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This is a National Statistics publication 

The United Kingdom Statistics Authority has designated these statistics as 
National Statistics, in accordance with the Statistics and Registration Service 
Act 2007 and signifying compliance with the Code of Practice for Official 
Statistics. 

Designation can be broadly interpreted to mean that the statistics:  

 meet identified user needs;  

 are well explained and readily accessible;  

 are produced according to sound methods; and  

 are managed impartially and objectively in the public interest.  

Once statistics have been designated as National Statistics it is a statutory requirement that 
the Code of Practice shall continue to be observed. 

 

Find out more about the Code of Practice for Official Statistics at 
www.statisticsauthority.gov.uk/assessment/code-of-practice 
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Executive Summary 

This compendia report presents a range of published information on drug misuse among 
both adults and children which has been drawn together from a variety of sources. The 
report also presents some new information on hospital admissions related to drug misuse. 
The main findings include the following: 

Drug misuse among adults  

In England and Wales 2013/14: 

 Around 1 in 11 adults aged 16 to 59 (8.8 per cent) had taken an illicit drug in the last 
year. However, this proportion more than doubled when looking at the age subgroup of 
16 to 24 year-olds (18.9 per cent).  These figures are an increase from 2012/13 when 8.1 
per cent of 16 to 59 year-olds and 16.2 per cent of 16 to 24 year-olds had taken an illicit 
drug in the last year. However, both figures are lower than they were in 1996.  

 

Drug misuse among children (11 - 15 years)  

In England 2013: 

 16 per cent of pupils had ever taken drugs, 11 per cent had taken them in the last year 
and 6 per cent had taken them in the last month. This is similar to the levels of drug use 
recorded in 2011 and 2012. Although between 2003 and 2011 drug use amongst 11 to 
15 year olds declined. 

 

Health outcomes 

In England 2013/14: 

 There were 7,104 admissionsa to hospital with a primary diagnosis of a drug-related 
mental health and behavioural disorder. This is an 8.5 per cent (555) increase from 
2012/13 when there were 6,549 such admissions. Overall, between 2003/04 and 2013/14 
admissions have decreased by 11 per cent (765) from 7,869 to 7,104. 

 There were 13,917 admissionsa with a primary diagnosis of poisoning by illicit drugs. 
Overall there has been a 76.7 per cent (6,041) increase since 2003/04 when there were 
7,876 such admissions. 

 There were 1,957 deaths related to misuse of illicit drugs in 2013, an increase of 321 
from 2012 when there were 1,636 such deaths. This is contrary to the downward trend 
since 2008 when deaths peaked at 2,004. 

 

The HSCIC is considering when this report is published each year to maximise the 
availability of new data and would be interested to hear from users on this topic.  Please 
send any comments you may have to enquiries@hscic.gov.uk quoting “Statistics on Drug 
Misuse” in the subject. 

                                            
a
 NHS hospital admissions data for 2013/14 are provisional. It is known that not all data for 2013/14 from some 

providers is included in the provisional figures.  Those providers particularly affected are South London 
Healthcare NHS Trust, South Warwickshire NHS Foundation Trust, Sherwood Forest Hospitals NHS 
Foundation Trust and Whittington Hospital NHS Trust.   

mailto:enquiries@hscic.gov.uk
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Introduction 

This annual statistical report presents a range of information on drug misuse amongst both 
adults and children. It also includes a focus on young adults.   

Most of the sources referred to in this publication are National Statistics. However, some of 
the statistics referred to in this publication are not National Statistics and are included here to 
provide a fuller picture; some of these are Official Statistics, whilst others are neither 
National Statistics nor Official Statistics. Those which are Official Statistics should still 
conform to the Code of Practice for Official Statistics1, although this is not a statutory 
requirement. Those that are neither National Statistics nor Official Statistics may not conform 
to the Code of Practice for Official Statistics. A brief explanation and a short review of the 
quality of each of the sets of statistics used in this publication have been included in 
Appendix A of this publication. 

Topics covered in this report include: 

 Prevalence of drug misuse, including the types of drugs used; 

 Trends in drug misuse over recent years; 

 Patterns of drug misuse among different groups of the population; and 

 Health outcomes related to drug misuse including hospital admissions, drug treatment 
and numbers of deaths. 

 
It has not always been possible to update the information for 2012/13. Where this is the case 
the latest data available is presented from earlier publications or provisional data is 
sometimes used. 

This report contains the following information: 

Chapter 1 - Drug misuse among adults focuses on the prevalence of drug misuse 
among adults and the types of drugs most commonly used. Relationships between 
drug use and other socio-demographic and lifestyles factors are included. The chapter 
also focuses on young adults (aged 16 to 24).  

Chapter 2 - Drug misuse among children focuses on the prevalence of drug misuse 
among children (mostly aged 11 to 15). It also presents information on the relationship 
between drugs and other socio-demographic factors and includes information on 
behaviours, knowledge, and attitudes towards drug taking.  

Chapter 3 - Outcomes of Drug Misuse presents a range of information about the health 
risks associated with drug misuse including treatment and drug related deaths. 
Previously unreported figures on drug-related admissions to hospital are presented 
using data from the HSCIC Hospital Episode Statistics (HES) database.  

This report is primarily concerned with the use of illicit drugs. The term ‘illicit drugs’, is used 
to describe those drugs that are controlled under the Misuse of Drugs Act 1971b. This 
legislation regulates controlled drugs and under the Act there are various offences, including 
the unlawful possession of a controlled substance. Each source included in this report may 
monitor the use of illicit drug use using a slightly different selection of drugs, and may name 
or group them differently. Relevant details are provided in the associated chapter and in 
Appendix A. 

                                            
b
 The Misuse of Drugs Act 1971 (modification) Order 2001. Available at: http://www.opsi.gov.uk/si/si2001/20013932.htm  

http://www.opsi.gov.uk/si/si2001/20013932.htm
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The data in this report relate to England unless otherwise specified. Where figures for 
England are not available, figures for England and Wales or the United Kingdom have been 
provided.  

The main datasets presented in Chapter 3 cover a time series of information over the last 
ten years so it is important to put all this into context with the relevant government policies 
and strategies in place at the time see Appendix B.  

Throughout the report, references to sources for further information are given. This report 
contains four appendices.  

Appendix A describes the drugs respondents were asked about as part of the Crime Survey 
for England and Wales (CSEW) and their classifications under the Misuse of Drugs Act. 

Appendix B describes the relevant Government strategies and plans.  

Appendix C gives sources of further information and useful contacts.  

Appendix D provides a drugs glossary of the various illicit drugs mentioned in this report.  
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1 Drug misuse among adults 

1.1 Introduction 
This chapter presents information on the prevalence of drug misuse among adults. A range 
of drug misuse information covering the general population (16 to 59 year olds), young 
adults (16 to 24 year olds), demographics and problem drug users is presented as well as 
National, Regional, Local Authority and European comparisons of drug misuse. 

The data sources used in this chapter are:  

 Crime Survey for England and Wales (CSEW, formerly the British Crime Survey)c 
publication: Drug Misuse: Findings from the 2013/14 Crime Survey for England and 
Wales2  published by the Home Office in 2014 is the main source of data for this 
chapter. Since 1996 the CSEW has included a comparable self-completion module 
of questions on illicit drug use.  

The survey asked respondents about drug use as defined by the Misuse of Drugs 
Act5 and also examined the prevalence of illicit drug use. The Misuse of Drugs Act 
classifies drugs into three categories (Class A, B and C) according to the harm that 
they cause. Class A drugs are considered to be the most harmful. The survey is also 
updated to include questions on new substances appearing on the drugs market.  

There are three separate measures in the survey based on: 

 Ever having used drugs. 

 Drug use in the last month (prior to interview).  

 Drug use in the last year, which is considered to be the best indicator to 
measure trends in recent drug use. 

CSEW 2013/14 examines the prevalence and trends of illicit drug use among 16 to 
59 year olds since 1996 including separate analysis on young adults aged 16 to 24. 
Key trends in the use of different drugs and the total number of drug users are 
estimated. Information from the latest year is included as well as some trend data.  

 Adult Psychiatric Morbidity in England, 2007: results of a household survey6 
(APMS) published by the Health and Social Care Information Centre (HSCIC) 2009,  
which presents information on drug use among adults aged 16 and over in England. 
The main focus of this survey was to collect data on mental health among adults 
living in private households in England. One area of the survey was to collect data on 
the prevalence of drug misuse and dependence, with the data collected by a self-
completion questionnaire. The APMS uses the World Health Organisation definition 
of drug misuse7  which is the use of a substance for purposes not consistent with 
legal or medical guidelines.  

National and International comparisons on drug misuse are presented in:  

 2012-13 Scottish Crime and Justice Survey, Drug Use8  (SCJS) published by the 
Scottish Government Social Research in 2014. The report examines self-reported 
illicit drug use (from a self-completion questionnaire on illicit drug use in Scotland) by 
adults aged over 16 using three time periods: in the last month, in the last year and 
ever.  

                                            
c
 From 1 April 2012, the British Crime Survey was renamed the Crime Survey for England and Wales (CSEW) to better 

reflect its geographical coverage. 
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 European Monitoring Centre for Drugs and Drug Addiction (EMCDDA), 
publishes European comparisons of drug use, with the most recent data available in 
the EMCDDA’s 2014 European Drug Report10 (EDR) and presents a new analysis of 
the drug situation, accompanied by an overview of developments in interventions 
and policies. Rooted in a comprehensive review of both European and national data, 
the EDR package offers an interlinked range of products This annual report is based 
on information provided to the EMCDDA by the EU Member States, comparative 
analysis across countries should be made with caution, in particular where 
differences are small, and formulation and evaluation of drugs policy should take into 
careful consideration age groups, birth cohorts, gender and urbanisation and other 
relevant factors. More information can be found in the EMCDDA: General population 
surveys overview of the methods and definitions11. 

 National and Regional Estimates of the Prevalence of Opiate and/or Crack 
Cocaine use in 2011-1212  published in 2013 by the National Treatment Agency 
(which has been part of Public Health England since 1 April 2013). This report 
summarises the results of the fourth follow-up study to a three-year project to 
estimate the prevalence of opiate and/or crack use (previously defined as ‘problem 
drug use’) nationally (England only), regionally, and locally. This fourth follow-up was 
carried out five years after the final sweep of the original project, so could therefore 
be considered as ‘sweep 8’. An overview of the national and regional estimates is 
presented in this report, as are comparisons with the estimates produced by the third 
follow-up (2010/11) sweep of the study.  

 

1.2 Drug taking  
This section identifies key trends in the reported use of illicit drugs among adults aged 16 to 
59 and young adults aged 16 to 24. The extent of drug use in 2013/14 and which drugs are 
most commonly used. It also looks at frequent drug use; recently classified and emerging 
drugs; polydrug and polysubstanced use; accessibility of drugs; onset and desistance of 
drug use as well as attitudes to taking drugs.  

1.2.1 Extent and trends of illicit drug use in adults 

CSEW 2013/14, Section 22 shows the extent and trends in illicit drug use among adults 
aged 16 to 59 in 2013/14.  

Key facts: 

 Around 1 in 11 (8.8 per cent) adults aged 16 to 59 had taken an illicit drug in the last 
year. However, this proportion more than doubled when looking at the age subgroup 
of 16 to 24 year-olds (18.9 per cent).  

 Levels of last year drug use in 2013/14 were higher than in 2012/13. In 2012/13, 8.1 
per cent of 16 to 59 year-olds and 16.2 per cent of 16 to 24 year-olds had taken an 
illicit drug in the last year. However, these figures were both lower than in 1996.  

 Cocaine, ecstasy, LSD and ketamine use increased between 2012/13 and 2013/14. 
However there were no statistically significant decreases in last year drug use of any 
individual drug types among 16 to 59 year olds between 201213 and 2013/14.  

                                            
d
 Polydrug use is defined as the use of more than one type of drug being taken at the same time 

(simultaneously) or more than one type of drug being taken within the same period of time (concurrently) in 
the last year. The corresponding measure of polysubstance use includes the use of alcohol alongside drugs 
and is classified in the same way 
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 Around one-third of adults had taken drugs at some point during their lifetime. Of 16 
to 59 year olds, 35.6 per cent had reported ever using drugs. 

1.2.2 Frequent drug usee in the last year 

CSEW 2013/14, Section 32 investigates levels of frequent drug use, among adults aged 16 
to 59 and among young adults aged 16 to 24. It also looks at those who took drugs on 
average once a month in the last year and those who said they had used drugs in the last 
year but less often than once a month. The User Guide to Drug Misuse: Findings from the 
CSEW3 provides further details relating to illicit drug use measures. 

Key facts: 

 The prevalence of frequent drug use has remained broadly similar over the last three 
years. In 2013/14, 3.1 per cent of adults aged 16 to 59 were defined as frequent drug 
users (having taken any illicit drug more than once a month on average in the last 
year), a slightly higher proportion than in 2012/13 (2.8 per cent) but similar to the 
2011/12 proportion (3.2 per cent). 

 Young adults were more likely to be frequent drug users than older people. The 
proportion of young adults aged 16 to 24 classed as frequent drug users (6.6 per 
cent) was more than twice as high as the proportion of all adults aged 16 to 59 (3.1 
per cent) in 2013/14 and represented a statistically significant increase compared 
with 2012/13 (5.1 per cent). 

 There were differences in levels of frequent drug use among respondents with 
different personal, household and area characteristics. Levels of use of any illicit 
drug more than once a month on average in the last year were higher among men 
than women, among those who went to pubs or nightclubs more often and among 
those who lived in more deprived areas. 

