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Key messages from this report

Numbers

In the UK at present, 20-25% of 15-year-olds are regular smokers, with females now outnumbering
males; around 40-50% are drinking alcohol at least weekly; and 20-25% are using other drugs -
mainly cannakbis — at least monthy.

Armong the 6.8 milion 16-24-year-olds in the UK, there are an estimated 2.1 million daily smokers,
1.8 million who drink mare than twice the recommended daily alcohel limit at least once a week and

1 million who have used another drug in the past month. Because many young people use more than
one drug, there is much overlap between these groups.

Findings

There are many factors which influence whather or not young pecpls will use tobacco, alcohol or
other drugs hazardously. The most important of these include early life experiences, famity
relationships and circumstances, and parental attitudes and behaviour, It is difficult to predict who
will develop serious problems.

While many young people first use tobacco, aloohol or other drugs in their sarly and mid-teens,
hazardous use often starts in the late teens or twenties.

Of all drugs, the use of alcohaol has shown the greatest recent growth and causes the most
widespread problems among young people in the UK today. It is also the least regulated and the
most heavily marketed.

Maost schools in the UK provide drug prevention programmes. Research indicates that these
probably have little impact on future drug use.

Recommendations

As their harmfulness to individuals and society is no less than that of other psychoactive drugs,
tobacco and alcohol should be explicitly included within the terms of reference of the Advisory
Council on the Misuse of Drugs.

The ongoing debate about how best to bring up children should be informed by the evidence that
good parenting and stable family life can reduce the risks of hazardous tobacco, alcohol and other
drug use by young people.

The Government should continue to invest heavily in minimising the number of children and young
people in relative poverty and also in protecting and supporing the most disadvantaged and
vulnerable young people in the UK.

Additional measures are needed to reduce the overall consumption of alcohol in the UK, Among
other things, the Government should seriously consider progressively raising the excise duty on
alcohol,

There should be a careful reassessment of the role of schools in drug misuse prevention. The
emphasis should be on providing all pupils with accurate, credible and consistent information about
the hazards of tobacco, alcohol and other drugs, including volatile substances.

Pathways to Problems
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Overview and recommendations

1. In the UK today, a large propartion of young
people use tobacco, alcohol and other drugs in the
pursuit of pleasure, solace, acceptance or escape.
Such drugs all act on the same areas of the brain,
altering its normal function and hence the user's
expenence. The precise naiure of the expenenca
and other consequences will reflect the interaction of
the particular drug with the individual’s physiology,
psychology and current circumstances. To a greater
or lesser extent, these drugs are capable of altering
behaviour, producing dependence and causing a
wide range of direct and indirect harmms to health and
well-being.

2. The youngest smokers and drinkers ane aged
under ten years. From about 11, volatile substances
are used by a small but impaortant minority of both
bovs and girfs. As each year goes by, a growing
proportion of young people use cannabis, mostly on
an occasional basis, while far larger numbers are
becoming addicted to nicotine or drink alcohol
fraquently and to excess.

3. Cwer the past 20 years there has been an
encouraging decline in smoking among teenage
boys, but not among girls. The use of volatile
substances has also become less common but
remains dangercus and sometimes fatal. However,
by the age of 15, and with the exception of smoking
among boys, levels of tobaceco, alcohol and other
drug use in the UK are among the highest in Europe.
Recent surveys have found that around 20-25% of
15-year-olds are regular smokers, with females now
outnumbering males; 40-50% are drinking at least
weekly; and 20-25% have used illegal drugs in the
past month. Many are using more than one drug.
The regional differences across the UK are'not great.

4. In the late teens and early twenties, all farms of
substance use - with the exception of volatile
substances - become maore common, particularly
after leaving school. Tobacco, alcohol and cannabis
dominate, but significant minorities begin using
stimulants such as ecstasy, cocaine and
amphetamines, and depressants such as heroin and
tranquillisers. Multiple drug use is commeon at all
ages. Young tobacco smokers are much more likely
to use illegal drugs than non-smokers.
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5. Among the 6.8 milion 16-24-year-olds in the UK,
there are an estimated 2.1 million daily smokers,

1.8 million whao drink more than twice the
recommendead daily alcohol limit at least once a
week and 1 million who have used an illegal drug in
the past month. The most alarming development in
the past decade has begen the growth in the number
of young wormen who are drinking frequently and to
excess. During this time, the proportion of women
drinking more than twice the recommendad weaekly
limit has doubled. Between 1992 and 2002, average
weekly consumption of alcohaol by women aged
16-24 in England doubled from seven to 14 units.
Since 1998, there have been significant declines in
the use of cannabis and amphetamines but an
increase in the use of cocaine. The situation is
dynamic and has shown substantial change over the
past 25 years. Consequently, the future cannot be
predicted with confidence.

6. Consumption of all drugs tends to wane from the
rmid-tweanties onward. However, first-time hazardous
use of drugs in the late twenties is not rare, and
there are many who remain persistent heavy users
thereafter — with grave consequences for their
immediate and future health and well-being.

7. Young people in the UK have little difficulty in
obtaining tobacco, alcohal or other drugs, despite a
legal framework designed to restrict their access to
thern. There are age-of-purchase regulations for
tobacco and alcohol, a range of licensing laws for
the sale and use of alcohol and heavy penalties for
the sale and possession of ilegal drugs. However,
these are flouted by large numbers of young people.
While prosecutions for the sale and possession of
ilegal drugs are comman, prosecutions of vendors
of cigarettes or alcohol to underage customers are
Very rare.

8. There is inlernational evidence that raising the
price of cigarettes leads to reduced smoking by
young people, while advertising encourages uptake.
In ling with this evidence, tax rises have increased
the real cost of tobacco in the UK in recent years,
and tobacco advertising and sponsorship have
recently bean prohibited, Thera is also international



gvidence that raising the purchase age and price of
glcohol reduces alcohol-related problems amaong
young people. However the real cost of alcohol has
been falling in the UK, and its availability to young
pecple has been increasing. Of all the psychoactive
drug producers, the alcohal industry is at present
urigpuety able to market its products with all the
crealivity and resources it can muster. Despite
intensive efforts by law enforcement agencies,

the real cost of llegal drugs has tended to fall in

recent years.

9, The few children who start smoking or drinking
before they are 12 have typically experienced
individual and family disadvantage and disturbance.
Teenagers with a record of truanting or delinquency
or who show other signs of behavioural problems
have much higher rates of use of all drugs, as do
young people who have been in care or who are
homeless. Where parental supendsion is lax or ong
or both parents use tobacco, alcohol or other drugs,
hazardous use by their teenage children is maore
likely. School-age teenagers living with a single
parent or stap-parent are more likely to use drugs
hazardousty than those living with two natural
parents, but there are many exceptions. In ganerai, it
is difficult to predict who will develop serious
problems and who will nat.

10. There is some variation in drug use between
ethnic groups, but there are insufficient data to
reflect the growing ethnic diversity of the UK.

11. Higher levels of socio-economic disadvantage
are associated with higher levels of smoking,
drinking and cannabis use among girls in their
mid-teens, but not among boys. From the late teens
onwards, heavy smoking and problem drinking or
drug use are strongly linked to socio-economic
disacvantage, often with disastrous resulis. Muttiple
drug use and drug injecting are much more commaorn
in disadvantaged communities, in many of which
problem drug use has become an inescapable
feature of life.

12. Recent UK government policy has included
welcome measures 1o reduce the numbers of
children in poverty and a range of initiatives to
protect and support vulnerable and disadvantaged
children and young people. If sustained, these
measures may address some of the important
underlying factors linked to hazardous drug use by
young people. Inttiatives directly to address truancy,
anti-social behaviour and young offending will
engage young people among whom the prevalence
of hazardous drug use is particutarly common, and
may provide opportunities for addressing drug use.
There has been a welcome recent expansion in
sanaces for young people with drug problems,
particularly in England, but coverage is patchy and
evidence for the effectiveness of the services is in
short supply.

13. School-based programmes have besn a major
part of drug prevention in the UK and other countries
for many vears. However, systematic reviews of the
available published research (mainky from the US)
show that the success of these programmes in
limiting the uptake of tobacco, alcohol or other drugs
by young pecple has been slight or non-existent,
and that they can actually be counter-productive.

14. Recent reviews of curment practice in schools in
England, Scotland and Northern Ireland have shown
that most schools are now providing drugs
education across the school-age range. However,
there is much inconsistency and duplication of effort,
with relatively little use being made of those methods
that have a better record of effectiveness. Blueprint,
a large pilot schools-based programme in England
and ASSIST, a peer-supported programme to
prevent smoking in Wales, are both currently being
evaluated. Drug testing and sniffer dogs in schools
have recently become more widely used in tha LS.
Although powers are available for their use, thay
remain uncommeaon in the LK.

In the light of these findings we have made the
recommendations that follow,

Fathways to Problems
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Overview and recommendations

Recommendation 1

As their actions are similar and their harmfulness to
indniduals and society is no less than that of other
psychoactive drugs, tobacco and alcohol should
be explicitly included within the terms of reference
of the Advisory Council on the Misuse of Drugs
{see paragraph 1.14).

Action: Home Office.

Recommendation 2

The Government should ensure that young people
are repeatedly made aware of the real hazards of
using tobacco, alcohol and other drugs. This should
be done in ways that are accurate, credible and
consistent, using a variety of routes including the
media, the school system and further and higher
education. In particular, we endorse the decision
taken by the Government in January 2006 to
conduct an education campaign to communicate
the risks of cannabis use for mental and physical
health (see paragraph 1.15).

Action: Department for Education and Skills (DfES),
Department of Health (DH), Home Office, devolved
administrations.

Recommendation 3

Periodic, large-scale surveys of representative
samples of 11-15-yvear-olds should continue, with
coverage across the whole of the LK, using the
same definitions and questions regarding tobacso,
alcohol and other drug use, including volatile
substances. To quantify the number of young peopla
of this age who frequently use drugs cther than
tobacco or alcohol, such surveys should include
questions about their weekly and more frequent use
|sea paragraphs 2.35-2.36).

Action: DH, DIES, Home Office, devolved
administrations.

Becommendation 4

In order to obtain information about the extent to
which 16-30-year-olds are combining the use of
lebacco and alcohol with llegal drugs, the Health
Survey of England and its equivalents in Scotland,
Wales and Northern Ireland should include a small
number of identical questions about the use of drugs
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other than tobacco and alcohol, including volatile
substances (see paragraph 2.37).

Action: DH, devolved administrations.

Recommendation 5

A longitudinal follow-up lifestyle study of a
representative sample of 16-30-year-olds should be
commissioned to enable drug use to be seen in the
wider context of their lives (see paragraph 2.38).

Action: DH.

Recommendation 6

It ghould become an offence to sell iobacco
products to anyone under the age of 18 (raised from
the present age of 16), and this new limit should be
strictly enforced. The impact of this change should
be carefully evaluated (see paragraph 3.34). (See
also Recommendation 9.)

Action: DH, devolved administrations.

Recommendation 7

Given the strong evidencea that increasing the price
of alcohol reduces consumption overall and may
have a disproportionately large effect on
consumption by young people, the Government
should seriously consider progressively raising the
excise duty on alcohol (see paragraph 3.37).
Action: HM Treasury.

Recommendation 8

Given the continuing rise in the prevalence of
alcohol-related health problems and the high levels of
drinking among young people, we recommend that
a much stricter code for alcohol advertising
(including via the internet) and sponsorship should be
ectablished. This would include prohibiting alcohol
advertising on TV or in cinemas showing films to
under-18s and prohibiting sponsorship by alcohol
companies of sports or music events attended or
watched by under-18s (see paragraph 3.38).
Action: Department for Cuffure, Media and Sport
{DCMS).

Recommendation 9

Given the uneguivocal evidence that many
under-18s buy alcohol and many under-18s buy
tobacco, the age-of-purchase laws for tobacco and



glcohol should in future be much more strictly
applied. Vendors should be encouraged to require
proof of age and compliance should be reinforced
through the use of underage test-purchasing and the
prosecution of offenders (see paragraph 3.39).
Action: DH, Department of Trade and Industry,
devolved administrations.

Recommendation 10

The current arrangements to control the supply of
drugs covered by the Misuse of Drugs Act (1971)
should be reviewed to determine whether any further
cost-effective and politically acceptable measures
can be taken to reduce the availability of drugs to
young people (see paragraph 3.40).

Action: Home Office.

Recommendation 11

A fully integratecl approach should be taken to the
development of policies designed to prevent the
hazardous use of tobacco, alcohol and other drugs
(see paragraph 4.48).

Action: All relevant government departments,

Hecommendation 12

A greater emphasis should be placed on policies
gimed at preventing hazardous tobacco, alcohol and
other drug use by young people in their late teens
and early twenties (see paragraph 4.50).

Action: All relsvant government departments.

Recommendation 13

Given the poorer driving skills and higher accident
rates among inexperienced young drivers, the
Government should give consideration to reducing
the maximum legal blood alcohol rate for divers
under 25 years of age to 50myg per 100mi. If
successiul, this could be extended to drivers of all
ages (see paragraph 4.51).

Action: Department for Transport.

Recommendation 14

The Gowvernment should continue to invest heavily in
minimising the number of children and young people
in relative poverty and protecting and supporting the
most disadvantaged and vulnerable children and

young peophe throughout the UK. Among many
benefits, enabling children to have more secure and
happier lives may reduce their risk of becoming
irvolved in hazardous and subsequently problematic
use of tobacco, alcohol and other drugs. As far as
praclicable, the impact of these measures should be
evaluated (see paragraph 4.57).

Action: HM Treasury, DH, DIES, devolved
adrministrations.

Recommendation 15

The ongoing debate aboul how best to bring up
children should be informed by the evidence that
good parenting and stable family life can reduce the
risks of hazardous tobacco, alcohol and ather drug
use by young people (see paragraph 4.59).

Action: The media,

Recommendation 16

The Naticnal Treatment Agency should continue

to promaote and monitor the development of
accessible senvices for young people with serious
tobacco, alcohol or other drug-related problems
across the counitry, and take active steps to ensure
that these services are coordinated with other
initiatives that engage with vulnerable young people
(see paragraph 4.64),

Action: DH.

Recommendation 17

Foliowing the example of the NTA, Scotland, Wales
and Morthern Ireland should also develop a coherent
and specifically funded plan for providing and
evaluating services for young people with serous
tobacco, alcohal or other drug-related problems (see
paragraph 4.65).

Action: Devolved administrations.

Recommendation 18

In addition to the other measures in A Framework for
Violatile Substance Abuse (published in 2005),
butane lighter fuels should be made impracticable
for abuse and all gas fuel containers should carry a
prominent safety warning (see paragraph 4.67).

Action: Department of Trade and Industry.

Pathways to Problems
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Overview and recommendations

Recommendation 19

In the light of the evidence that classroom-based
drugs education has very limited effectiveness in
reducing rates of drug use, there should be a careful
reassassment of the role of schoots in drug misuse
prevention. The emphasis should be on providing all
pupils with accurate, credible and consistent
information about the hazards of tobacco, alcohol
and other drugs - including volatile substances (see
paragraph 5.43).

Action: DfES, devolved administrations.

Recommendation 20

All schools should seek to maintain a supportive
environment for all their pupils, while recognising
and responding to the needs of those whose
behavioural problems or family background may put
them at particular risk of hazardous drug use (see
paragraph 5.44).

Action: DfES, devolved administrations.

Recommendation 21

Drug testing and sniffer dogs should not be used in
schools. We consider that the complex ethical,
technical and organisational issues, the potential
impact on the school-pupil relationship and the costs
would not be ofiset by the potential gains (sea
paragraph 5.45).

Action: DIES, devolved administrations.

Recommendation 22

All universities, colleges of further education and
othar major training institutions should take mone
responsibility for encouraging and enabling their
students or trainees to minimise the hazardous use
of tobacco, alcohol and other drugs (see
paragraph 5.46).

Action: DfES, devalved administrations.

Pathways to Problems

Recommendation 23

The media, particularly television and radio, should
be used more extensively and imaginatively than at
present o inform young pecple of the real hazards
of using tobacco, alcohol and cther drugs (see
paragraph 5.47).

Action: DH, Home Office, DCMS, devolved
administrations.

Recommendation 24

Any future major drug prevention initiatives should be
designed with evaluation in mind from the outsat.
They should be evaluated using scientifically rigorous
methods, employing randomised controlled trials
where possibla. This should ensure that any
conclusions on the effectiveness of the initiatives can
be accepted with confidence, bath in the UK and
glsewhere (see paragraph 5.48).

Action: Home Office, DH, DFES, devolved
administrations.
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Introduction

The role of the ACMD

The Advisory Council on the Misuse of Drugs
(ACMD) has a duty under the Misuse of Drugs Act
(1971) "to keep under review the situation in the
Uinited Kingdom with respect to drugs which are
being or appear to them likely to be misused and of
which the misuse is or appears to them capable of
having harmful effects sufficient to cause a social
problem and to give ministers advice on measures
which cught to be taken for preventing the misuse of
such drugs or dealing with social prablems
connected with their misuse”.

In its first 30 years, the ACMD has focused most of
its attention on drugs that are subject to the controls
and restrictions of the Misuse of Drugs Act (1971).
Although its terms of reference do not prevent it from
doing 50, the ACMD has not congsiderad alcohol and
tobacco other than tangentially. The scientific
evidence is now clear that nicoting and alcohaol have
pharmacological actions similar to other
psychoactive drugs. Both cause serious health and
social problems and there is growing evidence of
very strong links between the use of tobacco,
alcohol and other drugs. For the ACMD to neglect
two of the most harmiful psychoactive drugs simply
because they have a different legal status no longer
SEESMS appropriate,

Why the need for this
report?

Over the past 40 years or 50, it has been recognised
that the use of psychoactive drugs typically starts in
adolescence. Numernous recent surveys of
schoolchildren in the 11-16 age range have
demonstrated that, by 15, the majority of young
people in the UK have smoked tebacco or cannabis
or drunk alcohol, and a large proportion are using
one or more regularty. There is widespread anxisty
that what may start as casual use of tobacco,
alcohol or cannabis may not only lead to immediate

harm but may also set the individual on a path
leading to dependence and long-term harm, and to
the use of *hard" drugs such as heroin or cocaine.

Concern about the potential harm of early drug use
has led to numercus efforts by government,
education and health authorities and other agencies
to discourage young people from using drugs. There
are now few primary or secondary schools that do
not address this issue at some point in the
CLITICLILIM.

In May 2003, the ACMD agreed that it was time to
take a frash look at the pattems, trends and
determinants of early use of psychoactive drugs by
voung people in the UK. It asked the Prevention
Warking Group [PWG) to conduct this inguiry under
the chaimanship of Dr Laurence Gruer OBE." The
main aim was to generate new insights and better
advice on how to reduce the number of young
peopls whose lives are blighted by their use of
drugs. We first addressed the following questions:

What are the current pattemns and trends in the use
of tobacaoo, alcohol and other drugs by young
people in the UK? How do we compare with other
countries in Europe, and are there significant
variations in patterns of use between different parts
of the UK? Are the teenage years the critical time
for initiation into drug use, or can this happen earfier
or later?

Why do only some young people use psychoactive
drugs, and only some become hazardous or
dependent users? Are there particular individual,
farnilial or social factors that make dnug use and
drug dependence maore or less likely?

How easy is it for young people to obtain drugs, and
to what extent are they influenced by how the drug
is marketed?

Are thera interventions that have been shown to be
effective in preventing hazardous drug use?

“The PWG is a subgroup of the ACMD, composed of members of the Council itself and other individuals co-opted for
heir particular expertise. The PWG conducts in-depth inguinas into impartant issues on behalf of the ACMD.

Pathwvays to Problems



Are there factors associated with the current
patterns of hazardous drug use in the UK that
suggest new approacheas to prevention?

We then examined the current relevant paolicies in the
LIK which may have a bearing on drug use by young
people. Finally, we sought to make a seres of
practical recommendations, the implamentation of
which we think would reduce the number of young
people in the UK who are being damaged by drugs.

Methods of working

We gathered information from a wide range of
sources to answer thesa and other guestions as
accurately and helpfully as we could. We made
extensive use of national and international surveys,
and camed out comprehensive literature reviews of
key topic areas. We commissionad a series of new
analyses of data from cross-sectional and
longitudinal studies and other databases to provide
impartant new insights into the nature of drug use by
young people in the UK. The full text of these reports
will be available at www.drugs.gov.uk. Mevertheless,
wia are aware that major gaps in knowledge remain,
particularly relating to the transition from regular use
to the development of serious drug problams.

We sought up-to-date descriptions of current
government policies in all parts of the UK, either
through the relevant websites or via members and
officials attending the PWG.

Definition of key terms used
in the report

In this report, the following terms are used:

A (pesychoactive) drug is any chemical substance

people take to alter the way they feel, think or
behave.

The term drugs is used to refer to all psychoactive
drugs, including:

s legal drugs: those which can be legally sold,
purchased or possessed, albeit ofien with

certain restrictions. They include tobacco,
alcohol, caffeine, wolatile substances, and
relevant over-the-counter and prescription
medicines;

* illegal drugs: those whose sale, purchase or
possession constitutes an offence under the
Misuse of Drugs Act (197 1) in the UK or
equivalent legislation in other countries; and

e jllicit drugs: an ill-dafined term which includes
ilegal drugs and those not used for their intended
purpose,

Drug use or substance use is drug-taking, for
example smoking a cigarette, drinking alcohol or
swallowing a pill.

Drug misuse or substance misuse is drug-taking
which is judged to be inappropriate
or dangerous.,

Drug addiction or dependence is a state
characterised by a continuing strong desire or
compulsion 1o take a drug and an inability or failure
ko give up despite harmiful consequences.

Volatile substance abuse is the deliberate
inhalation of a volatile substance (9as, asroscl
propellants, solvents in glues and other solvents) to
achieve a change in mental state.

Because our purpase is to prevent future harm, we
have focused on the development of hazardous
use, that is use which has the potential to cause
harm, and on the development of problem drug
use. The ACMD has defined a problem drug user as
*anyone who experiences social, physical, legal or
paychological problems with one or more drugs”
This embraces the wide range of problems that may
result from the use of drugs in our society.

Risk refers to the possitility of a future event
happening. Thus, if 20% of all 15-year-clds are
regular smokers compared with 30% of 15-year-olds
whose parents are smokers, then the risk for the
12-year-old daughter of a smoker being a smoker
herself at age 15 is 50% above average. However, it

Pathways to Problems
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Introduction

should be noted that, in this example, 70% of the
children of smokers are not smokers by age 15.

Risk factors are characteristics or circumstances
associated with a greater likelihood of the
occurrence of something else. For example, having a
parert who smokes is a rigk factor for being an early
teenage smoker. However, a risk factor is nol
necessarily causative, and nor doas evaryone with
ihe risk factor necessarily have or develop the
associated OCCurence.

