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Transform has a number of serious concerns about the consultation process and the contents of the

consultation paper itself. These concerns are explored first with reference to the consultation

document where relevant, and the Governments consultation code of practicel.

We then highlight and discuss key areas of policy that are absent from the consultation.

On the specific questions in the consultation document not covered in this response Transform

wishes to endorse the detailed submissions made by Release ( www.release.org ) and UKHRA /
NNEF. (www.ukhra.org )

Summary:

e The consultation does not adhere to the first three criterion of the Government’s
consultation code of practice regarding when to consult, duration of the consultation, or
clarity and scope of impact.

e There is no Impact Assessment for proposed policy changes, or research data / analysis
presented in support of any proposals.

o Key areas of the public policy debate are entirely absent from the consultation,

specifically:

o Harm reduction — a key pillar of UK drug policy receives no mention

o Sentencing / decriminalisation — the growing body of evidence, high level backing
and active public debate are ignored

o Supply side enforcement - its efficacy is unquestioned (despite the absence of
evidence) and its impacts unexplored

o The classification system / ACMD — none of the high profile public debates and
controversies on this important issue are addressed

o International drug policy — there is no mention of or engagement with the
international dimension of UK drug policy

o Evaluative framework — there is no engagement with how policy should be
evaluated — regards targets, KPls and or how they should be prioritised

o Tobacco - there are many mentions of alcohol, but none of the drug associated with

the greatest number of addictions and chronic deaths in the UK

! HM Government Code of Practice on Consultation July 2008 http://www.berr.gov.uk/files/file47158.pdf
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Whilst containing some welcome elements, the consultation fails on a number of key
fronts. Combined with the broader lack of clarity about how the new drug strategy is being
developed, this consultation process appears to be entirely inadequate, giving the strong
impression of being both highly politicised and largely tokenistic.

We recommend that the consultation process be reviewed by the Cabinet Office pending a
re-launch. A new consultation process should address the identified shortcomings by
adhering to the government code of practice, including evidential support and Impact
Assessments for all proposals, and covering all aspect of UK drug policy of concern to
stakeholders.



Process concerns

There has been a worrying lack of clarity about the way in which the new drug strategy is being
developed and the nature and role of the consultation process, or processes, that are feeding into
this. At time of writing it is unclear what has already been decided upon and where there is scope
for influencing decisions. It is also not clear if this ‘early opportunity.....to influence the development
2T (0KS yS¢ WINbIEEbe thaioNy ofipSriidtQor if a second round of consultation
—on more substantive policy proposals — will take place.

These concerns are explored below:

1. The consultation does not adhere to the first three criterion of the Government’s consultation
code of practice’

G/ NR {1L:3VNéh ® gbnsult
Formal consultation should take place at a stage when there is scope to influence the policy
2dzi O2YS d¢

The broader priorities of the policy appear to have been pre-decided without any consultation at all,
and no supporting evidence for the proposed shifts or specific policies is provided. Whether or not
one agrees with them, a number of decisions appear to have been already approved and announced
(for example regards the temporary bans on ‘legal highs’), whilst other options regarding sentencing
have already been specifically rejected (see below). This all before the consultation period is even
closed.

A number of the questions and policy issues raised in the consultation are also specifically covered in
the National Treatment Agency’s Business Plan for 2010/11* (August 2010), (and alluded to in
Government response” to the Public Accounts Committee ‘Tackling Problematic Drugs’ report from
July 2010) - apparently already approved and signed off by ministers, again without any consultation
we are aware of.

OCriterion 2 Duration of consultation exercises

Consultations should normally last for at least 12 weeks with consideration given to longer

GAYSaoOltSa 6KSNBX FSIraroftS FyR aSyaiof Sé
The consultation has had only 6 weeks — no explanation has been given for this deviation from the
code, and we are not aware of any exceptional circumstances that would warrant such undue haste

over such important issues.

G/ NR G Sy pfgcope and impact

2 Note that the code of practice also statesthat W ¢ KSa S ONX (0 S NAedincorkutatdin R 6 S NB LINE R d;

R 2 O dzY.SWisihas early not happened.

