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Executive summary

The National Audit Office (NAO) is conducting a value-for-money study on the UK
Government’s 2008 drug strategy, Drugs: protecting families and communities (‘the
Strategy’). The NAO study, Tackling Problem Drug Use, focuses in particular on local
delivery authorities’ capacity and capability to effectively tackle problem drug use through
delivery of local services. As part of its value-for-money study, the NAO commissioned
RAND Europe to conduct two work streams:
•

a literature review on problem drug use, and

•

a review of the evidence base underpinning the Strategy.

This report presents findings from our work on these two work streams.

Reviewing the broader literature on problem drug use
The Strategy focuses on problem drug use (PDU), and aims to improve knowledge of what
works in supply and demand reduction, and our understanding of how delivery of local
services can be achieved. These local services include treatment, prevention and law
enforcement to reduce supply or tackle drug markets and drug use. In doing so, the
Strategy settles on a definition of problem drug users (our italics) as “those using opiates
(e.g. heroin, morphine, codeine) and/or crack cocaine”, but does not provide a definition
of PDU per se.
Understandings of PDU have changed over the last few years

We find evidence that there have been significant changes in the way PDU is
conceptualised – particularly in the non-peer reviewed literature emerging from the UK –
over the past few years (especially since 2001-2). This has included growing acceptance in
the UK that definitions of PDU should include references to drug type.
In general, though, there remains a good deal of uncertainty over what the most
appropriate definition and measures of PDU may be, partly reflecting the range of
dimensions along which drug use may be considered to be “problematic”. These
dimensions are: (1) the type of drug involved; (2) the frequency or pattern of use; (3) harms
or outcomes associated with drug use; and (4) demographic considerations associated with
drug use (e.g. prevalence among youth populations).
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There is little consensus in the international peer reviewed literature on what constitutes
PDU

Each of the four dimensions of ‘problematic’ drug use listed above is a subject of debate in
the international peer-reviewed literature, both within and between disciplines. In this
study, we focused on research in the fields of criminal justice, economics, public health and
epidemiology because they cover the areas the Strategy seeks to address (law enforcement,
drug markets, treatment and prevention).
Understandings of what is problematic about PDU in the peer-reviewed literature are not
uniform. There is no consensus on the types of drugs that should be included; in addition
to those drugs explicitly considered under the Strategy, the peer reviewed literature
includes references to cannabis, tranquilisers, amphetamines, psychotropics, alcohol and, in
a few cases, tobacco. Frequency and pattern of use do not seem to be consistently regarded
as criteria for defining PDU. Harms also do not appear to be decisive indicators of PDU for some authors, any psychoactive drug use is viewed as problematic.
Measurement of PDU is a key area of contention

Definitional differences are reflected in the existence of varied approaches to measurement
of PDU. Many of the peer-reviewed studies we looked at were prevalence studies. For US
studies, the focus is on using health-related harms as proxies to help measure PDU –
usually using data from nationwide surveys such as the National Survey on Drug Use or
Health (NSDUH) and Monitoring the Future (MTF). For the UK peer-reviewed studies,
the focus tends to be on data from agencies and bodies that regularly interact with drug
users – Drug Action Teams (DATs), for example. Turning to the non-peer reviewed
literature from the UK, there was broader acceptance of particular approaches to
measurement – specifically the Multiple Indicator Method (MIM), and capture-recapture
approaches for reaching populations less likely to be well represented in household surveys.
Some recent studies have sought to combine the two methods in their analyses to validate
prevalence estimates.1
There is greater consensus on the definition of PDU in the grey literature from the UK

By contrast with the wider international literature, we find evidence of a significant
convergence of academic opinion in the UK non-peer reviewed literature on PDU –
namely, that PDU is defined in this literature by use of crack cocaine and/or opiates.2 As
with the international peer-reviewed literature, frequency and pattern of use are generally
not regarded as central issues in these studies. However, in contrast to the international
peer-reviewed literature, certain harms, and especially costly harms, from drug use are
1

Triangulating data from a variety of sources to get a sense of "omitted" populations is likely to be the most
robust approach currently. In particular, RAND’s Drug Policy Research Center has triangulated information
from household surveys, treatment admissions, mortality data, and arrestees, adjusting for double
representation across these data sets of some populations, to get a general estimate of the number of problem
drug users in the US (as homeless individuals are represented in treatment data, arrestee data and mortality
data, although not in the household survey; criminally involved are captured in arrestee data; and so on). A
similar strategy using a variety of data systems that capture different "elements" of the problem could be used
in the UK, as any one of these alone provides a glimpse of the problem among a particular type of user.

2

The definition, however, does not specify if opiates include only illicit opiates or licit ones as well (such as
morphine).
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perceived as particularly important indicators of PDU. A number of the studies and
reports reviewed identified the drugs whose use cause most significant and costly harms as
opiates and crack/cocaine, which has led to a consensus that these drugs should be the
focus of concern and strategy to tackle PDU. Those harms considered include mortality,
mental health impacts and broader social impacts, including disrupted employment and
education, and acquisitive crime.
The narrower focus in the UK on most significant harms may be useful, but also carries
risks and drawbacks

The focus on harms and on the drugs that appear to generate the most harms is in many
ways reasonable and in keeping with an approach supported by a scientific literature and
increasing in profile in the field of drugs and substance abuse. That is, there is growing
consensus for some around the need to focus resources on identifying and reducing harms,
rather than pursuing a blanket approach to reducing drug supply or consumption. The
clear emphasis on targeting a small number of high harm causing drugs or users could be a
useful way of directing resources where there is most need, especially at a time when
resources are scarce, in a field where delivery is complex and requires cross-departmental
and multi-agency collaboration. However, there is a risk of circularity, whereby focusing
on the drugs found to be associated with most significant harms and costs may risk
excluding drug problems that have not so far been as well identified, recorded or
quantified. This could be problematic if the excluded drugs and users cause harms that are
as yet relatively unmeasured, in part through lack of attention to them. Further, the focus
on these two types of drugs, and the associated health and criminal justice costs, may be
more suitable for some departments than others, and for some local areas than others.
While the Strategy explicitly notes that local areas need the flexibility to respond to local
needs, and there are mechanisms in place for monitoring emerging drug threats, in the
context of the narrow focus of the Strategy on PDUs it may be important to bear in mind
these risks, protect flexibility and remain aware of the need to monitor potential new
threats and harms.

Reviewing the evidence base underpinning the Strategy
The provision of an evidence base in a government strategy document is unusual and to
be commended

Neither the previous drug strategy (HM Government, 1998) nor the updated Strategy
(HM Government, 2002) provides separate evidence bases to support the information and
actions therein. Instead, in places they provide individual citations as references to support
information and proposed actions.3 The provision of a broad-ranging separate evidence
base drawing on robust research is to be commended, and could provide an extremely
valuable resource for those involved in addressing drugs problems in the UK. However, it
would be even more useful if the information and evidence base was provided alongside

3

The updated evidence base provides a separate brief reference list as a bibliography, and includes a section on
updating the evidence base about work in progress to improve the state of knowledge.
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important contextual details and the implications of the information for those seeking to
address drugs problems.
There are some clear gaps in the UK evidence base where more work is needed as they
are only partially filled by research from elsewhere

The need to draw on evidence from elsewhere is acknowledged in the Strategy, and it is
clear that there are many areas in which further research is needed to improve the state of
knowledge in the UK. There are important moves in this direction with the establishment
of The Cross Government Research Programme on Drugs (CGRPD) in 2008, following
the commitment under the Drug Strategy 2008 to improve the drugs evidence base. The
CGRPD is supported by a Strategic Board, overseeing the programme, and a Delivery
Group, tasked with developing the Cross Government Research Strategy on Drugs. The
Cross Government Research Strategy on Drugs is being developed to aide collaboration
within government, and between government and other stakeholders, in developing a
robust scientific evidence base for long and short term government drug policy. The
strategy provides the policy context for the Cross Government Research Programme on
Drugs, and describes key challenges and priorities for drugs research, from a government
perspective.4 This work should make a welcome contribution and provide the impetus to
address evidence gaps that respond to policy needs.
The strategy draws on robust evidence on drug treatment and drug-related crime

There are areas of real strength in the analysis and incorporation of material in the
evidence base. For instance, the Strategy draws on a robust evidence base in the areas of
what works in drug treatment and what works in reducing drug-related crime. With
respect to drug treatment, cited evidence includes a wide range of peer-reviewed empirical
studies, as well as robust (in some cases systematic) literature reviews, four of which are
Cochrane Reviews.5
With respect to drug-related crime, a number of the studies that the Strategy draws on are
randomised controlled trials (RCTs). Robust research is drawn on to commend high-dose
methadone treatment programmes, although the Strategy acknowledges that much of this
research depends on self-reported data.
Some other evidence and information is weaker and would benefit from more detail and
linking more closely to actions and implications

In some areas there is less robust evidence available, and the Strategy relies heavily on grey
literature rather than independent evaluations and peer-reviewed research. For instance,
policy recommendations on prevention of PDU in young people are based on evidence
drawn from a variety of sources – none of which are apparently peer-reviewed. In other
places peer-reviewed sources are referenced, but at times would benefit from further
context or detail, and in places it is difficult to relate the evidence base to implications for
intervention and delivery of services. This creates a risk that interventions may overlook
4

It is intended that the CGRPD research strategy is published later this year.

5

The Cochrane Collaboration provides systematic reviews of the effects of healthcare interventions with the
aim of improving healthcare decision-making globally. Reviews are published in The Cochrane Library. For
information or reviews see http://www.cochrane.org/index.htm
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potentially important determinants of success, including environmental factors, the
importance of age in some areas such as wraparound care and the significance of gender in
certain outcomes and in programme design to optimise those outcomes.
With respect to drug supply and law enforcement, the Strategy usefully includes
descriptive detail on current activities. However, further evidence would be useful here.
For example, partnerships with local agencies are clearly regarded as key to the success of
drug supply and law enforcement initiatives, but without further detail on the types of
local partner organisations involved, and the length or nature of their involvement, this
information would be difficult for local delivery bodies to use to inform their actions.
Thus, without further detail, context and linking to further action, some aspects of
Appendix 5 may miss the opportunity to optimally inform delivery bodies and those
seeking to draw on the information to guide design and implementation of interventions.

Final remarks
These observations are intended to inform the NAO’s VfM study on the UK
Government’s Drugs Strategy. These observations relate to the definition of PDU used in
the Strategy, the evidence base underpinning the Strategy, and the implications of these for
those seeking to draw on the Strategy and its evidence base. In doing so, this report seeks
to respond to a subset of questions within the NAO’s broader examination of local
authorities’ capacity to deliver on the aims of the Strategy with respect to PDU at the local
level.

x

CHAPTER 1

Introduction

Illicit drugs impact on the health and social outcomes of those using drugs, but also their
families, others in close relationships with them, and communities. Drug trafficking and
distribution, or supply, also generates costs and challenges.6 It is estimated that the UK
market in illicit drugs is worth between £4 and £6.6 billion (HM Government, 2008, p.
8). Use of Class A drugs has been estimated to incur £15.4 billion each year in health and
crime costs, with problem drug users (PDUs), generally defined in Home Office reports as
those using opiates and/or crack cocaine, accounting for 99 per cent of these costs (HM
Government, 2008, p. 8). The costs associated with Class B and C drugs, which include
non-injection amphetamines and cannabis, have not been formally measured.7
Through the 2008 drug strategy, Drugs: protecting families and communities, (the ‘Strategy’)
the UK Government aims to enhance knowledge of what works in terms of supply and
demand reduction and how delivery can be achieved, “by conducting a cross-government
programme of research and pilot programmes.” In addition, a series of three-year Action
Plans, running concurrently with Comprehensive Spending Review cycles and Public
Service Agreement (PSA) reviews, will be implemented to further the Strategy’s core aim of
reducing the harm drugs inflict on society (HM Government, 2008, p. 8).
Against this background, the National Audit Office is now conducting a value-for-money
study, Tackling Problem Drug Use, focusing in particular on local delivery authorities’
capacity and capability to effectively tackle problem drug use through delivery of local
services. As part of its value-for-money study, the NAO commissioned RAND Europe to
conduct two of the VFM study workstreams:
•

a literature review on problem drug use, and

•

a review of the evidence base underpinning the Strategy.

This report presents our findings from these two workstreams. We begin with an
examination of the way in which ‘problem drug use’ (PDU), is conceptualised in the UK
Drug Strategy, particularly in Appendix 5 (the Strategy’s evidence base), and compare this
6

http://www.interpol.int/Public/Drugs/Default.asp

7

The classification of drugs in the UK is as follows: Class A drugs include Ecstasy, LSD, heroin, cocaine, crack,
magic mushrooms and amphetamines (if prepared for injection); Class B drugs are amphetamines, cannabis
(recently re-classified from Class C), methylphenidate (Ritalin) and Pholcodine; Class C drugs are tranquilisers,
some
painkillers,
Gamma
hydroxybutyrate
(GHB)
and
Ketamine
(see
http://www.homeoffice.gov.uk/drugs/drugs-law/Class-a-b-c/, last accessed May 2009).
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conceptualisation to those offered in international and UK peer review and grey literatures.
Chapter 2 reports on this work stream. In Chapter 3 the second study is discussed,
examining the Strategy’s evidence base, with a particular focus on the robustness of the
evidence used, on the way the evidence is used, its relevance to the Strategy and on
identifying any gaps in the evidence base which may have important implications for the
aims and implementation of the Strategy.