In this report, the term young people generally
refers 1o the age group 10-30 years, although some
of our evidence may refer to individuals who were
somewhat younger or alcher than this.

Structure of the report

In Chapter 1, we consider why people use drugs
and how they produce psychoactive effects and may
cause dependence. We also highlight the potential of
drugs for harm to health and well-being.

In Chapter 2, we compare the hazardous use of
drugs by 15-year-0lds in the UK with that in other
European countries; and we look at recent trends
among 11-15-year-clds in the UK. We then look at
patterns and trends among people aged 16-30 in
the UK, and consider the current gaps in data
colection,

In Chapter 3, we summarise what we know about
how and where young people obtain drugs. We
consider the advertising and marketing techniques
employed to encourage purchasing of tobacco and
alcohol. We examine the impact of the various
measures — such as pricing, licensing and a
minimum purchase age - designed to limit the
availability of tobacco, alcohol and other drugs to
young people,

In Chapter 4, we look in more detail at the changing

patterns of drug use among young people as they
get older. We then consider the individual and famity
characteristics and circumstances that are
particularly associated with a greater likelihood of

Pathways to Problems

beginning to use drugs and with the development of
senous problems. We end the chapter by
highlighting the range of recent government policies
which may alter young people’s circumstances and
we consider their potential for reducing the risk of
future drug use.

In Chapter 5, we consider the effectivenass of
initiatives specifically intended to discourage young
people from using drugs. These are mainly school-
based. We then consider current practice in our
schools and higher education in the light of these
findings, and the imphcations of this for future policy.




Why do we use
psychoactive drugs, how
do they work and why
can they be harmful?
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Why do we use psychoactive drugs, how do

they work and why can they be harmful?

Key points

s Psychoactive drugs are used worldwide in the
pursuit of pleasure, solace and acceptance.
Young people may also be attracted to use them
for other, sometimes contradictory reasons -
curiosity, rebellion or a desire to belong or
escape. Psychoactive drugs all act on certain
parts of the brain, altering normal neuro-chemical
functions and hence the user’s experience, The
pracise nature of the expenence and other
consequences will reflect the interaction of the
particular drug with the individual's physiology,
psvchology and current circumstances.

e With repeated use of some drugs, addiction or
dependence may develop, characterised by a
compulsion to use the drug to the neglect of
ather activities and despite negative
consequences. The addictiveness of drugs varies
considerably, and some people become more
readily and more severely addicted than others.

Why do we use drugs?

1.1 The waorldwide appeal of psychoactve drugs
lies largely in the expectation that they will produce
desirable effects: generating or enhancing feelings of
pleasura or relaxation; diminishing pain, depression,
sadness or fatigue; increasing energy or
concentration; and facilitating socialisation. For
example, in the European School Survey Project on
Alcohol and Other Drugs (ESPAD),! a large
proportion of respondents in all 35 participating
countries — all aged arcund 15 — said they
associated alcohaol with “having fun®, that it would
make them feal *more friendly and cutgoing™ or
“relaxed”. British respondents were among the most
positively disposed fowards alcohol. In the 2004
survey of 11-15-year-olds in England, while almost
all pupils agreed smaoking was a cause of il health,
B8% thought it helped people relax if they were
nervous and arcund 20% felt that smokers stayved
slimmer than non-smokers, and that smoking gave
people confidence and helped them cope better
with life.? Smokers were more likely to have positive
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Other harms to health and well-being may result
from the direct effects of the drug on the body,
from indirect effects such as infection, from
psychological effects and from the wider social
consequences of use.

» The mechanisms of action of psychoactive
drugs cannot in themselves explain the huge
worldwide increase in their use over the past
40 years. Attitudinal, cultural and economic
changes may provide at least a partial
explanation.

» The current system for classifying and
controlling drugs in the UK has a number of
shortcomings and should be reviewed.

= There is an ongoing responsibility for adults to
provide children and young people with accurate
and credible information about drugs, their effects
and 1he possible consequences of their use.

views than non-smokers, but older non-smokers had
mone positive views than younger, In a study of older
regular drug users, the main reasons given for using
drugs were: 1o increase energy, retax, dance, geat
away from problems, help manage the effects of
other drugs, decrease inhibitions, refieve boredom,
refieve depressive thoughts, suppress appetite/diet,
ingrease motiation, faciitate work and increasea
confidence.? A desire to conform or to emulate ong's
peers may also confribute to the decision to use
drugs, and may enable first users to tolerate
unpleasant effects such as nausea, dizziness or an
unpleasant taste and still come back for mare.
Among 11-15-vear-olds in England, the proportion
who thought it was acceptable to try something at
least once varied markedly according to the drug. In
2004, 62% thought it was acceptable to try drinking
alcohol once, 40% 1o try smoking, 11% to try
cannabis and 3% to try hercin.? For many, that first
cigarette, glass or joint will be an inconsequential
moment. For a substantial minority it will prove to be
tha first step on a penlous and costly pathway from
which they may never escaps,



How do drugs work?

1.2 Research over the past 20-30 years has greatly
increased our understanding of how psychoactive
drugs affect the brain.* The processes are highly
complex and only a bref summary of current
knowledge will be given here. An essential feature of
a psychoactive drug is its ability to produce a
reward, that is an experience perceived by the
individual as pleasurable or otherwise positive. This
occurs through the way in which the drug acts upon
certain neural pathways in the brain, influencing the
release or processing of specific neurc-chemicals
and thereby altenng the individual’s expenience. The
precise nature of the effects will be broadly
consistent for each particular drug but may be
influenced by the individual’s genetic make-up and
overall state of health. The drug's effects will also be
influenced by other factors such as concumrent
expenences and the presence of other drugs. If
sufficiently large quantities of the drug are taken, this
may have immediate effects on other aspects of
brain and bodily functions such as balance,
coordination and reflexes, perception of time and
space, or the control of respiration. For exampla, too
much alcohol can cause disinhibition and
drunkenness. volatile substances can cause cardiac
amest and heroin can cause respiratory arrest. Such
effects are more likely to occur if more than one drug
with & similar action is taken simultaneoushy, for
example alcohol and tranquilisers. Thus, harmful
short-term conseguences may result from drug use
at any stage but can be particularly likely for the
inexperienced user or when the amount of the drug
being taken iz uncertain.

Drug dependence

1.3 Whalt is the process by which use of the drug
may evolve into lhe more compulsive patterns of
behaviour we call dependence or addiction?

A complex interplay of psycholegical and
neuro-biological factors appears to be responsible,
interacting with the individual’s genetic make-up and
amironmental background. While the specific action
of each drug is different, most work through neural

pathways which are mediated by the
neurc-transmitter dopamine and nk the brain centres
responsible for motivation, emotion and mamon.® In
response to the drug, the nomal release of
dopamine in key areas of the brain is alterad. This
strengthens the neural connections associated with
the expenance of the reward, reinforcing the
behaviour that led to the reward and increasing
mativation or incentive to use the drug again. This
process is known as sansitisation. In acdition, the
individual can gradually become conditioned to
associate the reward with memaornes of the
circumstances surrounding the drug use, such that
these circumstances or cues generale the motivation
for further use, With repeated use, the brain
becomes more sensifised to both the motivational
and rewarding effects of the drug, This has been
shown to occur with a variaty of drugs including
amphetamines, cocaine, heroin, nicotine and
alcohol. At this stage, the individual may still be in
control and not dependent but can yet expenence
negative health and social consequences of his or
her drug use. Sensitisation can be very persistent so
that the drug can produce heightened effects in the
individual months or years after regular use has
stopped.

1 1eydeyo

1.4 With repeated use, larger doses of the drug
may ba neaded to produce the same effect. This
may be because the body becomeas mone able to
metabolise and inactivate the drug and is known as
tolerance. The extent to which tolerance develops
varies between individuals and between drugs and
also between different actions of the same drug.
Thus, both sensitisation and tolerance can develop
in the same individual. With continued use, the
individual can develop craving - a strong or
compelling desire to experience the effects of the
drug. This can be accompanied by withdrawal -
disagreeable physiological and psychological
symptoms when levels of the drug in the body fall to
a low level. New imaging techniques can
demonstrate heightened neural activity in certain
parts of the brain associated with these experiences.®
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v be harmful?

1.5 Actual dependence or addiction is defined as
the presence of at least three of the following:*

* a strong sense of compulsion to use the drug,
s difficulty in controlling drug-using behawiour;
* a physiclogical state of withdrawal;

s progressive neglect of alternative pleasures or
interests; or

s persistent use, despite clear evidence of overtly
harmful consequences.

Genetic and ante-natal
factors

1.6 Whether or not addiction develops depends in
part on the properties of the drug itself. For exampla,
heroin and nicotine are more likely to cause addiction
than alcohol or cannabis, but all four drugs have the
potential to do so. Ecstasy and LSD appear to have
little addictive potential. The development of
addiction also depends on the characteristics of the
individual. Some people have a greater predisposition
to start using and become addicted to psychoactive
drugs than othars. The psychological, social and
ervironmental factors that contribute to this are
explored in more detail later in the report. However, a
genetic component may also be important.® Twin
studies have shown that whether or not an indridual
starts to smoke tobacco and, 10 an even greater
degres, whather or not smoking is continued,
depends to some extent on his or her genes. Similar
findings have been reported for alcohol and opiate
dependence. There is also an additional genatic
contniution to the use of and dependence on a
combination of tobacco, alcohol and other drugs. In
particular thera are strong genetic links between
tobacco and alcohol dapendence. Evidence is also
emerging that genetic factors have a bearing on the
extent to which cannabis use may generate psychotic
symptoms = which in turn may also aiter reward and
maotivation mechanisms.® In general, while family
circumstances and other social emdronmental
tactors predominantly influence initiation into drug
use, genetic factors are also an important
determinant of heavy use and dependence.
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1.7 Thera is some evidence that exposurg 1o
psychoactive drugs in the womb may predispose the
child to drug use or depandence in later life. A
comprehensive literature review for the PWG
revealed that there has been relatively little research
on this issue (see www.drugs.gowv.uk for the full
review), A recent study found a positive association
between maternal tobacco-smoking during
pregnancy and the risk of subsequent cigaretta
initiation by offspring. Following up 152 adalescents
aged between 16 and 21, those whose mothers
reported smoking tobacco during pregnancy were
more than twice as likely to have started smoking
later in adolescence, compared to the offspring of
ron-smokers. The association was stronger for male
offspring.” Similar relationships have been found
betwean maternal drinking during pregnancy and
subsequent problem drinking by the child at age

14 and 21 years, even taking into account parental
drug use and other factors during childhood.
However, whather or not at least some of this
tendency is due to genetic factors or to parental
drug use after birth is unclear,

Drug-related harm

1.8 Psychoactive drugs may provide the user with
what he or she wants — at least to begin with. But
they all have a dark side: the potential to cause harm
o users, their families and friends, and the
community at large. This is the cause of public
concern. The most frequently encountered serious
problems resulting from the most commonky used
psychoactive drugs are summarised in Figure 1.1.
They vary greatly from drug to drug. Some problems
can occur suddenly. Others take years to develop,
Some are the direct result of the drug itself. Others
result from the way the drug is taken - such as by
injecting — or fram the lifestyle it may lead to - such
as criminal behaviour and prostitution. It is very clear
that most young people have little or no idea of the
personal rnisks they may be taking by starting to use
a particular drug.



Figure 1.1 Serious hazards of the most commonly used psychoactive drugs

Drug IMdInﬂva Acute Common long-term ' Common indirect
| potential effects effects harms
Tobacco | High Damage to fetus Long-term dependence Financial costs
! (pregnant smokers) Owver 80 serous diseases Secondhand smoke
Asthma incieding lung and many other
| cancers; heart and blocod
vessal disease, lung disease,
blindness and infertility
Alcohaol Moderate Drunkenness Dependence Financial costs
Violence { Liver cirrhiosis Domestic and wark
Agccidents | Brain and nerve damage problams
Unintended [ Gastro-intestinal cancers and | Violent crime
Sex/pregnancy | ather conditions
Damage to fetus
(pregnant drinkers) { ;
Cannabis Muoderate | Imtoxication | May precipitate or exacerbate | Financial costs
| Lethargy | psychosis Secondhand smoke :
. | Lung damage , - ;
Volatile | Low | Sudden death Mone None =
substances
Ecstasy | Low Sudden death Possible depression Nona
Cocaine High Viclence Dependance Financial problams
Acute chest pain Masal efosion Drug-related crime
Sudden death Paranoia HIV
Psychosis Hepatilis if injected
Anarexia
Cardiovascular problems
Amphetamines | Modearate Raised blood pressure | Dependence HIV or hapatitis if
| Paranoia injected
| Psychosis
Anorexia
Heroin High Dwaath from overdiose Dependance HIV or hepatitis if
[ injected
| Drug-refated crime
Social exclusion
Prastitution

1.9 About half of all teenage smokers will become
lifelong smokers, and half of these will die as result
of a smoking-related disease. While death rates from
coronary heart disease overall and from lung cancer
in men have been falling, smoking tobacco
continues to cause over 100,000 premature deaths
in the UK each year.®

1.10 There has been a rapid recent rise in the
number of deaths in the UK due to cirhosis of the

liver among both men and women.? It is thought this
iz due largely to long-standing excessive drinking.
Figure 1.2 shows the death rates for younger men
and women in England and Wales, Scotland and
other European countries. The nse in Scotland is
particularty alarming. Alcohol is also a major factor in
viclent crime: according to recent research, victims
believe that offenders were under the influence of
alcohol in 48% of violent incidents. '”
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Why do we use psychoactive drugs,

how do they work and why can they

be harmful?

1.11 Cannabis can provoke the onsel of psychosis
or worsen existing psychotic ilness." In the ten
years to 2003, 700 people in the UK died from
inhaling volatile substances, particularly gas fuels.'*
Many thousands of young women are inadwvertenty
harming their unborn babies through use of tobacco,
alcohol or other drugs during pregnancy. About 2%
of untreated heroin addicts die every year, and over
80% of hercin injectors are infected with hepatitis C
in parts of the LIK.

1.12 The neurglogical processes outlined above
help 1o explain why psychoactive drugs have thea
affects they have. Howsver, as there is no evidence
that either the human brain or genome has changed
in racent years, the mechanisms cannot explain why
drug use among young peopla has increased so
dramatically over the past 40 years or so, both in the
LK and elsawhere, To better understand this
phenomenon, we need to look at the changing
nature of prevalling attitudes and values; at the way
we are bringing up our children; at the characteristics
of our communities and social environment; and at
the ways in which tobacco, alcohol and other drugs
can be bought and sold. In succeeading chapters, we
will examine these factors in more detail. Our prime
am is to identify ways in which we as a country

might more successfully protect young people from
the hazards of psychoactive drugs.

Implications of our findings
for policy and practice

1.13 What are the implications of these insights into
the mechaniams of action of psychoactive drugs
and their effects? We believe that policy-makers and
the public need to be better informed of the
essential simiarity in the way in which psychoactive
drugs work: acting on specific parts of the brain to
produce pleasurable and sought-after effects but
with the potential to establish long-lasting changes
in the brain, manifested as dependence and other
damaging physical and behavioural side-effects. At
present, the legal framework for the regulation and
control of drugs clearly distinguishas between drugs
such as tobacco and alcohol and various other
drugs which can be bought and sold legally (subject
to various regulations), drugs which are covered by
the Misuse of Drugs Act (1971) (Figure 1.3) and
drugs which are classed as medicines, some of
which are also covered by the Act. The insights
summarised in this chapter indicate that thess
distinctions are based on historical and cultural
factors and lack a consistent and chjective basis.

~ Time trends in mortality from liver cirrhosis in England and Wales, Scotland and other
countries. Age-standardised rates per 100,000 people between 1950 and 2002.°
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Furthermore, evidence will be presented in Chapters
2 and 3 that many young people use tobacoo and
alcohol concurrently with other drugs, and that users
of cannabis and other ilegal drugs are highly likely to
be regular tobacco smokers.

1.14 As their actions are similar and their
harmfulness to individuals and society is no less than
that of other psychoactive drugs, we recommend
that tobacco and alcohol should be explicitly
included within the terms of reference of the
Advisory Council on the Misuse of Drugs.

Action: Home Office.

Figure 1.3 Classification of drugs under the Misuse of Drugs Act (1971)

Drugs are grouped into one of three classes, on the basis of their harmfulness to individuals and

society (as agreed by Parliament):

1.15 We also recommend that the Government
should ensure that young people are repeatedty
made aware of the real hazards of using tobacco,
alcohol and other drugs. This should be done in
ways that are accurate, credible and consistent,
using a varety of routes including the media, the
school system and further and higher education. In
particular, we endorse the decision taken by the
Government in January 2006 o conduct an
education campaign to communicate the risks of
cannabis use for mental and physical health.

Action: DfES, DH, Home Office, devalved
administrations.

| sordeyd

Class A (mast harmful) includes cocaine, diamorphing (heroin), 3,4-methylenedioxymethamphetaming

(ecstasy) and lysergic acid diethylamide (LSD).

Class B tan intermediate t:ategmy] mcludes amﬁhetamlmﬁ barbtturatES and t:e:rdeme
Class C (less harmful) includes cannabis, benzodiazepines, anahcullr: StEHOICiﬁ anci gamma hy‘dr{)xybuﬁ.frale

{GHB).

The system of classification of drugs, under the Act, is related to determining the penallies for their
possession and supply. The cument maximum penalties are as follows:

Class A dmgs. for possession — 7 years' imprisonment and/or a fing; for supply -

a fin fine.

|IfE- impnsonment and/or

Class B r.irugg:a:~ for pussesslmn 5 ‘,FEQI"S mpn&{}nment and/or a fine; for supply -

ﬂl"ﬂi"ﬂf a ||I‘IB

14 vears' imprisonment

Ciass G drugﬁ for paﬁsessmn 2 years' m;:rnsunmenl aru:l-fc:r a fing; for supply - 14 years’ |mpr|5¢nment

andfor a fine.
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Patterns and trends in the
nazardous use of
tobacco, alcohol and
other drugs by young
people In the UK
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Patterns and trends in the hazardous use of
tobacco, alcohol and other drugs by young

people in the UK

Key points

Under 16 years 16-30 years
» Rates of regular smoking among girls and regular « The prevalence of use of all drugs except

26

drinking, drunkenness and use of cannabis
among both boys and giris in the UK are all
among the highest in Europe.

# The hazardous use of all drugs except volatile

substances rises steadily with age.

Regular smoking by boys has daclined over the
past 20 years throughout the UK. Rates among
girts have remained fairly constant. In England in
2004, 16% of boys and 26% of girls aged 15
smoked at least once a week. Smoking rates are
similar in Scotland and Wales but appear
somewhat higher in Morthern Ireland.

Across the UK, 40-50% of 15-year-olds report
having drunk alcohol in the past weak. The
propartion of 11-15-year-olds in England drinking
in the past week has not increased from 1988 to
2004, but there has been a clear upward trend in
Scotland. Weekly prevalence of drinking for
15-yvear-olds in Northern Ireland is lower than
estimates for tha rest of the UK. In England, the
average weekly consumption by 15-year-olds
who drank at least once a week rose from 5.3
units in 1920 to 10.7 units in 2004, About a third
of 15-year-olds across the UK have been drunk
at least four times.

Recent trends in other drug use by 11-15-year-
olds suggest a slight decline in at least monthly
use in both England and Scotland. Volatile
substances are most commonty used by 11- and
12-year-olds, but cannabis is by far the most
commonky used by age 15. Regular use of other
drugs remains rare among under-18s in England,
Scotland and Wales. Comparable data for
Northern Ireland are not available. Multiple drug
use is relatively commen, with regular smokers
particularly likely to use other drugs.
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volatile substances rises with age until the
mid-twenties and then declines gradualy.

Smoking rates have changed litle recently, with
around 26% daily smokers among
16-19-year-olds and 36% among
20-24-year-olds. Shightly more men than women
smoke in this age group and the number of
cigarettes smoked each day increases with age.

Among women aged 16-24 the proportion
drinking over the recommended limits and the
average weekly alcohol consumption both
almost doubled to 33% and 14 units
respectively between 1992 and 2002,
Consumption by men did not change much
during this period. Among drinkers, 57% of
men and 32% of women aged 16-24 drank
more than eight and six units of alcohol
respeclively at least once in the past week - a
much higher proportion than ather age groups.

Owverall rates of use of other drugs by this age
group have not changed much over the past
decade. Cannabis is the maost popular illegal
drug, used by 14% of 16-24-year-olds in the
past month. No other drug is used monthly by
miore than 4% of this age group. Cocaine use
rose from 0.5% to 2.6% between 1996 and
200304 but fell to 2.1% in 2004-05.

Multiple drug use is relatively common; smokers
are much more likely to use other drugs than
Non-smokers.




Introduction

2.1 In this chapter we describe recent patterns of
drug use by young people in the UK and the rest of
Europe. Our aim is to create as clear and accurale a
picture as possible. Given the large mass of available
data we have inevitably had to be selective, focusing
largely on indicators of hazardous use. We have
defined hazardous use among young people as
follows: at least weekly smoking among those aged
under 16 years and at least daily smoking among
those aged 16 and over; al least weekly drinking or
being drunk at least four times among undear-16s;
weakly drinking of over 35 units of alcohol (females)
and 50 units (males) if 16 or over; and ilegal drug
use in the previous month (both over-16s and
under-16s). The differences in the definitions for
smoking and drinking for under- and over-16s reflect
different measures used in the main surveys we have
referred to. This means that comparisons between
over-16s and under-16s have to be made with
caution, For a description of the main sources and
limitations of these data, and more detailed
definitions of the measures of drug use we have
employved, ses Appendix 3.

Hazardous drug use by
11-15-year-olds: a European
perspective

2.2 The most recent Health Behaviour in School-
aged Children (HBSC) study, published in 2004,
draws on a sample of about 1,500 children in aach
of three age groups (11, 13 and 15 years old) in 33
countries including England, Scotland and Wales. It
thus enables the patterns of early drug use within
the LK to be compared with those in 30 other
countries. The European School Survey Project on
Alcohal and Other Drugs (ESPAD), also published in
2004 - although using slightly different measures of
tobacco, alcohol and other drug use - gives very
similar results to HBSC in terms of the position of the
UK relative to 34 other European countries.! For the
present report, we have concentrated largely on the
results for 15-year-olds from the HBSC study,
specially commissioned for this report™ and on

responses that relate to hazardous use - smoking at
least weekly, drinking alcohol at least wiaskly or
drunkenness, and using cannabis at least monthly.
Although there are differences between the UK
nations, these are small compared to the differances
between the UK and the rest of Europe.

