine misuse during

the same period No individuals are reported to the Northern Ireland

Addicts Index as having problematic cannabis use

4 <fry(X0L)- VA eh vy
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Risks to human health

4.1

4 3.3

Drugs affect health in a number of different ways They can produce
immediate adverse medical effects (such as death from respiratory
depression with heroin) oi can damage health over a period of time

(such as lung and heart disease from smoking tobacco) Some drugs
injure health as a secondary consequence of the way in which they are
used: the sharing of needles to inject heroin, leading to infections such
as human immunodeficiency virus (HIV) and hepatitis, is an obvious
example. Furthermore, some drugs cause physical or mental dependence
which can distort the life of the user so that they endanger themselves

or others in their attempts to obtain supplies of their drug

In some instances long term damage can result from just single use
(eg infection with HIV from a single injection): whereas other problems
may emerge only after extended use of large amounts of drug

(eg cannabis dependence).

Acute health hsks of cannabis

Acute health risks are those due to the direct effects of cannabis, on the

body, after its immediate use. They include actions on the brain, the heart

and lungs, as well as other organs

Cannabis produces dilatation of some blood vessels and leads to
constriction of others The characteristic redness of the eye, shortly after
exposure, is due to dilatation of the conjunctival blood vessels More
problematically it constricts other blood vessels leading to an increase

in blood pressure Cannabis can also disrupt the control of blood pressure
leading to lower standing blood pressure and an increased risk of fainting
Cannabis also produces an increase in heart rate Maximum increases

in heart rate occur within 15 to 30 minutes of inhalation, and remain raised

for two hours or more Tolerance to the cardiovascular effects of cannabis

occurs with repeated use.

The cardiovascular actions of cannabis are similar to the effects of
exercise, and probably do not constitute a significant risk in healthy
idolescents and young adults They can. though, be dangerous in people
with diseases of the cardiovascular system, especially those with coronary

artery disease, irregularities of heart rhythm, high blood pressure, or in

individuals at risk of stroke

4.3 4 Cannabis has been reported to produce mc 'lest bronchodilator effects

4 3.5

(opening of the airways) but can worsen asthn Chronic use of cannabis

has also been alleged to decrease sperm counts nod sperm motility in men.

and suppression of ovulation in women. The effects of cannabis on fertility,

however, are unclear.

Unlike sedative intoxicants such as alcohol, cannabis does not cause
respiratory depression or suppress the gag reflex even when extremely
intoxicated Moreover, the fact that cannabis is usually smoked means that

the effects are almost immediate and once inhalation stops they begin to
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.ubside More severe intoxication may occur after the ingestion of products

because of the variable speed and extent of its absorption into the body

Nevertheless, cannabis impairs the performance of complex tasks that
require sustained attention and motor control When these involve risks

to self or others (such as drivers, aircraft pilots or operators of heavy
machinery), cannabis can be dangerous, and even more so when used

with alcohol. Cannabis differs from alcohol, however, in one major respect

It seems not to increase risk taking behaviour This may explain why it
appears to play a smaller role than alcohol in road traffic accidents
Cannabis intoxication tends to produce relaxation and social withdrawal
rather than the aggressive and disinhibited behaviour commonly found under
the influence of alcohol This means that cannabis rarely contributes to
violence either to others or to oneself, whereas alcohol use is a major

factor in deliberate self harm, domestic accidents and violence

43.7 Acute cannabis intoxication can also lead to panic attacks, paranoia and

4.4

4 4.1

4 4.2

confused feelings that drive users to seek medical help These effects
are generally short lived and usually respond to reassurance or a minor
tranquilliser. In some cases acute cannabis intoxication can produce a
psychotic state that may continue for some time and require treatment
with antipsychotic drugs. This is similar to the psychotic states following
intoxication with cocaine or amphetamines In a few cases such an episode
may be the start of a long-lasting psychotic illness, usually schizophrenia
(see below) In people with pre-existent mental illness, especially

schizophrenia, acute cannabis use can aggravate the condition

Long term health risks of cannabis

Most cannabis is smoked Smoking, in any form, is dangerous and tobacco
smoking is the largest single cause of ill health and premature death in the
UK. Smoking cannabis therefore presents a real health risk, potentially

similar to that of tobacco, with an increased incidence of bronchitis, asthma

and lung cancer as well as disorders of the heart and circulation. Indeed
smoking cannabis may be more dangerous than tobacco since it has a

higher concentration of certain carcinogens However, there are factors with

smoked cannabis that may mitigate this risk In general cannabis users

smoke fewer cigarettes per day than tobacr smokers and most give up
in their 30s. so limiting the long-term exposure that we now know is the

critical factor in cigarette-induced lung cancer,

Preliminary studies of lung function in regular cannabis smokers have not
found a major cause for concern in the majority, but some severe cases
of lung damage have been reported in young very heav" users Since
cannabis use has only become commonplace in the past 30 years there

may be worse news to come. Further research, coupled with a public health

education programme, is required

3 Drug dependence is the process whereby repeated use of a drug leads
to increasing difficulty in stopping Dependence is a complex phenomenon

whose nature differs from drug to drug and is determined by the duration

and amount of the drug used as well as the characteristics of the user.
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4 4.7