2

CHAPTER 2

2.1

Defining problem drug use

Introduction

The National Audit Office (NAO) commissioned RAND to provide an overview of the
way in which ‘problem drug use’ (PDU) is conceptualised in the Strategy, and in the peerreviewed and grey literature.8 Setting the Strategy’s definition of problem drug use against
other definitions in the literature informs an assessment of the usefulness and possible
limitations of the definition when considering local delivery bodies’ need to coordinate
action to deliver services that treat, prevent and enforce the law around illicit drugs.
This is important because drug use may be conceived as problematic in different ways, for
different reasons, by different research disciplines, government departments, agencies and
practitioners. It is not surprising, therefore, that the term ‘problem drug use’ has been used
to describe a range of different drug use behaviours in the scientific, treatment, criminal
justice and other policy literatures. The definitions frequently differ around key issues,
including inclusion or exclusion of particular drugs (e.g. cannabis, methamphetamines),
different classifications of types of drug use (injection drug use only, dependent use) and
different views about cut-off points for ‘problematic’ frequency of drug use (daily, weekly,
etc).
In conducting this review, we began with an analytical framework focused on what is
considered problematic about drug use, for example type of drug, the means or frequency
of use, and/or the (range of) harms (health, criminal justice, employment, education, etc).
Each of these areas, and the interactions between them, could be the subject of literature
reviews and detailed examination in their own right, but this is beyond the scope of the
current study. Instead, this review aims to establish the range of definitions for PDU and
implications of differences in how PDU is defined. In order to do so, we begin by briefly
considering the evolution of PDU as a concept, then summarise the definition and use of
the term PDU in the Strategy and related documents. We then present a brief summary of
recent literature on ‘problem drug use’ or ‘problematic drug use’ from UK and
international peer-reviewed publications, as well as selected relevant grey literature. The
final section of this chapter summarises the implications of our findings.

8

Particularly in the evidence base for the Strategy, found in Appendix 5.
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2.2

Use of the term ‘problem drug use’

Problem drug use (PDU) per se is not defined in the current Strategy; instead the focus is
on problem drug users. The Strategy defines ‘problem drug users’ (PDUs) as ‘those using
opiates (e.g. heroin, morphine, codeine) and/or crack cocaine’ (Home Office, 2008, p. 50).
Logically, therefore ‘problem drug use’ can be defined as the use of opiates and/or crack
cocaine’.
One of the key themes to emerge from our literature review is the apparent fragility of the
concept of PDU in the eyes of academics writing on the subject, including for Home
Office sponsored studies. The authors of one academic study of PDU commissioned by
the Home Office (Godfrey et al., 2002) acknowledge this, in a passage that is worth
quoting at some length:
“Problem drug use would ideally be defined in relationship to an individual’s
experiences. There is no agreed definition of a problem user… Problem drug users are
generally understood to be those whose drug use is no longer controlled or undertaken
for recreational purposes and where drugs have become a more essential element of an
individual’s life… Problem drug use is associated with certain drugs, opiates and
cocaine, as well as injecting drug use of amphetamines. However, not all consumers of
these drugs are currently problem users (p.9).”
The authors suggest that the identification of PDU with crack cocaine and heroin over and
above other drugs is perhaps one of analytical convenience:
“To estimate the number of young recreational and older regular users, some division
had to be made from these surveys of problematic and non-problematic use. It was
assumed therefore that all opiate use and crack use reported in such surveys is
problematic; this assumption may be revised in time if better evidence and
monitoring data become available.
available All ecstasy, LSD and magic mushroom use is
assumed not to be problematic (p.9).”
This study was published in 2003; a further Home Office study published the following
year (Hickman et al., 2004) suggests convergence towards the definitions of PDU used in
the Strategy for reasons of practicality. The authors state that:
“Questions remain as to what “problem drug use” represents and whether it is
meaningful without reference to drug type… Treatment services and many other data
sources on problem drug use are dominated by opiate and crack-cocaine use. The
problematic use of illegally obtained benzodiazepines in non-heroin users may not be
large. Cannabis, ecstasy, and non-injecting use of amphetamine and powder cocaine
are estimable through different methods: direct methods or population surveys. It is
recommended, therefore, that prevalence estimation of problem drug use focus on
injecting drug use, opiate and crack/cocaine use with an assessment of the most
appropriate data sources for each type (p.28)"
Tackling the harms and costs associated with drug use is a central theme in the Strategy.
For example, the Strategy explains its focus on users of opiates and crack-cocaine as ‘PDUs
are of particular interest because it is estimated they account for 99 per cent of the costs to
society of Class A drug misuse’ (HM Government, 2008, p. 50), some £15.4 billion in
crime and health costs each year (HM Government, 2008, p. 8). The Strategy document
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notes that ‘our focus will remain on the drugs that cause the greatest harms to
communities, families and individuals, local areas will have more flexibility to determine
their response to the drugs that are causing the greatest harm to their communities (p. 12).’
The Strategy highlights specific costs of ‘problem drug use’ of Class A drugs in Britain
(Godfrey et al., 2002), including health care costs associated with substance abuse-related
hospitalisations, psychotic disorders, and other health problems; the cost of substance
abuse-related mortality; cost of drug-related infectious disease, including HIV, Hepatitis C
and Hepatitis B; the cost of acquisitive crime and use/possession/sale crimes committed by
problem drug users (Godfrey, Stewart, and Gossop, 2004).
Other related documents, such as The UK Drug Harms Index (DHI) developed by the
Home Office, also focus on harms.9 The DHI’s main focus is on health impacts (new cases
of HIV, Hep B and Hep C associated with injection drug use; drug related deaths; drug
related mental health and behavioural problems; drug overdoses; and neonatal problems),
so-called ‘community harms’ (captured through measures of community perceptions of
drug use/dealing, and drug dealing offences), and crime (MacDonald et al., 2005).
While the focus on harms is relatively consistent, the relatively narrow range of drugs
encompassed in the definition of PDUs is not always consistent with the focus of either the
Strategy itself, or the evidence review that underpins the Strategy, and which is
summarised in Appendix 5 of the Strategy document (op cit pp. 49 and 53). The evidence
base Appendix especially appears to encompass a somewhat broader working definition of
PDU than the one set out in the main Strategy document.10 In particular, the Appendix
refers to drugs other than heroin and crack cocaine, including cannabis, tobacco, alcohol
and solvents. At the same time the Appendix gives particular focus to the problems of drug
use in young people. This includes school children and young people aged between 16 and
24, and ‘vulnerable young people’ including looked-after children, those who are homeless,
truant, excluded from school or serious and/or regular offenders (Morral, McCaffrey, and
Paddock, 2002, p. 49), and who are less likely than older age groups to be PDUs
(according to the narrower definition).
Thus, in providing both an evidence base and strategic aims around drug problems, harms
and interventions, both the Appendix and the Strategy as a whole appear to include
concern about drug problems beyond the narrow parameters of PDU, and with a
particular focus on harm.

2.3

Definitions of ‘problem drug use’ in the peer-reviewed literature

The following discussion draws on a literature review to provide an overview of how the
terms ‘problem drug use’ and ‘problematic drug use’ are used in the academic literature
and relevant grey literature – that is, papers, reports and other documents published by
governmental agencies, academic institutions and other groups that are not distributed or
9

http://www.homeoffice.gov.uk/rds/pdfs05/rdsolr2405.pdf (Last Accessed September 2009)

10

Indeed, this is reflected in the more frequent use of a range of other terms, apparently to describe the same
issue. This includes ‘substance misuse’ (n=59) and ‘drug misuse’ (n=50). The term ‘problem drug use’ is used
only five times throughout the document.
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indexed through commercial publishers. Our aim was to provide a conceptual mapping of
the range of definitions and current use. The original search was supplemented with
additional economic literature and incorporated input from the team’s internal drug
experts (see Appendix B for a more detailed description of the methodology).
Here we present a summary of the findings from the review of 25 international scholarly
papers and 23 from the UK. Table 1 shows the range of definitions and foci found within
the papers.

Table 1: Definitions of ‘problem drug use’ in peer review literature included in review
International
International
Literature

Definition of Problem Drug Use

UK specific
literature

Total

Problem drug use not explicitly defined in the
article

13

8

21

Problem drug use defined in terms of use of a
particular substance

2

9

11

Problem drug use includes
prescription drug abuse

or

8

11

19

Problem drug use defined in terms of ANY
use (regardless of frequency or method) of a
drug

0

0

0

Problem drug use defined in terms of type of
use (e.g. injecting drug use (IDU), weekly or
daily use, dependent use)

3

7

10

Problem drug use defined in terms of related
harms

1

5

6

Harm associated with drug use defined in
terms of health and mortality

10

5

15

Harm associated with drug use defined in
terms of crime

2

2

4

Harm associated with drug use defined in
terms of lost productivity

3

2

5

Harm associated with drug use defined in
terms of lost child welfare

3

5

8

Problem drug use defined in terms of age of
user

0

1

1

alcohol

Table 1 shows clearly that there is no consensus around a single definition of ‘problem
drug use’, nor any broad adherence to restricting the drugs considered under PDU to
opiates and crack cocaine, as suggested by the Strategy’s definition of PDUs. It also
suggests that the majority of definitions of ‘problem’ or ‘problematic’ drug use focus on
harms. Most of the studies took assessments of impacts of drug use (especially health-
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related impacts) as the main proxy for PDU (Edlund et al., 2007; Sullivan et al., 2006;
Okulicz-Kozaryn and Sierosławskia, 2007; Holland et al., 2006; Barnard, 2005).

2.3.1

Use of particular drugs

Internationally, there is no common specification of which drugs to consider in definitions
of problematic use. The economics literature tends to discuss all drugs together (i.e. any
illicit drug) or to make distinctions between ‘hard’ and ‘soft’ drugs as embodying a
distinction between drugs with significant addiction potential (including cocaine, crack
cocaine, heroin, methamphetamine, other stimulants and non-prescribed methadone)
from cannabis (the ‘soft’ drug). Several articles in the economics literature examine the
specific harms unique to: cannabis, such as hospital admissions, dropping out of school
and productivity effects (Edlund et al., 2007; Pokhrel et al., 2007; Holland et al., 2006;
Weaver et al., 2003; Aidala et al., 2007; Payne, 2007; Trujillo et al., 2006; Rehm et al.,
2005; Gemmell, Millar, and Hay, 2004); to tranquilisers/benzodiazepines (Edlund et al.,
2007; Hay and Gannon, 2006); to amphetamines (Edlund et al., 2007; Aidala et al., 2007;
Payne, 2007; Rehm et al., 2005; Weaver et al., 2003); to alcohol (Edlund et al., 2007;
Fothergill et al., 2008; Pokhrel et al., 2007; Trujillo et al., 2006; Holland et al., 2006); and
tobacco (Trujillo et al., 2006; Bogart et al, 2006). On balance, cocaine and heroin are the
most frequently identified drugs in discussions of PDU in the public health and
epidemiological literature. 11
There is also no clear pattern in the UK-specific peer-review literature with respect to
particular kinds of drugs included in definitions of PDU. Heroin, crack cocaine, cocaine,
ecstasy, amphetamines, cannabis and alcohol were included in discussions in the papers
examined (Meier, Donmall, and McElduff, 2004; Weaver et al., 2003; Willner, 2000;
Backett-Milburn et al., 2008; McCrystal et al., 2007; Seddon, 2006; McCrystal et al.,
2005).
2.3.2

Problem drug use and harm

Harm is the most common defining parameter for problem drug use in the implicit
definition that appears to underpin the Strategy and the Strategy’s Appendix 5.
In the international economics literature the social cost of drug misuse is the most
common theme. Here the focus is on primary harms from drug use associated with the
greatest cost, including lost productivity, crime, and health-related impacts including
premature death. Outcomes receiving particular attention in this literature include level of
schooling, unemployment, reduced earnings, absenteeism from work, engaging in crime

11

In our literature search we came across a paper that defined problem drug use as the “misuse of
psychotropics”, which are pharmaceutical drugs such as painkillers or tranquilizers. This definition, however,
appears to have been derived from the situation in the region they examined, namely Kabul in Afghanistan.
Nevertheless, the same article confounds the definition by stating that “an assessment of problem drug use in
Kabul city found 14,298 users of pharmaceutical drugs, compared to 10,774 opium users and 7,008 heroin
users” (Macdonald, 2008). Similarly, a paper on drug use in the Czech Republic identifies methamphetamine
use as part of problem drug use; the paper states that data on methamphetamine trends were obtained from,
among others, estimates of problem drug use in the country (Zabransky, 2007).
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(property and violent crime), drug treatment, accidents, and the spread of communicable
diseases. Economic studies attempt to calculate a monetary cost of these outcomes.
In the public health and epidemiology fields, the particular harms receiving the most
attention include drug-related mortality and mental health impacts in terms of the
increased prevalence of common disorders (Edlund et al., 2007; Sullivan et al., 2006; and
Sullivan et al. 2006; among many others); low levels of self control (Pokhrel, 2007);
aberrant use of analgesic drugs among problem drug users (Tsao, Stein, and Dobalian,
2007); poor educational outcomes in adolescent users (Okulicz-Kozaryn and Sierosławskia,
2007); and the prevalence of acquisitive crime (Holland et al., 2006). These studies
recognise the complexity of trying to unravel the causal relationship between negative
outcomes and drug use.
For the UK peer-reviewed literature, discussion of harms is similarly wide-ranging, and
perhaps more so. For example, besides a focus on crime and health impacts (Bloor et al.,
2008), there is also an interest in the impact of PDU on home life and particularly child
development (Barnard and McKeganey, 2004; Backett-Milburn et al., 2008; Street et al.,
2008; among others), and broader impacts were also considered, including antisocial
behaviour and the future impact of PDU on social exclusion (McCrystal et al., 2007).
2.3.3

Problem drug use and demographics

The Strategy does not highlight age in defining PDU, but age is covered in the Appendix.
For both international and UK-specific studies, there is some evidence of a particular focus
on youth, typically in the age range 11-16, or young people between the ages of 15 and 27
(Willner, 2001; Willner, 2000; Backett-Milburn et al., 2008; McCrystal et al., 2007;
Johnston et al., 2008). There is also a small literature on the experience of PDU within
particular groups, for example parents and families (Barnard and McKeganey, 2004), the
homeless (Neale, 2001), and sex workers (Roxburgh et al, 2008).
2.3.4