2.3 The prevalence of regular smoking in the UK is
higher among girls than in most other European
countries but LK smaoking rates amaong boys are
among the lowest in Europe (Figures 2.1 and 2.2).
Scotland and Wales are two of only four European
countries where smoking among boys has declined
since 1998,

Figure 2.1 Percentage of 15-year-old boys who
are weekly smokers (HBSC 2001-02)"

2 4eydeyn

Figure 2.2 Percentage of 15-year-old girls who
are weekly smokers (HBSC 2001-02)'%
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Patterns and trends in the hazardous use of tobacco,

alcohol and other drugs by young people in the UK

2.4 The UK has higher rates of regular drinking and Figure 2.5 Percentage of 15-year-old boys ever
drunkenness among 15-year-olds than most other drunk four or more times (HBSC 2001-02)'*
countries in Europe and North America (Figures
2.3-2.6). Out of 35 European countries, ESPAD
found that the UK had the third highest proportion of
15-year-olds (after Denmark and Ireland) who had
beaen drunk ten times or more in the past year -
24% of boys and 25% of girls.’

Beyd W i R
4 o o Brws

Figure 2.3 Percentage of boys aged 15 who are Egﬂ:
weaekly drinkers (HBSC 2001-02)'® ]
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Figure 2.6 Percentage of 15-year-old girls ever
drunk four or more times (HBSC 2001-02)'2

Figure 2.4 Percentage of girls aged 15 who are
weekly drinkers (HESC 2001-02)'?

2.5 The prevalence of cannabis use in the UK is
amaong the highest in Europe and similar to that
found in other Western European countries such as
France, Switzerland and Spain (Figures 2.7 and 2.8).
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Figure 2.7 Percentage of 15-year-old boys who
used cannabis ten times or more in the past
year (HBSC 2001-02)"2

Figure 2.8 Percentage of 15-year-old girls who
used cannabis ten times or more in the past
year (HBSC 2001-02)"?
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2.8 Gender differences in the prevalence of drinking
and drunkenness and the age at initiation of smoking
are smaller in the UK than those generally found in
Europe and North America. Elsewhere in Europe and
in North Amenca, boys report earier initiation of
smoking. They are also more likely than girts to drink
and to exhibit drunkenness. UK gender differences in
amoking (where girls report higher prevalence than
boys) and cannabis use (where boys report a higher
prevalence than girls) are in ine with the pattern in
northern Europe and contrast with what is found in
southern and eastern Europe.

Trends in hazardous drug
use by 11-15-year-olds in
the UK

2.7 The latest survey of drug use among
schooclchildren in England was carried out in 2005
and involved a representative sample of over 9,000
11=15-year-plds." Similar surveys were camied out
in 2003 and 2004.7 The Scottish Schools
Adolescent Lifestyle and Substance Use Survey
(SALSUS), a study of 23,000 13- and 15-year-olds in
Scotland was carried out in 20028 with a smaller
repeat survey of 7,000 pupils being carried out in
2004."" Welsh data are from the 2001-02 HBSC
survey,'* and the Young Persons’ Behaviour and
Atitudes Survey (YFPBAS) of 2003 has been used for
MNorthern Ireland.'® Direct comparisons between
England, Scotland and Wales are made using the
HBSC results, as the same questions were usad in
the different surveys. As the methods used for the
Y¥FBAS survey were different from those for the other
countries, comparisons between Morthern Ireland
and the other three countries should be made with
caution,

Tobacco

2.8 The prevalence of regular smaoking by
11-15-year-olds in England has fluctuated since
18982 but has been quite stable (between 9% and
119%) since 1988, However, the overall rate masks a
downward trend among boys — from 11% to 7% -
whereas girls remain at 11%. The prevalence of
smoking is also strongly related to age. In England,
only 1% of 11-year-olds were regular smokers in
2005, compared with 16% of 15-year-old boys and
25% of 15-year-old girls. In Scotland, 16% of
15-year-old boys and 23% of girls were regular
smokers. In Wales, 16% of 15-year-old boys and
279 of girls were regular smokers. In Northem
Ireland, the comparable figures were 35% of 15-
year-old boys and 41% of 15-year-oid girls,
apparently much higher than in the rest of the UK.™®

2.9 There is evidence that many regular smokars
are already addicted to nicoting by the time they are
15. In the English 2004 survey, among pupils who
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had been smoking for over a year, 76% felt it would
be difficult not to smoke for a week and 88%
thought it would be difficult to give up altogether.?
Among those who had been smoking for up to a
year, 65% thought it would be difficult to stop
altogether. In Scotland, 71% of 15-year-olds who
were requiar smokers said they wanted to give up
and, of these, most had tried but not succeeded.
Perceived difficulty in stopping increased greathy with
the length of time pupits had been smoking and with
the number of cigarettes smoked per week: more
than half the pupils who reported smoking more than
70 cigarettes per week felt they would find it very
difficult to stop smoking compared with only 5% of
those whao reported smoking fewer than seven
cigarettes per week.'®

Alcohol
2.10 In England over the period 1988 to 2005 there
has been no clear trend in the prevalence of weelkly

drinking among boys or girls, with rates fluctuating
from 42% to 54% among 15-year-old boys and from
36% to 55% among 15-year-old girls (Figure 2.9).2.17
More girls than boys are now weekly drinkers from
age 13 upwards. In Scotland there has been a
clearer upward trend: between 1990 and 2004,
weekly drinking increased from 30% to 40% among
15-year-old boys and from 25% to 46% among
15-year-old girts. In Scotland, 2004 was the first year
in which maore 15-year-old girls than boys were
weekly drinkers. In Wales, in 2002, 58% of boys and
52% of girls were weekly drinkers, In Northem
Irefand, in 2003, 37% of 15-year-old boys and 36%
of girls reported weekdy drinking. Thus, weekly
drinking appears highest in England and Wales and
lowest in Morthern Ireland. Among pupils in England
wha drank in the last week, average alcohol
consumption has risen from 5.3 units per week in
1990 to 10.7 units in 2004, with little difference
between boys and girs.

Drinking in past week by 15-year-olds in England and Scotland® ¥
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Drunkenness and other signs of hazardous
drinking

2.11 The most recent HBSC surveys and the
Northern Ireland YPBAS surveys show that by the
age of 15 about a third of young people in the UK
have already been drunk at least four times. There
appears to be little difference between the four UK
countries but all show a much higher proportion than
the average for Europe. Slightly more boys than girs
report drunkenness in all countries except Scotland.
We were unable to find survey data to examine the
longer-term trends in the prevalence of drunkenness
among young people in the UK.

2.12 5AL5US asked a number of questions about
whether and how often pupils had been drunk or
had experenced potentially harmful effects of alcohol
{vomiting, fighting, injury, absences from school, use
of other drugs and unprotected sex).'” Among
15-year-olds who had drunk alcohol, 61% had
experienced at least one of the harmiul effects listed
above in the past year, and 21% three or more. The
most commaon were vomiting (49%) and having an
argument or a fight (34%). Seventeen per cent of
girls and 12% of boys reported having had
unprotected sex when under the influence of alcohol,

Other drug use

2.13 The proportion of 15-year-old boys in England
who reported taking illegal drugs in the last month
appeared to rise from 19% in 1998 to 25% in 2001
and remained steady over the next two years.’® The
trend for 15-year-old girls was similar, rising from
16% in 1288 to 22% in 2001 and 2003. However,
these apparent rises are likely to have been dus to a
change in the guestions used in the surveys for
1998 and 2001. In Scotland, betwesn 1998 and
2004 the proportion of pupils reporting use of illegal
drugs in the past month fell from 26% to 21%
among 15-year-old boys and from 22% to 20%
among 15-year-old girls.’” Monthly use by 13-year-
oids in Scotland remained steady at 11%. There is
miuch less information about frequent use of drugs at
this age. Among 15-year-olds in England in 2004,
4% of boys and 2% of girls reported using drugs
other than tobacco and alcohol on most days.®

Equivalent data for Scotland, Wales and MNorthern
Ireland are not available,

2.14 The picture of use of individual drugs by
schoolchildren is complex, given the large number of
different drugs. In England, at the age of 12 or 13,
volatile substances are the most commonly used. By
14, cannabis is firmly establishad as by far the most
commonly used drug other than tobacco and
alcohol (Figure 2.10).'% In England among 15-year-
olds in 2004, 27% of boys and 26% of girls reported
that they had used cannabis at least once in the
past year.” Use of cannabis by age 15 appears
shightly less common in Scotland and Wales. Use of
other drugs by 11-15-year-olds is less common but
increases with age. In England in 2004, 12% of
15-year-olds had used a stimulant in the past vear,
5% a psychedelic drug and 2% heroin or other
opiate.? Similar figures were reported from Scotland.
Comparable data for Wales and Morthern Ireland are
not available.

Volatile substance abuse

2.15 \olatile substance abuse (V5A) has been of
particular concemn over the past 20 years because of
the large numbers of sudden deaths, particularty
among teenagers. In 1921, VSA caused mare
deaths among 10-18-year-clds in the UK than
leukaemia or drowning.'? In 1992, a national
advertising campaign about the dangers of VSA was
initiated and other measures 1o restrict access to
solvents by under-18s were introduced. Since 1992,
there has been a marked decline in the annual
number of VSA deaths among under-18s but little
change among the over-18s (Figure 2.11)."¢ In 2003,
there were only four deaths of under-16s compared
with 36 in over-16s. Since 1992, the proportion of
deaths caused by gas fuels (mainly butane gas for
lighters) has increased from 36% to around 70% in
2003 and that of aerosols, giues and other sources
has fallen from 64% to around 30%. Twenty-nine of
the 35 gas fuel-related deaths in 2003 were among
over-18s.
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Multiple drug use

2.16 Schooichildren aged 11-15 who are regular
smokers or drinkers are much more likely than non-
smokers or non-drinkers to use other drugs.
Sixty-eight per cent of respondents in the English
schools survey in 1999 who were both regular
smokers and drinkers had used other drugs in the
past month, compared with 28% of regular smokers
whio only drank occasionally and none of the pupils
whio had neither smoked or drunk alcchol. In
Scotland, among 13-year-olds, aimost half of all
regular smokers and 309 of regular drinkers had
used drugs in the past month, compared with only
1% of those who had never smoked or drunk
alcohol (Figure 2.12).18
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Age distribution of VSA deaths in the UK 1971-2003'

- Percentage of regular and non-
smnlmrnaru:l drinkers who had taken drugs
in pantmnnﬁt: 13-mmldahﬂnnﬂalﬂ“

% used drugs in past month

217 The proportions of 15-year-olds in Scotland in
2002 who used more than one drug are shown in
Figure 2.13. This shows, for ex;

15-year-oids were regular users of tobacco, ar-nnnul
and cannabis. Only of the sample only smoked
cigarsttes, whereas 14% smoked cigarettes and
regularty used one or more other drugs. Cverall,
24% of the 13-year-olds in the Scottish sample were
regular users of one or mare drugs, rising to 43% of
15-year-olds.

Figura 2.13 Pattern of regular drug use among
Scottish 15-year-olds'”
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2.18 In England, reqular smokers, drinkers and
cannabis users were much more likely to have used
Class A drugs (heroin, cocaine, amphetamines and
ecstasy) in the past year than non-users, particularty
if they had started to smoke, drink or use cannabis
at an early age. For example, Class A drug use was
reported by 40% of 15-year-old pupils who had
started using cannabis at age 12 or earlier, compared
with 996 of those starting at 14 and 1% of non-
cannabis users. By contrast, there was a relatvely
weak relationship between the use of volatile
substances and the use of alcohol, tobacco or
other drugs.?

Differences between geographical areas

2.19 The sample sizes of the English surveys were
too small to make comparisons between smaller
areas. The SALSUS study, with 23,000 respondents,
was big enough to allow meaningful comparisons
betwesen local authority areas and between urban
and rural areas in Scotland.’ There was littke
evidence of much variation in prevalence of regular
smoking, drinking or recent cannabis use between
local authorities in Scotland, There were a few local
authorities whera the prevalence of an indvidual
drug was significanthy higher or lower than the
national prevalence. Generally a local authority that
had an extreme prevalence in one drug did not
necessarily have an extreme pravalence of others.
Only one local authority in Scolland broke this
generalization, having significantly lower prevalence
of regular donking and recent cannabis use, and a
relatively low prevalence of regular smoking
compared with national estimates.

2.20 In Scotland, more rural areas (smaller
setilement size and more remote settlerments) were
associated with increased prevalence of regular
smoking (particularly among boys), drinking and
recent cannabis use. In general, this relationship was
weak but was strongest for smoking.
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Hazardous drug misuse in
the UK by 16-30-year-olds

2.21 The data about tobacco and alcohol use in this
section are drawn from the General Household
Survey of Great Britain (1974-2004),%° the Health
Survey of England 20032" and the Scottish Health
Survey 2003.% Information on ilegal drug use
comes from the British Crime Survey
{1996-2004/05)*2 and only includes data for England
and Wales. The Scottish Crime Survey does include
questions about drug use. Howewver, as the Scottish
samples for 2003 and 2004 only included 434 and
329 16-24-year-olds respectively (compared with
6,287 in the British Crime Survey), and because the
focus of the analysis was on ever having used or
used in the past year, we did not consider the results
sufficiently reliable or relevant for inclusion. For full
references and hyperlinks to these sources, see the
references section at the back.

Tobacco

2.22 The prevalence rates in the above surnveys are
for daily smoking and cannot therefore be directly
compared with the rates for 13- and 15-year-olds.
Cigarette smoking among the adult population as a
whole has almost halved since the early 1970s. The
rate of decline slowed in the 18803 and then levellad
out after 1990, Since the mid-1990s, prevalence has
fluctuated (probably due to sampling variation) but
has remained at just over one quarter: in 2003, 26%
of adults were cigarette smokers. Men are slightly
more likely than women to smoke cigareties — the
difference in most years has been about 2%.

2.23 Among 16-24-year-olds, daily smoking rates
hawve tended to fluctuate a little from year to vear,
mainly because of the relatively small sample sizes in
this age group. This can make trends difficult to
detect. There has only been a modest decline in
rates since 1980 (Figure 2.14), and rates are broadly
girmilar in the different countries of the LK. It is also
worth noting that prevalence is higher among men
than among women in most years, in both the
16~19 and the 20-24 age groups. This is in contrast
to the situation among cument 13-15-year-olds,
where more girls smoke (Figure 2.15 ).20
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~ Smoking in England: weekly 2.24 The prevalence of cigarette smoking is

among 11-15-year-olds; and daily among currently higher in 20-24-year-olds than in any other

16-34-year-olds**' age group. Prevalence is lower among those aged
16-19 than among those aged 20-24 (26%
comparad with 36% in 2003). The main reason for
this is that up to their early twenties, more young
people are starting to smoke than are giving up.
Although many smokers start when still of school
age. in 2003 about one in six current daily smokers
started after the age of 20. Other research confirms
that in the mid to late teens many individuals are still
gither starting or, in smaller numbers, stopping
smoking.2* Those who become daily smokers after
20 are likely to have been occasional smokers
previously. After the early 208, smoking prevalence
tends to decline with increasing age, becausea
although older people are more likely than younger
people to ever have been smokers, they arg also
much more likely to have given up.
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alcohol and other drugs by young people in the UK

2.25 Based on the current population and the
prevalence of daily smoking, it is estimated that at
presant there are about 2.1 million regular smokers
among the 6.8 million people aged 16-24 years in
the UK. Among those who do smoke, the daily
number of cigarettes smoked tends Lo increase with
age. Those aged 16-19 smoke on average 11
cigarettes a day, compared with 14 for all adult
smiokers. Only 3% of all 16-19-year-clds and 5% of
those aged 20-24 smoke 20 or more cigarettes a
day, comparaed with 8% of all those aged 25 and over.

Alcohol

2.26 Drinking among the adult population in the UK
as a whole has increased in recent years, while in
other European Union countries such as France,
Germany and Spain it has decreased. Overall alcohol
consumption in the UK {excluding undeclared
imports) rose by 20% from 9.7 to 11.7 litres of pure
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alcohol per person per year from 1998 to 200228
The UK now ranks ninth in the world for alcohol
consumption. Average self-reported weekly
consumption rose among men from 15.9 units in
1992 to 17.2 units in 2002, whereas the
cormesponding increase among women was from 5.4
to 7.6 units over the same period.?? These figures
also show that the difference in consumption
between men and women is narrowing.

2.27 As with smoking, alcohol consumption tends
to peak in the early twenties and then fall with
increasing age. The diffierence in consumption by
men and women is much smaller for 16-19-year-
olds than for other age groups and has been
namrowing. In 1992, men aged 16-19 drank about
8 units a week more than women of the same age:
by 2002, the difference had reduced 1o thrae units
(Figure 2.16).=%




2.28 Over the decade from 1992, average weekly
alcchol consumption increased among 16-24-year-
olds, although there was the suggestion of a decline
among men in that age group between 1998 and
2002.2° The proportion of women of this age
drinking over the recommended weskly limits
doubled from 17% in 1992 to 33% in 2002. Average
weskly consumption by women in this age group
also doubled from 7.3 to 14.1 units during the same
period (Figura 2.16). Young pecple aged 16-24 are
mich more lilkely to exceed the recommended daiby
limits than older adults. Among those drinking
alcohol in the last seven days, 57% of 16-24-year-
old males drank at least eight units on at l=ast cne
occasion, compared with 35% of 45-54-vear-clds
and 16% of 65-7d4-year-olds, Among 16-24-year-old
females, 45% consumed six units on at least one
occasion, compared with 19% of 45-54-year-olds
and 4% of 65-74-yaar-olds. The disparity betwesn
younger and older women is notably larger than
between younger and older men. It is thus estimated
that cumently around 1.9 milion of the 6.8 million
people aged 16-24 in the UK drink al least twice
the recommended daily upper limit at least once

a week. 2

2.29 The proportions of young people drinking mare
than 50 (men) and 35 (women) units a week alsn
increased over the decade 1992-2002. In 2002,
among those aged 16-19, 9% of males drank on
average more than 50 units a week, and 10% of
females drank mare than 35 units a week, compared
with only 5% and 2% respectively in 1992.%

2.30 Young people are also much more likely to be
drunk than elder adults. In Scotland in 2003, 40% of
current male drinkers aged 16-24 reported being
drunk at least once a week in the past three months,
compared with 21% of men aged 35-44 and 7% of
65-74-year-olds. The comesponding figures for
women were 28% of 16-24-year-olds, 10% of
45-54-year-olds and 1% of 65-74-year-olds.**

Other drugs

2.31 Regular use of other drugs remains much less
common among young people than use of tobacco
or alcohol. However, compared with smoking and
drinking, use of other drugs is much more common
among young people than older generations. In
2004-05, 16% of 16-24-year-clds had used one or
more other drugs in the last month and 269% in the :
last year, compared with 7% and 11% respectively e
of all 16-59-year-olds.?* Thus around 1 milkon LIS
16-24-year-olds have used at least one drug in the W =gy
past month. Cannabis is by far the most popular, i ]
with 14% of 16-24-year-olds in 2004-05 reporting LA
that they had used cannabis in the last month. The
next most commaonty used dnugs - cocaine, ecstasy
and amphetamines — had been used in the past
month by only 2.1%, 1.9% and 1.3% of respondents
respectively. One of the major limitations of these
data is that usage of at least once a month does not . ;
enable us to identify the proportion of people who "'__*1 ey |
are using other drugs at levels likely to be hazardous g
— daily or at least several times a week, Data on
weskly or daily use appear not to exist.

2.32 Figure 2.17 shows the trends in self-reported AL |
use of other drugs in the past month among
16-24-year-olds since 1996.2° There has been a
statistically significant downward trend in the use of
cannabis since 1898, Cannabis was reclassified from
Class B to Class C in January 2004.77 In the first
vear after the change, the genlle decline in reported
cannabis use continued. However, it is too early to
say whether or not this encouraging trend is
because or in spite of the reclassification. The self-
reported use of amphetamines in the past month
has also shown a significant decling — from 5.7% In
1996 to 1.3% in 2004-05. The only drug showing a
significant increase is cocaine, with at least monthly
use rising from 0.5% to 2.6% between 1996 and
2003-04 but falling to 2.1% in 2004-05.8
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Multiple drug use

2.33 A significant proportion of 16-24-year-olds in
England and Walaes use mora than one drug other
than tobacco or alcohol. The British Crime Survey of
2003-04 found that 25% of 16-24-year-olds taking
illegal drugs in the past year had used two or three
different drugs, 9% had used four or five and 5%
had used six or more.26

2.34 The West of Scotland Twenty-07 study (see
paragraph 4.9) appears to be the only represantative
sample of young pecple aged 16-20 in the UK that
provides data about multiple drug use, including
tobacco and alcohal. A sample of around 1,000
people aged 15 at recruitment have been folowed
up since 1987, The proportion of current smokers
who also drank and/or used other drugs increased
with age, peaking when respondents were 23 years
old (in 1995). Smoking was more ikely to occur in
combination with illegal drugs than drinking, this
effect being particularty marked at 23, when 12% of
the sample reported curment smoking and using
llegal drugs in the last year (but not drinking
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excessively). Only 2% reported smoking and drinking
over recommended levels (but not using other drugs).
Finally, while almost none reported combined use of
tobaceo, alcohol and at least one other drug at 15,
the rate was 6% at 18, 8% at 23, and 5% at 30
years old. The particularly strong relationship
between smoking tobacco and using other drugs,
especially cannabis, is consistant with the analysis of
the SALSUS survey of 15-year-olds in Scotland. '’

Implications: information
gaps

2.35 Thera is a good deal of recent data about
tobacco, alcohol and other drug use by 11-15-year-
olds in the LK, We strongly recommend that
penodic, large-scale surveys of representative
samples of this age group should continue, with
coverage across the whole of the UK, using the
same definitions and questions regarding tobacco,
alcohol and other drug use, including volatile
substances.

Action: DH, DIES, Home Office, devolved
agministrations,

2.36 In the existing surveys, there is a lack of data
on the frequent (daily or weekly) use of drugs other
than tobacco or alcohol. Conseguently, it is very
difficult to identify the proportion of young pecple
whio are using such drugs at a genuinely hazardous
level. We thus recommend that future surveys of
11-15-year-olds should include questions about
weekly and more frequent use of drugs other than
tobacco or alcohol,

Action: DH, I¥ES, Home Office, devolved
administrations.

2.37 There is no current large-scale survey of young
people aged over 16 in the UK which simultanecusly
collects information about tobacco, alcohol and
other drug use. This means that there is a serious
lack of information about the extent to which young
people are combining the use of tobacco and/or
aicohol with other drugs. We therefore recommend
that the Health Survey of England and its equivalents



in Scotland, Wales and Northern Ireland should
include a small number of identical questions about
the use of drugs other than tobacco and alcohal,
including volatile substances.

Action: DH, devolved administrations.

2.38 Overall, there is a dearth of reliable information
about the hazardous use of tobacco, alcohol and
ather drugs by young people in the 16-30 age
group in the UK, and the extent to which this
causes subsequent problems. We recommend

that a longitudinal follow-up lifestyle study of a
representative sample of this age group should be
commissioned to enable drug use to be seen in the
wider context of their ives.

