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i. Summary of the market 
analysis 

2

The following grids provide a summary of an analysis of the drugs market in England covering five widely used 
substances: heroin, crack cocaine, cocaine powder, cannabis and synthetic drugs (such as MDMA and amphetamines)

For each one it follows the path from production to the end user, identifying the main distribution routes, the costs and 
harms as well as international comparisons and emerging risks   



Heroin

Production/ 
trafficking into 
the UK

How produced 

Opium poppy is cultivated, 
processed into base form, 
adulterated with cutting 
agents, and then pressed into 
blocks and packaged for 
export. 

Where produced 

Limited to specific regions. 
Most heroin destined for the 
UK market is thought to 
originate from 
Afghanistan.

Trends in production 

A 44% increase in Afghan 
heroin production since 2015, 
which is predicted to 
continue. This has led to 
increases in purity. However, 
these increases do not appear 
to have impacted on heroin 
use thus far.

Main supply routes into UK 

Three main routes: 
i) via the Middle East and 

the Balkans; 
ii) via northern Asia into 

Russia and northern 
Europe; 

iii) via Africa and into 
southern Europe.

The Balkan route is thought to 
be the most frequently used.

Enforcement at the border

488kg of heroin seized in 
2018/19, a 217% increase  
from 2017/18.

Potential to disrupt supply 
chains 
¢ƘŜ ƘŜǊƻƛƴ ΨŘǊƻǳƎƘǘΩ ƛƴ 
2009/10 seemed to lead to a 
significant fall in purity, a 
reduction in deaths and better 
treatment outcomes. However, 
enforcement activity to restrict 
supply does not appear to have 
had similar impacts.

Distribution 
within the UK

Import/wholesale supply

Estimated 118 import OCGs in 
England and Wales.

Estimated 845 supply 
(wholesale and retail) OCGs in 
England and Wales.

Import/wholesale supply

UK-based OCGs with Pakistani 
links and Turkish familial OCGs 
are heavily involved in heroin 
importation and supply, while 
British OCGs are dominant in 
the North West of England.

Retail supply

In large cities, heroin is 
supplied by local OCGs or 
USGs, usually alongside crack. 
In other areas county lines 
groups have increasingly 
taken control of heroin and 
crack supply. Street dealers 
consist of user-dealers and 
junior OCG or USG members.

Links to exploitation

County lines groups in 
particular are associated with 
widespread exploitation of 
young people as drug runners, 
and of vulnerable drug users 
through cuckooing. Local 
OCGs and USGs selling 
heroin/crack have also been 
identified to use these 
practices.

Links to violence

Heroin and crack markets are 
the most closely linked to 
violence, likely due to the 
large financial rewards on 
offer, the high levels of 
deprivation associated with 
heroin/crack affected areas, 
and the use of young people.

Trends in enforcement

The number of heroin seizures 
by police forces has fallen 
considerably in recent years 
despite usage remaining high. 
This indicates that heroin 
suppliers may be effectively 
avoiding detection by law 
enforcement. This trend began 
to change in 2018/19, with an 
increase in heroin seizures.

Prevalence and 
profile of users 

Estimated number of users 

261,000 users in England.

Trends in prevalence 

The overall number of illicit 
opiate users has remained 
relatively stable over the last 
10 years. 
However, new incidence has 
fallen, particularly among 
under 30s.

Patterns of use (frequency/ 
purchase routes)
The majority of users will use 
most days to avoid 
withdrawal.
Mainly purchased from street 
level dealers. 

Trends in patterns of use

More users are nowalso using 
crack cocaine and or NPS, 
often injecting both drugs. 
This has been linked to 
increases in HIV infections. 

Profile of users - geography/demographics

An ageingheroin cohort, with many starting use in 1980s and 
1990s. Highest rates of use in North West and North East, 
though the profile of users is different.

Prevalence strongly correlates with deprivation. 

Heroinusers often have multiple and complex needs such as 
mental health, unemployment, family estrangement, 
homelessness and offending histories. 



Harms and 
economic costs 

Main harms/risks to 
individual users 

Å Substantiallyincreased 
risk of morbidity and 
premature mortality 

Å High CVD and 
respiratory risk 

Å BBVs/wound infections 
Å Family breakdown 
Å 90% of Hepatitis C 

infections among PWID 

Main societal harms and 
economic costs 

Over four-fifths of the 
estimated cost of drug use 
is associated with opiate 
and crack users (OCUs). 
Crime and CJS costs make 
up half of the overall costs. 
95% of the crime costs are 
estimated to be related to 
crack and heroin use. 

Main societal harms and 
economic costs 

Drug-related deaths and 
homicides make up the 
next largest cost with 
OCUs making up nearly 
80% of the cost associated 
with drug poisonings.

Trends in harms and costs  

Heroin deaths have more 
than doubled since 2012 
and are now at their 
highest level ever 
Bacterial wound infections 
have increased significantly 
over recent years 

Trends in harms and costs  

With the proportion of the prevalent population in treatment reducing against  
stable prevalence, costs and harms will likely be increasing. 

The numbers of people sleeping rough have increased by 165% since 2010 and 
drug-related deaths amongst this group have risen sharply.

Responses/ 
interventions 

Primary responses/  
interventions 

Drugtreatment ς
combination of 
pharmacological and 
psychosocial interventions 
in community, prison and 
residential settings.
Needle exchange ςto 
prevent spread of BBVs and 
other harms. 

Proportion of users in 
treatment 

Currently53% though this 
has fallen over recent 
years (from a peak of 65%) 
as prevalence has 
remained stable and 
numbers in treatment 
have fallen. Treatment 
number decreases have 
reflected similar falls seen 
in expenditure. 

Trends in treatment 
access/outcomes 

Thenumber of opiate 
users in treatment has 
fallen by a fifth over the 
last seven years with the 
proportion completing 
treatment falling by a third  
over this time.

Potential for treatment to 
disrupt markets 

Highςhaving heroin users 
in treatment means they 
are far less likely to access 
drugs via dealers and it 
helps prevent the induction 
of peers into starting use. 

Considerations/issues 

Treatmentfunding inadequate to meet needs of ageing heroin cohort, new 
users and emerging threats.

Lack of accountability at national and local level which needs to be increased. 

Links need to be strengthened between the CJS and treatment via improving 
pathways, particularly from prison to community.

International 
comparison/ 
emerging 
threats

International comparisons

The global area of opium cultivated is more than 60% 
larger than it was a decade ago. The increases in 
cultivation do not appear to have led toincreases in 
usage. 

The UK has significantly more high-risk opioid users 
than any other EU country, with 8.4 users per 1000. 
Some countries are experiencing opioid epidemics, 
largely driven by synthetic opioids such as fentanyl and 
its analogues. 

Possible policy initiatives/considerations

Mostheroin users have one or more additional 
complex needs. 
Needto increase local partnership and cross-
government working. 
Recovery is not just about treatment but also requires 
the integration of other services, including housing and 
employment support. 
A more effective, wraparound response is required 
that responds jointly to the housing and health needs
of the rough sleeping cohort.

Emerging threats/risks 

Increaseduse of crack cocaine among existing users will increase mortality and 
morbidity risk. New crack users could transition to heroin use. 