Measuring problem drug use

Measuring problem drug use is a complicated endeavour because of the illicit nature of the
activity and the hard to reach populations that may be involved. A narrow definition of
PDU may help to reduce the measurement challenges (Godfrey et al. 2002). Here we
provide an overview of how ‘problem drug use’ is measured in the wider literature, with
the aim of identifying possible alternatives to be considered.
A large proportion of the papers reviewed (33 per cent) were prevalence studies, seeking to
estimate prevalence for the extent of ‘problem drug use’ across whole populations (Vaissade
and Legleye, 2009; Holland et al. 2006; and in the UK, Gemmell, Millar, and Hay, 2004).
There are a number of ways in which these are done, and none is considered to be without
limitations. Some of these approaches are discussed briefly below.
For those studies originating from the United States, it appeared that by far the most
common method of measurement involved indicators of prevalence of specific types of use
(injection drug use; daily use; DSM-IV criteria for abuse and dependence; early initiation).
Studies such as the National Survey on Drug Use or Health and the Monitoring the
Future Survey provide information using these sorts of indicators which are then examined
and reported by a range of researchers and government agencies (for example in Johnston
et al., 2008; SAMHSA, 2008; Compton et al., 2004; Jacobson, 2004). The U.S. National
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Drug Strategy also provides evidence on the number of emergency room hospital episodes,
treatment episodes, and overdoses that are reported nationally as further indicators of
problematic drug use, and researchers have examined trends in these (e.g. Caulkins 2001;
Cunningham and Liu, 2003; Dave, 2006; Dobkin and Nicosia, 2009).
Population-based studies are less common in UK-based research. Instead the focus of data
collection tends to be on agencies and bodies that regularly interact with problem drug
users (Holland et al., 2006; Gemmell, Millar, and Hay, 2004). These include health
service providers and criminal justice agencies, for example, or data from the arrest referral
system, probation service, and local police forces. Drug Action Team (DAT) data,
collected using standardised templates across all areas of the country, is also a common
source of information about drug use for UK-based studies (Holland et al., 2006; Frisher,
Heatlie, and Hickman, 2006; and others). Qualitative studies also tended to rely on
agency-type sources to assemble small samples for analysis (Willner, 2001; Willner, 2000;
Backett-Milburn et al., 2008).
A key limitation of these studies is that sampling depends on problem drug users coming
forward for treatment. This limitation has led the authors of one study to conclude that
they had under-estimated prevalence in their target population (Payne, 2007; Story et al.,
2007; Gemmell, Millar, and Hay, 2004). One proposed solution to this limitation is the
use of a capture-recapture methodology to generate estimates for the number of ‘hidden’
problem drug users in a group of London boroughs, to try to generate more robust figures
(Hickman et al., 1999). In basic form, the capture-recapture method involves capturing a
sample of a population, ‘marking’ and then releasing them. A second sample is then
captured; the proportion of marked individuals in this second sample is assumed to be
equivalent to the proportion of individuals in the population that were captured in the first
sample, hence the population size can be estimated.

2.4

Definitions of ‘problem drug use’ in the grey literature

In this section we discuss some of what is commonly referred to as ‘grey’ literature. The
section focuses on reports published by, or on behalf of, various UK government
departments, agencies and other bodies, using the search terms ‘problem drug use’ and
‘problematic drug use’. A total of 39 documents were reviewed. Of these, 14 were
produced by or on behalf of the Home Office.
Table 2 shows the range of definitions identified in the grey literature reviewed.
Table 2: Use of different definitions of ‘problem drug use’ in UK grey literature
UK specific
literature

Definition of Problem Drug Use
Problem drug use not explicitly defined in the article

14

Problem drug use defined in terms of use of a particular substance

26

Problem drug use includes alcohol or prescription drug abuse

6

Problem drug use defined in terms of ANY use (regardless of frequency or
method) of a drug

0

9

Problem drug use defined in terms of type of use (e.g. IDU, weekly or daily
use, dependent use)

7

Problem drug use defined in terms of related harms

9

Harm associated with drug use defined in terms of health and mortality

22

Harm associated with drug use defined in terms of crime

16

Harm associated with drug use defined in terms of lost productivity

7

Harm associated with drug use defined in terms of lost child welfare

4

Problem drug use defined in terms of age of user

0

A review of the grey literature mirrors that of the peer review literature, with problem drug
use often not defined at all, and where it is defined it tends to be associated with harms.
However, in addition to this similarity, there is also a striking difference in this literature as
compared with the peer review literature: in this grey literature a larger proportion of
reports define PDU in terms of particular substances. This finding is discussed in more
detail below.
2.4.1

Use of particular drugs

UK government departments and agencies in this review were in general more likely to use
a definition of problem drug use that related to opiates and crack/cocaine. Earlier Home
Office studies, however, (generally pre-2006, though there are some exceptions to this)
either avoid drug-based definitions of PDU (Tilley et al., 2004; Hickman et al., 2004), or
discuss a much wider range of drugs, including cannabis, amphetamines, LSD, ecstasy,
tranquilisers and others (Beckett et al., 2004). Later Home Office studies (from 2006
onwards), by contrast, then focus more explicitly on the use of opiates and crack cocaine
(Singleton, Murray, and Tinsley, 2006; Hay et al., 2007; Beckett et al., 2004; Ward et al.,
2003; Wincup et al., 2003; Godfrey et al., 2002).
For those agencies responsible for health-related issues (specifically National Institute for
Health and Clinical Excellence (NICE), the National Treatment Agency (NTA) and the
Health Protection Agency (HPA)), we could not find clear evidence to suggest that heroin
and crack cocaine use were regarded as key determinants of PDU. While there was some
focus on opiates, this was usually in the context of guidelines specifically focused on
treatment for opiate abuse. On the whole, guidelines and other sources from health-related
bodies used definitions that focused explicitly on harms, rather than the particular drugs
used (British Psychological Society and Royal College of Psychiatrists, 2008a; British
Psychological Society and Royal College of Psychiatrists, 2008b). This also reflects
apparent discrepancies in the language used to describe drug usage by health-related
agencies – which rarely make reference to ‘problem drug use’ or ‘problematic drug use’ at
all, generally preferring terms such as ‘substance misuse’ or ‘drug misuse’ (British
Psychological Society and Royal College of Psychiatrists, 2008a; British Psychological
Society and Royal College of Psychiatrists, 2008b).
It is worth considering the extent to which the definition of PDU in the Strategy is aligned
with that of the European Monitoring Centre on Drugs and Drug Addiction
(EMCDDA). As the acting data collection agent for the EC, the EMCDDA requests that
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each Member State provides information on the number of problem drug users within its
borders. The definition adopted by the EMCDDA is:
‘injection drug use or long duration/regular use of opioids, cocaine and/or
ampehtamines. This definition specifically includes regular or long-term use of
prescribed opioids such as methadone, but neither includes their rare nor
irregular use, nor the use of ecstasy or cannabis. Existing estimates of problem
drug use are often limited to opioids and polydrug use’ (EMCDDA, 2009).12
The different definitions of problem drug use drawn on by the UK Drug Strategy and the
EMCDDA raises a question about provision of information to the EMCDDA allowing
comparability of findings on problem drug use between the UK and other Member States.
If this data is reported according to the EMCDDA’s definition, then it is noteworthy that
there remains adherence to an alternative definition. If such information is provided
according to the alternative UK, rather than EMCDDA, definition, it would be worth
drawing out the caution this necessitates with respect to comparability.
2.4.2

Problem drug use and harm

As in the apparent understanding of PDU underpinning the Strategy, Appendix 5, and
much of the peer review literature, harm is also the primary focus of the grey literature.
The range of harms considered by the studies reviewed was broad, and understandably
usually focused on harms that were of most relevance and interest to the sponsoring or
related departments and agencies.
For example, in Home Office-sponsored studies there was a strong focus on homelessness,
acquisitive crime and the impact of drug use on educational outcomes (Tilley et al., 2004;
Beckett et al., 2004; Ward et al., 2003; Wincup et al., 2003; Edmunds et al., 1996).
Acquisitive crime examined in these studies tended to include fraud, burglary, robbery,
shoplifting, and arrests for drug-related offences (Singleton, Murray, and Tinsley, 2006;
Frischer, Heatlie, and Hickman, 2004; Godfrey et al., 2002; and others). For the Ministry
of Justice, the main concerns were harms relating to prison inmates, including the impact
of PDU on the balance of order in prisons, the potential for depression and self-harm
among inmates, and potential harms to their families outside prison (Blakey, 2008).
Clinical guidelines produced by the National Institute for Health and Clinical Excellence
(NICE), the National Treatment Agency (NTA) and the Health Protection Agency (HPA)
were overwhelmingly concerned with mental health impacts of drug use, wider impacts on
the families and children of problem drug users, and ultimately increased mortality
associated with PDU (NTA, 2007; NTA, 2006; NICE, 2007a and b). Other related harms
identified include: ‘increased mortality from overdose and from other directly or indirectly
associated harms such as increased risk of infection with blood-borne viruses (HIV,
hepatitis B and hepatitis C); high levels of depression and anxiety disorders; social
problems such as disrupted parenting, employment and accommodation; and increased
participation in income generating crime’ (British Psychological Society and Royal College
of Psychiatrists, 2008a; British Psychological Society and Royal College of Psychiatrists,
2008b).
12

See: http://www.emcdda.europa.eu/stats08/pdu/methods (last accessed June 2009).
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In these studies PDU is defined as ‘a condition that may cause an individual to experience
social, psychological, physical or legal problems related to intoxication and/or regular
excessive consumption, and/or dependence’ (British Psychological Society and Royal
College of Psychiatrists, 2008a; British Psychological Society and Royal College of
Psychiatrists, 2008b). Similarly, the Health Protection Agency (HPA) reports tend to focus
on intravenous drug use (IDU) (HPA, 2003; HPA, 2005; HPA, 2007), probably reflecting
their concern with understanding the spread of blood-borne infections such as Hepatitis B
and C, and HIV.
2.4.3

Problem drug use and demographic issues

In the grey literature, as in other literature reviewed, few of the studies examined were
concerned with specific demographic groups, although there was some evidence of interest
in vulnerable young people in Home Office-sponsored studies (Drugscope, 2000; Beckett
et al., 2004; Ward et al., 2003; Wincup et al., 2003). One study, for example, was
specifically concerned with drug use among young people making the transition from care
to independent living (Ward et al., 2003). Another looked at homeless young people
(Wincup et al., 2003), and others at the impacts of parental PDU on child welfare and
development (Advisory Council on the Misuse of Drugs (ACMD), 2003).
2.4.4

Measuring problem drug use

A significant number of the studies we examined (14 out of the 39 studies) were concerned
with generating prevalence estimates. It is clear from these documents that there remains
an ongoing debate as to the most robust methods for estimating the number of problem
drug users nationally, and among various populations in Britain.
Earlier studies commissioned by the Home Office focused on using one of two approaches:
either a capture-recapture method to estimate prevalence (Singleton, Murray, and Tinsley,
2006; Hay et al., 2006), or the Multiple Indicator Method (MIM) (Frischer, Heatlie, and
Hickman, 2004; Hay et al., 2006; Beckett et al., 2004). Capture-recapture is described
above, in section 2.3.4. MIM, by contrast, involves generalising from areas in which local
estimates of prevalence have been derived, to try to develop regional or national-level
figures. Local areas then provide ‘anchor points’ for these national estimates.
There is, however, ongoing uncertainty as to the relative strengths and weaknesses of the
two approaches, exemplified by the publication of two Home Office-commissioned studies
in the same year that rejected the use of MIM (Hickman et al., 2004) and capturerecapture-based approaches respectively (Frischer, Heatlie, and Hickman, 2004). For
MIM, authors acknowledge two key areas of weakness, namely that: (1) the anchor points
are themselves estimates, and (2) an assumption that the relationship between prevalence
and the predictors in the calibration sample is transferable to all other areas (Frischer,
Heatlie, and Hickman, 2004). For capture-recapture, on the other hand, there is particular
concern at the potential for double-counting of individual users, given that multiple data
sources are usually used at the same time (Singleton, Murray, and Tinsley, 2006).
Finally, it should be noted that the vast majority of the studies examined in the non-peer
reviewed literature were cross-sectional in design. Authors of these studies readily admit the
limitations of cross-sectional designs in much the same terms identified for the peerreviewed literature: namely that they do not capture trajectories of drug use such as
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pathways into and out of PDU. A notable exception to this was the National Treatment
Outcome Research Study (NTORS) – a prospective longitudinal cohort study that was
run from 1995-2000 (Gossop, Marsden, and Stewart, 2001, 2000a, 2000b; Gossop,
Marsden, Stewart and Kidd, 2003a, 2002a, 1998; Gossop, Marsden, Stewart and Treacy
2002; Gossop, Trakada, Stewart and Witton, 2006). Others are Drug Outcomes Research
in Scotland (DORIS) and ROSIE (Comiskey et al 2009).