 Those who went to nightclubs or pubs more often were more likely to use drugs 
frequently. Levels of use of any illicit drug more than once a month on average in the 
last year were higher among those who went to nightclubs four or more times in the 
last month (10.9 per cent) compared with 2.3 per cent of respondents who had not 
visited a nightclub in the past month. A similar pattern was found among those 
visiting pubs more often. 

 People living in deprived areas were more likely to be frequent drug users. A larger 
proportion (4.5 per cent) of respondents who lived in more deprived areas were 
frequent drug users compared with those who lived in the least deprived areas (2.3 
per cent). 

 

1.2.3 Legal emerging drugs 

In 2012/13 questions on use of the legal emerging drugs salvia and nitrous oxide in the last 
year were added to the CSEW for the first time. Further information can be found in CSEW 
2013/142, Section 2. 

Key facts:  

 2.3 per cent of adults aged 16 to 59 had taken nitrous oxide in the last year (similar 
to 2.0 per cent in 2012 to 2013, i.e. not statistically significantly different). 

 0.5 per cent of adults aged 16 to 59 had taken salvia in the last year (a statistically 
significant increase from 0.3 per cent in 2012/13).  

                                            
e
 Frequent drug use is defined as taking any illicit drug more than once a month on average in the last year. 
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For young adults, aged 16 to 24: 

 7.6 per cent had taken nitrous oxide in the last year (not statistically significantly 
different from 6.1 per cent in 2012/13). 

 1.8 per cent had taken salvia in the last year (not statistically significantly different 
from 1.1 per cent in 2012/2013). 

1.2.4 Polydrug and polysubstance usef 

Information on polysubstance and polydrug use was measured in the 2010/11 and 2011/12 
CSEW. As numbers of polydrug and polysubstance users are small these two years of 
survey data have been combined in the analysis. Further information can be found in 
CSEW 2011/12, Section 813.  

Key facts: 

 In the 2010/11 and 2011/12 surveys, seven per cent of respondents who used drugs 
in the last year said that the last time they used drugs, they used more than one drug 
at the same time. 61 per cent of respondents who used drugs in the last year used 
alcohol at the same time the last time they used drugs.  

 Almost all cases of simultaneous polydrug use (95 per cent) involved the use of 
cannabis (73 per cent), powder cocaine (49 per cent), ecstasy (37 per cent) and/or 
amphetamines (19 per cent).  

 The highest rates of simultaneous polydrug use were found among those who had 
used methadone (58 per cent), ecstasy (49 per cent), ketamine (48 per cent) and 
amphetamines (43 per cent) the last time they had used drugs. The lowest rate of 
simultaneous polydrug use was found among those who had used cannabis the last 
time they had used drugs (7 per cent). 

1.2.5 Accessibility of drugs  

Respondents who had used any illicit drugs in the last year were asked questions on the 
source from which the most recent drugs taken were obtained, the location where they were 
obtained and the location where they were subsequently taken. Further information can be 
found in CSEW 2012/1314, Section 4. 

Key facts: 

 Over half (54 per cent) of adults aged 16 to 59 who had taken drugs in the last 12 
months said that they had last obtained them from someone well known to them who 
was not a family member.  

 Over half (53 per cent) were in a domestic setting when they last obtained them (i.e. 
their own home or someone else’s home).  

 Almost two-thirds (62 per cent) had been in a domestic setting (i.e. at their home or 
someone else’s home) the last time they took drugs.  

 The proportion of adults taking drugs in their own home increased with age, from 20 
per cent of the 16 to 24 age group to 56 per cent of the 45 to 59 age group.  

 Generally, adults are more likely to take drugs in the same location as they obtained 
them. For example, of those who obtained the drugs at home, 88 per cent took the 
drugs at home as well.  

                                            
f
 Polydrug use is considered to be the use of more than one type of drug being taken either at the same time 
(simultaneous use) or more than one type of drug being taken within the same period of time, for example, in 
the last year (concurrent use). The corresponding measure of polysubstance use includes the use of alcohol 
alongside drugs and is classified in the same way. (CSEW 2011/12

13
) 
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1.2.6 Onset and desistance of illicit drug use  

CSEW 2011/12 report, questions were asked about the onset and desistance of illicit drug 
use among adults for the first time. These questions were asked to understand more about 
the length of time in, and the age of leaving the drug taking population. Further information 
can be found in CSEW 2011/1213, Section 6.  

Key facts: 

 The most commonly reported age for first taking cannabis was 16 years and for 
powder cocaine and for ecstasy it was 18 years.  

 Among those who were no longer regular drug users, the most commonly reported 
age for stopping taking cannabis was 18 and for powder cocaine and for ecstasy it 
was 25.  

 The average length of time that adults had been in the cannabis-taking population 
was 6.2 years, higher than the estimates for those having desisted from taking 
powder cocaine (4.4 years) or ecstasy (3.9 years).  

1.2.7 Attitudes 

Respondents to the CSEW 2012/1314 were asked whether they thought it was acceptable 
for people their own age to take cannabis, cocaine, ecstasy or heroin. Questions were also 
asked on how safe or unsafe the respondent thought that it was to take cannabis, cocaine, 
heroin or ecstasy. Further information can be found in CSEW 2012/1314, Section 5.  

Key facts: 

 Just under one-third (32 per cent) of adults aged 16 to 59 thought that it was 
acceptable for people of their own age to take cannabis occasionally, while around 
two-thirds (66 per cent) thought that it was never acceptable.  

 Canabis was used by 6.6 per cent of adults aged 16 to 59 in the last year. 

 Only 7 per cent of adults thought that it was acceptable for people of their own age to 
take cocaine occasionally; the majority (93 per cent) thought that it was never 
acceptable. The proportions for ecstasy were similar.  

 Less than 0.5 per cent of respondents thought that it was acceptable for people of 
their own age to frequently take ecstasy, cocaine or heroin.  

 Although 3 per cent of respondents thought that it was very safe to take cannabis, a 
higher proportion than for any of the other substances, around 8 in 10 respondents 
(79 per cent) thought that taking cannabis was very unsafe (47 per cent) or a bit 
unsafe (32 per cent).  

 The vast majority of respondents thought that it was ‘a bit’ or ‘very’ unsafe to take 
heroin, cocaine or ecstasy (99 per cent, 97 per cent and 97 per cent respectively). 
Almost all (98 per cent) of respondents thought that taking heroin was very unsafe 
and 86 per cent of respondents thought that taking cocaine or ecstasy was very 
unsafe.  
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1.3 Demographics of illicit drug use 
CSEW 2013/14, Section 42 reports on levels of illicit drug use over the last year by age, 
gender, frequency of nightclub and pub/wine bar visits, alcohol consumption and some area 
characteristics. Illicit drug use by additional personal, household and area characteristics 
can be found in the illicit drug use by demographics tables4. 

Key facts: 

 Younger people are more likely to take drugs than older people. The level of any 
drug use in the last year was highest among 16 to 19 year olds (19.3 per cent).The 
level of drug use was much lower in the oldest age group covered by this part of the 
survey (1.5 per cent of 55 to 59 year olds). 

 The average age of drug users has risen since 1996. The average age of people 
using an illicit drug in the last 12 months has increased from 26.6 years in 1996 to 
29.3 years in 2013/14. This age increase is also reflected in the change in the 
distribution of ages of drug users between these two survey years. It is also likely to 
reflect the ageing population in England and Wales. 

 Men are more likely to take drugs than women. Around one-in-eight (11.8 per cent) 
men had taken an illicit drug in the last year, according to the 2013/14 CSEW, 
compared with 5.8 per cent of women. 

 People living in urban areas reported higher levels of drug use than those living in 
rural areas. Around a tenth (9.3 per cent) of people living in urban areas had used 
any drug compared with 6.5 per cent of those living in rural areas. 

 Higher levels of drug use are associated with increased frequency of visits to pubs, 
bars and nightclubs. For example, use of any class A drug in the 12 months prior to 
interview was around 8 times higher among those who had visited a nightclub at 
least four times in the past month (17.1 per cent) compared with those who had not 
visited a nightclub in the past month (2.0 per cent). A similar pattern was found for 
those visiting pubs and bars more frequently. 

1.3.1 Ethnic group and sexual orientation 

CSEW 2013/14, Section 52 presents findings on levels of illicit drug use of 16 to 59 year 
olds by ethnicity and sexual orientation. Typically, around one-in ten respondents who 
completed the self-completion module in each year identified themselves as being from a 
background other than White.  However, in order to provide estimates of drug use among 
more specific minority ethnic groups, the findings presented in this chapter use combined 
data from the 2011/12, 2012/13 and 2013/14 CSEWs .  The resulting larger sample size 
means it is possible to provide estimates of drug use for a more detailed breakdown of 
ethnic groups than would be possible using one year’s worth of survey data.   

The analysis by sexual orientation also uses data across three years as a relatively small 
proportion (around 3 per cent) of respondents in each year identified themselves as gay, 
lesbian or bisexual. 

Figures and commentary are based on analysis of respondents’ drug use in the last year. 

 Adults from mixed ethnic backgrounds were the most likely to have taken any illicit 
drug in the last year compared with adults from other ethnic groups. Adults from 
Asian or Asian British ethnic backgrounds generally had the lowest levels of last year 
drug use. 

 Last year cannabis use was highest among adults from a mixed ethnic background 
than for adults from other ethnic groups. The overall mixed ethnic group had a higher 
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prevalence of last year cannabis use than any other group (13.8 per cent), for 
example when compared with adults from a white background (7.0 per cent overall). 

 Gay or bisexual adults were more likely to have taken any illicit drug in the last year 
than heterosexual adults. In particular, gay or bisexual men were the group most 
likely to have taken any illicit drug in the last year (33.0 per cent had taken drugs in 
the last year), with higher levels of illicit drug use than gay or bisexual women (22.9 
per cent) and heterosexual men (11.1 per cent).  

Some of the findings in this section may be related to those shown previously on drug use 
by age as levels of illicit drug use are known to be higher among younger adults.  
Therefore, the age profile of the different ethnic and sexual orientation groups is likely to 
affect drug use estimates for adults within those groups. For example, the higher level of 
drug use among adults from a mixed ethnic group may reflect the younger age profile of 
these individuals. To illustrate, around half (53 per cent) of the high-level mixed ethnic 
group were aged between 16 and 29 (mean age 31.1), whereas in the general population 
the proportion of adults aged 16 to 29 was lower at around one third (31 per cent) (mean 
age 37.5).  

‘Age-standardisation’ can be used to adjust rates and take into account the age profile of 
the ethnic groups. Standardising the drug use rates in this way means that many of the 
differences observed between groups disappear, which suggests that age, not ethnicity, is 
the key driver of differences between groups. 

 As with the non-standardised analysis, the age-standardised level of last year drug 
use in mixed ethnic backgrounds remained higher than in other high-level groups 
(white; black or black British; Asian or Asian British; Chinese or Other). However, the 
difference between mixed and other groups was not as large, in particular when 
compared with white backgrounds which had the second highest rate. 

Similarly, the higher level of illicit drug use among gay/bisexual adults may be due, at least 
in part, to the younger age profile of individuals identifying themselves as in this group. 
Around one third (31 per cent) of the heterosexual population (mean age 37.6) is aged 
between 16 and 29; the equivalent proportion of those identifying themselves as gay or 
bisexual (mean age 33.0) is almost half (46 per cent).  

Additionally, 55 per cent of gay/bisexual respondents were male compared to 50 per cent of 
the heterosexual population. As levels of illicit drug use are known to be higher among 
younger adults, and also among men, the higher levels of drug use among gay or bisexual 
adults may be explained, at least in part, by the age and sex profile of this group.  

Age-standardisation was used to adjust rates within sexual orientation and gender groups 
to take into account the younger age profile of gay or bisexual adults and see whether 
sexual orientation was the key driver of differences between groups.  

 Age-standardising the drug use rates shows that the variations observed between 
heterosexual and gay or bisexual adults reduce slightly but do remain after 
controlling for the differing age and gender distributions, indicating that levels of drug 
use are relatively higher among gay or bisexual adults than heterosexual adults. 
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1.4 Problem drug users 
While the surveys described in this chapter are an important source of information on the 
prevalence of drug use, they may not present a complete picture of 'problem drug users'g .  

The numbers of those engaged in an activity like the taking of opiates and/or crack Cocaine 
can be underestimated as household surveys for example, can miss some small groups 
with potentially high rates of problem drug use such as the homeless, those living in 
institutions (e.g. prisons) or users whose lives may be hectic so they are either not at home 
or are unable to take part in an interview. 

National and Regional Estimates of the Prevalence of Opiate and/or Crack Cocaine use in 
2011/1212 (NREPOC) produced by the National Treatment Agency (which has been part of 
Public Health England since 1 April 2013), uses indirect techniques to measure the 
prevalence of problem drug users, making use of various data sources to offer a more 
reliable way of calculating prevalence estimates. This report summarises the results of the 
third follow-up study to a three year project to estimate the prevalence of 'problem drug use’ 
nationally (England only), regionally and locally. Further information on the methodology 
used in this report can be found in Appendix A of this compendium. 

1.4.1 Prevalence of drug dependence 

NREPOC 2011-12 shows that in total there were an estimated 293,879 opiate and/or crack 
cocaine users aged 15 to 64 in England in 2011/12 (95% confidence interval (CI) 291,029 – 
302,146). This converts to 8.40 per thousand population aged 15 to 64 (95% CI 8.32 – 
8.63).  

 The estimated prevalence of: 

 opiate use was 7.32 per thousand population aged 15 to 64 (95% CI 7.25 – 
7.53)  

 crack cocaine use was 4.76 per thousand (95% CI 4.62 – 4.96).  

 drug injecting was 2.49 per thousand population aged 15 to 64 (95% CI 2.44 – 
2.58).  