About 0.5m people have been taking prescription opiates for three years or 
more. Some will have dependence and withdrawal needs to be properly 
managed by GPs or local specialist services to avoid a US-style crisis. 

Syntheticopioids such as fentanyl that are many times stronger increase the 
risk of overdose and other harms significantly. 
Risk that fentanyl or other synthetic opioids which can be more easily 
imported start to contaminate or replace heroin.



Crack cocaine                          

Production/ 
trafficking into 
the UK

How produced 

Coca plant is cultivated, 
processed into a base form, 
adulterated with cutting 
agents, and then pressed into 
blocks and packaged for 
export. Powder cocaine is 
ǘƘŜƴ ΨŎƻƻƪŜŘΩ ƛƴǘƻ ŎǊŀŎƪΦ 
Primarilythis is done in the 
UK.

Where produced 

Cocaine production is limited 
to specific regions ςColombia, 
Peru and Bolivia.

Trends in production 

Colombian cocaine production 
has increased by over 250% 
since 2013. This has led to a 
surge in purity across Europe, 
and appears to have 
contributed to increased use 
of crack and powder cocaine 
in England and Wales.

Main supply routes into UK

Cocaine is trafficked into 
Southern Europe using maritime 
transport, either via Africa or via 
Central America/the Caribbean. 
From Southern Europe it is 
trafficked through the 
Netherlands and Belgium into the 
UK. It is often trafficked together 
with heroin and other drugs from 
Central Europe. 

Enforcement at the border

Typically low amounts of crack cocaine are seized at the 
border as it is rarelycooked from cocaine powder before it 
enters the UK. Powdered cocaine is seized at the border in 
much higher quantities.

Distribution 
within the UK

Level of OCG involvement 

Estimated 606 supply 
(wholesale and retail) OCGs in 
England and Wales.

Import/wholesale supply

Crack cocaine is produced 
close to the retail level, so the 
import/wholesale stages 
generally follow that of 
powder cocaine.

Retail supply

In large cities, crack is supplied 
by local OCGs or USGs, usually 
alongside heroin. In other 
areas county lines groups have 
increasingly taken control of 
heroin and crack supply. 
Street dealers consist of user-
dealers, junior OCG members 
or USG members.

Links to exploitation

County lines groups in particular 
are associated with widespread 
exploitation of young people as 
drug runners, and of vulnerable 
drug users through cuckooing. 
Local OCGs and USGs selling 
heroin/crack have also been 
identified to use these practices.

Links to violence

The evidence suggests that 
drug markets involving 
crack are among the most 
violent. OCGs supplying 
both heroin and crack are 
thought be more violent 
than those only supplying 
heroin.

Trends in enforcement

The number of police force 
seizures of crack cocaine has 
increased over the last few 
years, likely reflecting the 
increase in use and 
availability, and the 
enforcement focus on county 
lines.

Prevalence and 
profile of users 

Estimated number of users 

181,000 users in England.

Trends in prevalence 

Significant increases in both 
older heroin users additionally 
using crack, as well as new 
users of all ages not using 
alongside heroin.

Patterns of use (frequency/ 
purchase routes)
Crack tends to be used in 
binges of a few days at a time, 
often alongside alcohol and 
other drugs. It is highly 
addictive but the highs are 
relatively short-lived. 

Trends in patterns of use

Some of the stigma associated 
with crack in the past has gone 
and younger users now see it as 
more acceptable. 
With the changes in price and 
purity of cocaine, some cocaine 
users are moving from smoking it 
(freebasing) to the use of cheaper 
more ready-to-use crack.

Profile of users - geography/demographics

While London still has one of the highest rates of crack 
use, it has fallen over the last 10 years. 
Whereas other regions such as the East of England, South 
East and the North East have seen significant increases 
since 2012. Crack increases tend to be outside established 
urban areas ςpossibly corresponding with the growth in 
county lines.



Harms and 
economic costs 

Main harms/risks to individual users 

Å Heart failure, abnormal heart rhythms (arrhythmias) 
and sudden death;

Å abnormally high blood pressure (pulmonary 
hypertension);

Å depression; 
Å aggression and possible violence;
Å psychotic reaction similar to acute paranoid 

schizophrenia and psychosis;
Å injecting increases the risk of HIV and hepatitis C;
Åmay be a risk factor for use of heroin.

Main societal harms and 
economic costs
Over four-fifths of the 
estimated cost of drug use is 
associated with opiate and 
crack users. 
Crime and CJS costs make up 
half of the overall costs. 
95% of the crime costs are 
estimated to be related to 
crack and heroin use. 

Trends in harms and costs  

Cocaine and crack cocaine deathshave increased nearly six-fold since 2011 and were cited in 
one in seven deaths in 2018.
As most of the individual and societal harms and costs are associated with opiateand crack 
users then any increases in prevalencewill increase these. 

Responses/ 
interventions 

Primary responses/ 
interventions 

Psychosocialinterventions 
in community, prison and 
residential settings.  

Proportion of users in 
treatment 

Only 39%of crack users are 
currently in treatment.

Trends in treatment 
access/outcomes

Crackcocaine presentations to 
treatment (both with and 
without opiates) have 
increased by 32% since 
2013/14 with the successful 
completion rates of crack 
users (both with and with out 
opiates) falling over this time. 

Potential for treatment to 
disrupt markets 

Highςlike with heroin it can 
reduce demand for street 
dealing and help  avoid 
induction of new users. Long-
term recovery rates of users 
of crack without opiates are 
relatively good. 

Considerations/issues 

Lowerrates of crack users in treatment than users of opiates 
and these are mainly users of crack and heroin. 

wŜƭŀǘƛǾŜƭȅ ŦŜǿ ΨƴŜǿΩ ŎǊŀŎƪ ǳǎŜǊǎ ŎǳǊǊŜƴǘƭȅ ƛƴ ǘǊŜŀǘƳŜƴǘΦ 

International 
comparison/ 
emerging 
threats

International trends

EU - new EMCDDA data suggests that the use of crack 
cocaine may be spreading. Increases in the number of crack 
cocaine clients entering treatment since 2014 have been 
reported in Belgium, Ireland, France, Italy, Portugal, as well 
as in the United Kingdom.

US ςincreased crack use has been strongly linked to spikes 
in serious violence.

International comparisons 

Crack use is higher in the UK 
than elsewhere in Europe, 
where crack is only prevalent 
in a small number of larger 
cities and the UK reports the 
most demand in the EU for 
crack-cocaine treatment 
(65%).

Possible policy 
initiatives/considerations 
Treatmentfunding inadequate 
ǘƻ ŀǘǘǊŀŎǘ ŀƴŘ ǘǊŜŀǘ ΩƴŜǿΩ 
crack users.
Links need to be strengthened 
between the CJS and 
treatment. 

Emerging threats/risks 

Cocaineuse has increased significantly over the last few years. 
Risk that crack users also start using heroin. 

Historically crack users have been known to use heroin to help 
manage the come downs. With aggressive marketing of both 
drugs by county line groups, risk that heroin use could 
increase.