2.5

Discussion

The Drug Strategy indentifies key challenges as the high health and criminal justice costs
associated with ‘problem drug users’, who are defined as users of those problem drugs
(Strategy, p. 8) and Appendix 5 (p. 50). This focus is understandable on a number of
dimensions, and aligns with the particular focus of the Home Office as a Department. It is
recognised within the literature that draws on this narrower definition of PDU that current
use has emerged partly as an analytical convenience, to facilitate measurement and
prioritise and focus on harms indicated by that measurement. The wider literature
encompasses many other ways of defining ‘problem drug use’, highlighting the myriad
ways in which PDU can be used and some of the possible limitations of particular uses. 13
Even within the Strategy and its evidence Appendix there is explicit acknowledgement of
concerns and harms associated with drug use, beyond the narrow definition of PDU. This
is important because, if applied rigidly, a narrower definition could raise challenges for
delivery of drug policy. While estimates indicate that problem drug use as defined in the
Strategy generates a significant proportion of the costs from drug use, the link is not
necessarily straightforward or linear. It is not clear whether all users of opiates and crack
cocaine generate costs, nor is it clear what costs are generated by use of other drugs, such as
methamphetamines, cannabis, ecstasy and psychotropics that have for the most part not
been measured (or included in the measures commonly cited). Low prevalence is not
necessarily tantamount to low cost or impact. For example, a recent study on
methamphetamine use in the United States, which has a general prevalence rate of only
one per cent nationally, estimates that the economic burden of the drug in 2005 was $23.4
billion, which amounts to approximately 20 per cent of the estimated $143 billion total
cost of drug use in the country14 (Nicosia et al., 2009). The implication is that other drug
use not included in the definition of PDU (and even in the category of Class A drugs) may
incur great costs to society which, at present, remain largely unquantified in the UK.
Furthermore, whilst addressing the challenging area of measurability, the focus on opiates
and crack-cocaine may raise three further challenges. First, it is important to ensure that
focusing on a narrow range of drugs does not preclude or divert attention from
13

It should be noted that, given the specific focus on the terms ‘problem drug use’ and ‘problem drug users’ in
this study, there is a substantial body of peer- and grey literature on drug use which is not captured here. For
example, a significant portion of the literature on drug abuse and/or dependence, and much of the associated
treatment literature, do not use the terms PDU or PDUs specifically, and thus do not feature prominently in
this review.
14

See http://www.whitehousedrugpolicy.gov/publications/pdf/economic_costs98.pdf (last accessed August
2009).
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measurement of other drug harms. That is, while identifying those aspects of drug use
currently generating the most health and criminal justice costs as ‘problem drugs’, it is
important to continue to attend to research and measurement of costs and harms of other
drugs. Otherwise there is a risk of circularity whereby current problems attract attention,
become better quantified, appear even more significant in being quantified, and thereby
attract further attention. Such circularity is by no means inevitable – researchers interested
in drug misuse focus their attentions on a range of drugs and users irrespective of strategy
at a given time. However, it is at least worth a note of caution, given the flag raised even by
those researchers who set the parameters of the definition in the first place (Godfrey et al.,
2002), that
‘It was assumed therefore that all opiate use and crack use reported in such surveys is
problematic; this assumption may be revised in time if better evidence and monitoring
data become available (p. 9)’.
A second challenge raised by the narrower definition is the risk that if different agencies,
countries and researchers and departments are measuring different drugs used or aspects of
drug use, there is a need to ensure that assessment of any data generated takes these
differences into account, to ensure comparability. Of course, this challenge is not specific
to policy makers, researchers and others in this field. Rather it is required of anyone
attempting to conduct such research and evaluation, or compare findings (Edwards, Arif
and Hodgsons, 1981).
Finally, focusing on particular drugs encapsulates the association of those drugs with
particular significant and costly harms, but does not provide traction on causality, or
specifically on possible drivers of those harms. Thus, the specific focus on ‘problem drug
use’ and ‘problem drug users’, defined as those using opiates and crack cocaine, does not
encompass the substantial literature on dependence or addiction. This is significant because of its association with other problematic aspects of drug using behaviour, addiction
is an example of a dimension of problem drug use that is not incorporated in current use,
but which could usefully inform design and delivery of services.
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CHAPTER 3

3.1

Drug strategy evidence base

Introduction
The second work stream of this project was based on a review of the evidence base for the
Drug Strategy, and how this evidence base is used in the Strategy.
The evidence base for the Strategy includes evidence from a range of disciplines, including
criminology, health, and economics. The breadth of evidence is condensed into one
appendix, Appendix 5: Evidence Review, which has been peer-reviewed by academic experts.
Appendix 5 aims to summarise “…the most recent evidence on illicit drug use, supply,
intervention and prevention” (HM Government, 2008), which is then used as the basis for
the emphasis on the five principal strands of the strategy: (1) protecting communities
through robust enforcement to tackle drug supply, drug-related crime and anti-social
behaviour; (2) preventing harm to children, young people and families affected by drug
misuse; (3) delivering new approaches to drug treatment and social re-integration; (4)
public information campaigns, communications and community engagement; and (5)
overarching and underpinning actions related to the coordination of enforcement activities
nationally and internationally and improving the treatment and prevention delivery
systems.
The Home Office divides the discussion in Appendix 5 of the Strategy into seven sections
(14 sub-sections). Appendix 5 begins with a description of the general drug use problem in
the UK, as measured by a variety of different indicators (sections 1, 2 and 3), and then
focuses on the scientific evidence in the five main areas identified in the Strategy (sections
4 through 7). The sections of Appendix 5 are:
•

Section 1: Prevalence of drug use in key populations

•

Section 2: Drug use in young people

•

Section 3: Drug-related harms

•

Section 4: Prevention and young people (Strategy Aims #2 and #4)

•

Section 5: What works in drug treatment (Strategy Aim #3)

•

Section 6: Drug-related crime and interventions to reduce offending (Strategy
Aims #1 and #3)
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•

Section 7: Drug supply and enforcement (Related to Strategy Aims #1 and #5)

Overall, it is worth noting that the Strategy is a policy document, not a scientific paper,
and that it is therefore to be applauded for including a separate evidence base at all, and for
providing a significant amount of information and the attendant sources upon which the
reader may draw.15 In doing so, Appendix 5 succeeds in covering a broad range of issues in
illicit drug supply, drug use and the treatment of illicit drug problems or interventions in
drug markets. The provision of this evidence should be useful and referred to by a range of
readers.
Within each of the sections in Appendix 5 most of the information and assertions are
supported by references, including journal articles, clinical guidelines, data sets,
government reports, and books. We were commissioned by the NAO to examine those
references on three dimensions: ‘robustness’, ‘use’, and ‘gaps’. ‘Robustness’, involved the
identification, for each of the papers cited in Appendix 5, of the characteristics of the
research design (for example, whether it was a randomised controlled trial) and/or data
source (e.g. representativeness of the sampling frame) in order to determine whether the
results are reproducible and whether characteristics of the research approach might produce
biased results. In terms of ‘use’, we compared the findings of the reference to their citation
in Appendix 5 to assess consistency and appropriateness, and discuss possible implications
of our findings in this respect. Regarding ‘gaps’, we considered whether other research
findings, from citations in Appendix 5 or from elsewhere, could have been useful either to
further inform delivery bodies and others drawing on the evidence, or would change the
nature of the information provided in Appendix 5. The focus of this assessment of the
evidence base is on issues that would be consequential in informing prioritisation, design
or delivery of services.16 A more detailed description of our approach to conducting this
evidence assessment is included in Appendix B of this report, on methodology. In this
chapter we begin by summarising the headline findings of this work stream with respect to
Appendix 5, the evidence base and its use. We then go on to discuss in more detail the
assessment of the evidence base.

15

The 1998 and 2002 updated drug strategy documents did not provide a separate evidence base, but did
provide some references to support statements integrated throughout the documents. While this makes it more
difficult to access a distinct body of relevant literature as a whole the way that the current drug strategy allows,
in some ways the use made of evidence, and the implications of this use, were more clearly evident and
available to the reader. One reason for this is that the earlier two strategy documents include citations in the
text, drawing strategy and actions from the statements and citations. The document structures of the earlier
strategy documents are also organised to make clear what actions are being suggested and, for example, what
further research is necessary.
16

This criteria for ‘consequential’ has been agreed with the commissioning team, and accordingly this chapter
does not highlight less significant errors such as mis-citation of references that are unlikely to effect the
information provided or how it can be used. For a much more detailed summary assessment of each of the
papers and studies referenced in Appendix 5 of the Strategy, there is a technical appendix available on request.
The elements extracted from the cited evidence and included in our table are a summary of each reference’s
main findings as well as: sample demographics; type of drug; problem drug use definition; harms considered;
measurement of harms (sampling frame); data source; data validation; methodology; limitations. The specific
issues covered in the table include: what the evidence supports (statement in the strategy); how the evidence is
used in Strategy (the section in the Strategy more broadly); whether we can we find the evidence within the
cited document; any apparent differences in this evidence from that cited in the Strategy.
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Summary of main findings from reviewing the evidence base

3.2

‘Levels’ of evidence: Appendix 5 cites a wealth of sources, many of which are
methodologically robust, and the findings of which usefully inform the reader in the areas
covered. In some instances other types of evidence are cited such as toolkits and guidelines.
These may be based on extensive reviews of the literature and may draw on expert opinion
that is useful and informative, especially in the absence of scientific papers in the area.
However, in informing further action Appendix 5 does not always distinguish levels of
evidence or the conclusiveness of these different types of ‘evidence’.
The use of findings: Appendix 5 covers a wide range of subjects, providing a useful survey
of illicit drug use in the UK. On many of these areas the wider ‘state of knowledge’ is
comprised of only mixed, patchy or inadequate evidence. In touching on these areas,
patchiness and inconclusiveness in the science are in places noted by the authors of
Appendix 5. However, in places Appendix 5 generalises from findings within a particular
population, or in a particular context, without noting where transferability of findings
remains untested.
•

Given the dearth of strong evidence from the UK in many of the areas covered it
is useful to draw primarily on US data. In many of these instances there is good
reason to believe that the findings can form a strong basis for further action in the
UK. However, there are instances where such evidence is drawn upon in which
there may be significant institutional or cultural factors that may affect
transferability of findings or implementation in the UK context. In such instances it
would be worth highlighting the need for further UK research and evaluation.
This would be useful both to encourage those working in the area to build in such
research and evaluation in planning and funding interventions and services when
possible, and so that those using the evidence base to inform further action are less
likely to draw conclusions that may not be justified by the evidence.

•

There is a trade-off to be made between breadth and conciseness in such a
document, and often it is appropriate to provide a broad sweep across an area.
However, on occasion detail, nuance or context is in places missing from statements
or information provided that could be significant for those seeking to inform
action. For example, where there are significant differences in outcomes for males
versus females, or if a finding is specific to one of these, those implementing
services would benefit from this information.

Structure: In places the evidence presented in Appendix 5 has a confusing structure. For
example, “young people” are included in the document as a separate subsection, and then
referred to sporadically in other sections. Those interested in drug interventions for young
people may find it difficult to assess the evidence overall in such a structure. Perhaps more
significantly, Appendix 5 and the Strategy document itself do not appear to be aligned in
structure, making it difficult for the reader to understand how the evidence is being used to
support the various aims of the Strategy as a whole. These structural elements could make
the evidence less accessible to delivery bodies and others seeking to understand drugs
problems, how best to tackle them and why certain courses of action are being pursued or
prioritised over others.
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Implications: Finally, Appendix 5 provides extensive information for those seeking to
deliver services or understand problem drug use in the UK. However, the document does
not always draw out the implications of statements, statistics and other information
provided. This could be problematic for those seeking to draw lessons for implementation
or to prioritise actions in this area. Two examples illustrate this aspect of the evidence
review. First, while gender differences in drug use or outcomes are mentioned in a few
places, there is little or no discussion of how treatment programmes could or should be
tailored to accommodate these differences, or that there is a wider relevant literature to
which the reader could refer: many studies, including many of those cited in the evidence
base, distinguish outcomes or discuss different treatment conditions that appear to work
for male versus female participants. Second, Appendix 5 sets the context for its own
discussion of illicit drugs by referring to an overall drop in prevalence of drug use, which it
says is driven by falling cannabis use. This is interesting to note. However, Appendix 5 does
not discuss possible drivers of this fall in cannabis use, so the reader is left to infer for
themselves whether changes in drug use are associated with the efforts of those working in
the area over the time period mentioned, or whether wider demographic changes or
changes in drug markets and preferences driven by other factors may be responsible or
contributing factors. Establishing attribution is difficult in many areas of drugs research.
However, providing the overall trend information with little discussion of potential causes
misses an opportunity to further inform delivery bodies, agencies and other interested
readers. Moreover, because cannabis is not included in the definition of PDU, and thus is
not the primary target of the Drug Strategy, it is important to provide more relevant
indications of trends in the key drugs of abuse (which might have been stable during this
time period, or also falling).
The following sections describe and assess the evidence base for Appendix 5 on a section by
section basis in more detail, following the section order that is followed in Appendix 5
itself.

3.3

The evidence-base for Appendix 5
3.3.1

Prevalence of drug use in key populations

Section 1 of Appendix 5 draws on the key sources of measurement used to describe the
scope of the drug problem and monitor its change over time. The primary data sources
employed include:
•

the British Crime Survey (BCS), a nationally representative study of victimisation,
offending behaviour and the circumstances under which crimes occur, conducted
over 25 years; administered annually since 2001;

•

the Offending, Crime and Justice Survey (OCJS),17 a nationally representative
longitudinal study of young people in England and Wales aged 10 to 25 started in

17

The first study in 2003 actually included 12,000 people between the ages of 10 to 65, but only those
between the ages of 10 to 25 have been followed up annually. In addition to these panel respondents, a refresher sample is added so that each year a nationally representative sample of 5,000 young people are available.
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2003. The survey conducted annual follow-ups in 2004, 2005 and 2006, and
thus provides a unique source of information on self-reported offending behaviour
of a cohort of young people over time within a single cohort;
•

Smoking, Drinking and Drug Use in Young People (SDDUYP), a nationally
representative survey of secondary school pupils aged 11-15 years that has been
conducted for 10 years (administered annually in England with some years
including Scotland). In 2001, 2003 and 2007, the survey focused mainly on
drugs. In 2000, 2002 and 2004-2006, the survey focused on smoking and
drinking;

•

the Arrestee Survey, an annual survey of arrested persons, conducted between
2003 and 2006 in England and Wales. Questions in the survey refer to arrest
events.

