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Australians want less drugs, not more 
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DRUG FREE AUSTRALIA 
 
 
 

EXECUTIVE SUMMARY 
 
 
 

The NSW Greens and ACT Labor want to decriminalise all drugs following the failed Portugal model 
 
 

Drugs harm much more than the user 
 

Illicit drug use adversely affects a whole constellation of people – the drug 

user’s partner, their children, their children’s grandparents, siblings, friends, 

workmates, other road users, and the rest of the community (crime, welfare 

etc) drawn into the vortex of their drug use  

 

The unacceptable harms of drug use are attested by a simple fact – our 

governments have spent hundreds of millions of dollars on ‘harm reduction’ 

programs for drug use – it’s in the name 

 

Australians want less drug use, not more 
 

96-99% of Australians do not approve the regular use of heroin, ice, speed, 

cocaine or ecstasy, suggesting that Australians would want less drug use, 

not more, which only rehab and recovery can achieve, making them 

mandatory.   

 

The Australian distaste of illicit drug use is not driven by naivete – 43% have 

tried drugs before and the majority have come to think better of it.  The 

criticism that Australians just passively accept drug prevention messaging is 

simply not true. 

 
Why there needs to be legal consequences 

 
Illicit drug use has historically attracted a conviction because of the 

unacceptable harms it causes to so many.  For instance, the value of lost 

retirement and savings for grandparents raising their grandchildren due to 

drug-dependent parental neglect represents a ‘stolen’ cost infinitely greater 

than petty sums attracting criminal sanctions for shoplifters or embezzlers 

 

96-99% of Australians do not approve the regular use of heroin, ice, speed, 

cocaine or ecstasy, suggesting that Australians would want less drug use, 

not more, which only rehab and recovery can achieve, making them 

mandatory.  Decriminalisation will never drive recovery – it removes all 

meaningful limits or deterrence value in drug laws (e.g. by scrapping our 

https://www.harmreductionaustralia.org.au/what-is-harm-reduction/
https://www.aihw.gov.au/getmedia/77dbea6e-f071-495c-b71e-3a632237269d/aihw-phe-270.pdf.aspx?inline=true
../../../../../AppData/Local/Temp/http%20__www.aphref.aph.gov.au_house_committee_fhs_illicitdrugs_report_chapter10.pdf
https://www.aihw.gov.au/getmedia/77dbea6e-f071-495c-b71e-3a632237269d/aihw-phe-270.pdf.aspx?inline=true
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drug courts), being little different to fully legalising drugs practically-speaking 

 

With no legal coercion for a user to cease drug use by entering rehab, drug 

use markedly increases as it has in Portugal (their preferred model), which 

decriminalised all illicit drugs in 2001 only to see drug use rise 59%, 

overdose deaths rise 59% and drug use by high school minors up 60% by 

2017.  By comparison, Australia’s Federal Tough on Drugs policy from 1998 

to 2007 reduced drug use 42% and overdose deaths 75% by maintaining 

convictions and funding more rehab.  Portugal increased societal harms, 

Australia reduced them 

 

US use of cannabis under a legalisation regime, where no consequences for 

use are possibly be levied, likewise demonstrates sharply increased drug 

use and associated harms 

 

Drug Free Australia promotes ‘spent’ convictions, where a criminal record is 

totally erased if a drug user can return drug free tests over a three-year period 
 

Keeping drugs illegal works 
 

73% of Australians say they have no interest in illicit drugs.  Relevant to the 

remainder that likely would have an interest, 32% of Australians say they 

don’t use drugs because of their illegality.  If cannabis was legalised here, 

10% who’ve never tried it would use it, and 3% who use it would use more, 

multiplying the established harms caused by cannabis 

 

Changing the legal status of drugs removes these deterrents.  When 

cannabis was decriminalised in the ACT in 1992, 43% of Territorians thought 

it was now legal to use, explaining its skyrocketing use by 1993 where 

monthly use amongst lifetime users went from 0% to 31% 
 

All use is problematic 
 

The argument that few have problematic drug use is contradicted by 

Australia’s most prolific researcher on heroin use, Prof. Shane Darke, who 

wrote that very few heroin users “use it in a non-dependent, non-compulsive 

fashion.”  
 

Their argument ignores the harms of occasional use where, for instance, 

29% of ecstasy deaths in Australia are from car crashes endangering the 

lives of passengers as well as people in other vehicles.  Their argument is 

akin to saying that drivers who speed on our roads without causing loss of 

life should not be penalised for speeding.  But the law does not work that 

way.  And occasional users still promote their drug use to friends who can 

become dependent 
 

 
 
 

https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://www.aihw.gov.au/getmedia/b33ce462-6312-4b59-bef4-35dd30df3927/aihw-phe-145.pdf.aspx?inline=true
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/NDARC%20BULLETIN%20Opioid%20Deaths%202012.pdf
https://www.aihw.gov.au/getmedia/54f66117-e846-4de0-a874-e5f5eee57214/aihw-phe-270-4-Illicit-use-of-drugs-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/54f66117-e846-4de0-a874-e5f5eee57214/aihw-phe-270-4-Illicit-use-of-drugs-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.researchgate.net/publication/12438429_The_Impact_of_Cannabis_Decriminalisation_in_Australia_and_the_United_States
https://www.researchgate.net/publication/12438429_The_Impact_of_Cannabis_Decriminalisation_in_Australia_and_the_United_States
http://theconversation.com/three-persistent-myths-about-heroin-use-and-overdose-deaths-22895
https://pubmed.ncbi.nlm.nih.gov/31865118/
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There is no ‘right’ to use drugs 

 
A recent Uniting Church document supporting drug decriminalisation argued 

that our drug laws should “reflect the essential worth and rights of every 

person.”  But Australian drug users have never been denied any right 

available to any other Australian.  Of greatest importance, there has NEVER 

been a UN right to use drugs.  In fact the UN Convention on the Rights of the 

Child accords each the right to live unaffected by illicit drug use and the UN 

Drug Conventions have always kept drugs illegal 

 

The aforementioned document argues for Equity in drug policy, i.e. all drug 

use should be treated the same – all must be decriminalised.  This is the same 

principle that guided international drug policy for 110 years – all drugs with 

unacceptable harms, whether heroin or cannabis, should be equally illegal 

 

Australian Parliamentarians must continue to work towards the drug free society that is 
suggested by Australian attitudes concerning illicit drug use – they do not approve of it.  
From 1912 until the 1960s, during those years when legislators had the will and 
commitment to keep their societies drug free, there was negligible drug use worldwide.  
Tough on Drugs showed us what works – all we need now is the political will to take 
that approach again. 

https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://www.unodc.org/unodc/en/treaties/single-convention.html
https://www.unodc.org/unodc/en/treaties/single-convention.html
https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
https://www.unodc.org/unodc/en/frontpage/the-1912-hague-international-opium-convention.html
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-0029.pdf
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DRUGS HARM MUCH MORE THAN THE USER – 1 
 
 

Drugs harm much more than the user 
 

Illicit drug use adversely affects a whole constellation of people – 

the drug user’s partner, their children, their children’s grandparents, 

siblings, friends, workmates, other road users, and the rest of the 

community (crime, welfare etc) drawn into the vortex of their drug 

use  

 

The unacceptable harms of drug use are attested by a simple fact – 

our governments have spent hundreds of millions of dollars on 

‘harm reduction’ programs for drug use – it’s in the name 

 

 

No drug user an island 
 

In 2007 the Federal Government’s Senate Inquiry into the effect of drugs on 
families documented what all Australians in fact do know – that all drugs, licit 
or illicit, have a harmful and significant impact on families.  The Senate 
Inquiry, led by Senator Bronwyn Bishop, tracked the harms of illicit drugs 
only.   
 
Drug Free Australia here reproduces facsimiles from the report found at 
https://www.aph.gov.au/parliamentary_business/committees/house_of_repre
sentatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf which well-
describes the impact of illicit drugs on drug user’s: 

• partner 

• children 

• children’s grandparents 

• siblings 

• friends 

• workmates 

• other road users 
 
as well as looking at the public health burden presented by drug use. 
 
 

 
Impact on partners 

 

 

https://www.harmreductionaustralia.org.au/what-is-harm-reduction/
https://www.aph.gov.au/parliamentary_business/committees/house_of_representatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf
https://www.aph.gov.au/parliamentary_business/committees/house_of_representatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf
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Impact on children 
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Impact on children’s grandparents 
 

The negative impact of drug use causing neglect of children doesn’t just fall 
upon the user’s own parents, but also on their partner’s parents as these 
grandparents take responsibility for their grandchildren. 
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Impact on siblings 
 

 
 

Impact on friends 
 

 



Drug Free Australia 

EVIDENCE 

11 

 

 
Impact on workmates 
 

 
 
 
 

Impact on other drivers 
 

 
 

 
 
Burden on public health 
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Unacceptable harms from drugs – thus ‘harm reduction’ programs 
 

The harms of drugs are so recognised that Australia has an entire industry 
devoted to reducing the harms of drugs inflicted on users as well as families, 
friends and community.  This is attested by the peak body for harm reduction 
programs in Australia as displayed below.  Australia’s drug policy is titled 
‘harm minimisation’ again putting the harms of illicit drugs front and centre. 

 
 

 
 
Yet those seeking to decriminalise drugs in Australia expect Australians to 
ignore or forget those harms for the sake of compassion for the user.    
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AUSTRALIANS WANT LESS USE, NOT MORE – 2 
 
 
 

Australians want less drug use, not more 
 

96-99% of Australians do not approve the regular use of heroin, ice, 

speed, cocaine or ecstasy, suggesting that Australians would want 

less drug use, not more, which only rehab and recovery can 

achieve, making them mandatory.   

 

The Australian distaste of illicit drug use is not driven by naivete – 

43% have tried drugs before and the majority have come to think 

better of it.  The criticism that Australians just passively accept drug 

prevention messaging is simply not true. 

 
 
 
 

Less drugs, not more 
 

The Australian Government’s Australian Institute of Health and Welfare 
(AIHW) conducts the National Drug Strategy Household Survey every three 
years, commonly surveying close to 25,000 Australians each time.  This 
enormous sample gives the surveys a great deal of accuracy and validity. 
 
The last survey was in 2019, and Table 9.7 from its statistical data 
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-
e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-
tables.xlsx.aspx indicates Australian approval (or lack thereof) of the regular 
use of various illicit drugs. 
 

 

 
 

With 96-99% of all Australians not giving their approval to the use of heroin, 
cocaine, speed/ice and ecstasy, and 80% not giving their approval to the 
regular use of cannabis, there can be no argument that Australians would not 
approve of drug policy approaches which might increase drug use in their 
society.  Rather, Australian attitudes to drug use indicate they would want 
less drugs and less drug use.  The only path to less drugs is mandatory 
rehabilitation, where Australia’s drug courts have a long track-record of 
success. 
 

https://www.aihw.gov.au/getmedia/77dbea6e-f071-495c-b71e-3a632237269d/aihw-phe-270.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx


Drug Free Australia 

EVIDENCE 

14 

 

 

Australians are not naïve about drug use 
 

From the same Australian Institute of Health and Welfare National Drug 
Strategy Household Survey, Table 4.2 demonstrates that 43% of Australians 
have tried an illicit drug of some kind, indicating that their distaste for the 
regular use of any drug is born not of naivete, but from experience. 
 

Table 4.2: Lifetime(a) drug use, people aged 14 and over, 2001 to 2019 (per cent) 

Proportion 

Drug/Behaviour 2001 2004 2007 2010 2013 2016 2019 

Illicit drugs (excluding pharmaceuticals) 

Marijuana/cannabis 33.1 33.6 33.5 35.4 34.8 34.8 36.5# 

Ecstasy(b) 6.1 7.5 8.9 10.3 10.9 11.2 12.5# 

Meth/amphetamine(c) 8.9 9.1 6.3 7.0 7.0 6.3 5.8 

Cocaine 4.4 4.7 5.9 7.3 8.1 9.0 11.2# 

Hallucinogens 7.6 7.5 6.7 8.8 9.4 9.4 10.4# 

Inhalants 2.6 2.5 3.1 3.8 3.8 4.2 4.8# 

Heroin 1.6 1.4 1.6 1.4 1.2 1.3 1.2 

Ketamine n.a. 1.0 1.1 1.4 1.7 1.9 3.1# 

GHB n.a. 0.5 0.5 0.8 0.9 1.0 1.0 

Synthetic Cannabinoids n.a. n.a. n.a. n.a. 1.3 2.8 2.6 

New and Emerging Psychoactive Substances n.a. n.a. n.a. n.a. 0.4 1.0 0.7# 

Injected drugs 1.8 1.9 1.9 1.8 1.5 1.6 1.5 

Any illicit(d) excluding pharmaceuticals 34.3 34.8 35.1 37.3 36.8 37.1 38.8# 

Non-medical use of pharmaceuticals 

Pain-killers/pain-relievers and opioids(c,e) n.a. n.a. n.a. n.a. n.a. 9.7 8.3# 

Tranquillisers/sleeping pills(c) 3.2 2.8 3.3 3.2 4.5 4.7 4.9 

Steroids(c) 0.3 0.3 0.3 0.4 0.5 0.6 0.8# 

Methadone or Buprenorphine(c,f) 0.3 0.3 0.3 0.4 0.4 0.4 0.4 

Non-medical use of pharmaceuticals(e,g) n.a. n.a. n.a. n.a. n.a. 12.8 11.7# 

Illicit use of any drug 

Any opioid(h) n.a. n.a. n.a. n.a. n.a. 10.5 9.1# 

Any illicit(i) 37.7 38.1 38.1 39.8 41.8 42.6 43.2 
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WHY LEGAL CONSEQUENCES ARE NEEDED - 3 
 

 
 
 

Why there needs to be legal consequences 
 

Illicit drug use has historically attracted a conviction because of the 

unacceptable harms it causes to so many.  For instance, the value 

of lost retirement and savings for grandparents raising their 

grandchildren due to drug-dependent parental neglect represents a 

‘stolen’ cost infinitely greater than petty sums attracting criminal 

sanctions for shoplifters or embezzlers 

 

96-99% of Australians do not approve the regular use of heroin, ice, 

speed, cocaine or ecstasy, suggesting that Australians would want 

less drug use, not more, which only rehab and recovery can 

achieve, making them mandatory.  Decriminalisation will never drive 

recovery – it removes all meaningful limits or deterrence value in 

drug laws (e.g. by scrapping our drug courts), being little different to 

fully legalising drugs practically-speaking 

 

With no legal coercion for a user to cease drug use by entering 

rehab, drug use markedly increases as it has in Portugal (their 

preferred model), which decriminalised all illicit drugs in 2001 only 

to see drug use rise 59%, overdose deaths rise 59% and drug use 

by high school minors up 60% by 2017.  By comparison, Australia’s 

Federal Tough on Drugs policy from 1998 to 2007 reduced drug 

use 42% and overdose deaths 75% by maintaining convictions and 

funding more rehab.  Portugal increased societal harms, Australia 

reduced them. 

 

US use of cannabis under a legalisation regime, where no 

consequences for use are possibly be levied, likewise demonstrates 

sharply increased drug use and associated harms 

 

Drug Free Australia promotes ‘spent’ convictions, where a criminal 

record is totally erased if a drug user can return drug free tests over a 

three-year period 
 

 
The high costs of social harms done by illicit drug use 
 

Echoing our first major heading that no person is an island, the social harms, 
and the associated costs thereof, can be very significant.  Behaviours that 
have negative social effects and which are often attended by high social 
costs are – aggression, depression, domestic violence – particularly with 
speed, ice or cannabis, driving under the influence, drug dealing, lying, 
mental health issues, neglect of relationships e.g. children, offensive conduct, 

../../../../../AppData/Local/Temp/http%20__www.aphref.aph.gov.au_house_committee_fhs_illicitdrugs_report_chapter10.pdf
https://www.aihw.gov.au/getmedia/77dbea6e-f071-495c-b71e-3a632237269d/aihw-phe-270.pdf.aspx?inline=true
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://www.aihw.gov.au/getmedia/b33ce462-6312-4b59-bef4-35dd30df3927/aihw-phe-145.pdf.aspx?inline=true
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/NDARC%20BULLETIN%20Opioid%20Deaths%202012.pdf
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physical or verbal violence, property crime, psychosis, stealing to pay for 
drugs, work absenteeism leading to loss of job and welfare dependence. 

 
Taking up just one of these as an example of the social costs of illicit drug 
use, the neglect of a drug user’s children has increasingly impacted the 
grandparents of those children as kinship care has become seen by welfare 
agencies as giving better outcomes.  This summarises their experience: 

 

 
https://www.aph.gov.au/parliamentary_business/committees/house_of
_representatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf 

https://www.aph.gov.au/parliamentary_business/committees/house_of_representatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf
https://www.aph.gov.au/parliamentary_business/committees/house_of_representatives_committees?url=fhs/illicitdrugs/report/fullreport.pdf
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Shoplifting presents less harm than drugs – has prison penalties 
 
The complaint of those pressing for drug decriminalisation is that a criminal 
conviction for using drugs is unfair and inordinate to the harms drugs present.  
But below is a summary of the legal consequences of shoplifting. 
 

In New South Wales it is an offence to steal or take an item from a 
store without paying for it. This is commonly referred to as shoplifting. 
Shoplifting charges are prosecuted pursuant to section 117 of 
the Crimes Act 1900, which is the criminal offence of larceny. The 
maximum penalty for larceny is 10 years imprisonment, however, 
where the goods taken are valued under $2,000 the maximum 
penalty is 2 year’s imprisonment. 
https://www.armstronglegal.com.au/criminal- 
law/nsw/offences/shoplifting/ 

 
Clearly, the financial consequences of this single example of drug-related 
harm to grandparents far outweighs the financial harms of shoplifting, which 
can attract a prison sentence.  The social costs of drug use are unacceptably 
high and that is why legal consequences are necessary, particularly to 
ensure rehabilitation is taken seriously. 

 
 
 
 

Decriminalisation can never drive recovery 
 

Because recovery is the only conceivable method of reducing Australian illicit 
drug use in line with Australian expectations, and because the threat of a 
conviction has driven rehabilitation via Australia’s drug court and MERIT 
programs, decriminalisation’s removal of any meaningful consequences for 
drug use will strip Australians of any mechanism driving recovery.  This will 
lead to the inevitable consequences that overtook Portugal’s 
decriminalisation experiment, where drug use and deaths increased as legal 
deterrents were removed. 
 
Because recovery is the only conceivable method of reducing Australian illicit 
drug use in line with Australian expectations, and because the threat of a 
conviction is a meaningful conduit to treatment and rehab, decriminalisation 
should never be enacted. 
 
 
 
 

How is it different to drug legalisation in practice? 
 

The Uniting Church document supporting drug decriminalisation has ventured 
the following as their ideal scenario: 
 

https://www.armstronglegal.com.au/criminal-law/offences/theft/larceny
https://www.armstronglegal.com.au/criminal-%20law/nsw/offences/shoplifting/
https://www.armstronglegal.com.au/criminal-%20law/nsw/offences/shoplifting/
https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
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What is abundantly clear from Uniting’s decriminalisation scenario is 
that they want the same legal consequences as drug legalisation – 
none.  Where no legal deterrent exists, drug users can only be loosely 
advised to get treatment as is clear from Uniting’s proposal. 
 
As with Portugal, where legal deterrents were removed in every practical 
sense, drug use in Australia will rise along with all of its attendant harms. 
 
 

 
 

Why remove MERIT and Drug Courts which do drive recovery? 
 

Given that Australians want less drug use, not more, Australia’s drug courts 
have successfully driven recovery and driven down drug offense recidivism 
https://apo.org.au/sites/default/files/resource-files/2020-09/apo-
nid308451.pdf.  But drug decriminalisation will remove the deterrence value 
these courts and similar MERIT programs have offered. 65% of MERIT 
participants in NSW finished the program https://www.abc.net.au/news/2016-
04-20/high-rate-of-offenders-completing-merit-program-far-west/7340684 , 
making them 50% less likely to offend 
http://www.connections.edu.au/publicationhighlight/program-completion-and-
targeting-high-risk-drug-users-key-success-merit-program 
 
. 
 

 

Portugal paid the price of more drug use and deaths 
 

Portugal is the model which the NSW Greens and ACT Labor wish to follow, 
but Portugal only saw very significant increases in drug use, drug deaths and 
drug use by high school minors in the years after decriminalisation. 

 
 
 
 

https://apo.org.au/sites/default/files/resource-files/2020-09/apo-nid308451.pdf
https://apo.org.au/sites/default/files/resource-files/2020-09/apo-nid308451.pdf
https://www.abc.net.au/news/2016-04-20/high-rate-of-offenders-completing-merit-program-far-west/7340684
https://www.abc.net.au/news/2016-04-20/high-rate-of-offenders-completing-merit-program-far-west/7340684
http://www.connections.edu.au/publicationhighlight/program-completion-and-targeting-high-risk-drug-users-key-success-merit-program
http://www.connections.edu.au/publicationhighlight/program-completion-and-targeting-high-risk-drug-users-key-success-merit-program
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Portugal’s ‘compassionate’ experiment 
 

Portugal softened drug policy in July 2001 by decriminalising all illicit drug 
use.  Since that time drug decriminalisation/legalisation activists have 
inundated politicians and the media with glowing and demonstrably false 
reports of Portugal’s touted ‘success’. 
 
However below is the graphic reality of drug use in Portugal, using their own 
official data and graphs sent to the European Monitoring Centre for Drugs 
and Drug Addiction (EMCDDA). Portugal also used the same statistics for the 
yearly United Nations World Drug Report drug use tables. 
 
 
 
 

Portugal’s drug use rose 59% after decriminalisation 
 
Figures for overall illicit drug use in Portugal from 2001 to their last 2017 drug 
use survey are available from a presentation by Manuel Cardoso, the Deputy 
General-Director of SICAD, Portugal’s agency responsible for monitoring the 
country’s drug use.  This presentation can be accessed at 
https://drugfree.org.au/index.php/resources/library/9-drug-information/182-
portugal.html using the link Integrated Drug Policy Manuel Cardoso SICAD 
(zip file). 
 