Cocainepowder

Production/ 
trafficking into 
the UK 

How produced 

Coca plant is cultivated, 
processed into a base 
form, adulterated with 
cutting agents, and then 
pressed into blocks and 
packaged for export.

Where produced 

Limited to specific regions ς
Colombia, Peru and Bolivia.

Trends in production 

Colombian cocaine production 
has increased by over 250% 
since 2013. This has led to a 
surge in purity across Europe, 
and appears to have 
contributed to increased use 
of crack and powder cocaine 
in England and Wales.

Main supply routes into UK

Cocaine is trafficked into 
Southern Europe using 
maritime transport, either via 
Africa or via Central America 
/the Caribbean. From Southern 
Europe it is trafficked through 
the Netherlands and Belgium 
into the UK. It is often 
trafficked together with heroin 
and other drugs from Central 
Europe. 

Enforcement at the border

The number of seizures have 
fallen while quantities seized have 
been increasing.

There was a record 8.9 tonnes of
cocaine seized in 2018/19.

Impacts of shocks to the 
supply chain
The increasing quantity of 
cocaine seized does not 
appear to have affected 
purity, usage or harms. The 
increase in cocaine seized is 
likely to reflect greater 
availability and levels of 
importation rather than a step 
change in enforcement 
activity.

Distribution 
within the UK

Level of OCG involvement 

Very high

Estimated 219 import 
OCGs

Estimated 1,054 supply 
(wholesale and retail) 
OCGs.

Import/wholesale supply

Albanian OCGs dominate the 
UK cocaine market, with a 
supply network from source 
country to towns and cities 
across the UK, acting as the 
main wholesaler to powder 
cocaine retail operations, 
including those converting it 
to crack. Some British OCGs 
also operate at the wholesale 
level.

Retail supply

Many users obtain these 
drugs for free through social 
supply, rather than buying 
from a dealer. Compared to 
crack, powder cocaine dealers 
tend to be older, white, and 
are less likely to be dependent 
users. It is often sold in the 
night-time economy alongside 
other recreational drugs such 
as ecstasy and amphetamine. 

Links to exploitation

Less evidence of links to 
exploitation in the powder 
cocaine supply chain compared 
with heroin and crack. 
However, powder cocaine may 
provide revenue to Albanian 
and other OCGs involved in 
other exploitative activities 
such as human trafficking.

Links to violence

Powder cocaine markets in the UK 
are thought be more violent  than 
cannabis and MDMA but less 
violent than heroin and crack. 

There is significant violence 
associated with cocaine trafficking 
around European ports.

Trends in enforcement

Police force seizures of 
powder cocaine have 
gradually fallen in recent 
years, despite an increase in 
use and availability. This may 
indicate a decreased 
enforcement focus on powder 
cocaine relative to other 
drugs.

Prevalence and 
profile of users 

Estimated number of 
users 

976,000 people in England 
and Wales used powder 
cocaine in the last year.

Trends in prevalence 

Increased use over the last 
five to six years, mainly 
driven by thoseunder 30. 
Though most demographics 
have seen similar levels of 
increased use.

Frequency of use

0.1%daily 
5% weekly 
22% a few times a month 
73% less than monthly 

Trends in patterns of use

As well as an increase in 
recreational use of powder 
cocaine, data on treatment 
presentations and deaths 
suggests an increasing issue 
with problematic use of 
powder cocaine.

Profile of users -
geography/demographics
Around 37% of powder cocaine 
users have a household income of 
£40,000 or more. Usageis more 
common among regular club and 
pub goers and often associated 
with alcohol use.
The South West has seen the 
largest increase in cocaine 
prevalence since 2013/14 with 
London the largest decrease.

Trends/changes in profile 
Theoverall prevalence of 
cocaine use in the last year 
has increased by around a 
quarter since 2013/14 with 
the largest increases in the 
under 30s, in rural areas and 
in those with higher incomes 
Problematic use also appears 
to have increased particularly 
in the over 30s



Harms and 
economic costs 

Main harms to individual users

ÅHeart failure, abnormal heart rhythms (arrhythmias) and 
sudden death;

Å abnormally high blood pressure (pulmonary hypertension);
Å depression; 
Å aggression and possible violence;
Å psychotic reaction similar to acute paranoid schizophrenia 

and psychosis; 
Å paranoid ideation;
Å chronic rhinitis; 
Å loss of sense of smell/nosebleeds; 
Å risk factor for use of crack.

Trends in harms and costs

Cocaine and crack cocaine deaths
have increased nearly six-fold 
since 2011 and were cited in one 
in seven drug deaths in 2018.
There have also been significant 
increases in hospital admissions 
related to cocaine use.

Responses/ 
interventions 

Primary responses/ 
interventions 

Psychosocialinterventions in 
community, prison and 
residential settings.  

Proportion of users in 
treatment 

Therewere 31,500 cocaine 
users in treatment in 2018/19 
(3% of users).  
A large proportion of those in 
treatment for cocaine also 
have problems with other 
drugs and alcohol. 

Trends in treatment 
access/outcomes

The number of cocaine users 
presenting to treatment has 
increased by 30% since 2013/14.
The recovery rate of cocaine users 
in treatment has fallen slightly 
since 2013/14 and is now just 
under 40%.

Potential for treatment to disrupt markets 

Mediumto low ςthe majority of cocaine users will not 
require structured treatment. 

Potentiallyother lower threshold interventions could be 
developed to support cocaine users.

International 
comparison/ 
emerging 
threats

International trends

Estimated global illicit manufacture of cocaine reached an all-
time high in 2017. Cocaine availability is now at an all-time 
high in the EU ςpurity is the highest for a decade whilst the 
price has remained relatively stable. 

The fragmentation of the cocaine trade in Europe has resulted 
in increased competition and violence among OCGs.

International comparisons

The UK has the highest prevalence 
of cocaine use amongst young 
people (15 ς34 years) in the EU 
(4.7%) - this is more than double 
the EU average (2.1%). 
Whilst the average purity of 
powder cocaine in the UK is similar 
to EU levels, it is comparatively 
cheaper than in most of the EU.

Possible policy initiatives/ 
considerations 
Increasesin prevalence are 
likely to lead to increases in 
problematic use. 

Drug treatment is currently not 
sufficiently resourced to 
provide outreach and 
treatment to this potential new 
cohort. 

Emerging threats/risks 

Riskof people transitioning from cocaine use to crack 
use. 

Currentlylimited understanding of the extent to which 
county lines is driving increases in prevalence. But 
anecdotal evidence that both crack and cocaine powder 
being dealt at universities. 

Risk that if more county lines operations start supplying, 
cocaine use will increase further.



Synthetics(MDMA, amphetamines and NPS) 

Production/ 
trafficking into 
the UK 

How produced 
Drugs are synthesised 
through a series of 
chemical reactions 
involving precursor 
chemicals. 

The drug is then separated 
into the base form, 
purified or crystallised into 
salt form, then 
adulterated packaged into 
powder or tablets ready 
for export.

Where produced 
Can be manufactured 
anywhere in theory. In 
practice, MDMA and 
amphetamines are produced 
mainly in Belgium and the 
Netherlands, although some 
amphetamine production takes 
place in the UK.