Robustness of the evidence base

The evidence cited to indicate prevalence figures in the sub-section Drug use in 16-59 year
olds is the British Crime Survey (BCS). The BCS presents the most comprehensive and
complete set of data relating to the use of drugs in the UK. The survey has the largest
coverage (in terms of time periods, sample size, and regions) and is free from intervention
bias (i.e. the danger that observing someone can inherently change their behaviour).
The main possible limitation of the BCS is underestimating use in some segments of the
population, for example low-income groups, due to sampling or response biases, (Pudney
et al, 2006). There is a literature examining sampling and response biases in the BCS
(Elliot and Ellingworth, 1997; Lynn, 1998; Lynn and Elliott, 2000) and the implications
of these limitations. For example, Pudney et al. (2006) suggests the BCS significantly
underestimates cannabis use, finding that there were 5.5m cannabis users in 2003/04, not
the 3.4 million reported in the BCS.18 If it is indeed the case that prevalence of some drug
use in the population is significantly greater than that currently reported in the BCS, this
would highlight the limitation with using BCS as the sole source of information on
prevalence. It is worth noting that there is broad awareness of these potential limitations of
the BCS (Elliot and Ellingworth, 1997; Lynn, 1998; Lynn and Elliott, 2000), and its
methodology is currently under review.
The reports cited in this section of Appendix 5 test estimates for statistical significance.
These tests suggest the fall from 12 to 10 per cent is indeed indicative of a real fall in drug
use in the sample, as cited in this section of Appendix 5.
Use of evidence

The use of evidence in this section is descriptive, based on prevalence figures drawn from
reports based on BCS data. For descriptive purposes, Appendix 5 accurately cites the figures
in these reports and sets the context clearly.

18

This finding was left out of Pudney et al. (2006) and can be found in Pudney et al. (2009).
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Gap in evidence

As Appendix 5 notes (p. 48), supplementing BCS with other data would provide more
accurate estimates on key target populations and potentially higher estimates for levels of
drug use in the general population. One such estimate for use in the general population is
provided in Pudney et al. (2006). Other useful sources include Hay et al. (2006 and 2007),
which can be found in Appendix 5’s discussion of ‘drug use in young people’ (the section
that follows, below).
3.3.2

Drug use in young people

Appendix 5 defines young people as 16-24 year olds. This is typical of much of the survey
literature, and the BCS the category of ‘young people’ also includes those aged 16-24. In
OCJS ‘young people’ includes those aged 16-25.
The section provides an overview drawing from different surveys, different years, and
potentially different cohorts, including snapshots such as recent drug use, first drug use,
percentage of sample who had drunk or tried drugs at least once. This variety of sources is
in part necessitated by the relative dearth of longitudinal studies that would best inform
those seeking to develop programmes about the populations they seek to serve, and to
make useful projections as drug use patterns and epidemics change.19
Robustness of evidence

The cited evidence is useful for the descriptive purpose of the section. The authors of the
cited papers themselves acknowledge known issues with their methodologies. These are
endemic to the literature because of the hard-to-reach population and the illicit nature of
the subject being studied. The key issues cited are:
•

possible sampling error;

•

non-response bias;

•

possible over- or under-stating of drug use/inaccuracy of responses;

•

exclusions from the sample (for example those in prison).

The BCS provides a good overall picture from population-based survey data. However, in
acknowledging the sample limitations of the BCS for measuring low-income groups, this
section of Appendix 5 usefully supplements information from Hay et al. (2006, 2007).
Hay et al. (2006, 2007) use indirect techniques to overcome some of the population based
survey limitations for hard to reach groups and illicit activities. These techniques are,
specifically: capture-recapture method and multiple indicator method. For PDUs, this can
be a more reliable way than a household survey to calculate prevalence estimates for the use
of opiates and/or crack cocaine.20
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It is worth noting that the Home Office is currently undertaking a longitudinal study following young
people arrested for a drug offense.
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While it does not appear as an issue in the Strategy Appendix 5, there is a health warning to bear in mind for
those drawing on these alternative datasets for PDU. That is, traditional regression methods for analysis of a
sample tend to use linear methods which assume normal, random error terms. However, because capture-
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Use of evidence

In this section, the Strategy appropriately uses terms such as ‘markers’, ‘associated’, and
‘indicators’ to describe risk factors for drug use in young people. These terms correctly
imply that causality is not determined in the evidence for the use of drugs in young people.
A further strength of the Strategy is the explicit reporting of regional and gender variation
for the prevalence of PDU, which are significant.
As discussed in more detail in Chapter 2, the wider scientific literature considers more
drugs as ‘problem drugs’, such as cocaine, amphetamines, and long-term use of opioids and
methadone (EMCDDA, 2009). The Strategy adopts a narrower definition of PDU. This
narrower definition could be useful for those working in this field to provide services and
prioritise, as it allows a tighter focus on heroin and crack cocaine, which currently appear
to be those drugs associated with highest costs and harms (as indicated in Appendix 5
p.50). However, it is worth noting that this narrower focus, while understandable in a
resource-constrained environment, may carry the risk of diverting attention of delivery
bodies and others from other potentially problematic drugs and harms, as well as from new
and emergent problem drugs, and drugs that are associated with initiation and may be
gateways to eventual use of heroin and crack cocaine.
Less significantly, Appendix 5 notes with respect to PDU, “…use among people aged 2534 is much higher than for those aged between 10-24 and 35-64” (p. 50), raising a
question about why the subsection on PDUs is nested in the section on ‘Drug Use in
Young People’. Given the importance of the specific topic of PDU to the document as a
whole, this structure in Appendix 5 raises a question about whether there is an implicit
rationale that those drawing on the evidence base would benefit from knowing.21
Gap in evidence

It is helpful that the Strategy mentions the relationship between alcohol and cocaine,
polydrug use, and that school children have a tendency to use alcohol and tobacco more
than illicit drugs. Whilst all of this is correct, there is relevant literature on drivers of these
links and behaviours that would provide a more complete picture on which to base action.
For example, it is useful for those implementing interventions to know whether the
behaviours are driven by price, availability, or something else, and whether they are likely
to be positively correlated with later drug use. Information on these areas is available. For
example, some US research (Pacula et al., 2000) suggests that changes in the real, qualityadjusted price of marijuana contributed significantly to trends in youth marijuana use
between 1982 and 1998. The research also finds youth perceptions of the harms of regular
marijuana use contributed to the contraction in use in the US from 1982 to 1992. This

recapture is a snowballing technique, the sample is not random. If analysis is conducted on this type of sample
assuming normality of the error term, it will produce biased results.
21

A detail in this section that is unlikely to be consequential is the statement that first drugs tried are cannabis
and solvents (citation 3) refers to evidence from Becker and Roe (2005). The statement is correct, yet those
who are interested in finding out more about first drug use would need to refer instead to the former citation of
Budd et al. (2005) from where the statement is actually drawn.

21

information could provide useful context on drivers of young people’s behaviour,
improving understanding of how to implement effective interventions – in particular
information about the efficacy of different interventions addressing schoolchildren’s
substance abuse.
3.3.3

Drug related harms

Robustness of evidence

This section of Appendix 5 draws on grey literature and peer-reviewed journal articles to
report on a number of harms associated with drugs, including mental health problems and
crime.
At least two of the cited articles, Forrell and Marsden (2005) and Weaver et al. (2004),
themselves point to two methodological limitations that are endemic to studies examining
populations in the criminal justice system and in drug treatment centres. These are:
•

Small sample sizes

•

Attrition bias

Attrition bias refers to the problem of study subjects dropping out of surveys, in this case
because they leave treatment or custody. Authors of the work cited in this section note the
limitations of small samples and attrition bias, and note that robust measures of general
prevalence and conclusions on drug users not in treatment or custody can not necessarily
be drawn from these surveys.
As for the robustness of measures of harms provided by the Drug Harms Index, there is
ongoing debate as to the methodological rigour of the DHI (Goodwin, A, 2007;
Macdonald et al., 2005). These debates focus especially on measurement of harms. For
example, the DHI linearly combines the amount of harm caused by each of the harms
identified at a given time. However, in doing so it does not currently take account of
additive effects, whereby when experiencing two harms at once either one or both of those
harms may be exacerbated. This may be important for designing interventions and
understanding progress against performance targets for interventions, because if some
harms are more harmful when co-occurring with another, this would affect their indicated
‘level’ or score for harm and perceived importance.
The DHI also does not unpick what aspects of the harms under consideration may be
attributed to use of drugs themselves, versus what aspects may be attributed to the
prohibition of those drugs and the attendant law enforcement, imprisonment, et cetera for
those who are caught using illicit drugs. This attribution is an important wider question,
because if law enforcement practices change, one would expect the portion of harms
attributable to illegality and law enforcement to change with those practices, as well as with
changing classifications of legality and illegality. The DHI measures of harms are unable to
take account of these changes in law enforcement and legality, and therefore should be
used with caution when measuring government performance in reducing drug harms (as
stated on p. 51 of Appendix 5).22
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This is a common potential problem in law enforcement performance management – whereby it is possible
that as police and other agencies focus on a problem, more of that problem gets detected and recorded, and
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Use of evidence

The relationship between stress/depression/anxiety and cannabis use is more contested in
the wider scientific literature than it appears in this section of Appendix 5. This relationship
is still debated and a consensus has yet to be reached (see Hall and Pacula, 2003 for more
details of the evidence on this relationship). As discussed, there are some sampling
limitations associated with the research drawn upon in this section. However, these are not
evident to the reader of Appendix 5, as there is no indication of caveats with respect to
using the cited evidence to understand general prevalence of the harms discussed (at least
in the case of drug use and mental health problems), unlike other sections of Appendix 5
where the caveats are more clearly articulated. For example, drawing on evidence for one
study the Strategy appears to generalise to the population as a whole without mentioning
that the finding is for teenage girls. The research paper in question refers to the
relationship between cannabis use and depression and anxiety, finding: “[f]requent
cannabis use in teenage girls predicts later depression and anxiety, with daily users carrying
the highest risk” (Patton et al., 2002). It would be worth highlighting the specificity of the
data if delivery and design of services may be built on this evidence for the general
population, while the evidence cited is for a subgroup of the population.
Gaps in the evidence

Appendix 5 reports the overall estimated social and economic cost of Class A drug use as
£15.4 billion in 2003/4. It is certainly interesting and useful to provide such an estimate.
However, the proportion of these costs generated not only by illicit drug use itself, but by
societal responses to the challenge of illicit drug use, should also be taken into
consideration, as they can be significant (Pacula et al., 2009). This information is available,
for example cost of crime estimates can be found in Home Office reports such as Home
Office Online Report 30/0523. This report provides overall costs of crime as well as
showing separately the costs of preventive measures, direct harms and law enforcement
from which the overall costs are aggregated.
3.3.4

Prevention in Young People

Although the UK government has funded several drug prevention programmes, they have
not been systematically evaluated, hence the UK evidence on effectiveness is limited. The
evidence for the prevention and young people section draws almost exclusively from grey
literature including one guidebook (Stradling et al., 2007); reviews of government
programs (FRANK review 2004-2006; Stead et al., 2007; National Collaboration Centre
for Drug Prevention, (NCCDP), 2006); and one US-based study on drug prevention
(Caulkins et al., 2002).

thus if one is measuring harm by amount of a problem occurring, the attempt to target and remedy a problem
has made it appear more prevalent and problematic. By contrast, if a particular drug is not the focus of
attention and its use is therefore not subject to the same surveillance, sanctions and recording of problems, then
that drug will appear to be less harmful or problematic. There is a problematic circularity in this process that
makes measurement of harms partly simply reflect existing judgements of what is problematic, making it more
difficult to unpick and measure progress, on the one hand, or identify heretofore unidentified harms and
problems, on the other.
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http://www.homeoffice.gov.uk/rds/pdfs05/rdsolr3005.pdf (Last accessed September 2009)
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Robustness of evidence

The prevention programme review discussed in this section is underpinned by grey
literature (FRANK Review, 2004-2006; Stead, 2006; and Stradling, 2007).
The study cited to support the call for school-based prevention programmes is Caulkins et
al (2002). The authors of this study note several possible limitations with the methods of
the study. First, the study relies on self-report measures, such as whether or not someone
has tried cannabis. The use of self-reported surveys is a common and accepted approach in
drug and crime research. However, one shortcoming of this approach is that people tend to
under-report their drug use; for instance, a meta-analysis of 24 robust studies assessing the
reliability of drug use self-report in high-risk populations indicated that the magnitude of
drug use underreporting could seriously bias prevalence estimates and treatment outcome
studies (Magura and Kang, 1996. See also, for example Fendrich and Vaughn 1994). The
study also provides little evidence on the persistence of effects over time, though it includes
a discussion of the implications of fall-off rates.
Use of evidence

Appendix 5 draws on US research to state that the “…wider evidence base suggests that, in
general, the benefits of prevention programmes outweigh the costs, even where there is
only a small change in behaviour.” (p. 51) While the study used to support this statement
(Caulkins et al., 2002) concludes that the benefits of school-based drug prevention
programmes exceed the costs, it also notes that “roughly two-thirds of the quantifiable
social benefits from drug use prevention are due to reductions in the use of legal drugs alcohol and tobacco” (Caulkins et al., 2002, p.xviii). This is an interesting and useful
finding, but the significance and implications of the high proportion of benefits attributed
to reduced use of alcohol and tobacco could perhaps be more clearly drawn out for those
working in this field to address problem drug use.24
Appendix 5 cites evidence that “the High Focus Area Initiative has improved services for
young people in 48 priority areas”, (p. 51) referring to the source as The Annual Review of
Drug Prevention. This Annual Review is a methodologically sound and peer-reviewed
source of evidence (National Collaborating Centre for Drug Prevention, 2006). However,
the cited statement does not appear in the Annual Review itself,25 making it difficult for
those who would like further information about this apparently significant initiative, and
about how or why the initiative improved services, to know were to look for further
information or guidance.
Gaps in evidence

The Strategy comments on prevention programmes in general. However, there is a wide
literature on the effectiveness of prevention overall that highlights the significance of
contextual or environmental factors in determining the success of prevention activities. For
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However, it should be noted that in relation to anti-social behaviour and crime, it has been shown that the
benefits of a wide range of early intervention/prevention programmes do indeed far outweigh the costs, as the
costs are often short term and one-off, while the benefits accrue over many areas – social criminal justice and
health (Rubin et al 2006) and over many years.
25