Copied below from Cardoso’s Powerpoint presentation at the June 2018 Sydney 

conference run by the Network of Alcohol and other Drug Agencies (NADA) are 

both the lifetime prevalence and last 12 months figures for Portugal for 2016/17.  

The figures for use in the last 12 months before survey are as follows:  

 

Use in the last 12 months 

   % 

2001   3.4 

2007   3.7 

2012   2.7 

2017   5.4 

 

 

 

 

https://drugfree.org.au/index.php/resources/library/9-drug-information/182-portugal.html
https://drugfree.org.au/index.php/resources/library/9-drug-information/182-portugal.html
https://drugfree.org.au/images/pdf-files/library/Portugal/MCardoso_NADA_AU_2018.pptx.zip
https://drugfree.org.au/images/pdf-files/library/Portugal/MCardoso_NADA_AU_2018.pptx.zip
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Note that Portugal’s drug use in 2017 for those aged 15-64 was 59% 

higher than in 2001.  This is an alarming outcome, demonstrating that 

Portugal’s drug policy failed to deter rising drug use. This is clearly not a 

‘success’. 

 

 

 

 

High school use rose 60% 

 

The ESPAD survey of cannabis use (use in the last 30 days before survey) 
for 16 year old high-school students shows increases in use of the drug from 
1999, a couple of years before decriminalisation, through to 2015.  The 
increases are substantial - 60% higher than in 1999.  The ESPAD survey is 
used across the entire European Union with this age-group. 
 

 
 
 
 
 
 

Drug-related deaths rose 59% since 2001 

 

Drug-related deaths in any country tend to inelastically follow rising and 
falling trends in heroin use, and Portugal is no different. 
 
From 34 deaths in 2002, deaths had increased to 54 in 2015.  There is a 
close relationship between Portugal’s rising drug use and deaths, unimpeded 
by the legal penalties used by most countries. 
 
Drug Free Australia notes that Portugal has two differing counts of drug-
related deaths, however the graph below tracks overdose deaths which are 
directly comparable to overdose deaths in other countries worldwide.  For a 
discussion of the two methods of counting drug related deaths in Portugal 
see pages 16, 17 and 26ff of our document The Truth on Portugal which cites 
the paper by the National Drug and Alcohol Research Centre (NDARC) 
which, despite it always having been partial to liberal drug policies, 
nevertheless demonstrates that the figures DFA uses are the correct ones. 
 
 

https://drugfree.org.au/images/pdf-files/homepagepdf/TheTruthonPortugalNovember2018.pdf
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http://www.emcdda.europa.eu/data/stats2018/drd_en 

 
 
 

Major increases in opiate hard drug use by 2015 

 

Because there is a reasonably inelastic relationship between opiate use and 
opiate deaths, where 1% of opiate users die each year from an overdose 
http://mja.com.au/public/issues/173_10_201100/hall/hall.html, Portugal’s 
rising opiate deaths (above) indicate similar increases in opiate use 
throughout the country.  A 59% increase in deaths would normally indicate a 
59% increase in opiate use. 
 

 
 
 

Australians don’t want more drug use or drug deaths 

 

Liberalised drug policy has continually increased drug use and drug-related 
deaths where it has been implemented.  Australians clearly do not want 
increased drug use given their non-approval of illicit drug use, so 
Parliamentarians who seek not to be an elitist political class, and legislate 
according to the surveyed will of the people will not soften drug policy in this 
country to the detriment of its citizens. 
 
 
 
 

Now compare Australia’s Tough on Drugs policy – 42% less drugs 

 

Compare the results of Australia’s ‘Tough on Drugs’ strategy between 1998 
and 2007 to those of Portugal above (Note: Tough on Drugs was scrapped 
by the new Federal Rudd government of late-2007).  The ‘Tough on Drugs’ 
approach worked within an environment of States and Territories maintaining 
criminal penalties for use of all illicit drugs other than cannabis. Most states 
also implemented drug diversion policies and drug courts, which, for the most 
part, created a balance of early intervention strategies to be implemented.  

USE OF ALL ILLICIT DRUGS DECLINED BY 39% BETWEEN 1998 AND 

2007.  HOWEVER, IF COMPARING ONLY THOSE DRUGS TRACKED BY 

http://www.emcdda.europa.eu/data/stats2018/drd_en
http://mja.com.au/public/issues/173_10_201100/hall/hall.html
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PORTUGAL TO AUSTRALIAN DRUG USE FOR THOSE VERY SAME 

DRUGS, AUSTRALIAN USE DECREASED 42% BY COMPARISON. 

 

https://www.aihw.gov.au/getmedia/85831350-afb6-4524-8d8d-

764fa5d2d1f8/12668-20120123.pdf.aspx p 8 

 

 

During Tough on Drugs Australian opiate deaths plummeted.  This is the 
difference between drug policy with responsible legal restraints and 
constraints on drug use, and soft approaches. 
 

 

 

https://www.aihw.gov.au/getmedia/85831350-afb6-4524-8d8d-764fa5d2d1f8/12668-20120123.pdf.aspx
https://www.aihw.gov.au/getmedia/85831350-afb6-4524-8d8d-764fa5d2d1f8/12668-20120123.pdf.aspx
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US drug liberalisation/decriminalisation increased use  
 

Alaska legalised cannabis in 1975. A study in 1988 found that 72% of year 
12 students had tried it.1 They recriminalised shortly thereafter.  
 
California decriminalised cannabis on January 1, 1975. 10 months after 
cannabis use by 18 - 29 year olds was up 15%.2 
 
Oregon decriminalised cannabis in 1973. 12 months after cannabis use by 
18 - 29 year olds was up 12%.3 
 
If tobacco smoking rose by 12-15% in 12 months for young people in 
this country, we would be horrified. 
 
Increases in US cannabis use from 1973-76 were negligible, as per the US 
Household Surveys (below) found at 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-
0029.pdf  where cannabis use averaged 34.2% in 1974 across all US States, 
moving to 35%  in 1976, an increase of just 2% during that 2 year period.  
This signals that the drug liberalisation measures were entirely 
responsible for the increases in those three US States. 
 
Of real note is that the reduction of cannabis use resulting from the US 1980s 
'Just Say No' drug prevention campaign is very evident in the stats below, 
something drug law reformers constantly deny, against all evidence.  
Parliamentarians are advised to take note of the fact-free assertions of the 
drug liberalisation/legalisation lobby. 
 

 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-
0029.pdf  
 

 

 

US cannabis liberalisation/legalisation put harms on steroids 
 
The removal of all legal consequences for cannabis use led to major 
increases in drug use and associated harms such as drugged driving deaths, 
cannabis-related hospitalisations and cannabis-related suicides.  It is the 

 
1 Olsson O, Liberalization of drug policies – an overview of research and studies concerning a restrictive drug policy.  Swedish 
National Institute of Public Health, Stockholm 1996 pp 33-4 
2 Ibid pp 32,3 
3 Ibid, pp 31,2 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-0029.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-0029.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-0029.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508375/pdf/amjph00013-0029.pdf
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adverse consequences of drug use, no doubt, that drives the Australian 
distaste for illicit drug use. 
 
It is important to note that the harms associated with cannabis began to rise 
in 2009 when medical cannabis commercialisation gave free rein to cannabis 
users to treat medical cannabis as a new form of legalised recreational use, 
albeit with a prescription for a feigned condition such as chronic pain, which 
can never be verified by a doctor.  Legalisation can be seen to steepen the 
trend lines which track each of the harms displayed below. 
 
 
 
 

Adult drug use 75% higher since legalisation 

 

Taking Colorado as an example of the impacts of cannabis legalisation, adult 
drug use was 75% higher 4 years after legalisation commenced. 
 

 
 
 
 
 

18-25 year olds 48% higher than national average 

 

Young people of college age had cannabis use that was 48% higher than the 
national average, bearing in mind that other US States were legalising 
cannabis for recreational use during those years, likewise contributing to 
higher average cannabis use across the USA. 
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Deaths from cannabis-using drivers up 340% 

 

Fatalities caused by the combination of cannabis use and driving rose 340% 
after medical cannabis was commercialised and made freely available.  Note 
the steepening of the trend line with legalisation in 2013.  
 
 
 

 
 
 
 
 

Cannabis-related hospitalisations increased 360% 

 

As per the graph below, hospitalisations related to cannabis sharply 
increased after medical cannabis commercialisation with the trend line 
steepening with legalisation. 
 

 
 

 

 

 

Cannabis-related suicides increased 320% 

 

The odds of a suicide being caused by cannabis are 3.5 times higher than for 
non-use, so there is no surprise that suicides increased by 320%. 
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Alcohol did not reduce with increased cannabis use 

 

Proponents for the legalisation of cannabis for recreational purposes advised 
that the demand for alcohol would reduce as demand for cannabis increased. 
 
However the following graph of Colorado’s alcohol excise taxes shows strong 
increases in alcohol consumption. 
 

 

 

 

 

 
 

 

 
‘Spent’ convictions the best motivation for recovery 

 
Drug Free Australia advocates for ‘spent’ convictions which are entirely 
expunged once a drug user returns negative drug tests over a three year 
period.  This fits with practices already in play throughout Australia. 
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https://www.gotocourt.com.au/criminal-law/nsw/spent-convictions/  
 

https://www.gotocourt.com.au/criminal-law/nsw/spent-convictions/
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KEEPING DRUGS ILLEGAL WORKS - 4 
 

 
 
 

Keeping drugs illegal works 
 

73% of Australians say they have no interest in illicit drugs.  

Relevant to the remainder that likely would have an interest, 32% of 

Australians say they don’t use drugs because of their illegality.  If 

cannabis was legalised here, 10% who’ve never tried it would use 

it, and 3% who use it would use more, multiplying the established 

harms caused by cannabis 

 

Changing the legal status of drugs removes these deterrents.  

When cannabis was decriminalised in the ACT in 1992, 43% of 

Territorians thought it was now legal to use, explaining its 

skyrocketing use by 1993 where monthly use amongst lifetime 

users went from 0% to 31% 
 

 
 
 

Most Australians have no interest in trying drugs but . . . 
 
The 2019 National Drug Strategy Household Survey of  around 25,000 
Australians enquires about the factors influencing a decision never to try an 
illicit drug. 
 
73% of Australians have no interest in trying any illicit, as per Table 4.27 
below.  Therefore a conviction for illicit drug use is not relevant to most 
Australians. 
 

Table 4.27: Factors influencing the decision never to try an illicit drug, people who have 

never used an illicit drug aged 14 and over, by sex, 2007 to 2019 (per cent) 

Proportion 

  All Persons 

Factor 2007 2010 2013 2016 2019 

For reasons related to health or addiction 45.7 47.0 42.8 43.2 44.0 

For reasons related to the law 24.8 28.6 29.1 31.1 31.6 

Didn't want anyone to find out 4.5 5.2 3.8 3.8 3.8 

Didn't like to feel out of control 18.0 22.4 24.2 24.5 25.5 

Pressure from family or friends 10.2 10.8 9.5 10.5 9.7 

Didn't think it would be enjoyable 14.4 17.8 17.8 19.3 19.6 

Just not interested 69.6 73.3 76.1 73.4 72.8 

Financial reasons 5.6 6.7 5.2 6.4 6.5 

No opportunity or illicit drugs available 6.1 5.4 4.8 5.0 5.6 

Religious/moral reasons 17.0 19.1 22.4 22.9 21.8 

Fear of death 13.6 17.6 18.1 18.2 19.2 

Other 7.4 2.9 2.1 2.7 2.3 

      

 

https://www.aihw.gov.au/getmedia/54f66117-e846-4de0-a874-e5f5eee57214/aihw-phe-270-4-Illicit-use-of-drugs-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/54f66117-e846-4de0-a874-e5f5eee57214/aihw-phe-270-4-Illicit-use-of-drugs-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
https://www.researchgate.net/publication/12438429_The_Impact_of_Cannabis_Decriminalisation_in_Australia_and_the_United_States
https://www.researchgate.net/publication/12438429_The_Impact_of_Cannabis_Decriminalisation_in_Australia_and_the_United_States
https://www.aihw.gov.au/about-our-data/our-data-collections/national-drug-strategy-household-survey/2019-ndshs
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. . . for those who do, the law is a deterrent 

 
The same survey indicates that for 32% of Australians, the illegality of drugs 
is a deterrent, thereby safeguarding them from the harms of illicit drug use.   
Those pushing decriminalisation repeatedly claim that the law is no deterrent, 
yet this national survey indicates that for a sizeable proportion of Australians 
the law most certainly is a deterrent. 
 
If hard drugs were decriminalised we would expect that a significant 
percentage of Australians would be tempted to try illicit drugs. 
 
 
 
 

10% of non-users say they would try cannabis if legal 
 
If the legal status of cannabis was changed such that there were no legal 
consequences, 10% of non-users would try it according to the 2019 National 
Drug Strategy Household Survey.  Roughly a third of those current cannabis 
users would use more if it were legal. 
 

Table 9.17: Likely usage of cannabis if it was legalised, people aged 14 and 

over, by sex, 2010 to 2019 (col per cent) 

  Persons 

Action 2010 2013 2016 2019 

Not use it, even if it were legal and available 85.5 84.8 82.1 78.0# 

Try it 5.3 5.4 7.4 9.5# 

Use it about as often as you do now 7.6 8.0 8.3 9.2# 

Use it more often than you do now 1.2 1.3 1.8 2.9# 

Use it less often than you do now 0.4 0.4 0.4 0.5 

  
# Statistically significant change between 2016 and 2019. 

Note:Base excludes people that unsure or did not know. 

Source: NDSHS 2019 

 
The decriminalisation model being promoted by Uniting, which is likely acting 
as a less political proxy for the Australian Greens and Labor, has no practical 
consequences which differ to full legalisation, so there is no doubt that drug 
use would rise, along with the attendant harms. 
 
 
 
 

Loosening legal restraints in Australia markedly increased use 
 
South Australia decriminalised cannabis in 1987, followed by the ACT in 
1992. The graphs below from NDS Household Surveys show sharp rises in 
cannabis use for both jurisdictions.  
 
Before decriminalisation use of cannabis was observably negligible in the 
ACT, with no established criminal networks to mass-supply the Territory.  By 
1993’s Household Survey, criminal networks were well established as a 
result of the campaign for decriminalisation in the early 90s.  The steepness 
of the curve for South Australia likewise suggests the same dynamic as for 
the ACT. 

 

https://www.aihw.gov.au/getmedia/23e94b50-bdfc-4395-a591-e74a60a3fe14/aihw-phe-270-9-Perceptions-and-policy-support-tables.xlsx.aspx
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http://www.health.gov.au/internet/main/publishing.nsf/Content/phd-drugs-mono31-cnt.htm 

 
 
 
 
 

Why the increases? Because they thought it was now legal 
 
South Australia decriminalised cannabis in 1987, followed by the ACT in 
1992. The graphs below from NDS Household Surveys show very sharp rises 
in cannabis use for both jurisdictions.   

 
SA offences went from 6,231 in '87/'88 to 17,425 in '93/'94 and when 
researchers asked users about the increases, many said "We thought 
cannabis was now legal."  The import of this should not be underestimated.  
Decriminalisation was to remove criminal convictions, but the nett result was 
an tripling of convictions because cannabis users wouldn’t pay their fines.  
We note that the document produced by Uniting strenuously attempts to 
avoid the South Australian debacle with its increased convictions.  Their 
answer – no convictions even if users don’t follow through on any of the 
requirements put in place to replace convictions. 
 
As per the year 2000 study of cannabis decriminalisation by Christie and Ali 
The_Impact_of_Cannabis_Decriminalisation_in_Austra.pdf 43% of ACT 
respondents asked about the legal status of cannabis said they thought it 
was legal: 

 
Research commissioned by the Australian National Task Force on 
Cannabis showed that in both South Australia and the Australian 
Capital Territory, the only 18 two jurisdictions at that time with an 
expiation approach to minor cannabis offences, the general 
population were significantly more misinformed than in other 
jurisdictions about the legal status of activities relating to personal 
cannabis use (Bowman & Sanson-Fisher, 1994). For example, in 
1993 34% of South Australians respondents and 43% of those from 
the Australian Capital Territory incorrectly believed that it was legal to 
possess cannabis for personal use, compared with less than 10% of 
respondents from most other jurisdictions. A more recent evaluation 

https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
../../../../../Downloads/The_Impact_of_Cannabis_Decriminalisation_in_Austra.pdf
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of the expiation scheme in South Australia showed that little change 
in awareness has occurred: 24% of a 1997 sample thought that 
possession of less than 100 grams of cannabis was legal, and 53% 
believed it was legal to grow up to three cannabis plants for personal 
use. Furthermore, only 40% of this sample knew that there was some 
legal consequence associated with expiable cannabis offences 
(Heale, Hawks & Lenton, 1999). Thus, the introduction of the CEN 
scheme, and the absence of any strategy to inform the community of 
the implications of offending under the scheme, appears to have 
given rise to misunderstanding regarding the legal status of personal 
cannabis use, and of the possible outcomes for offenders. 
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ALL USE IS PROBLEMATIC – 5 
 
 
 
 

All use is problematic 
 

The argument that few have problematic drug use is contradicted 

by Australia’s most prolific researcher on heroin use, Prof. Shane 

Darke, who wrote that very few heroin users “use it in a non-

dependent, non-compulsive fashion.”  
 

Their argument ignores the harms of occasional use where, for 

instance, 29% of ecstasy deaths in Australia are from car crashes 

endangering the lives of passengers as well as people in other 

vehicles.  Their argument is akin to saying that drivers who speed 

on our roads without causing loss of life should not be penalised for 

speeding.  But the law does not work that way.  And occasional 

users still promote their drug use to friends who can become 

dependent 

 

57% of illicit drug users report that they were introduced to their 

drug use by family and friends.  This inevitably means that a 

majority of dependent users with problematic drug use was likely 

introduced to drugs by non-dependent users who are part of the 

overall problem 
 

 
 

Australian researcher – most heroin users dependent 
 
The proposals to decriminalise all drugs include the highly addictive drug 
heroin, yet proponents of decriminalisation claim that there are few users who 
have problematic drug use.  This is entirely false. 
 
Possibly Australia’s most prolific researcher on heroin use, Professor Shane 
Darke, said in The Conversation in 2014, 
 

“The typical picture of an active heroin user is a dependent, 
long-term unemployed person, with a long history of treatment and 
relapse, and a history of imprisonment. Heroin is simply not the sort 
of drug that could be termed recreational because very few people 
use it in non-dependent, non-compulsive fashion.” 
 

Decriminalisation proponents are trapped in a logical bind where they are 
adamant that all illicit drugs must be treated the same but where some of 
these drugs have very high addiction rates along with high rates of 
dysfunction. 

 
 
 
 

http://theconversation.com/three-persistent-myths-about-heroin-use-and-overdose-deaths-22895
https://pubmed.ncbi.nlm.nih.gov/31865118/
http://theconversation.com/three-persistent-myths-about-heroin-use-and-overdose-deaths-22895
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Injecting room – 61% of clients on welfare 
 
61% of of Sydney injecting room clients are on social security, dispelling the 
myth of the functional user. 

 
 

 

 
https://www.directionsact.com/pdf/drug_news/MISC_evaluation.pdf p 64 
 

 

 

 

1 in 3 ecstasy deaths can involve harm to others 
 
29% of all ecstasy-related deaths in Australia, or almost 1 in every 3 ecstasy 
deaths, are from vehicle accidents, where not only the ecstasy-affected driver 
is harmed but potentially passengers, pedestrians and other vehicle 
occupants.  Drug use causing accidents and harm to a suite of other parties 
is problematic use. 
 
 
 
 

Our laws don’t work their way 
 

The logic of the decriminalisation lobby is that most drug use is non-
problematic (which is false) therefore no penalties should apply because non-
problematic use harms few.   
 
This is akin to saying that drivers who speed on our roads without causing 
loss of life should not be penalised for their speeding.  But the law does not 
work that way with speeding nor should it with drug use. 

 
 
 
 

https://www.directionsact.com/pdf/drug_news/MISC_evaluation.pdf
https://pubmed.ncbi.nlm.nih.gov/31865118/
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Casual users introduce dependent users to drugs 
 

57% of respondents to the 2019 National Drug Strategy Household Survey 
who had ever used an illicit drug stated that they had been introduced to their 
drug use by family and friends.   
 
This indicates that casual, non-dependent users are part of the overall 
problem of drug dependency.  All illicit drug use is problematic. 
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THERE IS NO ‘RIGHT’ TO USE DRUGS - 6 
 
 
 
 

There is no ‘right’ to use drugs 
 

A recent Uniting Church document supporting drug 

decriminalisation argued that our drug laws should “reflect the 

essential worth and rights of every person.”  But Australian drug 

users have never been denied any right available to any other 

Australian.  Of greatest importance, there has NEVER been a UN 

right to use drugs.  In fact the UN Convention on the Rights of the 

Child accords each the right to live unaffected by illicit drug use and 

the UN Drug Conventions have always kept drugs illegal 

 

The aforementioned document argues for Equity in drug policy, i.e. all 

drug use should be treated the same – all must be decriminalised.  

This is the same principle that guided international drug policy for 110 

years – all drugs with unacceptable harms, whether heroin or 

cannabis, should be equally illegal 

 
 

 
Drug users never denied any Australian right 
 

The Uniting Church document in support of decriminalising all drugs claims 
the following on page 4: 
 

Uniting’s missional principles are drawn from the Church’s 
foundational beliefs. They are to inspire people, enliven communities 
and confront injustice. The Fair Treatment campaign for drug law 
reform is well aligned with those principles. The campaign calls for 
society to question whether our drug laws reflect the essential 
worth and rights of every person. The campaign is proudly a 
partnership approach in recognition of the mutuality and 
interdependence between all people. The campaign also seeks to 
promote the active participation of those affected by the injustice of 
our drug laws, by giving voice to those with lived experience 

 
If asked, Uniting and other drug decriminalisation proponents would not be 
able to nominate a single Australian or international right that has ever been 
denied a drug use.  The right of which they speak is the ‘right to use drugs’ 
which has never been a right here or anywhere else in the world.  There has 
never been a United Nations right to use drugs. 
 