Synthetic cannabinoids and 
other NPS are manufactured 
primarilyin China, and to a 
lesser extent India.

Trends in production 
Increases in the number and 
quantity of ecstasy and MDMA 
seized across Europe are an 
indication that production of 
both substances may be 
increasing. The strengthof 
ecstasy is also increasing with 
dose levels in many tablets now 
very high.
The number of seizures of NPS in 
Europe has fallen since 2015, 
indicating that source production 
may have reduced.

Main supply routes into UK
Production and trafficking 
routes of synthetics are likely 
to move in response to 
changes in costs and risks. 
MDMA and amphetamines 
will often be trafficked 
alongside other drugs such as 
heroin and cocaine from the 
Netherlands and Belgium, via 
maritime and other freight. 
Synthetic cannabinoids and 
other NPS are trafficked to 
Europe via air and sea.

Enforcement at the border
Both the number and quantity 
of MDMA and amphetamine 
seizures have increased 
considerably in recent years. 
The rise in seizures appears to 
have outstripped the trends in 
usage, suggesting an increase 
in detections by Border Force. 
A total of 256 seizures of NPS 
were made at the border in 
2018/19 (16 of which were 
synthetic cannabinoids).

Impacts of shocks to the 
supply chain
The number of new NPS 
identified in the EU has fallen 
considerably since 2015, 
particularly for synthetic 
cannabinoids, indicating a 
slowdown in the generation of 
new substances. This may be a 
result of new legislation in 
China to restrict NPS 
production, and new controls 
in Europe around the supply 
of NPS.

Distribution 
within the UK

Level of OCG involvement 
Estimated 31 ecstasy 
import OCGs in England 
and Wales.

Estimated 85 ecstasy 
supply (wholesale and 
retail) OCGs in England 
and Wales.

Import/wholesale supply
There are high levels of overlap 
between OCGs supplying 
ecstasy and those supplying 
powder cocaine and cannabis. 
The dark web is also an 
important source of supply for 
synthetics, particularly for NPS 
outside of synthetic 
cannabinoids.

Retail supply
Retail supply of ecstasy and 
amphetamines is often based 
around the night-time economy 
and involves high levels of social 
supply. Synthetic cannabinoids 
ǳǎŜŘ ǘƻ ōŜ ǎƻƭŘ ƭŜƎŀƭƭȅ ƛƴ ΨƘŜŀŘ 
ǎƘƻǇǎΩΣ ōǳǘ ŀŦǘŜǊ ƭŜƎƛǎƭŀǘƛƻƴ 
changes they now tend to be sold 
by street dealers.

Links to exploitation
Little evidence is available on 
the extent of exploitation 
associated with the supply of 
synthetics. 

Links to violence
The MDMA market is thought 
to be less violent than that of 
the other mainstream drug 
markets. 

However, synthetic 
cannabinoids are closely 
linked to violence specifically 
within prisons.

Trends in enforcement
The number of MDMA 
seizures has declined slightly 
in recent years, despite 
increased usage among young 
people. The introduction of 
the Psychoactive Substances 
Act 2016 has led to a fall in 
NPS use, although the impacts 
on problematic synthetic 
cannabinoid use are less clear.

Prevalence and 
profile of users 

Estimated number of 
users
In the last year 524,000
people in England & Wales 
used MDMA;
188,000 people used 
amphetamines; and 
152,000 people used NPS.

Trends in prevalence 
MDMA use has shown small 
increases in the last few years 
but it has been up and down 
over the last decade. Use of 
amphetamines has decreased 
in recent years. NPS use among 
the general population has 
significantly fallen since the 
2016 Act, but robust data on 
the use of synthetic 
cannabinoids is not available.

Frequency of use
Of those who used MDMA in the 
last year, 93% used it less than 
once a month.

Of those who used NPS in the 
last year, 77% used it less than 
once a month.

Profile of users - geography/demographics
Mostusers of ecstasy and amphetamines are under 30, with 
men twice as likely to use the drug than women generally but 
use by gender in the under 25s is at similar rates. 
MostNPS use is also in the under 30s with prevalence being 
particularly high in rough sleeping populations.
TheNorth East and Midlands have the lowest rates of MDMA 
use, nearly a third of those seen in the South West and North 
West.  
For amphetamines the highest rates are seen in the North 
East, Yorkshire and Humber, and the South West.
Often these drugs are used together and alongside alcohol. 

Trends/changes in profile 
Therehas been little change in 
the profile of the users of 
MDMA and amphetamines,  
but while NPS use has fallen 
substantially, prevalence 
remains very high among 
rough sleepers and prisoners. 



Harms and 
economic costs 

Main harms/risks to individual users 

Increased heart rate and blood pressure; tremors, 
seizures and fits; increase in body temperature 
(hyperthermia); toxic delirium with amnesia; psychotic 
reaction similar to acute paranoid schizophrenia; anxiety 
and paranoia; suicidal thoughts.

Highlevel of NPS use among rough sleeping population 
leaves them vulnerable and more susceptible to physical 
and mental health harms 

Trends in harms and costs

Increasesin NPS use in 
prison in recent years has 
led to increases in violence, 
bullying and negative health 
incidents.

Responses/ 
interventions 

Primary responses/ 
interventions 
Psychosocialinterventions in 
community, prison and 
residential settings.  

Psychoactive Substances Act 
2016. 

Proportion of users in treatment 

Most users of these drugs will not require treatment. 

Currentlythere are 9,000 problematic users of 
amphetamines in treatment, 1,500 MDMA users and just 
over 2,000 presenting with problems with NPS. 

A large proportion of those in treatment for these drugs 
also have problems with other drugs and alcohol. 

Trends in treatment access/outcomes 

Thenumber of people presenting to treatment with 
amphetamines has halved since 2013/14. MDMA 
presentations have fallen by a third during this time. NPS 
presentations have also fallen by a third since a peak in 
2015/16. However, there has been a recent increase in NPS 
presentations among the homeless population and those 
using opiates. 

Successful completionrates for these substances have fallen 
slightly since 2013/14.

International 
comparison/ 
emerging threats

International trends 

Synthetic drug production in Europe, although difficult to 
monitor, appears to be growing, diversifying and 
becoming more innovative. There are now also growing 
ƛƴŘƛŎŀǘƛƻƴǎ ƻŦ 9ǳǊƻǇŜΩǎ ƛƳǇƻǊǘŀƴŎŜ ƛƴ ǘƘŜ Ǝƭƻōŀƭ ƳŀǊƪŜǘ 
for synthetic drugs. 
The global NPS market has however shown some signs of 
slowing down with less new substances being reported in 
recent years. 

International comparisons 

Prevalence of MDMA use in 
young adults (15-34) in the 
UK is twice the EU average 
and the third highest within 
the EU.

Amphetamine use is on par 
with the EU average at 1%. 

Possible policy initiatives/considerations 

Treatmentfunding is not sufficient to be able to provide 
capacity or outreach services to ensure problematic users of 
these substances can get the support they need. 

Treatment services are not necessarily currentlyequipped 
with the expertise and resources required to meet the 
needs of some of the users of these substances.