Action: DH.
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The availability of tobacco, alcohol and other
drugs to young people in the UK and the

impact of controls, pricing and marketing

Key points

* The use of drugs by children and young people
largely reflects the extent to which they are made
available by adults - socially or through legal or
ilegal markets,

» Tobacco, alcohol and other drugs are curmently
widely available to young people of school age
through social contacts and illegal commercial
activities.

¢ Recent upward trends in the use of alcohol and
ilegal drugs have occurred in parallel with their
becoming increasingly affordable.

= [Despite the ban on advertising and sponsorship,
tobacco companies continue to seek ways of
marketing their products.

s Alcohel companies have considerable freedom to
market their products o young people using the
full panoply of product development, advertising
and other techniques.

3.1 In Chapter 2 we have shown that large numbers
of children and young people in the UK are using
tobacco, alcohol and other drugs in hazardous
ways. In order to use drugs, they must first be able
o acquire them. This is largely influenced by how
readchly they ara availlable, which is ultimately
determined by the adults involved in their production
and marketing, and the regulation and control of
thesa, Adulis also bear the responsibility, actively or
inachvertenthy, for making drugs more or less
atfractive to children and young people. In this
chapter we look at the confribution of these factors
o the development of hazardous patterns of usa
among young peopla in the UK. We will consider
price and taxation, importation, licensing, sales
practices, marketing strategies and illegal markets.
We considered that the manufacturing process and
related factors such as production subsidies or crop
substitution were beyond the scope of this report.
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* Increasing the retail price of tobacco and
alcohol, which can most readily be achieved by
increasing taxation, is likely to reduce their use
amang young people.

Vigorously enforcing the law on minimum
purchase ages is likely to reduce young people's
use and hazardous use of alcohol, and perhaps
of tobacco.

Making alcohol more widely available for sale
may lead to increased consumption among
young people.

Intervening in illegal drug markets has not been
clearly shown to influence the patterns of drug
UsSE among young people.

Tobacco

Availability and underage sales

3.2 Tobacco is widely available for sale from retail
outlets across the UK. Tobacco is an age-restricted
product and it is an offence to sell to anyone under
16 years of age. However, surveys of schoolchildren
indicate that 12—15-year-olds have little difficulty in
obtaining cigarettes from numerous different sources
- purchased from shops, most often newsagents;
purchased from friends or relatives; and given by
friends or relatives ==

3.3 Regular and older smokers are most likely to
buy cigarettes from shops. However, in recent years
there has been an increase in the proportion of
schoolchildren reporting they have been refused the
sale of cigarettes.®” Friends and relatives have
therefore become an increasingly important source
of cigarettes. For younger, occasional smaokers this is
the most important source and a survey of 15-year-
olds in the West of Scotland found that only 10%
reported buying their first cigarette .28



3.4 Evidence from the US suggests that more
stringent underage sales policies are associated with
lower youth smoking rates . Reviews also concur
that the vigorous enforcement of the minimum legal
purchase age combined with high compliance by
retailers is more effective in reducing illegal sales
than unenforced voluntary agreements or retailer
education.® However, as shown by intervention
studies, ' the impact of vigorous enforcement of the
minimum legal purchasa age on actual smoking
behaviour is weaker, probably betause young peopla
obtain cigarettes from a variety of different sources.

The impact of price

3.5 Compared with the rest of Europe, the cost of
tebacco products in the UK is high. Econometric
studies, which combing data on tobacco sales and
tobacco prices to determine the price elasticity of
demand, have found that the demand for tobacco is
sensitive to price change. It is estimated that, in
higher-income countries, a 10% increase in the price
of cigarettes will lead to a 4% reduction in demand or
consumption. Furthermore, young people may be
up to three to four times more price sensitive than
alder adults. A recent systematic review concluded
that price affected both the number of young
smokers and the amount of tobacco consumed.®3

Smuggled tobacco

3.6 The availability of much cheaper, smuggled
tobacco products — both cigarettes and loose
tobacco - which are widely available for sale from
vans and at open-air markets across the UK has the
potential to undermine the impact of pricing and sale
control measures currently in place. However,
although customs activity can reduce smuggled
cigarettes’ share of the domestic market, there is no
direct evidence regarding the impact of this activity
on tobacco consumption by adults or young people.
On the other hand, in Canada the downward trend
in teenage smoking prevalence was reversed in
provinces where there was a substantial cut in
fobacco taxes in order to make smuggled tobacco
less attractive.® This suggests that the availability of
smuggled fobacco may not have much influence on
tobacco use by young people.

Tobacco advertising and marketing strategies
3.7 The tocbacco industry worldwide invests vast
resources on the marketing of its products. Tobacco
advertising was banned in the UK and the rest of
Europe in 2002 and tobacco sponsorship came to
an end in 2005. The impact of this development is
yet 1o become clear, However, the marketing of
tobacco praducts in the UK continues through a
variety of communications and promotional devices,
Cigarettes are still prominenthy displayed in
thousands of supemmarkets, newsagents, petrol
stations and other points of sale.

3.8 There is a growing body of research on the
impact of tobacco advertising on youth smoking.
Lovato and colleagues™ conducted a meta-analysis
of ning cohort studies and found “a positive,
consistent and specific relationship™ between
exposure to tobacco advertising and the subsequent
uptake of smoking among adolescents. In all the
studies, non-smaoking adolescents who were more
aware of tobacco adverlising or réceptve to it were
more likely to have experimented with cigarettes or
to become smokers at follow-up. Other studies have
found a positive association between smoking and
awareness of and appreciation of tobacoo
advertising among young smokers than their non-
smoking peers.?3" Furtharmare, adolescents
appear io be more receptive to tobacco advertising
than adults.* *® Although a causal relationship
cannot be inferred, the association 15 consistenthy N
the same direction and tends to support the
hypothesis that advertising encourages young
people to continue smoking as well as to start.

¢ Jeydeyn

3.9 Studies of a varnety of other tobacco marketing
communications and promotional devices, including
point of sale advertising, packaging, brand stretching,
loyalty schemes, free samples and the internet, have
shown a similar relationship with vouth smoking as
tobacco advertising. One major study examined
young people's awareness of and involvernent with
all existing forms of tobacco promotion.* The
authors found that smokers had more invoherment
with tobacco promotions than non-smokers and the
heavier the smoker, the greater the involvement.
This cumulative impact suggests that integrated
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marketing communications are an effective way of
influencing adolescent tobacco use.

Alcohol

Availability and underage sales

3.10 Like tobacco, alcohol is an age-restricted
product, available for sale from licensed premises to
adults aged 18 years or older. It is an offence for
under-18s to buy or attempt 1o buy alcohol or for
anyone to sell alcohol to under-18s. However, under-
18s may consume alcohol at home and adolescents
aged 16 and 17 years may be bought alcohal
(excluding spirits) to drink with a meal.

3.11 Young people’s drinking begins most often in
the home with their parents. Most 13-year-olds who
drink regularly are allowed to drink at home.'® After
lhat age, drinking shifts to less controlled locations
with friends, for example, at parties or outdoors,
before moving into pubs and clubs at around 14 or
15 years of age. Up to half of 12- to 15-year-olds
who have consumed alcohol say that they never buy
it.'s" Younger drinkers are most likely to acquire
alcohol from friends or relatives, but by the age of 15
a substantial minority report buying alcohol from
pubs, off-licences or shops.*' Girls are more fikely o
be able to buy alcohol. In recent years buying from
off-licences has declined in favour of buying from
friends and relatives.'®27 By the age of 16-17, most
drinkers usually buy alcohol themsehwes, and 80%: of
18- to 24-year-old drinkers say they usually drink in a
pub or bar.

3.12 Raising the minimum purchase age for alcohol
is associated with reductions in young people’s
alcohol consumption and in alcohol-related road
crashes involving young drivers. 4 As with tobacco
sales, enforcement substantially increases the
effectiveness of the law. Most of this evidence comes
from American studies of changes in the minimum
purchase age between 18 and 21 years, but a recent
Danigh study has also shown decreases in alcohol
consumption and drunkenness among secondary
school pupils following the introduction of a minimum
purchase age of 15 in 1998 where previously there
had been none. 5
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Impact of price

3.13 The prce of alcohol has halved in real terms
over the last 20 years and available data on per
capita consumption indicate that consumption has
risen in line with increased affordability. Raviews of
economeiric evidence agree that demand for alcohol
is sensitive to changes in price.** In the UK demand
for beer consumed on the premises is sensitive to
price, but less so than demand for wine or spirits, or
ofi-licence beer sales,** Many studies have shown
that price rises have the greatest effect on those
who drink more than average but not on the very
heaviest drinkers.*® Some reviews have also
conciuded that young people may be more sensitive
to price than older adults, although this is not a
consistent finding.*3

3.14 An inverse relationship has also been found
between the price of alcoho! and alcohol-related
harm, with higher prices associated with lower
drink-driving convictions and fatal road crashes
among young people, as well as a lower prevalence
of problem drinkers and deaths from liver cimrhosis in
the general population.®* However, there is little
evidence about the effect of price on binge drinking.

Licensing and server training schemes

3.15 In the UK over the last 20 years thare has
been an increass in the density and size of icensed
premises, particularly in city centres, and a
lengthening of opening hours. Evidence about the
effects of icensing interventions is quite imited and
comes mosthy from Nordic and US studies related to
state monopolies on alcohol supply. However,
several studies have shown that major relaxation in
controls on the number and density of sales outlets
was associated with an increase in beer consumption
and/or total alcohol consumption, while consumption
fell when controls were re-introduced.*” One study
also found that drunkenness and alcohol-related
hiospital admissions rose following an increase in
outlet density. US studies have also found a positive
association between the density of outlets in states
and total alcohol consumption and the number of
fatal road crashes, but these latter findings do not
provide clear evidence of causation.*® The effects of



marginal changes in availability when alcohol is
already widely available are much less clear.®

3.16 Changes in licensing hours can affect where
and when people drink, and may also affect total
alcohol consumption. The relaxation of Scottish
licensing laws in 1976 was associated with
reductions in convictions for underage drinking and
for drunkenness among 19- to 26-year-olds, but
overall, evidence that changes in licensing hours
affect total alcohol consumption is mixed, and very
limited for young people.*®

3.17 Finally, there is also some evidence that
intensive staff training in responsible service
practices, when accompanied by strong
management support and rigorous enforcement, can
be effective in reducing underage sales and in
reducing the level of intoxication among
customers.* Unenforced voluntary codes of
practice have not been shown to be effective *

Advertising and marketing strategies

3.18 Compared with tobacco there has been
considerably less research into the impact of alcohel
marketing strategies. Neveriheless, there is some
evidence from cross-sectional studies that underage
drinkers are more aware, familiar and appreciative of
alcohol advertising than their non-drinking peers.™
Furthermore, these associations are not related to
other factors known to be linked with underage
drinking (such as age and alcohol consumption by
parents or peers) or those that might explain an
attraction to television advertising. A similar association
has also been found with young adult drinkers 5'52

3.19 Longitudinal studies have also shown a
positive relationship between the recall of
alcohal-related mass-media communications at ages
13 and 15 and alcohol consumption at the age of
185 and between beer brand allegiance and liking
of alcohol advertiserments at age 18 and'beer
consumption at the age 21.%

Product development and the marketing mix
3.20 Since the 1930s there has been a rapid
increase in the number and range of alcohalic

products available. This diversification has been
accompanied by a variety of marketing strategies,
largely targeted at young people. Research on
fortified fruit wines and dry white ciders in Scotland
in the mid-19490s showed how they met perfectly the
needs of underage drinkers and were consumed
disproportionately by under-18s. This consurmption
was also independently related to problems such as
violence and drunkenness . There is little evidence
about the impact of alcohol marketing but it is also
difficult to imagine that new products such as shots,
which are designed as “chasers” to be drunk in
addition to other alcoholic products, can do anything
other than increase consumption. Indeed one
leading brand, Sidekick, even comes in a pack that
can be clipped onte the “*main” drink — whether it be
in & glass or a bottle.

g Jedeyn

3.21 Commentators have also speculated about the
importance of imagery. Forsyth™ argues that in the
1990s the alcohol industry recognised the
importance of the expanding drug and rave culture
and incorporated drug imagery from the rave scene
into its advertising. He refers to style magazines of
the time stating that one brand was attempting to
“wo0 young pecpie through rave imagery”, and that
another's advertising had a “strange ambient club
feel, a bit druggy”™.

3.22 Another aspect of alcohol marketing is drink
promotions such as “two-for-one” offers, money-off
coupons and happy hours. Therea is littke direct
evidence on their impact but, taking into account the
known impact of price on alcohol consumption, it
seems reasonable to assume that price reductions
and special offers, when used as a marketing tool,
will also increase consumption.”’

llegal drugs

Availability

3.23 |t is a criminal offence under the Misuse of
Drugs Act (1971) to supply or possess a controlled
drug except for approved medical purposes. The
legislation defines three classes of controlled drug,
classified according to their perceived harmfulness
when they are misused, with Class A being the most
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The availability of tobact

in the UK and the impa

dangerous. Class A drugs attract the highest
penalties for unlawful manfacture, supply or
possession (see Figure 1.3). Volatile substances are
not controlled under the Misusa of Drugs Act (1971),
but they are age-restricted goods and it is a criminal
offence to sell solvents and cigarette lighter refills to
amvone under the age of 18,

3.24 In spite of these conlrals, surveys indicate that
about one-third of 13-year-olds and two-thirds of
15-24-yaar-olds in the UK perceive illegal drugs.
particularty cannabis, as easy or fairly easy to
obtain.'®* Furthermore, access is perceived to be
gasier than in many other European countries. This,
combined with faling drug prices in the UK (in real
terms), tends to suggest that llegal drugs are more
available here than in many other countries. By the
age of 15 years, two-thirds of young pecple in the
UK report having been offered a drug, most
commeonly cannabis, and at least 10% report having
been offered heroin, cocaine or crack-cocaine. '8

3.25 Drugs are distributed through open, semi-open
(clubs and bars) and closed drug markets. Closed
drug markets are those in which drugs are only sold
to known customers, with deals often made by
mobile phone > A relatively recent open drug market
is the internet where there is already a large and
growing number of websites devoted to the sale of
ilegal drugs. At present, there are very few data to
incicate 1o what extent these are currently used by
young people in the UK 1o obtain drugs.

3.26 First or cocasional users of ilegal drugs,
particularty cannabis, are usually given by or shared
with friends or relatives, whereas regular users
usually buy their own.” Users aged 10-15 typically
obtain drugs from people well known to them —
initially from relatives or older friends, and
subsequently from peers — who have their own
sources of supply. However, a substantial minority
may acquire drugs from contacts less well known to
them.'® Two-thirds of 15-year-olds say they know of
somewhere they can easily buy cannabis, most
commonly the house of a dealer; a quarter say that
cannabis can easily be bought at school.’
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Impact of price

3.27 Street prices of some ilegal drugs vary quite
considerably within the UK, but it has not been
possible to link variations in drug usa by young
people to local variations in prices.®™ Short-term
fluctuations in price and supply are a nomal feature
of some drug markets, particularly heroin. Recent
evidence from Australia indicates that a hergin
*drought” in 2000-01 was associated with an
increase in price and a decrease in purity of street
heroin.®" There was a decrease in the quantities
injected and the incidence of heroin-related :
ambulance calls and overdoses, Howeaver, Somse
injecting users reponed substituting other drugs,
natably cocaine.

3.28 Vanous studies have found inverse
associations between drug prices and demand for
drugs, including young people’s demand for
cannabis.% Increased drug prices have also been
found to reduce the probability that amesteas will test
positive for cocaine, and the incidence of heroin-
and cocaine-related attendances at accident and
emergency departments. B &

Impact of drug controls

3.29 There is littke good recent evidence about the
impact of drug control measures on the availability of
drugs, levels of drug use, or even drug prices.™
However, the suggestion that scaling down the
police and army presence in Northern Ireland in the
1990z may have favoured the development of the
llegal drug trade is supported by new evidence of an
increase in young people’s drug use following the
ceasefires 55

3.30 The Nethedands is unusual in that cannabis is
legally available for sale o people aged 18 and over
in coffes shops. The evidence about whather or not
this de facto legalisation may have influenced
cannabis use is mixed % A recent study comparing
experienced cannabis users in Amsterdam and San
Francisco (where the supply and use of cannabis is
iltlegal and subject to enforcement) found No
difference in the average age of onset or pattern of
cannabis use, but users in Amsterdam were much
less likely to report having used ofther illegal drugs.®”



3.31 A recent 100 kg heroin seizure in Ganada had
no discernible effect on the patterns of drug use
among established injecting users, suggesting much
larger quantities were available on the illegal
market.®® Recent reviews (inclucing one systematic
review) of enforcement aclivities in local drug
markets have found little or no evidence that these
have had any effect on levels of drug use. 5.7
Dealers may respond to increased enforcemeant by
changing personnel, buyers may take more care to
avoid detection, and markets may be relocated ar
transformed from open to closed patterns of trading.

3.32 The introduction in 1992 of measures to
restrict the sale and discourage the misuse of volatile
substances may have contributed to a subsequent
decline in deaths attributable to certain types of
product, but the effects of these control measures
on overall volatile substance abuse is not clear, 27!

3.33 Cannabis was reclassified in the UK from

Class B to Class C in 2004, The British Crime Survey
of 2004/05 showed that the gentle decling in the
prevalence of cannabis users continued after the
reclassification.??

Implications of the findings
for policy

3.34 The current legal age of purchase of tobacco
{16 years) was affirmed by legislation in 1933 in
England, Wales and Northemn Ireland and in 1937 in
Scotland. At that time neither the addictiveness of
nicotine nor the harmful effects of smoking were
known. Given what is now known about tobacco,
and the continuing large number of young peocple
who are becoming addicted to nicotine, it seems
entirely unjustifiad that such a dangerous drug,
clearty labelled as lethal, should still be sold to
minors. Although there is & lack of evidence from
other countries that raising the age of legal sale in
and of itself reduces the prevalence of smoking, we
consider that to leave it unchanged would be
inconsistent with the range of other tobacco control
measures now in place or imminent. These include
the continued increase in the relative price of

cigarettes, the ban on advertising, and legislation to
ban smoking in enclosed public places. We therefore
recommend that it should become an offence to sell
tobacco products to anyone under the age of 18
(raised from the present age of 16), and this new
limit should be strictly enforced. The impact of this
change should be carefully evaluated.

Action: OH, devolved administrations.

3.35 Legisiation prohibiting smoking in enclosed
public places came into effect in Scotland in March
2006 and similar legislation is expectad to follow in
England, Wales and Morthern Ireland in the near
future. By reducing the visibility of smokers and
projecting a more negative image of smoking, it is
hoped that these new regulations will discourage
smoking by young people. Time will tell if this
happens.

g Jeydeyn

3.36 In Chapter 2 we have shown that of all the
psychoactive drugs, it is the usa of alcohol by young
people which has shown the most wormying trend.
The ease with which teenagers well under the legal
age can acquire alcohol, the growing frequency with
which many become drunk on a regular basis, and
the rising average consumption by girls in particular
should all be a matter of grave concemn. Set against a
background of rapidly rising alcohol-related diseases,
such as liver cirhosis, and the links between alcohol
and violent crime (see paragraph 1.10), the future
Iooks bleak unless effective action can be taken.
While controls on the availability, pricing and
marketing of tobacco have been prograssively
tightened in recent years and those on illegal drugs
were alrsady highly restrictive, alcohol has become
more readity available and cheaper and is widely
advertised, The boxes that follow show the actions
proposed in the alcohol action plans for England,
Scotland and Morthern Ireland for addressing
underage and excessive drinking by young pecple.
W think it very uniikely that these measures will

be sufficient.
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in the UK and the impact of controls, pricing and marketing

England

The Alcohol Harm Reduction Strategy for England
(2004) proposes the following measures aimed at
reducing alcohol misuse by young people:

* Review the code of practice for TV advertising
to ensure it does not target young drinkers or
glamor ise imesponsible behaviour.

& Strongly encourage drinks companies o
pledge not to manufaciure products
iresponsibly = for example, no products that
appeal to underage drinkers or that encourage
people to drink well over recommended limits.

e At local level, there will be new “code of good
conduct” schemeas for retailers, pubs and
ciubs, run locally by pantnership of the
industry, police and licensing panets and led
by the local authority. These will ensure that
industry works alongside Iocal communities on
issues which really matter such as underage
drinking and making town centres more
welcoming at night.

3.3T As we have shown, there is very strong
avidence that increasing the price of alcohol
reduces consumption overall and may have a
disproportionately large effect on consumption by
young people. We consequently recommencd that
the Government should sericusly consider
prograssively raising the excise duty on alcohol.
Action: HM Treasury
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Scotland

In Scotland the Plan for action on alcohol
problems (2002) proposed the following action to
reduce alcohol use by young people:

= Children and young people need positive and
affordable afternatives to alcohol.

= Encouraging young people to have respect for
others should reduce high-risk activities such
as unsafe sex linked to drinking too much.

& The Execulive is keen to reduce harmiul
drinking by children and young people. Proof of
age card schemes may well help prevent illegal
sales. Specifically, retailers are encouraged to
adopt a “no proof, no sale” policy.

# The Lord Advocate has authorised a pilot
scheme to permit criminal proceedings to be
taken on the basis of evidence obtainad by
test purchasing of age-restricted goods,
including alcohol, by children.

www.alcoholinformation.isdscotland.org/
alcohol_ misuse/files/Plan_08.pdf

NB A revised plan is expected to be published in
late 2006.



Morthem Ireland

- Addressing underage drinking is a key priority
(wathin the Mew Strategic Development far Alcohaol
‘and Drugs currently being developed.

A number of actions are proposad:

» Develop and promote, both regionally and
locally, schemes and coordinated activities that
address underage drinking.

» Develop a five-year integrated binge-dnnking
prevention campaign.

& Partnership working between Drug and Alcohal
Coordination Teams, Community Safety
Partnerships and other area-based
partnerships need to be further developed in
respect of addressing alcohol and drug related
anti-social behaviour.

» Enforce cumrent and future liquor licensing
regulations and laws concerning underage
drinking.

New strategic direction for alcohol and drugs

(2006-2011): a consultation document,
Department of Health, Social Services and Public
Safety, February 2006

» A review of liguor licensing in Northern Ireland
is ongoing at present. Within this review, it is
proposed that the licensed trade will be

- encouraged to take a “no proof, no sale”
approach to suspected underage customers
and to adopt a single, voluntary proof of age
card.