3http://www.nta.nhs.uk/uploads/nta business plan 2010 11[0].pdf
* http://www.official-documents.gov.uk/document/cm78/7885/7885.pdf (page 88)
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Consultation documents should be clear about the consultation process, what is being

proposed, the scope toinfluencS | yR GKS SELISOGSR O2aidGa | yR
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The consultation is described as a ‘targeted’ consultation. It is not clear what this term means (it is
not a term in the consultation guidelines) or what the consultation aims to achieve. One can see the
utility of different types of drug policy consultation:

e A scoping exercise type consultation — to gauge the broader priorities, concerns and
suggestions of stakeholders, or,

e A more focused consultation seeking feedback on specific policy proposals, supported by an
Impact Assessment and research data as appropriate

This consultation does not appear to be either of the above. The broader priorities have been

presented fully formed (for example the needfor WNB o I f | Y OAy 3 (G NBifreeYSy i G2 a
2 dz(i O 2WftB @ Ednsultation or debate. The areas covered in the document seem arbitrary, with

key policy pillars such as harm reduction, international drug control and drug classification entirely

absent. If some of these areas of policy will be covered in the Mol - Rehabilitation Revolution Green

Paper consultation (mentioned at the end of the document) — that has not been made clear.

The few more solid policy proposals that are made lack any detail that might allow more than a
cursory or speculative response.

The consultation contains contentious terms such as ‘recovery’ with no glossary provided. The
inclusion of the recent populist election terminology W6 A 3 ,&v2hQ@dieSplardt@n of what the
term actually means, is strange and inappropriate for a policy document such as this.

2. Lack of Impact Assessment, or any supporting research data or analysis.
The Government’s consultation code of practice is very clear:

CEstimates of the costs and benefits of the policy options under consideration should normally form
Fy AYGSINIE LINL 2F O2yadzZ GFdiAzy SESNDAAS
GKSasS Oz2aita YR 0SySTAdaod ! aOz2yadZ GFdAz2y &ai
alongside a formal consultation, with questions on its contents included in the body of the

consultation exercise. An Impact Assessment should be carried out for most policy decisions and
consultation of interested parties on the Impact Assessment and on equality assessments can bring

greater transparency to the policymaking process and should lead to departments having more

robust evidence on which to base decisions.¢

We cannot understand why no Impact Assessment has been produced to inform the consultation
around either the proposed broader policy shifts or for specific policies. It is vital that the costs and
benefits of proposed changes are made clear, and that alternative options are explored in parallel
using the same criteria. The Government guidelines on Impact Assessments are also very clear;
policy consultations are specifically identified as a trigger®.

> http://www.cabinetoffice.gov.uk/making-legislation-guide/impact assessment.aspx

(
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We understand that an Impact Assessment may be published at some later stage in the strategy
development process although again this all remains rather opaque and no details or schedule has
been provided. Unless there is to be another full consultation process, this is simply too late — and
negates the function of the IA in the stakeholder phase of the policy development process.

Not only are no Impact Assessments available, no research evidence of any kind is presented to
support the suggested changes. This is a startling and unacceptable omission for any Government
policy proposals or consultation document and clearly runs against both spirit and letter of
Government policy development guidelines.



Omissions

A series of key policy areas are entirely absent from the consultation document ¢ these are detailed

0St2¢6d LT dKA&a Aa ¢KFG I WGrFrNBSGSRQ O2yadzZ G GA?2
other areas of active public debate are being omitted, as well as a timetable for when and how they

are to be meaningfully engaged with. None has been provided.

e Harm Reduction

There are no questions addressing harm reduction provision or services anywhere in the document,
indeed the phrase WK I NI  NJBoks doDapgea? af ). This is despite:
o HR being a central pillar of UK drug policy for over two decades
¢ HR being overwhelmingly supported by an extensive body of research establishing its
effectiveness on a range of KPls
e HR being prominently supported by the UNODC, UNAIDS, and the WHO amongst others, as
well as clearly featuring in the Millennium Development Goals (number 6) — actively
supported by the UK, most recently at the UN in New York

This omission is a serious concern, worsened by the apparent reluctance to even include the phrase
WK I NY NInRezQhkrk i2 nfefely the sentence:

G2 KAfad NBRdzOAY3I KIFENXY Ada |y AYLRNIFYy(d O02YLRYySyl
and a drug free lifestyle is the ultimate aim® €