4 4,8

Dependence is reflected by an increasing reliance on the drug and by
symptoms of withdrawal when users reduce their consumption or try to stop
altogether Cannabis dependence was once contested but has now been
established as a real phenomenon and one for which people may seek help
The extent of cannabis dependence in the UK is not known but (as
discussed in paragraph 3.8) for between 5 per cent and 10 per cent of drug

users accessing treatment services, cannabis has been reported to bo their

main problem drug

Studies amongst cannabis dependent users have revealed that when they
stop they experience a real physical withdrawal syndrome characterised
by decreased appetite, weight loss, lethargy, irritability, mood changes and
insomnia Reinstating the drug can terminate these symptoms There is
also a psychological craving for cannabis Recently it has been shown that
cannabis dependence reflects an altered function of cannabinoid receptors

in the brain, and that withdrawal can be precipitated by administration of

a cannabis receptor blocker

Dependence is also related to the pleasure that a drug gives the more
immediate pleasure a user experiences, the more likely it is to cause
dependence Itis possible to rank the risks of dependence of abused drugs
with heroin and crack cocaine the worst and cannabis generally at. or near,
the bottom (and well below nicotine and alcohol). Nevertheless, repeated
cannabis use does lead to a significant proportion of regular users
becoming dependent although the severity of their dependence is generally

not such as to lead to criminal behaviour

The other main concern about the chronic use of cannabis is whether it can
lead to mental illness (especially schizophrenia) Although debated for well
over a century, no clear causal link has been demonstrated The onset of
schizophrenia often occurs in the late teens, when cannabis use is most
common, so that an association is inevitable. This does not. though,
necessarily mean that the relationship to cannabis is causal To make the
interpretation o. such findings more difficult, many of these individuals
have used other drugs such as amphetamines that may also precipitate
schizophrenia Moreover, as discussed in paragraph 4.3 7, cannabis

intoxication can itself lead to psychotic symptoms that may be mistaken

for schizophrenia

On the other hand cannabis use can unquestionably worsen schizophrenia
(and other mental illnesses) and lead to reiapse in some patients Its use
should therefore be particularly discouraged in all people with mental health
problems We do nut know why those with schizophrenia use cannabis when
it can make their condition worse. It may be cultural or related to peer
pressure; but it is also possible that cannabis helps deal with some aspects

of the illness, or possibly ameliorates some of the adverse consequences

of their medication.

There is no evidence that cannabis causes structural brain damage in man

Neither radiological studies nor post mortem examinations have revealed

atrophy or other causes for concern
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Cannabis and pregnancy

Tobacco smoking and alcohol use are significant causes of harm ‘o the
unborn child A small proportion of women use cannabis during pregnancy
and the birth weights of their babies are lower than expected This is
probably due to the effects of carbon monoxide in the smoke of cannat 5
cigarettes as similar findings are well established for tobacco smoking ir
pregnancy. Cannabis may also increase the risk of minor birth defects and
abortion but the effect is small Like tobacco smoking, cannabis smokint
seems to increase the risk of sudden infant death syndrome

There is some evidence that smoking cannabis during pregnancy may
produce subtle alterations in neuropsychological performance of the child
that persists into later life This effect is similar to that of tobacco smoking
and may be due to the actions of tobacco smoke rather than to cannabis
per se. There have also been un-replicated reports that cannabis use is

associated vath certain forms of childhood cancers

Taken together this data suggest that cannabis use in pregnancy is not
safe but that It is probably no more dangerous to the foetus than either

alcohol or tobacco Pregnant women should continue to be warned to avoid

all these substances
Does cannabis use lead on to other drug use?

The gateway theory' is a term that sused in a number of ways and
is probably the most controversial aspect of cannabis use It stems from
the observation made in many retrospective studies that users of the most
harmful (Class A) drugs such as heroin and cocaine have also generally
used cannabis first It is therefore plausible to suggest that earlier use

of cannabis had predisposed the individuals to later Class A drug use by.

in some way. opening a gateway .

Proving, however, that this pattern of association is causal (and that
cannabis use is responsible for increasing the likelihood of other drug
misuse) is very difficult due to the many confounding factors that might
also act is gateways These include the use of other substances such

as alcohol, tobacco, solvents, stimulants and psychedelic agents whose
consumption generally also precedes that of Class A drugs. Other important
factors are the personality and environment (the peer group, social

deprivation, etc) of the user Even if the gateway theory is correci. it cannot

be a particularly wide gate as the majority of cannabis users never move

on to Class A drugs

There are a few studies that have attempted to test the gateway theory

by correcting for some of the more obvious confounding variables, and these
have found a significant positive association (ie that early cannabis use

is associated with an increased likelihood of later heroin use) Interestingly,
other studies have found that the use of alcohol and tobacco in early teens
(and especially in pre adolescents) appears to be associated with the later
use of many drugs including cannabis. In all these studies there is a distinct

possibility that the driving factor in the misuse of drugs is the personality

and/or peer group of the subject rather than the drug itself.
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Despite all these caveats, it is likely that cannabis use (and that of alcohol
or tobacco) has an effect on later Class A drug use. and that, in a small
proportion of the population, progression to Class A drugs results from
previous exposure to cannabis There are several theoretical

pharmacological reasons why this might occur

There may also be commercial explanations Some Class A drij dealers
also deal in cannabis A shared market increases the opportunities for
acquiring and maintaining dependency on Class A drugs The lower level
of heroin use in the Netherlands, as compared with the UK, is claimed

to be due to the separation of markets.

Cannabis and the health of society

Drug use can affect the health of others, as well as the health of the users
For example, driving a car under the influence of a drug can lead to the
injury of passengers and bystanders Cannabis appears not to make

as major a contribution to road traffic or other accidents as alcohol

As discussed in paragraph 4 3.6, cannabis use dies not commonly produce
the mental states leading to violence lo others, out the illegal market does

contribute to violence in some parts of our cities

Injecting a drug is one of the most important causes of the spread of blood
borne infections such as HIV or hepatitis Unlike many drugs (opiates,

stimulants, benzodiazepines and barbiturates) cannabis is not used by

injection and SO is free of these risks
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Discussion