Cannabis

Production/ 
trafficking into 
the UK 

How produced 

Crop is grown indoors or 
outdoors. 

Herbal: Dried leaves and buds 
removed and packaged into 
bags or blocks to be sold.
Resin: Resin gum is removed 
by hand or sieving then 
pressed into blocks and 
packaged for export.

Where produced 

Can be grown anywhere. 
Resin is mostly imported from 
Morocco and Afghanistan. A 
largeproportion of theherbal 
cannabis consumed in the UK 
is domestically produced, 
although some is imported 
from Albania and the 
Netherlands among other 
countries. 

Trends in production 

There appears to have been a 
long-term switch towards 
domestic production, and a 
significant increase in potency 
and a particularly higher THC
as opposed to CBDcontent.

However, there is limited data 
on total cannabis cultivation in 
the UK or globally.

Main supply routes into UK

Moroccan cannabis resin is 
trafficked via Spain, with the 
Netherlands acting as an 
important distribution centre. 
Imported herbal cannabis is 
trafficked via various different 
routes depending on the 
source country, and the 
Netherlands is again an 
important distribution centre.

Enforcement at the border

The quantity of cannabis 
seized has fluctuated 
considerably over time, while 
the number of seizures has 
increased in recent years. 

Herbal cannabis now accounts 
for the large majority of 
cannabis seized at the border.

Potential to disrupt supply 
chains further 
The supply chain for cannabis 
is relatively resilient given the 
large presence of domestic 
cultivation. The use of indoor 
cultivation means that yields 
are largely unaffected by 
changes in weather.

Distribution 
within the UK

Level of OCG involvement 

Estimated 111 import OCGs in 
England and Wales.

Estimated 836 supply 
(wholesale and retail) OCGs in 
England and Wales.

Estimated 364 cultivation 
OCGs in England and Wales.

Import/wholesale supply

Cannabis production is 
generally controlled by British 
OCGs, although South East 
Asian, Dutch and Albanian 
OCGs also have a presence.

Retail supply

Cannabis is obtained through 
a combination of dealers, 
social supply, and individuals 
growing cannabis for their 
own consumption.

Links to exploitation

Young people with heavy 
cannabis use may potentially
be pulled into county lines 
supply in order to pay for their 
drug use. 

South East Asian OCGs are 
known to exploit individuals to 
work on cannabis farms.

Links to violence

The available data indicates 
that cannabis markets are less 
closely linked to violence than 
the markets for heroin/crack 
and powder cocaine.

Trends in enforcement

Police seizures of cannabis are 
significantly lower than in 
2009/10, despite usage 
remaining at a similar level. 
This fall matches the trend in 
stop and search figures, and   
indicates a reduction in 
proactive enforcement activity 
relating to cannabis.

Prevalence and 
profile of users 

Estimated number of users 

2,572,000 people in England 
and Wales used cannabis in 
the last year

Trends in prevalence 

Cannabis use remained flat 
between 2009/10 and 
2015/16, but has since shown 
signs of asmall increase, 
particularly among those aged 
between25-29 years. 

Frequency of use

10% using daily 
16%weekly 
16% a few times a month
58% less than monthly

Cannabis is more likely to be 
used frequently than other 
recreational drugs. 

Trends in patterns of use

Increased mediaattention on 
medicinal use of cannabis and 
sale of CBD products in shops. 

Profile of users -
geography/demographics
The majority of cannabisusers 
are under 30 with use 
widespread across the general 
population and most 
demographics. 

Rates of use are higherin the 
South with the South West 
and East of England seeing the 
largest increases in use over 
the last five years. 

Trends/changes in profile 

There hasbeen little change in 
the profile of cannabis users. 



Harms and 
economic costs 

Main harms/risksto individual users

Cannabis isassociated with increased risk of psychotic 
symptoms and disorders. There are also risks associated 
with smoking of the substance often alongside tobacco. 
Å Risksof chronic bronchitis/lung damage; 
Å subtle impairment in higher cognitive functions of 

memory, learning processes, attention and 
organisation; 

Å insomnia; 
Å depression; 
Å aggression; 
Å anxiety.

Main societal harms and 
economic costs 
Mostof the societal costs 
associated with cannabis use 
are from enforcement and 
mental ill health support and 
treatment.

Responses/ 
interventions 

Primary responses/ 
interventions 

Psychosocialinterventions in 
community, prison and 
residential settings.  
DHSC and PHE have 
committed to doing more 
work on: assessing if 
treatment meets need; brief 
interventions and raising 
awareness of harms.

Proportion of users in 
treatment 

2%in 2018/19, with nearly 
half of those also in 
treatment for heroin use. 

Many of those in 
treatment for cannabis 
are also receiving 
interventions for other 
substances including 
alcohol. 

Trends in treatment access/ 
outcomes 

Cannabis is the most cited 
problematic substance of 
users of non-opiates,
though the number of 
presentations have fallen 
since 2013/14.

Potential for treatment to 
disrupt markets 

Limitedas the vast majority of 
cannabis users will not require 
drug treatment. 

International 
comparison/ 
emerging threats

International trends 

Across the globe a growing number of countries are 
passing legislation to legalise recreational cannabis, 
including Canada, Uruguay and some States in the US.  

This has led to an expansion in the types of cannabis 
products available including edibles and vaporized, and 
increased availability in high potency THC products 
(75%+).

International comparisons

Cannabis continues to be the most widely used drug 
worldwide.

Prevalence of cannabis use in the UK is lower than many 
European countries and use in young people is lower than the 
EU average with prevalence at 12.3% (EU average us 14.4%). 
This is significantly lower than France which has the highest 
prevalence at 21.8%. 



1. Drug-related individual 
and societal harms 
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There are substantial social and economic costs related to illicit drug use

¶ The total cost of harms related to illicit drug use in England 

was £19.3 billion for 2017-18

¶ Drug-related crime was the main driver of total costs, with 

recorded offences committed in England by drug users 

amounting to ~ £9.3 billion in 2017-18 

¶ Within this overall crime cost, criminal justice services 

(CJS) cost £733 million

¶ Drug-related enforcement costs amounted to £680 million

¶ The harms associated with drug-related deaths and 

homicides made up the next largest cost at £6.3 billion 

¶ Drug treatment and prevention only made up a small 

fraction of the total cost at £553 million

14
Source: Unpublished PHE analysis 



The majority of the costs (86%) come from users of illicit opiates 
and crack cocaine 

¶ It is estimated that there are about 300,000 users of illicit opiates and/or 

crack cocaine (OCUs). The number of OCUs increased significantly 

between 2014-15 and 2016-17

¶ This compares to about 3 million users of other substances (who 

reported taking any non OCU drug) in 2017-18

¶ The estimated economic cost per user is over 50 times greater for 

OCUs compared to those that use other drugs 

¶ Fewer OCUs that need treatment are now receiving it compared to five 

years ago ïas a result, the harms and costs associated with this cohort 

are likely to have increased over this time

¶ OCUs generate 95% of the costs of drug-related crime, though users of 

other substances who need treatment also have relatively high 

conviction rates 

¶ Drug-related deaths are at their highest level ever. The increase in 

deaths has been driven by opiate users, with three-quarters of people 

dying under 50

¶ The impact on family members and carers is most significant for people 

supporting users of opiates and crack, with 71% of the costs incurred by 

this group 
Direct cost Indirect cost Intangible cost Total cost

Cost per OCU £27,000 £11,000 £20,000 £58,000 

Cost per non-OCU £400 £200 £300 £1,000 
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*X% = split by type of drug user not available