This demonstrates an alarming lack of understanding about what harm reduction is. We would urge
you to read the International Harm Reduction Association position statement® that makes it clear
that:

oHarm reduction refers to policies, programmes and practices that aim to reduce the harms
associated with the use of psychoactive drugs in people unable or unwilling to stop. The
defining features are the focus on the prevention of harm, rather than on the prevention of
drug use itself, and the focus on people who continue to use drugs.€

And additionally that:

oHarm reduction complements approaches that seek to prevent or reduce the overall level of
drug consumption. It is based on the recognition that many people throughout the world
continue to use psychoactive drugs despite even the strongest efforts to prevent the initiation
or continued use of drugs. Harm reduction accepts that many people who use drugs are
unable or unwilling to stop using drugs at any given time. Access to good treatment is
important for people with drug problems, but many people with drug problems are unable or
unwilling to get treatment. Furthermore, the majority of people who use drugs do not need
treatment. There is a need to provide people who use drugs with options that help to

6http://www.ihra.net/files/2010/08/10/Briefing What is HR English.pdf
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minimise risks from continuing to use drugs, and of harming themselves or others. It is
therefore essential that harm reduction information, services and other interventions exist to
help keep people healthy and safe. Allowing people to suffer or die from preventable causes
is not an option.¢

With regards to becoming drug free / abstinence theme running through the consultation document,
IHRA note that:

GThe objective of harm reduction in a specific context can often be arranged in a hierarchy
with the more feasible options at one end (e.g. measures to keep people healthy) and less
feasible but desirable options at the other end. Abstinence can be considered a difficult to
achieve but desirable option for harm reduction in such a hierarchy. Keeping people who use
drugs alive and preventing irreparable damage is regarded as the most urgent priority while
it is acknowledged that there may be many other important priorities.€

We would urge the coalition government not to lose sight of the pragmatism that informed the
emergence of harm reduction under the Conservative Government in the 1980’s. The recent
hostility to some aspects of harm reduction amongst some influential (mostly) Conservative thinkers,
(arguably reflected in both its total absence from the consultation document, and the rhetorical shift
towards prioritising abstinence and drug free lifestyles over all other goals), has a distinctly
ideological tinge to it, rather than being guided by evidence of effectiveness.

We are aware of no one in the drug field who objects to prevention efforts that include encouraging
abstinence, or making abstinence based treatment/rehab available to those who seek it. Clearly a
range of options should to be available to respond to a spectrum of needs. However, it is important
to remember that treatment decisions are not made by politicians or think tanks, but by medical
professionals and treatment providers in conjunction with their patients or clients.

Transform endorses the UKHRA/NEFF consultation submission which addresses a number of the
relevant individual questions from a harm reduction perspective.

e Sentencing for possession offences; non-criminal civil / administrative sanctions

There is no discussion or questions concerning the appropriateness or outcomes of criminalising
possession and use of drugs, nor is there any reference to the moves towards applying non-criminal
sanctions for drug possession and use that have been widely adopted across Europe, Latin America
and the elsewhere around the world, from states in the US’ and Australia, to Central Asia.

This is a significant and inexplicable oversight given the growing body of evidence from around the
world that such approaches can have positive impacts on both public health and criminal justice
indicators, can be more cost effective than traditional criminal sanctions, and do not necessarily lead
to increased use or interfere with public health messaging. Indeed there is substantive evidence that
facilitating a shift in resources from punitive criminal responses to civil sanctions and public health

7 Cannabis only



led interventions can facilitate prevention efforts and potentially reduce problematic use and use
amongst key vulnerable populations (amongst other benefits)®.

This omission is seemingly at odds with other Government thinking and surprising given that:

l. The proposed temporary bans on ‘legal highs’ would not criminalise possession of the
banned substances, nominally because of a desirenot to @WNA YA Y | t AaS &2 dz/ 3

Il. The presence, in the Liberal Democrat manifesto of a commitment to :

LIS 2
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unnecessary prosecution and imprisonment of drug users and addicts; the focus instead
daK2dzZ R 6S 2y 3ISGGAY3 RRAOGA GKS GNBIGYSy

It was therefore particularly disappointing (especially in the context of commitments to evidence
based policy and comments by the Justice Minister about "intelligent sentencing, seeking to give
better value for money" ) to hear James Brokenshire, Minister with the drug brief, flatly ruling out
the Portuguese decriminalisation model in the recent parliamentary debate. This was done on the
flimsiest of premises (‘drugs are harmful and no one should take them() and without any reference
to the evidence base.