 
 
 
 
 

https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://www.unodc.org/unodc/en/treaties/single-convention.html
https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
https://www.unodc.org/unodc/en/frontpage/the-1912-hague-international-opium-convention.html
https://www.unodc.org/unodc/en/frontpage/the-1912-hague-international-opium-convention.html
https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
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There is only a UN right to be free of drugs 
 

The UN Convention on the Rights of the Child specifically singles out drug 
use as something to which a child should not be subjected. 
 

 
 
This clearly indicates that there is no UN ‘right’ to use illicit drugs.  In fact 
there have been international agreements going back to the 1912 Hague 
Convention expressly making the use of selected dangerous drugs illegal. 
 

 
 

Equity in drug policy  
 

The same Uniting document posits that all drugs must be treated the same, 
despite the differing harms they present.  Their argument is that all illicit 
drugs must be decriminalised on grounds of Equity. 
 
They therefore should recognise that the United Nations argument - all illicit 
drugs should equally be illegal – is the same argument as their argument 
from Equity.   
 
 

 

https://www.uniting.org/content/dam/uniting/documents/community-impact/research-and-innovation/discussion_paper_drug_possession.pdf?fbclid=IwAR2xQU4Zwi3f_hFMt8aM6GCDBAJYfeuv0IH0iZsBY45WIuyDn5NJ9n20-nY
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WHO IS BEHIND THIS PUSH? 
 

 
 
 

Global Commission on Drug Policy and increased drug use 

 

The Global Commission on Drug Policy, in line with the drug liberalisation 
policies of New York investor George Soros, who seeks the legalisation of 
most every illicit drug (Soros on Soros, p 200), is working to legalise the use 
of most illicit drugs as per their document at 
https://www.globalcommissionondrugs.org/reports/regulation-the-responsible-
control-of-drugs. 
 
 

 
 
Notable in the text throughout their website is the lip service given to 
prevention while simultaneously promoting drug policy approaches which are 
well-known to demonstrably increase drug use. 
 
The end-game for all drug liberalisation within Australia, and indeed 
worldwide, is the legalisation of illicit drug use according to the guidelines of 
the Global Commission, as documented above. 
 
Australians want less drug use, not more.  Parliamentarians must preserve 
the wishes of the Australian people, not those of the deep-pocketed lobbyists 
who only have their own self-interests at heart. 
 
 
 
 

What the Global Commission finds acceptable 

 

The Global Commission, having championed the regulation and legalisation 
of illicit drug use worldwide, clearly finds the resulting increases in drug use 
thoroughly acceptable, given they have never intervened in current 
legalisation regimes, such as Colorado which was the first US State to 
legalise cannabis for recreational use. 
 
 

https://www.globalcommissionondrugs.org/reports/regulation-the-responsible-control-of-drugs
https://www.globalcommissionondrugs.org/reports/regulation-the-responsible-control-of-drugs
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So what of Australians wanting less drug use, not more? 

 

While the Global Commission on Drug Policy continues to promote 
legalisation policies that increase drug use and produce greater societal 
harm, Australians clearly signal that they would never approve of policies that 
will increase drug use here. 
 
NSW Parliamentarians have been put into positions of community leadership 
by NSW voters, and should be responsive to the will and wishes of those 
voters. 
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DRUG FREE AUSTRALIA’S RESPONSE TO UNITING’S  
 

DECRIMINALISATION PROPOSAL 
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FACTUALLY INCORRECT STATEMENTS 
 

Uniting Church statements Drug Free Australia response 
 
“The (Uniting Church) campaign calls for 
society to question whether our drug laws 
reflect the essential worth and rights of 
every person.” (p 4) 
 
 

 
1. There is not a single human right that 

Australia has ever denied any Illicit drug user.  
But neither has there ever been a UN-
sanctioned right to use drugs, something 
Uniting needs to be told 
 

2. Further, there is no UN-sanctioned right to 
inflict harm on partners, children, parents, 
siblings, friends, other vehicle drivers and 
passengers, other workplace colleagues or 
the larger community.  But this is a reality of 
drug use that drove a 110 year international 
consensus that illicit drugs are unacceptably 
harmful 
 

3. Further, ‘HARM REDUCTION’ is the centre-
piece of Australia’s drug policy precisely 
because illicit drugs cause unacceptable 
harms, but Uniting has to tacitly deny the 
many harms caused by drugs to support their 
extremely narrow compassion focus 
 

4. Inflicting harm on others lessens the self-
worth of drug users in their own eyes, let 
alone in those of their society.  They know it 
is their voluntary choice to use drugs with the 
harms they inflict on others even if they feel 
that addiction coerces ongoing bad choices 
 

 
“The campaign is proudly a partnership 
approach in recognition of the mutuality 
and interdependence between all people.” 
(p4) 
 

 
1. Uniting’s policy statements specifically 

IGNORE the interdependence between all 
people by pretending drug use is an 
individualist phenomenon, downplayed as 
essentially affecting nobody, hardly even the 
user.  Uniting specifically denies the Judeo-
Christian notion that no man is an island 
  

 
“The campaign also seeks to promote the 
active participation of those affected by 
the injustice of our drug laws, by giving 
voice to those with lived experience.” (p 4) 
 

 
1. Uniting narrowly focuses on the self-inflicted 

misery of the drug user (their choice), 
elevating it above the broader misery 
inflicted on a whole constellation of people – 
partners, children, parents, siblings, friends 
and the community (not their choice).  This is 
misplaced compassion 
 

2. Drug Free Australia's concern is for the 
impact on families when drugs become part 
of their lives. Because of over 35 years of 

https://www.harmreductionaustralia.org.au/what-is-harm-reduction/
https://www.harmreductionaustralia.org.au/what-is-harm-reduction/
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/harm-minimisation
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Harm Minimisation, where Prevention and 
Demand Reduction has largely been ignored, 
intergenerational drug use is now common 
in families. This leads, in turn, to 
unprecedented levels of child abuse and 
neglect, young people unable to reach their 
full potential and poor role models in parents 
and significant others.  
 

 
“Uniting believes in a fair go for everyone, 
but especially for those that are 
vulnerable.” (p 4) 

 
1. The UN’s Convention on the Rights of the 

Child contains the right to be free from illicit 
drugs precisely because there are many who 
are more vulnerable to the harms wrought by 
drug use and users 
 

2. On every available metric, decriminalising 
drugs predominantly increases drug use in 
under 25 year olds, whose developing brains 
are more vulnerable to long-term damage 
 

3. FAIR?  Is it fair that drugs cause road 
accidents which harm more than the 
occupants of a drug users vehicle?  Is it fair 
that drugs in the workplace cause harms to 
more workers than the individual drug user?  
Is it fair that a user inflict harms on a whole 
constellation of people close to them? 
 

 
“The stigma that has too long attached to 
people who live with drug dependency has 
discouraged many from having the open 
and honest conversation about their drug 
use that might have pointed them towards 
treatment.” 
 

 
1. Uniting appears to support the LGBTQI+ 

movement which seeks to stigmatise or 
even cancel those not supporting its aims, 
while condemning those not supporting the 
harms (where harm reduction is an industry) 
of drug use 
 

 
“Yet the word ‘decriminalisation’ remains a 
misunderstood term, often conflated with 
the concept of legalisation, and often used 
by some of our media to drive an agenda 
based on fear, not facts” (p 4) 
 

 
1. It is the drug users themselves that think 

decriminalisation allows them to legally use 
drugs recreationally – 43% of users in ACT 
thought cannabis was now legal when the 
ACT decriminalised cannabis.  If users and 
media make the same mistake the problem is 
with decriminalisation as a policy simply 
because it invites misinterpretation 
 

2. Uniting’s approach to decriminalisation is, 
practically-speaking, drug legalisation by 
another name (despite their protestations 
otherwise) in that any laws around illicit drug 
use will have no meaningful limits or 
deterrent value.  It will give all appearances 
of sanctioning drug use 
 

 

https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://www.unicef.org.au/our-work/information-for-children/un-convention-on-the-rights-of-the-child
https://drugfree.org.au/images/book-paper-pdf/Decriminalisation.pdf
https://www.unitingnetworkaustralia.org/page/2/
https://www.unitingnetworkaustralia.org/page/2/
https://www.researchgate.net/publication/12438429_The_Impact_of_Cannabis_Decriminalisation_in_Australia_and_the_United_States
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“We ask questions like: What should 
happen when someone is found with small 
quantities of psychoactive substances?  
Should the same thing happen to 
everyone? What about the person 
supplying these substances?” (p 4) 
 

 
1. It is a fact that drug users often fund their 

own habit by lower level dealing, where the 
law already distinguished between higher 
level and lower level drug dealers.  Both low 
and high-level dealers are part of the same 
problem 
 

2. Small quantities are carried by drug 
user/dealers precisely because there are 
larger penalties for higher level dealing, 
successfully limiting the number of people 
that can be harmed by low level dealing 
 

 
“The 2019 National Drug Strategy 
Household Survey showed that there 
continues to be strong public support 
among Australians for measures amounting 
to the removal of criminal sanctions for 
possession for personal use of all 
prohibited drugs” (p 6) 
 

 

1. The cited Survey asks only about support for 

the decriminalisation of cannabis, not of 

heroin, amphetamines, cocaine or ecstasy.  

Uniting seeks to position “referral to 
treatment or education” as support for 
decriminalisation when the question does not 
stipulate ‘with a conviction’ or ‘with no 
conviction’ 
 

 
“Only a small proportion of people who use 
drugs experience drug dependency (i.e. use 
that causes social, financial, psychological 
or physical problems).” (p 7) 
 

 
1. Possibly Australia’s most prolific researcher 

on heroin use, Prof. Shane Darke, said in The 
Conversation in 2014, “The typical picture of 
an active heroin user is a dependent, long-
term unemployed person, with a long history 
of treatment and relapse, and a history of 
imprisonment. Heroin is simply not the sort of 
drug that could be termed recreational 
because very few people use it in non-
dependent, non-compulsive fashion.”  61% of 
of Sydney injecting room clients are on social 
security (see p 70) and 10% involved in sex 
work (see p 15), dispelling the myth of the 
functional drug user 
 

2. Drug dependency is not the only vexing 
issue with drug use - for instance, 29% of 
ecstasy deaths within Australia are from car 
accidents which endanger the lives of the 
driver, occupants and those in other vehicles 
 

3. Using United’s logic, those drivers who 
speed on our roads without causing loss of 
life should not be penalised for their 
speeding.  The law does not work that way 
with speeding or with drug use 

 

 
“Existing drug laws create unnecessary 
barriers, stopping people getting into 
treatment, increasing social stigma and 

 
1. To the contrary, Australia has a government-

sanctioned Australian Injecting and Illicit Drug 
Users League (AIVL) which has reach into 

https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/data
http://theconversation.com/three-persistent-myths-about-heroin-use-and-overdose-deaths-22895
http://theconversation.com/three-persistent-myths-about-heroin-use-and-overdose-deaths-22895
https://www.health.nsw.gov.au/aod/resources/Documents/msic-kpmg.pdf
https://www.uniting.org/content/dam/uniting/documents/community-impact/uniting-msic/MSIC-final-evaluation-report-2003.pdf
https://pubmed.ncbi.nlm.nih.gov/31865118/
https://pubmed.ncbi.nlm.nih.gov/31865118/
http://aivl.org.au/
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heightening the isolation among those who 
need support.” (p 7) 

most drug user networks.  Syringe programs 
also boast an extensive reach. 
 

 
“By responding with law and order rather 
than treatment and support, society is 
punishing people rather than trying to 
help.” (p 7) 
 

 
1. Uniting’s false dichotomy between ‘law and 

order’ and ‘treatment and support’ is 
contradicted by the success of Sweden which 
had Europe’s highest drug use in the 1960s 
but the lowest by the 1990s using mandatory 
rehab, which coalesces treatment with court 
inducement 
 

 
“Treatment works. By refocusing the 
system on helping people, lives can be 
saved, money can be saved, and law 
enforcement resources can be redirected.” 
(p 7) 
 
“ . . . because the act of 
removing currently-existing sanctions could 
send a signal that drug use is now 
permissible. 
The experience of countries that have 
decriminalised use/possession is that this 
does not occur (see, for example, the 
discussion of Portugal in section 3 ahead).” 
(p 12) 
 

 
1. Uniting is referencing here the failed 

Portugal model where law enforcement 
funds were redirected into treatment.  
Portugal’s drug use rose 59% in 16 years, 
drug deaths increased by 59% and use by 
high school minors increased 60%.  
Australia’s Tough on Drugs prevention 
approach between 1998 and 2007 saw a 42% 
decrease in drug use (p 8) and a 75% 
decrease in overdose deaths (p 8). 

 
2. Increased drug use means more treatment, 

more mental health issues, more school 
drop outs, more workplace accidents, more 
abuse and neglect of children, as well as 
increased family violence and dysfunction. 

 

 
“ . . .many schemes only withhold criminal 
sanctions for the first few occasions a 
person is found in possession. This is 
presumably on the grounds that if a person 
is repeatedly found in possession, after 
having been provided with an alternative 
and a more lenient response, then it is 
appropriate for the full force of the 
criminal law to operate.” (p 11) 
 
Uniting calls for: 
“• No limit on the number of referrals (to 
treatment or education) a person may 
receive 
• No civil sanctions for non-compliance.” (p 
13) 
 
 

 
1. Uniting’s assertion that repeated violations of 

drug laws should not eventually attract a 
criminal penalty wrongly assumes that 
addiction is a disease, like leukemia, which 
may or may not be reversed.  Rather 
addiction is clearly a psycho-social issue 
where the choices of a drug user, albeit at 
times psychologically constrained by their 
addiction, are paramount 
 

2. Stripping meaningful consequences for 
repeated illicit drug use entails a quasi-
legalisation drug policy model simply 
because Uniting argues against even coerced 
treatment or rehab.  In this regime, the drug 
user controls Australian drug policy 
 

3. The 2019 NDSH Survey indicates 99% of 
Australians do not give their approval to the 
use of heroin, speed and ice, with cocaine 
(97%), ecstasy (96%) and cannabis (80%) 
indicating that Australians would rather live 
without drug use.  Australians clearly want 
LESS drug use, not more, whereas Uniting’s 
approach will only create more drug use, as 

https://www.drugfree.org.au/images/pdf-files/library/Cannabis/UNreviewSwedishDrugControl.pdf
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://www.aihw.gov.au/getmedia/b33ce462-6312-4b59-bef4-35dd30df3927/aihw-phe-145.pdf.aspx?inline=true
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/NDARC%20BULLETIN%20Opioid%20Deaths%202012.pdf
https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/data
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has happened with decriminalisation regimes 
before 
 

 
“A second rationale appears to be that 
removing criminal sanctions itself has risks. 
This may be either because criminal 
sanctions are presumed to be an effective 
and appropriate deterrent, or because the 
act of removing currently-existing sanctions 
could send a signal that drug use is now 
permissible.” (p 12) 
 

 
1. According to the 2019 NDS Household Survey 

73% of Australians say they have no interest 
in ever trying drugs. 32% of Australians say 
they will not try drugs because of their 
illegality – that means that drug laws are 
working nicely. 10% of Australians who have 
never used cannabis would try it for the first 
time if made legal, while another 3% of users 
would have it more often.  Illegality as 
deterrence is demonstrably evidenced 
 

 
“Given the fact that 43.2% of people over 
the 
age of 14 have used drugs in their lifetime 
(with 
16.4% in the past year), taking no action is 
a 
credible option, at least for the vast 
majority of 
people who use drugs and are not 
dependent.” (p 13) 

 
1. The statistics do not support Uniting’s 

assertion.  The very same 2019 survey they 
cite shows that 96-99% of Australians do not 
give their approval to the regular use of 
heroin, ice, speed, cocaine or ecstasy, with 
80% not giving their approval to regular 
cannabis use.  This means that 62%, the 
majority of past illicit drug users, agree on 
their futility and harm and no longer use 
them. Australian disapproval of drugs 
indicates they would prefer users not use 
drugs 
 

 
“There has been no major increase in drug 
use in Portugal in the nearly two decades 
since criminal penalties were removed, 
while rates of problematic use and use by 
adolescents has fallen, as have rates of 
drug-related deaths. Outcomes have also 
improved, with fewer people appearing 
before the courts, increased rates of people 
receiving drug treatment, and reduced 
social costs of drug misuse.” (p 16) 
 

 
1. Who has misled Uniting with these 

egregiously false statements about 
Portugal?   Portugal surveys their drug use 
every 5 years 
- use increased between 2001 and 2017 by 

59%, an alarming increase 
- overdose deaths increased 59%   
- use by high school minors rose 60% 
- overdose deaths increasing by 59% 

indicates opiate use has increased by 
roughly the same percentage – so 
problematic use demonstrably increased 

- when drug use is no longer a crime there 
is no need for courts or appearances -  
but that doesn’t stop the increased harm 
from increased drug use 

- social costs of drug use obviously rose 
with increased use and deaths 

- see Drug Free Australia’s document on 
Portugal with all the official data 

 
2. If Uniting is trying to infer decriminalisation 

does not increase drug use elsewhere, here 
are Australia’s own statistics of huge initial 
increases for SA (1987) and the ACT (1992) 
from a level of negligible baseline use (p 53), 

https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/data
https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/data
https://drugfree.org.au/images/pdf-files/homepagepdf/The_Truth_on_Portugal_December_2018.pdf
https://www.aic.gov.au/sites/default/files/2020-05/marijuana-in-australia-patterns-and-attitudes.pdf
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finally settling at the same levels as NSW and 
Victoria, which already had entrenched 
criminal networks selling cannabis 
 

 
 

The same happened in all US States that 
decriminalised as well as the Netherlands 
where virtual decriminalisation was pursued.  
WA decriminalised cannabis and then 
recriminalised recognising the damage 
cannabis was doing 
 

 
“However, we would hope and expect that 
decriminalisation would mean better 
access to help for parents whose drug 
dependency is impacting their parenting.” 
(p 17) 

 
3. The evidence is in, and Uniting is ignoring 

that the diversion of policing resources to 
‘treatment’ in Portugal only led to increased 
use of the most dangerous drugs along with 
increases in overdose deaths.  Australia’s 
Tough on Drugs prevention approach 1998-
2007 saw a 42% decrease in drug use (p 8) 
and a 75% decrease in overdose deaths (p 8). 
Children were the winners with these positive 

impacts. 

  

 

 

 

 

MISGUIDED ASSERTIONS 
 

Uniting Church statements Drug Free Australia response 
 
“For those who do not develop drug 
dependency, the current reliance on criminal 
sanctions puts at risk careers and 
opportunities.” (p 7) 
 

 
1. Uniting ignores the fact that drug users 

who don’t develop a debilitating 
dependency are often the agents 
promoting their drug use to others who 
will develop a debilitating dependency.  
They are part of the problem and have 
historically been treated as such 
 

https://drugfree.org.au/images/book-paper-pdf/Decriminalisation.pdf
https://www.aihw.gov.au/getmedia/b33ce462-6312-4b59-bef4-35dd30df3927/aihw-phe-145.pdf.aspx?inline=true
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/NDARC%20BULLETIN%20Opioid%20Deaths%202012.pdf
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“We believe that, among other things, good 
laws generally display the following 
characteristics: transparency, equity, focus and 
proportionality. Uniting proposes these 
principles should be applied to the legislation 
governing the possession and personal use of 
illegal drugs in NSW and the ACT. In fact, to not 
do so would, in our view, be an abrogation of 
good public policy making.” (p 8) 
 

 
1. These 'principles' are based on the 

misleading premise that 'drugs will 
always be here, so laws should be 
focused on reducing harm, rather than 
reducing and preventing initial use'. A 
more balanced approach is the 
alternative as laid out by Drug Policy 
Futures.  Of particular note are 
principles 4 and 5 of their listed 
Principles 
 

 
“The principle of equity supports the 
decriminalisation of the personal use of all 
prohibited drugs” (p 12) 

 
1. And unfortunately for Uniting, the same 

principle of Equity historically led to all 
illicit drug use being criminalised. They 
cannot therefore complain if cannabis 
use was treated as severely as heroin 
use 
 

 
“Drug dependency generally is a symptom of  
underlying vulnerability and disadvantage,  
and therefore sanctions like fines and  
community service are likely to exacerbate  
that disadvantage.” (p 15) 
 

 
1. This is a naïve statement and omits the 

fact that many who possess small 
quantities of drugs are actually in a 
network of people selling drugs to make 
money, only keeping small amounts in 
possession to pretend its for personal 
use. Taking away the ability to confiscate 
and the deterrent of possible civil 
sanctions will allow these business-
people to flourish and increase in 
numbers. 
 

 
“The question is, in a decriminalised system 
where there are no criminal sanctions for 
possession/use on its own, should 
possession/use remain an aggravating factor 
when other crimes are charged?” (p 17) 
 

 
1. In cases where drug induced violence, 

particularly due to cannabis or ice is 
concerned, the causality of an addiction 
should not go without penalty or 
coerced rehab.  
 

 
“The more serious a person’s drug 
dependency, the more likely it will be 
that their use does not exist in isolation, 
but is a symptom of deeper social and 
psychological issues or part of a reinforcing 
complex of structural vulnerabilities. 
Therefore, people with drug dependency 
may have difficulty making good decisions 
about their own long-term best interests 
and compounding this by adding fines or 
orders for non-compliance helps no one.” (p 15) 
 

 
1. This kind of thinking comes from the 

same George Soros-funded irrationality 
that seeks to empty prisons of people 
doing real crimes.  The fact is that the 
harms done by drug use to families and 
community are a crime, and must be 
treated as such with penalties and 
coerced rehab. 

 
“A staged approach would  
probably be required, starting with the removal  

 
1. Uniting again ignores the fact that 

traffickers of large quantities of drugs 

http://drugpolicyfutures.org/
http://drugpolicyfutures.org/
http://drugpolicyfutures.org/about-us/
https://www.dymocks.com.au/book/tell-your-children-by-alex-berenson-9781982103675
https://www.sciencedirect.com/science/article/abs/pii/S0376871619306039
https://neonnettle.com/news/14507-convicted-gang-murderer-toasts-soros-backed-da-for-expected-early-release-watch
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of criminal sanctions for possession/use  
under the threshold quantity, and the gradual  
replacement of threshold quantities with other  
criteria for determining supply/trafficking in  
due course.” 
 

use syndicates of  individual 'pushers or 
mules' so that, if caught, they claim 
'possession for personal use'.  