Liguor flicensing - the way forward — government
proposals to reform figuor licensing law in
MNorthern lrefand: consultation document.
Department for Social Development, quzﬂp&

3.38 Az we have shown, the evidence is equivocal
that alcohol advertising encourages the consumption
of alcohol by young peaple. However, it is hard to
avoid the conclusion that the alcohol industry seeks
to increase sales by fostering an attractive image of
vouthful vigour and carefres pleasure through its
advertising themes and sponsorship of spon. The
alcohal industry in the UK spends around £200 million
annually on promaoting a very misleading picture of
the realities of alcohol consumption. Given the
continuing rise in the prevalence of alcohaol-related
health problems and the high levels of drinking
amang young people, we recommend that a much
stricter code for alcohal advertising including via the
internet) and sponsorship should be established.
This would include prohibiting alcohol advertizing on
™ or in cinemas showing films io under-18s and
prohibiting spansarship by alcohol companies of
sports or music events attended or watched by
Lncler-18s.

Action: Department for Culture, Media and Sport.

£ Jaydeyn

3.39 Given the unequivocal evidence that many
under-18s buy alcohol and many under-16s buy
tobacco, we recommend that the age-of-purchase
laws for tobacco and alcohol should in future be
much more strictly applied. Viendars should be
encouraged to require procf of age and compliance
should be reinforced through the use of underage
test-purchasing and the prosecution of offenders.
Action: DH, Deparfment of Trade and Indusiry,
devolved administrations.

3.40 We recommend that the current
arrangements to control the supply of drugs
covarad by the Misuse of Drugs Act (1971) should
be reviewed to determine whether any further
cost-effective and politically acceptable measures
can be taken to reduce the availability of drugs to

YOUNg peomie.
Action: Home Office.
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Key characteristics and circumstances of

the young people who are most at risk

Key points

e A wide range of factors have a bearing on use. Among 16-30-year-olds, there are
whether and when young people engage in significant variations in levels of hazardous drug
hazardous tobacco, alcohol or other drug use, use among different ethnic groups, but there are
and whether this then results in serious problems. insufficient data to reflect the increasing diversity
It is neverthelass difficult to predict which of this age group in conternporary Britain.
individuals will develop serious problems and who e Although much variation exists, initiation of drug
will not.

use often begins with one or maore of the
« Use of tobacco and alcohol s first seen among a following in the early teens: tobacco, volatile

small number of children under 13, many of substances, alcohol or cannabis. Ecstasy and
whom have other pre-axisting disadvantages other dance drugs are often tried in the late

such as early family adversity, parental drug use teens, while initiation of opiates or cocaine

and low mental ability or poor academic typically occurs in the early twenties. However, the
performance. great majority of young people do not progress

beyond the use of tobacco, alcohol and

s The typical pictura of a teanager at risk of Rl

hazardous drug use is someone with a relatively
problematic family background associating with  »  Many young people use drugs intermittently at

other risk-taking peers. All forms of drug use different stages of their lives. In the mid-twenties,

amonyg teenagers are more comman among (but reducing use or stopping becomes more

by no means restricted to) individuals for whom common than starting. This is usually without

one or more of the following factors are present:; professional help and is often associated with
Drug use by parents or older siblings. marriage and stable employment.
Family conflict or poor and inconsistent = In their mid-teens, girls — but not boys - from the
parenting. least affiuent families are more likely to be regular
Truancy and other forms of delinguency. smaokers or drinkers or use other drugs. All forms.
Pre-existing behavioural problems. of hazardous and seriously problematic drug use
Low parental supenvision. become increasingly related to socio-economic
Living with a single or step-parent. disadvantage with increasing age. This is

s There are some variations between ethnic especially so with drug injecting and the usa of

groups: among 13- and 15-year-olds, white and heroin, cra[:k. cocaine, amphetamines and
mixed ethnicity boys and girls are, at present, benzodiazepines. In some areas, problem drug

more likely than others to report hazardous drug ~ S® Nas become an inescapable part of
commiunity life.
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Introduction

4.1 We have shown in Chapter 2 that large
numbers of young people are using drugs
hazardously and in Chapter 3 that in part this is
because they have little difficutty in acquiring them. In
this chapter we examing in more detail the variety of
routes into and out of hazardous drug use taken by
young people as they grow older. We also consider
the important characteristics and circumstances of
young people that are most strongly associated with
hazardous drug use. In doing so, we draw on data
from three long-term cohort studies to which we
have had access: the Avon Longitudinal Study of
Parents and Children (ALSPAC),"™ the Edinburgh
Study of Youth Transitions and Crime’® and the West
of Scotland Twenty-07 Study.”™ Together, these have
followed young people from birth to age 30. Further
details of these studies are given in Appendix 3. We
made further use of the UK and European surveys of
11-15-year-old schoolchildren.’'* We also used
data on problem drug users attending specialist
senvices provided by the National Drug Treatment
Monitoring System and other research studies from
the LI and elsewhare,

Main findings from the
cohort studies

Birth to 12 years

4.2 In ALSPAC, the proportions of children who
reparted using tobacco, alcohol or cannabis were
small, so the results should be treated with caution,
Children whose mothers smoked tobacco or drank
during pregnancy or smoked cannabis during the
child's early years wera two 10 three times more likely
to smoke or drink at age eight than other children.
High family adversity during the first two years of life
was associated wilth a 1.5 times greater risk of
drinking at age ten. Children who were smoking at
eight years were six times more likety than other
children to be smoking at ten years. Children who
were overt bullies at age eight were 5.6 times more
likety than other children to smoke at age ten.

Children who wera among the lowest 5% in
academic performance at school were over six times
mare likely to smoke at age ten. Children among the
lowest 5% for total 13 scores werg almost four times
maora likely to drink alcohol at age ten than others,
Only one child reported cannabis use at age ten. At
age 12, about 10% reported smoking or drinking in
the six months before assessment, and 2% reported
cannabis use. Children who had been smoking at
age eight or drinking at age ten were raspectively six

and ten times more likely than other children to have 3

used cannabis al age 12.

12 to 17 years

4.3 The Edinburgh Study of Youth Transitions and
Crime began at the stage of the life course where
current ALSPAC follow-up finished. Although the
prevalence of drug use across the two studies is not
directly comparable as slightly different measures
wiere used, the estimates are similar: 2-3% of
children in Edinburgh reported weekly smoking at
age 12, comparad to 10% smoking in the last six
months in Bristol. The prevalence of weekly smoking
rose steadily to 30% at age 17 in Edinburgh.
Drinking alcohol follows a similar pattern, with over
50% of the sample reporting weekly drinking by 17.
Prevalence of other drug use at age 12 in Edinburgh
is similar to that reported by children in Bristol. In
ALSPAC, around 2% of children of 12 reported
cannabis use in the six months preceding
assessment. In Edinburgh, 3% of the 12-year-old
sample reported ever using cannabis, 4% reported
ever using sohvents and 1% reported ever using
other illegal drugs. Solvent use in the previous year
peaked at around 7% at age 14 but fell steadily
thereafter. In contrast, the use of cannabis and other
ilegal' drugs in the last year rose steadily throughout
the study period. At age 17, 40% of the sample
reported use of cannabis in the past year. 13% of
17-year-olds in Edinburgh reported use of other
ilegal drugs in the past year. This category included
a broad range of drugs - from stimulants and
hallucinogens to opiates.
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Fia Prevalence of waekly smoking,
weekly drinking and other drug use in the
Edinburgh cohort™

4.4 In commaon with ALSPAC, more boys than girls
reported smoking at age 12. However, this pattern
reversed thereafter, with more girls than boys
reporting they were weekly smokers, The gap was
almost 10% at 15 and 16, but narrowed again to
onby 4% by age 17. In contrast, use of alcohol and
other drugs was similar between the sexes across

the adolescent life course (Figure 4.1). The peak age
of initiating regular use of other drugs was also
sirmilar in boys and girls. For weekly smoking it was
around 13-14 and for weekly drinking around
15-16. The peak age of first use of other drugs
(usually cannabis) was 14-15. There were close links
between the use of tobacco, alcohol and other
drugs at age 12. These associations were much
looser by age 17, particularly for alcohol, when many
alcohol users neither smoked nor used other drugs.
In contrast, most smokers were also alcohol users
and most users of other drugs were smokers. There
was a strong continuation of use of all drugs across
adolescence once regular use was established -
particularly in the case of smoking and particularly
among smokers starting in mid-adolescence.
However it was also true that many young people in
the Edinburgh cohort who reported that they had
started using ilegal drugs did not report continuing to
use these when followed up in subsequent sweeps.

4.5 Respondents who reported using any drug were
much more likely than other young people to report
other forms of delinguency such as vandalism,
shoplifting, racial abuse, car-breaking, joyriding,
seling drugs, house-breaking, assault, selling stolen
goods, robbery, harming animals, fire-setting,
carrying a weapon and being rowdy in public over
the same time period (Figure 4.2).

Figure 4.2 Self-reported delinquency by drug use at the same age™
Mean self-reported delinquency score (volume) at each age

iz 13 14 15 16 17
Smoking =
Weekly 35 29 32 26 10 _Hj
Mot weekly_r_ b B ) S > B B 10 8 3 2
Dirinking —
Weekly e - 33 29 32 25 9 5
Mot weekly 8 8 10 8 il 2
Other drugs
Used last year ; 27 34 30 23 10 7
Mot used last year T T 9 7 3 1
Otherdrugs T gk e ¥} s E
Four times or more last year ar 45 38 29 12 B
Not four times or more last year 8 8 10 8 3 2

Mote: fhe soores reflect the total numiber of timas that the respondant had engaged in any of the specified delinguent acts
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4.6 Up to the age of 15, regular smoking, drinking
and other drug use were all associated with higher
rates of delinquency and the strength of the
association was similar for all drugs. However, at
later ages (16-17), the association with delinquency
became weaker, particularty for drinking alcohol.
These associations were explored in statistical
models that looked at the inter-relation between
delinguency and any drug use at age 15, by which
time both were common. Any drug use, but
particularly use of illegal drugs was very strongly
associated with delinguency — even whan other
factors such as social deprivation were taken into
account. Reporting delinquency was a very strang
predictor of reporting illegal drug use at age 15.
However, being female was a stronger pradictor of
smaoking than delinguency at this age.

4.7 The Edinburgh Transitions study found there
was substantial continuity in young people's use of
drugs between the ages of 12 and 17: for example,
69% of weekly smokers at age 11-12 were stil
weekly smokers at age 16-17. At the same time,
there was considerable discontinuity too. For
example, well over half of those who reported
starting to use ilegal drugs by age 12 desisted a year
later, although some then started using again two or
threa years later. Odds ratios were calculated to link
use of a drug at one sweep with use of the same
drug at subsequent sweeps. In general, these ratios
were extremely high for smoking, very high for other
drugs, and lower (but still substantial) for drinking.
These findings fit with the view that smoking
cigarettes is one of the most addictive forms

of dnug use.

4.8 In the case of smoking, the degree of continuity
increased markedly with age: a 12-year-old regular
smoker was 23 times more likely than a non-smoker
of the same age to be a regular smoker at age 13; a
16-year-old regular smoker was 61 times more liksly
than a non-smoker of the same age to be a smoker
at 17. This suggests that prevention programmes
should not focus solely on young peocple who start
smoking very early, since those who start in their
mid-teens appear particularly likely to continue.

Although continuity from one sweep to the next
increased with age, the influence of earlier use of
other drugs diminished markedly with the lapse of
time. These findings show that early use increases
the risk of later use, but this effect fades: in other
words, early use does not determine a pathway from
which escape is impossible.

15 to 30 years s

4.9 The West of Scotland Twenty-07 study showed '
similar prevalence of drug use at age 18 to that

reported by 17-year-olds in Edinburgh, although it :
should be remembered that the West of Scotland %5l
sample experienced this stage of their life course
about ten years before the Edinburgh sample. A
slightly lower proportion had used cannabis and a
slightly higher proportion were regular drinkers of
alcohol.

4.10 The West of Scotland study found that thers
was a substantial increase in the use of all drugs in
the immediate post-school period (ages 15-18), with
smoking tobacco and the use of other drugs also
continuing to increase between 18 and 23. The
balance between uptake and quitting was leaning
towards the uptake of all drugs up to age 23.
Thereafter, with the exception of “hard” drugs such
as heroin and cocaine, the balance tipped towards
quitting. Thus there was a steep increase in rates of
current smoking and heavier levels of use between
the ages of 15 and 18, and a continuing, but less
marked increase between 18 and 23. After 23 the
proportion of light smokers declined. Rates of regular
drinking rose markedly between 15 and 18 and then
remained stable to age 23. After this there was a
slight drog in the very heaviest levels of drinking.
Thera were steep increases in the use of ilegal drugs
between ages 18 and 23 (use in the past month and
daily use) after which rates for all except “hard"
drugs (heroin, cocaine and ecstasy) returned to the
age-18 levels. However, at least monthly use was
reported by only a minority and daily use by very
few. Thus at age 23, 17% of the sample reported
using cannabis at least monthly but cnly 3% daily,
while 9% used another illegal drug at least monthly
and less than 1% daily.
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4,11 There was also considerable fluctuation in and
out of drug use with age. Smoking showed the maost
consistency, followed by drinking above
recommended levels and the use of other drugs.
Using cannabis was the least consistent behaviour.
Just as the use of most drugs individually increased
up 1o age 23, so did the propontion using two or
mare drugs. The overlap between smoking tobacco
and using other drugs at each age was greater than
that between smoking and drinking or drinking and
using other drugs, highlighting the fact that drinking
was more likely to occur separately from the use of
other drugs. Use of any drug at age 18 or 23 tended
to predict hazardous levals of its use at age 30.
There was a strong assaciation betweaen early
cannabis-only use and later “hard”™ drug use. Rates
were substantially lower among those who were
married at 23 or 30 compared with those who were
not (including cohabiters).

4.12 Drug use, particularly smoking tobacco, was
associated with social disadvantage at ages 15 and
18, but thereafter showed little social patterning in
this sample. In fact, higher levels of drinking in young
adulthood were associated with socio-economic
advantage rather than disadvantage. Patterns of use
of more than one drug were similar to those seen in
Edinburgh in that many users of alcohol did not use
other drugs. However, most smokers were also
drinkers and maost users of other drugs wera
smokers, Sex differences were relatively small in the
West of Scotland study: at all ages, males were
slightly more likely to be users of all drugs, including
tobacco, than females.

4.13 Smoking tobacco or using illegal drugs was
related to adverse socio-economic circumstances or
family life among those who started smoking or
using other drugs relatively early (in the case of this
sample, prior to age 18). However this link did not
extend to those who drink, or those starting to
smoke or use other drugs after age 18. Indeed, the
evidence suggests that beginning to smoke or use
ilegal drugs - such as ecstasy, cocaine and heroin -
between 18 and 23 years was more likely among
those in tertiary education. In other words, there is a
“student” effect. Those who become new users

Pathways to Problams

around this age removed the earlier association
between smoking or drugs and disadvantage.
However, this may be short-lived, since this new
group of users was subsequently most kel to quit.

4.14 As with the Edinburgh study, indicators of early
delinquency (such as contact with the police by age
15) were strong predictors of later drug use -
particularly of illegal drugs other than cannabis.
Relationships between drug use and early mental
health problems, indicated by contact with child
gusdance or psychiatry, wera much less pronounced.
However, having thoughts about suicide was related
to smoking and the use of illegal drugs at ages 18,
23 and 30. Al 18 and 30 it was associated with
needing a drink first thing in the morning, but not
with drinking above recommended levels.

Other important factors

Ethnicity

4.15 The Office for National Statistics survey of
English schools is the only representative sunvey of
11=15-year-olds with a large enough sample of non-
white children to be able to detect important
differences related to ethnic or cultural background
(see Appendix 3 for more details).'® White and mixed
athnicity pupils were more likely than black or South
Asian pupils to report being regular smokers. Around
one in ten white pupils (12% girls and 8% boys) and
mixed ethnicity pupils (11% girls and 8% boys) were
regular smokers compared with one in 20 black
pupils (7% girs and 4% boys). The same proportion
of South Asian boys as black boys were regular
smokers (4%) although South Asian girls were less
likely than other girls to smoke (3%).

4.16 White and mixed ethnicity pupils were
substantially more likely than pupils in other ethnic
groups to have drunk alcohol in the last weslk,
Around a quarter of white pupils (28% boys and
25% girls) and pupils from mixed ethnic groups
{24% boys and 23% girls) reported having drunk
alcohol in the past week, compared with around one
in ten black pupils (9% boys and 13% girls) and
around one in 20 South Asian pupils (6% boys and
5% girls).



4.17 There was less vanation across ethnic groups
in the prevalence of other drug use. Mixed ethnicity
pupils were more likely than those in other groups to
have 1aken illegal drugs in the last month - 16% of
boys and 17% of giis, compared with just over a
tenth of white pupils (12% boys and 10%: girls) and
black pupils (12% boys and 12% girls). South Asian
pupils were less likely than other ethnic groups to
have taken drugs (9% boys and 6% girls).

4.18 In Scotland, even with a sample size of 23,000
in the SALSUIS 2002 survey,'® South Asian 13- and
15-year-olds were the only ethnic group large
enough to allow comparisons to be made with white
pupils. Girls of South Asian origin were significantly
less likely than white girls to be regular smokers or
weekly drinkers, Boys of South Asian origin were
significantly less likely than white boys to be weekly
drinkers. No data on ethnic minorities in Wales or
Morthern Ireland were available.

4.19 In the 16-29 age group, the British Crime
Survey for 2000 included a booster sample 1o
increase the number of respondents from ethnic
minorities. ™ Data on the use of ilegal drugs were
colected, but not on tobacco or alcohol. Similar
analyses by ethnic group have not been conducted
since then. The survey found that 26% of white
respondents reported using a drug other than
alcohol or tobacco in the previous year, compared
with 21% of all black respondents, 12% of Indian
respondents and 8% of Pakistani respondents.
Lifetime use of drugs other than tobacco and alcohaol
by 16-29-yvear-olds of mixed ethnicity was
significantly higher than other groups.

4.20 Given the increasing heterogeneity of the
ethnic mix in the UK, and the differences in values
and behaviour between succeeding generations of
immigrants, these data should only be seen as a very
broad-brush indicator of the possible differences in
patterns of drug use. Furthermore, as they only ask
about lifetime use or use in the past year, thase data
give very little insight into hazardous use.

Socio-economic status of family or place

of residence

4.21 Investigating the relationship between
socio-economic status (such as social class) and
drug use among schoolchildren is problematic, as
they may not be able to provide sufficient information
about their parents’ occupations to allow for
accurate classification.’® The English surveys have
therefore not explored this relationship other than by
using receipt of school meals as a proxy measura
(see paragraph 4.26).

4.22 A more delailed analysis of the relationship
between drug use by pupils and the relative affluence
of the area they live in was possible in the SALSUS
study in Scotland, where 81% of pupils wera able 1o
provide their postcode area of residence.'® From
this, & measure of deprivation was assigned to each
indivicdual, indicating the deprivation score of their
postcode sector of residence.™ Deprivation was
categorised by postcode sector decile of deprivation
from 1 to 10. A score of 1 indicated that a postcode ; 4|
sector was among the 10% least deprived postcode
sectors in Scotland, and 10 indicated that a postcode
sector was among the 10% most deprived postcode
sectors in Scotland. Increasing area deprivation was
associated with increased pravalence of regular
smoking. drinking and recent cannabis use among
girls, but not among boys. The strength of this
relationship was similar for all thres drugs.

4.23 Socio-economic status as defined by the
General Register Office is very difficult to measura
from children’s self-reported data. To combat these
problems the Family Affluence Scale (FAS) is an
altemative maasure which can easily be captured in
self-reported data. The scale comprises four
guestions covering car ownership, bedroom sharing,
family holidays and computer ownership. Al present,
computer ownership in Scotland is very gender-
biased, and a simplified scale without computer
ownership was therefore used. FAS is comrelated
with socio-economic status, but is more related to
family wealth. It is related to patterns of consurmption
in particular, not to the social standing of parental
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occupations. Almost all pupils (97%) in the SALSUS
study hawve a FAS score.

4.24 The relationship between FAS and tobacco,
alcohol or other drug use is clear and strong among
girls, particularly for smoking and cannabis use. The
prevalence of regular smoking, drinking and recent
cannabis use is higher among girts from families with
lower affluence (Figures 4.3, 4.4 and 4.5).

- ' Relationship between smoking
and famlljr affluence by gender among
Scottish 13-15-year-olds"

Regular smokers (%)

Relationship between drinking
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Relationship between cannabis
use and family affluence by gender among
Scottish 13-15-year-olds"

Recent cannabis use (%)

4.25 |n contrast, there is no association among
boys between regular smoking ar recent cannabis
use and family affluence. The prevalence of regular
drinking is slightly higher among boys with higher
family affluence - the cpposite of that found among
qirls,

4.26 In England, pupils in receipt of school meals
wera more likely than those who were not to have
taken drugs in the last month (168% and 12%) and to
be regular smokers (12% and 9%)."% However,
pupils who received school meals weara slightly less
likehy to have drunk alcohol in the last week (23% and
25%). The patterns for boys and girls were similar.

Family structure

4.27 A large body of research in Europe and North
America has found that teenagers who live with both
biclogical parents are less likely to smoke cigarettes,
drink alcohol or use cannabis. For example, the
ESPAD study' found that living with a single parent
was significantly associated with more tobacco use
in 23 of 29 countries, with more alcohol use in 12 of
29 countries and with more cannabis use in 21 of 29
countries. Living with a step-parent was associated
with significantly more tobacco use in 23 of 29



countries, with more alcohol use in 15 of 29
countries and with more cannabis use in 23 of 28
countries. There was no country in Europe where
living with a single parent or a step-parent was
associated with significantly lower use of tobacco,
alcohol or cannabis.

4.28 In the UK ESPAD sample, living with a single
parent or a step-parent was significantly associated
with smoking, drinking and cannabis use. The
relationship between smoking and living with a step-
parent was particularly strong in the UK. These
findings were consistent with the SALSUS study,
which found that pupils living with a step-parent
were more than twice as likely to be regular smokers
as pupils iving with both natural parents.”

Parental supervision

4.29 The type and guality of family relationships are
thought to have a stronger influence an youngq
people's drug use than living arrangements or
economic factors.””"® In the ESPAD study, students
were asked if their parents knew where they spent
their Saturday nights. In 30 of the 31 countries,
including the UK, adolescents used “substantially
and significantly”" more tobacco, alcohol and
cannabis when their parents did not know where
they spent their Saturday nights. These findings were
confirmed by the SALSUS study, which found that
low parental monitoring was one of the factors most
strongly associated with both single and multiple
drug use. For example, pupils with low levels of
parantal monitoring were about five timeas more likely
1o be regular smokers than pupils reporting
mocderate levels of parental supervision. At age 15,
B8% of regular smokers had lower than average
maternal monitoring compared with 48% of non-
smokers; 63% of wesekly drinkers had lower than
average maternal monitoring compared with 32% of
non-drinkers; 72% of pupls who used drugs in the
last month had lower than average parental
maonitoring compared with 44% of pupils who had
naver used drugs.