5.1

5.4

The epidemiological evidence demonstrates that cannabis use especially
amongst adolescents and young adults, is substantial The apparent and
ready availability of cannabis is. however, disproportionate to the relatively
small numbers of people seeking help from drug treatment agencies for

cannabis misuse The high use of cannabis is not associated with major

health problems for the individual or society

The occasional use of cannabis is only rarely associated with significant
problems in otherwise healthy individuals. Impaired psychomotor
performance and, uncommonly, acute psychotic states are the most
important They are, however, self-limiting and (usually) readily managed
These harmful effects of cannabis, however, are very substantially less than
those associated with similar use of other drugs, such as amphetamines,

which (like cannabis) are currently classified as Class B

Even the occasional use of cannabis, however, poses significant dangers for
people with disorders of the heart and circulation, and for those with mental
health problems such as schizophrenia Particular efforts should be made
to encourage abstinence in such individuals. Again however, both groups

are at much more significant risk from amphetamines

Regular heavy use of cannabis can result in dependence, but its
dependence potential is substantially less than that of other Class B drugs

such as amphetamines or. indeed, that of tobacco or alcohol

It is not possible to state, with certainty, whether or not cannabis use
predisposes to dependence on Class A drugs such as heroin or crack
cocaine. Nevertheless the risks (if any) are small and less than those

associated with the use of tobacco or alcohol

Cannabis impairs mental functions such as attention, memory and motor
performance and should be avoided by all individuals in whom such
impairment might put themselves or others at risk These included drivers,
aircraft pilots, those operating heavy machinery as well military, health and

emergency personnel. Efforts to ensure abstinence in such individuals

should be sustained
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Conclusions

6.1

6.7

Cannabis is not a harmless substance and its use unquestionably poses

risks both to individual health and to society.

Cannabis, however, is less harmful than other substances (amphetamines,
barbiturates, codeine like compounds) within Class B of Schedule 2 to the
Misuse of Drugs Ac* 1971 The continuing juxtaposition of cannabis with
these more harmful Class B drugs erroneously (and dangerously) suggests
that their harmful effects are equivalent This may lead to the belief,
amongst cannabis users, that if they have had no harmful effects from

cannabis then other Class B substances will be equally safe

The Council therefore recommends the reclassification of all cannabis

preparations to Class C under the Misuse of Drugs Act 1971

If this recommendation is accepted, the Council has identified a number
of issues that it believes, while not directly related to the scientific

consideration, to be relevant and/or merit consideration These are outlined

in Annex A of this Report.
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Annex A
Levels of use (prevalence)

In the debate that followed the Home Secretary's announcement that

fie was seeking the Council's advice on the classification of cannabis,

a commonly expressed concern has been that a downward reclassification
would lead to an increase in use In part this concern appears to stem from
a misunderstanding of what reclassification means It is important to note
that reclassification is not the same as decriminolisation. or legalisation
If cannabis were reclassified, criminal sanctions, including imprisonment,
would remain but the maximum sentence for offences under the Misuse

of Drugs Act 1971 would be reduced

In attempting to analyse the likely impact on prevalence of reclassification
there is very little relevant domestic learning to draw on But it is possible
to look at the experience of other countries, albeit In circumstances where
civil penalties have replaced criminal sanctions In particular, the
experiences in Australia, the Netherlands and the United States are

illustrative Ineach of these countries a reduction in the penalties for using

cannabis has not led to a significant increase in use

Monitoring patterns and trends of drug misuse is a key function of the
Advisory Council, and if the Home Secretary decides to reclassify cannabis

the Council would continue to monitor prevalence rates
Policing and enforcement issues

The Council includes members with law enforcement experience This
experience has enabled the Council to identify a number of enforcement

related issues which will doubtless be in the Home Secretary's mind

as he considers our Report

Reclassifying cannab's to Class C under the Misuse of Drugs Act will mean
that possession of the drug will no longer be an arrestable offence in
England and Wales under Section 24 of the Police and Criminal Evidence Act
1984 (PACE) Section 25 of PACE provides separate powers of arrest in
strictly limited circumstances There are already a number of criminal
offences that are not arrestable’, but clearly, if cannabis is reclassified.

Ministers and the police will need to consider a revised enforcement model

and guidance to officers

Reduced penalties for cannabis offences will apply across the spectrum
of offences, including for the more serious trafficking offences The
maximum penalty for trafficking cannabis would be reduced from 14 years
imprisonment to 5 years. This could have an impact on the activities of
organised criminals, It will be important to ensure that reclassification
does not have the unintended Lonsequence of encouraging international
trafficking and that the principle of proportionality in sentencing is retained

across the spectrum of cannabis offences
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Treatment

We have referred in this Report to the available data on people presenting
to treatment services who have cannabis reported as then* main drug of
abuse What these figures don't show. Is the ratio within this group who
have a genuine dependence problem The picture is further complicated
because there is anecdotal evidence that cannabis users do not go to
services because they don't think their problem will be treated seriously.
It is extremely important that people can source reliably good advice from
services for all drug misuse problems, including cannabis We need to
increase our efforts to provide good public health information about
cannabis and its potential for dependence, and our treatment services

need to be able to help those with a cannabis dependency problem

Education

In announcing any change to the classification of cannabis, it will be
important to ensure that the decision and the reasons for it are properly
understood We have tried to express as clearly as we can in this Report
the message that cannabis is a harmful drug But much of the debate
about cannabis and about the appropriate response of society to its use

tends to overlook this fundamental truth.

More generally, the provision of accurate and objective advice on the health
effects of all drugs, and where to access treatment must be a key part
of our drug strategy In respect of cannabis, the Council hopes that this

Report represents a modest contribution to that important goal

16
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THIRD REPORT

The Home Affairs Committee has agreed to the following Report;
THE GOVERNMENT’S DRUGS POLICY: IS IT WORKING?

INTRODUCTION

. There are few subiect_s 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 of opinions amon? 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 of 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 witnesses covering the
full range of views. These have included Messrs Keith Hellawell and Mike Trace,
authors of the Government's original 1998 strateﬁy, Tackling Drugs to Build a Better
Britain, 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 with 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 with 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 with
our committee rather than on the Today programme. We hope this is an example

that other Ministers will emulate.