Media reports have suggested, however, that the Portuguese administrative response model has at
least been considered within the Coalition Government. If the Government is considering it - even if
they have concerns — surely this is precisely the sort of policy area on which to consult and seek
comment from stakeholders and expertise in the drugs field.

UNAIDS has made clear and vocal calls for the decriminalisation of drug users, supported by
statements about the positive impacts of removing the stigma of criminality’ (supported by the UN
General Secretary), as have The Global Fund™ (note: the UK financially supports both of these
institutions). These calls have been bolstered this month by a detailed report from the UN Special
Rapporteur on the on the Right to Health'! (Attachment 1).

It seems remarkable in this context that the Government does not feel comfortable even seeking
opinions on this issue — instead refusing to engage or consider the evidence and then closing down
any public debate before it has even begun. The clear impression given is that this is a political
decision, not a pragmatic one.

At the very least it is essential for moves to non-criminal sanctions, perhaps in the Portuguese model
(although there are other approaches) to be included both in the consultation and the required (but

8 Hughes C, Stevens A. What can we learn from the Portuguese decriminalisation of illicit drugs? BrJ
Criminology Sept 2010

9http://data.unaids.org/pub/Report/2010/20100917 mdg6 report en.pdf
10 http://www.viennadeclaration.com/1/post/2010/06/post-title-click-and-type-to-edit.html
" http://ap.ohchr.org/documents/alldocs.aspx?doc_id=17520 ( A/65/255)

z
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so far absent) Impact Assessments (see Attachment 2: IDPC briefing on Impact Assessments ¢
produced in conjunction with Transform).

This issue of decriminalisation of users has obvious relevance to a number of other questions posed,
particularly in section E (support recovery to break cycle of drug addiction) and section D
(treatment), specifically how the stigma of criminality for drug users can be an active obstacle to
rebuilding lives in terms of employment, housing, personal finance and access to services.

e Supply side enforcement

There is no acknowledgement that supply side enforcement has failed to prevent or reduce the
availability of drugs in the UK for more than four decades, despite ever increasing resources being
directed towards this goal.

Whilst the reduction in availability has been a clearly stated target in previous drug strategies (1998
and 2002, although not 2008) at no point has there been any meaningful data on availability either
collected or published by Government, or indeed a published methodology on how drug availability
could or should be measured.

Instead we have had a series of proxy measures, including drug seizures (as a % of an unknown
total), criminal asset seizures, and organised crime networks broken up. Whilst these may imply drug
enforcement success they are clearly not measures of availability™. Availability can, however, be
inferred from price and purity data — which demonstrates a clear and consistent long term trend of
increasing availability. This test purchase data could in theory be usefully supported by drug user
guestionnaire data using established methodologies. The Government has not done any of this —
despite many private and public requests from Transform and others, over a number of years.

The clear impression is of an concerted attempt to avoid publicly acknowledging supply side
enforcement’s long term failure to achieve its primary goal (see discussion concerning Bvaluative
FNFYSG62N] Y @elcMES(a k YtLQa

We would strongly urge the new Government to establish a clear and transparent methodology for
meaningfully measuring availability of different drugs (to different populations and in different
regions), and to collect and publish this data on at least an annual basis.

We note the suggestion elsewhere in the consultation document that funding for drug services could
be related to treatment outcomes. Of course all spending should be subject to rigorous scrutiny
regards its effectiveness at achieving stated goals. Given that drug enforcement spending in
particular has historically been immunised from such scrutiny, it might be an interesting experiment
to consider a similar linking of enforcement funding to sustained reductions in drug availability.

e (Classification system / ACMD

Given the vigorous and long running public and parliamentary debates over the role and functioning
of the ACMD, issues around the classification of individual drugs, and broader concerns about entire

2 gee: http://www.tdpf.org.uk/Transform%20CBA%20paper%20final.pdf p32-34 for more details/discussion
9
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classification framework®®, we would have expected to see some relevant questions about this
important area of UK drug policy feature in the consultation.

Of note was the promise by the then Home Secretary, made in parliament, for a consultation and
review of the classification system back in 2006™. This review had broad and cross party
parliamentary support and was additionally supported by the ACMD itself, the Home Affairs and
Science and Technology Select Committees and, as far as we are aware, almost all stakeholders in
the drugs field.