Drug use by older siblings

4.30 In 31 of the 32 countries in ESPAD there were
significant and strong positive associations between
having an elder sibling who used drugs and personal
use of cigarettes, alcohol or cannabis. The
correlations in the LIK were among the strongest in
Europe. Similar findings have been reported in a
recent study of young people in Belfast.™

Truancy

4.31 In every one of the 32 reporting countries in
ESPAD there was a positive and significant
relationship between truancy and the use of
cigarettes, alcohol and cannabis. In the UK, the
association was particularly strong between truancy
and the use of cigarettes or cannabis. Figure 4.6
shows the huge differences in the prevalence of drug
use reported by both boys and girls in England in
2003."* Boys and girls who had ever truanted were
bath more than eight times more likely to smoke and
almost five timas more likely to have used cannabis
than those who had not truanted. Simitar findings
weare reported by SALSUS. School excludees in
Belfast were twice as likely as those who had not
been excluded to have smoked fobacco in the past
year and almost three times as likely 1o have smoked
cannabis. Rates of drunkenness and volatile
substance abuse wers much more ComMmon amang
the excludees B
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Figure 4.6 Relationship between self-reported
truancy and regular drug use'®

Ever truanted il
Yes Mo
Boys
Regular smoker 26 3
Drank in last week 50 20
Took drugs in last month 39 i
Girls : Joe glLA
Regular smoker 42 o
Drank in last week 54 B
Took drugs in last month ar [

Psychological factors

4.32 There is extensive and growing documentation
- mainky from cross-sectional studies - of the
association between all forms of drug use and
mental health and behavioural problems in young
people.B' For example, a study was conducted of
53 12-14-year-clds attending units for children with
emotional and behavioural difficulty in Belfast.™
Armong these the following proporions reported at
lzast weekly use of tobacco - 50%, alcohol - 8%,
and cannabis - 25%. Multiple drug use was also
common. The rates of tobacco and cannabis use
are much higher than in the catchment population of
the same age. A possible mechanism has been
proposed: poor qualily parenting interferes with the
attachment of the chid to the parent, impairing the
child's capacity to develop trusting, secure
relationships with parents and cther adults such as
teachers. They then anter adolescence without the
restraint of family or other adults and tend to sesk
immediate satisfaction of their perceived needs. Thay
typically associate with other like-minded peers,
developing problemalic relationships, risky sexual
behaviour, school failure and persistent juvenile
offending. Hazardous drug use is an amost
inevitable compaonent within this scenario. The most
common types of mental health problems
associated with drug use by young people are
affective disorders (depression, anxiety, panic,
phobias and post-traumatic stress syndrome):
personality disorders (conduct, borderine and
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antisocial); and attention deficit disorders. Learmning
disabilities have not been extensively studied,
although clinical experience also suggests an
association with drug use. Since psychiatric
disorders that begin in childhood may continue into
adult life, there may be opportunities to intervens
early to prevent or reduce those conditions
complicated by drug misuse, if access to
appropriate senices s provided.

Pathways to seriously
problematic drug use

Sources of information

4.33 One of the main drawbacks of the surveys and
cohort studies we have reviewed is that they are not
able to identify those young people who have
developed or will develop dependence or other
serious drug-related problems. This probably reflects
several factors. First, the surveys rarely ask the sort
of questions that identify those people with serious
problems; second, only a small proportion of young
people develop serous problems related to the use
of drugs other than tobacco or alcohol; and third,
the very nature of proiblemn alcohol or other drug use
makes it less likely that such indiiduals will either be
selected or will agree 10 be interviewed.
Consequently, general population surveys and cohort
studies do not give us sufficient information about
the pathways that end up in drug dependence,
damaging behaviours such as drug injecting, or
serious alcohol-related problems.

4.34 Some important insights can be gleaned from
several sources:

& Information gathered from individuals attending
specialist drug services.

& Data on people admitted to hospital due to
serious alcohol-related or other drug-related
problems.

* Research on particularly vulnerable young people
such as looked-after children and homeless
young people.



The National Drug Treatment Monitoring System
collects information on all individuals with drug
problems being assessed for treatment in England.
Among other things, this includes the first age at
which clients used each of their reported drugs, the
age at which any drugs were first injected and ihe
age at which treatment for drug use was first
received. Available English data from this period
{covering eight of the nine English Governmeant Office
Ragions for 2001 to 2003) were examined to find
out the ages at which different drugs were first
taken, the ages at which those drugs that lead
indraduals to seek treatment were first taken, the
amount of time that passes between the first use of
these drugs and first receipt of treatment, and the
lergth of time between use of drugs, injecting and
receiving treatment. The data set employed for this
analysis contained information about 140,000
indridual treatment-seekers, brief details of whom
are presented in Figure 4.7 %

4.35 We have shown earlier that regular smoking is
now more commaon among young females than
males, regular drinking is equally common and
requiar use of cannabis is slightly more commeon
among males than females. However, Figure 4.7
shows that problem drug use in England is much
mare common among males than females.
Equivalent data for Scotfish drug services for
2003-04 show a similar pattern, with 7% of
referrals being male.®

Age of first use of drugs by problem drug users
4.36 Figure 4.8 shows the age of first use of drugs
reported by problern drug wsers in the North of
England, the only area where this information was
avallable. Data on tobacco and alcohol were not
available. A clear pattern emerges. Solvents and
cannabis are typically first used in the early teens;
ecstasy, hallucinogens and amphetamines in the late
teens; and so-called hard drugs such as hergin,
benzodiazepines, cocaine and crack cocaine in the
late teens and early twenties, Howeaver, it is also
clear that substantial numbers of people only start
using drugs such as herain, benzodiazepines and
cocaineg in their late twenties or early thirties. This
underiines the importance of not assuming that all
drug problems start during adolescence.

N

ot

Figure 4.7 Sex, ethnic category and main problem

drug of about 140,000 individuals assessed by _ﬁ :
specialist drug services in England 2001-0382 SR
Male " 73% ; '_f-l
Fomale 27% N
White TR Sy 88% x5
Other 12% _:t:-?'_é
Mandug i
Heroin 68%

Cannabis oML, W

Amphetamines B

Cocaine 4%

Crack cocaine 5%

Others !{:I%

Figure 4.8 Reported first age of use of drugs by individuals assessed by specialist drug services in
the North of England 2001-04 (% of all reporting first use of each drug)®

Benzo-

Solvents Cannabis Ecstasy Amphetamines Heroin diazepines Cocaine Crack Methadone
@H 15 72% 54% 28% 18% 2% B% 6% 3% 2%
15-19 25% 3%  52%  51%  45% 41%  37% 31% 26%
20-24 1% 5%  11% 17% 28%  28%  28% 31% 34%
25-29 1% 2% 4% 8%  13% 13% 17% 20%  21%
30-34 1% 1% 2% 5% 9% 6% 8% 9o 10%
35-39 0% 0% 1% 2% 2% @ 2% 3% 4% 4%
2044 L i B, B D ik LA ol S 2 i
Mote: Columns do not all acd up 1o 100% due o MOLNCING,
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4.37 For most of those seeking treatment, the main
problematic drugs were heroin, cocaing or crack
cocaine and benzodiazepines. While the median age
of first use of these drugs was in the late teens or
early twenties, the age range for first use was
extremely wide, with a significant minority not
beginning until their late twenties or older. On
average, drug injectors started injecting a year later
than first starting their problematic drug. The interval
between first starting to use the problematic drug
and secking treatment averaged thres years but was
often less than a year.

Socio-economic circumstances of problem
drug users

4.38 As discussed earler in this chapter, the
ALSPAC study found a link betwean socio-eConamic
adversity at a young age and smoking at age eight
years. Both SALSUS in Scotland and the English
schools survey found an association betwean regular
use of tobacco, alcohol and cannabis and lower

tamnily affluence for girls in their mid-teens but not
boys. At neither age are these associations nearly as
strong as with othars we have found - such as
parental smoking, delinguency or truanting.
However, there is a much stronger relationship
batween poorer socio-economic circumstances and
senous dependency or other serious problems
arnong older age groups.

4.39 Among adults in Scotland aged 16 or over,
those living in the 20% most deprived areas or in the
20% of the population with the lowest income ane
about three times more likely to be smokers than
those in the most affluent 20%.22 Less affluent
smokers also smoked more cigarettes. Age-specific
smoking rates by social class are not available for
Scotland and we could find no smoking rates by
social class in England. We could not therefore
establish whether the sccial class gradient for
smoking becomes increasingly steep with age.

| Alcohol-related non-psychiatric admissions in Scotland (Scottish Morbidity Record 1)

nm by deprivation quintile and age group™
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4.40 Figure 4.9 shows data on non-psychiatric
alcohol-related admissions in Scotland in 200385 All
admissions are categorised into one of five quintiles,
each containing a fifth of the Scottish population
according to a standard index of deprivation of their
area of residence and ranked from least (1) to most
(5) deprived. The figure shows that the rate of
admission increases with increasing levels of
deprivation in all three age groups shown. It also
appears that the proportion of admissions from the
mast deprived fifth of the population increases as
age increases. For 16-20-year-olds, there was a
threefold difference between the most and least
deprived, rising to a ninefold difference amang
26-30-year-olds.

4.41 An even more dramatic picture is found with
problem drug use, typically characterised by
dependence on haroin or other opiates, drug injecting
and multiple drug use. During the 1980s, it became
clear that the development of serious health and
social problems as a result of herain injecting was
largely associated with social disacdvantage. Research

to support this came from South London, Nottingharm,

the Wirral, Liverpool, the north of England and

Glasgow.™ Data collected by the Thames Regional

Drug Misuse Database in 1991-94 on problem drug

users seen by services in the Greater London Area

found a strong correlation with residence in an

"under-privileged area”.® This situation has

continued into the 215t century. Figure 4,10 shows oy
the proportion of drug misuse-related general '
hospital admissions in Scotland in 2003-04 by
deprivation guintile (see paragraph 4.40). Almost
70% of these admissions are aged under 35. The
figure shows that the admission rate in the most
deprived quintile was 17 times higher than in the
least (Information and Statistics Division Scotland,
unpublished data). In additicn, there is evidence that
regular and heavy smoking is currently much more
comman among disadvantaged adults than the
most affluent.

4.42 Taken together, these data suggest that i1
serous problems associated with the use of ;
tobacco, alcohol or other drugs become

Drug misuse-related general hospital admissions in Scotland in 2003-04

by deprivation guintile

Deprivation quintile
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progressively more related to socio-economic
gircumstances with increasing age. In broad terms,
low socio-economic circumstances are associated
with greater vulnerability to serious problems, while
greater affluence is protective, In the main, it appears
this is because people living in disadvantaged areas
are more likely to develop problems. However, for
some it may be the result of "downward social drift”.
That is, the development of financial problems and
homelessness may lead to indviduals having to
mawve o more depmved areas.

4.43 Inits report Drug Misuse and the
Environment ** the ACMD highlighted the additional
prassures on young people in areas where drug
dealing and illegal drugs have become established.
In such neighbourhoods, where young people may
see few opportunities for employment, drugs and the
crime associated with them can offer some the
possibility of gaining money and status. For others,
the hopelessness and boredom they may feel are
the very feelings from which psychoactive drugs
appear to offer refief. It should perhaps be no
surprise that young people who are succeeding in
their careers and relationships and assuming greater
responsibilities tend to reduce their drug use in their
twenties. On the other hand, for significant numbers
of those who are not, drug use may escalate. For
some, a vicious cycle of increasing drug
dependence, worsening financial and social
problems and encounters with the criminal justice
system may ensue, from which escape may prove
exctrermely difficult.

Vulnerable groups

#.44 The surveys we have referred to above have
identified certain young people as being much more
likety to report hazardous drug use. These include
young offenders, school fruants and excludees, and
young people with behavioural dizsorders. Recent
research has underlined the high levels of drug use
by young people in these groups as well as among
those who have ever been in care or who have been
homeless.® In 2001-02, a study was conducted of
200 young people who were about to leave care or
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had left care ®” Their average age was 18.
Two-thirds were daily cigarette smokers, one third
smoked cannabis daily, 15% had used ecstasy in
the past month and 10% had used cocaine.
However, use of alcohol was less than the average
for this age group. A study of 160 homeless young
people was carrnied out in 2001-02 in four urban
areas in England and Wales. Almost all smoked and
many were heavy smokers. Lifetime use of all other
drugs except for alcohal was much higher than in
the general population of the same age.®® Alcohol
Use was on average considerably less than in the
ageneral population.

Implications of our findings
for policy and practice

4.45 Over the past eight years, the Government has
developed a seres of wide-ranging strategy
documents aimed at tackling tobacco, alcohol and
other drugs. Some have relevance for the UK as a
whcle; others have been produced by the devolved
administrations in Scotland, Wales and Morthem
Ireland. The key documents are listed in the box
overleaf. In general terms, these strategies have all
sought to base their approach on an analysis of the
nature and scale of the problem and to set out a
rational response. Do our findings add anything new
to the understanding of the issues, and do they
suggest that any of the responses should be different?

How drugs work and who uses them

4.46 In Chapter 1 we showed that nicotine, alcohol
and most of the other psychoactive drugs in common
use all act on the brain in similar ways. We have also
shown that large numbers of young people use two
or more drugs either simultaneously - such as
smoking tobacco with cannabis or having a drnk
and a cigarette - at differant moments in the coursa
of a day or a week, or at different periods in their
lives. While tobacco, alcohol and other drugs all
have differing legal status, many young people do
not appear to recognise these distinctions. However,
with the exception of the Wales Strategy for
Substance Use (which covers alcohol and all




olher drugs excepl tobaccao), the strategies have a are usad in contemporary society and the harms

parrower focus and address tobacco, alcohol or they cause. An integrated approach is increasingly
other drugs as separate issues (see the box that being taken with respect to drugs education in
follcws). schools (see Chapter 5) and to the provision of
support and treatment services (see paragraph 4.61
4.47 Such an approach runs the risk of failing to onwards), However, there do appear to be
recognise and respond to the realities of how drugs  jnconsistencies in other respects: the differing
Policy links

Key government legislation and policies aimed at tackling tobacco, alcohol and other drug use
among young people

UK

Tackling Drugs to Build a Better Britain (1298)
www.archive.official-documents.co.uk/document/cm39/3945/3945.htm

. Smoking Kills — A White Paper on Tobacco (1998)
www.archive.official-decuments.co.uk/document/em41/41 77 /contents. htm

England
Updated Drug Strategy 2002
www.drugs.gov.uk/publication-search/drug-strategy/updated-drug-strategy-2002. pdf

Alcohol Harm Reduction Strategy for England (2004)
www.strategy.gov.uk/downloads/su/alcohol/pdf/CabOffce% 20AlcoholHar. pdf

Scotland
Tackling Drugs in Scotland: Action in Partnership (1999)
www.scotland.gov.uk/library/documents-w7/tdis-00.htm

Plan for Action on Alcohol Problems
www.alcoholinfermation.isdscotland.org/alcohol_misuse/Al_MainPage.jsp?pContentiD=2054&p_
applic=CCC&p_service=Content.show&

A Breath of Fresh Air for Scotland
www.scotland.gov.uk/Resource/Doc/26487/0013536.pdf

Wales
Tackling Substance Misuse in Wales - A partnership approach (2000)
www.drugscope.org.uk/wip/7/PDFS/walesSubstanceMisuse.pdf

Northern Ireland
Drug Strategy for Northern Ireland _
www.nics.gov.uk/drugs/pubs/strat.pdf

I Strategy for reducing alcohol related harm (2000)
www.dhsspsni.gov.uk/publications/archived/2000/alcohol. pdf
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policies on the taxing, advertising and age of
purchase of tobacco and alcohol are arguably one
example of this. Greater integration of thinking in this
field could result in more coherent and effective

policias.

4.48 We therefore recommend that a fully
integrated approach should be taken to the
development of policies designed to prevent the
hazardous use of tobacco, alcohol and other drugs.
Action: All refevant government departments.

4.49 |n the current strategy documeants, much use
is made of the surveys of schoolchildren in the
11-15 range. These show clearly that many young
people do start using drugs at this age and provide
a rationale for attempts to prevent drug use through
education at this age. However, we have shown in
Chapter 2 and Chapter 4 that the late teens and
early twenties are a period when many other young
pecple start using drugs for 1he first time or move
from refatively infraquent to regular and hazardous
use, This suggests both that cumrent drugs education
in schools is not very effective in dissuading young
people from using drugs subsequently and also that
the later teens and early twenties may be a time for
further preventive efforts,

4.50 We therefore recommend that a greater
emphasis should be placed on policies aimed at
prenventing hazardous tobacco, alcohol and other
drug use by young people in their late teens and
edrly twenties.

Action: Al relevant government departments.

Drinking and driving

4.51 Drivers under the age of 25 are mone likely
than older drivers both to have road accidents and
to fail alcohol tests when involved in accidents 59
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For some years there have been loud calls for the
blood alcohol limit for drivers in the UK to be
reduced from 80mg per 100ml to 50mg per 100mi,
in line with 21 out of tha 25 countries in the
European Union.® There is strong evidence that
enforcing lower blood alcohol limits for drivers
prevents road accidents.®* Given the poorer driving
skills and higher accident rates among inexperienced
young drivers, we recommend that the Government
should give consideration to reducing the maximum
legal blood alcohol rate for drivers under 25 years of
age to 50mg per 100ml. If successful, this could be
extended to drivers of all ages.

Action: Department for Transpart.

Vulnerable young people

4.52 We have shown that many of the young
people who use drugs from an early age and to
excess present a relatively troubled picture in terms
of their family or community background or their own
risk-taking or anti-social behaviour. Levels of problam
drusg use are higher in more disadvantaged areas
and are parlicularly high among truants and school
excludees, serious or persistent offenders, homeless
young people and those who have ever been in care.

4.53 These links between vulnerability and drug use
have been increasingly recognised by tha
Government, In recent years, there has been a rapid
and welcome development of a range of legislative
measures, policies and programmes in the UK
designed to protect and support vulnerable and
disadvantaged children and young people. This
followed the publication of Lord Laming’s report of
the Victoria Climbig Inquiry® and other reports on
vilnerable children including Hidden Harm —
Responding to the needs of children of problem
drug users *



Policy links

Key government legislation and policies aimed at helping vulnerable children and young people

England
Children Act 2004
www.opsi.gov.uk/acts/acts2004/20040031.htm

Every Child Matters — Change for Children
www.everychildmatters.gov.uk

Every Child Matters — Change for Children: Young People and Drugs

www.everychildmatters.gov.uk/_files/9660D91BB1755AGE288998AAE145297F.pdf

The Children's Fund
www.everychildmatters.gov.uk/strategy/childrensfund

Sure Start
www.surestart.gov.uk

Parenting contracts, parenting orders and penalty notices

www.dfes.gov.uk/behaviourandattendance/uploads/Parenting % 200rders% 20and % 20Contracts.pdf

Scotland
Children {Scotland) Act 1985
www.opsi.gov.ukfacts/acts1995/ukpga_ 19950036 _en_1.htm

Protecting Children and Young People - The Charler (2004)
www.scotland.gov.ulk/library5/education/ccel-00.asp

Working for Families Fund (Scotland)
www.scotland.gov.uk/libraryS/society/wfpps2-02.asp

Parenting orders
www.scotland.gov.uk/consultations/social/abecdg-01.asp#3

Wales
Children Act 2004
www.opsi.gov.uk/acts/acts2004/20040031.htm

Children and Young People: Rights to Action (2004)
www.wales.gov.uk/subichildren/content/framework.htm

Children First
www.childrenfirst.wales.gov.uk/

Cymaorth = the Children and Youth Support Fund
“www.wales.gov.uk/subichildren/content/cymorth-e.htm

| Northern Ireland
The Children and Young People (C&YP) funding package
www.deni.gov.uk/children-and-young-people-funding-package.pdf
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Key characteristics and circumstanc

the young people who are most at risk

4.54 The Updated Drug Strategy (2002) for England
clearty recognised the association between drug use
and schoal exclusion, family problems and living in
deprived communities. [t set out a range of actions
and proposals designed to suppart vulnerable young
people, to intervene early where possible and to
provide specialist treatment services for those who
have ameady developed drug problems. How this will
work has then been developed in Every Child
Matters — Change for Children: Young People and
Drugs (see the box on page 67). This policy
document outlines three objectives:

s to achieve closer links at local, regional and
national levels between the Updated MNational
Drug Strategy and the Every Child Matters -
Change for Children programme;

s {0 ensure provision is built around the needs of
vulnerable children and young people, with mars
focus on prevention and early intenvention with
those most at risk; and

e {0 develop a range of universal, targeted and
specialist provision to meet local needs and
ensure delivery of workforce training 1o support it.

4.55 Given the evidence we have presented that the
children and young people who are most at risk of
hazardous drug use in the long term are those who
are vulnerable and disadvantaged, we strongly
support these measures. While there is as yet no
direct evidence that these policies are reducing levels
of hazardous drug use among young people, we
nevertheless consider that they are at least aiming to
alter the factors associated with its development. A
list of the main relevant legislation and policies and
their web links is given in the box on page 67. This is
not an exhaustive list but provides a good indication
of the range of recent measures.

4.56 The Government has also introduced a
number of other measures designed o support
vuinerable young people, including the homeless,
and to provide better higher education, training and
employment opportunities. One example is Positive
Futures (see box).
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4.57 Wea recommend that the Government should
continue to imvest heavily in minimising the number
of children and young pecple in relative poverty and
protecting and supporting the most disadvantaged
and vulnerable children and young people
throughout the UK. Among many benefits, enabling
children to have more secure and happier lives may
reduce their risk of becoming involved in hazardous
and subsequently problematic use of tobaceco,
alcohol and other drugs. As far as practicatle, the
impact of these measures should be evaluated.
Action: HM Treasuny, DH, DIES, devohed
aciministrations.

Positive futures

www.drugs.gov.ukfyoung-people/positive-
futures/strategy

Positive Futures is a national sports-based social
inclusion programme. One of the main aims of
the programme is to address multiple issues
associated with problematic substance misuse. It
is aimed at marginalised young people from 10-19
years of age. Priority is given to engaging young
people living in deprived neighbourhoods. It
includes 115 youth projects, 19 of which are run
by the Football Foundation. Two of the projects
are in Wales, the rest in England. Projects are
delivered locally by a range of agencies including
local authorities, charities, sports clubs and crime
reduction agencies. :

Participants are offered coaching skills across _
a range of sports with opportunities to play -
competitively. Also on offer are educational and
leadership skills programmes and opportunities
for volunteering and part-time work.

Funding is provided by the Home Cffice, the
Football Foundation, Sport England and local
supporiers.