5. We have taken oral evidence from 45 witnesses over a total of 11 evidence
sessions. We are also grateful lo the more than 200 people and ong]anisations who
provided written submissions and to Manchester Drug and Alcohol Action Team,
which hosted our very valuable and informative visit to drugs services in the area.

6. Our terms of reference were* as follows:

"The Committee expects to address these issues among others:

 Does existin 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?
 Isdecriminalisation desirable and, if not, what are the practical alternatives?

The inquiry will also examine the effectiveness of the ten year National Strategy
on dru% misuse launched in 1998 and the preliminary results of the three year
research programme costing £6 million started in 1999/2000. It will look at the
revised role of the UK Antl-dru?s Co-ordinator and assess the effectiveness of Drug

Treatment and Testing Orders (DTTOs)".
INTERNATIONAL COMPARISONS

7. We have received evidence on the drugs policies of several European countries,
in particular that of Sweden, Switzerland and The Netherlands. While 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

ﬁollmes and the level of prevalence. There are some countries with high prevalence,
arsh _Eollmes, some countries with low prevalence, harsh policies, other countries

with liberal policies and low prevalence. There is no link, there is no conceivable

link™ [3]



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 Fractlce is not the same as their policy. You cannot read off policies onto
impacts. | 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 dru%s are equally harmful. While the inquiry has not
specifically considered the social problems caused by alcohol or tobacco, our work

has proceeded with 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...It is only in this century that the curious idea has
grown up that it is all right to intoxicate yourself with some drugs but not with

others™.[5]

11. In Tackling Drugs to Build a Better Britain, 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 of premature death and disability in
Britain" and "the ?reatest challenge and opportunity for all involved in

improving the public health™.[9]



13. In 1998, 75% of men and 59% of women had drunk alcohol in the lust week,
and 37% of men and 20% of women had drunk over the recommended amount in
the lust week.[10J The toll on health of alcohol misuse is difficult to quantify due
to problems of how data is collected. The Department of Health's Statistics on
Alcohol: England, 1978 onwards, notes that, depending on definitions, between
5,000 and 40,000 deaths ayear can be attributed to alcohol abuse.[U] A report
recently published by Alcohol Concern suggested that one in four emergency
hospital admissions of men is alcohol-related and that alcohol plays a part in
about half of serious road crashes and about half of the incidents of domestic
violence.! 12] Moreover, in about 40 percent of violent crimes committed in the year
2000 the aggressor was under the influence of alcohol [13]

1 Daily Telegraph, 9 July 2001. Back

2 Former UK Anti-Drugs Co-ordinator; former Deputy UK Anti Drugs Co-
ordinator; Tackling Drugs to Build a Better Britain: The Government's Ten? ear
Strate?yfor Tackling Drugs Misuse, Cm 3945, Cabinet Office, 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, National
Assembly for Wales, 2000. Back

8 ONS General Household Survey, 1978-1998, cited in ev., p. 201; ONS Statistical
Bulletin, Statistics on Smoking: Eng_land, 1978 onwards. Department of Health,
2000, (hereafter "Statistics on Smoking") p. 1. Back

9 Nicotine Addiction in Britain: A Report ofthe Tobacco Advisory Group of the Royal
College ofPhysicians, 2000, p.183, cited in the Second Report of the Health



Committee, Session 1999-2000, on The Tobacco Industry and the Health Risks of
Smoking, I1C 27-1, para. 2, p. xiii. Back J

10 ONS General Household Survey, 1998, cited in Statistical Bulletin Statistics on
Alcohol: En%Iand, 1978 onwirds, Department of Health, 2001 (hereafter "Statistics

on Alcohol") pp. 2-3. Back

11 ONS Mortality Statistics 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

THE GOVERNMENT'S DRUGS POLICY: ISIT WORKING?

ILLEGAL DRUGS

The main drugs in Classes A, B, and C

Class A
Includes cannabinol and cannabinol derivatives, cocaine (including ‘crack’), ecstasy and

related compounds, heroin. LSD. magic mushrooms, methadone, morphine, and opium.

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

Class C _ _ o _
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 ?uestlons of victimisation
and other crime-related IOEICS, and the drugs component is a self-completed section tacked
on at the end. In 2000,98% of the sample of 13,300 re3ﬁondents completed the drugs
section (13,021 in total).11-4JThe 2000 survey reached tne following conclusions on

prevalence of drug use (in brief):| 151
* Around athird of those aged 16-59 had tried drugs in their lifetime. However, only 11%

10



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

* Inthe 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 )/oung 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.

* Intotal 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 drog by almost
a half in use of amphetamine amongi 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

18. Illegal drugs are easily available in Britain, des(j)ite the large amounts of public money
r

<%umped Into attempts to stem the su gly of illegal ugs. The Home Office told us that the
overnment 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;Jability 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 ogtlmlsm, 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 supplty. 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 Reople 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 of—rather than caused bﬁ—thelr drug use. Mr Danny Kushlick, Chief
xecutive 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 underlyln? 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, drugh- ependent parentsthe same stories come out again and again and again,
and 1f 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

12



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
ﬁroblematlc drug users, the Government could have a significant impact on the

arm caused by drug use.