A Google search of the terms in the statement did not find the source reference.
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example, a Cochrane review of interventions for young people (Gates et al., 2006) found
that family-based interventions may have been beneficial in preventing self-reported
cannabis use in young people, and that multi-component community interventions did
not have any strong effects on drug use. The review found education and skills training
were not effective in two of the studies. Another Cochrane review (Faggiano et al., 2005)
determined that early intervention is key to prevent transition from experimental use to
addiction, and that schools provided the framework for delivery. While there is no reason
to believe that these findings are not useful or transferable, to inform further action it
would be worth highlighting any significant culturally or contextually specific factors that
could be important for delivery in the UK. For example, in some US based early
interventions a registered nurse is the key figure relied upon for delivery of the
intervention, whereas it has been suggested that health visitors in the UK may be a more
trusted and less costly professional on whom to rely for a home-based intervention (Rubin
et al., 2006). These aspects of intervention design have potential implications for
effectiveness and efficiency of implementation across contexts and are relevant to practice.
3.3.5

What works in drug treatment

The Strategy suggests that particular treatments to reduce drug use and harms26 from drug
use are effective, and that combining medical treatments with meeting socio-economic
needs improves outcomes. In terms of medical treatments, particular attention is paid to
opiate use and methadone treatments. In addition to drug treatments and the effectiveness
of particular settings (e.g. outpatient, community-based), the Strategy considers the range
of psychological, social, and economic needs that influence ‘what works’. The Strategy
suggests that the employment and housing needs of drug users are key socio-economic
factors to be addressed in attempting to reduce drug use and the negative outcomes
associated with drug use. In terms of what works for young people, the Strategy finds that
whilst young people are a significant proportion of treatment service users, there is
insufficient evidence available to draw conclusions about what is effective for this segment
of the population.
The Strategy addresses two areas of drug treatment: general drug treatment and treatment
specific to young people. The evidence is mainly peer-reviewed medical articles, several of
which are systematic literature reviews. There are references to general drug treatment and
youth drug treatment, addressing prevention and treatment effectiveness in young people.
Robustness of evidence

The quality of evidence on treatment is relatively strong, and includes some systematic
reviews (Mattick et al., 2007; Simoens et al., 2002; Connock et al., 2007; Amato et al.,
2004; Perry et al., 2006). It is a strength of this section that it focuses on meta-analyses,
four of which are Cochrane Databases of Systematic Reviews (a well regarded system of
reviewing evidence), and others are from NICE.
However, the use of grey literature consisting of guidebooks and reviews by drug centres as
evidence is more ambiguous as these do not seem to provide empirical research-based
evidence. If these sources are based on literature reviews or draw on expert opinion and are
26

Such as residential stability, distress, arrest records, et cetera
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used in the absence of other evidence, this can nonetheless be worth including, but for
those attempting to draw upon such research it is informative to have the different levels of
robustness and level of confidence in the evidence indicated. Further, in one instance a
single study is cited that may have methodological limitations relevant to its use as
evidence. Zarkin et al. (2002) is cited to support the argument that employment
probability increases for those completing treatment. However, the analysis is based on
observational data, not a randomised controlled trial or natural experiment. Thus, authors
cannot rule out that their findings are subject to selection bias - those who are more
motivated to complete treatment are also more likely to get a job.
As for those studies drawn upon in Appendix 5 that include primary analysis, two of the
articles include regression analysis. One performed conditional logit and multiple
regression models to estimate the effect of treatment completion and length of stay on
employment and crime controlling for drug use severity, previous treatment history, and
other patient demographics (Zarkin et al., 2002). By including programme-level indicator
variables (fixed effects), they account for differences across programmes and therefore
adjust for factors that may have influenced results. In the second study, authors recognise
the potential for multi-collinearity in their multiple regressions and include only the first
measure to avoid multi-collinearity (Hser et al., 1999). The sample size is very small and
particular (171 clients who participated in community-based drug treatment programs at
either a community resource centre or research project at University of California, Los
Angeles); however, the authors point out that their study is descriptive and designed to
improve understanding of the natural history of drug use patterns.
Use of evidence

The samples used in the evidence-base are not necessarily generalisable to other
populations, as generalising from specific populations can be problematic for those
attempting to draw conclusions for implementation. Specifically, demographics should be
highlighted in this section because when the demographics of a sample do not reflect the
demographics of the population as a whole, the outcomes found in the sample may not be
the same as for the population as a whole. For example, the Strategy states “[i]n terms of
specific treatments, methadone maintenance is effective in reducing illicit opiate use,
criminal behaviour, injecting and sharing behaviours, HIV infection rates, and mortality”
(p. 52). The three citations to support this are almost entirely based on treatments of males
(Mattick et al., 2007; Simoens et al., 2002; Connock et al., 2007).
It is important to be clear about sample populations and to differentiate between males and
females, because evidence shows women’s alcohol and drug use differs from men’s in
important ways (initiation of use, psychosocial correlates of use, etc), and also influences
women’s access to, and outcomes from, drug treatment (Grella, et al, 2000). Research has
shown, for example, that retention and post-treatment abstinence are much higher among
women in treatment programmes that address the specific service needs of women users,
and which are either single-sex or have a high concentration of women, than among
women in mixed-sex programmes or those which do not address their specific service needs
(Grella et al, 2000; Grella, 1999; Stevens and Arbiter, 1995). This evidence on treatment
for men and women is useful to provide a better understanding of what could work best in
addressing the treatment needs of each group.
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Another issue in this section is that the case for transferability between populations in some
cited studies is at best untested and appears relatively weak. For example, the Strategy
states “meeting the housing needs of drug users significantly reduces drug use” (p. 52).
However, to support this statement Appendix 5 cites a study evaluating the outcomes of
homeless drug addicts in Los Angeles who use Veterans Affairs hospitals. There are
potential problems with this evidence on two levels – one is the sample demographics, the
other is the institutional context. The sample of homeless, drug addicted veterans in Los
Angeles is not necessarily representative of the whole population of drug addicts, or of
homeless drug addicts in the UK. In addition, the institutional context of the housing
benefits system in the US is not directly comparable to that in the UK. As a result of these
differences, applying the intervention to homeless drug addicts in the UK may not produce
similar outcomes. There is some research from the UK which suggests that for UK
homeless populations with drug problems a range of interventions may be required
including shelter, but also drug treatment, practical assistance, health care, financial or
legal advice, social and emotional support, and access to education, training and
employment (Neale and Kennedy, 2002; Neale, 2001). Robust research from the UK on
the effectiveness of housing provision in reducing drug use is, however, extremely limited.
While using international data is not in itself a problem (and can in fact be a strength,
especially if it is best available evidence and can expand options for programme funders
and policy makers), consideration and possible qualification of the transferability of
findings is useful for those attempting to draw conclusions about design and delivery of
services.
The Strategy notes that “[d]rug treatment is often most effective when combined with
additional support to tackle the underlying contributory factors for drug use - such as
homelessness, long-term unemployment or mental health problems” (p. 52). This is
supported by citing a guidebook (Randall and DrugScope, 2002). This guidebook contains
a well referenced background information section drawing on an extensive list including
many government department and agency working papers, as well as a few journal
publications. While these papers supporting the guidelines may contain robust research on
the point being made, the nature and structure of the publication as a guideline reduces
transparency about the robustness of and confidence in the evidence. Those seeking to
implement interventions for homeless drug users may find it more helpful to have
supporting research cited directly, and to have some indication of recommended support
to tackle the underlying contributory factors mentioned.
Finally, there is potential confusion arising from the use of the terms ‘intervention’ and
‘brief intervention’ in particular. In the substance abuse literature, brief interventions are
often intended to help users identify problem use and enhance their motivation to change
this behaviour (Bien, Miller, and Tonigan, 1993; WHO, 2008). In Appendix 5, it is
correctly noted that “[b]rief interventions can help to divert young people with less severe
substance misuse problems away from developing more severe problems and there is some
evidence of effectiveness of brief interventions, such as short session of motivational
interviewing, in producing short-term reduction in frequency of cannabis and stimulant
use among young people” (pp. 52-53). However, earlier in the section the term ‘brief
intervention’ is used to characterise a broader group of interventions: “A recent review of
the psychosocial interventions for those with problems related to a number of drugs of
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misuse has found positive evidence for the impact of brief interventions including self-help,
contingency management and behavioural couples therapy for drug specific problems.” (p.
52). Those interventions would not normally be considered a ‘brief intervention’, nor is it
evident that any of those interventions would only be conducted over a short period of
time.
Gaps in evidence

A methodological strength in the ‘What Works’ section of the Strategy is the reliance on
systematic reviews of the literature, particularly references to the Cochrane reviews.
However, for those using the evidence base to inform further action, the Strategy is unclear
about what is meant by ‘effective’ or ‘successful’ – words that can have many meanings
when applied to drug interventions. For example, the Strategy states “psychosocial
approaches can also be successful” (p. 52). The statement preceding this statement about
success refers to a range of possible areas including criminal behaviour, drug use behaviour
and mortality. However, it is not clear to readers if the Strategy defines success as
permanent abstinence, short-term reduction in use, an increase in pro-social behaviours
(e.g. decrease in self-reported criminality), improved health outcomes, or all of the above.
It would be useful for those attempting to implement interventions to specify possible
outcomes described in the Cochrane Review.
While some of this evidence would not have been available at the time the Strategy was
written, it is worth noting that there is a growing UK literature on effective interventions
that does not feature in the discussion in this section, including the English NTORS study
(Godfrey et al., 2004; Gossop et al., 2000a; Gossop et al., 2000b; Gossop et al., 2002a;
Gossop et al., 2003a; Gossop et al., 2003b; Gossop et al., 2002b; Gossop et al., 2005), the
Scottish DORIS study (Morris and Gannon, 2008; McIntosh et al., 2008; McKeganey et
al., 2004; McKeganey et al., 2006), and the Irish ROSIE study (Cox and Comiskey, 2007;
Comiskey et al 2009). These are cohort studies which attempt to track clients through
treatment. These studies aim to provide quantifiable insights into the experience and
impact of drug treatment in the UK and Irish contexts.
Given that the Strategy refers to a plethora of treatments, including pharmacological
interventions, wrap-around care, therapy/counselling, brief interventions, and purely
education programmes, it is surprising not to mention residential or inpatient
programmes, or indeed treatment provided by prison units. Whilst the term inpatient
treatment can include many types of services in many clinical settings in the UK (Day et
al., 2005), it merits discussion since the National Treatment Agency for Substance Abuse
includes it as one of the four tiers of treatment care27,28.
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http://www.nta.nhs.uk/about_treatment/the_tier_system.aspx; Accessed on 06/05/09.
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While there is some discussion of housing needs and homelessness, this should not be conflated with a
discussion of residential or inpatient treatment- many people requiring residential treatment do not have
housing problems. Conversely, some of those best able to benefit from wrap-around services only need
outpatient drug treatment.
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Drug-related crime and interventions to reduce offending

The Strategy appropriately notes that there are links between crime and use of certain
drugs, particularly economic compulsive crimes, and that evidence regarding the nature
and direction of the relationship between drugs and crime is inconclusive. The evidencebase in the Strategy for drug-related crime includes Home Office reports (Hough et al.
2003; Wilson, Sharp, and Patterson, 2006; Ramsay, 2003), a book (Bennett and
Holloway, 2007), and one drug centre report (Stevens, Trace, and Bewley-Taylor, 2005).
For interventions to reduce offending, the Strategy finds addressing drug dependency of
offenders is a key means of reducing offending. The evidence-base in this section includes
Home Office reports (Holloway, Bennett, and Farrington, 2005; Gossop et al., 2006;
Skodbo et al., 2007); academic journal articles (Prendergast et al., 2004; Dolan et al.,
2003; Stallwitz and Stover, 2007; Dolan et al., 2005; Bellin et al., 1999); and drug centre
reports or guidelines (Gossop, Marsden, and Stewart, 2001; NICE, 2007b).
Robustness

The evidence base for this section appears robust, drawing on studies and meta-analyses
across a range of illicit drugs. Many of the studies look at both crime and drug use
reduction, covering a wide range of studies conforming to Level 3 of the Maryland Scale of
robustness, with experimental and control groups in pre-test and post-test conditions, and
studies that randomly allocate subjects to experimental and control conditions.
Holloway et al. (2005) note potential limitations with studies in this area at present and
manage these limitations with strict inclusion criteria. The issues they acknowledge are: (1)
lack of UK studies and corresponding overreliance on US studies; (2) weak methodology
in some studies (especially omission of any kind of comparison group); and (3) few studies
consider the causal mechanisms by which a programme might or might not be effective.
In the relatively few British studies, some of these suffer additionally from small sizes. For
example, numbers in two of the UK studies are 157 people (McSweeney et al., 2007) and
799 people with one conviction over a 40 year period (Gossop et al., 2006).
Use of evidence

Statements in this section are consistently supported with references. The complexity of
the relationship between drugs and crime is also acknowledged in this section, and
conclusions are not drawn on the nature or causal direction of this link. This is
understandable given the complexity of the issues and that in many areas evidence is not
conclusive. However, for those attempting to tackle drug use and reduce harms such as
crime associated with drug use, research that highlights possible relationships between
these, such as sequencing studies and statistical analyses (for example as reviewed in OteroLopez et al, 1994), as well as research on outcomes of different treatments for drug use (at
least in relation to the key ‘problem drugs’) and for re-offending could be drawn out
further (as in Hough, 1996). Further examples of research that could be informative are
discussed below, in the section on ‘gaps’.
As in some previous sections, Appendix 5 occasionally generalises from findings from
within specific populations. In this section, for example, the Strategy states “aftercare and
wraparound provision are associated with better outcomes for prisoners” (p. 53), using
evidence to support this claim from a randomised control trial of individuals in California,
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which, as noted above, may have differing support systems in place. While the use of this
research as evidence is not in itself problematic, it would be more useful to readers
considering service delivery to also have made explicit some of the possible qualifications
regarding the transferability of findings.
Gaps in the evidence