 

 
 

 



TWO DRUG INTERVENTIONS FAILING TO 
DEMONSTRATE SCIENTIFIC EFFECTIVENESS 

ACT’s contemplated directions for injecting rooms and pill testing 
must be according to evidence-base science 

 
 

 
 
 
 
 
 

 
 
 
 
 

Central Issues  
& 

Compiled Evidence 

1. The only rigorous systematic review of injecting rooms to date, where one study found
reductions in overdoses at the community level (Canada), reductions in ambulance
callouts (Australia – one study) and reductions in crime (Canada – one study) relies
entirely on discredited research

a. The Canadian study concealed a tripling in police numbers with Insite’s
introduction which removed drug dealers and associated overdoses to other
areas of Vancouver, and which entirely explains any reduction in overdoses

b. The Sydney study recorded a 31% reduction (against control) in ambulance
callouts by day, but a 70% reduction at night.  This demonstrates that the
reductions were not due to the injecting room which is a daytime operation

c. The Canadian study recording reductions in crime concealed the tripling in police
numbers at Insite’s introduction.  It also concealed changes in policing policy
away from a philosophy of ‘containment’ to one of ‘zero tolerance.’  All
reductions in crime are explained by the changed policing methods

2. The only studies on ecstasy deaths in Australia indicate that ecstasy itself causes
almost every pill death, while pill testing does in fact promote ecstasy use – the very
substance causing almost all Australian party pill deaths

PART B
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DRUG FREE AUSTRALIA 
 
 

THE SCIENCE DEMONSTRATING INEFFECTIVENESS 
 
 

Executive Summary 
 

 

1. The science on injecting rooms shows no demonstrated 
effectiveness across all legislated outcomes 

 
The only rigorous review on injecting rooms to date 
found reductions in  
 

1. overdoses 
2. ambulance callouts  
3. crime 

 
However, Drug Free Australia has irrefutably 
demonstrated that the Vancouver study on overdose 
reductions it relies on is contradicted by Vancouver’s 
official statistics.  Additionally the then Police 
Commander John McKay recounts a permanent 
tripling of police numbers with Insite’s introduction 
and a permanent change in policing philosophy from 
one of ‘containment’ to one of ‘zero tolerance’ at that 
time.  The policing displacing drug dealers, drug 
buyers and their overdoses to other areas of 
Vancouver fully explains the 35% reduction in 
overdoses found around Insite. 
 
The Australian study on reduced ambulance callouts 
failed to note that there were superior reductions at 
night when measured against the control area of the 
rest of NSW (70% reduction) when the injecting facility 
was closed compared to the hours it was open (31% 
reduction against control), thus discrediting its 
conclusions. 
 
The study that claimed reduced crime in Vancouver 
concealed the seismic changes in policing and tripling 
of numbers, thus falling to the same criticisms levelled 
against the above study on reduced overdoses. 
 
Thus no positive outcomes have been demonstrated 
for injecting rooms in rigorous scientific studies. 

 
The recent June 2020 review of the Melbourne MSIR 
shows that the facility failed against all legislated 
outcomes, while simultaneously increasing crime in 
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the North Richmond area such that there is a 
complaint regarding these increases on the Victorian 
Police Association website. 

 
 
2. The only studies on ecstasy deaths in Australia indicate 

that ecstasy itself causes almost every pill death, while 
pill testing does in fact promote ecstasy use – the very 
substance causing almost all deaths 
 

Pill testing doesn’t address the causes of ecstasy 
deaths: 
 
1. It cannot identify individual vulnerabilities to 

ecstasy that cause deaths 
2. It doesn’t identify other co-used drugs such as 

alcohol or amphetamines which make ecstasy 
deadly 

3. It can’t identify which ecstasy user will have an 
ecstasy-fuelled accident (mostly car accidents) 

 

 
The evidence supporting the failure of both interventions is found in the following pages 
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EVIDENCE DEMONSTRATING INEFFECTIVENESS - 1 
 
 
 
 
 

INJECTING ROOMS 
 

 
The science on injecting rooms shows no 
demonstrated effectiveness across all legislated 
outcomes 

 
The only rigorous review on injecting rooms to date found 
reductions in  
 

1. overdoses 
2. ambulance callouts  
3. crime 

 
However, Drug Free Australia has irrefutably 
demonstrated that the Vancouver study on overdose 
reductions it relies on is contradicted by Vancouver’s 
official statistics.  Additionally the then Police Commander 
John McKay recounts a permanent tripling of police 
numbers with Insite’s introduction and a permanent 
change in policing philosophy from one of ‘containment’ 
to one of ‘zero tolerance’ at that time.  The policing 
displacing drug dealers, drug buyers and their overdoses 
to other areas of Vancouver fully explains the 35% 
reduction in overdoses found around Insite. 
 
The Australian study on reduced ambulance callouts failed 
to note that there were superior reductions at night when 
measured against the control area of the rest of NSW (70% 
reduction) when the injecting facility was closed compared 
to the hours it was open (31% reduction against control), 
thus discrediting its conclusions. 
 
The study that claimed reduced crime in Vancouver 
concealed the seismic changes in policing and tripling of 
numbers, thus falling to the same criticisms levelled 
against the above study on reduced overdoses. 
 
Thus no positive outcomes have been demonstrated for 
injecting rooms in rigorous scientific studies. 

 
The recent June 2020 review of the Melbourne MSIR 
shows that the facility failed against all legislated 
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outcomes, while simultaneously increasing crime in the 
North Richmond area such that there is a complaint 
regarding these increases on the Victorian Police 
Association website. 

 
 

 

 
The science of injecting room ineffectiveness 

 
Reviews of scientific evaluations of SIFs (Kerr et al., 2007; McNeil and Small, 
2014; Potier et al., 2014; Garcia, 2015; Kennedy,  Karamouzian, and Kerr, 2017; 
May et al., 2018 (retracted); Kilmer et al., 2018), have reported positive outcomes 
across a range of evaluated criteria, but most have used studies which 
methodologically fail to demonstrate the effectiveness of SIFs to alter 
individual or population-level outcomes.  Just two reviews, May et al. 2018 
and Kilmer et al. 2018 (RAND Corporation) included only studies with a quasi-
experimental design using control groups/areas, with May et al. subsequently 
being retracted because of “methodological weaknesses linked to the pooling of 
diverse outcomes into a single composite measure” (International Journal of Drug 
Policy, 2018) but not for its selection criteria of high-quality studies on Safe 
Injection Facility effectiveness. 
 
The RAND Corporation similarly identified nine studies with quasi-experimental 
design, noting that four of the earlier studies had been superseded by others 
within the remaining five which studied the same outcomes with longer time 
series in the same locations.  This effectively reduced the available number of 
reviewed studies to just five which are limited to overdose-related outcomes, 
discarded injecting equipment and crime.  These studies examined SIFs in only 
three cities – Sydney, Vancouver and Barcelona, where the latter’s two studies 
gave conflicting results. 

 
Of these five studies: 

• Marshall et al. found a 35% reduction in opiate overdose fatalities in the 
immediate area surrounding Vancouver’ s Insite  

• Salmon et al. 2010 found a greater reduction in ambulance callouts for 
overdose in the Kings Cross postcode housing the Sydney MSIC than for 
the rest of New South Wales  

• Donnelly and Mahoney found a null effect of the Sydney MSIC on crime 
in the Kings Cross neighbourhood 

• Myer and Belisle found a significant reduction in property and violent 
crime in the area surrounding Vancouver’s Insite immediately after its 
opening 

• Espelt et al. 2017 had conflicting results regarding discarded injecting 
equipment 
 

These results led to the Rand Corporation review delivering a largely positive 
report concerning the possibility of implementing SIFs in the United States where 
no such facilities currently exist.  However the Rand review did not scrutinise the 
‘positive’ studies for errors nor for silences on confounders that would destroy the 
conclusions made by the studies’ researchers. 
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RAND review relied on discredited studies 
 

Two of the studies demonstrating the supposed effectiveness of a Medically 
Supervised Injecting Centre in reducing overdose mortality (Marshall et al. Lancet 
2011) and ambulance overdose callout reductions (Salmon et al. Addiction 2010) 
both demonstrate either incompetence on the part of the researchers or possibly 
fraudulent intent, and yet likewise form the centre of the other major literature 
review to that date (see the 2014 review by Potier, C., et al., Supervised injection 
services: What has been demonstrated? A systematic literature review. Drug 
Alcohol Depend. (2014), http://dx.doi.org/10.1016/j.drugalcdep.2014.10.012  as 
displayed below).   
 

 
 
 
A third Canadian study used by the RAND review, which tracked changes in 
property and violent crime, likewise exhibits either incompetence or fraudulent 
intent, seeing as its same authors had previously covered the seismic policing 
changes in a 2004 CMAJ study https://www.cmaj.ca/content/170/10/1551.full 
which tracked the actual displacement of dealers to other areas within 
Vancouver precisely due to the tripling of police numbers and the new zero 
tolerance approach (see the screen shot below of the CMAJ study Abstract and 
researchers involved).  The Police Commander of that time, John McKay, has put 
in writing that the police particularly targeted property and violent crime. 
 

http://dx.doi.org/10.1016/j.drugalcdep.2014.10.012
https://www.cmaj.ca/content/170/10/1551.full
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It thereby emerges that the only studies which are quasi-experimental and which 
display sufficiently designed research are all, each and every one, exhibiting 
omissions or silences which leave only two conclusions – the researchers were 
either inept or were fraudulent because all expressly avoided locally-known 
information that would destroy the findings of their study.  This points to a strong 
possibility of bias controlling the published results. 
 
The table below summarises the issues which remove confidence in the 
conclusions of each of these studies on injecting room effectiveness. 
 

Studies ostensibly demonstrating 
effectiveness 

Issues with these studies 

 
Marshall et al. found a 35% reduction in opiate 
overdose around Vancouver’s Insite 

 
Statistics from the British Columbia Coroner 
show that deaths increased in Vancouver after 
Insite opened, as well as in the local DTES 
area.  Any reductions in deaths immediately 
around Insite were due to the tripling of police 
numbers driving drug dealers away from the 
area, as per Drug Free Australia’s letter to 
Lancet which was published in January 2012 
by that journal 
 

 
Salmon et al. 2010 found a greater reduction in 
ambulance callouts for overdose  

 
Data from this study shows a 31% decrease in 
ambulance callouts in Kings Cross when 
compared to the rest of NSW.  However, at 
night when the Centre was closed, reductions 
were 71% better than the rest of NSW.  This 
points to the success of sniffer dog policing 
introduced 1 month after the MSIC opened, 
which was more active at night than be day, 
and which alone explains any decreases in 
ambulance callouts 
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Donnelly and Mahoney found a null effect of the 
Sydney MSIC on crime in the Kings Cross 
neighbourhood 

 
These studies failed to mention the 
introduction of sniffer dog policing 1 month 
after the MSIC opened.  This policing drove 
drug dealers and buyers and their overdoses 
(which normally occur within close proximity to 
where drugs are purchased) into neighbouring 
Darlinghurst, where overdoses increased at a 
comparable rate to decreases in Kings Cross 
 

 
Myer and Belisle found a significant reduction in 
property and violent crime in the area 
surrounding Insite immediately after its opening 

 
This study did not test for the effect of a tripling 
in police numbers and a newly adopted zero 
tolerance approach at Insite’s introduction, 
which specifically targeted property and violent 
crime as well as drug dealing 
 

 
 
 
 
 

The silences and omissions in the two Vancouver studies 
 
The 2011 Marshall et al. Lancet study so central to these positive reviews 
spuriously claimed that Insite likely reduced overdoses in Vancouver by 9% 
despite official BC Coroners’ stats showing clear increases in ODs for Vancouver 
after Insite’s 2003 opening as per screenshot of the BC Coroner’s document 
immediately below.  Drug Free Australia corrected Lancet on these statistics in a 
full page letter printed by Lancet in its January 2012 issue (See Appendix A). 
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The previous screen shot was originally on the BC Coroner’s website at: 
http://www.pssg.gov.bc.ca/coroners/publications/docs/stats-illicitdrugdeaths-
1997-2007.pdf      
Now found at: 
https://web.archive.org/web/20120321162004/http://www.pssg.gov.bc.ca/coroner
s/publications/docs/stats-illicitdrugdeaths-1997-2007.pdf 
 

 
 
 
The same study also claimed overdose reductions by 35% in the area 
immediately surrounding Vancouver’s Insite.  Drug Free Australia’s 
Australian/Canadian team of epidemiologists and addiction specialists 
demonstrated in 2012 that Marshall et al. had concealed the tripling of police 
numbers around Insite in 2003,1 particularly in light of the Lancet authors 
falsely counter-claiming (Appendix B) that this was a temporary policing 
arrangement finishing once Insite opened when in fact it was permanent,2 as 
attested by the DTES Area Commander at that time, John McKay (See Appendix 
C) who in 2011 said that the approach was still in place.  It is also attested by the 
very same document cited by the Lancet researchers in their Lancet 
correspondence, addressing the Drug Free Australia letter.  They claimed that 
the document ‘Confident Policing’ had recorded that the policing crackdown 
commencing 6 months before Insite opened ceased weeks after Insite opened.  
However ‘Confident Policing’ clearly agrees with the Police Commander. 

 
1 https://drugfree.org.au/images/13Books-FP/pdf/Lancet_2011_Insite_Analysis.pdf, 
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60054-3.pdf?code=lancet-site  
2 https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60055-5.pdf  

http://www.pssg.gov.bc.ca/coroners/publications/docs/stats-illicitdrugdeaths-1997-2007.pdf
http://www.pssg.gov.bc.ca/coroners/publications/docs/stats-illicitdrugdeaths-1997-2007.pdf
https://web.archive.org/web/20120321162004/http:/www.pssg.gov.bc.ca/coroners/publications/docs/stats-illicitdrugdeaths-1997-2007.pdf
https://web.archive.org/web/20120321162004/http:/www.pssg.gov.bc.ca/coroners/publications/docs/stats-illicitdrugdeaths-1997-2007.pdf
https://drugfree.org.au/images/13Books-FP/pdf/Lancet_2011_Insite_Analysis.pdf
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60054-3.pdf?code=lancet-site
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60055-5.pdf
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https://www.vancouveragreement.ca/wp-
content/uploads/ConfidentPolicing2004sm.pdf  

 
Such policing served to disperse drug dealers away from the area around Insite, 
reducing crime and loitering, and of course ODs as users purchased their drugs 
elsewhere.  Policing alone was shown to be demonstrably capable of reducing 
overdoses around Insite by 35%.3  This then additionally collapses the 
Vancouver study describing reduced crime around Insite, the result of 
tripled policing which changed from a philosophy of containment to one of 
zero tolerance 6 months before Insite opened. 
 
The Vancouver study claiming decreases in crime with the introduction of Insite 
falls to the same omissions and silences, given that the authors demonstrably 
knew of the policing changes given their coverage of the displacement effect it 
created in 2003 https://www.cmaj.ca/content/170/10/1551.full. 
 
 
 
 

The error of the Kings Cross ambulance study 
 

The 2010 Salmon et al. Addiction study, which claimed a 31% greater reduction 
in overdose ambulance callouts for Kings Cross (80%) than for the rest of NSW 
(61%) when Australia’s heroin drought ensued, failed to note that there were 
significantly greater reductions in ambulance callouts during nighttime hours, 
where Kings Cross, where reductions in Kings Cross (71% at night) was a full 
70% better than the rest of NSW (42% reduction at night) when the injecting 
room was closed.4  This can be clearly seen in the ringed cells on the 
spreadsheet below and the screenshot of the study’s actual data beneath it. 
 

 
3 https://drugfree.org.au/images/13Books-FP/pdf/Lancet_2011_Insite_Analysis.pdf 
4 https://www.drugfree.org.au/images/13Books-FP/pdf/2017InjectingRoom.pdf  

https://www.vancouveragreement.ca/wp-content/uploads/ConfidentPolicing2004sm.pdf
https://www.vancouveragreement.ca/wp-content/uploads/ConfidentPolicing2004sm.pdf
https://www.cmaj.ca/content/170/10/1551.full
https://drugfree.org.au/images/13Books-FP/pdf/Lancet_2011_Insite_Analysis.pdf
https://www.drugfree.org.au/images/13Books-FP/pdf/2017InjectingRoom.pdf
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This irrefutably indicates reductions were not due to the MSIC, and suggests it 
was rather due to sniffer dog policing introduced one month after the MSIC 
opened, where sniffer dogs were used extensively at night 
https://www.zdnet.com/article/sniffer-dog-avoidance-a-wireless-app-with-bite/ 
and in the early morning hours when the MSIC was closed 
https://www.parliament.nsw.gov.au/Hansard/Pages/HansardResult.aspx#/docid/
HANSARD-1323879322-25542/link/11. 

 
 
 
 

The Kings Cross crime study omissions 
 
Any null effect of the MSIC on crime in the area, found in three of the RAND 
review studies they cited, can be slated to changed policing, just as was the case 
for Vancouver’s Insite.  
 
Thus four studies on SIS/SIF/MSIR impacts on crime in their immediate 
area are voided due to the effect of increased police operations.5  The 

 
5 Wood et al. 2004; Fitzgerald et al. 2010; Milloy et al. 2009; Wood et al. 2006a; Freeman et al. 2005 

https://www.zdnet.com/article/sniffer-dog-avoidance-a-wireless-app-with-bite/
https://www.parliament.nsw.gov.au/Hansard/Pages/HansardResult.aspx#/docid/HANSARD-1323879322-25542/link/11
https://www.parliament.nsw.gov.au/Hansard/Pages/HansardResult.aspx#/docid/HANSARD-1323879322-25542/link/11
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upshot is that there is no science which supports injecting room causing 
decreased crime. 
 
 
 
 

Summary of shortcomings of the quasi-experimental studies 
 
Every one of the studies that purport to show injecting room effectiveness 
exclude or minimise very significant changes in policing, where all policing sought 
to remove drug dealers from the immediate area around injecting room sites.  
Because opiate users tend to overdose in the immediate vicinity of their drug 
purchase, and most often within a short period of time after the purchase, 
overdoses and ambulance callouts for overdose are inevitably removed from the 
injecting room area as a result of heightened policing, which likewise discourages 
crime in the area. 
 
 
 
 

Latest MSIR review well-illustrates the failure 
 
The recently released review of the North Richmond Medically Supervised 
Injecting Room (MSIR) evaluated the performance of the facility against its six 
legislated objectives, with the review's own data and comments demonstrating 
failure on five of the six objectives, despite rosier media reports indicating 
otherwise.  The facility has also been associated with increases in drug-related 
crime. 
 
The review records the following regarding its six objectives (please note the 
verbatim comments by the MSIR reviewers within the quotation marks): 
 

1. Reduce discarded needles on streets - "Local people record no 
difference in seeing discarded injecting equipment" (p 76 of the review)  
 

2. Improve public amenity - "significantly fewer residents and business 
respondents reported feeling safe walking alone during the day and after 
dark due to concerns about violence and crime . . . " (p 85)  

 
3. Reduce the spread of blood-borne viruses - "There is not a significant 

difference between MSIR service users and other people who inject 
drugs in reporting that they had injected with someone's used 
needle/syringe in the previous month." (p 100)  

 
4. Referrals to treatment and other services - "in the first year of 

operation (the MSIR) has not demonstrated higher levels of service take-
up for MSIR users as compared with other people who use drugs." (p 
48).  

 
5. Reduce heroin deaths - Figure 17 on p 45 of the review shows that 

there were 12 heroin deaths within 1 km of the MSIR the year before it 
opened, and 13 the year after.  Figure 19 on p 47 shows that for the top 
5 Local Government Areas for heroin deaths in Melbourne there was a 
cumulative 65 deaths before the MSIR opened and 67 in its first year. 

https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://www.miragenews.com/review-panel-finds-medically-supervised-injecting-room-is-saving-lives/
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
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Clearly there is no observable reduction in heroin deaths in Melbourne or 
North Richmond in its first year of operation.  Furthermore, had the 
112,831 heroin injections in the MSIR over 18 months happened on the 
streets of North Richmond, there would, according to Australian 
statistics, have been only one death to be expected, indicating that the 
MSIR spent $6 million to save only one life, an extremely expensive 
failure. 

  
6. Reduce ambulance and hospital attendances - On the streets of 

Melbourne, 112,831 opiate injections would have produced 26 
overdoses, (25 non-fatal and 1 fatal) according to an important Australian 
study (see p 59).  Of these 19 would likely have been attended by an 
ambulance.  Comparing 18 months before and after, the MSIR would 
therefore have reduced ambulance callouts by just 5%.  Yet the review 
egregiously claims reductions of 36%, which were clearly due to 
heightened police operations arresting drug dealers in the vicinity of the 
MSIR, sending drug dealers elsewhere to ply their trade.  Because users 
most often overdose near where they bought their drugs (p 83), 
ambulance callouts were clearly the result of policing, which nullifies (see 
footnote on p 67) the review's spurious claims regarding callouts.  
Additionally, analysis of heroin OD presentations at nearby St Vincent's 
Hospital "found that the number of heroin overdose cases did not change 
significantly after the facility opened." (p 74) 

 
Adding to the failure against objectives listed above, police complained of 
increasing crime around the MSIR, and residents of a honey-pot effect where 
drug dealers were drawn to the streets outside the MSIR. 
 

https://www.parliament.vic.gov.au/images/stories/committees/lrrcsc/Drugs_/Final_-_Victorian_Governement_Response_to_the_Parliamentary_Inquiry_into_Drug_Law_Reform__X1wNyVpZ.pdf
https://www.uniting.org/content/dam/uniting/documents/community-impact/uniting-msic/MSIC-final-evaluation-report-2003.pdf
https://www.heraldsun.com.au/news/victoria/police-target-drug-traffickers-and-crime-in-richmond-during-operation-apollo/news-story/c7b10e05340619b9282588ca81889bd9
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://apo.org.au/sites/default/files/resource-files/2020-06/apo-nid306054.pdf
https://tpav.org.au/news/journals/2019-journals/june/safe-injecting-rooms
https://www.heraldsun.com.au/news/victoria/police-target-drug-traffickers-and-crime-in-richmond-during-operation-apollo/news-story/c7b10e05340619b9282588ca81889bd9
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EVIDENCE DEMONSTRATING INEFFECTIVENESS - 2 
 
 
 
 
 
 

PILL TESTING 
 

The only studies on ecstasy deaths in Australia 
indicate that ecstasy itself caused almost every pill 
death, while pill testing does in fact promote ecstasy 
use – the very substance causing almost all deaths 
 

Pill testing doesn’t address the causes of ecstasy deaths: 
 
1. It cannot identify individual vulnerabilities to ecstasy that 

cause deaths  
2. It doesn’t identify other co-used drugs such as alcohol or 

amphetamines which make ecstasy deadly 
3. It can’t identify which ecstasy user will have an ecstasy-

fuelled accident (mostly car accidents) 

 

 

 

 

Two Australian studies show ecstasy itself causal of most deaths 
 

In January 2020 data on 392 ecstasy-related deaths between July 2000 and 
November 2018 was published in the International Journal of Drug Policy (see 
Appendix D).  This study extended the data beyond the MDMA-related deaths 
from July 2000 and December 2005 examined in the only other Australian study 
https://pubmed.ncbi.nlm.nih.gov/19604654/ of ecstasy deaths. 
 