 Nationally, there was a fall in the prevalence of opiate and/or crack cocaine use 
between 2010/11 and 2011/12; however this was not statistically significant. There 
was also a slight non-statistical drop in the prevalence of opiate use from 261,792 in 
2010/11 (95% CI 259,260 – 269,025) to 256,163 in 2011/12 (95% CI 253,751 – 
263,501).  

 The estimates for the period 2011/12 also show a non-significant decrease in the 
levels of crack cocaine use from 170,627 in 2010/11 (95% CI 165,877 – 176,692) to 
166,640 (95% CI 161,621 – 173,706).  

 The injecting prevalence rates have significantly decreased between 2010/11 and 
2011/12, going from 93,401 (95% CI 90,974 – 96,757) to 87,302 (95% CI 85,307 – 
90,353). NREPOC 2011/12.   

The Adult Psychiatric Morbidity in England Survey (APMS) 20076  report also presents 
information on drug misuse and dependencyh in England. APMS 2007, Chapter 10 gives 
full details of the drug information collected and includes details of the methods used to 
assess drug dependence in the respondents. 

                                            
g
 Problem drug use is defined by the National Treatment Agency as users of opiates and/or crack Cocaine. 

h
 Drug dependency’ is defined as a cluster of behavioural, cognitive, and physiological phenomena, such as a 

sense of need or dependence, impaired capacity to control substance-taking behaviour and persistent use 
despite evidence of harm 
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 Respondents to the 2007 APMS reported similar prevalence of drug misuse as 
reported within the British Crime Survey (BCS), with 9.2 per cent of adults reporting 
they had taken illicit drugs in the last year. Drug use was higher among men than 
women with 29.9 per cent of men and 21.8 per cent of women having taken an illicit 
drug at least once, and drug use was more common in young adults and decreased 
with age.  

 The prevalence of drug dependence in 2007 was 3.4 per cent (4.5 per cent of men 
and 2.3 per cent of women). Most dependence was on Cannabis   only (2.5 per 
cent), rather than on other drugs (0.9 per cent). Symptoms of drug dependence were 
most commonly reported by adults aged between 16 and 24 (13.3 per cent of men 
and 7.0 per cent of women in this age group). APMS 2007, Table 10.5. 

 The prevalence of drug dependence varied with ethnicity. In men, Black men were 
most likely (12.4 per cent) and South Asian men were least likely (1.5 per cent) to 
report symptoms of dependence. In women dependence ranged from 4.8 per cent of 
Black women to 0.2 per cent of South Asian women. APMS 2007, Section 10.3.5. 

 Drug dependence was also related to household income. In men, the prevalence of 
drug dependence increased as equalised household income decreased, ranging 
from 2.1 per cent of those in the highest income quintile to 9.6 per cent of those in 
the lowest quintile. A similar pattern was seen in women although the highest 
prevalence of drug dependence was found in the second lowest income quintile (4.6 
per cent). Only 0.1 per cent of women in the highest income quintile were assessed 
as drug dependent. APMS 2007, Section 10.3.5. 

 

1.5 National, regional and European comparisons of drug 
misuse  
1.5.1 Prevalence by region 

In the National and Regional Estimates of the Prevalence of Opiate and/or Crack Cocaine 
use in 2011-1212 estimates the prevalence of 'problem drug usei’ regionally. 

In terms of regional differences, Yorkshire and the Humber has the highest prevalence of 
opiate and/or crack use at just over 10 per thousand population aged 15 to 64 followed by 
the North West and the North East, both just under 10 per thousand. The East of England 
and the South East have the lowest prevalence of opiate and/or crack use, at fewer than 6 
per thousand. When considering opiate use prevalence, the highest prevalence rates are in 
Yorkshire and the Humber and the North West at just over 9 per thousand. The lowest 
prevalence rates of opiate use are in the South East and the East of England at 
approximately 5 per thousand, respectively. London has the highest estimated prevalence 
of crack cocaine use at just below 7 per thousand population.  

Information on drug use in the last year by Region can be also found in CSEW 2013/14, 
Section 42 of the ‘illicit drug use by demographics’ tables which details drug use in the last 
year by English region and Wales from 1996 to 2012/13. 

1.5.2 National comparisons of drug misuse 

Information on drug misuse in Scotland is presented in the 2012-13 Scottish Crime and 
Justice Survey, Drug Use8  (SCJS). The report examines self-reported illicit drug use (from 

                                            
i
 Problem drug use is defined by the National Treatment Agency (now part of Public Health England) as users 
of opiates and/or crack Cocaine. 
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a self-completion questionnaire on illicit drug use in Scotland) by adults aged over 16 using 
three time periods: in the last month, in the last year and ever.  

The main findings are: 

Prevalence of illicit drug use in Scotland 

 Drug use in Scotland has decreased statistically significantly between 2008/09 and 
2012/13. 6.2 per cent of adults reported using any drug in the last year in 2012/13 
compared with 6.6 per cent in 2010/11, 7.2 per cent in 2009/10 and 7.6 per cent in 
2008/09. 

 There has been statistically significant decrease in reported use of Class A and 
Class B drugs (-0.8 and -1.1 percentage points respectively) in the last year between 
2008/09 and 2012/13.  

 There has been a statistically significant decrease in adults reporting use of cannabis 
and cocaine (-1.1 and -1.0 percentage points respectively) in the last year between 
2008/09 and 2012/13. 

 Young people (aged 16-24) have the highest reported illicit drug use for all three time 
periods. However, there has been a statistically significant decrease in reported use 
of illicit drugs in the last year by 16-24 year olds, from 23.5 per cent in 2008/09 to 
16.4 per cent in 2012/13.  

 0.5 per cent of adults reported having taken any ‘new drugs’ in the last year. 

 Mephedrone use in the last year has decreased from 0.7 per cent in 2011/12, to 0.4 
per cent in 2012/13. However, this finding should be treated with caution due to the 
very small number of respondents involved. 

The experiences of adults reporting illicit drug use in Scotland  

 Cannabis is the most frequently used drug in the last year and the last month, with 
75.9 per cent of adults who had used illicit drugs in the last month reporting the use 
of cannabis. 

 Around a quarter of adults (23.2 per cent) who had used drugs in the last month said 
that they felt dependent on the drug they used most often. 

 Of the 3 per cent of respondents who reported using drugs in the last month, the 
majority of adults said that it was very easy (45.4 per cent) or fairly easy (39 per 
cent) to get hold of the drug used most often in the last month. 

 Over half of adults (54.1 per cent) who had taken more than one illicit drug in the last 
year, said that they had taken different drugs at the same time in the last year, and 
around three out of five adults (64.2 per cent) reported that they had consumed 
alcohol at the same time as taking drugs in the last year. 

 A comparison with the Crime Survey for England and Wales (2012/13), for those 
aged 16-59 only, shows that reported drug use in the last year was similar in 
Scotland (8.5 per cent) to England and Wales (8.2 per cent).  

1.5.3 European comparisons of drug misuse 

European comparisons of drug use are published by the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA), with the most recent data available in the 
EMCDDA’s 2014 European Drug Report10 (EDR) and presents a new analysis of the drug 
situation, accompanied by an overview of developments in interventions and policies.  

Interactive tables present searchable data on: Prevalence of drug use; Overdose deaths; 
Infectious diseases; High risk drug use; Treatment demand; Seizures of drugs; Price, purity 
and potency; Drug use in prison’ Drug law offences and Health and social responses. 
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This annual report is based on information provided to the EMCDDA by the EU Member 
States, comparative analysis across countries should be made with caution, in particular 
where differences are small, and formulation and evaluation of drugs policy should take into 
careful consideration age groups, birth cohorts, gender and urbanisation and other relevant 
factors. More information can be found in the EMCDDA: General population surveys 
overview of the methods and definitions11. 

 The EMCDDA 2014 report shows that almost a quarter of the adult population in the 
European Union, or over 80 million adults, are estimated to have used illicit drugs at 
some point in their lives. In most cases, they have used cannabis (73.6 million), with 
lower estimates reported for the lifetime usej of cocaine (14.1 million), amphetamines 
(11.4 million) and ecstasy (10.6 million). Levels of lifetime use vary considerably 
between countries, from around one-third of adults in Denmark, France and the 
United Kingdom, to less than one in 10 in Bulgaria, Greece, Cyprus, Hungary, 
Portugal, Romania and Turkey. 

 In Denmark, Finland and Sweden, upward trends in last year cannabis use among 
young adults can be observed, although at different levels of prevalence (EMCDDA 
2014, Figure 2.1). In contrast, prevalence rates in Norway have remained relatively 
stable. Interestingly, Germany, France and the United Kingdom have seen either a 
stable or falling trend in use in the last decade, having observed increases before 
this period. Spain also reported lower prevalence in the last decade. Together these 
four countries account for almost half of the EU population. 

 Cocaine is the most commonly used illicit stimulant drug in Europe, although most 
users are found in a restricted number of countries, with Cocaine being more 
prevalent in the south and west of Europe. It is estimated that about 2.2 million 
young adults aged 15 to 34 (1.7 per cent of this age group) used cocaine in the last 
year. 

 Considering longer term trends in use of cocaine, for Denmark, Spain and the United 
Kingdom, all countries reporting relatively high prevalence rates, declines are 
observable after a peak in 2008 (EMCDDA 2014, Figure 2.5). Most other countries 
show stable or declining trends. Decreases in cocaine use are also observable in the 
most recent data, with 11 out of the 12 countries with surveys between 2011 to 2013 
reporting falls in prevalence. 

 

 

                                            
j
 any use during the person’s life (or lifetime prevalence), also called ‘lifetime experience’ 
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2 Drug misuse among children

2.1 Introduction 
This chapter contains information on drug taking, drug dependence and treatment as well 
as regional and European comparisons of drug misuse among children. 

Information about illicit drug use among young people is taken from three sources.  

 Smoking, Drinking and Drug use among Young People in England survey is the 
main source. Smoking, Drinking and Drug use among Young People in England, 
20134 (SDD13) is the most recent survey in this annual series which began in 1982.  
It covers the period September to December 2013 for secondary school children in 
school years 7 to 11, (most between 11 and 15 years old). The type of drugs asked 
about in the survey includes those defined by The Misuse of Drugs Act1. Each 
survey since 1998 has included a core section of questions on smoking and drinking 
and drug use was added in 2000.  The remainder of the questionnaire focuses in 
alternate years on smoking and drinking or drug taking. The focus of the 2013 survey 
was on drug use.  

 Substance misuse among young people in England, 2012/133  is published by 
the Health & Wellbeing Directorate in Public Health England.  It presents data on 
children under the age of 18 who have accessed specialist substance misuse 
services in England during 2012/13. This report was previous published by the 
National Treatment Agency for Substance Misuse. 

 The 2011 European School Survey Project on Alcohol and other Drugs 
(ESPAD) Report: Substance use among students in 36 European countries6  
published by the European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) in 2012. ESPAD collects comparable data on substance use among 15-
16 year old European students in order to monitor trends within, as well as between 
countries.  

 

2.2 Drug taking 
2.2.1 Prevalence and frequency of drug use 

SDD134, Section 2.2 provides information on the prevalence and frequency of drug use 
among pupils as well as the types of drugs taken within the last year.  

The key findings show that:  

 In 2013, 16 per cent of pupils had ever taken drugs, 11 per cent had taken them in 
the last year and 6 per cent had taken them in the last month. This is similar to the 
levels of drug use recorded in 2011 and 2012. Between 2003 and 2011 drug use 
amongst 11 to 15 year olds declined. 

 In line with previous years, the prevalence of drug taking amongst young people 
increased with age. In 2013, 5 per cent of 11 year olds reported that they had ever 
taken drugs and this increased to 30 per cent amongst 15 year olds. Similar patterns 
were seen for drug use in the last year (from 3 per cent to 24 per cent) and in the last 
month (from 1 per cent to 14 per cent). 

 Boys and girls were equally as likely to have taken drugs. 

 Cannabis was the most widely used drug among 11 to 15 year olds in 2013, with 7 
per cent of pupils reporting having taken it in the last year. 
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 3 per cent of pupils said that they usually took drugs at least once a month (the 
survey’s definition of frequent drug use). This has declined from a peak of 7 per cent 
in 2003. SDD13, Tables 2.1 to 2.14. 

2.2.2 Vulnerable pupils and drug use  

Some young people have shown to be vulnerable to problematic drug use. These include 
those who truant or have been excluded from school7. SDD134, Section 2.3 provides 
information on vulnerable pupils and drug use. 

 Pupils who reported that they had ever truanted or been excluded were more likely 
to say that they usually took drugs at least once a month than those who had never 
truanted or been excluded (10 per cent and 1 per cent respectively). SDD13, Tables 
2.15 and 2.16. 

2.2.3 Pupils’ experiences of drug use  

The latest information available on pupils’ experiences of drug use can be found in the 
SDD112 report. 

SDD11, Section 2.5 looks at pupils’ first experience of drug use including the age pupils first 
took drugs, what drugs were taken, where they were taken, where they were sourced, why 
they were taken and the pupils’ reactions to their first use of drugs. 

The key findings from this section are: 

 The type of drugs pupils took the first time they tried drugs varied by the age at 
which they first tried drugs. Pupils who tried drugs at an earlier age were most likely 
to report sniffing volatile substances (glue, gas, aerosols or solvents) the first time 
they tried drugs, whereas pupils whose first experience of drugs was at an older age 
were most likely to have tried cannabis. 

 Pupils who had ever taken drugs were most likely to report that they got the first 
drugs they took from a friend (72 per cent). 