Source: i) Drug Misuse statistics, Home Office 2018;  ii) NDTMS adult statisticsiii) Drug-related deaths statistics, Office for National Statistics 2019; 
iv) Reported road accidents statistics, Department for Transport 2018 

https://www.gov.uk/government/statistics/drug-misuse-findings-from-the-2017-to-2018-csew
https://www.gov.uk/government/statistics/substance-misuse-treatment-for-adults-statistics-2018-to-2019
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathsrelatedtodrugpoisoningbyselectedsubstances
https://www.gov.uk/government/statistical-data-sets/ras50-contributory-factors


Direct, indirect and intangible costs estimated to result from drug misuse 

*21% of total costs have not been estimated before

Direct costs - reflect the diversion of resources towards the management of drug use, for example police services and health care
Indirect costs - represent the resources unavailable for productive use because of drug use, for example absenteeism, or in the case of crime,the 
cost to avert future victimisation through defence and insurance policies
Intangible costs - are a non-ƳƻƴŜǘŀǊȅ Ǿŀƭǳŀǘƛƻƴ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǿƛƭƭƛƴƎƴŜǎǎ-to-pay to avoid pain, grief and suffering or loss in length and quality of 
life and can be expressed as quality-adjusted life years (QALYs) or as statistical life years (SLYs) 

46% of total costs are estimated to be a ódirectô cost to the economy
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Cost component Direct cost (£s) Indirect Cost (£s) Intangible costs (£s) Total cost (£s)

Crime 5,470,000,000 1,810,000,000 1,265,000,000 8,545,000,000 

Drug-related deaths 294,000,000 818,000,000 5,156,000,000 6,268,000,000 

Adult family and carers* 36,000,000 1,000,000,000 n/a 1,037,000,000 

Criminal justice 733,000,000 n/a n/a 733,000,000 

Enforcement 680,000,000 n/a n/a 680,000,000 

Children's social care* 616,000,000 n/a n/a 616,000,000 

Community treatment and prevention 553,000,000 n/a n/a 553,000,000 

Drug driving* 38,000,000 81,000,000 256,000,000 374,000,000 

Secondary care 193,000,000 n/a n/a 193,000,000 

Infectious diseases 162,000,000 n/a n/a 162,000,000 

Prison treatment* 76,000,000 n/a n/a 76,000,000 

Kinship carers* n/a 73,000,000 n/a 73,000,000 

Adult social care* 14,000,000 n/a n/a 14,000,000 

Media and information activities 500,000 n/a n/a 500,000 

TOTAL 8,865,500,000 3,782,000,000 6,677,000,000 19,324,500,000 

Source: Unpublished PHE analysis 



¶ The total cost associated with people with drug problems in England 

was £4.5 billion for 2017-18

¶ The costs of unemployment associated with drug users were the 

main driver of total costs, with costs amounting to £4 billion in 2017-

18

¶ Almost three-quarters (70%) of the costs of unemployment were 

associated with opioid and/or crack cocaine users 

¶ The costs of people with co-existing mental health disorders and 

substance misuse were estimated at £105 million in 2017-18

¶ The majority of the costs associated with drug use are indirect costs 

related to lost outputs from the labour market

These are the costs that do not directly result from drug use (there is no direct causal link) but we assume there is an association, for example, in 
many cases someone with an untreated drug problem may struggle to hold down a job. 
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Cost component Direct cost (£s) Indirect Cost (£s) Intangible costs (£s) Total cost (£s)

Unemployment n/a 4,032,000,000 n/a 4,032,000,000 

Long term prescribing of medicines liable to dependency 335,000,000 n/a n/a 335,000,000 

Mental Health 105,000,000 n/a n/a 105,000,000 

Homelessness 31,000,000 n/a n/a 31,000,000 

TOTAL 471,000,000 4,032,000,000 n/a 4,503,000,000 

PMR,  £0.34 

Mental Health, 0.105

Homelessness,  £0.03 

Unemployment -
OCU,  £2.82 

Unemployment non-
OCU,  £1.21 

Components of costs associated with drug users, £bns

There are also substantial social and economic costs associated with 
people with drug problems

Due to limitations in available data, the costs we present should be considered as an illustrative estimate and represent a step towards estimating the 

total cost associated with each cost component

Source: Unpublished PHE analysis 



The impact of drug use on social care 

Å The harms associated with drug-related social care are estimated at £630 million.

Å These costs are driven by the social care support provided to children and young 

people who are affected by drug use/users.

Å The table below shows the fraction of relevant types of social care that are estimated 

to be associated with drug use/users. 

98%

2%

Estimated drug related social care spend by type of care, 2017-18

Children and Young People

Adults

Type of social care service Total spend (£s)

Fraction estimated 

to be drug-related

Total drug-

related spend 

(£s)

Sure Start and Early years 481,000,000 3% 15,000,000 

Looked after children (LAC) 4,285,000,000 6% 270,000,000 

Youth justice 201,000,000 8% 16,000,000 

Safeguarding 2,127,000,000 15% 312,000,000 

Adult substance misuse support -

residential treatment 22,000,000 65% 14,000,000 

Residential 
treatment

Sure start and 
early years

Looked after 
child

Safeguarding Youth justice

0

50,000,000

100,000,000

150,000,000

200,000,000

250,000,000

Spend on social care by type of dependency, 2017-18

OCU spend (£s) Non-OCU spend (£s)

Å Almost two-thirds of total spend on social care was related to non-opiate 

and/or crack cocaine use/users.

Å However, it is estimated total spend is greater on opioid and/or crack 

cocaine use/users in residential treatment for adults.

Research shows that treatment for dependent drug 
users can reduce the cost of drug related social care 

by 31%.
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Source: i) Local Authority revenue statistics, Ministry of Housing, Communities and Local Government 2018; ii) Children in need and child protection statistics, Department for Education 2018; iii) Youth Justice Statistics, 
Youth Justice Board / Ministry of Justice 2019  iv)why invest drugs and alcohol Public Health England 

https://www.gov.uk/government/collections/local-authority-revenue-expenditure-and-financing#2017-to-2018
https://www.gov.uk/government/collections/statistics-children-in-need
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/774866/youth_justice_statistics_bulletin_2017_2018.pdf
https://www.gov.uk/government/publications/alcohol-and-drug-prevention-treatment-and-recovery-why-invest/alcohol-and-drug-prevention-treatment-and-recovery-why-invest


Direct impact of drug use on secondary care 

Å Overdoses and poisonings were the main driver of hospital admissions wholly 

attributable to drugs.

Å There has been an increase in admissions for drug poisonings in most age 

groups.

Å Opiates make up most of the hospital admissions. 

Å The harms associated with wholly drug-related hospital admissions are 

estimated at £37 million. This cost includes admissions for mental and 

behavioural disorders, overdoses and poisonings, and drug-related neonatal 

disorders.
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Å The increase in admissions for drug-related mental and behavioural disorders 

has been driven by those under 35. 