While drawing on a range of solid evidence, in some places this evidence does not capture
important caveats or detail, while in others there is academic evidence which is not drawn
out that could be useful for those designing or implementing services.
For example, in the subsection on ‘Drug use and crime’, a clearer picture of what kinds of
drug treatments impact on drug use and on reoffending would be useful to assist in
choosing from amongst the range of options. The impact of treatment on different
outcomes such as subsequent drug use and on reoffending are both captured in the
literature, both in research cited in the Appendix and in wider research. Holloway et al.
(2005) is one citation in this section that could be drawn upon to provide more detail
differentiating between services that are most effective for either reducing drug use or reoffending or both. There are other studies that are not included in this section, such as a
meta-analysis by Mitchell et al (2007, p. 353) which reports that it:
consistently found support for the effectiveness of TC (therapeutic community) programs
on both outcome measures (effective drug treatment and reduced re-offending), and this
finding was robust to variations in method, sample, and program features. We also
found support for the effectiveness of RSAT (residential substance abuse treatment) and
group counseling programs in reducing re-offending, but these programs’ effects on drug
use were ambiguous. A limited number of evaluations assessed narcotic maintenance or
boot camp programs; however, the existing evaluations found mixed support for
maintenance programs and no support for boot camps.
It is interesting that although offending tends to pre-date onset of drug use (Hough and
Mitchell 2003), several treatment programmes in the meta-analyses discussed appear to
indicate that some treatment may have more significant effects on reducing criminal
behaviour than on drug use, and that some of the effects on criminal behaviour seem to
persist at the two, three and five year follow-ups in the studies undertaken (Gossop et al.
2002, specifically looking at outcomes for crack cocaine). This finding suggests that the
policy interventions intended to reduce offending could differ from those intended to
reduce drug use, and it would be useful for delivery organisations to intervene
appropriately were these relationships more explicitly understood.
Although this is still a nascent field in the UK, there is also some research drawing out the
cost-benefits of different interventions, such as Marsh and Fox (2008), that could inform
decision-making and prioritisation of funds which otherwise may be difficult with the
information currently provided in Appendix 5.
Another example where clarification would be useful for service delivery is where the
Strategy discusses the impact of drug testing. Appendix 5 correctly notes that there is little
evidence on the effectiveness of routine drug testing as a treatment itself in the US
evidence cited by Holloway et al., (2005, p. v), and even less information on its
effectiveness when used in conjunction with other treatment interventions, as in England
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and Wales (Holloway et al., 2005, p. vi). However, it is worth noting there is evidence that
testing with swift, certain, and small sanctions for breaches can reduce drug use and
‘failures to appear’ in drug treatment settings (Harrell et al., 1999).29 30
A final detail worth raising here that is not discussed in the evidence review of the Strategy
is that the use of illicit drugs is itself a crime (see for example the statement on page 53,
paragraph 3: “not all drug users commit crime”). This is worth clarifying because in
measuring and understanding levels of crime related to drug use, and in attempting to
assess progress to reduce drug use and offending or re-offending, it is useful to distinguish
the crime of illicit drug use from other crimes. The first of these would be highly sensitive
to changes in legal classifications and changing law enforcement practices around drugs,
whilst the second may not. Without drawing out this distinction, it is difficult to get
traction on the drivers of any observed changes in levels of drug use and crime, and it is
also difficult to use this information to inform the design and delivery of interventions.
3.3.7

Drug supply and enforcement

The drug supply and enforcement section of the Strategy presents empirical evidence on
the level of activity and costs of the illicit drug trade, as well as qualitative findings on how
operational-level strategies affect drug supply and use. The Strategy notes that a multiagency approach is more effective than law enforcement in isolation to address specific
problems in the community.
The evidence in this section of the Strategy is broken down into three general areas, the
market, price and purity, and enforcement. The types of evidence include self-reported
data of drug users and dealers (Matrix, 2007; Eaton et al., 2007; Pudney et al., 2006;
Boreham et al., 2007; Caulkins et al., 2002); intelligence from law enforcement (SOCA,
2007; Mazerolle, Soole, and Rombouts, 2007); and government sources (Peters and
Walker, 2005; Burnett and Skodbo, 2006).
Robustness of evidence

Some of the evidence in this section is based on intelligence reporting and is dependent on
the rigour with which law enforcement practitioners gather, record and report.
Other evidence may require caveats, and these are mentioned in the reports themselves,
such as those by Matrix Knowledge Group (2007) and Mazerolle et al. (2007). The Matrix
report had a stringent validation process to overcome potential biases arising from three
issues the authors cited as potential problems - small sample size, gaps in data, and
interviewee misreporting. The validation process included a lengthy programme of
stakeholder/knowledge holder interviews (law enforcement, customs, asset recovery staff
and expert academics), and a review of case materials with discussions. The authors noted
29

Although the Strategy could not have drawn on forthcoming findings, it may be of interest to note pilot
programmes and RCTs are currently being conducted to further assess the impact of drug testing on treatment
outcomes (for the research brief see Hawken and Kleiman, 2008).
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Another example of where more detail could be useful for those designing or delivering services is where the
Strategy states “aftercare and wraparound provision are associated with better outcomes for prisoners” (p. 53).
The Strategy does not cite age as an important predictor of delayed time to re-incarceration, yet the finding in
this citation is that age and post-release treatment are significant predictors of delayed time to re-incarceration.

31

one limitation in the attempted validation of interviewees’ accounts: the research team was
not able to access law enforcement debriefs or Crown Prosecution Service summary case
files. However, where possible, the team used discussions with prison staff and internet
searches as alternative means of validation.
Mazerolle et al. (2007) is a Campbell Collaboration meta-analysis assessing the relative
effectiveness of police-led drug law enforcement interventions. The criteria were relatively
stringent, requiring all studies to have, at a minimum, pre-test/post-test, comparison group
design. Authors note, however, that the review included quasi-experimental designs given
the lack of methodologically sound experimental evaluations in this area.
Use of evidence

Data used in this section support the points made in Appendix 5 and take account of any
data issues. It is especially helpful that this section draws on a range of data, including law
enforcement, surveys, and meta-analysis. Triangulating evidence in this way is useful for
improving confidence in the robustness of findings where findings are similar across types
of research, and in overcoming the limitations of any one type of data source on its own,
where necessary. In drawing on these different data sources, the Strategy is often
transparent about the nature of the evidence and the extent to which lessons can be applied
to the broader population of drug users and suppliers. For example, the Strategy states
“drug dealers interviewed in prison claimed a reduction in drug prices over time,
particularly wholesale prices” (p. 55).
A strength in this section of the Strategy is its reporting on the ranges for highly uncertain
numbers (i.e. values of the drug markets in different countries, the tonnes of drugs
entering the countries).
Gaps in evidence

Appendix 5 notes that, according to drug dealers interviewed in prison, law enforcement
can influence price. This is a useful point, and is supported by strong evidence. However,
although not included in the discussion in Appendix 5, there is also wider evidence on
factors contributing to changes in drug prices other than supply reduction activities, such
as quality of drugs and changes in demand (i.e. consumer tastes). It would be useful for
local delivery bodies to understand if, and if so by how much, these factors may have
influenced the falling prices noted in Appendix 5.
The Strategy notes “…there is evidence that increases in drug prices can reduce adverse
outcomes of drug use” (p.59). However, while Appendix 5 also notes that price fluctuations
may affect dealers at different levels of the market differently, the range of adverse
outcomes that may be reduced by increases in drug prices are not discussed, nor is how the
observed drop in prices may have exacerbated some outcomes. Short and long term effects
for the outcomes that may be under consideration are also not discussed. For example, if
low prices encourage new people into the market, and a proportion of these people develop
expensive and sustained habits, this seems likely to increase criminal activity in the long
run, but with little measurable change in the short-term (see for example, Saffer and
Chaloupka, 1999). A study of Australian young people by van Ours and Williams (2007)
found that low cannabis prices lead to early use of cannabis, and was associated with a low
quit rate and longer duration of use. Further, if low prices are associated with higher
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volumes traded overall, the revenues associated with drug trafficking – and levels of
‘supply-side’ violent crime aimed at controlling lucrative markets – may also increase.
Appendix 5 comments on changes in raw prices. However, when providing information on
prices, it is more informative to report on trends in purity-adjusted prices than raw prices
(Caulkins, 2007), as there is growing evidence that constant prices may mask adjustments
in purity by dealers seeking to maintain profits in the face of falling supply. The
importance of purity adjustments in looking at drug pricing has been demonstrated in an
examination of the Australian heroin drought (Caulkins et al., 2006).31
Some of the information provided in this section of Appendix 5 could be useful for
informing law enforcement professionals interested in targeting their efforts, and in
prioritising their work with particular partner agencies or particular countries. However,
clarity and precision are important if the information is to be put to such use. For example,
in the statement that “[c]annabis is imported to the UK from Europe” (p. 54) it is
ambiguous whether Europe is being considered a transition or source country for cannabis.
Evidence suggests Morocco has become the world’s largest producer and exporter of resin,
supplying over 80 per cent of the resin consumed in Europe and half of the world’s resin
production (United Nations Office on Drugs and Crime (UNODC), 2004). This is
relevant for two reasons: first, domestic supplies may expand in response to interdiction
and source country control success. Second, source country and other supply-side controls
and anti-transhipment strategies may need to be differently targeted for drugs originating
outside the European Union law enforcement context.
This section in particular is limited in detail and on implications for those attempting to
implement law enforcement and treatment interventions. For example, the Strategy notes
that drug dealers claim “that the risk of having their assets seized is a greater deterrent than
is the risk of imprisonment” (p. 56, paragraph 2). This statement raises important
questions for law enforcement and sentencing, the answers to which could inform those
seeking to deliver on the Strategy’s aims: is this information provided to encourage law
enforcement to focus on asset seizure? If so, is this the case for all levels of dealers?
Additionally, on p.55 Appendix 5 cites progress in certain areas, such as crack house
closures, but notes that there has been some displacement of the problem to other
geographic locations. The section ends by saying that partnerships with local agencies
providing support for drug users and the local community were “key”. However, this
statement raises several questions - was the support needed for communities experiencing
the emergence of crack houses as part of the displacement effects following closures in
other communities? Or was it needed to sustain the positive outcomes and avoid the return
of crack houses to those communities where the closures had occurred? Information on
why, how or for what outcomes the multi-agency working was key would be informative,
as would detail about the length of time of the support and the types of agencies other than
treatment providers (if any) that were involved in the partnerships. For those attempting to
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The increase in price per raw gram of heroin in Victoria during the heroin drought moved from $300 per
gram in 2000 to an average price of $450 per raw gram in 2001, suggesting a 50 per cent increase in the price
of the drug.
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tackle the problems discussed in Appendix 5, it would have been useful to understand more
about these questions, including what activities the agencies performed.
The Sources drawn upon in the Home Office Drug Strategy's Appendix 5 cover a wide
range of services aimed at tackling problem drug use and the harms associated with drug
use. The sources cited discuss the relationship between services such as treatment and
wraparound care (p.52), pharmacological interventions and social and familial
interventions. In general, Appendix 5 notes that services are more effective in combination
(p52) than in isolation. Appendix 5 does not provide detail on the degree to which this is
the case, on the extent of the gains accrued by combining different services, on the costs of
providing different combinations, or on the gains or otherwise in the sustainability of
outcomes when providing services in various combinations. This is not surprising given the
relative paucity of studies that attempt to rigorously provide comparable sample
populations with differing combinations of services, or to cost out or provide long term
follow-ups of such comparisons.
Research in the US suggests that rigorously assessing the combinations, and the effect of
different combinations on outcomes and costs is important. For example, such research
suggests that post release programmes for offenders play an important role in the overall
cost-effectiveness of providing treatment to offenders in prison. The Substance Abuse
Policy Research Program reviewed this literature with respect to prison based treatment
and provision of aftercare and other services and found that:
'One year and 5 year CEAs (cost-effectiveness analyses) of a prison-based TC and
aftercare program in California found that offenders who completed both programs
had the lowest number of days reincarcerated and were relatively more cost-effective in
terms of "cost per avoided incarceration day" than the group of offenders that received
in-priosn treatment only and the group of untreated offenders (cited from McCollister
et al 2003a, 2004).'
For those attempting to make decisions about the allocation of funds and provision of
services it would be useful to know what research from elsewhere could be informative in
their decisions. It would also be useful to point out that further research is needed, to help
providers make a case for evaluating the services they are providing, and for providing
those services in different combinations systematically to test the relative benefits of doing
so.
This chapter has assessed the evidence base provided in Appendix 5 of the Strategy. In
doing so it highlights the range of evidence used, the strength of the evidence drawn upon
as well as how it has been used, and gaps that remain for those seeking to understand and
address problem drug use. The concluding chapter draws together some of the findings
from the two work streams of this project and raises questions for further research.
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CHAPTER 4

Concluding remarks

The NAO’s wider value-for-money question focuses on local delivery authorities’ capacity
and capability to effectively tackle problem drug use (PDU) through delivery of local
services. The two workstreams that comprise the present study aim to inform the NAO’s
enquiry by shedding light on the use of PDU in the Strategy, and by examining the
robustness of the evidence base for the Strategy.
The first workstream in this study indicated that definitions of PDU beyond the Strategy
document vary, and that the explicit definition of PDUs in the Strategy is very particular.
For the most part the focus on heroin and crack cocaine is narrower than definitions used
elsewhere, and yet the idea of PDU within the Strategy and supporting documents itself
appears to go beyond this narrow definition.
While the narrower formulation of PDU in the Strategy appears to encompass many of the
most evident harms and significant costs of drug use so far identified and measured, there
is a risk of circularity. That is, the narrower focus, while understandable and in some ways
useful in a resource-constrained environment, may risk diverting attention of delivery
bodies and others from other potentially problematic drugs and harms, as well as from new
and emergent problem drugs.
While the clear focus of the Strategy is on opiates and crack cocaine, the document also
specifically notes that local communities will need the flexibility to respond to and address
the particular problem drugs in their areas, including cannabis and even licit substances
such as alcohol. If this flexibility is protected and instantiated in the provision of resources
that are not overly tied to the narrower range of drugs, then there is no reason why the
Strategy document should impede the ability of local bodies to respond to local needs.
However, given the overarching emphasis on the narrower range of particular drugs, and
given that the majority of the interventions discussed pertain to the Strategy’s definition of
problem drug users, this aim of preserving flexibility and responsiveness to local needs
requires highlighting and protecting to be sustained.
It is beyond the scope of this work to empirically assess local authorities’ capacity to deliver
on the aims of the Strategy with respect to PDU. However, as we have noted throughout
the discussion above, there are a range of ways in which the evidence base for the Strategy
provides useful and robust research on which those agencies and bodies may draw.