 When asked how they felt the first time they took drugs, 45 per cent reported feeling 
good and a similar proportion (44 per cent) said they felt no different. Pupils who felt 
good the first time they took drugs were more likely than others to take drugs again. 
41 per cent of pupils who said that they felt good the first time they took drugs had 
taken drugs more than five times since, compared to 10 per cent of those who felt no 
different and 7 per cent of those who felt bad. SDD11, Tables 2.20 to 2.33. 

SDD11, Section 2.6 looks at pupils’ most recent experience of drug use. In order to explore 
whether the experience of drug use changes over time, pupils who had only taken drugs on 
one occasion are excluded from this analysis, as are pupils who had not taken drugs in the 
last year.  

The key findings from this section are: 

 Pupils who had taken drugs on more than one occasion were most likely to have 
taken cannabis the last time they took drugs; 61 per cent had taken cannabis only. 

 The most common reason for taking drugs on that first occasion was ‘to see what it 
was like’ (54 per cent). In contrast, pupils were most likely to report taking drugs on 
the most recent occasion ‘to get high or feel good’ (47 per cent). 

 As with the drugs used on the first occasion, pupils were most likely to have got 
drugs on the most recent occasion from a friend (71 per cent). The most common 
location to obtain drugs was on the street, in a park or in another outdoor location 
(49 per cent). SDD11, Tables 2.34 to 2.62.  
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2.2.4 Dependence on drugs  

The latest information available on drug dependence is reported in SDD112, Section 2.7.  

 Pupils who had taken drugs in the last year were asked if they wanted to give them 
up. The majority (58 per cent) of pupils who had taken drugs in the last year reported 
that they would like to give up now or in the future. SDD11, Tables 2.57 to 2.62. 

2.2.5 Availability of drugs and perceived ease of obtaining drugs  

In 2013, for each drugk asked about in the survey, pupils were asked if they had ever been 
offered that drug.  

 28 per cent of pupils had ever been offered drugs. Pupils were most likely to say that 
they had been offered cannabis, with 18 per cent of all pupils reporting this. SDD134, 
Section 2.4, Table 2.17. 

Information on the perceived ease of obtaining drugs can be found in SDD112, Section 
2.10. The survey also asked pupils how easy or difficult they thought it would be to obtain 
illegal drugs.  

 In 2011 more pupils thought it would be easy (28 per cent) than difficult (25 per cent) 
to get illegal drugs. Nearly half of all pupils did not know how easy it would be to get 
any illegal drugs (48 per cent). This pattern is similar to previous years. SDD11, 
Tables 2.73 to 2.75. 

2.2.6 Awareness of individual drugs  

In 2012, there was a widespread awareness of illegal drugs among pupils, as in previous 
years. Around nine in ten pupils had heard of Cocaine (92 per cent), Heroin (89 per cent) 
and Cannabis   (87 per cent). Fewer pupils had heard of the other drugs listed, poppers (35 
per cent), Ketamine (35 per cent) and Mephedrone (44 per cent) were the least well known. 
Further information can be found in SDD123, Section 4.4, Tables 4.16 to 4.18. 

2.2.7 Beliefs and attitudes about drugs  

 In 2011 pupils were asked about their attitudes to drug use, beliefs about drugs use 
among their peers and perceived family attitudes on drug use. SDD112, Section 
2.12, Tables 2.80 to 2.88. 

The findings from this section are:  

 A minority of pupils thought that it would be OK for someone of their age to try drugs 
to see what it was like or to take drugs every week. Pupils were slightly more tolerant 
of cannabis use by someone of their age (9 per cent thought it OK to try once, 4 per 
cent to do once a week) than glue sniffing (7 per cent thought it OK to try once, 2 per 
cent once a week). Cocaine was the least acceptable of the drugs asked about (2 
per cent thought it OK to try once, 1 per cent once a week). 

 Almost all pupils thought their families would either try to stop them taking drugs (87 
per cent) or would try to persuade them to stop (12 per cent). There was a strong 
relationship between drug use and families’ attitudes; pupils who thought their 
families had a more lenient attitude to their drug taking were more likely to have 
taken drugs than those who thought their families would try to stop them.  

 

 

                                            
k The survey covered the following drugs or types of drugs: amphetamines, cannabis, cocaine, crack, ecstasy, heroin, 

ketamine, LSD, magic mushrooms, mephedrone, methadone, poppers (e.g. amyl nitrite), tranquillisers, volatile substances 
such as gas, glue, aerosols and other solvents, and ‘other’ drugs (not obtained from a doctor or chemist). 
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2.2.8 Sources of information about drugs  

In 2013, pupils were asked about where they had received helpful information about drugs.  

 In line with previous years, teachers and parents were most likely to be seen as 
helpful sources of information about drugs, with TV seen as the most helpful of the 
media (69 per cent, 68 per cent and 59 per cent respectively). SDD134, Section 2.5, 
Tables 2.20 and 2.21. 

2.2.9 Factors associated with drug use  

SDD123, Section 4.6 provides odds ratios, which show the relationship between drug use 
and characteristics and environment of pupils in the last year, using logistic regression and 
explains its use of the logistic regression model. 

The model allows an evaluation of the strength of the relationship between variables and 
pupils’ drug use. For example, drug use is associated with increased age, and so is 
smoking; but older pupils are more likely to smoke. 

It demonstrates associations, not causes; in other words, factors which identify pupils with 
an increased or decreased risk of having taken drugs in the last year. These variations in 
risk are expressed as odds ratios and expressed relative to a reference category, which is 
given a value of 1. Odd ratios greater than 1 indicate higher odds (increased risk), and odds 
ratios less than 1 indicate lower odds (reduced risk). Also shown are 95 per cent confidence 
intervals for the odds ratio. Where the interval does not include 1, this category is 
significantly different from the reference category. 

Further information on the logistic regression modelling can also be found in SDD123, 
Appendix B. 

 After controlling for other factors there were no significant difference between boys 
and girls.  

 Although age was strongly associated with drug use in the last year, once other 
variables were taken into account, the increase in the odds of having taken drugs in 
the last year with each additional year of age was not statistically significant. This is 
because some of the variables that were most strongly associated with drug use in 
the last year (for example, smoking, drinking alcohol and truancy) were also strongly 
associated with age.  

 Compared with White pupils, pupils in the Mixed, Asian and Black ethnic groups 
were more likely to have taken drugs in the last year (odds ratios: 1.80, 2.36, and 
1.97 respectively). 

 As in previous years, smoking and drinking alcohol were strongly associated with 
drug taking. Both regular and occasional smokers were more likely to have taken 
drugs in the last year (odds ratios=15.10, and 6.79 respectively). Compared with 
non-drinkers, pupils who had drunk alcohol were more likely to have taken drugs in 
the last year (odds ratios of 8.03 for pupils who had drunk alcohol in the last week, 
4.60 for those who had drunk alcohol but less recently). 

 Pupils who had truanted from school were more likely to have taken drugs in the last 
year compared with pupils who had never truanted (odds ratio=2.71). Similarly, 
pupils who had been excluded from school were more likely to have taken drugs in 
the last year compared with pupils who had never been excluded (odds ratio=1.77). 

 Pupils whose wellbeing score was less than 10 were considered to have relatively 
low levels of wellbeing. They were more likely than pupils whose wellbeing scores 
were higher to have taken drugs in the last year (odds ratio=1.55). SDD123, Section 
4.6, Table 4.21. 
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2.3 Young people receiving help for substance misuse 
The Substance Misuse among Young People report – the data 2012/13 (SMAYP)5  shows 
the number of young people (aged under 18) receiving help for drug and alcohol misuse.  

The key statistics for SMAYP 2012-13 are: 

 20,032 young people received help for alcohol or drug problems during the year. 

 68 per cent had cannabis as their main problem drug.  

 79 per cent of young people leaving services successfully completed their treatment. 

 

2.4 Regional and European comparisons of drug misuse in 
children 
2.4.1 Regional drug use 

SDD123, Chapter 6 presents estimates of drug use by the nine English regions. This 
analysis is based on 2011 and 2012 data combined.  

Key findings from this analysis show that:  

 The proportions of pupils who had ever tried drugs were generally higher in the 
South of England than elsewhere. In the North and Midlands, between 15 per cent 
and 17 per cent of pupils reported having tried drugs. In the South, the proportion 
who had ever taken drugs varied between 18 per cent (the South West) and 20 per 
cent (London). There was little variation between regions in the proportion of pupils 
who had taken drugs in the last year and in the last month. SDD12, Section 6.4, 
Tables 6.6 to 6.8. 

Key finding for England in 2012 show that: 

 In 2012, the prevalence of illicit drug use was at similar levels as in 2011. 17 per cent 
of pupils had ever taken drugs, 12 per cent had taken them in the last year and 6 per 
cent in the last month. These levels are the lowest measured since 2001, when the 
current method of measuring drug use was begun. SDD12, Section 4.2, Tables 4.1 
to 4.3. 

2.4.2 European comparisons of drug misuse among school students.  

The European School Survey Project on Alcohol and Other Drugs (ESPAD)6  collected and 
published comparable data on substance use among 15 to16 year old European students. 
The publication looked at trends in young people’s substance misuse within, as well as 
between countries.  

UK school participation rate for ESPAD 2011 was 6 per cent, but it was not possible to 
assess whether the UK data were sufficiently robust to be compared with data from other 
countries. However, as a precautionary measure related to the low school participation rate, 
the UK data has been shown below a line in the ESPAD 2011 result tables and, as a 
consequence of this, no comparisons are made with previous surveys. 

Key findings from ESPAD 2011 show that: 

 There are only a few countries where the proportion having tried illicit drugs is lower 
in 2011 than in was in 1995. The most prominent case is Ireland, where 37 per cent 
had tried illicit drugs in 1995, but only 19 per cent had in 2011.  
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 The reported use of illicit drugs varied considerably between countries.  In the Czech 
Republic, 43 per cent of the students admitted to such use, and about 39 per cent in 
France and Monaco. By contrast only 6 per cent reported illicit drug use in Bosnia 
and Herzegovina, the Faroe Islands, Moldova, Montenegro and Norway. In the 
United Kingdom this figure was 27 per cent but this figure may not be comparable to 
other countries as mentioned previously. 
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3 Outcomes of drug misuse 

3.1 Introduction 
This chapter presents a range of information about the health risks associated with drug 
misuse including hospital admissions, treatment and drug-related deaths. 

Individuals who take illicit drugsl face potential health risks, as the drugs are not controlled or 
supervised by medical professionals. In addition, drugs can become addictive and lead to 
long term damage to the body. Illicit drug users are also at risk of being poisoned by drugs 
and overdosing which can lead to death. 

Information on outcomes of drug misuse is taken from three sources.  

 Hospital Episode Statistics (HES)1, which presents data on NHS hospital 
admissions in England and for this report where there was: 

 Primary diagnosism of drug-related mental health and behavioural disorders. 

 Primary or secondary diagnosism of drug-related mental health and behavioural 
disorders.  

 Primary diagnosis of illicit drug poisoning.  

These data are based on the tenth revision of the International Classification of 
Diseases (ICD-10)2. Coding advice is obtained from the NHS Classifications Service3 
on an annual basis. HES figures are available from 1989/90 onwards. The quality and 
coverage of these data have improved over time. Improvements have been 
particularly marked in earlier years and need to be borne in mind when analysing time 
series. Some of the increases for later years (particularly 2006/07 onwards) may be 
due to the improvement in the coverage of independent sector activity. Changes in 
NHS practice also need to be borne in mind when analysing time series. This may be 
particularly relevant for admissions with a primary or secondary diagnosis where 
some increases may be attributable to changes in recording practice.  

 Statistics from the National Drug Treatment Monitoring System (NDTMS)5  
provide information on the number of referrals and people being treated for drug 
misuse. The latest information available is for 2013/14 and only includes information 
for those aged 18 and over. Information on those aged under 18 can be found in 
Chapter 2: Drug Misuse among Children. 

 Office for National Statistics (ONS) Statistical Bulletin Deaths gives the  most 
recent information on the numbers of deaths due to drug misuse in England and 
Wales, 201310. Deaths related to drug misuse are those defined as ‘deaths where the 
underlying cause is drug abuse or drug dependence or deaths where the underlying 
cause is drug poisoning and where any of the substances controlled under the Misuse 
of Drugs Act are involved’ and are coded using ICD-10.  

 Substance Abuse Deaths (np-SAD) 9 is an alternative source of data on drug-
related deaths. This national programme's principal aim is to reduce and prevent 
drug-related deaths in the UK due to the misuse of drugs, both licit and illicit, by 
collecting, analysing and disseminating information on the extent and nature of death.  

                                            
l
 The data is based on the tenth revision of the International Classification of Diseases (ICD-10), Codes T40.0 
to T40.3, T40.5 to T40.9, T43.6 
m
 For each episode of care in hospital, clinicians record the primary diagnosis and up to 19 

secondary/subsidiary diagnoses. The primary diagnosis is defined as “the main condition treated or 
investigated during the relevant episode of healthcare”. 
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3.2 Hospital admissions 
Data on NHS hospital admissions are sourced from Hospital Episode Statistics (HES)1. The 
most recent data available are for the financial year 2013/14.  These are provisional figures 
as the data for 2013/14 have not yet been finalised.  Final data for 2013/14 will be provided 
in the next version of this report.  

The ICD-10 codes used to produce these tables are based on drugs classified under the 
1971 Misuse of Drugs Act. A full list of these codes can be found in Appendix A.  