Å Multiple drug use makes up nearly half the presentations followed by opioids 

and cannabinoids.

Å In 2017-18, over 80% of mental and behavioural disorder admissions were via 

A&E and 99% of poisoning admissions were via A&E also.

Type of hospital admission
Total no. of drug-
related admissions

Total no. of drug-related 
admissions,
emergency

Mental and behavioural disorders 7,721 6,484

Overdoses and poisonings 17,221 17,150

Drug-related neonatal disorders 735 61
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Source: i)hospital admissions for drug misuse NHS digital  

https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-drug-misuse/2019/part-1-hospital-admissions-related-to-drug-misuse


Å Admissions for schizophrenia and assault/homicide are the next largest groups 

accounting for 13,000 admissions and nearly 10,000 A&E attendances. 

<16 16-24 25-34 35-44 45-54 55-64 65-74 75+
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Age of admission for schizophrenia, 2017/18

All Admissions Emergency Admissions

Type of hospital 
admission

Total no. of 
admissions

Total no. of 
admissions, 
emergency

Fraction 
estimated to 
be drug-
related

Estimated 
drug-
related 
admissions

Estimated drug-
related 
admissions, 
emergency

Suicide/intentional self-
harm 189,607 187,089 31.90% 60,538 59,727

Schizophrenia 119,101 78,370 4.40% 5,284 3,396

Assault/homicide 35,637 27,484 22.10% 7,876 6,074

Antepartum 
haemorrhage 87,530 23,692 1.10% 1,000 279

Low birth weight 125,787 6,021 1.40% 1,761 84

Å A notable driver of partially attributable admissions was schizophrenia 

Å In 2017-18, approximately 39% of admissions occurred in the 45-54 year 

old age group.

Å The total cost of all harms associated with partially drug-related hospital 

admissions are estimated at £156m.

Male, 
0.622808035

Female, 
0.377191965

Proportion of suicide/intentional self-harm 
hospital admissions, 2017/18

Research shows treatment for drug users can 
reduce the cost of drug related hospital 

attendances by 31%.
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Drug use will also be the reason for other types of hospital admissions 

Å The use of drugs will also be a factor in other 

admission types apart from non-fatal 

poisonings and behavioural disorders 

Å These are referred to as partially attributable 

admissions 

Å The largest other admission type that is drug-

related is for suicide or self harm, where it is 

estimated that there were about 60,000 

admissions in 2017-18, nearly all via A&E.

Å Nearly two-thirds of these admissions were 

for men.

Source: i)hospital admissions for drug misuse NHS digital ii)why invest drugs and 
alcohol Public Health England  

https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-drug-misuse/2019/part-1-hospital-admissions-related-to-drug-misuse
https://www.gov.uk/government/publications/alcohol-and-drug-prevention-treatment-and-recovery-why-invest/alcohol-and-drug-prevention-treatment-and-recovery-why-invest


¶ Drug misuse poisoning deaths have increased by nearly 80% since 2012. 

¶ In the main this has been driven by increases in heroin deaths which have doubled, 

though other substances such as cocaine have seen notable recent increases. 

¶ Homeless deaths increased by 22% in 2018 in the main driven by a 55% increase 

in drug poisonings among this population. 
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¶ The rate of deaths in the North East is nearly three times that of London with the 

North generally having much higher rates than the rest of the country. 

¶ The rate of deaths of heroin users in treatment is over six times higher in the most 

deprived areas compared to the least.   

¶ The harms associated with drug misuse poisonings are estimated at over £5 billion
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opiates deaths in treatment 

21Deaths from drug misuse poisonings have increased substantially over the last 
seven years with those in the most deprived areas disproportionately affected    

Source: i) Drug-related deaths statistics, Office for National Statistics 2019; ii) unpublished NDTMS data 
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https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathsrelatedtodrugpoisoningbyselectedsubstances


Poisonings from drug misuse have primarily affected a generation, who are 
now in their 40s and 50s

22

¶ A generation of people born in the 1960s and 1970s, are dying from drug 

poisoning (and suicides) in greater numbers year on year. 

¶ The age at which most people died by taking their own lives or drug poisoning 

was concentrated around this generation, who were in their 20s in the late 

1980s to early 1990s.

¶ Since that time, deaths from these two causes have continued to affect the 

same generation, who are currently in their 40s and 50s to a higher degree than 

any other.

¶ Similar patterns have been observed in Canada and the US.

¶ The difference in the rate of deaths between the most deprived quintile and the 

least is most pronounced in these age groups with the rates being 10 times 

higher for people aged in their mid 40s.

Source: i) Drug-related deaths statistics, Office for National Statistics 2019;

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathsrelatedtodrugpoisoningbyselectedsubstances


However drug misuse poisonings are likely to be a smaller subset of the 
overall number of annual deaths related to drug use

¶ While research has demonstrated treatment is very protective against 

premature mortality, deaths during treatment have doubled since 2009-10.

¶ In 2017 about 60% of deaths of opiate users in treatment were from causes 

other than a drug misuse poisoning (chart below)

¶ Opiate users dying of other causes are generally a little older than those dying of 

drug poisonings, but not substantially so and 95% are under 65.

¶ Risky behaviours such as smoking and injecting will likely increase mortality risks

¶ Nearly all disease condition types for those dying of other causes have seen 

increases apart from alcohol-related deaths, which have fallen since 2013.
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It is estimated that there 

could have been closer 

to 5,000 drug-related 

deaths in 2018 making 

up a sizable proportion 

of all deaths in the 

under 50s

Smoking rates at treatment start
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Source: i) unpublished NDTMS data ; ii) unpublished NDTMS and General Mortality Register linkage



Local changes in drug misuse deaths and deaths in treatment 
Change in number of drug misuse poisoning deaths from 2010-12 to 
2016-18 -% change (areas capped at 200%)

¶ Many areas have seen a doubling (or even greater) 

in drug misuse deaths since 2010-12 

¶ The largest increases have been seen in the North 

West and areas of the North East

¶ Some local authorities have seen decreases, 

particularly London

¶ A lot of the areas that have seen substantial 

increases in drug misuse deaths have much 

higher than expected rates of deaths of 

people dying during treatment 

¶ Again, London has much lower rates of 

deaths during treatment than the rest of the 

country 

Grey areas indicate low numbers or missing data Grey areas indicate low numbers or missing data 

Source: i) Drug-related deaths statistics, Office for National Statistics 2019; ii) unpublished NDTMS data 
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Deaths in treatment ςobserved / expected 2018-19   

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/deathsrelatedtodrugpoisoningbyselectedsubstances


Drug-related deaths summary
Å Drug-related deaths have increased substantially over the last six years. There will also have 

been significant increases in premature mortality of drug users that are not reported as drug 

poisonings.

Å Drug poisonings have increased disproportionately among homeless populations. Targeted 

interventions, policies and funding are needed to help prevent these deaths.

Å Many heroin users are in ill health after many years of drug use. Treatment and local health 

services will need to ensure palliative care is provided appropriately to all those that need it.