Harm to the health ofthe 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 0fthe Independent Inquiry into the Misuse of 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 _ o
|||; 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 pharm_acolo?ical
action of the drug. They may occur as the result of a "normal" dose, and accidental overdose
or deliberate overdose {suimde) by the user. Less directly the dru% 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". 271

28. While the number of illegal drug-rel_ated 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.[2811t
Is also clear that "there has been a profound Worsenmg over the last ten years" in terms of
deaths, and that, if drug-related deaths from HIV/AIDS and other blood-horne viruses are

taken into account, the figure is very much larger. |29]

Long term harm

13



29. The Department of Health statistics submitted to the Committee suggest that durin
1999-2000. there were 8,505 hospital admissions with primary diagnoses of mental an
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 drqu
such as cannabis (see r;])aragraph 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,
Bartlcularly injecting drug use. Perhaps the most significant are blood-borne viruses, spread
y 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 #Hepatltls C Virus) infection in the UK. Estimates suggest that 400,000
of the population of the UK have been infected with |Heﬁa_t|t_|s C Virus), 80 percent of
whom are believed to have obtained this infection through injecting drug use".[311

31. As Professor Nutt Professor of Psychopharm_acologal. 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".(321The
Advisor} Council's report suggests that 30% of those infected with blood-borne viruses will

die prematurely.(33)

Harm to the health ofothers

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 which 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 famllﬁz "apart
from it being a decimating experience for the family, it was J)artlcularly 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;

14



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)

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

"My view is that there are @ nole range of people who buy dru%ﬁ, 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 !YDQS of crime which are associated with drugs: organised crime involved with
the su_pi)ly of illicit drugs, acquisitive crime committed by some drug users to fund a habit,

and violent crime committed Dy disinhibited stimulant ugers.

Drug-related property crime

36. On some estimates, one third of all property crime in the UK isjud%a_d 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] Overwhelmln(t;_ly
the users involved in crime tend to be the so-called problematic drug users who lead chaotic
life styles and who 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 I\a}\r/ge amounts of _
shoplifting, burglary and other crime to finance drug purchases. \We have been told that, if
appropriate drug tréatment 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 uEsurge_ofshqotmg 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 orgariised crime—and it would be surprising if this did
not generate considerable violence amongst drug dealers seeking to extend or protect their

territory. 43)

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
dru? 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.
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THE GOVERNMENT S DRUGS POLICY: IS IT WORKING?

THE NATIONAL STRATEGY

39. The Government's response to illegal substance misuse has been to produce, in April
1998, a National Strategy, Tackling Dru&gs to Build a Better Britain, to target four main
areas of drug-related hami in a concerted manner. While we appreciate that a ten-¥_ear
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

lllegal Drugs Public Service Agreement:
« Aim 1Young people—To help young people resist drug misuse.
Target—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. . . o
« Aim 2Communities—To protect communities from drug-related anti-social and
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criminal behaviour,

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
pro%r_ammes by 55% by 2004, by 66% by 2005 and by 100% by 2008.
« Aim 4 Availability—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

41, The targets have been criticised for being unmeasurable and insufficiently grounded in
evidence. A survey conducted for the Committee by Drugi_Sc_ope. 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 Dru StrategK. | 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 |
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 focuseson
outcomes rather than processes as indicators of success and that where a process is
intended to lead to a particular outcome, the basis for expecting this be explained,
with 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 P_ald tribute to the success
of the strategy in brm?mg 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 Dru%s Co-ordinator, cited the National Strategy as an
example to the international community: 'The structure and a_pﬁroach 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 yo_un_? people nor that on availability was
likely to be achieved.[49] Others have expressed similarly negative views:

“If wejudPe 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 dru%s and the organised
criminality involved in transporting and supplying dru%_s, then we have to say that the results
are not coming through" (The Association of Chief Police Officers).|50]

‘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. | see ahsolutely 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 magazme, 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 strategby_ is complete overhaul. Mr Danny Kushlick of Transform told us:
"Glven we know a prohibition-based, a crlmlnalAustlce-orlentated 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, seeinP 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 bg/ 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 thejob properly...Effectiveness is being undercut by ideology and 'turf
disputes. Sort this and you will sort most of it".|54]

44 Ev |. Back

45 Ev 81. Back
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THE GOVERNMENT'S DRUGS POLICY: ISIT WORKING?

OPTIONS FOR CHANGE

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 chanﬂe to the drugs laws are those who suggest that
the prohibition of gurrentl?]/ illicit substances has not worked and cannot work. They argue
that, far from limiting the harm caused b%/ 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 hl?her 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 Commiittee:

“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 suggiest 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. Itis 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 hoth in allowing individuals to
partake of certain dangerous activities, for example drinking, extreme sports, and also in

International treaties". 158

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 goto hell in
your own handcart but at least the law did not interfere. Personally | 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 gireater 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".|00| A legal system would, it is argued, allow the Government to re?ulate 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.
Leé;_allsatlon 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. ltis also argued that it would be easier to deter new users through truthful education
ﬁollues if the laws on drugs were consistent with those on alcohol and tobacco, just as

ealth 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, hl%her 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 would 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 orEamsed

crime.[64] The legalisers argue that, while it is no doubt true that an illegal market could not
be completely eliminated, it s 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. Itis 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 of the
costs that are imposed upon the criminal justice system, without necessarily looking at the
downside".[661The 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 simpIY fade away into the
night. More likely scenarios are that they would fight to maintain their lucrative street

trading". 1671

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 itata low price to almost
anybody". He went on, "if you attempted to tax it. regulate the price, or prevented it getting
into the hands of people whose hands you did not want it to 3et 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:

"l do not think the enormous criminal conspiracy is going to collapse by th* removal of
dru?_s 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".|69]

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:

"l 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 ille%lllitly
carries a deterrent effect, and Mr Geoff Ogden, Co-ordinator of the East Riding and Hul
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".[72)



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 [.I)egople_ 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
mlﬂht 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 cheapl){ available. It is inevitable too
that, however tightly the sale of drugs was regulated, there would be a significant Ieakage 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 Ieﬁallsatlon 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 when 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".|74] Turning Point, one of the Iar%est 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 drudg
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 brougiht 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. Itis 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 of 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 of 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 of crime, for the
projection of health and morals, or for the protection of rights and freedoms of others’. In a
soclety that respects fundamental freedoms of the individual, and in particular the right to
individual autonomy and choice, general restrictions and criminalisation of taking of drugs,

cannot be justified™.|771

70. Itis 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 of 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 of the current situation and
takes note of the more relaxed attitudes of asi?nificant 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" 1781

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

72. The second problem posed by decriminalisation of 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 of 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 of 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. We accept that to decriminalise the possession of drugs for personal use would

send the wrong message to the majority of young people who do not take drugs and
that it would inevitably lead to an increase in drug abuse. We, therefore, reject

decriminalisation.
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POSSESSION WITH INTENTTO SUPPLY AND "SOCIAL SUPPLY"

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 wron?ly convicted of the more serious
offence of 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 of a substance held to constitute simple possession only, above which an intent to

supply would be presumed.