That it was subsequently abandoned (it was fully prepared and days away from publication — now
released following an FOI request"?) for transparently political reasons by an incoming Home
Secretary (on the basisof a W0 S fhat theksy@tem was, in fact, fit for purpose), should not stand in
the way of such a process being re-launched by the new Coalition Government, either as part of a
more comprehensive consultation process or independently.

e International drug policy

There is no mention of the implications of UK policy internationally, or our commitment to overseas
supply side drug interventions — either direct involvement in anti-drug operations in Afghanistan for
example, or financial and political support for other efforts via the UN (UNODC / UNAIDS / WHO etc)
or other Governments.

We would have expected a section of the consultation addressing international drug policy issues,
outlining policy objectives and strategies and inviting feedback. As with all aspects of the
consultation, this should be supported by evidence, including Impact Assessments (in this case
looking specifically at human rights, development, and security issues).

These are major areas of concern that cannot be divorced from domestic policy.

If this arena of drug policy is to be subject to a separate policy development and consultation
process, by the Foreign Office, DFiD or other department, this would have been usefully highlighted.
None are mentioned.

e Evaluative framework: Targets / KPI’s

There is nothing in the consultation document about how policy should be evaluated, what
performance indicators should be used to evaluate it or what priority should be given to different
indicators. One question suggests ranking a series of predetermined priorities (one including the ill
defined Wo A 3 &l tlor\jdsgtind bQt no measures are attached to these and it is difficult to
imagine any useful outcomes from numerical responses to this question.

These are important issues, yet hardly new ones. They have been inadequately addressed over a
long period by previous Governments. A series of Parliamentary reviews and internal Home Office

3 Notably raised by the Science and Technology Select Committee report in 2006 ‘Drug classification: making
a hash of it?Qthat described the systemas Wy 2 i FA G F2 NJ LIdzZN1LI2 aS Qo
http://www.publications.parliament.uk/pa/cm200506/cmselect/cmsctech/1031/1031.pdf

1 http://www.theyworkforyou.com/debates/?id=2006-01-19b.982.0#£982.1

> http://www.drugequality.org/files/Review of Drugs Classification Consultation Paper.pdf
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and Treasury research and stock take documents have criticised the lack of impact evaluation, and
the inability of the Home Office to demonstrate the cost effectiveness of its interventions as a result.
This has applied to drug policy generally, but most specifically is aimed at CJS interventions. These
critiques include:

e 2001 Home Office / Treasury — Btock takeof Anti-Drugs Interventions and Cost
Effech @ S y° ®adlyirelrased following a FOI request from Transform)

G¢ KSNBE A a ohthdcdstieffecti@@ss R ESaddivities [reducing availability].
However, whilst insufficient to form robust conclusions the little we have does not offer
strong supporté

G 2 y -efie@tifetiess there is a need to ¢ at a general level ¢ to develop an overall
framework so that supply/demand interactions can be factored in and to enable different
activities to be assessed on a consistent basis¢

e 2007 Home Office commissioned W+ | f dzS T @udy" fo@lyfefedsdd, in 2010,
following FOI request from Transform):

cevaluations of effectiveness are patchy and incomplete, making it difficult to assess value
for money¢

e National Audit Office report Wackling Problem Digy Ui §:Q

"Without an evaluative framework for the [Drug] Strategy as a whole, the NAO is not able to
conclude positively on value for money." and, "So overall performance measurement across
the range of programmes needs to be put in place."”

e Follow up to the NAO report from the Public Accounts Committee: W¢ | O1 f Ay3 t NRBof SY
1 a%Q
|

GDAGSY (KS Lzt AO Y2ySeée aLISyid 2y GKS adNI G§S3:
unacceptable that the Department [Home Office] has not carried out sufficient evaluation of

the programme of measures in the strategy and does not know if the strategy is directly

reducing the overall costofdrug-NB f I 4§ SR ONRA YSa dé

G¢KS 5SLI NIYSyd R2Sa y2i (y2¢6 K2g G2 Y2ad ST
GThe Government spends £1.2 billion a year on measures aimed at tackling problem drug

use, yet does not know what overall effect this spending is having. We welcome the

Department's commitment to evaluating this spending. From 2011, the Department should

16 Available in pdf on the Transform website: Part 1 Part 2 Part 3 Part 4

7 http://www.homeoffice.gov.uk/about-us/freedom-of-information/released-information1/foi-archive-
crime/8908 Drug value money report 07?view=Binary

18 http://www.nao.org.uk/publications/0910/problem drug use.aspx

19 http://www.publications.parliament.uk/pa/cm200910/cmselect/cmpubacc/456/45602.htm
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publish annual reports on progress against the strategy's action plan. These should set out
expenditure on each measure, the outputs and outcomes delivered, and progress towards
targets.€

Choices of Targets, KPIs and evaluative frameworks are central to this process of how policy is
developed, implemented and delivered, and this consultation process would have been a valuable
opportunity for expert input.