3.2.1 Drug-related mental health and behavioural disorders 

Figure 3.1 and Table 3.1 show that in England, in 2013/14 there were 7,104 admissions to 
hospital with a primary diagnosis of a drug-related mental health and behavioural disorder. 
This is an 8.5 per cent (555) increase from 2012/13 when there were 6,549 such admissions. 
Overall, between 2003/04 and 2013/14 admissions have decreased by 11 per cent (765) 
from 7,869 to 7,104.  
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During 2013/14 more people aged 25 to 34 were admitted with a primary diagnosis of drug-
related mental health and behaviour disorders than any other age group. This age group 
accounted for about a third (2,310 out of 7,104) of all such admissions that year. After the 
peak at age 25 to 34 admissions decreased as age increased with the lowest number of 
admissions seen in the 65 to 74 and 75 and over age groups. These groups each accounted 
for less than 1 per cent of such admissions (58 and 62 respectively). Table 3.1 and Figure 
3.2. 

 
 
Table 3.2 shows that in 2013/14, almost three times as many males were admitted to 
hospital with a primary diagnosis of drug-related mental health and behavioural disorders 
than females (5,265 and 1,838 respectively). 

When analysing figures at Region and Local Authority (LA) level it is important to note that 
Region and LAs vary greatly in both size and structure of the population. To help account for 
this, information is therefore also provided as number of admissions per 100,000 population 
in the relevant tables. 

Table 3.2 shows that among the nine regions, the North West had the highest rates of 
admissions with a primary diagnosis of drug-related mental health and behavioural disorders 
with 22 admissions per 100,000 of the population. East of England had the lowest number at 
7 admissions per 100,000 population. 

It should be noted that comparisons over time using primary and secondary diagnosis codes 
are complicated by changes in recording practices over the period. All hospital episodes 
have a primary diagnosis, but the number of secondary diagnoses used depends on 
circumstances. At a national level there has been an increase in the coding of secondary 
conditions. It is likely that increases in secondary diagnoses are at least partly due to 
improvements in diagnosis and improvements in recording which will need to be taken into 
consideration when looking at this time series. 
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Figure 3.3 and Table 3.3 show that in England, in 2013/14 there were 67,926 admissions to 
hospital with a primary or secondary diagnosis of a drug-related mental health and 
behavioural disorder. This is a 10 per cent (6,784) increase from 2012/13 when there were 
61,142 such admissions. Figures from this type of admission have continued to increase 
year on year, overall, between 2003/04 and 2013/14 admissions have increased by 49 per 
cent (32,969) from 34,957 to 67,926. 

 

As seen with primary diagnosis, Figure 3.4 shows that those in the 25 to 34 age group had 
the greatest number of admissions (21,326) with a primary or secondary diagnosis of drug-
related mental health and behavioural disorders than any other age group. This age group 
accounted for 31 per cent of admissions in 2013/14. Again, after the peak at age 25 to 34 
admissions decreased as age increased with the lowest number of admissions seen in the 
75 and over age group accounting for less than 1 per cent (435) of such admissions. Table 
3.3. 
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As with primary diagnoses, more males were admitted to hospital for a primary or secondary 
diagnosis of drug-related mental health and behavioural disorders than females. More than 
twice as many males than females were admitted (49,954 and 20,968 respectively). Table 
3.4 

Table 3.4 shows that among the Regions, the North West showed the largest number of 
admissions with a primary or secondary diagnosis of drug-related mental health and 
behavioural disorders at 205 admissions per 100,000 populations. East of England had the 
lowest number at 83 admissions per 100,000 populations. 

3.2.2 Poisoning by illicit drugs 

On April 1st 2012 there was an amendment to one of the ICD-10 codes used for analysis 
where there is a primary diagnosis of poisoning by illicit drugs. Code T404 ‘poisoning by 
synthetic narcotics not classified as other codes’ code was reclassified to include the drug 
Tramadol. Tramadol is not included under the 1971 Misuse of Drugs Act and as there is no 
way of distinguishing between other synthetic narcotics and Tramadol. This code has been 
removed from the list of ICD-10 codes used for this analysis from that date. This means that 
figures from 2012/13 onwards will not be directly comparable with figures in previous years. 
To gauge the impact of this change removing this code from analysis in 2011/12 would have 
meant a reduction of 283 admissions (2 per cent) from 12,521 to 12,238.  
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Figure 3.5 and Table 3.5 shows that in 2013/14 there were 13,917 admissions with a primary 
diagnosis of poisoning by illicit drugs. This is a 13.7 per cent increase in the number of such 
admissions (12,238) for 2012/13 and overall there has been a 76.7 per cent increase since 
2003/04 when there were 7,876 admissions with a primary diagnosis of poisoning by illicit 
drugs. 
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Figure 3.6 and Table 3.5 show that adults in the 25 to 34 age group reported the highest 
number of admissions (3,205) with a primary diagnosis of poisoning by illicit drugs in 
2013/14. This was only 47 admissions more than those in the 16 to 24 age group (3,158). 
Whilst those in the 65 to 74 age group reported the lowest number of such admissions for 
that year (412) which is 88 admissions lower than the 75 and over age group (500 
admissions). 

 
 
Table 3.6 shows that in 2013/14, more males were admitted to hospital with a primary 
diagnosis of poisoning by illicit drugs than females (7,303 and 6,614 respectively). It also 
shows that the North West had the highest number of admissions with a primary diagnosis of 
poisoning by illicit drugs of 42 admissions per 100,000 population, whilst the London had the 
lowest number of 13 admissions per 100,000 population. 

 

3.3 Treatment for drug misuse 
Statistics from the National Drug Treatment Monitoring System (NDTMS)5 provide 
information on the number of people aged 18 and over being treated for drug misuse and 
referrals. The latest information available is for 2013/14. 
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Figure 3.7 and Table 3.7 show that in 2013/14: 

 193,198 clients were in contact with structured drug treatment services. This is a 0.2 
per cent decrease from the 2012/13 figures, where the number was 193,5757.  

 The 30 to 34 age group had the highest percentage of clients in treatment (21 per 
cent of all males and 22 per cent of all females).  Of these 41,016 clients, 72 per cent 
were male.  

 
 
 
Table 3.8 shows that in 2013/14: 

 The main type of drug for which people received treatment was opiates only (which 
includes Heroin) at 47 per cent of all treatments with a further 32 per cent of 
treatments for those who have taken both opiates and crack.  

Table 3.9 shows the reasons why clients were discharged from treatment. A discharge is 
classed as successful if an individual is said to have completed their course of treatment 
(whether drug free or otherwise), or if the individual is referred to another agency. 

 There were 64,272 discharged episodes of treatment by the end of 2013/14 and there 
were 29,150 (45 per cent) clients exiting treatment who were no longer dependent on 
the substances that brought them into treatment;  

 A further 14,975 (23 per cent) were referred on for further interventions outside of 
community-structured treatment.  

The NDTMS also reports on referral sources for episodes of treatment. A client may have 
had more than one episode of treatment in a year. Table 3.10 shows that the most frequent 
source of referral in 2013/14 was self-referrals accounting for 44 per cent (30,831) of the 
70,090 new presentations.  
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The NDTMS previously reported on individuals in treatment by Government Office Regions 
(GORs). This information has not been updated in recent years however figures for the 
2009/10 period are available via the Statistics on Drug Misuse in England: 2010 report8. 
Section 3.3 Figure 3.4 Table 3.13  

 

3.4 Drug-related deaths 
The most recent information on the numbers of deaths due to misuse of illicit drugsn is 
available from the Office for National Statistics (ONS) Statistical Bulletin Deaths related to 
drug poisoning in England and Wales, 201310, published in September 2014. 

 There were 1,957 deaths related to misuse of illicit drugs in 2013, an increase of 321 
from 2012 when there were 1,636 such deaths. This is contrary to the downward trend 
since 2008 when deaths peaked at 2,004. Table 3.11. 

 The number of male deaths increased by 23 per cent from 1,177 in 2012 to 1,444 in 2013 
and the number of female deaths increased by 12 per cent, from 459 in 2012 to 513 in 
2013. Figure 3.8 . 

 
 
The highest numbers of deaths due to misuse of illicit drugs occurred in the 30 to 39 age 
group for males (482 deaths) and in the 40 to 49 age group for females (138 deaths). 

Table 3.12 shows the analysis of the underlying causes of death due to misuse of illicit 
drugs. In 2013 accidental poisoning is the most common cause of death related to misuse of 

                                            
n
 Cause of death was defined using the International Classification of Diseases, Tenth Revision (ICD-10). 

Deaths were included where the underlying cause was due to drug poisoning and where a drug controlled 
under the Misuse of Drugs Act 1971 was mentioned on the death certificate. 
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illicit drugs accounting for 73 per cent (1,419 out of 1,957) of deaths. For each underlying 
cause of death more males than females die, for example there were over three times as 
many male deaths from accidental poisoning as female (1,087 and 332 respectively).  

This information, as well as information on age specific mortality rates from misuse of illicit 
drugs can be found in Deaths Related to Drug Poisoning in England and Wales, 201310. 
Figures are presented by cause of death, gender, age group and substance(s) involved in 
the death as well as geographical variations. 
 
Key facts from the report show that: 

 2,955 drug poisoning deaths (involving both legal and illegal drugs) were registered in 
2013 in England and Wales (2,032 male and 923 female deaths). 

 Male drug poisoning deaths increased by 19 per cent compared with 2012. Female 
drug poisoning deaths have increased every year since 2009. 

 Male drug misuse deaths (involving illegal drugs) increased by 23 per cent, from 
1,177 in 2012 to 1,444 in 2013. Female drug misuse deaths increased by 12 per cent, 
from 459 in 2012 to 513 in 2013. 

 Heroin/Morphine remain the substances most commonly involved in drug poisoning 
deaths. 765 deaths involved heroin/morphine in 2013; a sharp rise of 32 per cent from 
579 deaths in 2012. 

 Deaths involving tramadol have continued to rise, with 220 deaths in 2013. This is 
almost 2.5 times the number seen in 2009 (87 deaths). 

 There was a sharp increase of 21 per cent in the number of drug misuse deaths in 
England in 2013, with no change to the number of these deaths in Wales. However, 
mortality rates from drug misuse were still significantly higher in Wales than in 
England. 

 Male mortality rates significantly increased in three substance categories: 
heroin/morphine, benzodiazepines and paracetamol. Conversely female mortality 
rates remained relatively stable except for a sharp increase in the cocaine-related 
death rate. 

 In England, the North East had the highest mortality rate from drug misuse in 2013 
(52.0 deaths per million population), and London had the lowest (23.0 deaths per 
million population). All figures presented in this bulletin are based on deaths 
registered in a particular calendar year. 

 Out of the 2,955 drug-related deaths registered in 2013, 1,488 (just over half) 
occurred in years before 2013. 

 
An alternative source of data on drug-related deaths is the national programme on 
Substance Abuse Deaths (np-SAD)9. This programme's principal aim is to reduce and 
prevent drug-related deaths in the UK due to the misuse of drugs, both licit and illicit, by 
collecting, analysing and disseminating information on the extent and nature of death.  

Drug-related deaths in the UK: January-December 201210 an annual report published by the 
International Centre for Drug Policy at St George’s University of London analyses drug-
related deaths that have occurred in the calendar year and comments on emerging trends. 
Information presented in the np-SAD publication is based on data provided by coroners, as 
part of the Special Mortality Register (SMR). 
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Key findings for the UK and Islandso: 

 A total of 1,613 notifications of drug-related deaths occurring in 2012 in the UK and 
Islands were submitted to the Programme prior to the publication of this Annual 
Report, whilst over 100 more deaths in the UK for 2012 have been reported since 
analysis began. The data presented here were provided by 87 of the 111 Coroners’ 
jurisdictions in England & Wales; an overall response rate of 78.4 per cent, giving very 
high coverage for an entirely voluntary reporting system.  

 The highest rates of drug-related deaths per 100,000 population aged 16 and over in 
2012 were in the following Drug and Alcohol Action Team (DAAT) areasp: Liverpool 
(12.57); Blackburn with Darwen (11.45); Hammersmith and Fulham (11.34); 
Sunderland (10.55); and Manchester (8.79).  

Regional key findings: 

England – NPSAD definitionq  

 A total of 1,147 deaths were reported to the Programme for 2012 (1,424 in 2011). 
Whilst the demographics and substances implicated in death remained relatively 
stable, there was a marked increase in the proportion of deaths involving 
heroin/morphine and a modest decrease in the proportion involving methadone. This 
is a reversal in the pattern seen in recent years. As seen in 2011, the most common 
prescribed medications implicated in death were anti-depressants and 
hypnotics/sedatives. 

England – Drug Strategy definition (“drug misuse”) r 

 A total of 865 deaths were reported for 2012 (1,026 in 2011). After the substantial 
reduction in the proportion of deaths attributed to heroin/morphine in 2011 compared 
to 2010 noted in last year’s report (45.8 per cent to 37.9 per cent), the proportion in 
2012 rose to pre-2011 levels of 42.8 per cent. Heroin/morphine therefore remained 
the most frequently implicated substance in those deaths qualifying as “drug misuse” 
cases. Whilst deaths attributed to accidental poisoning remained at 2011 levels, a 3.5 
per cent decrease was seen in deaths attributed to intentional self-poisoning. 

 

                                            
o
 England, Wales, Northern Ireland, Guernsey, Jersey, and the Isle of Man 

p
 English Drug and Alcohol Action Team (DAATs) operate within their top level local authority (i.e. county or 

unitary authority).  
q NPSAD case is defined as a death where any of the following criteria are met at a completed inquest, fatal 

accident inquiry or similar investigation: One or more psychoactive substance directly implicated in death;  
History of dependence or abuse of psychoactive drugs; Presence of Controlled Drugs at post mortem; or Cases 
with deaths directly due to drugs but with no inquest.  
r Drug misuse case is defined as a death where: The underlying cause of death is drug abuse or drug 

dependence; or The underlying cause is drug poisoning and where any of the substances controlled under the 
Misuse of Drugs Act 1971 are involved.  
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Appendix A: Key sources 

This section gives further details on the main data sources used in this publication. 