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

Supplying a controlled drug
Life '

Having possession of a controlled drug
7 years

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

76. Mr Ainsworth told us that he was not aware of the law falling down in this respect and
that if penalties were given according to the amount of substance found on a suspect "we
would find systematically people were on the streets with just under that amount™. (79) Mr
Calvert-Smith, Director of 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 of 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 of large amounts of money in the possession of the defendant and

evidence from diaries and other documents".|S0|

77. We are not persuaded that an intent to supply should be presumed on the
basis of amounts of drugs found; we therefore recommend that the offences of
simple possession and possession with intent to supply should be retained without

alteration.
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78. The second problem put to us was that the law does not distinguish adequately between
"social supply"—Dbetween friends and not for profit—and large-scale commercial supply.
We note that this type of "social use™ is the main cause of the proliferation of 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 ajoint, you are a
supplier; by getting the E for your friend for that night, you are a supplier. It is social
supply, itis not a wicked, horrible person corrupting our youth. Itis like buying a round of

drinks to them™.(81)
79. The Police foundation Report identified this problem as follows:

"The current definition of supply does not distinguish between aus of different gravity, eg
supply between friends, or for gain, or as part of an organised criminal group supplying in

substantial quantities™.182J

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 of illicit transactions over a period of time, as
distinct from those who commit a single act of supply. They further recommend that, for

those engaged in "social supply":

"it should be a defence for a person accused of supply or possession with intent to supply
to prove that he was a member of a small social group who supplied or intended to supply a
controlled drug (other than Class A) to another member or other members of that group
believing he was acting, or had acted, on behalf of 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 of the controlled drug was consistent with

personal use within the group concerned".|83J

81. If the defence was proven, the defendant would then in}/ 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. We do not agree with the Police Foundation. Those guilty of "social supply"
should not escape prosecution for this offence on the basis that their act of supply
was to their friends for their personal consumption. We believe that this act of
"social supply", while on a different scale from commercial supply, is nonetheless

a crime which must he punished.

83. We believe that while there are two different crimes of supply, the law only
formally recognises one. We recommend that a new offence is created of "supply
for gain", which would be used to prosecute large scale commercial suppliers. So-
called "social suppliers" who share drugs between their friends on a not-for-profit

basis should continue to be prosecuted for supply.



RECLASSIFICATION

84. A further step down from the radical options of legislative change would he to look
again at the categories by which drugs are classified under the Misuse of Drugs Act 1971.
The classifications of illicit drugs are designed to protect people from substances in a
hierarchy of 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: Ifor 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"
(DrugScope).|86|

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

86. The importance of correctly classifying controlled drugs does not rest purely upon the
justice of the penalties attached to possession and supply. Italso has a significant impact
upon the educational ""messages’ communicated to current and potential drug users about
the dangers of using particular drugs. The point continually reiterated to the Committee is
that, if the law (and education) does not reflect the realities of 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 of 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 of 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 of how we get the message across to young people. They are not
stupid: they do know the basic facts in this area or many of 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 that the time has come to reconsider the existing
classifications for the less harmful drugs and we address each in turn.
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THE GOVERNMENT'S DRUGS POLICY: ISIT WORKING ?

DIFFERENT CONTROLS FOR DIFFERENT DRUGS

CANNABIS

89. According to the British Crime Survey 2000, cannabis was the most commonly
used of all illegal drugs. Ofall respondents aged 16 to 59, 27% said thej had tried
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the drug in their lifetime, 9% had used it in the last yearand 6% in the last
month. Amongst 16 to 29 year olds, however, 44% had used it in their life, 22% in

the last year and 14% in the last month.

90. Views on the risks of short and long-term cannabis use arc variable. Professor
Nutt of Bristol University assessed the risks of cannabis as:

"si rt tenn very slight; long term mostly equates to smoking of the leaf;
addirtiveness low to moderate....!! may exacerbate schizophrenia in some people,
may ameliorate some symptoms in other people. On balance there is probably a

negative [eflect] in schizophrenia".[90]

91. Baroness Greenfield, Professor of Pharmacology, University of Oxford, and
Director of the Royal Institution of Great Britain, told us that cannabis users:

"are tampering with the most special part of their bodies and that is their brains
and their minds over conceivably the long term. There is even evidence of long-
term damage after one has gi>tn up smoking cannabis, and I think this is a very
serious and big worry, not so much that you might die that night, but more that
you could be under-performing and unfulfilled 30, 40 years on".[91]

92. In terms of mental health, it appears also that the strength of different
"brands" of cannabis van widely and that stronger varieties containing a greater
proportion of the psychoactive ingredient, THC, have become increasingly
available.[92] Mrs Mary Brett, Head of Health Education at Dr Challoner's
Grammar School, Buckinghamshire, told us that "a joint today contains on
average ten times as much THC as it did in the Sixties".[93]

93. The smoklng of cannabis carries its own risks, which are analogous to those
associated with tobacco smoking. While the available data is patchy, the Royal
College of Physicians told the Committee that "marijuana smoking exposes the
lung to toxic products of combustion more commonly associated with tobacco
smoke, and is therefore lik  to be associated with similar long-term health risks
as tobacco smoking", including chronic bronchitis symptoms, airflow obstruction,
cancers and cardiovascular disease. While the total amount of smoke inhaled by
cannabis smokers appears to be less than that inhaled b?; tobacco smokers, this is
off-set by the absence of filters in joints, which allows a higher proportion of tar to
he inhaled. Cannabis smokers tend to inhale more deeply than tobacco smokers,
and cannabis smoke is hotter than tobacco smoke, which is more damaging. Most
cannahis in the UK is smoked in a mixture with tobacco, which means tha,
smokers are also exposed to the dangers of tobacco smoking and nicotine

addiction.[94]

94. The risks of cannabis need to be put into the context ol the "acceptable” risks
posed by alcohol and tobacco. DrugScope told us that "in relation to the millions
of individuals who have been exposed to the drug in this country since the late
1960s, cannabis compares favourably (in terms of health implications) with legal
drugs widely used such as alcohol and tobacco".[95] There is also, of course, the
fact that most people tend to grow out of smoking cannabis.