There were three main causes of deaths.  14% of deaths were caused by 
ecstasy alone, often due to individual vulnerabilities to the drug.  Anna Wood took 
an ecstasy pill from the same batch as four friends, but only she died, no doubt 
from an individual vulnerability.  It was not an overdose because the science 
clearly shows that ecstasy overdose is in fact rare.  48% of deaths were from 
ecstasy being co-consumed with other legal or illegal drugs such as alcohol, 
amphetamines or cocaine which create deadly synergies.  A further 29% were 
from accidents due to ecstasy/other drug intoxication, mostly car accidents. 
 
 
 
 

Very few deaths from adulterant drugs mixed with ecstasy 
 
No more than 5% of Australian ecstasy-related deaths, according to the above 
study, were from other exotic drugs mixed into ecstasy pills.  Obviously, it is not 

https://pubmed.ncbi.nlm.nih.gov/31865118/
https://pubmed.ncbi.nlm.nih.gov/19604654/
https://dancesafe.org/mdma-related-deaths-stop-calling-them-overdoses/
https://pubmed.ncbi.nlm.nih.gov/31865118/
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clear at autopsy whether these other exotic drugs caused the death, or whether it 
was the ecstasy in the pill. 
 
 
 
 

 Very few deaths from party drugs other than ecstasy 
 
Drug Free Australia has identified a handful of MDMA-related deaths that lie 
outside of the years 2000 to 2018, with 6 PMA deaths in South Australia in the 
mid-1990s.   
 
Again there are a handful of deaths from party drugs other than ecstasy, with a 
number of NBOMe deaths identified by Google search between 2012 and 2016, 
where evidence indicates the deceased users knew what they were taking.  
Notably, three Melbourne deaths in January 2017 were caused by pills containing 
NBOMe and 4-FA but it is questionable whether these drugs would have been 
delineated by the Bruker Alphas used for the Canberra pill testing trials simply 
because this mobile equipment often fails in identification where there are 
multiple drugs in a pill (Written advice from toxicologist Dr Andrew Leibie as 
contained in DFA document “Why-have-pill-testing-when-most-ecstasy-deaths-
are-from-normal-doses-of-MDMA). 
 
 
 
 

Pill testing does not address the real causes of MDMA deaths 
 

With at least 95% of Australian deaths caused or co-caused by ecstasy itself, pill 
testing fails to address the causes of most MDMA-related deaths. 
 
 

Causes of MDMA-related deaths Pill testing applicability 

Individual vulnerabilities to MDMA Pill testing cannot test for individual 
vulnerabilities 

MDMA used with alcohol, cocaine 
etc 

Pill testing tests pills, not user blood 
samples 

Accidents, mostly car accidents Pill testing will not stop MDMA-
related accidents 

 
 
Pill testing might prevent that 5% of deaths, but very good evidence from the 
second Canberra pill-testing trial indicates that it would do nothing to stop the 
other 95% of deaths.  Worse, pill testing increases the likelihood that the drug 
responsible for almost all Australian party pill deaths will be taken by those who 
have purchased it. 
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Pill testing can’t advise an appropriate dose  
 
Pill Testing Australia is now calling for governments to buy them new equipment 
that can measure the purity and dose in an MDMA pill, saying they need to 
advise users on how to more safely moderate their doses.  
 
Given that every person metabolises the MDMA in their ecstasy pill 
differently there will be blood concentrations which will differ tenfold for 
roughly the same amount of MDMA taken. The graph below from this South 
Australian study shows the blood MDMA concentrations for 49 ecstasy users, 
NONE of which died in the study, against the amount of carefully measured 
MDMA they ingested.  
 
The light blue shaded area in the graph below shows the blood concentration 
range for 196 of the 392 MDMA-related Australian deaths (the lower 50%) 
between 2001 and 2018 (30 - 450 ng/ml – see this and the Roxburgh study 
previously detailed above for the range). As can be clearly seen, even small 
doses of MDMA (80-90 mgs) yield blood concentrations well ABOVE the levels 
which caused 50% of our Australian ecstasy deaths. Notice that ingestion of just 
100-115 mg of ecstasy gives blood levels ranging tenfold from 120 – 1040 ng/ml. 
When it is considered that of 125 – 150 mg of ecstasy can be routinely used for 
experimental PTSD research with no ethics approval problems, such individual 
differences against toxic levels makes advice on dose absurd. 
  
Festivals do not need pill testers advising on dose. All that is needed is a large 
photo of a decedent at each festival captioned – “this ecstasy user died after 
taking ¼ of a pill”. Messages on what to look for when someone is hyperthermic 
or toxically affected by ecstasy can be delivered via all sorts of social media and 
screens at festivals. No need for pill testing at all. 
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The clincher - users MORE likely to take ecstasy after pill testing 
 

The Australian National University evaluation of the 2019 Canberra pill testing 
trial confirms that the methods used by Pill Testing Australia to classify 
substances they identify is actually increasing the likelihood the user will take that 
substance.  
 
When pill testing identifies a substance to be what the user thought they had 
purchased, the substance is given an "all-clear" white card which is displayed on 
a noticeboard in the pill testing tent, declaring it to not contain substances 
"associated with increased harm / multiple overdoses / death" (see p 11).  If a 
'dangerous' drug is identified, it is given a red card.  
 
Yet while the evaluation stated that "most of the patrons had a generally accurate 
perception of the contents" of their pills before testing, it also states that "those 
who received a test result confirming the substance to be what they 
thought it was were likely to take as much or more than originally intended" 
and "concordance between expectation and identification is associated 
with stable or increased intention to take a substance."   
 
When it is considered that 90% of the 158 pills presented in the trial contained 
ecstasy, the drug found in Dr Amanda Roxburgh's study to be responsible for 
almost all of the 392 MDMA-related deaths in Australia between 2000 and 2018, 
the symbolics of a white card rather than the red card it deserves makes it clear 
why a user would be more likely to use it after the pill has been tested. 
 
Pill testing clearly sends all the wrong messages which will only increase 
party drug deaths in Australia. 
 
 
 
 

Pill testing counselling failed to deter use   
 
The same evaluation as described above also confirms that only seven pills were 
discarded by users after pills were tested, each containing N-ethylpentylone, 
which would likely come from a batch or batches of 200 or more pills each 
somewhere in Canberra or Australia which has caused no hospitalisations or 
deaths.   
 
Pill Testing Australia claims that they tell users of the dangers of ecstasy but 
there was no evidence of counsellors dissuading any user from taking their 
tested pill, with not one ecstasy user recorded discarding their pills, evidencing 
zero behaviour change.   
 
Drug Free Australia asserts that it is too late to be telling ecstasy users that their 
substance is dangerous saying the horse has bolted once they have spent $100 
purchasing it, and the real need is government-funded social media campaigns 
telling the truth about ecstasy before they make the cash outlay. 
 
 
 
 

 

https://www.health.act.gov.au/sites/default/files/2019-12/ACT%20Pill%20Testing%20Evaluation%20report%20FINAL.pdf
https://www.harmreductionaustralia.org.au/wp-content/uploads/2018/06/Pill-Testing-Pilot-ACT-June-2018-Final-Report.pdf
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Pill testing a failure in England/Wales 
 

Statistics from England and Wales show that the introduction of pill testing did not 
produce any reduction in deaths as promised, nor did it appear to change the 
behaviour of users by getting some to quit using ecstasy, as also forecast by its 
advocates.  While European countries have poor to non-existent statistics on 
ecstasy deaths, the UK keeps up-to-date figures.  Pill testing operated by "the 
Loop" began in 2013 and by 2016 began expanding into 12 music festivals with 
government assent.  In 2013 ecstasy was used by 1.2% of the population, rising 
significantly to 1.7% by 2017/18 (see Table 1.02).  In 2013 there were 43 ecstasy 
deaths, more than doubling to 92 deaths in 2018. 
Harm Reduction Australia's specious campaign to establish an intervention that 
provides little to no protective effect for ecstasy users will continue to mislead 
young Australians, broaden the pool of novice users and lead to more needless 
deaths.   
 
Drug Free Australia notes that any ACT move towards pill testing at festivals or a 
permanent site in Canberra will not in any way address the problem of pill tests in 
the ACT. 
 
Only public education campaigns will alert ecstasy users to the dangers of the 
substance they are using. 

 
 

http://www.emcdda.europa.eu/data/stats2018/drd
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/728748/drug-misuse-1718-tables.xlsx
https://www.statista.com/statistics/470824/drug-poisoning-deaths-mdma-ecstasy-in-england-and-wales/


Drug Free Australia 

EVIDENCE 

EVIDENCEEVIDENCEEVIDENCE 

19 

 

APPENDICES 
 
 
 
 
 

Appendix A   Letter published in 2012 Lancet disproving the 2011 study 
Appendix B  Reply by Lancet authors falsely claiming crackdown ended 

Also text from the same policing report which shows that they 
were untruthful in their claim that police crackdowns ceased as 
of September 2003 

Appendix C  Letter to Lancet by Police Commander John McKay  
Appendix D  Roxburgh study on 392 ecstasy-related deaths in Australia 
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Submissions should be 
made via our electronic 
submission system at 
http://ees.elsevier.com/
thelancet/

An extended analysis is available online. We declare 
that we have no confl icts of interest.
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study. Lancet 2011; 377: 1429–37.

2 Ministry of Public Safety and Solicitor General. 
Illicit drug deaths 1997 to 2007. http://www.
pssg.gov.bc.ca/coroners/publications/docs/
stats-illicitdrugdeaths-1997-2007.pdf 
(accessed Dec 7, 2011).

3 Wood E, Stoltz JA, Li K, Montaner JS, Kerr T. 
Changes in Canadian heroin supply coinciding 
with the Australian heroin shortage. Addiction 
2004; 101: 689–95.

4 Kerr T, Fairbairn N, Tyndall M, et al. Predictors 
of non-fatal overdose among a cohort of 
polysubstance-using injection drug users. 
Drug Alcohol Depend 2007; 87: 39–45.

5 Wood E, Spittal PM, Small W, et al. 
Displacement of Canada’s largest public illicit 
drug market in response to a police 
crackdown. CMAJ 2004; 170: 1551–56.

6 Milloy MJ, Wood E, Reading C, Kane D, 
Montaner J, Kerr T. Elevated overdose 
mortality rates among First Nations 
individuals in a Canadian setting: a 
population-based analysis. Addiction 2010; 
105: 1962–70.

Overdose deaths and 
Vancouver’s supervised 
injection facility

The report by Brandon Marshall and 
colleagues (April 23, p 1429),1 in which 
it is claimed that the opening of a 
supervised injection facility on Sept 21, 
2003, in Van couver, BC, Canada, was 
associated with a 35% decrease in 
overdose deaths in its immediate 
surrounding, contains serious errors.

The claim that all overdose deaths in 
Vancouver declined between 2001 and 
2005 is strongly aff ected by the highly 
questionable inclusion of the year 
2001—a year of much higher heroin 
availability and overdose fatalities 
than all subsequent years. A study 
period starting from 2002 in fact 
shows an increasing trend of overdose 
deaths both for Vancouver and for the 
Downtown Eastside area in which the 
facility, Insite, is situated (fi gure),2 the 
control areas compared in Marshall 
and colleagues’ study.

Curiously, the higher availability of 
heroin up until 2001, which declined 
by 2002 and which has remained low 
since that year, was specifi cally tracked 
in two previous articles3,4 by three of 
the current paper’s researchers and 
therein treated as extraordinary. In 
their latter 2007 study,4 the aforesaid 
three researchers noted that, in a large 
cohort of Vancouver drug users, 21% 
had reported non-fatal overdoses 
in the previous 12 months in 1997, 
dropping to 12% at the beginning of 
2001 and to 5% by the end of 2001, 
rising to 6% in 2004. They clearly 
point to reduced heroin supply as the 
reason, and yet in the Lancet paper 
specifi cally state that “we have no 
evidence that signifi cant changes in 
drug supply or purity occurred during 
the study period”, which of course was 
2001 to 2005.

Of even greater concern is the 
statement in the Lancet paper that 
“we know of no changes in policing 
policy that could have confounded 
our results”. Again, three of the 

researchers were so well appraised of 
major policing changes in the area 
immediately around Insite during 
2003, the same year it opened, that 
they wrote a 2004 article tracking 
the “displacement” of drug users 
out of the policed area around Insite 
and into other areas of Vancouver.5 
In that article they record counts of 
discarded needles reducing by 46% 
in the policed areas whereas needle 
counts in other areas of Vancouver 
increased by similar proportions. 
Most of the overdoses that were 
the subject of the question able 35% 
reduction immediately around Insite 
lay specifi cally in the 12 city blocks 
patrolled by 48–66 police added 
in 2003 and operative to this day 
(personal communication). This major 
change in policing around Insite is 
clearly the most likely cause of any real 
reductions in overdoses that might be 
found in the immediate vicinity of the 
injection facility.

Finally, Marshall and colleagues 
do not declare that 41% of British 
Columbia’s overdose mortality is non-
injection-related.6 This being the case, 
the researchers had the obligation of 
declaring the specifi c proportion of 
deaths that were non-injection-related 
in the vicinity of Insite, compared with 
the rest of Vancouver.

For the extended analysis see 
http://www.drugfree.org.au/
fi leadmin/Media/Global/
Lancet_2011_Insite_Analysis.pdf
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Authors’ reply
Gary Christian and colleagues raise 
various concerns in reference to our 
paper that showed a 35% reduction in 
overdose mortality within the vicinity 
of Vancouver’s supervised injecting 
facility. They refer to publicly available 
data from the British Columbia Vital 
Statistics Agency to argue that overdose 
deaths increased rather than decreased 
in the geo graphic area of interest 
between 2001 and 2005. This apparent 
discrepancy can be explained by several 
problem atic assumptions that underlie 
Christian and colleagues’ critique.

First, our study focused on an 
a-priori-defi ned area in close proximity 
to the supervised injecting facility that 
included 41 city blocks, the centroid of 
each being within 500 m of the facility. 
The data considered by Christian 
and colleagues refer to a much larger 
region (ie, the entire local health area) 
that includes about 400 city blocks 
(fi gure). As shown clearly in fi gure 3 of 
our paper,1 the reduction in overdose 
mortality was only noted in close 
proximity to the supervised injecting 
facility, with the eff ect diminishing 
strikingly beyond this area.

Second, although we restricted 
our analysis to deaths deemed by the 
coroner to be caused by an accidental 
illicit drug overdose, the data referred 
to by Christian and colleagues include 
all drug-induced deaths (eg, suicides 
and adverse eff ects of drugs in 
therapeutic use).2 Finally, we examined 
mortality rates as opposed to absolute 
death counts to account for changes 
in the population at risk.

Christian and colleagues further 
claim that the noted reduction in over-
dose mortality was due to increased 
heroin availability in 2001; however, 
we have previously published data to 
show that daily heroin use remained 
stable between 2001 and 2005.3,4 
These data were referenced in our 
original report. Additionally, publicly 
available assessments of the police 
crackdown to which Christian and 
colleagues refer show that this 
operation ended within weeks of the 

opening of the supervised injecting 
facility and was not ongoing as they 
claim;5 therefore, any brief displace-
ment of drug users would have 
probably resulted in a conservative 
bias by diff erentially reducing overdose 
mortality in the area of interest before 
the facility’s opening.

Finally, regarding mode of drug 
use, we note that coroners’ records 
do not indicate whether deaths were 
injection-related or not. However, if 
we restrict our analysis to records in 
which injection drug use was indirectly 
suggested, including for example 
discarded injection paraphernalia 
surrounding the decedent (ie, 85% 
of the original 89 deaths occurring 
within 500 m of the supervised 
injecting facility), our estimate for 
the reduction in overdose mortality is 
slightly greater at 36%.

The results of our study show that 
Vancouver’s supervised injecting facility 
had a localised yet signifi cant eff ect on 
overdose mortality. These facilities can 
and should be a central component of 
evidence-based responses to reducing 
drug-related harms in communities 

with a high burden of overdose related 
to injection drug use.
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Janssen-Ortho, Kucera, Merck Frosst Laboratories, 
Pfi zer Canada, Sanofi  Pasteur, Shire Biochem, 
Tibotec, and Trimeris. All other authors declare that 
they have no confl icts of interest.
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Montaner JSG, Kerr T. Reduction in overdose 
mortality after the opening of North America’s 
fi rst medically supervised safer injecting 
facility: a retrospective population-based 
study. Lancet 2011; 377: 1429–37.
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Pelvic fl oor muscle 
training after prostate 
surgery

The conclusion of the scientifi cally 
robust study by Cathryn Glazener 
and colleagues (July 23, p 328),1 that 
pelvic-fl oor muscle exercise taught 
by a continence health professional 
after prostate surgery is unlikely to be 
eff ective or cost eff ective, is misleading 
and possibly erroneous. 

Glazener and colleagues should 
have considered that their intervention 
was not eff ective and provided a 
more critical appraisal of its failure. 
The intervention was weak on several 
counts but particularly lacked a 
plausible biological rationale, since 
it did not address the importance of 
control of the urethral sphincter, which 
did not rate a mention anywhere. 
Men were only—and repeatedly—
instructed to “contract the pelvic fl oor 
as if holding on to wind” and assessed 
at each of four visits per anum. This 
not only provided inappropriate 
sensory feedback but also taught 
and reinforced inappropriate motor 
control.

Lacking was the action of fl ow-
stopping, which produces an antero-
cranial movement of the urethra at 
the bladder base, owing to activation 
of the puboperineales, and activation 
of the external urethral sphincter.2 
The ability to lift the urethra more 
than 2 mm with this action has 
been correlated with early recovery 
of urinary control.2  Examination 

per anum might be a reproducible 
test of pelvic fl oor muscle function 
in men,3 but that does not make 
it a valid test of urethral sphincter 
function. Information from the 
internet4 might have reinforced such 
erroneous concepts for the 50% 
of men in the control group doing 
exercises, contributing to the lack of 
between-group diff erence and poor 
results overall.
We declare that we have no confl icts of interest.
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randomis ation effi  cacy of the two 
groups. Additionally, the hetero-
geneity of a Cochrane meta-analysis, 
to which Glazener and colleagues 
suggest that our trial added, is due to 
variability in several features, such as 
patient selection, surgeon technique 
and volume, defi nition of urinary 
incontinence, duration and frequency 
of training, and choice of control.

Second, in our trial, long-term 
physician-guided pelvic-fl oor muscle 
training until urinary continence was 
achieved or for up to 12 months proved 
to be more eff ective than no training. 
This eff ect is supported by the results 
of a randomised trial by Overgård 
and colleagues,3 which showed that 
patients who received long-term 
physiotherapist-guided pelvic-fl oor 
muscle training compared with those 
training on their own had a signifi cantly 
lower incontinence rate at 12 months 
(3 of 36 vs 11 of 39), despite a similar 
continence rate at 3 months.

Third, although in the MAPS trial1 
a pad test was not used because of 
practical diffi  culties and the apparently 
more important role of subjective 
incontinence measures, we consider it 
important to discriminate the degree 
of in continence, since in our2 and 
others’4 experience pelvic-fl oor muscle 
training seems to be more eff ective for 
mild and moderate incontinence.
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In the MAPS trial, Cathryn Glazener 
and colleagues1 noted similar high 
rates of incontinence at 12 months 
after radical prostatectomy or trans-
urethral re section of the prostate in 
patients randomised to therapist-
guided pelvic-fl oor muscle training 
or to standard care. We did a similar 
trial after radical prostatectomy,2 
which Glazener and colleagues state 
had unexplained diff erential dropout 
from the control group. We wish to 
add some comments on this matter 
as well as on other aspects of Glazener 
and colleagues’ Article.

First, the relatively high dropout 
rate (13 of 53) in the control group 
of our trial2 did not jeopardise the 

3 Wood E, Stoltz JA, Li K, Montaner J, Kerr T. The 
cause of the Australian heroin shortage: time 
to reconsider? Addiction 2006; 101: 623–25.

4 Urban Health Research Initiative of the British 
Columbia Centre for Excellence in HIV/AIDS. 
Drug situation in Vancouver. http://uhri.
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5 Dandurand Y, Griffi  ths C, Chin V, Chan J. 
Confi dent policing in a troubled community: 
evaluation of the Vancouver Police Department’s 
city-wide enforcement team initiative. http://
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uploads/Confi dentPolicing2004sm.pdf 
(accessed Oct 22, 2011).
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A second letter was sent to Lancet on 6 April 2012, a letter which Lancet chose not to publish.  We 
note that the Chief Editor of Lancet is a co-Board member of a drug law reform organisation of which 
two of the authors of the erroneous Lancet study which we have here addressed are also members 

as per http://www.icsdp.org/network/scientific_board.aspx. 
 