T S

Importance of parents

4.58 The evidence we have gathered, however,
indicates that the likelihood of smoking tobacco or
cannabis regularly or drinking frequently and/or



excessively is by no means restricted to the most
cisadvantaged children. The nature of the family unit
and how it funclions are also important. In virtualhy
every country in Europe, young people in their early
teens living in single-parent families or with a step-
parent are more ikely to use tobacco, alcohol or
other drugs hazardously than those living in two-
parent families, It should, however, be emphasised
that the majority of young people living with a single
parent or a step-parent in the UK do not use
tobacco, alcohol or other drugs. Furthermore, in the
UK and throughout Europe, children who are
subjected to less parental monitoring and
supervision are consistently more likely 1o engage in
hazardous drug use, These data suggest that
parental behaviour and family structure may have a
greater influence on tobacco, alcohol and other drug
use by early teenagers than family socio-economic
circumstances per se. They underline the valuable
role that parents can play in guiding and supporling
their children as they enter the adult world without
yet having the capacity and skills to make sensible
independent decisions.

4.59 A social and economic climate that supports
stable families and enables parents to be engaged
with their children and aware of their whereabouts
would thus seem likely to favour less hazardous dnug
use by children and young people who are still living
at home. The high levels of divorce and the growing
proportion of parants who both waork full time or
longer, or whose work necessitates long daily
commutes ar living away several days a week, are
twio recent trends which appear to have faken us in
the opposite direction. Addressing these major
societal trends is perhaps less about government
pokicies than it is about stimulating a wider debate
about our conternporary lifestyle and values and their
consequences for children. We recommend that
this ongoing debate should be informed by the
evidence that good parenting and stable family life
can reduce the risks of hazardous tobaceo, alcohol
and other drnug use by young people.

Action: The media.

4.60 The evidence is particularly strong that
adolescents who are truanting or involved in repaat
offending or serious anti-social behaviour are much
more likely to use psychoactive drugs hazardoushy.
Concerted afforts have bean made in the past five
years to tackle these problems, for example through
the use of truancy patrols, parenting contracts,
parenting crders and anti-social behaviour crders
(ASBOs) (see box on page 67 for links). Despite its
much higher prevalence, it is unclear io what exient
hazardous drug use is being addressed as a factor
amaong such young people. These measures may
well provide an opportunity for the early identification
of young people at risk of developing hazardous
drug use.,

Treatment services

4.61 Truants and young offenders are part of a
wider group of young people in whom hazardous
drug use is part of a much mare complex picture of
behavioural disorder and mental health problems.
VWhat can be done to intervena in an attermpt to
prevent further deterioration in behaviour with the
attendant risks to physical health and future
prospects? On behalf of the PWG, an axtensive
review was conducted of the evidence for effective
treatment of adolescents with problematic drug
use.® Several important conclusions emearged:

= There is extensive evidence that both
paychosocial and pharmeacological treatment
interventions can achieve beneficial change in
adults who are problem drug users. Treatment
interventions implemented for young people with
drug problems largely draw on the adult
addiction experience and that of child and
adolescent psychiatry and psychology. Over the
last five years evidence has been rapidly
accumulating that treatment may potentially
wiork in young people, but as yet is far less
extensive than that for adults #4955 |n particular,
much of the evidence comes from studies in the
US, the transferability of which to settings in the
LUK and its cost-effectivenass are uncertain,

« There are a number of treatment approaches
that have yielded promising results. Those that
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the young people who are most at risk

appear most fruitful are based on leaming theory,
for example cognitive behavioural therapy and
family therapy. However, studies demonstrate
considerable variability in outcomes following
treatrnent. As such, these approaches are not
sufficiently well-defined for them to be
recommendad for more general use with
adolescents without further careful research by
specialist centres in the UK,

4.62 In addition, the consensus statement of the
British Association of Paychopharmacology provides
evidence of the effectiveness of treatment of
conditions co-existing with problem drug use, such
as aftention deficit disorder and anxiety, although it is
not focused on adolescents ™

4.63 The Mational Treatment Agency (NTA) has
been leading recant efforts in England to develop a
network of senvices for young people with drug
problems. Key components of its approach are
summarnisad in the box, with more detail on the NTA
website, There does not appear to be a similar policy
initiative in Scotland, Wales and Northern Ireland,
although we understand one is under development
in Wales.

4.64 We commend the NTA for its recent efforts to
provide accessible services for young people with
senous tobacco, alcohol or other drug-redated
problems. We recommend that it should continue 1o
promote and monitor the development of these
senvices across the country, and that it should take
active steps 1o ensure that these services are
coordinated with other initiatives that engage with
vulrerable young people.

Action: DH.

4.65 Following the example of the NTA, we
recommend that Scotland, Wales and Northern
Iretand should also develop a coherent and
specifically funded plan for providing and evaluating
senvices for young peaple with serious tobacco,
alcohol or other drug-related problems.

Action: Devolved administrations.
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Mational Treatment Agency (NTA)
www.nta.nhs.uk

To support the delivery of Every Child Matters -
Change for Children and the Updated National
Drug Strategy, the Department for Education and
Skills, the Home Office and the Department of
Health have agreed a joint approach to the
development of universal and targeted specialist
services to prevent drug harm and to ensure that
all children and young people reach their full
potential.

The NTA has agreed a clear role for its work with
children and young people on ensuring that high
quality, targeted treatment intensantions, able to
meet young people's needs, are readily accessible
throughout England, This will form the NTAS
young people’s work during 2006-07.

A joint regional approach to the delivery of the
young people’s drugs public service agreement is
being implemented nationally. All local authorities
in England and their partners are expected to
make significant progress towards meeting its
objectives from April 2008, with more rapid and
sustained progress in 30 high focus areas. Joint
young people’s regional drugs teams led by the
Government Office drugs team are working with
key partners, including the NTA, to monitor
performance against agreed targets.

Regional monitoring: each NTA regional team
has a young people’s lead who is responsible for
performance monitoring young pecple’s treatment
system and policy implamentation.

MNTA national target: to increase lhe paricipation
of young people aged under 18 entering, receiving
and completing treatment programmes by 50%
between 2004 and 2008.

The NTA has also developed directories of
community and residential services in England for
young people with drug problems.



Volatile substance abuse

4.66 As described in paragraph 2.15, there has
been an encouraging decling in the number of
volatile substance abuse (VSA) deaths among under-
18-year-olds over the last 15 years. Those amaong
the ower-18s have plateaved and now account for
the maijority. Gas lighter fuels are now the
commenest cause of death. A Framework for
Volatifa Substance Abuse was published in 2005,
getting out a plan for future action developed by the
Department of Health, in partnership with the Home
Office and the Department for Education and Skills
and with the support of the Department of Trade and
Industry.® This sets out four main pricrities for
action: better education, dealing with VSA better
locally, minimising the opportunities for abuse, and
research, While we fully support this plan, we note it
focuses predominantly on the under-18s while the
majority of deaths now occur among the over-18s
and involve lighter fuels. We think the key measure in
the framework that would address VSA deaths
across the age range is to develop proposals with
the relevant industry bodies to make butane lighter
refills impracticable for abuse.

4.67 In addition to the olber measures in A Framework
for Volatile Subsitance Abuse (published in 2005), we
recommend that butane bghter fusls should be mades
impracticable for abuse and all gas fuel containers
should cammy a prominent safety waming.

Action: Department of Trade and Indusiry
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prevention initiatives

Key points

= Thera have bean over 1,000 published evaluations

of specific iniliatives designad to prevent
substance use among young people. Most are of
primary preventive initiatives in school settings in
the US. Most have serious methodological
weaknessas, but there are sufficient good studiss
to allow conclusions to be drawn,

s Tobacco
About half of 15 well-evaluated, school-based
programmes using social influence techniques
reduced short-terrn smoking prevalence, but the
largest, most carefully studied programme did
not. Only two mass media campaigns out of B3
reviewed were found to have a useful preventive
effect. Both were intense and of long duration.
Only two out of 17 community interventions were
bath adequately evaluated and showed a useful,
sustained and preventive effect. Both were part of
a larger, community-wide cardiovascular disease
programme for the whole population.

e Alcohof
A systematic review of 56 alcohol prevention
programmes found only two that were both
adequately evaluated and successiul in achieving
substantial long-term effectivenass. Thair
relevance to the UK is doubtful.

5.1 In this chapter we summarise what is currently
known about the effectiveness of specific initiatives
cdasigned to prevent the use or misuse of tobacco,
alcohal or other drugs through dirsct engagement
with young peocple. We then consider current
policy and praclice in the UK before making
recommendations for the way forward.

5.2 Two main types of praventive initiatives are
recognised: primary prevention, where the aim is to
avert or delay initial use of a drug, and secondary
prevention, where it is to minimise hazards or actual
harms among those who have already begun using
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Wegal or other drugs

A number of systernatic reviews have found that
some skills-based drugs education programmes
in schools had limited effectivenass in preventing
substance use in the short term, but there was
na evidence of long-tammn impact. it has not yet
been possible to identify the components of
skills-based programmes that are necessary for
effectivenass.

e Current practice in the UK
The vast majority of primary and secondary
schools in the UK offer drug prevention
programmes. However, there are wide variations
in the degree of integration with the rest of the
curriculum, the methods and materials used, and
the standard of teaching. Two large programmes,
Blueprint and ASSIST, are currently being
evaluated.

* Despite the evidence that large numbers of

young pecple only start using tobacco, alcohal
or other drugs once they have left school, very
little seemns to be done to provide information or
suppoart in the higher and further education |
sactors. |

drugs.™ Most preventive interventions to date have
been universal, that is directed at unselected
populations of children or young people, typically in a
classroom situation, A small minority selectively
target children or young people known or believed to
be at heightened risk of involvernent with drug usse.
Universal initiatives are usually undertaken for
primary prevention purposes. Selective prevention
initiatives may have either objective. The vast
majority of interventions that have been evaluated
are primary and wuniversal and most take place in an
educational setting.



5.3 The objective evaluation of drug use prevention
initiatives requires the collection of data that allow
compansons aver lime between those who have
been exposed to an intervention and those who
hawve not. In this chapter we have only drawn on
reviews that have carefully assessed the strengths
and weaknesses of the methods used in published
studies. Where subjects have been randomly
allocated to either the intervention or a control group,
as in a randomised controlled trial (RCT), there is
more certainty that differences in drug use
behaviours between the groups have actually been
caused by the intervention. Without such rigorous
comparisons it is difficult if not impossible to know if
any obsenved changes have resulted from the
intervention. Unfortunately, good quality RCTs are
rare in drug prevention.

5.4 Ower the last 40 years there have been at least
1.000 published studies of the effectiveness of
programmes designed to prevent tobacoo, alcohal
or other drug use. Most are evaluations of drugs
education in Amencan schools, imanably aimed at
primary prevention and usually addressing tobacco
and alcohol as well as illegal drugs.

5.5 Since the late 1970s two main approaches have
been taken.'™'0" The first, the social influence
approach, seeks to achieve "psychological
inoculation” and aims to encourage anti-drug use
attitudes, counteract beliefs that using illegal drugs is
normal, and develop the ability to resist offers of
drugs. The second, the social competence or life
skills approach, seeks to develop a broader range of
personal and social skills in addition to tactics to
refuse offers of drugs.

5.8 Unfortunately, a large proportion of the
published evaluations have serious methodological
problems which limit the reliability of the

results, 192108104105 Sieara and Sussman
summarised the methodological weaknesses of
many studies.'™ These included variability in
outcome measurement; unreported assessments of
measures that fail io show effects; lack of statistical
adjustment for multiple testing; sparse information on
the content and quality of interventions; missing

explanations for the selection of intervention
components; potential sampling problems and
selection bias; high rates of loss to follow-up and
lirnited investigations of the consequences of such
attrition; inadequate baseline data; generally absent
impact data on hypothesised mediating variables,
and unclear and potentially biased reporting of
outcomes.

Tobacco

5.7 The Cochrane Collaboration undertakes
systernatic reviews of healthcare and other health-
related interventions according to rgorous quality
criteria. A systematic review of 76 studies of
interventions to prevent children and adolescents
from beginning to smoke was published by the
Cochrane Collaboration in 2002, Of these, 30%
were conducted outside the US.'"" Mixed results
were obtained. Fifteen of the 16 studies deemed of
high quality involved social influence interventions.
Of these, eight showed some effect on smoking
pravalence and seven did not. The largest and most
rigorous study, the Hutchinson Smoking Prevention
Project, involved 65 sessions over an eight-year
period but showed no effects. There were
methodological problems with the evaluation of other
intervention approaches, preventing conclusions
being drawn about their effectivensss.
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5.8 The conflicting evidence on schools-based
smoking prevention was mirrored in the mixad
results found in the Cochrane Collaboration reviews
of mass media'® and community interventions, '™
In the review of mass media interventions, only Six
of tha 63 studies examined met all the review’s
inclusion crteria, Of tha six, only two concluded that
the mass media were effective in influencing the
smoking behaviour of young people. A Norwegian
study found that a mass meda campaign amed at
girls was more effective in influencing smoking
behaviour compared with no intervention.? An
Armerican study found that a mass media campaign
combined with a schools-based programime was
more effective than a schools-based programme
alone.'\! Both campaigns were similarly intensive
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and of long duration, lasing three and four years
respectivealy.

5.9 Six of the 17 controlled trials included in the
community interventions review were randomised,
with findings vielding “limited support” in favour of
community interventions. OF nine studies comparing
community interventions with standard practice or
no intervention, only two reported reductions in the
prevalence of smoking in the intervention compared
with the control community. Both were part of a
much larger, cardiovascular disease programme
aimed at the entire population. In the Class of 1989
study in Minnesota, smoking prevalence was
consistently lower in the intervention community over
a five-year period. In the North Karelia Project in
Finland, at 15-year follow-up, when the participants
were aged 28, mean lifetime cigarette consumption
was 22% lower among those in the intervention
community compared with the control community,
The reviewers underlined the difficutties in evaluating
community-wide programmes. The unigue nature of
each community also makes it difficult to know how
readily even a successiul intenvention could be
translated to other areas or countries,

Alcohol

5.10 A systematic review has been published by the
Cochrane Collaboration of 56 evaluations of alcohol
prevention programmes, encompassing a diverse
range of intervention types and content, delivery
settings and outcome measures.'' The main focus
of the review was on subsequent drinking behaviour.
Only nine of the 56 studies were from outside the
US. Forty-two of tha 56 studies examined
interventions deliverad entirgly within the school
setting, with a further four involving school and
community or family components. Non-school
settings for interventions included youth clubs,
accident and emergency departrents, colleges,
young offender institutions, the family, and the wider
community. Serious methodological limitations were
frequently encountered, making it difficult to draw
conclusions about effectiveness. However, many of
the programmes were sufficiently well evaluated to
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be considered ineffective and not recommended for
use, Only two demonstrated longer-term
effectiveness: the Strengthening Families
Programme '™ and a culturally focused, skills-based
intervention.'"® Whether or not the interventions
focused on alcohol alone did not appear to affect
outcomes. Whether the methods of these
interventions would have relevance to the UK is
unclear.

5.11 Following the disappointing results of school-
based interventions, research attention has more
recently begun to focus on alternatives. A Cochrana
review of family interventions is cumently under way,
in which the improvermeant of parenting skills among
those with young children is sought. The evidence
base for brief interventions with older teenagers,
which have previously been demonstrated to be
effactive in reducing hazardous drinking among
adults, has also been accumulating rapidly in recent
years, Promising family interventions are likety to be
the subject of further research attention. Some
enidence of effectivenass was obtained in two brief
intervention studies, one of which was undertaken in
London further education colleges.

lllegal and other drugs

5.12 The Cochrane Collaboration published a
systematic review of school-based prevention of
illicit drug use in 2005.19% Twenty-nine of 32 studies
included were RCTs, 2B of which were conducted
in the LS. They were largely evaluations of
interventions delivered to children of pre-teenage
vaars, with seven studies involving teenagers. None
achieved the highest quality rating for their study
methods.

5.13 Interventions designed to enhance knowledge
and modify psychological factors (affective
approaches) were found to be no better than the
usual curriculum in respect of actual drug use
outcomeas, although there was some avidence that
both improved drug knowledge, attitudes and self-
efficacy. The review found that skills-basad
approaches resulted in lower subsequent drug use
when comparad with the nomal curriculum,



However, no differences in drug use were detected
in studies that directly compared skills-based with
gither knowledge or affective approaches.

5.14 Alihough the review found the skills-based
approach achieved some positive effects in the short
term, there was no evidence of long-term impact. It
is unclear which compoanents of skills-based
approaches may contribute to effectivensss. For
example, it remaing unknown whether the same age
or older peers may be more effective, wheathear
parents should be involved and how many booster
sessions are needed. Furthermore, the paucity of
studies from outside the LIS makes generalising to
other countries unwise.

5.15 Given the findings of the reviews summarised
above, there is clearly a mismatch between what is
practised in the US and what is known about the
ineffectivensess of drugs education in schools. This is
also likely to be the case in other counines. For
example, there is a consensus in reviews of DARE
{Drug Abuse Resistance Education), a social
influence programme in which resistance skills ane
taught by uniformed police officers in the classroom,
that it has been proven to be ineffective.’ "8 Yat
this intervention has been reported to be delivered in
the majority of American schools. 16117

5.16 A systematic review of drug prevention in
settings other than schools was published in
2006.'% It assessed 17 RCT studies all published
within the last ten years, The interventions were
categorised into four types: multi-compaonent
community studies; famity intervention studies;
education and skills training; and brief interventions.
No definite evidence of effectiveness was obtained,
with the authors concluding that further high-quality
trials were needed to explore interventions that
appear to have "potential benefit”. There was
insufficient evidence that the fve multi-component
community studies which were considered had any
advantage over the school-based programmes with
which they were compared. Meither of the education
and skilts training interventions had any effect, nor
did the majority of the eight family interventions.

5.17 It is also important to consider the possible
harms as well as benefits that may arise from drug
Lee prevention. A review by Werch and Owen found
no negative effects of smoking prevention
initiatives.® Worryingly, however, evidence of
increasing rather than decreasing prevalence
following the intervantion was obtained in 17 studies
of alcohol or drug prevention between 1980 and
2001, with greater evidence of these negative effects
found in the most recent study period between 1996
and 2001.""® These effects were judged by the
review authors to be indicative of real harms. Most of
Ihese negative effects warg observad in sub-groups
with previous expenence of alcohol or drug use. The
potential for such difficullies may be inherent in
universal prevention activities, most notably in the
classroom, where both drug users and non-users
are tauwght together.
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5.18 In addition to pnmary prevention, there is a
need to develop and evaluate secondary prevention
interventions among those young people who have
already begun using tobacco, alcohol or other drugs
hazardously or problematically. With these young
people, we may need to be particularty mindful of
the possibility that well-intentioned efforts have
adverse effects.

Current practice in the UK

England

5.19 The Updated Drug Strategy states that
"universal programmes of education and information
will give all young people and their familes the
information and skills they need to protect
themselves from the risks and harm of all drugs”.
Following policy direction from the Mational Healthy
Schools Programme, Ofsted and the DIES guidance
Orugs: guidance for schools, the emphasis for drugs
education is for it to be taught in schools as part of a
holistic, whole-school approach. The stated aim of
drugs education in England is to enable pupils to
make healthy, informed choices. “The expectations
of drugs education are that, as well as increasing
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knowledge, changing attitudes and enhancing skills,
the taught programme will also impact positively on
pupils’ behaviour™, 12

5.20 Drugs: guidance for schools'® states that all
schools should have a drugs education programime
which:

s s developmental and appropriate to the age,
maturity and ability of pupils;

s Ccovers, as a minimum, the statutory elements
included in the Mational Curriculum Order for
Science for each key stage;

» s taught as part of personal, social and health
education (PFSHE) and citizenship and, to be
effective, is supported by a whole-school
approach;

s covers all drugs and, when appropnate, should
fecus on drugs of particular significance to pupils
such as alcohol, tobacco, cannabis, volatile
substances and Class A drugs;

s s based on pupils’ views and builds on their
existing knowledge and understanding; and

s s taught by skilled and confident teachers.

5.21 The guidance also states that all schools
should have a drug policy which sets out the
schools role in relation to all drug matters: both the
content and organisation of the drugs education
programme and the management of drugs within
school boundaries.

5.22 In 2004 Ofsted carried out a survey of drugs
education invohing visits to over 60 schools and
consideration of over 200 school inspection
reports.'"® They found that more than four-fifths of
primary schools had a drugs education policy
compared with only two-fitths in 1997. The quality of
the policy and related curriculurm planning was rated
as good in over half the schools but unsatisfactory in
almost one-third. Concern was expressad that in
one-quarter of primary schools, assessing the needs
of pupils was unsatisfactory. Over nine out of ten
secondary schools now have a drugs education
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policy compared with less than three-quarters in
1947, Again the lack of understanding of pupils’
needs was highlighted, While the concerns of many
teachers and parents were about the involvernent of
young people with illegal drugs, Ofsted considered
that the reality is that the overwhelming majority of
young people regard the greatest drug-related
dangers they face are from tobacco and alcohol.

5.23 The report found that mast schools are doing
all they can to involve parents in educating their
children about drugs. Despite their congerns about
the risks their children face from drugs, information
and advice evenings for parents were said 1o have
attracted little support. The authors pointed out that
zetting expectations for their children, and being
aware of and accepting responsibility for their
behaviour, are major challenges for all parents. Some
are not meeting them well, thus placing their own
children as well as others at considerable risk.

5.24 A large drug preventive programme, Blueprint,
is curmently being evaluated (see the box that follows).

5.25 In 2000, the Government launched the
Connexions Senvice, a support senvice for all young
people aged 13-19. Its am is to provide outreach,
infarmation, acvice, support and guidance about all
the many issues that may concem young people.
This is done through a website (see box) and a
network of personal advisers and multi-agency
teams throughout England. The network has been
complate since April 2003,

Scotland

5.26 Drugs education is expected to be given in all
primary and secondary schools in Scotland. A large
and detailed evaluation of drugs education has
recently been carried out on behalf of the Scottish
Executive, but by August 2006 it had not yet been
pubiished. Completed questionnaires were received
from over 500 primary schools, 350 secondary
schools and 40 special schools. The survey was
supplemented by observed lessons in 40 schools
and discussions with focus groups.



The Blueprint Programme

Blueprint was a two-year drug prevention
programme conducted between 2003 and 2005
through a partnership of the Home Office, the
Department for Education and Skils and the
Department of Health. It targeted 11-13-year-olds
in 29 schools across four local education authority
(LEA) areas: Cheshire, Derby City, Derbyshire and
Lancashire, A total of 23 schools took part in the
schools component, and six acted as comparator
schools.

The programme was designad in the light of
research suggesting that multi-component
programmes are more effective at changing
behaviour than school-based lessons alone.
Consequently, it consisted of an integrated mix of
intervention strategies designed to address a
range of influences on drug use. There were five
strands spanning school-based lessons, as well
as the involvernent of parents and careers, the
community and local media, and development of
local health policy.