DruRs and driving

95. Our attention has been drawn to the increasing problem of persons driving
under the influence of drugs. According to a recent study by the Transport
Research Laboratory, the incidence of illicit drugs in casualties of fatal road traffic
accidents has risen substantially, from 3% in the late 1980s to 18% in 2000. This
has occurred over a period in which drug-taking generally has risen. Over the same
period, the incidence of alcohol has declined from 35% to 31.5%. The most
commonly detected drug is cannabis; incidence has increased from 2.6% to 11.9%

over the period.

96. The contribution of cannabis to road tr lie accidents is not entire'/
straightforward —the Transport Research Laboratory's report notes that:

“Cannabis remains traceable in the bloodstream for up to 4 weeks after it is taken
by regular users, whereas its effect on driving is probabh limited to a few hours at
most after it is taken. Incidence in bodily fluids cannot therefore be directly related

to any contributory role in accidents".[96]

97. Some witnesses have even told us that cannabis may improve some drivers'
performance: the Independent Drug Monitoring Unit said that cannabis led to
"increased risk for new users or new drivers, for established users/drivers |it|
appears to reduce accident risk by improving driver behaviour (slower speeds,
larger gap, fewer risky manoeuvres)".[97]

98. While the law prohibits driving while unfit through alcohol or drugs, it
api)ears that police are not adequately equipped to detect drug use in drivers. The
Police Federation told us that "relatively few police officers have so far been
trained to use new equipment that enables motorists to be tested for drugs
use".[98] The Independent Drug Monitoring Unit told us that a method of testing
called "field impairment testing" which is currently being adopted by many police
forces "represents an improvement on previous enforcement techniques, but fails
to address abilities which are directly related to the ability to drive, in particular
reaction time and tracking ability". They went on to recommend changes which
would improve this, including in car simulators and video-taping of tests to reduce

subjective judgements by police officers.[99]

99. We recommend that techniques to test drivers for drug-related impairment are
improved, and that all police officers responsible for testing receive th? necessary

training.
4 gateway to harder drugs'/

100. Itis sometimes said that cannabis is a "gateway" drug to other substances, and higher
prevalence of cannabis use would inevitably entail higher prevalence of 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 of 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 of 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 of 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, of course, a correlation of 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: _ N
« Some cannabis users have common personality profiles or environmental conditions

with the users of more harmful drugs.

m Once drugs, be they cannabis, alcohol or tobacco are used, if the harm ascribed to them
iIs 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 where 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” 11041

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 of the law.

(b) If it is not possible (as current levels of 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 of differentiation has been the driver behind The
Netherlands' policy on cannabis, which is. in effect, toleration of 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 of hard drugs afterwards. The incidence and the harm which has
been increasing in some of the countries were not in countries which have tolerated
cannabis. The harm levels of The Netherlands or of Switzerland, in terms of overdosing and
in terms of the hard indicators which we see. are less than for those countries which do not

tolerate cannabis... it is just part of a larger picture™.! 106J

"What we see is that the incidence of 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 of the

soft and hard drugs".| 107)

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

cannabis.

Medicinal use

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

""Cannabis is exacted to help patients suffering from a wide range of 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™.! 10X|

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 1 believe it will—this programme be proved to be successful, 1will 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 of the successful completion of clinical trials and a positive
evaluation by the Medicines Control Agency, we recommend that the law is
changed to permit the use of cannabis-based medicines.

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, of a
new scheme of dealing with cannabis possession offences. Officers in the area now no
longer arrest individuals for Bossession 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 of 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 of arrest™.1110] While this may not represent much of a
shift in de facto policing terms, the official status of the scheme has led to claims that this
constitutes decriminalisation of possession of the drug "by the back door".

112. Infact, 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 of 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 of 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 of Lambeth police officers about the
pilot were not positive. While only 51 officers responded to the questionnaire asking their
opinions, a majority of 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 of public opinion, conducted at the end of 2001, found that there was a
considerable degree of 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 of hard
drugs would increase as a result of the pilot. Despite this. 36% approved of 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% of 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.11131



115 Mr Vic Hogg, from the Home Office, told us:

"under the cu rent arrangements around 80 per cent of all people caught in possession of
cannabis are disposed of by way of 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 Hjme Office, in its second memorandum to the Committee, said:

"the existi: g range of criminal sanctions, applied with due discretion, are preferable to
decrimina sation. Minor offences are normally dealt with by way of a warning or caution.
The Gov< nment has accepted that cautions should become immediately spent under the
Rehabilitation of Offenders Act, which will mean that the large majority ot 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 of those dealt with for possession of
cannabis are sent to prison. A sample analysis of this cohort showed, on averagie, 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 of the seriousness of the offence itself or as a result of concurrent

imprisonment for other criminal offences™.| 15|
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THE GOVERNMENT'S DRUGS POLICY: ISIT WORKING?