Gary Christian 
DFA Research Coordinator 
 
 
The Lancet Editor 
 

We have read the authors’ response and respectfully repeat our request for retraction of 

the study on the grounds that the authors’ conclusions are based on demonstrable fallacies.   

The central fallacy which invalidates the study is the claim that the authors knew of no 

changes in policing that could otherwise explain their findings.  We have previously 

demonstrated that there was a police crackdown commencing at the mid-point of the study 

period so effective that drug use indicators were reduced by 46%.  This occurred precisely in 

the Vancouver city blocks where the highest concentrations of overdose mortality studied 

by the authors had previously occurred.  These policing changes readily explain the 35% 

decrease in overdose mortality around Insite claimed by the authors. 

The authors’ response also incorrectly claims that the April 2003 crackdown ceased after 6 

months, when Insite opened in September 2003.  To support that claim the authors cite a 

City of Vancouver evaluation of the crackdown.  However, if read in its entirety, this 

document clearly states, “as of August 2004, the initiative is still ongoing, albeit in a slightly 

modified form.”[i][i]  At best, the authors’ response lacks the appropriate rigour. 

 

Furthermore, we have forwarded a written statement by the Vancouver Police commander 

directing the ongoing crackdown throughout the second half of the Lancet article’s study 

period ending 2005.  This statement unambiguously contradicts the authors’ response that 

the crackdown ceased in September 2003.  There was, in fact, only a change of operational 

name for the policing crackdown (CET became BET) with no significant change in operational 

approach, personnel or strategy.  The continuation of the crackdown to this day is beyond 

conjecture.  On these grounds alone, the authors’ central claim about the impact of Insite is 

rendered invalid.  There are, however, other substantive errors in the authors’ response. 

Plummeting heroin use between 1998 and 2002, which the authors continue to deny in 

their response, is verified in another study of Vancouver’s VIDUS cohort by the same 

authors.  It states, “As indicated in Fig. 1, the proportion of participants reporting a non-fatal 

overdose has declined steadily since enrolment, with 21% of individuals reporting a non-

fatal overdose in 1997 compared with just 6% in 2004. The most substantial decline 

occurred during 2001, with the proportion of participants reporting a non-fatal overdose 

declining from 12% to 5% during this year.”[ii][ii] 

Consistent with this, Vancouver experienced a 74% decrease in heroin mortality between 

1998 and 2002, with non-fatal overdoses decreasing in the VIDUS cohort between 1997 and 

2001 (as would be expected) by 76%, as per quote above.  Yet the authors’ response cites 

largely irrelevant VIDUS cohort daily heroin use figures rather than overdose percentages, in 

a study focusing on overdose mortality.  Where Canadian heroin users were estimated to 

inject on average four times daily, daily use figures will remain relatively unchanged even 



though the average number of daily injections declines along with a 75% reduction in heroin 

supply and a 75% reduction in overdoses.[iii][iii]  Tracking non-fatal overdoses and overdose 

mortality is a more accurate measure of fluctuations in supply, as is done by these same 

researchers in two previously studies quoted in our analysis, and by Australian researchers 

correlating overdose mortality with a  heroin drought.[iv][iv]  Elevated heroin supply and 

elevated overdoses ended with 2001, making that year invalid for inclusion in the study 

period.  Its inclusion creates the illusion of a subsequent decline in overdose mortality.  In 

fact there is a trend towards an increase in overdose mortality from 2002 onwards, starting 

the year before Insite opened. 

We also note that the authors’ response claims there are flaws in our analysis.  We refute 

these as follows. 

1.     Contrary to the authors’ assertion, Vital Statistics coroner’s data are never used in 

our analysis to infer any increases in overdose deaths in the 41 block area where the 

claimed 35% decline occurred.  Rather, BC Coroner’s data is used to show that there 

was an increasing trend in overdose deaths for the CONTROL AREA of the City of 

Vancouver, and the Vital Statistics coroner’s dataset was used to show that the same 

increasing trend was true for the 400+ block area around Insite from 2002-2005. 

2.     Contrary to the authors’ assertion, we did exclude the 5 of 155 Vital Statistics deaths, 

leaving the same 150 DTES non-intentional overdoses on which the authors 

deliberated.  We thereby demonstrated increases in DTES area deaths for 400+ city 

blocks from 2002 to 2005 even after these 5 intentional/other deaths were 

excluded. 

3.       The authors are also incorrect in their statement that we failed to do an in-depth 

analysis of the 41 block area where the 35% decrease was alleged to have 

occurred.   Rather, our analysis contains a map with the exact location of all 89 

deaths within the 41 block area.  We further demonstrated that two-thirds of these 

deaths fall within the 12 block area patrolled by the 48-66 extra police deployed 

since April 2003.  This suggests that the majority of these deaths likely happened in 

the pre-Insite comparison period when these blocks were an ‘open drug scene’.  

4.       We have noted elsewhere that, “When . . . increases in overdose deaths are 

compared against population growth in both Vancouver and the DTES the increases 

in deaths well overwhelm any changes in population. The Lancet study, at Table 2, 

calculates a 3% change in Vancouver’s population between 2001 and 2005, yet drug 

deaths increased by a much greater 14% from 2002. The Lancet study calculated an 

8% increase in population for the DTES, yet drug deaths increased by 37% from 2002. 

In the scenario where all 5 intentional/other deaths, as discussed previously, 

occurred in the DTES in 2005 alone, the increase in drug deaths would still be 18%, 

well beyond the 8% population increase for that area of Vancouver.”[v][v] 

In summary, in their response to our analysis, the authors have failed to satisfactorily 

address any of our criticisms.  The Lancet Insite article therefore remains seriously flawed on 

multiple grounds.  It should be retracted. 
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STATEMENT TO LANCET 

Beat Enforcement Team (BET) -  Vancouver Police Department 2003 - 2006 

John Mc-Kay - then Officer in Charge (BET) 

Downtown East Side Vancouver - Policing Rationale 

 

The inception of what eventually became known as the Beat Enforcement Team (BET) occurred in 
early 2003.  At that time the Vancouver Police Department recognized that the Vancouver Agreement 
between 3 levels of government with the so called ” 4 Pillars approach” was going to have a major 
effect on the VPD’s ability to successfully police the Down Town East Side (DTES) of Vancouver.   
This was largely due to the harm reduction pillar which emphasized the value of the Supervised 
Injection Site which was going to be located in the heart of the DTES in the 100 block of East 
Hastings. 

While the VPD could not at the time argue against the 4 Pillars approach – harm reductionists using 
statistics and opinion on European Model success – they believed that there had to be some control 
over the situation in the DTES because of the impact on the community once the dealers figured out 
that their clients were not being charged and indeed allowed to be in possession of the drugs.  VPD 
feared that there would be a free for all and open warfare between dealers who wanted a greater 
share of the clientele.  As well, the harm reduction philosophy might bring “drug tourists “into the area 
which would add to the policing problem. 



                                                                                                                                                        
Closely associated to the drug use in the DTES was the movement of stolen property into the local 
pawnshops of which there were 49 in the immediate area.  Selling stolen property was a method of 
obtaining hard cash for the purpose of buying drugs. 

In order to maintain some control over the potential outcomes of the new harm reduction philosophy 
the VPD began what was known at the Beat Enforcement Team.  This unit was made up of 4 squads 
of police, administration staff, and a police Inspector totaling 65 personnel. 

The unit consisting of 65 officers was originally named CET for Citywide Enforcement Team.  The 
name was used because other parts of the city also wanted more beat cops so the effort in the DTES 
was disguised as a unit that could go anywhere to patrol, hence the name "Citywide Enforcement 
Team." The original concept under Inspector Doug Lepard, the OIC CET, and DCC, Bob Rich, was to 
have members stand on the corner and intercept drugs and stolen property.  They had a high profile 
and there was some success with the mandate which was to disrupt the flow of stolen property etc. 

The mission of BET was to interrupt the flow of stolen property and disrupt the trafficking of drugs in 
the area.  As the officer in charge of the unit from September 2003 – September 2006 it was my role 
to achieve these goals.   

In order to achieve these goals I spent as much time on the street as possible learning and from 
several good civilian contacts who had been working in the area for years I was able to glean a lot of 
background knowledge about the people and the issues around addiction.  I implemented a 
combination of surveillance, undercover work, high presence uniform police and intelligence driven 
tactics.  In a nutshell we shut down all but 7 pawnshops for failure to comply with the law on property 
and due to specifically targeted undercover operations we gained a lot of success in getting rid of the 
dealers.  Many of these operations such as Operation Lucille, New Boy, became high profile media 
covered events. 

It is my understanding that the effect of 65 police officers in the DTES is negated in the Lancet 
analysis produced by the harm reduction proponents.  That attitude is much too convenient for them 
because the truth of the matter is that the police were integral to the lowered death rates by being on 
the street and in and out of the various Single Residence Occupancy hotels in which the addicts 
reside.  The projects and contacts that police made in SROS and on the street with the mentally ill 
also helped to lower death rates because of the positive nature for the most part of the officers 
assigned to that beat. 

John McKay - Principal 
Defensive Tactics Institute 
www.dtidefensivetactics.com 
Cell: 604-785-5580 
Bus: 604-541-8467 
Email: john_mckay@shaw.ca 
Loyalty above all; except Honour! 
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A B S T R A C T

Background: MDMA markets have undergone substantial changes internationally, with increasing manufacture
of high purity MDMA recorded. This study examined trends in MDMA-related deaths in Australia, investigating
characteristics, circumstances and toxicology of these deaths.
Methods: Analysis of MDMA-related deaths in Australia between 2001 and 2018, extracted from the National
Coronial Information System (NCIS). Deaths were categorized into (1) drug toxicity deaths, where MDMA (with
and without other drug) toxicity was considered by the coroner to be the underlying cause of death; and (2)
other cause deaths, with MDMA (with and without other drug) intoxication/toxicity considered contributory to
death.
Results: 392 deaths were identified, with a median age of 26 years. 81% were male. Females were significantly
younger than males (24 vs. 27 years). Two-thirds (62%) of deaths were attributed to drug toxicity (48% multiple
drug toxicity and 14% MDMA toxicity alone), and one third (38%) to other causes (predominantly motor vehicle
accidents) with MDMA recorded as a contributory factor. Death rates increased significantly between 2001 and
2007, declined between 2008 and 2010, and increased again between 2011 and 2016. Median MDMA con-
centration was 0.45 mg/L, and was significantly higher amongst females than males (0.70 vs. 0.42 mg/L). Deaths
attributable to MDMA toxicity alone had a significantly higher blood MDMA concentration than multiple drug
toxicity deaths (1.20 vs. 0.43 mg/L).
Conclusions: Deaths occurred predominantly among males in their mid-twenties, with females likely to be sig-
nificantly younger. Three marked periods of trends in death rates (increases and declines) were observed,
consistent with international supply trends. While most deaths were due to multiple drug toxicity, a notable
proportion were attributed solely to MDMA toxicity.

Introduction

There are an estimated 22 million users of 3,4-methylenediox-
ymethamphetamine (MDMA, ‘ecstasy’), with an estimated 0.4% of the
global population reporting recent use (United Nations Office on Drugs
& Crime, 2018). Over the past decades MDMA markets across Europe,
where the majority of MDMA is manufactured (European Monitoring
Centre for Drugs & Drug Addiction, 2016), have undergone substantial
changes with implications for use and harm. An international shortage
in 2008 of the precursor safrole, used to manufacture MDMA, impacted
on the availability and use of MDMA globally up until 2010
(European Monitoring Centre for Drugs & Drug Addiction, 2016;
Mounteney et al., 2018). Since then, however, MDMA manufacture,
use, seizures and purity have been increasing in Europe, the United
States, the United Kingdom, central America and Australia
(European Monitoring Centre for Drugs & Drug Addiction, 2018;

Home Office Statistics, 2018; Mounteney et al., 2016; 2015;
Substance Abuse & Mental Health Services Administration, 2015,2018;
United Nations Office on Drugs & Crime, 2018). Moreover, during this
period the purity of MDMA appears to have increased, with the use of
high purity crystalline forms becoming more prevalent (
Mounteney et al., 2016).

Increased manufacture, purity and prevalence of MDMA use is of
concern as the drug is associated with a range of harms. MDMA is a
psychostimulant and shares effects with methamphetamine and am-
phetamine such as increased arousal and alertness. This can result in
adverse effects such as muscle tension, jaw clenching and tooth
grinding (Kalant, 2001). Elevated heart rate and blood pressure are also
common and can fluctuate for days after MDMA consumption
(Kalant, 2001). As a result of the pharmacokinetic actions related to
MDMA use, the more serious adverse effects include hypertension,
hyperthermia, serotonin syndrome, seizures, stroke, hyponatremia and
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cardiac arrest, as well as an elevated risk for traumatic injury and
suicide (Darke, Duflou, Kaye, Farrell & Lappin, 2019; Darke, Lappin &
Farrell, 2019; Elliott, 2005; Kaye, Darke & Duflou, 2009;
Schifano, 2004). The mechanisms of MDMA-related death are complex
and some, including hyperthermia, involve multiple factors including
not only the pharmacologic action of MDMA (which impedes the
temperature-regulating center in the brain) (Green, O'Shea & Colado,
2004) but also other factors such as environment (dancing in high
temperatures in crowded spaces) (Darke, Lappin et al., 2019) . Hypo-
natremia, (low sodium concentration in the blood) may lead to seizures
and coma, and has been documented in the context of over-hydrating in
a hot environment following MDMA consumption (Darke, Duflou et al.,
2019). Serotonin syndrome, characterised by marked increases of the
neurotransmitter serotonin being released following consumption (re-
sulting in seizures and coma), cardiac arrest, and intracranial hemor-
rhage have also been documented in MDMA-related deaths
(Schifano, 2004).

The relationship between MDMA consumption and the experience
of adverse effects is also complex, with some research suggesting that
the probability of these experiences increases rapidly with MDMA doses
exceeding 120 mg (Brunt, Koeter, Niesink & van den Brink, 2012),
while other research suggests that adverse effects may in part be driven
by individual differences in the metabolic processing of MDMA
(Kalant, 2001).

Previous work has examined the number of MDMA-related deaths in
Australia between 2000 and 2005 (Kaye, Darke & Duflou, 2009),
however, given the substantial changes over the past decade in MDMA
markets internationally, more contemporary investigation of these
deaths is crucial. This study extends previous work, reporting median
concentrations of MDMA reported in postmortem toxicology. Analysis
of coronial data provides a unique opportunity to differentiate MDMA-
related deaths from amphetamine-related deaths (using objective tox-
icology data and coroner attributed medical cause of death fields),
which is not possible using deaths data that are coded under the current
ICD-10 coding system (World Health Organization, 2010).

Aims

1 Describe trends in MDMA-related death rates in Australia 2001 to
2016;

2 Describe the characteristics and circumstances of MDMA-related
death; and

3 Describe the toxicology of MDMA-related deaths.

Methods

National coronial information system (NCIS)

The NCIS is an online database containing information relating to
all deaths that are reportable to the coroner. Cause of death is ascer-
tained by a forensic pathologist and documented on the autopsy and
coroner's report. The forensic pathologist may report on: i. the direct
cause of death, ii. the antecedent cause, and iii. other significant con-
ditions associated with the death. Although it varies from one jur-
isdiction to another in Australia, a death is generally reportable to a
coroner where: the person died unexpectedly and the cause of death is
unknown; the person died in a violent and unnatural manner; the
person died during or as a result of anaesthesia and/or various medical
and surgical procedures; the person was ‘held in care’ or in custody
immediately before they died; a medical practitioner has been unable to
issue a death certificate stating the cause of death; or the identity of the
decedent is unknown.

Categorization of deaths

Only deaths where MDMA was considered by the coroner to be the

underlying cause of death (with or without other drug toxicity) and
deaths where MDMA toxicity or intoxication were considered con-
tributory to the death were included. Deaths were selected if the
medical cause of death (underlying and contributory) was noted as
MDMA toxicity. In the case of multiple drug toxicity deaths, if MDMA
was noted by the coroner as one of the drugs, these deaths were in-
cluded. Deaths where MDMA was detected in toxicology but the cor-
oner attributed the death to causes unrelated to MDMA and where
MDMA toxicity was not noted as the medical cause of death, were ex-
cluded. MDMA related deaths were identified from the NCIS for the
period July 2000 to November 2018. Trends over time are only shown
for deaths occurring between 2001 and 2016, given that data for 2000
only represent a 6-month period, and that 2017 and 2018 data are
likely to be incomplete.

Circumstances of death

Investigative reports, including police narratives, autopsy and cor-
oners’ findings, and toxicology reports are attached to most death cases
in the NCIS. These reports were searched for the location of where the
death occurred to determine the proportion of deaths that occurred in
public locations such as music festivals or events, and in private loca-
tions. Coroners findings and toxicology reports were used to assess the
presence and contribution of other drugs to MDMA-related deaths.

Toxicology

Toxicological data were reported for MDMA, other psychostimu-
lants, hypnosedatives, alcohol, opioids, cannabis (Δ-9-THC), GHB, ke-
tamine, antidepressants and antipsychotics. In cases of hospitalization
prior to death, antemortem blood samples taken on or near admission
to hospital were reported, and drugs administered by hospital and
medical staff excluded.

Statistical analyses

MDMA death rates per 100,000 population aged 15–64 were cal-
culated using estimates of the resident population of Australia at June
of each year (Australian Bureau of Statistics, 2016). Rates were mod-
elled using negative binomial regression where there was over-disper-
sion, and Poisson regression where there was not (Coxe, West & Aiken,
2009). Trends were analysed within three distinct time periods: Time
period 1 (2001–2007) prior to the global shortage of the precursor
safrole, Time period 2 (2008–2010) during which the shortage occurred
and reduced MDMA use and availability was recorded, and Time period
3 (2011–2016), during which an increase in international MDMA
availability and use was recorded, as well as increases in drug purity.
For dichotomous categorical variables, odds ratios (OR) and 95% con-
fidence intervals (95% CI) were reported. Where distributions were
highly skewed, medians were reported, and differences assessed using
the Mann–Whitney U test. Analyses for trends in rates of deaths were
made using SAS 9.4 (Inc., 2013). All other analyses were conducted in
SPSS 23.0 (IBM inc., 2016).

Ethics approval

Ethics approval to access the NCIS was granted by the Victorian
Department of Justice and Community Safety and the University of New
South Wales Human Research Ethics Committee.

Results

392 MDMA-related deaths were identified during the period
2000–2018, 62% of which were due to drug toxicity. MDMA-related
death rates fluctuated between 2001 and 2016, with three distinct
trends apparent (Fig. 1). MDMA-related death rates increased between
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2001 and 2007 (p<0.01), declined significantly between 2008 and
2010 (p<0.0001), and increased significantly from 2011 to 2016
(p<0.0001). Increases during this period were driven in part by mul-
tiple drug toxicity deaths (p<0.0001). The number of deaths increased
from 7 in 2001 to 33 in 2008, declined to 9 in 2010, and increased to 48
in 2016. These trends were evident for both drug toxicity and other
cause deaths (Fig. 1). Rates of MDMA-related deaths were higher
among males than females, and increases in these deaths were largely
driven by males (Fig. 2).

Characteristics

Deaths occurred predominantly among males (81%), with a median
age of 26 (range 15–58) (Table 1). Females were significantly younger
than males (24 v 27 years, U = 9036.5, p<0.01). Most decedents
(62%) were employed, and a fifth were married or in a defacto re-
lationship. More than half (56%) of all incidents occurred in a private
location, as did three-quarters of the toxicity incidents. Significantly

higher proportions of drug toxicity incidents occurred in private loca-
tions (73%) compared to other cause incidents (29%) (OR 2.6, 95% CI
2.3–4.4, p<0.0001) (Table 1).The most common public location was
streets/roadways, followed by outdoor areas (parks, beaches and

Fig. 1. Rates of MDMA-related deaths
per 100,000 population, Australia
2001 to 2016
Time Period 1: 2001–2007, prior to the
global shortage of the precursor safrole
(used to manufacture MDMA)
Time Period 2: 2008–2010, during the
precursor shortage and a period of re-
duced MDMA use and availability
Time Period 3: 2011–2016, after the
precursor shortage, and a period of
increased MDMA use and availability.

Fig. 2. Rates of MDMA-related deaths
per 100,000 population by gender,
Australia 2001 to 2016
Time Period 1: 2001–2007, prior to the
global shortage of the precursor safrole
(used to manufacture MDMA)
Time Period 2: 2008–2010, during the
precursor shortage and a period of re-
duced MDMA use and availability
Time Period 3: 2011–2016, after the
precursor shortage, and a period of
increased MDMA use and availability.

Table 1
Characteristics of MDMA-related deaths by cause of death, Australia.

Total deaths
n = 392
% (n)

Drug toxicity
n = 244
% (n)

Other cause
n = 148
% (n)

Demographics
Median age (range) 26 (15–58) 26 (15–56) 25 (16–58)
Male 81 (318) 77 (188) 88 (130)
Employed 62 (242) 59 (145) 66 (97)
Married/Defacto 20 (77) 20 (48) 20 (29)
Location
Private location 56 (220) 73 (177) 29 (43)
Public location 44 (172) 27 (67) 71 (105)
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countryside). Only 7% (n = 17) of drug toxicity incidents occurred at
music festivals or dance parties.

Cause and intent of death

Two thirds (62%) of deaths were attributed to drug toxicity
(Table 2). Approximately half of all deaths were attributed to multiple
drug toxicity, and one seventh to MDMA toxicity alone. The remaining
deaths (38%) were due to other causes, with MDMA considered as
contributing to death (Table 2).

The overwhelming majority (84%, n = 206) of drug toxicity deaths
were accidental, with 13 (5%) attributed to deliberate self-poisoning
(i.e. suicide), and intent undetermined among the remaining 25 (10%)
drug toxicity deaths.

One third (29%) of other cause deaths were due to traumatic acci-
dents (predominantly motor vehicle accidents), with MDMA considered
as contributing to the death. Small proportions of other cause deaths
were due to violent suicide (6%), and disease (3%).