As it stands all we have is some vague suggestions, including that drug free outcomes are to be
prioritised in the treatment system. No rationale is given for this shift, or supporting evidence
provided to back it up.

We note in the Government’s response to the PAC criticism of its historic lack of evaluation and
inability to demonstrate cost effectiveness, that the Government states:

OThe Government is committed to ensuring that it obtains value for money, and future drug
strategy will include options to put in place an evaluative framework, upon which to make a
robust assessment of value for moneyé.

WhyWg Attt AyOf dzRS ardévalatielranie@orkQadzér thanyist Wi & OSanA y Of dzR S
evaluative framework@ We hope this is not a get out clause to allow the unsatisfactory status quo
to be maintained.

e Tobacco

The acknowledgement that alcohol services need to run concurrently with illegal drug services is

welcome, even if again highlighting the indiscriminate nature of a legal framework in which some

drugs are arbitrarily dealt with using punitive criminal justice mechanisms, and some not. However,

given that the consultation statesthat W¢ KS a G NF G S3& Attt GF1S I O0NRIFR
NBRdAzOAYy 3 &dzaidl yOS w¥finditbedriissich &f ang ehtionSAdbdddo guielLIS Q
extraordinary.

Consider the fact that tobacco is associated with more public health harms, dependence and death
than all other drugs - legal or illegal — combined. In this context the complete absence of tobacco
from the strategy is inexplicable, especially given a) the prominence of alcohol, and b) high level of
concurrent tobacco dependence with other forms of drug dependence.

We note that the Breakdown Britain: AddictionsQeport®® — that appears to have been a key

influence on much of the thinking in the new strategy as so far revealed — also does not consider

tobacco issues. The ACMD has, by contrast, shown considerable engagement in this urgent public

health concern, responding not least in its 2006 report Wt | G K ¢ | & & (Hazarddushi@ aff S Y &

20 http://www.centreforsocialjustice.org.uk/client/downloads/addictions.pdf Produced by lan Duncan Smith’s
Centre for Social justice think tank. lan Duncan Smith is now Minister for Work and Pensions with
responsibility for the ‘recovery and breaking the cycle of addictions’ element of the strategy

12
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tobacco, alcohol and other drugs by young people in the UK and its implications for policy)’>* . This
clearly stated:

"As their actions are similar and their harmfulness to individuals and society is no less than
that of other psychoactive drugs, tobacco and alcohol should be explicitly included in the

terms of reference of the Advisory Council on the Misuse of Drugs"

We would further recommend that the Government revisit this important report which has
implications for large areas of the strategy — particularly around prevention issues.

We seek reassurances that the ACMD are being formally consulted on all stages the strategy

development process, on the basis that they are both a valuable source of expertise and that this is

very clearly their mandate as established under the Misuse of Drugs Act.

21 http://www.homeoffice.gov.uk/publications/drugs/acmdi1/pathways-to-
problems/Pathwaystoproblems.pdf?view=Binary
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Discussion / Conclusions

There are some positive things in this consultation. We are pleased to see the callfor W Y2 NB K2 f A &
approach with drugs issues being assessed and tackled alongside other issues such as alcohol abuse,
child protection, mental health, employment and housingQ

Transform have long argued that levels of problematic drug use primarily reflect a complex interplay
social, economic and cultural variables. In addition to those above we would certainly include social
deprivation, inequality and broader measures of personal and social wellbeing. The corollary of this,
of course, is that the impact of drug policy as traditionally conceived (prevention, treatment, and
enforcement) should not be overestimated and may be marginal, in many cases irrelevant, relative
to the underlying social determinants of drug using behaviours.