Possible reclassification

117. Inevidence to us on 23 October 2001, shortly after we began this Inquiry, the Home
Secretary made | s announcement that he would seek the advice of the Advisory Council on
the Misuse of Drugs on the possible reclassification of 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 of other substances, such
as amphetamines, that are currently in Class B".| 1171

119, Mr Ainsworth clarified to us what 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 of policing to what is going on in Lambeth at the moment™.! 1181

Conclusions on cannabis

120. We accept that cannabis can be harmful and that its use should he
discouraged. We accept that in some cases the hiking of cannabis can be a gateway
to the taking of more damaging drugs. However, whether or not cannabis is a
gateway urug, we do not believe there isanything to be gained by exaggerating its
harmfulness. On the contrary, exaggeration undermines the credibility of messages
that we wish to send regarding more harmful drugs.

121. We support, then-fore, the Home Secretary 's proposal to reclassify cannabis
from Class B to Class 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 of 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 of 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 of 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, theJ)roportion of 16-29 year olds who had was 12%. In the
last year, 2% of 16-59 year olds and 5% of 16-29 year olds had used it; in the last month,
1% and 3% respectively. Mr McNicholas, editor of 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.| 21J

124. Ecstasy is a drug on a different scale from cannabis, as it causes a number of deaths
every year. Having said this, the number of fatalities is relatively small in comparison to the
number of 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 of the harmfulness of ecstasy by
Professor Nutt and Professor John Henry. Professor of Accident and Emergency Medicine,

Imperial College School of 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. 1accept that there is still a great deal of uncertainty about the
long-term effects on the brain. In terms of addictiveness, it is very low".| 123|

"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 word 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 of 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 of Substance Misuse about the relative harmfulness of 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 of 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 of the dance club scene,
particularly overcrowding, overheating, poor availability of cool-out rooms, and restrictions

on or the high cost of drinks™. 1125]
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127. The Committee has heard that many problems with ecstasy result from the
circumstances in which 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".| 126J 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 of ecstasy tablets...the kidneys would just not respond to that water and if
| drank enough water, it would stay in my bloodstream and my brain would just swell up
and it could be fatal. 1would initially become confused 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 of use. We were told
that providing information about safer ways in which to take ecstasy and drink the correct

amount of 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 of the users. There has probably been some evidence that that has helped
and there are fewer deaths through water intoxication at least™.] 12N|

129. We believe that nothing .should be done lo imply that the taking of ecstasy is
harmless, legal or socially desirable. Ecstasy isa dangerous drug. We recognise,
however, that some young peoi)le will take ecstasy, and we want to reduce the
numbers of deaths which result. We recommend that advice on the dangers of
ecstasy and the ways to reduce the risks of death should be made available in
nightclubs, and we welcom(fa the r%cbe,nt publication by the Home Office of the
guidance under the title Sa er Clu INg. Police, club owners and licensing
authorities should continue to aim for drug-free clubs and should work together to

achieve 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 1 felt that my officers were going into nightclubs looking for people who were in
possession of ecstasy then | would say to them, and 1would 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".] 12|

131, Islington Drug and Alcohol Action Team commented of cannabis and "dance drugs
such as ecstasy

"We cannot fail to note that users of these drugs are a very small minority of people
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attending treatment services and coming to the attention of police as drug-related offenders.
Consideration should be given to dealing with users of 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 of ecstasy hinders educational
messages about the dangers of 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 of 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 of 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 of 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 McNicholas 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".| 1331The Association of Chief Police Officers
demonstrated a flexible approach to policy on ecstasy: Deputy Assistant Commissioner
Andy Hayman, Chair of 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. Wc agree with the Police Foundation and therefore recommend that ecstasy is
reclassified as u Class B drug.

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 of a Class A drug is life
Imprisonment, the corresponding penalty in respect of a Class B drug is 14 years. As the
table below indicates, the maximum penalty for possession of a Class A drug is seven years,

whereas for a Class B drug it is five years.

General Name of Offence
Maximum penalty if tried on indictment

Class A drug involved
Class B drug involved



Production of a controlled drug
Life
14 years

Supplying a controlled drug
Life
14 years

Having possession of a controlled drug
7 years
5 years

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

COCAINE

137, According to the British Crime Survey 2CKK). 5% of 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 of 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.| 136] 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) to4% 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 1994.| 1371

138. Powder cocaine, or cocaine hydrochloride, is extracted from the coca leaf through a
process of mashing and soaking the leaves and heating the resultant paste with hydrochloric
acid. Use of cocaine carries both acute and long-term health risks. It is possible, however, to
have different opinions about the level of 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™.| 139]

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™. 11401The proportion of 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 1999.| 1411However, 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 of cocaine use, and the lack of an effective
treatment model, we recommend that the number of treatment places for cocaine
users is substantially increased. We recommend that resources are channelled into
researching and piloting innovative treatment interventions for cocaine users.

141. We consider that the risks posed by cocaine to the user and to other people
merit it remaining a Class A drug.

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 1% had ever taken it. Of 16-29 year olds, less than 05% had taken it in
the last month, 1% 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 who 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 of regular crack users than
occasional crack users, whereas there is a much smaller number of 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 of experts to look at the problem of cocaine and
crack, and expects them to report back by the end of 2002:

"we have decided in the absence of published evidence to bring together a group of
peopleldwho 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



moment".1146|

146. The lack of 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 of [antibody] for cocaine. In principle you
can now make a blocking agent, an anti-body, an antidote to almost any drug of abuse... We
hope that within a few years we shall actually have some drugs of this kind™.| 147]

147, As with cocaine, we recommend that more treatment places are created for
crack users and that resources are channelled into researching and piloting more
effective treatments. We further recommend that in the meantime efforts are
redoubled to extinguish supply of crack cocaine.

148. Where crack is concerned we see no prospect for compromise. We note that
lew of our witnesses argued outright for legalisation. Wc leave it to those who do
argue for general legalisation to explain how this could Ik*justified given that,
unlike other illegal drugs, crack can trigger violent and unpredictable behaviour.

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% of its sample had ever taken heroin, 1% 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 of 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 of 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 dru?s 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 of addicts from the 1970s to the

1990s:
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