Å Drug users entering treatment have smoking rates over four times the general population.

Å There is significant local authority variation in the rates of death of people dying while in 

treatment. 

Å Cocaine and crack cocaine deaths have increased over five fold since 2012 and increased 

crack use among long-term heroin users is likely to be raising the mortality risk for this cohort

Å Drug dependence and death rates are far more prevalent in deprived areas and the North of 

the country.

Å It is likely that drug-related deaths account for a sizable proportion of all deaths in those aged 

20-50 and may well be contributing to the slow down in life expectancy in England (and the 

UK as Scotland is seeing large increases in drug deaths). 

Å Harms of most new psychoactive substances (NPS) are unknown but synthetic cannabinoid 

receptor agonists (SCRAs) are especially problematic, with growing reports of serious harm 

from some.

Key findings from Public Health England (PHE) 

investigation into the increase in drug poisonings and 

the Office for National Statistics (ONS) deep dive 

using coronersô records 

ÅAn ageing cohort of long-term heroin users, many of 

whom who will likely be in ill health. 

ÅIncreases in heroin purity following the drought.

ÅIncreases in alcohol and polydrug use. 

Å The most commonly observed demographics and 

living circumstances (not necessarily in combination) 

were:

Å white

Å single or divorced

Å unemployed

Å male

Å living alone

Å In at least two-thirds of cases, there was a mention of 

a mental health condition; only 14% had a record of 

being in contact with mental health treatment services 

when they died and 42% had no record of any such 

contact. Over a quarter had previously attempted 

suicide (increasing to half of those who died by 

suicide).

Å A significant minority were reported as having suffered 

a chronic pain condition (29%) and many had been in 

receipt of a long-term prescription for pain.

Å In three-quarters of cases, the individual was found 

having already died, and this was even more common 

where the person had been using alone and/or 

overdosed at their own home.
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2. Drug production and 
trafficking to the UK
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1) Cultivation - the crop is 
grown in the source country 

2) Processingïit is 
physically/chemically 

processed into base form

3) Adulteration - cutting 
agents are added

4) Pressing ïit is pressed 
into blocks and packaged 

for export

1) Precursor 
synthesis -

through chemical 
reactions

2) Drug synthesis
- in reactions with 

precursors

3) Separation ïof 
chemicals into the 

base form

4) Purification/ 
crystallisation ï

into salt form

5) Adulteration -
cutting agents 

such as caffeine 
are added

6) Packaging -
into powder/tablets 

ready for export

Heroin and cocaine

Synthetic drugs (ecstasy, amphetamines, fentanyls)

Cannabis

Resin:
2) Removal ïof the resin 
gum by hand or sieving

Herbal:
2) Drying ïand removal 

of the leaves/buds1) Cultivation - the 
crop is grown either 
indoors or outdoors Resin:

3) Pressing ïinto 
blocks and packaged for 

export

Herbal:
3) Packaging ïinto bags 

/blocks ready for sale

Source: EU Drug Markets report, EMCDDA & Europol 2019

An overview of the drugs production process 
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https://www.europol.europa.eu/newsroom/news/2019-eu-drug-markets-report-emcdda-and-europol


Heroin and cocaine Cannabis Synthetics Implications

Geographical scope of 
production

Limited to specific 
regions

Can be grown 
anywhere

Can be made 
anywhere

ÅLess data available on trafficking routes and total production of 
cannabis and synthetics.

ÅProduction and trafficking routes of cannabis and synthetics may 
be more likely to move in response to changes in costs and risks.

Production 
environment

Outdoors Either indoors or 
outdoors

Indoors ÅHeroin and cocaine production are dependent on environmental 
factors such as the weather.

ÅSynthetics production is dependent on input chemicals and level of 
expertise.

Complexity of 
production

Semi-complex Simple Complex ÅLow barriers to entry for cannabis production due to simplicity of 
cultivation process.

Å Information on synthetics production is available on the internet, 
lowering barriers to entry.

Value per kilogram Relatively high Low Very high for fentanyl ÅCheap drugs such as cannabis are less cost effective to transport in 
bulk.

ÅValuable synthetics are less easily detected as they can be 
trafficked in small postal packages.

Size of processing 
facilities

Cocaine ςlarge
Heroin ςsmall

Range of small to large Large ÅLarger processing facilities are easier to detect and dismantle.

ÅHowever, larger facilities benefit from greater efficiencies through 
economies of scale.

Comparing production by drug type 
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Source: EU Drug Markets report, EMCDDA & Europol 2019

https://www.google.com/url?sa=i&url=https://www.sporcle.com/games/alec_greenberg8/countries-of-south-america-clickable&psig=AOvVaw3iXiigOO_h9k67uz6Wx1ql&ust=1569854506531000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCNjB_POh9uQCFQAAAAAdAAAAABAb
https://www.europol.europa.eu/newsroom/news/2019-eu-drug-markets-report-emcdda-and-europol


£1,000

ÅThere is significant scope for profit at every stage of the heroin and 

cocaine supply chains apart from production.

ÅThe minimal value associated with source production means that 

eradication programmes often have little impact on the final street 

price of drugs.

ÅThe profit margins at each stage of the supply chain reflect 

conventional business costs such as equipment and labour, but also 

the risks of detection by law enforcement. 

ÅThis means that the level of mark-up from source production to final 

product far outweighs that of licit products, with a 29,000% mark-up 

for heroin and a 5,000% mark-up for cocaine.

ÅOrganised crime groups (OCGs) who are able to set up supply chains 

direct from the source country to the end market (such as Albanians 

with powder cocaine) are able to significantly cut costs and provide a 

consistent supply to retailers.

Distribution of profit across the 
heroin supply chain (per kg)

Distribution of profit across the cocaine 
supply chain (per kg)

Source: Unpublished Criminal Markets 
Analysis, Home Office SOCRA, 2019   

The economics of heroin and cocaine production 
Cocaine production

Å Production is overseen by OCGs which exert 

market power using violence and intimidation 

to coerce growers into selling at a certain price 

and volume.

Å This means that policies to increase costs for 

growers or promote alternative incomes are 

likely to be ineffective.

Å This coercion means the supply chain is 

vertically integrated, so shocks spread through 

the system quickly.

Heroin production

Å Production is overseen by a large number of 

small tribal OCGs. They have less market 

power, as they tend to permit locals to grow 

poppy in their area rather than coercing them 

to do so. 

Å This means that policies focussing on 

alternative incomes for growers may be more 

effective for opium than for coca. 

Å Also, there is a gap in the market for an OCG 

to take end-to-end control of production, like for 

cocaine. This risk should be monitored during 

the Afghan peace process.

Å The disjointed, dispersed nature of the supply 

chain means that coordination is likely to be a 

problem, and production shocks will take some 

time to spread through the supply chain.

Poppy 
growers

Opium 
bazaars

Heroin 
labs

Producer 
OCG

Precursor 
producers

Wholesaler 
OCG

Coca 
growers

Cocaine 
labs

Producer 
OCG

Wholesaler 
OCG

Heroin production
supply chain

Cocaine production
supply chain

Transfer of goods/
money

Coercion/control
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£200

£3,800






























































































































































