Gender differences were apparent in relation to the cause of death,
with deaths among females significantly more likely to be attributed to
drug toxicity than among males (OR 1.3, 95% CI 1.1–1.5). Specifically,
women were significantly more likely to die as a result of MDMA
toxicity alone than men (OR 3.3, 95% CI 2.0–5.3). Investigating other
causes of death, women were significantly less likely to die as a result of
a traumatic accident than men (OR 0.5, 95% CI 0.2–0.9).

Among females, where death was attributed to drug toxicity, the
median age was 5.5 years younger than among males (22 vs. 27.5 years,
U = 3496.5, p<0.001). There was no difference in the age of females
and males where death was attributed to other causes (25.5 vs. 25
years) (Table 2).

Toxicology

Toxicology data were available in 342 of the deaths (87%) (50 cases
did not have data available), with MDMA detected in all deaths. The
median blood MDMA concentration was significantly higher amongst
females than males among all deaths (U = 7081.5, p<0.05) and drug

toxicity deaths (U = 3236.0, p<0.05) (Table 3). Deaths attributable to
MDMA toxicity alone had a significantly higher blood MDMA con-
centration than multiple drug toxicity deaths (U = 2189, p<0.001).
There were no differences in median blood concentrations between
intentional drug toxicity and accidental drug toxicity deaths. Overall,
drug toxicity deaths had significantly higher blood MDMA concentra-
tions than other cause deaths (U = 10,611.5, p<0.01). Median MDMA
concentrations over time varied widely and small numbers prevent
confident interpretation of these trends (data not shown).

Other substances were commonly detected in addition to MDMA in
post-mortem toxicology (Table 4). Psychostimulants (54%) (pre-
dominantly methamphetamine: 82% of psychostimulants; 44% of all
toxicology cases) were the most common drug, followed by alcohol
(43%), opioids (30%), cannabis (25%), benzodiazepines (23%) and
antidepressants (11%). Other drugs such as ketamine, GHB, PMA,
methcathinone, MDPV and MDEA were each detected in less than 10%
of deaths.

Discussion

The current study provides novel data on long-term trends in MDMA
deaths, their toxicology and the circumstances in which they occurred.
Decedents were aged, on average, in their mid-twenties, were pre-
dominately male and likely to be employed. Females were on average
three years younger than their male counterparts.

There appeared to be three distinct periods of MDMA deaths across

Table 2
Cause and intent of MDMA-related deaths, Australia.

All deaths Total
n = 392
% (n)

Female
n = 74
% (n)

Male
n = 318
% (n)

Drug toxicity 62 (244) 76 (56) 59 (188)
Multiple drug toxicity 48 (189) 43 (32) 49 (157)
MDMA toxicity only 14 (55) 33 (24) 10 (31)
Other cause 38 (148) 24 (18) 41 (130)
Traumatic accident 29 (115) 19 (14) 32 (101)
Violent suicide 6 (23) 3 (<5) 7 (21)
Disease 3 (10) 3 (<5) 3 (8)

Table 3
Median blood concentrations of MDMA by cause of death and gender, Australia.

All deaths
n = 342*
mg/L
median (range)

Males
n = 279
mg/L
median (range)

Females
n = 63
mg/L
median (range)

Drug toxicity 0.59 (0.01–64.00) 0.50 (0.01–64.00) 0.85 (0.02–22.00)
Multiple drug toxicity 0.43 (0.01–22.00) 0.42 (0.01–9.40) 0.70 (0.02–22.00)
MDMA toxicity 1.20 (0.04–64.00) 1.30 (0.07–64.00) 1.10 (0.04–11.50)
Intentional toxicity 1.40 (0.01–64.00) 1.40 (0.01–64.00) 22 (22.00–22.00)
Accidental toxicity

0.60 (0.01–17.00) 0.50 (0.01–17.00) 0.90 (0.04–11.50)
Other cause 0.30 (0.01–8.40) 0.30 (0.01–8.40) 0.36 (0.17–5.10)
All Deaths 0.45 (0.01–64.00) 0.42 (0.01–64.00) 0.70 (0.02–22.00)

⁎ 50 cases did not have toxicology results available.

Table 4
Presence of other drugs in toxicology by cause of death, Australia.

Drug Total
n = 342*
% (n)

Drug toxicity
n = 215
% (n)

Other cause
n = 127
% (n)

No other drug detected 15 (51) 21 (45) 5 (6)
Psychostimulants 54 (183) 55 (119) 50 (64)
Methamphetamine 44 (150) 44 (94) 44 (56)
Cocaine 15 (50) 19 (41) 7 (9)
PMA# 3 (9) 4 (9) 0 (0)
Other^ 3 (9) 8 (18) 7 (9)

Alcohol 43 (148) 29 (62) 68 (86)
Opioids 30 (104) 46 (98) 5 (6)
Cannabis 25 (87) 18(39) 38 (48)
Benzodiazepines 23 (80) 33 (70) 8 (10)
Antidepressants 11 (39) 15 (32) 6 (7)
Ketamine 4 (13) 5 (10) <5
GHB 3 (11) 5 (11) 0 (0)
Antipsychotics 3 (9) 4 (8) <5

# Paramethoxyamphetamine.
^ including methcathinone, 3,4-Methylenedioxy-N-ethylamphetamine -

MDEA, methylenedioxypyrovalerone – MDPV, and 3′,4′-Methylenedioxy-α-
pyrrolidinobutiophenone – MDPBP.

⁎ 50 deaths did not have toxicology results available.
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the study: a marked increase between 2001 and 2007, a sharp decline
between 2008 and 2010, and another marked increase between 2011
and 2016. During the latter period rates rose to exceed the peak of the
first period. Notably, these patterns were observed for both toxicity and
other cause deaths. These trends are consistent with changes in inter-
national MDMA market indicators, with the global shortage of the
precursor safrole in 2008 having a major impact on MDMA manu-
facture and use globally, and the global increases in MDMA manu-
facture and use observed from 2011 onwards (European Monitoring
Centre for Drugs & Drug Addiction, 2018; Mounteney et al., 2018;
United Nations Office on Drugs & Crime, 2018). Global MDMA markets
in the most recent period have also been characterised increasingly by
higher purity MDMA being manufactured (Mounteney et al., 2018).

Despite much of the media attention on MDMA-related deaths fo-
cusing on deaths that occur at public events, more than half of all
deaths (and three-quarters of drug toxicity deaths) in this study oc-
curred in private locations, largely at home. Only 7% of drug toxicity
deaths (and 4% of all deaths) occurred at music festivals or dance
parties.

There were notable findings concerning MDMA blood concentra-
tions. MDMA -related deaths attributed to drug toxicity had MDMA
concentrations approximately twice that of MDMA-related deaths due
to other causes. Moreover, deaths attributed solely to MDMA toxicity
had concentrations three times that of those attributed to multiple drug
toxicity. The higher concentration seen amongst female drug toxicity
deaths (although not for other cause deaths) was marked, and puzzling,
perhaps reflecting behavioural or, as has been suggested, physiological
differences (Allott & Redman, 2007).

Concomitant drug use was prevalent among these deaths, with other
psychostimulants most commonly detected in addition to MDMA. All
psychostimulants place stress upon the cardiovascular system, and
toxicity deaths are primarily due to these cardiovascular effects
(Darke Lappin et al., 2019; Karch, 2015). The use of multiple psy-
chostimulants is likely to increase the probability of psychostimulant
toxicity. The high levels of alcohol detected among these MDMA-re-
lated deaths are also relevant. This finding is consistent with research
among MDMA consumers showing that one-third of this group engages
in high-risk drinking patterns in combination with their MDMA use
(Kinner, George, Johnston, Dunn & Degenhardt, 2012). The use of al-
cohol with methamphetamine increases heart rate and blood pressure
beyond that seen for methamphetamine use alone
(Kirkpatrick, Gunderson, Levin, Foltin & Hart, 2012). The use of both
these drugs in conjunction with MDMA is likely to increase the risk of a
toxic reaction. Finally, there was frequent concomitant use of phar-
maceutical drugs particularly benzodiazepines and antidepressants.
Previous reports have noted the potentially fatal drug interactions be-
tween MDMA and a range of antidepressant drugs which may increase
risk for a number of harms including serotonin toxicity
(Pilgrim, Gerostamoulos & Drummer, 2011). Less is known about the
interaction between MDMA and the use of central nervous system de-
pressants such as benzodiazepines and opioids (Schifano, 2004). Of
note, there were less than 10 deaths where known contaminants (e.g.
paramethoxyamphetamine – PMA and dextromethorphan) were de-
tected, and less than 10 deaths where other synthetic analogues (e.g.
methylenedioxypyrovalerone – MDPV, methcathinone) were detected.

The findings of this study have clinical and public health implica-
tions. Importantly, the findings clearly show that fatal MDMA toxicity
may occur in the absence of another substance. Harm reduction mes-
sages tend to focus on the risks associated with contaminants contained
in MDMA (Kinner et al., 2012), however consumers need to be made
aware of the dangers associated with MDMA toxicity alone. Given the
age of decedents reported in this study, engagement of young con-
sumers in the delivery of these messages is crucial. The preponderance
of incidents occurring in private locations also suggests that dis-
semination of messages across a range of settings (e.g. secondary and
tertiary education institutions, nightclubs and music festivals) is

warranted. Research has shown that peer led interventions, delivering
harm reduction messages about the risks of MDMA are effective in
engaging young consumers attending nightclubs and festivals
(Bleeker et al., 2009), and increased funding for peer education was
amongst the key recommendations made by a recent government report
into MDMA related harms (New South Wales Government, 2018). The
role of other substances in increasing the likelihood of a toxic reaction
also needs to be emphasised. Consistent with other research
(Darke, Degenhardt & Mattick, 2007; Roxburgh et al., 2017), the ma-
jority of drug toxicity deaths in this study were due to MDMA in
combination with other drug toxicity. This highlights the need for
messages specifically targeting the dangers associated with concomitant
MDMA and other substance use, and further research on these issues is
required. Investigating the mechanism of death involved in MDMA
fatalities is also an important focus for future research. Onsite medical
support as well as spaces to rest have been successful harm reduction
strategies employed at large scale events, and continued support for
these services is important. Messages around the potential increased
neurotoxicity of combining MDMA with other substances including
alcohol, the potential for toxic reactions of overheating and over-
hydrating, and seeking medical assistance early, are critical to reduce
MDMA-related harms in these environments. Finally, drug checking
(both fixed-site and field-based) services have been in operation in
Europe since the 1990s (Barratt, Kowalski, Maier & Ritter, 2018;
Brunt, 2017), and more recently in the United Kingdom (UK), North
America and Australasia (Barratt et al., 2018; Measham, 2019). Drug-
checking services provide an opportunity to engage with young MDMA
consumers, who may not be in contact with other services
(Degenhardt et al., 2009; Measham, 2019), about the risks associated
with MDMA use.

Strengths and limitations

A major strength of this study was the ability to differentiate deaths
due to MDMA from amphetamine-related deaths, which is not possible
using deaths data that are coded under the current ICD-10 coding
system (World Health Organization, 2010). Another major strength was
the use of investigative reports to report objective toxicology data on
median MDMA blood concentrations and other drugs involved in these
deaths. Finally, the availability of historical data from the NCIS over a
period of 15 years provides a valuable opportunity to analyze longer-
term trends in MDMA-related deaths at a national level.

As with all studies, however, limitations need to be considered.
Firstly, the study may not have captured all the deaths that occurred
within the study period, as not all deaths may have been reported to a
coroner. Due to the complexities of coronial investigations, with some
likely to be ongoing, some deaths may not yet be captured in the NCIS.
Secondly, the study will not have captured deaths attributed to other
drugs that were sold as MDMA to a decedent. Thirdly, it was not pos-
sible to account for the amount of MDMA consumed prior to death as in
many cases this data was not reported. Finally, care must be taken in
extrapolating these findings to other populations of MDMA users. The
characteristics of these deaths were, however, comparable to those re-
ported elsewhere.

Conclusions

MDMA-related deaths predominantly occurred among males aged in
their mid-twenties, with females significantly younger than their male
counterparts. Most incidents occurred in private locations. Three
marked periods of increases and declines in death rates were observed,
consistent with international MDMA supply trends. While most deaths
were due to multiple drug toxicity, a notable proportion were attributed
solely to MDMA toxicity. Also of note, almost one-third of deaths were
due to accidents (predominantly motor vehicle accidents) that occurred
during MDMA intoxication.
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Engagement with young consumers about the risks associated with
MDMA use alone, and in combination with other drugs, is critical,
particularly in the context of rapidly changing drug markets globally,
and the increasing purity of MDMA being manufactured (
Mounteney et al., 2018). Implementation of harm reduction strategies
across multiple settings is crucial.
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DRUG PREVENTION – THERE ARE NO 
MYSTERIES 

We know exactly what to do 

 

 

 

 
 
 
 

 
Central Issues  

& 
Compiled Evidence 

The complaint that Western governments have uniformly failed to reduce illicit 
drug use is not based in fact: 

a. Iceland reduced school-age cannabis use by 65% between 1998 and 2018
using sound resilience modelling and by funding community sporting
infrastructure

b. Sweden reduced school-age illicit drug use by 80% between 1971 and 1991
using sound policing, school education and mandatory rehabilitation

c. Australia’s Federal Tough on Drugs programs reduced all illicit drug use by
39% between 1998 and 2007 with an emphasis on community education
and more extensive rehabilitation availability, with a 75% reduction in
opiate deaths

We know exactly what we need to do to reduce illicit drug use in Australia
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DRUG PREVENTION - THERE ARE NO MYSTERIES 
 
 

Executive Summary 
 

 

Sweden, Iceland and Australia have proven and success 
track-records in solidly reducing drug use, where 
education and rehabilitation have been central to each 
 

Sweden made coerced rehabilitation and school 
education centrepieces of their restrictive drug policy 
with the result that their drug use dropped from the 
highest levels in Europe to the lowest in the developed 
world. 
 
Iceland reduced its illicit drug use by 65% by 
concentrating on resilience-based education in their 
schools and community sporting infrastructure 
 
Australia’s Tough on Drugs reduced all illicit drug use in 
this country by 39% between 1998 and 2007.  This 
Federal drug policy relied on community education via a 
wide-reaching electronic media campaign as well as 
more extensive drug rehabilitation availability.  Since 
being discontinued, illicit drug use had increased 22% 
by 2019 

 

 
The evidence supporting the failure of both interventions is found in the following pages 
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WE KNOW EXACTLY WHAT TO DO 
 
 
 

 
Sweden, Iceland and Australia have proven and success 
track-records in solidly reducing drug use, where education 
and rehabilitation have been central to each 
 

Sweden made coerced rehabilitation and school education 
centrepieces of their restrictive drug policy with the result 
that their drug use dropped from the highest levels in 
Europe to the lowest in the developed world. 
 
Iceland reduced its illicit drug use by 65% by concentrating 
on resilience-based education in their schools and 
community sporting infrastructure 
 
Australia’s Tough on Drugs reduced all illicit drug use in this 
country by 39% between 1998 and 2007.  This Federal drug 
policy relied on community education via a wide-reaching 
electronic media campaign as well as more extensive drug 
rehabilitation availability.  Since being discontinued, illicit 
drug use had increased 22% by 2019 

 
 
 
 

Sweden’s restrictive drug policy success 
 

In 2007 the United Nations Office on Drugs and Crime (UNODC) produced a booklet 
titled Sweden’s Successful Drug Policy – A Review of the Evidence. 
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On pages 14 and 15, the UN document 
https://css.unodc.org/pdf/research/Swedish_drug_control.pdf  spells out the aim 
of Swedish drug policy.   
 

“The goal of society’s efforts is to create a drug-free society. This goal 
has been established by Parliament and has strong support among 
citizens’ organizations, political parties, youth organizations and other 
popular movements.”  The bill encouraged people to play an active role, 
stating that “everybody who comes in contact with the problem must be 
engaged, the authorities can never relieve [individuals] from personal 
responsibility and participation. Efforts by parents, family, friends are 
especially important. Also schools and non-governmental organizations 
are important instruments in the struggle against drugs. 
 
“This vision of a drug-free society still remains the overriding vision. The 
ultimate aim is a society in which drug abuse remains socially 
unacceptable and drug abuse remains a marginal phenomenon. In this 
visionary aim, drug-free treatment is the preferred measure in case of 
addiction and prosecution and criminal sanctions are the usual outcome 
for drug-related crime.” 

 
The Swedish drug policy has had the support of 96% of Swedes.  The priorities 
are: 
 
 Coerced rehabilitation 
 Education 
 Maintenance of criminal sanctions 
 
This means that decriminalization of drug use is seen as an impediment to 
seeking a drug-free society. 
 
Below are graphs from the UN report showing the percentage of Swedish high 
school age young people (aged 15-16) and Swedish conscripts (aged 18-19) that 
have ever experimented with illicit drugs.  Sharp decreases in illicit drug 
experimentation are evident in the 80’s when the Swedes heavily funded their 
restrictive program, and then increased in the 90’s once they relaxed funding for 
their drug program due to a poorer economy.  In 2004, the Swedish government 
admitted it had become too relaxed about illicit drug use, and increased funding 
again.  High school student lifetime prevalence for illicit drug use was back to 6% 
in 2006.   
 

 
  

 
 
 
 
 
 
 
 
 
 
 
 

https://css.unodc.org/pdf/research/Swedish_drug_control.pdf
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A comparison of EMCDDA 2000 lifetime prevalence percentages for high school 
age young people between Sweden and the Netherlands is instructive.  (The 
Netherlands claimed that its soft drug policies would keep their drug use down).   
 
Note that the Netherlands did not reach Sweden’s initial levels of drug use until 
the 80’s.  Many other European countries did not equal Sweden’s 1971 levels 
until the 90’s. 
 
 
Netherlands    15%* (1980’s)                  31.7% (1999) 
Sweden              15% (1971)                      7.7%     (1998) 
*  This figure is for cannabis alone (typically other drugs add 1-2% for most European countries) 

  

These low percentages of lifetime prevalence for young people translate 
to very low levels of Last 12 Months illicit drug use for surveyed Swedish 
respondents, as compared to the Netherlands.   
 
 
 
 

Iceland shows what kind of education works 
 

A resilience-based approach to drug prevention was very successfully trialed in 
Iceland, as reported in the journal, Substance Abuse, Treatment, Prevention and 
Policy 2008, 3:12 found at http://www.substanceabusepolicy.com/content/3/1/12.  
Adolescent cannabis use was reduced by 65% as per documentation in the 
Appendices. 
 

 

http://www.substanceabusepolicy.com/content/3/1/12
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Drug Free Australia has communicated with Jón Sigfússon, a Director of the 
Icelandic Centre for Social Research and Analysis, Reykjavik University, and he 
has identified the following elements in terms of their success:  He writes, 
 

For those of you who have less time I take the liberty to quote a few lines 
from the paper:  
 
... The results from the Icelandic national surveys were used to develop 
an effective prevention approach with a broad-scale and systematic 
assessment of the risk and the protective factors that predicted 
adolescent substance use in Iceland. The key components of this 
prevention approach included: 
• Educating parents about the importance of emotional support, 
reasonable monitoring, and increasing the time (we don’t have an 
emphasis on this... ) they spend with their adolescent children. 
• Encouraging youth to participate in organized recreational and 
extracurricular activities and sports. 
• Working with local schools in order to strengthen the supportive 
network between relevant agencies in the local community. 
The research underlined the importance of the adolescent-parent 
relationship, the powerful influence of the peer group, and a commitment 
to facilitate the participation of adolescents in guided recreational and 
extracurricular activities, such as sports and organized youth work. The 
research helped to conceptualize the prevention effort as one that sought 
both to reduce the potentially-modifiable risk factors for substance use 
while at the same time strengthening community-level protective factors. 
Thus, the approach focused not only on reducing risk factors, but also on 
mobilizing society to foster responsible guardianship, community 
attachment, and informal social control, all on the local community 
level. This effort has come to be known as the Icelandic Model of 
Adolescent Substance Use Prevention. It is important to demonstrate 
that this approach is not merely a "program" in the conventional 
sense with a given time frame, but rather a long-term effort to alter 
society on behalf of young people in Iceland in order to decrease the 
likelihood of adolescent substance abuse...  

 

 

 

 

Australia‘s Tough on Drugs – reductions of 39% 
 
Australia’s Federal Government introduced Tough on Drugs in 1998, with Drug 
Free Australia’s current President, Major Brian Watters as Prime Minister John 
Howard’s chief advisor on drug issues.  By 2007 the drug policy had reduced 
illicit drug use by 39% and had drawn the attention of the United Nations 
https://www.unodc.org/documents/data-and-
analysis/Studies/Drug_Policy_Australia_Oct2008.pdf, a document that more fully 
explains the elements of Tough on Drugs. 
 

https://www.unodc.org/documents/data-and-analysis/Studies/Drug_Policy_Australia_Oct2008.pdf
https://www.unodc.org/documents/data-and-analysis/Studies/Drug_Policy_Australia_Oct2008.pdf
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Television advertising such as https://www.youtube.com/watch?v=lK-tjGTtLcM and 
https://www.youtube.com/watch?v=B3QWEAJ6NNU was used to put Australia’s drug 
problem, which was then the highest in the developed world, front and centre with the 
Australian public.  Every household with children in Australia was posted a booklet on 
how parents should talk to their children about drugs. 
 

 
 
 
Overall illicit drug use reduced 39% - cannabis use was down 50%, heroin use by 75% 
and amphetamine use by 46%. 

 
 
 
 
 

 
 
 

 

 
 
 
 
 
 

https://www.youtube.com/watch?v=lK-tjGTtLcM
https://www.youtube.com/watch?v=B3QWEAJ6NNU
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Since Tough on Drugs was discontinued in 2008, illicit drug use has increased 22% 

 

 
 
 
 
 
A proven pathway to less drug use that works 

 
With Sweden, Iceland and previous Australian policies demonstrating a proven 
pathway to much lower drug use, the ACT has the opportunity to pursue drug 
policies that work. 
 
That policy must include resilience-based education in high-schools and a priority 
on coerced rehabilitation of drug users via Australia’s drug courts. 