 Adult Psychiatric Morbidity in England, 2007: results of a household survey 

 Deaths related to drug poisoning in England and Wales 

 Drug and Alcohol Action Teams (DAAT) 

 Drug Misuse: Findings from the Crime Survey for England and Wales 

 EMCDDA Annual report on the state of the drugs problem in Europe 

 European School Survey Project on Alcohol and Other Drugs (ESPAD) report:  
Substance use among students in 36 European countries 

 Hospital Episode Statistics 

 National Drug Treatment Monitoring System 

 National Programme on Substance Abuse Deaths  

 National and Regional Estimates of the Prevalence of Opiate and/or Crack Cocaine  

 Scottish Crime and Justice Survey – Drug Use 

 Smoking, Drinking and Drug Use among Young People in England 

 Substance misuse among young people report 

 

Adult Psychiatric Morbidity in England, 2007: results of a household survey 
[NS]s 

The Adult Psychiatric Morbidity Survey 20071 is the third survey of psychiatric morbidity 
among adults living in private households commissioned by the Health and Social Care 
Information Centre. 

The main aim of the 2007 survey was to collect data on mental health among adults aged 16 
and over living in private households in England. It is the primary source of information on 
the prevalence of both treated and untreated psychiatric disorders and their associations: 
data which cannot be obtained from other sources.  

Each chapter of this report focuses on a different mental disorder or behaviour. The chapters 
present disorder (or screen positive) prevalence by various characteristics, including age, 
sex, ethnicity, marital status, region, and the level and nature of treatment and service use. 
Where comparable data exist from the 1993 and 2000 surveys, changes in rate are also 
considered. 

Information from the Adult Psychiatric Morbidity Survey can be found in Chapter 1 

Deaths related to drug poisoning in England and Wales [NS]s  

Deaths related to drug poisoning in England and Wales, 20132, published by the Office for 
National Statistics (ONS) presents the latest figures on deaths related to drug poisoning 
(involving both legal and illegal drugs) and drug misuse (involving illegal drugs) in England 
and Wales for the years (1993 to 2013). The figures presented are for deaths registered 
each year rather than deaths occurring each year.  As a guide, out of the 2,955 drug-related 
deaths registered in 2013, 1,488 (just over half) occurred in years before 2013. 

                                            
s
 National Statistic 
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The data in this report have been produced using a database of deaths related to drugs 
poisoning. For each death the database includes the following information:  

 The ICD codes for underlying cause of death and other causes mentioned on the 
death certificate. 

 Every mention of a substance recorded by the coroner in the cause of death section 
or elsewhere on the coroner's certificate after inquest (Form 99(REV)). 

 Other information recorded at death registration such as age, sex, marital status, 
occupation and place of usual residence. 

Definition of a death related to drug misuse  

Reducing Drug Related Deaths3 published by the Advisory Council on the Misuse of Drugs in 
2000 recommended a headline indicator for drug-related deaths as part of the government’s 
action plan to reduce the number of these deaths. This indicator also takes into account the 
information needs of the European Monitoring Centre for Drugs and Drug Addiction. The 
baseline year for monitoring deaths related to drug misuse was set as 1999. 

The definition of the headline indicator using ICD-10 codes is shown below: 

a) Deaths where the underlying cause has been coded to the following categories of 
mental and behavioural disorders due to psychoactive substance use (excluding 
alcohol, tobacco and volatile solvents): 

 opioids (F11) 

 cannabinoids (F12) 

 sedatives or hypnotics (F13) 

 Cocaine (F14) 

 other stimulants, including caffeine (F15) 

 hallucinogens (F16) 

 multiple drug use and use of other psychoactive substances (F19) 

b) Deaths coded to the following categories and where a drug controlled under the 
Misuse of Drugs Act 1971 was mentioned on the death certificate: 

 
 Accidental poisoning by drugs, medicaments and biological substances (X40–

X44) 

 Intentional self-poisoning by drugs, medicaments and biological substances 
(X60–X64) 

 Poisoning by drugs, medicaments and biological substances, undetermined 
intent (Y10–Y14) 

 Assault by drugs, medicaments and biological substances (X85) 

 Mental and behavioural disorders due to use of volatile solvents (F18) 

 

Revisions to drug misuse 

The Office for National Statistics started using a new version of ICD-104 in January 2011, so 
figures for 2011 onwards are not directly comparable with figures for 2008 to 2010.  
 
A small number of revisions were made to the to the drug misuse indicator in 2013 and the 
full back series from 1993 has been revised. Several new psychoactive substances have 
been added to the Misuse of Drugs Act 1971 in the last few years, and alkyl nitrites have 
been removed as they were incorrectly being classed as controlled substances. These 



 

Copyright © 2014, The Health and Social Care Information Centre. All Rights Reserved.                       43                     

changes affect no more than two deaths a year. For further information please see the 
background notes of the report.   

Information on this report can be found in Chapter 3. 

Drug and Alcohol Action Teams  

Drug and Alcohol Action Teams (DAATs) are partnerships responsible for delivering the drug 
strategy at a local level, combining representatives from local authorities (education, social 
services, and housing) health, probation, the prison service and the voluntary sector. They 
ensure that the work of local agencies is effectively brought together and that cross-agency 
projects are co-ordinated successfully. 

DAATs take strategic decisions on expenditure and service delivery within four aims of the 
National Drugs Strategy; treatment, young people, communities and supply.  

Their work involves:  

 Commissioning services, including supporting structures; 

 Monitoring and reporting on performance; 

 Communicating plans, activities and performance to stakeholders. 

Since 1 April 2013 DAATs have been part of Public Health England, for more information go 
to: http://www.nta.nhs.uk  

Drug Misuse: Findings from the Crime Survey for England and Wales [NS]t 

 ‘Drug Misuse: Findings from the Crime Survey for England and Wales’ is an annual 
statistical release that examines the extent of, and trends in, illicit drug use among a 
nationally representative sample of 16 to 59 year olds resident in households in England and 
Wales. The latest release is based on results from the 2013/14 Crime Survey for England 
and Wales5 (CSEW), (formerly the British Crime Surveyu)  including trends since the 1996 
survey (https://www.gov.uk/government/organisations/home-office/series/drug-misuse-
declared ).  

As a household survey, the CSEW provides a good and robust way to measure general 
population prevalence of drug use amongst users contained within the household population. 
However, estimates from the CSEW must be considered within the context of survey 
methodology and the operational challenges of obtaining information from respondents on 
self-declared drug use.  

The User Guide to Drug Misuse6 is considered to be a useful reference guide, with 
explanatory notes regarding the issues and classifications which are key to the production 
and presentation of the drug misuse statistics.  

While responsibility for the Crime Survey for England and Wales transferred to the Office for 
National Statistics on 1 April 2012, the Home Office has retained responsibility for analysis 
and publication of this Drug Misuse publication. 

 

 

 

                                            
t
 National Statistic 
u
 From 1 April 2012, the British Crime Survey was renamed the Crime Survey for England and Wales to better 

reflect its geographical coverage 

http://www.nta.nhs.uk/200910-ptb.aspx
https://www.gov.uk/government/organisations/home-office/series/drug-misuse-declared
https://www.gov.uk/government/organisations/home-office/series/drug-misuse-declared
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Table A1 shows the drugs included in the main CSEW and their classification under the 
Misuse of Drugs Act (as at July 2014). 

Classification Drug 

Class A Powder Cocaine 

Crack Cocaine 

Ecstasy 

LSD 

Magic mushrooms 

Heroin 

Methadone 

Methamphetamine 

Class A/B Amphetamine 

Class B Cannabis   (since January 2009; due to reclassification) 

Mephedrone (since April 2010) 

Ketamine (since June 2014) – presented in 2013/14 Drug Misuse 
publication as Class C to reflect classification during survey year 

Class B/C Tranquilisers 

Class C  
 

Anabolic steroids 

Not classified Amyl nitrite 

 

Information from the CSEW reports can be found in Chapter 1 

European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) – 
Annual report on the state of the drug problem in Europe in 2012 

European comparisons of drug use are published by the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA). The report on the state of the drugs problem in 
Europe presents the EMCDDA's yearly overview of the drug phenomenon. This is a 
reference book for policymakers, specialists and practitioners in the drugs field or indeed 
anyone seeking the latest findings on drugs in Europe. Published every autumn, the report 
contains non-confidential data supported by an extensive range of figures.This report is 
based on information provided to the EMCDDA by the EU Member States, The EMCDDA, in 
close collaboration with national experts, has developed a set of core items for use in adult 
surveys (the ‘European Model Questionnaire’ — EMQ). This protocol has now been 
implemented in most EU Member States. However, there are still differences in the 
methodology used and year of data collection, and this means that small differences, in 
particular between countries, should be interpreted with caution. 

The European Drug Report 2014: Trends and developments7 is the latest publication from 
the EMCDDA on the state of the drugs problem in Europe (containing statistical data for 
2012, or the most recent year available). This report is now presented in an interactive 
format with tables presenting searchable data on: Prevalence of drug use; Overdose deaths; 
Infectious diseases; High risk drug use; Treatment demand; Seizures of drugs; Price, purity 
and potency; Drug use in prison’ Drug law offences and Health and social responses. 

Information on this report can be found in Chapter 1. 
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European School Survey Project on Alcohol and Other Drugs (ESPAD) report: 
Substance use among students in 36 European countries  

The European School Survey Project on Alcohol and Other Drugs (ESPAD) collects 
comparable data on substance use among 15–16-year-old European students in order to 
monitor trends within as well as between countries. So far, five data-collection waves have 
been conducted in the framework of the project.  

To provide as comparable data as possible, the surveys are conducted with common 
questionnaires and according to a standardised methodology. Data are mainly collected 
during the spring, and the 2011 target population was students born in 1995, with a mean 
age of 15.8 years at the time of data collection with the data being published in the 2011 
ESPAD Report: Substance Use Among Students in 36 European Countries 

Information on this report can be found in Chapter 2. 

Hospital Episode Statistics 

Hospital Episode Statistics (HES) is a data warehouse containing details of all admissions to 
NHS hospitals in England since April 1987.  It includes private patients treated in NHS 
hospitals, patients who were resident outside of England and care delivered by treatment 
centres (including those in the independent sector) funded by the NHS.  HES also contains 
details of all NHS outpatient appointments in England as well as detailed records of 
attendances at major A&E departments, single specialty A&E departments, minor injury units 
and walk-in centres in England. 

HES data are classified using the International Classification of Diseases (ICD).  The ICD is 
the international standard diagnostic classification for all general epidemiological and many 
health management purposes.  It is used to classify diseases and other health problems 
recorded on many types of health and vital records including death certificates and hospital 
records.  The International Classification of Diseases, Tenth Revision (ICD-10), published by 
the World Health Organisation (WHO) is currently in use. Figures presented in Chapter 3 of 
this report are based on finished admission episodesv with a primary diagnosisw of drug 
related mental health and behavioural disorders, and on finished admission episodes with a 
primary diagnosis of poisoning by illicit drugs as defined by a specific set of ICD-10 codes. 

On the April 1st 2012 the ICD-10 code T404 ‘poisoning by synthetic narcotics not classified 
as other codes’ code was reclassified to include the drug tramadol. Tramadol is not included 
under the under the 1971 Misuse of Drugs Act and as there is no way of distinguishing 
between other synthetic narcotics and tramadol so this code has been removed from data 
extracts from 1 April 2012 onwards. 

Some caution is necessary when looking at these data as, drug misuse may only be 
suspected and may not always be recorded by the hospital and, where drug misuse is 
recorded it may not be possible to identify when drug(s) may be involved.    

Details of ICD-10 codes used are included in Tables 3.1 to 3.6.  The statistics on hospital 
activity in England are derived from data collected on NHS hospital in-patient care.  Thus, 
they do not fully reflect hospital treatment of patients with drug-related diagnoses or 
conditions, as local choice might favour outpatient treatment, for which detailed information 
is not available. 

                                            
v
 A finished admission episode is the first period of in-patient care under one consultant within one healthcare 

provider 
w
 A primary diagnosis is the main condition treated or investigated during the relevant episode of healthcare. 
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National Drug Treatment Monitoring System (NDTMS) [NS]x 

The NDTMS reports the number of people receiving tier 3 or 4 treatment for drug misuse in 
England (i.e. structured community based services, or residential and inpatient services), in 
order to monitor progress towards the Government’s targets for participation in drug 
treatment programmes. Responsibility for managing the NDTMS was transferred from the 
National Treatment Agency for Substance Misuse (NTA) on 1 April 2013 to Public Health 
England (PHE). PHE’s role is to support Local Authority commissioners in their efforts to 
commission drug prevention, treatment and recovery systems to meet assessed needs in 
their area.  It does this by providing high quality information and intelligence about drugs 
(and alcohol), expertise, bespoke support, and by benchmarking performance and sharing 
best practice. 

The most recent full report available is Statistics from the National Drug Treatment 
Monitoring System (NDTMS) 1 April 2013 – 31 March 201411. The analysis for 2013/14 is 
based on data provided to the National Drug Treatment Monitoring System up to 31st March 
2013. 

Information from the NDTMS report can be found in Chapter 3. 

National Programme on Substance Abuse Deaths 

An alternative source of data on drug related deaths to that provided by the Office for 
National Statistics is published by the national programme on Substance Abuse Deaths (np-
SAD), based at the International Centre for Drug Policy, St. George’s University of London. 

The Annual Report on drug-related deaths in the United Kingdom published by the National 
Programme on Substance Abuse Deaths9 (np-SAD) is used by the UK Government, national 
and international agencies, academics, and commissioners and service providers as an 
indicator of the extent and nature of drug misuse, and makes a contribution towards the 
prevention of substance abuse problems.  