This analysis — that problematic use is essentially a barometer of a social wellbeing (or lack of) - has
obvious implications for longer term prevention and harm reduction strategies. It suggests that
success is likely to flow more from investment in social capital and addressing multiple deprivation
and inequality issues, particularly as they affect young people, rather than from pouring ever more
money into more conventional interventions that are poorly supported by evidence.

Whilst conventional drug policy may only be able to achieve, at best, fairly marginal impacts on
prevalence of problematic use, the overarching prohibitionist legal framework can, however, have a
dramatic impact on levels of harm associated with drug use. This can be both by increasing health
risks associated with use, and through the wider social harms created or exacerbated by the illegal
drug market.

This goes to the heart of the drug policy and law reform position that Transform represents; a

pragmatic position that accepts both the reality of demand for drugs as it currently exists, and that

this demand will be met by illegal supply routes if no legally regulated supply option exists. Drug

markets can be controlled and regulated by governments or by gangsters; there is no third option

that involves a drug free society.

We argue that legally regulating drug production, supply anduse (asRS G F Af SR Ay W!I FGSNJ
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criminal free for all and underground drug culture we currently have.

The pragmatic mindset also requires that whilst we acknowledge that most people do not use illegal
drugs, we must also acknowledge that most of those who do, do so relatively responsibly. Their use
is not associated with significant personal or social harms, and as such should not be deemed
problematic. Of people (globally) who report using illegal drugs in the last year The UNODC only
describes 5% as problematic users. It is important to be mindful of the 95% of non-problematic users
who do not need treatment — let alone criminal sanction.

Whilst there is a welcome and growing acknowledgement that treatment, prevention and education
should be are tailored to individual and local needs - prohibition remains a blunt, inflexible and
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indiscriminate legislative tool, an absolutist position that criminalises all users regardless of their
impact on themselves or those around them, similarly forcing all supply in the hands of criminal
profiteers.

The reform position has its roots in the critique of the failings of this approach — both on its own
terms, and regards the secondary unintended harms of the illegal trade it fuels. As has been alluded
to in this response the prohibitionist paradigm cannot stand scrutiny, which is at least part of the
reason why scrutiny has been so studiously avoided for so long. Indeed the ‘war on drugs’ has
required a monumental propaganda effort to sustain it — just as many other wars have.

We only need cast our minds back to the farcical drug strategy consultation of 2007. It was
supported by a consultation document described by the ACMD thus:
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focus on trying to convince the reader of success and progress; rather than providing an

objective review and presentation of the current evidence. The ACMD found the consultation
paperself-O2 Yy ANI GdzZf  §2NE YR ISYSNIffe RAAILILRAYGA

W L @f corcén that the evidence presented, and the interpretation given, are not based on
rigorous scrutiny."

Of the same document the Government’s own Statistics Commission similarly accused the Home

Office of spinning the data to make it look more favourable and failingto WLINRE A RS | o6 f Iy
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for money’ study (referred to on page 10) that informed the Home Office’s internal review was not
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made publicly available — only emerging this year following an absurdly protracted 3-year FOI battle
with Transform.

Many the problems with that ill fated consultation (regards process, content and transparency) have
unfortunately now been repeated, although this time around we do not even have crudely spun

evidence to criticise — there is simply none.

This is why the core of our call in this response is to return to the evidence; to have, if you will
forgive the oft-misused political clichés, a ‘mature and rational debate’ about ‘what works’.

But this time with all options on the table.

This requires open, honest and ongoing evaluation, and as a starting point; independently overseen
Impact Assessments of all policies and legislation, new and old (including the MDA 1971).

In terms of the general mindset, this will entail a move from misplaced moralising and outdated (but

entrenched) drug war ideologies to pragmatic public health and social policy norms. If the
Government follow the evidence it can only lead to better policies and the better outcomes we all
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seek. We are confident that if this happens it will only lead in one direction —and it will not be
towards criminalisation and prohibition.

Sadly this consultation falls short on almost every front — it is tokenistic, politicised, and entirely
inadequate for the reasons outlined. It is more than a missed opportunity; it is entirely unacceptable
as a basis for developing a new drug strategy. We therefore recommend that it be reviewed by the
Cabinet Office (and will be requesting this from the Cabinet Minister) with a view to being re-
launched. The new consultation process should address the identified shortcomings by adhering to
the Government code of practice, including evidential support and Impact Assessments for all
proposals, and covering all aspect of UK drug policy of concern to stakeholders.

Transform Drug Policy Foundation. September 2010
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