35

However, as also noted above, there are some aspects of the evidence base that provide less
clarity or detail than may be optimal for doing so.32
The specific aspects of the evidence base on which those seeking to base service delivery
may benefit from further information include:
•

discussion of the transferability of findings from one population or context to
another, or a note of where there is as yet insufficient evidence and a need for
further research;

•

more detailed delineation of which drugs are included in the various assessments of
drugs problems cited (and thus whether certain findings are relevant for the
Strategy’s focus on opiates and crack cocaine);

•

greater clarity about the relative effectiveness of different interventions (ideally
including cost-effectiveness), based on a clearer understanding of what is meant by
effectiveness and success (and for which outcomes), and an assessment of the
relationship between different kinds of treatment and how they may affect each other
in seeking to achieve different outcomes (e.g. follow-on care’s contribution to
sustaining effects of interventions, and interventions that help address the
‘underlying contributory factors for drug use’ when providing interventions for
homeless drug users).

Taken together, these findings raise questions to be considered for further research:
•

Given the particular definition of PDU used in the Strategy, do local delivery
authorities have enough information, resource and flexibility to define and tackle
the specific drugs and specific problems that they come across in their domains
(e.g. if amphetamines or cannabis rather than opiates and crack cocaine are the
most significant problems in a particular area)?

•

What evidence do local delivery bodies, commissioners of services and others draw
on, and how do they use an evidence base such as the one provided in Appendix 5?
Individual Government Strategy documents are hampered in the attempt to
provide evidence by the absence of centralised information sources that gather,
assess and collate findings from existing research and evaluations, and identify gaps
requiring further research. In the absence of such centralised information, it is
difficult for those seeking to assemble evidence for specific tasks (such as a drug
strategy, or specific aims within such a strategy) to take account of a broadranging, multi-disciplinary, constantly changing evidence base in a way that
usefully informs policy and practice.

32

A search of relevant departments’ and agencies’ websites was performed to ascertain whether and how the
actions and implementation plans described on the websites may shed light on the implementability of the
Strategy. This search highlighted that it is not possible to attribute implementation programmes to the Strategy
or to say whether they would have been in place without the Strategy. Instead, this aspect of the work primarily
raised questions for further research in the context of the wider study (see questions below).
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•

Will the approaches to tackling PDU outlined in the Strategy work equally well
(or can they be adapted) in addressing other types of drug use, either in their own
right or as possible ‘gateways’ to PDU?

•

How can existing gaps in the evidence base on problem drug use and interventions
to tackle problem drug use be addressed? What programmes and interventions are
currently in progress and in need of evaluation? And are there apparently effective
interventions that remain untested in the UK?
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Appendix A: Methodology and approach

This study has two main parts:
1. A review of the literature on “Problem Drug Use”, both in the UK and
internationally. This includes both academic publications, and non-peer reviewed
documents (Work Stream 1). The purpose of this review was to establish the range
of definitions in use and the issues connected with using such a definition.
2. A review of the UK Drugs Strategy 2008 strategy document itself, including an
assessment of the evidence outlined in Appendix 5, and the internal consistency of
the proposals outlined within it (Work Stream 2). The assessment of the evidence
base is intended to establish whether citations (of evidence, findings and
qualifications) to the empirical literature and references to publicly-available data
broadly agree with the original sources, whether the sample properties, statistical
treatment, etc. take due account of differences (if any) between the studied
population and that addressed by the Drugs Strategy, and whether the cited
sources are broadly representative (in terms of evidence, findings and
qualifications) with a broader sample of empirical analyses and data sources
covering the areas identified in Annex 5 of the Drugs Strategy document.
In this appendix to the report, we describe the approach taken to research under each
stream, outlining sources, key search terms and criteria for study inclusion and exclusion.

4.1

Work Stream 1

The first Work Stream involved:
1. A conceptual synthesis33 of the peer-reviewed literature on “Problem Drug Use”
and “Problematic Drug Use” both internationally and in the UK;
2. A review of grey literature on “Problem Drug Use” and “Problematic Drug Use”
published in the UK by a range of government departments and organisation’s
engaged with drugs policy issues.
3. Focused review of literature selected by the team’s internal drug experts in areas
most relevant to the particular concerns of the Drug Strategy, including most
33

The term conceptual synthesis is described by Nutley et al (2002) as focused reviews that allow researchers to
build an understanding of the use of a term, the “main ideas, models and debates” (p.1).
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significant costs and harms associated with prevention, treatment and disruption
of illicit drug markets.

Reviews of the peer-reviewed literature

Based on the NAO commissioning team’s specification and focus in their work the terms
“Problem Drug Use” and “Problematic Drug Use” were the key search terms. The scope
was limited to papers published from 1990, with a particular emphasis on more recent
papers given the particular interest in understanding current usage of the term problem
drug us for research and policy.
We conducted a bibliographic database search that includes the following databases:
•

ASSIA: Applied Social Science Index and Abstracts

•

Criminal Justice Abstracts

•

EconLit

•

PubMed

•

CSA Worldwide Political Science Abstracts and CSA Sociological Abstract.

To ensure a range of disciplines and interests were covered we supplemented this search
with a more detailed review of publications selected for variation. There were:
Addiction, British Journal of Criminology, Drug and Alcohol Review, European Journal of
Crime, Criminal Law and Criminal Justice, European Journal of Criminology, International
Journal of Drug Policy, Journal of European Public Policy and Journal of European Social
Policy.
To be selected for the review, paper had to be empirical studies, systematic reviews of
empirical studies, or meta-analyses, published after 1990 and written in English. A total of
48 papers from the peer review literature, and 39 from the non-peer review literature have
been selected for inclusion in the study.
Reviews of the non-peer reviewed literature

Our search also included non-peer reviewed literature to a range of UK-based sources in
the field of drugs research. First on identifying government departments and agencies, as
well as independent bodies, most directly involved in drugs policy issues in the UK, and
then conducting searches of the publications held on their websites, using “problem drug
use” and “problematic drug use” as the key search words.
•
•
•
•
•
•
•
•

Advisory Council on the Misuse of Drugs
Association of Chief Police Officers
Audit Commission
British Psychological Society and Royal College of Psychiatrists
Cabinet Office Social Exclusion Task Force
Cabinet Office Strategy Unit
Department for Children, Schools and Families
Department for Transport
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
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Department for Work and Pensions
Department of Health
Drugs and International Crime Department (FCO)
Health Protection Agency (HPA)
Healthcare Commission
HM Prison Service
HM Revenues and Customs
Home Office
Ministry of Justice
National Audit Office
National Collaborating Centre for Drug Prevention
National Institute for Health and Clinical Excellence (NICE)
National Investigation Service
National Policing Improvement Agency
National Treatment Agency (NTA)
Police and Crime Standards Directorate
Serious and Organised Crime Agency

Classifying evidence from the papers

We used a range of criteria to classify papers as part of the review process. For both the
scholarly literature and non-peer reviewed publications, papers are classified and their
contents described according to the following criteria, including especially definition of
“Problem Drug Use” used (e.g. does the definition depend on the method of consumption,
or the frequency of drug use?) but also sample demographics (e.g. age, education, gender);
type of drug described (e.g. any drug, specific drugs, polydrug use or injecting use); harms
considered (e.g. individual health, drug treatment, lost productivity and schooling, general
crime, general societal effects – including those on children and public safety);
measurement of harms, including the sampling frame (e.g. self-reported survey,
convenience sample, representative sample, etc.); data source and validation (the principal
concern being whether specific biases in the datasets used were identified, and how the
study authors corrected for them); details of the study methodology; key assumptions and
limitations (e.g. coverage, completeness, length of time series); and main findings.
This categorisation of the reviewed literature provided an overview of the main
preoccuptions of the various literatures as discussed in Chapter 2 (work stream 1).
Limitations

Our aim was to survey and develop a conceptual synthesis of the way the terms “problem
drug use” and “problematic drug use” are used across a range of academic disciplines,
within the UK and internationally, and by formal UK-organisations with an interest in
drug policy. There are however limitations. Our review was not comprehensive in terms of
time, language or databases searched. Given the aim of the search and the tight parameters
around the search terms, papers may be excluded that address drugs and harms that might
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fit with current usage of the term “problem drug use” but which do not explicitly use that
term to describe them.

Work Stream 2

4.2

The second Work Stream involved:
1. A review of the robustness of evidence and the use of this evidence in
Appendix 5 of the Strategy;
2. A review of local delivery strategies and plans for the relevant
departments.

Establish template

Read and report
evidence

In order to review the evidence base underpinning the new National Drugs
Strategy, this Work Stream examines Appendix 5 of the Strategy.
Synthesise interim
findings

Staged Approach

This Work Stream was developed through a series of tasks and constant
involvement of experts over five stages:
Stage 1.

Template development; evidence acquisition

Stage 2.

Read evidence and populate template

Stage 3.

Synthesis

Stage 4.

Complete Appendix 5 review

Stage 5.

Analysis and reporting

Complete review
of Appendix 5

Analyse and
reporting

The first stage involved establishing a framework to assess the reliability, accuracy and
quality of evidence used in Appendix 5 and to assess the way in which the evidence was
used in the Strategy. The framework includes a template based on the following questions:
•

Does the cited evidence match the source reference?

•

Do findings and citations accurately convey the findings and limitations noted in
the source?

•

Are the details of cited sources representative of the UK situation (and specified
populations)? If not, are the differences likely to be significant?

•

Do the cited sources provide a representative sample of data and empirical
findings pertaining to the specific issues covered? If not, is the cited sample more
aligned with the UK situation than the wider evidence base?

The template was developed by the research team. The evidence was divided into two
categories - ‘Appendix 5’ and ‘Raw data’ templates - differentiated by the specific meaning
of robustness and how the Strategy could be expected to use evidence. During this process,
a research assistant located all pieces of evidence cited in Appendix 5. Variables included in
each template included, but are not limited to:
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Retrieve all
Appendix 5
citations
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Robustness of Evidence
‘Appendix 5’ template
Sample demographics
Data validation
Type of drug
Methodology
Problem drug use
Key assumptions
definition
Limitations
Harms considered
Main finding (in the study)
Sampling frame
Data source
‘Raw Data’ template
Reporting units
Number of observations
Frequency
Sampling method
Date range (of fieldwork)
Data collection method
Availability
Countries covered
Population covered
Drug-related questions
Time dimension
Specific PDU questions

Use of Evidence
What section of Strategy?
What the evidence supports (in the strategy)?
Can find evidence within the cited
document?
Apparent gaps in this evidence

What section of Strategy?
What the evidence supports (in the strategy)?
Can find evidence within the cited data set?
Apparent gaps in this evidence

The team then carried out a ‘pilot test’ by populating the template with a small sample of
evidence. In consultation with project leaders, necessary revisions and/or clarifications were
identified and implemented. One adjustment was made to the template to indicate
whether statements provided in the Strategy (and cited) were found in the cited piece of
evidence. The final template was approved for continuation of the assessment.
In the second stage, researchers read the evidence and populated ‘Appendix 5’ template. In
reading the evidence, the team discussed interim findings and their contexts. Key pieces of
evidence were then reviewed to identify statistical and analytic issues bearing on the
robustness and interpretation of the results.
During the third stage the team prepared and discussed a synthesis of interim findings. In
part, this stage was intended to ensure key milestones were being reached.
The interim findings were then prepared for a headlines presentation to the NAO. This
meeting confirmed the work met the needs of the NAO and established future tasks in the
project. This meeting identified three key questions that still needed to be addressed going
forward:
• Is the strategy well informed (draws on solid evidence and drew
widely/appropriately in determining its scope)?
• Will it work and usefully inform delivery bodies given what we know about
problem drug use and the problems associated with drug use?
• Is it implementable given the delivery partners’ understandings, capabilities,
capacity, etc?
To address these questions, the next steps were to triangulate findings of WS2 with other
literature and with WS1, as well as reviewing the local delivery literature.
The fourth stage involved several tasks related to completing the entire review of Appendix
5 evidence and its use in the Strategy. The findings from the review of and use of evidence
in Appendix 5 were submitted to project expert advisors34 to identify gaps in the evidence
and questions or concerns regarding findings. Analysts populated the ‘Raw data’ template
34

Jonathan Cave, Rosalie Liccardo Pacula, and Beau Kilmer
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with information on data sets used in the Strategy and review the use of those data sets in
the Strategy.
It was initially envisaged that we would review departmental documents on local delivery
but these did not exist in the form expected by the commissioning and research teams. We
performed a scan of relevant government department websites (NTA, DCSF, DWP) to see
if we could obtain information on local delivery and its relationship to the Strategy
document. This brief scan did not return satisfactory results as virtually no publications
referred explicitly to the Drug Strategy, making systematic attribution of existing delivery
guidelines, plans and other documents to the Strategy impossible. It was concluded that
the review of local delivery could therefore take place only at the level of consideration of
the usefulness of the evidence base Appendix 5 for informing those seeking to implement
interventions and other aspects of local delivery.
The final stage was to analyse the complete set of findings regarding robustness of
evidence, use of evidence and gaps in evidence in the Appendix.
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