The information included in the report takes the form of an annual review of information 
received from coroners in England and Wales, Northern Ireland, the Isle of Man and Channel 
Islands, Police forces in Scotland; and the Northern Ireland Statistics and Research Agency. 

An np-SAD case is defined as a relevant death where any of the following criteria are met at 
a completed inquest, fatal accident inquiry or similar investigation: 

 One or more psychoactive substances directly implicated in death; 

 History of dependence or abuse of psychoactive drugs; 

 Presence of controlled drugs at post mortem; or 

 Cases of deaths directly due to drugs but with no inquest. 

 

National and Regional Estimates of the Prevalence of Opiate and/or Crack 
Cocaine 

Estimates of the Prevalence of Opiate Use and/or Crack Cocaine Use, 2011/12: Sweep 8 
Summary Report10 produced by the National Treatment Agency (which has been part of 
Public Health England since 1 April 2013), summarises the results of the fourth follow-up 
study to a three-year project to estimate the prevalence of opiate and/or crack use 
(previously defined as ‘problem drug use’) nationally (England only), regionally, and locally. 
This fourth follow-up was carried out five years after the final sweep of the original project, so 

                                            
x
 National Statistic 
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could therefore be considered as ‘sweep 8’. An overview of national and regional estimates 
are presented in this report, as are comparisons with the estimates produced by the third 
follow-up (2010/11) sweep of the study.  

Two methods were been used to estimate the local and national prevalence; the capture-
recapture method, which was used in 88 out of the 151 Drug Area Teams (DAT) areas to 
obtain opiate and/or crack use prevalence estimates and the multiple indicator method, 
which was used in the remaining 63 DAT areas. The capture-recapture method uses 
information on the overlap between data sources that are available at the local level (i.e. 
information on the number of individuals appearing in more than one data source) to provide 
estimates of the size of the hidden population (i.e. opiate and / or crack cocaine users not 
identified from any data source). The multiple indicator method models the relationship 
between the prevalence of opiate and / or crack cocaine drug use and readily available 
indicators such as aggregate numbers of drug users in treatment or committing drug-related 
crimes in those areas where these prevalence estimates are available. It can therefore 
provide prevalence estimates for areas where capture-recapture estimates are not available. 

Four sources of data were available within which individual opiate and/or crack users 
(OCUs), opiate users and crack cocaine users could be identified. These sources of data are 
drug treatment, probation, police and prison data. Police data do not include sufficient 
information to identify drug injectors, therefore the fourth source used in the injecting 
analyses was community assessments carried out within the Drug Interventions Programme 
(DIP).  

Persons resident in each DAT area, in contact with these sources during 2011/12, known to 
be using heroin, methadone, other opiate drugs, or crack cocaine were included in the 
analysis. Only those aged 15 to 64 were included. The overlap between data sources was 
determined via comparison of initials, date of birth and gender within each DAT area. 
Established statistical modelling techniques were used to examine this overlap and to 
produce prevalence estimates stratified by age group, gender, and DAT area of residence. 

Information from this report can be found in Chapter 1.  

Scottish Crime and Justice Survey – Drug Use [NS]y 

The Scottish Crime and Justice Survey (SCJS) is a large-scale biennial survey measuring 
people’s experience and perceptions of crime in Scotland. This report specifically examines 
the findings from the self-completion questionnaire on illicit drug use in Scotland. The report 
examines self-reported illicit drug use by adults (aged over 16, who live in private residential 

addresses in Scotland), using three time periods: in the last month, in the last year and ever. 

The 2012/13
11

 survey is the fourth sweep of the current guise of the SCJS, with the first being 
conducted in 2008/09.  
 

Information from the Scottish Crime and Justice Survey can be found in Chapter 1. 

Smoking, Drinking and Drug Use among Young People in England, in 2013 
[NS]z 

Smoking, Drinking and Drug use Survey among Young People in England in 201312 
(SDD13) is the latest in the series of surveys of secondary school children in England which 
provides the national estimates of the proportions of young people aged 11 to 15 who 

                                            
y
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smoke, drink alcohol or take illegal drugs, commissioned by Health and Social Care 
Information Centre. 

The first survey in the series was carried out in 1982 but the 1998 survey was the first to 
include questions on the prevalence of drug use.  

Each survey now includes a core section of questions covering the following: 

 Pupils’ experience of smoking, drinking and drug use; 

 Consumption of cigarettes and alcoholic drinks in the last week; and 

 Awareness and availability of specific named drugs. 

 
As well as these core measures, questionnaires since 2000 have included more detailed 
questions, with the focus alternating between smoking and drinking in one year and drug use 
the next. The focus in 2013 was drug use, and this report reflects that.  

Information from Smoking, drinking and drug use among young people in England reports 
can be found in Chapter 2. 

Substance misuse among young people report  

The National Treatment Agency for Substance Misuse (which became part of Public Health 
England from 1 April 2013) also produces an annual report on the number young people 
(under 18) who are in contact with drug treatment agencies and general practitioners in 
England.  

The results are produced by the Manchester University National Drug Evidence Centre 
(NDEC) from the data collected by the National Drug Monitoring System and form part of 
National Statistics.   

Information from the Substance misuse among young people in England, 2012-13 report13 
can be found in Chapter 2. 
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Appendix B: Government strategies and plans 

This appendix presents in chronological order (starting with the present) the relevant 
government plans related to drug misuse over the last ten years. The previous government’s 
plan has been included as it was applicable when the data used in the report (particularly in 
Chapter 3) were collected and so provides some context. Those plans highlighted with an 
asterisk (*) are effective under the present government. For details on previous policies 
please see earlier reports. 

*Healthy Lives, Healthy People: Our Strategy for Public Health in England  

The coalition government set out its long-term vision for the future of public health in England 
in this White Paper in November 2010. Following a consultation the Government published 
an update in July 2011. Further details can be found at:  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216142/dh_12
9334.pdf 

*Public Health Outcomes Framework 

The Public Health Outcomes Framework sets out the range of opportunities to improve and 
protect health across the life course and to reduce inequalities in health. It provides the 
context for the system, from local to national level. It was most recently updated in May 2013 
and details can be found at:  

https://www.gov.uk/government/publications/healthy-lives-healthy-people-improving-
outcomes-and-supporting-transparency 

*Drug strategy annual review: 2012 to 2013 

The second annual review of the drug strategy, 'Delivering within a new landscape', updates 
progress on the 3 strands of the strategy since May 2012. Further details can be found at: 

https://www.gov.uk/government/publications/drug-strategy-annual-review-2012-to-2013 

*Annual review of the 2010 drug strategy  

The first annual review of the 2010 drug strategy provided a progress update on 
implementation of the strategy and included an action plan for tackling the threat from new 
psychoactive substances. The first annual review of the drug strategy can be found at:  

http://www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/annual-review-drug-strategy-
2010/ 

*Reducing demand, restricting supply, building recovery: supporting people to 
live a drug-free life 

The coalition government’s drug strategy, introduced in December 2010, sets out a 
fundamentally different approach to preventing drug use in our communities, and in 
supporting recovery from drug and alcohol dependence.  

The strategy has an emphasis on recovery and includes: 

 putting more responsibility on individuals to seek help and overcome dependency 

 placing emphasis on providing a more holistic approach by addressing other issues in 
addition to treatment to support people dependent on drugs or alcohol, such as 
offending, employment and housing 

 aiming to reduce demand 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216142/dh_129334.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216142/dh_129334.pdf
https://www.gov.uk/government/publications/healthy-lives-healthy-people-improving-outcomes-and-supporting-transparency
https://www.gov.uk/government/publications/healthy-lives-healthy-people-improving-outcomes-and-supporting-transparency
https://www.gov.uk/government/publications/drug-strategy-annual-review-2012-to-2013
http://www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/annual-review-drug-strategy-2010/
http://www.homeoffice.gov.uk/publications/alcohol-drugs/drugs/annual-review-drug-strategy-2010/
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 taking an uncompromising approach to crack down on those involved in the drug 
supply both at home and abroad 

 putting power and accountability in the hands of local communities to tackle drugs and 
the harms they cause 

The drug strategy can be found at: http://www.homeoffice.gov.uk/drugs/drug-strategy-2010/ 

Drugs: protecting families and communities 

In February 2008, the previous government introduced its second ten-year strategy, which 
aimed to restrict the supply of illegal drugs and the demand for them. The strategy 
comprised  four main elements: 

 Protecting communities through tackling drug supply, drug-related crime and anti-
social behaviour 

 Preventing harm to children, young people and families affected by drug misuse  

 Delivering new approaches to drug treatment and social re-integration 

 Public information campaigns, communications and community engagement 

More information on this drugs strategy can be found at: 
http://webarchive.nationalarchives.gov.uk/20100418065544/http://drugs.homeoffice.gov.uk/p
ublication-search/drug-strategy/drug-strategy-2008  

*The Drugs Act 2005 

The Drugs Act 2005 introduced new police powers to test for Class A drugs, as well as 
aiming to get more offenders into treatment and clarifying existing legislation in relation to 
magic mushrooms.  

More information can be found at: www.opsi.gov.uk/acts/acts2005/20050017.htm 

*FRANK 

FRANK is a joint initiative of the Department of Health, Home Office and Department for 
Education that was launched in May 2003. FRANK provides impartial and confidential 
information and advice about drugs, via online services and a helpline. 

More information can be found at the following link: www.talktofrank.com 

*The Misuse of Drugs Act 1971 

The Misuse of Drugs Act 1971 is the main piece of legislation that still applies today covering 
drugs and categorises drugs as Class A, B or C. Under the Act the main offences are to 
unlawfully: possess a controlled substance and/or have intent to supply it; supply a 
controlled drug; and to allow premises you occupy or manage to be used for the purpose of 
drug taking. 

More information on the Misuse of Drugs Act can be found at: 
www.opsi.gov.uk/si/si2001/20013932.htm 

  

http://www.homeoffice.gov.uk/drugs/drug-strategy-2010/
http://webarchive.nationalarchives.gov.uk/20100418065544/http:/drugs.homeoffice.gov.uk/publication-search/drug-strategy/drug-strategy-2008
http://webarchive.nationalarchives.gov.uk/20100418065544/http:/drugs.homeoffice.gov.uk/publication-search/drug-strategy/drug-strategy-2008
http://www.opsi.gov.uk/acts/acts2005/20050017.htm
http://www.talktofrank.com/
http://www.opsi.gov.uk/si/si2001/20013932.htm
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Appendix C: Further information 

Readers may also find the following organisations and publications useful resources for 
further information on drug misuse. 

 Drug Drive 

 FRANK 

 National Institute for Clinical Excellence (NICE) 

 Seizures of Drugs 

 Summary of the health harms of drugs 

 United Kingdom drug situation: Annual report to the European Monitoring Centre for 
Drugs and Drug Addiction (EMCDDA)  

 United Kingdom Focal Point on Drugs  

 

Drug Drive 

Drug Drive has been set up as part of THINK! road safety, from the Department of 
Transport, to give 17 to 35 year olds information on how different drugs can impair their 
driving. 
http://www.dft.gov.uk/think/drugdrive/ 

Frank 

The Talk to Frank website is an independent government funded site which offers 
confidential advice and information on drugs. 
www.talktofrank.com 

National Institute for Clinical Excellence  

The National Institute for Health and Clinical Excellence (NICE) is an NHS organisation, 
responsible for ensuring everyone has equal access to medical treatments and high quality 
care from the NHS - regardless of where they live in England and Wales. Guidance on 
tackling drug use published in May 2014 summarises NICE's recommendations for local 
authorities and partner organisations on tackling drug use. This includes preventing drug 
use, minimising the harm caused by drugs and helping people to stop taking them. It is 
particularly relevant to health and wellbeing boards, police and crime commissioners and 
community safety partnerships. 
www.nice.org.uk 

Seizures of Drugs 

The Seizures of Drugs England and Wales 2012/13 publication presents figures for drug 
seizures made by law enforcement agencies in England and Wales during 2012/13. The 
statistics in this publication relate to drugs controlled under The Misuse of Drugs Act 1971. 
These statistics cover seizures made during the year by police in England and Wales 
(including British Transport Police), together with information from the UK Border Agency 
(including seizures from HM Revenue and Customs). Drug seizure data from the Serious 
Organised Crime Agency (SOCA) are not included within this publication. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/254123/1213
_seizure_drugs_statistical_bulletin.pdf 

 

 

http://www.dft.gov.uk/think/drugdrive/
http://www.talktofrank.com/
http://www.nice.org.uk/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/254123/1213_seizure_drugs_statistical_bulletin.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/254123/1213_seizure_drugs_statistical_bulletin.pdf
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Summary of the health harms of drugs 

A summary of the health harms of drugs published by the Department of Health is a guide 
providing scientific evidence on the health harms from licit and illicit substance misuse.  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuida
nce/DH_129624 

United Kingdom drug situation: Annual report to the European Monitoring 
Centre for Drugs and Drug Addiction (EMCDDA)  
The structure and content of this annual report are pre-determined by the EMCDDA to 
facilitate comparison with similar reports produced by the other European Focal Points. Ten 
chapters cover the same subjects each year.  

Each of the first ten chapters begins with an Introduction. This sets the context for the 
remainder of the chapter, describing the main features of the topic under consideration 
within the United Kingdom. This may include information about the main legislative and 
organisational frameworks, sources of data and definitions used, the broad picture shown 
by the data and recent trends.  

The remainder of each chapter is concerned with New Developments and Trends that have 
not been included in previous annual reports. Generally, this covers developments that 
have occurred in the second half of 2012 or the first half of 2013. Relevant data that have 
become available during this period will also be discussed although these will often refer to 
earlier time periods.  