 Drug Free Australia 

EVIDENCE 

EVIDENCEEVIDENCEEVIDENCE   

8 

 

APPENDICES 
 



Health Promotion Practice
Month XXXX Vol. XX , No. (X) 1 –8

DOI:https://doi.org/10.1177/1524839919849032 

Article reuse guidelines: sagepub.com/journals-permissions
© 2019 The Author(s)

1

Adolescent substance use—the consumption of alco-
hol, tobacco, and other harmful drugs—remains a per-
sistent global problem and has presented ongoing 
challenges for public health authorities and society. In 
response to the high rates of adolescent substance use 
during the 1990s, Iceland has pioneered in the develop-
ment of the Icelandic Model for Primary Prevention of 
Substance Use—a theory-based approach that has 
demonstrated effectiveness in reducing substance use 
in Iceland over the past 20 years. In an effort to docu-
ment our approach and inform potentially replicable 
practice-based processes for implementation in other 
country settings, we outline in a two-part series of arti-
cles the background and theory, guiding principles of 
the approach, and the core steps used in the successful 
implementation of the model. In this article, we describe 
the background context, theoretical orientation, and 
development of the approach and briefly review pub-
lished evaluation findings. In addition, we present the 
five guiding principles that underlie the Icelandic 
Prevention Model’s approach to adolescent substance 
use prevention and discuss the accumulated evidence 
that supports effectiveness of the model. In a subse-
quent Part 2 article, we will identify and describe key 
processes and the 10 core steps of effective practice-
based implementation of the model.

Keywords: adolescence; Icelandic model; implemen-
tation; practice-based evidence; preven-
tion; substance use

>> IntroductIon

Preventing alcohol, tobacco, and other harmful drug 
use among youth remains an ongoing challenge, espe-
cially in many advanced economies of the world. From 
a public health perspective, the most sensible approach 
to prevention is to avert or delay the onset of alcohol, 
tobacco, and other drug use as long as possible. Early 
drug use impairs psychosocial and neurocognitive 
development and increases youth vulnerability to later 
use of licit and illicit substances, academic failure, 
high-risk sexual behavior, and mental health problems 
(Atherton, Conger, Ferrer, & Robins, 2016; Windle & 
Zucker, 2010), and is strongly predictive of later depend-
ence (Kendler, Myers, Damaj, & Chen, 2013; Moss, Chen, 
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& Yi, 2014). Nonetheless, despite the need for effective 
primary prevention, most programs and approaches fail 
to show long-term impact and societal benefits (Hopfer 
et al., 2010; Kumpfer, Smith, & Summerhays, 2008).

Although there are examples of prevention approaches 
that have demonstrated success, such as the Strategic 
Prevention Framework developed by Substance Abuse 
and Mental Health Services Administration (Anderson-
Carpenter, Watson-Thompson, Chaney, & Jones, 2016) 
and Communities That Care (Hawkins et  al., 2008), a 
separate noteworthy success story in primary preven-
tion of substance use comes from Iceland. This article is 
the first of a two-part series that describes the theory- 
and practice-based processes associated with the suc-
cessful implementation of the Icelandic Model for 
Primary Prevention of Substance Use. Here we discuss 
the development of the Icelandic Prevention Model 
(IPM), present a brief theoretical overview, and summa-
rize the accumulated evidence of effectiveness of the 
approach in reducing rates of adolescent substance use 
in Iceland. This is followed by an introduction to the 
five guiding principles underlying the model. We con-
clude by placing the model and the evidence in support 
of its effectiveness in context within the wider literature 
of the field.

>>ModEL dEvELoPMEnt And EvIdEncE 
oF EFFEctIvEnESS

Context

In the 1990s, Iceland ranked comparatively high on 
adolescent alcohol, tobacco, and other harmful drug 
use as evidenced by results from the European School 
Project on Alcohol and Drugs (ESPAD)—a comparative 
study of 35 European countries conducted every 3 to 4 
years (ESPAD Group, 2016). To illustrate, in 1999, the 
rate of ever smoking tobacco among 10th-grade youth 
in Iceland was 56% and 69% on average in Europe; the 
rate of drunkenness in the past 12 months was 56% in 
Iceland and 52% in Europe; and 15% had reported use 
of cannabis substances (hashish, marijuana) in Iceland, 
similar to other parts of Europe. For many years leading 
up to this point Iceland had been utilizing traditional 
methods of primary substance use prevention, namely, 
individual, school-based instructional and educational 
programs, with the aim of educating or leading youth 
away from initiating substance use (Palsdottir, 2003; 
Sigfusdottir, Thorlindsson, Kristjansson, Roe, & 
Allegrante, 2009). In response to the alarming rates of 
adolescent substance use in the mid-1990s and with 
sponsored funding from the government of Iceland and 
the Reykjavik City Council, a group of policy makers 

and administrative leaders, elected officials, and social 
scientists came together to explore new ideas for initi-
ating a different, bottom-up collaborative approach to 
substance use prevention that has since become known 
as the Icelandic Prevention Model (Sigfusdottir et al., 
2009; Sigfusdottir, Kristjansson, Gudmundsdottir, & 
Allegrante, 2011).

Model Development

Since its formulation, the IPM has been grounded in 
classic theories of social deviance that were developed 
in sociology and criminology (Akers, 1977; Hirchi, 
1969; Merton, 1938), rather than based in traditional 
health behavior change theories (Glanz, Rimer, & 
Viswanath, 2015). The mutual viewpoint of these devi-
ance theories is that most individuals are capable of 
deviant acts but that only under certain environmental 
and social circumstances will those acts become com-
mon patterns of behaviors among dominant groups of 
adolescents. Major reasons for such behavioral patterns 
thus include (a) lack of environmental sanctions by the 
social environment (e.g., from parents and other adults), 
(b) low individual and/or community investment in 
traditional and positive values (e.g., high educational 
aspirations), and (c) lack of opportunities for participa-
tion in positive and prosocial development (e.g., organ-
ized recreational and extracurricular activities such as 
sports, music, drama, after school clubs, etc.). Thus, 
from this theoretical perspective, children are viewed 
as social products and not as rational individual actors, 
and hence alcohol, tobacco, and other drug use is 
viewed as attributes of the social environment 
(Sigfusdottir et  al., 2009) and engrained in both risk 
and protective factors that comprise key determinants 
of the ongoing cycle of substance use.

Echoed by this theoretical view, the goal of the 
approach from the outset was to “mobilize society as a 
whole in the struggle against drugs” (Palsdottir, 2003), 
with emphasis on community engagement and collabo-
ration leading to long-standing and gradual environ-
mental and social change rather than short-term 
solutions. Rooted in research evidence from the social 
and behavioral sciences, the preventive cornerstone of 
the approach was to strengthen protective factors and 
mitigate risk factors at the local community level 
within each of the domains of parents and family, the 
peer group, the school environment, and leisure time 
outside of school (Nash, McQueen, & Bray, 2005; 
Scholte, Poelen, Willemsen, Boomsma, & Engels, 2008; 
Watkins, Howard-Barr, Moore, & Werch, 2006), all of 
which are potential domains of ongoing practice-based 
assessment and intervention (see Figure 1). The 10 core 

LC LSIC Inquiry into Use 
of Cannabis in Victoria 

Submission 1222

13 of 27



Kristjansson et al. / PRINCIPLES OF THE ICELANDIC MODEL 3

 

steps to this effective intervention process are outlined 
in the related second article within this issue of Health 
Promotion Practice.

Evaluation and Evidence of Effectiveness

Since the original development of the model, Iceland 
has led the decline in substance use in all of Europe. In 
2015, the rate of ever smoking tobacco was 46% among 
10th-grade adolescents in Europe but had plunged to 
16% in Iceland; average rates of current alcohol use 
were 48% in Europe but 9% in Iceland; and average 
rates of lifetime use of cannabis substances remained at 
16% in Europe, similar to 1999, but declined to 5% in 
Iceland (see Figure 2 for standard trend measures from 
the Youth in Iceland studies). In all instances, the 2015 
rates in Iceland represented either the lowest or the 
second lowest of all 35 countries that participated 
in the ESPAD study that year (ESPAD Group, 2016). 
Corresponding to these changes in substance use, 
Iceland had also witnessed large reductions in risk fac-
tors and strengthening of protective factors. For exam-
ple, 10th-grade students reporting parents knowing 
with whom they spend time in the evenings increased 
from ~50% in 2000 to just over 74% in 2016. Even more 
dramatic, while 80% of 10th-grade students reported 
having been “outside after midnight” once or more dur-
ing the 7 days prior to the annual survey in 2000, this 
ratio had declined to approximately 31% in 2016. 
During the same time, participation in organized sports 
with a club or team four times per week or more often 
had increased from 26% in 2000 to approximately 37% 
in 2016 (Kristjansson et al., 2016). Using a quasi-exper-
imental, group-based design, we conducted an evalua-
tion to assess central elements of the IPM (Kristjansson, 

James, Allegrante, Sigfusdottir, & Helgason, 2010). 
Municipalities that had consistently been a part of the 
model since 1997 formed the intervention group and 
were compared to those that had consistently been out-
side of the formal model. It should be noted that given 
the geographical isolation and small population of the 
country, potentially contaminating spillover effects 
from the model to outside areas could be expected. 
However, despite these challenges, the evaluation dem-
onstrated a significand difference in group trends over 
time in smoking and alcohol use, parental monitoring, 
party lifestyle, and participation in organized sports, 
with the treatment group being favored in all instances.

Since the mid-1990s, much has changed in the ado-
lescent environment in Iceland that has been influ-
enced by widespread implementation of the model. 
Some of those changes are holistic and onetime altera-
tions, while several notable others are ongoing and 
continuous. First, municipalities and schools that 
include over 80% of the country’s population now 
routinely utilize annually updated survey data to 
monitor trends and potential changes in substance use 
and risk and protective factors among youth and use 
this information to organize responses and set strate-
gies for the year ahead. Second, most municipalities 
and many schools now employ designated personnel 
with dedicated time to engage in primary prevention 
activities. In addition, government-funded commu-
nity nongovernmental organizations have been set up 
to strengthen and improve the collaborative aspect of 
parenting at the local school-community level. Finally, 
municipalities have as a matter of policy increased 
funding dramatically for recreational and extracurric-
ular activities for children and adolescents, making 
such activities available to all through a user-friendly 
voucher system.

>>FIvE GuIdInG PrIncIPLES

The IPM is built on a foundation of five guiding 
principles (see Table 1). Each principle can be thought 
of as a unique dimension of an overall approach that 
provides direction for how each step in the community 
intervention process ideally should be implemented 
(see Kristjansson et al., 2019). Although different steps 
in the process may emphasize a given guiding princi-
ple more or less heavily, every step of the model should 
include each of these principles. When choosing among 
competing strategies, the guiding principles can be 
consulted as a means of identifying the strategy most in 
keeping with the intended design of the IPM and local 
needs. Below, is a brief summary of each of these prin-
ciples and associated dimensions.

FIGurE 1 domains of community risk and Protective Factors 
in the Icelandic Prevention Model
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Guiding Principle 1: Apply a Primary Prevention 
Approach That Is Designed to Enhance the Social 
Environment

The model focuses on preventing the initiation of 
substance use by altering the social environment in a 
manner that reduces the likelihood that young people 
will initiate substance use. This approach therefore 
addresses the underlying causes of substance use initia-
tion. By working to increase social and environmental 
protective factors associated with preventing or delaying 
substance use and decreasing corresponding risk factors, 
the model prevents substance use by intervening on 
society itself and across a broad spectrum of opportuni-
ties for community intervention. This “society is the 
patient” approach (Myers, 2008) prioritizes thoughtfully 
and intentionally altering the social, organizational, and 
cultural characteristics of communities as the primary 
means of inoculating young people against substance 

use. Within this principle, accessing and/or hiring 
appropriate personnel to guide local team-building and 
bridging the use of research evidence to practical imple-
mentation will be central.

Guiding Principle 2: Emphasize Community Action 
and Embrace Public Schools as the Natural Hub of 
Neighborhood/Area Efforts to Support Child and 
Adolescent Health, Learning, and Life Success

The model’s primary unit of intervention is the 
neighborhood, which is defined as the service area 
assigned to a local school. The model uses an ecologi-
cal approach that addresses family, school, peer, and 
community social influences and other opportunities 
within each neighborhood. Although schools are not 
primarily responsible for strengthening the neighbor-
hoods and areas they serve, they do represent an essen-
tial hub for local activities designed to support the 

tAbLE 1
the Five Guiding Principles of the Icelandic Prevention Model

Guiding Principle 1 Apply a primary prevention approach that is designed to enhance the social environment.
Guiding Principle 2 Emphasize community action and embrace public schools as the natural hub of 

neighborhood/area efforts to support child and adolescent health, learning, and life success.
Guiding Principle 3 Engage and empower community members to make practical decisions using local, high-

quality, accessible data and diagnostics.
Guiding Principle 4 Integrate researchers, policy makers, practitioners, and community members into a unified 

team dedicated to solving complex, real-world problems.
Guiding Principle 5 Match the scope of the solution to the scope of the problem, including emphasizing long-

term intervention and efforts to marshal adequate community resources.

FIGurE 2 Annual Percentage of Self-reported Substance use Among Icelandic Adolescents, 1998-2018
SOURCE: Kristjansson et al. (2016).
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health, well-being, and success of children and adoles-
cents. As a result, strengthening connections between 
families, schools, and the community-at-large, and 
unifying those groups into a cohesive team devoted to 
preventing substance use, represents a core strategy of 
the IPM. Securing the collaboration and commitment of 
schools for the collection of data to routinely monitor 
trends in both substance use and risk and protective 
factors is therefore essential.

Guiding Principle 3: Engage and Empower 
Community Members to Make Practical Decisions 
Using Local, High-Quality, Accessible Data and 
Diagnostics

Local community members make all model-driven 
decisions based on hard data and neighborhood and 
school-specific diagnostics. The model thus relies on 
local data to (a) capture, focus, and sustain community 
attention on local factors essential to preventing sub-
stance use (b) guide the selection of strategies and the 
development of community capacity necessary to 
address the complex problem of substance use.

To accomplish this, the model uses data that are local, 
high-quality, and made accessible through quick and effi-
cient processing and dissemination. Local data amplify 
community interest in what is happening with the young 
people living in local areas and neighborhoods, as well as 
motivating community action to address local problems. 
High-quality data strengthen opportunities to accurately 
describe, diagnose, and inform community decision mak-
ing. Accessible and current data promote meaningful 
participation from the whole community by presenting 
information in a clear manner that is easily understood by 
most community members. Using local, high-quality, and 
accessible data allows a local prevention team to accu-
rately describe how community characteristics relate to 
substance use in each specific neighborhood or school, to 
identify possible priorities for intervention, and to sup-
port well-informed community members as they use hard 
data to choose strategies most likely to be successful in 
their individual communities. Collaborating with com-
munity-based researchers and supporting them to collect, 
process, and disseminate regular data is essential to this 
principle.

Guiding Principle 4: Integrate Researchers, Policy 
Makers, Practitioners, and Community Members 
Into a Unified Team Dedicated to Solving Complex, 
Real-World Problems

In many public and community health interven-
tions, the connections between researchers, policy 

makers, practitioners, and community members are 
more theoretical than functional and practical. 
Although they may share the same goal, each group 
tends to function in isolation from the others and at 
varying proximities from the problem itself. The IPM 
takes a team-science-to-practice approach to preven-
tion that integrates researchers, policy makers, practi-
tioners, and community members into a team that 
works to solve real-world problems in specific areas or 
neighborhoods over long periods of time. Thus, each 
group maintains close proximity to each other and the 
problem itself. While working together to implement 
each of the 10 Core Steps of the Icelandic Prevention 
Model (see Kristjansson et  al., 2019), each group not 
only offers unique skills and experiences necessary for 
solving local problems related to substance use but also 
does so in a manner that seeks to both influence and be 
influenced by other team members. For example, using 
this approach, researchers are open to ideas from pol-
icy makers, practitioners, and community members 
and often rely on their practice-based insights to guide 
future directions in data collection and interpretation 
of existing data. Conversely, policy makers, practition-
ers, and community members come to rely on research-
ers when collecting data, making data-driven decisions, 
and evaluating community progress. By establishing 
this kind of functional team dynamic, the model aligns 
the expertise and efforts of researchers, policy makers, 
practitioners, and community members to maximize 
the practical, real-world impact of their collective 
capacity. Clarifying and maintaining the importance of 
collaboration is the crux of this principle.

Guiding Principle 5: Match the Scope of the 
Solution to the Scope of the Problem, Including 
Emphasizing Long-Term Intervention and Efforts to 
Marshal Adequate Community Resources

The model recognizes that the social conditions that 
promote substance use among young people emerge 
from multiple, complex sources over time. For example, 
previously established social norms related to substance 
use; community economic conditions; the prevalence of 
depression, anxiety, and addiction among adults; and a 
lack of interesting and accessible structured leisure time 
opportunities may all contribute to a rise in the rates of 
substance use and abuse among adolescents. The rise of 
any one of these contributing factors is complex and 
usually occurs over long periods of time. Therefore, 
solutions designed to counteract, mitigate, or eliminate 
these social conditions must account for the scope and 
magnitude of those initial problems. Problems that take 
10 years to develop are seldom solved in 10 weeks or 
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even 10 months. More often, decade-long social prob-
lems may take years to address and require long-term 
vision and planning, sustained attention and commit-
ment, adherence to an iterative and repetitive approach, 
and long-cycle or permanently committed financial 
resources. Since the model is based on an ongoing effort 
to alter society in a manner that protects young people 
from substance abuse, it must also prioritize creating the 
community capacity and long-term commitments neces-
sary to achieve this goal. Understanding and appreciat-
ing that primary prevention as seen through the lens of 
the IPM is a long-term strategy will be necessary to live 
up to this guiding principle.

>>dIScuSSIon

The IPM in many ways mirrors what Livingood 
et al. (2011) have called for and labelled as an applied 
“toolkit approach” to health promotion. Rather than 
relying on universal and prescriptive interventions, the 
toolkit approach assumes that communities vary greatly 
in strengths, opportunities, and resources. For health 
promotion practice this means that although the influ-
ence of specific risk and protective factors operates 
similarly across individuals (Hemphill et  al., 2011), 
their prevalence and significance differ at the school-
community level (Hawkins, Van Horn, & Arthur, 2004). 
This is particularly important for primary substance 
use prevention because it underscores the appropriate-
ness of community-wide diagnosis of risk and protec-
tive factors, and the local tailoring of intervention 
activities (Livingood et al., 2011).

Instead of attributing the risks of substance use ini-
tiation among children and adolescents to individual 
choices, the IPM is designed to maximize the odds of 
healthy individual choices as default and therefore for 
greater population impact than typically achieved 
through efforts limited to individual-level programs. 
This aligns with the premises of the Centers for Disease 
Control and Prevention Health Impact Pyramid 
(Frieden, 2010)—the five-layer pyramid that represents 
a spectrum of changes from population-level socioeco-
nomic factors at the base of the pyramid, to the individ-
ual-level counseling and education at the apex of the 
pyramid—and assumes an inverse relationship between 
the increased individual effort needed at the top and 
the potential population impact at the bottom. Above 
changes in socioeconomic factors, the fourth layer in 
the pyramid concerns itself with “Changing the Context 
to Make Individuals’ Default Choices Healthy.” In the 
context of the Health Impact Pyramid, this is precisely 
the position and focus of the IPM. However, changing 
community norms and culture takes time, and time is 

commonly a scarce resource to planners, funders, and 
elected officials who seek immediate answers or solu-
tions to community problems. Thus, mutual agreement 
and understanding among stakeholders that the IPM is 
a long-term approach is essential for success.

In reviewing the five guiding principles of the IPM, it 
becomes apparent that individual elements of the model 
are not new. The key difference between the IPM and other 
prevention approaches concerns its processes and reliance 
on collaboration between representatives from sectors that 
usually do not interact or engage much with one another: 
researchers, policy makers, practitioners, and community 
stakeholders. At the local level, everyone is needed at the 
table to work in dialogue under the realization that each of 
these entities represents an important function in the sys-
tem, and therefore each is also limited in their scope and 
strengths. Thus, a central theme in the approach is com-
munity engagement and collaboration to foster an environ-
ment that is resistant to substance use, assuming that the 
risk of substance use initiation among children and adoles-
cents grows out the of the social environment (Akers, 
Krohn, Lanza-Kaduce, & Radocevich, 1979; Hirchi, 1969; 
Merton, 1938; Sigfusdottir et  al., 2009). Thus, instead of 
facilitating behavior change at the individual level through 
educational and/or instructional programs, as is more com-
mon in traditional prevention work, the IPM assumes that 
changing the environment will generate less risk-prone 
individuals in the long term. It is therefore not a top-down 
program but a bottom-up community-building collabora-
tive approach that is organized for long-term action, change, 
and maintenance of change.

In conclusion, the IPM has been in development and 
practice-based refinement for 20 years (Palsdottir, 2003; 
Sigfusdottir et  al., 2009) and has demonstrated strong 
evidence of effectiveness in reducing substance use 
among Icelandic adolescents. Since the initiation of the 
Youth in Europe project in 2006 (Kristjansson, Sigfusson, 
Sigfusdottir, & Allegrante, 2013; Sigfusdottir, Kristjansson, 
& Agnew, 2012), the approach has been disseminated 
and scaled—in part or in whole—in several other coun-
tries, cities, and municipalities (Kristjansson et al., 2013; 
Kristjansson et  al., 2017). During this time, we have 
learned which challenges most commonly impede full 
implementation and subsequent results. These chal-
lenges include inadequate organization and poor coali-
tion building at the local level, limited funding and 
personnel with protected time to devote to primary pre-
vention, low levels of political and administrative sup-
port and/or distrust in research, poor data collection 
preparation with schools and/or confusion about indi-
vidual roles, low participation in community meetings 
and failure to garner wide community support and 
engagement, extended time between data collection and 
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report dissemination, confusion about data ownership 
and rights to distribution, limited interest in community 
engagement beyond informational meetings, lack of 
organizational and community-based strategies to iden-
tify and work on selected priorities, limited availability 
for structured leisure time activities and low commit-
ment to improve/add opportunities, and insufficient 
time allowed to facilitate long-term changes. Part 2 in 
this series will examine these challenges and the respec-
tive steps we have found necessary to take in overcoming 
them when implementing primary prevention of adoles-
cent substance use.
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