Delivery of the programme is now complete and
its impact is being evaluated by a team led by the
Institute of Social Marketing, University of Stirding.
The evaluation aims to improve our understanding
of the impact of multi-component approaches on
drug use and of the feasibility of rolling out such
programmes in the UK context. It incorporates
process, impact and economic alements,
accounting for and assessing planning, delivery,
and short- and longer-term impacts on drug use.
The results are expected at the end of 2007,

WWW.Connexions-
direct.com

The Connexions website offers rapid access to
information and advice about a wide range of
subjects, including all types of drug use. For
example, the section on solvent abuse provides
clear facts about the effects of solvent abuse and
how dangerous it is. It then offers several ways of
getting immediate help, for example by contacting
a Connexions Direct achviser by phone (8am to
2am every day), texting or on-line; speaking to a
personal adviser at the nearest Connexions Centre
{throughout England); or contacting the specialist
voluntary agency, ReSolv.

G Jaydeyn

5.27 Preliminary conclusions from the study are that
most schools used methods that have not been
found to be effective and many used out-of-date
materials. Teachers were often unawars of
alternatives or did not have the confidence to try
them. A large proportion of those providing the
teaching — either teachers themselves or outside
agents — had not had approprate training in the past
three years. There was considerable duplication of
content within schools and between primany and
secondary schools. Many pupils were critical of
drugs education, finding it uninspiring and unrelated
to their own experience.

Wales

5.28 In Wales, drugs education is coverad both by
the Personal and social education framewark key
stages 1-4 in Wales'?! and by the Wales National
Curriculum Science Order. Detalled information
about the pravision is given in Part 3 of the Welsh
Assembly Government circular Substance misuse:
Children and young people.'® The current
arrangements have nol yet been evaluated.
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School and other education-based prevention initiativ

The All Wales Schools Programme

5.29 The All Wales Schools Programme was initially
developed and intreduced in primary and secondary
schools in the Gwent Police area. The programme is
delivered by police schogl liaison officers, working in
partnership with PHSE teachers in schools. It has
three main strands - drug and substance misuse;
social behaviour and community; and safety. The
programme, and individual lessons, comply with
good practice as outlined in Substance misuse:
Children and young peopia.'22

5.30 Police school lisison officers have a dual role.
Roughly 80% of their time is devoted to delivering
the All Wales Schools Programme in Welsh primary
and secondary schoole, The remainder of their fime
is devoted to supportive school policing, although
this also includes valuable work in terms of drug
misusa education and presention. For example, in
July 2005 an all-Wales police campaign to address
solvent abuse among young people was launched.
Following the launch, the network of school liaison
officers was used rapidly to circulate campaign
materials before the summer holidays.

5.31 The programme is intended to be deliverad in
all Wetsh prmary and secondary schools, Work to
develop and roll it cut across the other police force
areas in Wales began in 2004-05. During the 2004-
05 academic year, school iaison officers delivered
lessons in 1,871 of the 1,918 Welsh primary and
secondary schools (97%).

ASSIST

5.32 A large-scale evaluation of a schoaols-basaed
smoking prevention initiative is currently being
conducted in schools in South Wales and the Bristol
area of England. Fifty-nine schools were randomly
allocated either to continue with their normal
smoking education programme, or to do so with
additional peer supporter training. Peer-nominated
students in Year 8 (aged 12-13) were recruited as
“peer supporters” and given intensive training off the
school premises by professional health promotion
staff. The peer supporters were trained to intervene
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with their Year 8 peers in everyday situations 1o
discourage them from smoking. Pupils have been
followed up for two years to compare smoking rates
in the intervention and comparison schools. The
results are axpectad in 2007.

Northern Ireland

5.33 Since 1996 it has been a statutory requirement
for all schools in Morthern Ireland to have a drugs
education policy and publish it in their prospectus;
and to teach drugs education as part of the health
education cross-curricular theme. Schools are
provided with detailed guidance on how to do this.

5.34 “"Learning for Life and Work" will become part
of the statutory cumiculum from 2007, This area
includes personal, social and health education. Drug
and alcohol education will be part of this new
curriculum. Having personal, social and health
educaftion as a statutory requirement is not in place
elsawhera in the UK.

5.35 In 1998 the Department of Education,
Morthern Ireland, undertook a survey of dnugs
education in post-primary schools and colleges of
further education.’#* Maost schools had developed a
drug policy but there was considerable vanation in
their quality. The level of involverment of teachers in
drugs education was considered to be good.
Tobacco and alcohol were included in the
programmes. Drugs education was largely available
for pupils aged between 11 and 15 years old. Older
pupils were less likely to receive drugs education.
Viery few of the colleges had developed policies. Few
students in colleges of further education had direct
access to drugs education and were insufficienthy
aware of their colleges’ support programme and
drug-related matters.

Sniffer dogs and random drug testing

5.36 Another development in the US in recent years
has been mandatory drug testing in schools, either
of all students or of certain groups such as thosa
participating in sports and other extracurricular
activities. Whila the LS Supreme Court upheld the




remains highly controversial. Opponents argue that
the procedure is an infringement of human rights
and represents a breach of trust between the school
and the student body; that it does not cover legal

| dnugs such as nicoting and alcohol; and that
specimens can be tampersd with or results mixed
up. A large study in Michigan involving 76,000 pupils
found no difference in the prevalence of drug use
among students in schools where drug testing was
conducted compared with those where it was not.'2

F right of schools to carmy out drug testing, the policy
|
I
|
|

5.37 Schools in England and Wales are permitted to
request samples from pupils to test for drugs or to
use sniffer dogs if it is judged appropriate. While the
Ofsted report in England found that the majority of
schools indicated that their approach to dealing with

i drugs did not involve either the use of sniffer dogs or
random drug testing, a small number of schools
have used drug testing and some have used trained
sniffer dogs to detect drugs. A group of schools in
Bedfordshire carried out a trial of the use of sniffer
dogs with pupils, but found that walking pupils past
dogs “carried high costs and risks and added no
value to the events™.""® A small number of schools
were 23id to be considering or to have introduced
random drug testing in schools. Ofsted concluded
that such testing raised a number of serious issues
which required national debate.

Implications of the findings
for policy

5.38 The extensive published research on school-
based preventive initiatives makes disappointing
reading. While many of the evaluations were poorly
designed, those that were conducted to an
acceptable standard found that even carafully

- designed, resourced and implemented programmes
resulted in, at best, small and short-lived delays in
the use of tobacco, alcohol or other drugs by pupils.
Indeed, many studies showed no effect at all and
s0me programmes were found to be counter-
productive. While there was some evidence that
shills-based approaches were more likely o be

effective than the normal curriculum, studies
comparing skills-based with information- or affective-
based approaches found there was little, if any,
difference between them (see paragraph 5.13).
Furthermore, the evaluations of current practice in
England and Scotland indicate wide variations in
standards, with many schools using traditional,
information-based meathods that are least likely to be
effective. Despite this, drugs education policy in the
LK continues to be based on the assumption that
drugs education is effective, investing large amounts
of staff and pupil time and resources in such activity.

5.39 Given the evidence presented in other
chapters, however, these findings are less surprising.
Many of the young people who start taking drugs at
an early age have a parental or family background or
circurnstances which put them at higher risk, or have
already shown evidence of patterns of behaviour
such as truanting or offending which are strongly
associated with using tobacco, alcohol or other
drugs. When these circumstances are combined
with an environment in which drugs are readily
available, it is perhaps unrealistic to expect a small
number of classroom-based exercises to act as a
detarrant.

5.40 We have thus concluded that the expectations
placed on school-based drugs education
programmeas need to be more realistic. We believe
that schocks do have a clear responsibility to provide
young people with accurate and balanced
information about the hazards of using drugs. In that
respect, thara should be more emphasis placed on
hazards related to tobaceo and alcohol, including:

* the addictiveness of tobacco and hence the
difficulty of stopping once you have started
srnoking — if any drug should have a “just say
never” tag attached to it, it is tobacco,

» the extreme danger of using volatile substances;

= fthe links between alcohol intoxication and violent
behaviour and unsafe sex; and

s damage to the unborn child due to smoking or
drinking during pregnancy.
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School and other education-based prevention initiatives

5.41 We agree that drugs education needs to be
placed in the much wider context of a whole-school
approach involving the whole school community.
This is at the heart of the National Healthy Schools
Programme in England and Health Promating Schools
in Scottand. A Healthy School is defined as one which
effectively addresses the following four themes. 120

e pearsonal, social and health education, including
sex and relationship education and drugs
education (including alcohol, tobacco and volatile
substance abuse);

» healthy eating;
physical actity; and
¢ emotional health and well-being (including bullying).

2.42 These are some of the key attributes of a Healtiy
School, all of which we endorse. A Healthy School:

¢ jdentifies vulnerable individuals and groups and
establishes appropriate strategies to support
them and their families;

e provides clear leadership to create and manage a
positive environment that enhances emotional
heatth and well-being in school = including the
management of the behaviour and rewards
policies;

» has clear, planned curriculum opportunilies for
Pupils to understand and explore feelings using
appropnate learning and teaching styles;

e [as a confidential pastoral support system in
place for pupils and staff to access advice -
especially at times of bereavement and other
major life changes — which actively works to
combat stigma and discrimination;

* has explict values underpinning positive
emational health which are reflected in praclice
and work to combat stigma and discrimination;

» has a clear policy on bullying, which is owned,
understood and implemented by the whole
schoal community;
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* provides appropriate professional training for
those in a pastoral role;

& provides opportunities for pupils to participate in
school activities and gives them responsibilities to
build their confidence and self-esteam;

e has mechanisms in place 1o ensure pupils’ views
are reflacted in curriculum planning, teaching and
learning and the whole school environment,
including those of pupils with special educational
needs and specific health conditions, disaffected
pupils, young carers and teenage parents; and

» has a clear contidentiality policy.

5.43 In the light of the evidence that classroom-
based drugs education has very limited effectiveness
in reducing rates of drug use, we recommend that
there should be a careful reassessment of the role of
schools in drug misuse prevention. The emphasis
should be on providing all pupils with accurate,
credible and consistent information about the
hazards of tobacco, alcohol and other drugs -
including volatile substances.

Action: DIES, devolved administrations.

5.44 We endorse the concept of the Healthy or
Health Promaoting School and recommend that all
schools should seek to maintain a supportive
environment for all their pupils, while recognising and
responding to the needs of those whose behavioural
problems or family background may put them at
particular risk of hazardous drug use.

Action: DIES, devolved administrations.

5.45 We recommend that drug testing and sniffer
dogs should not be used in schools. We consider
that the complex ethical, technical and organisational
izsues, the potential impact on the school-pupil
relationship and the costs would not be offset by tha
potential gains.

Action: DfES, devolved administrations.



Beyond the school

Universities, colleges of further education and
other training establishments

5.46 Earlier in the report we showed that many
young people only start using tobacco, alcohal or
other drugs in a hazardous way once they have left
school. An increasingly large proportion of school-
leavers now spend several years at universities or
further education colleges and thousands of others
receive training in other establishments such as the
armed forces, the police and the Civil Service. The
cormbination of new freedoms, greater stresses, peer
pressures and more disposable income may all tip
the balance for many in favour of smoking, excessive
drinking and use of other drugs. To our knowledge,
such institutions either provide no information to
students or trainees about the potential hazards of
tobacco, alcohol and other drugs or it is done in a
very low-key way - a few lines in a freshers' week
manual for example. We think that should change.
We therefore recommend that all universities,
colleges of further education and other major training
institutions should take more responsibility for
encouraging and enabling their studants or frainees
1o minimise the hazardous use of tobacoo, alcohaol
and other drugs.

Action: DfES, devolved administrations.

Media

5.47 In Chapter 1 (paragraph 1.15), we
recommended that the Government should ensure
that young people are repeatedly made aware of the
real hazards of using tobacco, alcohol and other
drugs. As well as doing this through the schoal
gystem and further and higher education, we also
recommend that the media, particularty television
and radio, should be used for this purpose maore
extensively and imaginatively than at present.
Action: DH, Home Office, DCMS, devohved
administrations.

5.48 There is one final lesson to be drawn from the
drug prevention literature, We should use the
highest-quality research methods to evaluate the
mpact of our efforts. This need for evaluation
extends 1o all aspects of public policy bearing upan
crug prevention, including the consequences of
legislation, palicing and other enforcement activities.
We therefore recommend that any future major drug
prevention initiatives should be designed with
evaluation in mind from the outsat. They should bea
evaluated using scientifically rigorous methods,
emplaying randomised controlled trials where
possitie. This should ensure that any conclusions on
the effectivenass of the initiatives can be accepted
with confidence, bath in the UK and elsewhera.
Action: Home Office, DH, DIES, devolved
administrations.
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Appendix 3

Appendix 3: Sources and limitations of

survey data

There are three main types of research that can
provide useful information about drug misuss by
young pecple. The most common is a single
guestionnaire survey of a representative sample of
the population, also known as a cross-sectional
survey. Provided the same or very similar questions
are used, this can be used to compare different
areas and groups and to look at relationships with
parsonal charactenstics such as age, gender, famiby
background, etc. If the same questionnaire is
repeated at intervals, cross-sectional surveys can be
used to examine trends over time. However, they are
not a good means of studying causal relationships,
as it is generally not possible 1o identify which
attibutes come first, for example does sarly drinking
precede juvenile offending or vice versa?

A more powerful means for studying causality is the
longitudinal cohort study where a sample of the
population is followed up over months or years. Here
the development of patterns of behaviour by
individuals over time can be studied and insights
gained into temporal and therefore possibly causal
relationships between one factor and ancther, Such
studies tend to be very expensive and time
consuming. Also, because thay generally include
people from a single arsa, they are not necessarily
representative of the population as a whole. Both
cross-sectional surveys and cohort studies usually
gather quantitative or numeric information using a
structured guestionnaire containing questions such
as: When did you stant drinking? How often do you
smoke? and How often do you go out at night?

Qualitative studies collect much more detailed
information using a range of different methods
including in-depth intenviews and focus groups. The
number of participants tends to be small {usually less
than 100) and so these studies are not
reprasentative of the population. They may also
focus on particular groups, for example young
smokers or people attending addiction services.
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Qualitative studies can provide very detailed
descriptions of people's experiences, motivation,
values and behaviour,

A summary of surveys and studies used in this
report is given in Figure A1,

Pre-teens

Only one study, the Avon Longitudinal Study of
Parents and Children (ALSPAC), has provided data
on the use of tobacco, alcohol and other drugs in
children aged 10 years or younger.’ This cohort
study recruited around 14,200 children and their
parents living in the Avon and Bristol area. Pregnant
women were recruited in 19891-92 and their children
were followed up at 8, 10 and 12 years. Further
follow-up of study participants is planned.

Schoolchildren aged 11-15

There are a number of diferent national and
international surveys of school-age children that are
used to monitor the use of tobacco, alcohol and
other drnugs in children aged 11 years or older, both
in the UK and other countries. Most are in-school,
cross-sectional surveys with data on tobacco,
alcohol or other drug use collected in “exam
conditions” using a self-complete questionnaire.?
The Health Behaviour of School Children (HBSC)'3
and the European School Sunvey Project on Alcchol
and Drugs (ESPAD)' are both very large international
survays, providing data for 35 European and Morth
American countries and 35 European countries
respectively. Both include countries within the UK,

The sample sizes of most surveys at a country level
tend to be 5,000 or less, limiting sub-group
analyses. The exception to this is the Scottish
Schools Adolescent Lifestyle and Substance Use
Survey (SALSUS) which had a sample size of 23,000
in 2002.18



There have been two cohort studies of
schoolchildren in recent years, the Edinburgh Study
of Youth Transitions and Crime™ and the Belfast
Youth Development Study. ™ Both recruited
children aged 11-12 years, on entry to secondary
school, and have (Edinburgh) or will (Belfast) follow
up participants over at least five years.

Black and ethnic minorities

Most surveys are not large enough to allow analysis
by ethnic group. However, an ethnic group analysis
was conducted by combining the 2001-02 English
surveys of Smoking, Drinking and Drug Use in Young
People.' Pupils were asked to select which of the
following categories best describad their ethnicity:
White, Mixed, Asian or Asian British, Black or Black
British, Chinase or Other. Even though three years

t worth of data were combined, due to the small

number of pupils describing their sthnicity as
Chinese this group was combined with those
describing their athnicity as Other. The total numbers
of pupils in each category were: White, 24,936;
Mixed, 1,052; Asian,1,839; Black, 880; and Other, 551.

A limited analysis by ethnic group was carried oul.in
SALSUS. However, although there were 23,000
pupils in the survey, only “Scuth Asians” (people with
origins in India, Pakistan or Bangladesh) were
present in sufficient numbers to permit comparisons
to be made.

Young people aged 16-30

The data in this section are drawn from the surveys
used by government for monitoring levels of
tobacco, alcohol or ather drug use in the adult
population. They are surveys of adults interviewed in
private households using Computer-Assisted
Interviewing. The smoking and drinking data are
taken from the General Houssehold Survey (GHS),*°
which covers Great Britain and has collected such
information since the early 1970s; the Health
Surveys for England;2' and the Scottish Health
Surveys of 1995, 1998 and 2003.%? Although, in
general, the GHS questions are asked aloud by the
interviewer, a sell-complate queslionnaire is used for
young people aged 16 and 17, and for other young

peopke Iving at home wath their parents if the
interviewar considers it advisable in order to
encourage honest answers.

Questions about drug use have been asked in the

British Crimne Survey since 1994, and are addressed

to those aged 16-59 rather than to all adults.2® Drug

use is potentially a very sensitive topic, and, 1o [
protect privacy, the respondent is given a laptop

computer and answers questions as prompted on

the screen. The answers are electronically

scramided, so they are not visible 1o the intervewer,

gither at the time of interview or later.

A limitation of the British Crirme Survey and other
household surveys is that they do not include cerain
groups that may have high rates of drug use, such
as the homeless and those living in institutions such
as prisons or student halls of residence. Problematic
drug users with chaofic (ifestyles are also less likehy
to be reached by househald surveys.

The only British cohort study of young people over
school-age that we are aware of is the Medical
Research Council 2007 study which recruited about
900 15-year-olds living in the West of Scotland in
1987.™ Respondents were re-interviewed in 1990,
1895 and 2000.
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Figure A1 Summary of the surveys

Study name Study design Study ‘Sample size Survey dates ' Substances
population

Pre-teens , = i =
Avon Longitudinal | Cohort study Children Iving in | 14,000 at birth; | Every 2 years: | Tobacco and
Study of Parents the Avon and 7.000 aged 8 2000, 2002, alcohol aged 8
and Children Bristod area born | and 10; 1,700 2004 | and 10; cannabis,
{ALSPAC)™ | to mothers aged 12 | tobacco and

i pregnant in lincomplete alcohol aged 12

, 1981-82 dataset)
11-15-year-olds | ‘ |
Edinburgh Study |Cohortstudy | Children recruited | About 4,300 | Annually, 1998 to | Tobacco, alcohol
of Youth aged 1112 in 2004 and other drugs
Transitions and Edinburgh in
Crime™ i 1998 ,
Belfast Youth  |Cohortstudy | Children recruited | About 4,300 | Annually | Tobacco, alcohol
Development : aged 11-12 in 2001 to 2005 | and other drugs
Stuchy ™80 5 Belfast in 2001
Health Behaviour | International | 11, 13 and 15- 11,500 in each 1England; 1984, |Tobaccoand
of Schoal cross-sectional year-olds. In age group in 1998, 2002 | alechol aged 11;
Children survey 2001-02 each country Scotland: Every 4 | tobacco, alcohol
(HBSC)1S ' included 35 | years 1990-2002 |and cannabis

| European and Wales: Every4 | aged 13 and 15

Morlh American | years 1986-2002 |

; countries ; g
European School | International 15-16-year-olds |In 2003: about Every 4 years: iTC'bECGD. alcohol
Survey Project on icmss-sectinnal in 30 European 90,000 across 1995,1998, 2003 | and other drugs

Alcohol and | SLIvEy countries 35 countries |

Drugs (ESPAD)' '

Smoking, Mational cross- England and England and [ Annually from | Tobacco from

Drinking and | sectional survey | Wales; Scotland | Wales: about (1998 1982; tobacco

Drug Use in 9,700 in 2003 and alcohol from

Young People and over 9,000 in 1988; tobacco,

IONS/MNat Cen/ 2005 | alcohiol and

NFER)? Scotland: about | drugs from 1998
4. 700 in- 2000 |

Scottish Schooles | Mational cross- | Scotland In 2002: about 2002 and 2004 | Tobacco, alcohol

Adolescent sectional survey 23,000 | and other drugs

Lifestyle and In 2004: about -

Substance Use'® 7,000

Survey (SALSUS) ,
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Study name Study design | Study Sample size Survey dates  Substances

population
Adults: 16-30 [
years '
Medical Cohort study West of Scotland | About 900 [ 1987, 1990, Tobacco, alcohol
Research Council 15-year-olds recruited at [ 1995, 2000 and other drugs
(MRC) 2007 recruited in 1987 | baseline; i
study™ with 50% follow- |

up in 2000 ;

British Crime National cross- 16-24 sub- 5,429 16-24- | Every 2 years Other drugs only
Survey= sectional survey | sample of 16-59 | vear-clds in [ 1992-2000

population 2003-04; | Annualty

6,287 in 2004-05 ;E‘DD?—GE to
. 2004-05

Health Survey for | Mational cross- 16-24 sub- England: 1.631 in | England: 1995 Tobacco and
England,?! sectional survey | sample of adult | 2003 (1998, 2003 alcohol
Scottish Health population Scotland: about | Scotland: 1985,
Survey?? 900 in 2003 | 1998, 2003
General National cross- 16-24 sub- In 2002; about fAnnual SLINVey Tobacco and
Househald sectional survey | sample of adult | 500 [ with tobacco and | alcohol
Survey?C population in | alcohol modules

Great Britain |included every 2

| years since 1972
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Appendix 3

Definitions of patterns of use of tobacco, alcohol and
other drugs

Surveys and studies of drug use employ a range of measures to describe patterns of drug misuse. Figure A2
betow gives a summary of definitions used in this report for first, regular/recent, and hazardous use of
lobacco, alcohol and other drugs.

Figure A2 Summary of definitions

Tobacco == Measures
Ever/first use Ever smoked/age first smoked cigarette (more than just a puff)
Regular/recent use Weekly use

Lise in last wegk
Hazardous use

For under-16s: Weekly smoking

For 16 years or over: Daily smoking

Alcohol T A
First use Ever used/age first drank whole drink (not just a sip)
Regular/recent use Weekly use

Lis2 in last week

Hazardous use

For under-18s: Weekly drnking
Drunkennass
For 18 years or over: Ower 14 units'week [women)

Over 21 units/week [men)
B units or more on single drinking occasion (women)
8 units or more on single drinking occasion (men)

Dmnkenngss_ir} 135’[ _1.|".'_I_En_E|f. :

D'fi.her drugs

Fistuse  Ageoffirst drug use (any drug, amount not specified)
Recentuse Uss in last year

Hazardous use Use in last month

Ever injected
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