This report, and the reports from the other European countries, will be used in the 
compilation of the EMCDDA’s annual report of the drug situation in the European Union and 
Norway to be published in 2014. The EMCDDA's website is www.emcdda.europa.eu 

United Kingdom Focal Point on Drugs  

The United Kingdom (UK) Focal Point on Drugs is based at Public Health England. It is the 
national partner of the European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) and provides comprehensive information to the Centre on the drug situation in 
England, Northern Ireland, Scotland and Wales.  

The Focal Point works closely with the Home Office, other government departments and 
the devolved administrations. In addition to this annual report, it collates an extensive range 
of data in the form of standard tables and responses to structured questionnaires, which are 
submitted regularly to the EMCDDA. It also contributes to other elements of the EMCDDA’s 
work such as the development and implementation of its five key epidemiological indicators, 
the Exchange on Drug Demand Reduction Action (EDDRA) and the implementation of the 
Council Decision on New Psychoactive Substances.  

Further information about the United Kingdom Focal Point, including previous annual 
reports can be found on the Focal Point website at www.ukfocalpoint.org.uk 

 

 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_129624
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_129624
http://www.emcdda.europa.eu/
http://www.ukfocalpoint.org.uk/
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Appendix D: Glossary of drugs 

This section gives further details on the drugs mentioned in this report. This information has 
been taken from the Talk to Frank website, an independent government funded site which 
offers confidential advice and information on drugs. Further information on drugs are 
available at: www.talktofrank.com 

Amphetamines (Speed, Phet, Billy, Whizz, Sulph, Base, Paste, Dexies) 

‘Speed’ is the street name for a range of amphetamines such as amphetamine sulphate, 
dexedrine and dexamphetamine. Like Cocaine, amphetamines are stimulants that people 
take to keep them awake and alert. The effect of amphetamine kicks in within half an hour 
of ingesting it by mouth. If you inject it you’ll experience the effects quicker and these 
effects can last for up to six hours. The high is generally followed by a long slow 
comedown.  

Cannabis   (Bhang, black, blow, blunts, Bob Hope, bud, bush, dope, draw, ganja, grass, 

hash, hashish, hemp, herb, marijuana, pot, puff, Northern Lights, resin, sensi, sinsemilla, 
skunk, smoke, soap, spliff, wacky backy, weed, zero. Some names are based on where it 
comes from. Afghan, homegrown, Moroccan etc.) 

Cannabis   is the most widely used illegal drug in Britain. Made from parts of the Cannabis   
plant, it’s a naturally occurring drug. It is a mild sedative (often causing a chilled out feeling 
or actual sleepiness) and it’s also a mild hallucinogen (meaning you may experience a state 
where you see objects and reality in a distorted way and may even hallucinate). The main 
active compound in Cannabis   is tetrahydrocannabinol (THC). 

Crack and Cocaine (powder Cocaine – coke, Charlie, C, white, Percy, snow, toot. For 

crack – rocks, wash, stones, pebbles, freebase) 

Cocaine powder, freebase and crack are all forms of Cocaine. They are stimulants with 
powerful, but short-lived, effects. Stimulants temporarily speed up the processes of your 
mind and body. ‘Freebase’ Cocaine and ‘crack’ Cocaine, can be smoked, and so can reach 
the brain very rapidly in high dosage. Snorted powder Cocaine is absorbed more slowly. 
Hence, smoked freebase or crack tends to be much stronger and more addictive than 
snorted powder Cocaine. However, all forms of Cocaine prepared for injection (whether 
powder Cocaine or crack) can also reach the brain rapidly in high doses and so can be very 
addictive too.  

Ecstasy (E, pills, brownies, mandy, Mitsubishi's, Rolex's, Dolphins, XTC) 

This is often called the original designer drug because of its synonymous relationship with 
rave culture in the early 90s. Clubbers took ecstasy to stay awake and dance for hours. The 
effects take about half an hour to kick in and tend to last between 3 to 6 hours, followed by 
a gradual comedown.  

Gases, Glues and Aerosols (Thinners, volatile substances) 

Solvents cover a huge number of substances: gas lighter refills, aerosols containing 
hairspray, deodorants and air fresheners, tins or tubes of glue, some paints, thinners and 
correcting fluids, cleaning fluids, surgical spirit, dry-cleaning fluids and petroleum products. 
When inhaled, solvents have a similar effect to alcohol. They make people feel uninhibited, 
euphoric and dizzy.  

Heroin (Brown, skag, H, horse, gear, smack.) 

Heroin is a natural opiate made from morphine (opiates dull pain). Morphine is extracted 
from the opium poppy. Like many drugs made from opium, including synthetic opioids (e.g. 

http://www.talktofrank.com/
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methadone) Heroin is a very strong painkiller. ‘Street’ Heroin sold as 'brown' is sometimes 
used by clubbers as a chill out after a big night out. Brown is still Heroin but some people 
mistakenly think it's not as addictive. 

Ketamine (Green, K, special K, super K, vitamin k) 

Ketamine is a short-acting but powerful general anaesthetic which depresses the nervous 
system and causes a temporary loss of body sensation. That’s why it has been used for 
operating on humans and animals. It has powerful hallucinogenic qualities (with a distortion 
of objects and reality).  

Legal Highs 

 ‘Legal Highs’ are substances which produce the same, or similar effects, to drugs such as 
Cocaine and ecstasy, but are not controlled under the Misuse of Drugs Act. They are 
however, considered illegal under current medicines legislation to sell, supply or advertise 
for “human consumption”. To get round this sellers refer to them as research chemicals, 
plant food, bath crystals or pond cleaner. In many cases, ‘legal highs’ have been designed 
to mimic class A drugs, but are structurally different enough to avoid being classified as 
illegal substances under the Misuse of Drugs Act 

LSD (Acid, blotter, cheer, dots, drop, flash, hawk, L, lightening flash, liquid acid, Lucy, 
micro dot, paper mushrooms, rainbows, smilies, stars, tab, trips, tripper, window. 
Sometimes LSD is known by the pictures on them e.g. strawberries) 

LSD or Lysergic Acid Diethylamide is a hallucinogenic drug (which means you’re likely to 
experience a distorted view of objects and reality, including in the form of hallucinations). It 
originally derived from ergot, a fungus found growing wild on rye and other grasses. LSD is 
commonly called ‘acid’. The experience is known as a ‘trip’ and these trips can be good or 
bad. A trip can take from 20 minutes to an hour to start and usually lasts about 12 hours. 
Once it's started you can't stop it. And until you take a tab of acid you can't tell how strong it 
is or how it's going to affect you. How the trip goes can be affected by who you are, how 
you're feeling and how comfortable you are with the people you’re with.  

Mephedrone (Meph, MC, MCAT, m-cat, 4-MMC, Miaow, Meow Meow, Bubbles, Bounce, 

Charge, Drone, White Magic) 

A stimulant drug belonging to the chemical family of Cathinones which is a group of drugs 
that are ‘cousins’ of the family of amphetamine compounds. The amphetamine-like drugs 
include amphetamine itself (speed), methamphetamine and ecstasy (MDMA), among many 
others. Mephedrone produces euphoria, alertness, talkativeness and feelings of empathy. It 
can also cause anxiety and paranoid states and risks over stimulating the heart and 
circulation, and it risks over stimulating the nervous system to cause fits. There is 
developing evidence on the risk of death from using Mephedrone. When sold over the 
internet, it was often described as a plant food, research chemicals or bath salts, and not 
for human consumption. 

Methadone (Mixture, linctus, physeptone.) 

Methadone is one of a number of synthetic opiates (also called opioids) that are 
manufactured for medical use and have similar effects to Heroin. Methadone and Subutex 
(Buprenorphine) are used as opiate substitutes for Heroin in the treatment of Heroin 
addiction. 

Methamphetamine (Yaba, Tina and Christine, Meth, Ice, Glass, Crystal Meth, Crank) 

It’s part of the amphetamine family of drugs, which stimulate the brain and nervous system 
in a similar way to Cocaine and ‘speed’. Different amphetamines differ in how powerful they 
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are and how they are considered under the Misuse of Drugs Act. Methamphetamine has 
stronger effects that last longer than the classical speed, amphetamine sulphate and is a 
Class A drug, while amphetamine sulphate is a Class B drug. The crystal form of 
methamphetamine, sometimes called Crystal Meth or Ice, is extremely powerful and 
addictive. Some compare it to ‘crack Cocaine’ as both give an intense, powerful ‘high’ 
followed by a very severe ‘comedown’, and both are very addictive. There have been recent 
reports of another supposedly strong form of amphetamine, 4-methylamphetamine, being 
sold as Ket Phet or Phet Ket. 4-methylamphetamine may also be more toxic than 
amphetamine sulphate. Like methamphetamine 4-methylamphetamine is also a Class A 
drug. 

Nitrous Oxide (whippits, Laughing Gas, hippie crack, chargers) 

Nitrous oxide is a volatile substance which is a gas at room temperature. It belongs to a 
group of drugs which kills pain. Nitrous oxide has many legitmate uses but some people 
misuse it because when inhaled it can make people feel euphoric and relaxed. This happy 
feeling has led to it being nicknamed ‘laughing gas’. Some people have also experienced 
hallucinations. However, like other volatile substances found in glue or aerosols, it can 
cause death even on first time use. This is due to suffocation from a loss of the oxygen 
available to you. Nitrous oxide can sometimes be sold to recreational users in balloons. 

Poppers (TNT, Thrust, Rock hard, Ram, Liquid Gold, Kix, Amyls)  

Poppers are usually found in the form of a liquid chemical (a nitrite) sold in a small bottle. 
Commonly, the chemical is alkyl nitrite. Other nitrites like amyl nitrite (and butyl nitrite and 
isobutyl nitrite) have also used been used. Nitrites dilate the blood vessels and allow more 
blood to get to the heart. 

Salvia (Mexican Magic Mint, holy sage, Eclipse)       

Salvia divinorum is a Mexican plant, with leaves that contain psychoactive chemicals that 
produce hallucinations when chewed or when dried and smoked.  Sold on the internet and 
in ‘headshops’ as ‘herbal ecstasy’, salvia is one of a number of substances marketed as 
‘herbal highs’.  

Tranquillisers (Jellies, benzos, eggs, norries, rugby balls, vallies, moggies, mazzies, 

roofies, bonsai, bonsai supersleep, downers) 

Tranquillisers are manufactured drugs produced to treat anxiety, depression and insomnia. 
Prescribed by a doctor, they're designed to reduce anxiety and promote calmness, 
relaxation and sleep. There are hundreds of different tranquillisers around but most 
common are the Benzodiazepines, which include: Rohypnol (also called flunitrazepam), 
Valium (also called diazepam), phe.

 

 

  



 

 

Appendix E: How are the statistics used?  

Users and uses of the report  
From our engagement with customers, we know that there are many users of the Drug 
Misuse in England statistics. There are also many users of these statistics who we do not 
know about. We are continually aiming to improve our understanding of who our users are 
in order to enhance our knowledge on what the uses of these data are via recent 
consultations and feedback forms available online. Below is listed our current 
understanding of the known users and uses of these statistics. Also included are the 
methods we use to attempt to engage with the current unknown users.  

Known Users and Uses  

Department of Health (DH) - frequently use these statistics to inform policy and planning. 
The Department of Health publishes policies such as Reducing drugs misuse and 
dependence (25 March 2013) and can be found via this link: 
https://www.gov.uk/government/policies/reducing-drugs-misuse-and-dependence 

Public Health England (PHE) – are responsible for the Public Health Outcomes 
Framework which sets out the desired outcomes for public health and how these will be 
measured. Also, the old public health observatories which are now part of PHE frequently 
use these data for secondary analysis.  

Media - these data are used to underpin articles in newspapers, journals, etc.  

Public - all information is accessible for general public use for any particular purpose.  

Academia and Researchers - a number of academics cite the Drugs Misuse data in their 
research papers.  

NHS - frequently use the reports and tables for analyses, benchmarking and to inform 
decision making.  

Public Health Campaign Groups - data are used to inform policy and decision making 
and to examine trends and behaviours.  

Ad-hoc requests – the statistics are used by the Health and Social Care Information 
Centre (HSCIC) to answer Parliamentary Questions (PQs), Freedom of Information (FOI) 
request and ad-hoc queries. Ad-hoc requests are received from health professionals; 
research companies; public sector organisations, and members of the public, showing the 
statistics are widely used and not solely within the profession. 

We have received 3 ad-hoc requests and 1 PQ since Statistics on Drug Misuse 2013 was 
published in November 2013. 

Unknown Users  

This publication is free to access via the HSCIC website http://www.hscic.gov.uk/lifestyles 
and consequently the majority of users will access the report without being known to the 
HSCIC. Therefore, it is important to put mechanisms in place to try to understand how 
these additional users are using the statistics and also to gain feedback on how we can 
make these data more useful to them. On the webpage where the publication appears there 
is a link on the right-hand side to a feedback form which the HSCIC uses to capture 
feedback for all its reports.  

The specific questions asked on the form are:  

 How useful did you find the content in this publication?  

https://www.gov.uk/government/policies/reducing-drugs-misuse-and-dependence
http://www.hscic.gov.uk/lifestyles


 

 

 How did you find out about this publication?  

 What type of organisation do you work for?  

 What did you use the report for?  

 What information was the most useful?  

 Were you happy with the data quality?  

 To help us improve our publications, what changes would you like to see (for 
instance content or timing)?  

 Would you like to take part in future consultations on our publications?  

 

Any responses via this form are passed to the team responsible for the report to consider. 
We also capture information on the number of web hits the reports receive, although we are 
unable to capture who the users are from this. Statistics on Drugs Misuse 2013 generated 
approximately 6,408 unique web hits between 28 November 2013 when it was published 
and 28 October 2014. 
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