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Summary of Meeting:

CPG AGM (followed the initial presentations outlined below, but presented first for clarity)

Peredur Owen Griffiths welcomed both in-person and online attendees to the Annual General
Meeting.

Peredur Owen Griffiths stood to be Chair. Senedd Members attending confirmed there were no
other nominees. Peredur Owen Griffiths was duly elected by a show of hands.

Peredur Owen Griffiths proposed that Kaleidoscope continue to provide Secretariat support to
the CPG.

The group approved the nomination by a show of hands. (Crispin Watkins from Kaleidoscope to
act as Secretary)

Peredur Owen Griffiths (PG) suggested this group can help driving positive change in Wales
especially in terms of the NHS and Social Care. This can be achieved through providing input to
Welsh Government but also as a Cross Party Group by helping inform manifestoes. So for
example today via Peredur Owen Griffiths (Plaid Cymru), John Griffiths (Labour) and Jane Dodds
(Liberal Democrats). All parties have an opportunity to recognise the importance of Harm
Reduction in our health and social care services, and informing our approach through active
engagement with those with Lived Experience.

Martin Blakebrough (MB) reminded the Cross Party Group that no one party nor any one
provider determined the agenda for these meetings and invited all participants to consider
topics they felt might be worthy of bringing to the CPG's attention during 2025 and beyond.

Lot of love in the room

PG noted he has been talking to the new Minister to get her to the next meeting so she can hear
the Lived Experience directly. This group has always provided an opportunity for Senedd
Members and Ministers to get direct understanding of that experience in a kind way (rather than
berating them for ‘not doing something’). PG stated the hope that Sarah will come to next
meeting to discuss some of the challenges facing Wales in terms of substance use and addiction.

Jane Dodds (JD) asked about gambling-related Harm Reduction methods and asked if we could
do a joint group to present to the Senedd looking at the cross over between both areas.

MB noted Adferiad who are also a partner agency have a specialist unit for gambling.
ACTION: Secretariat to approach the Gambling CPG to explore this possibility.

The AGM closed with PG expressing thanks to all participants for another session of positive
engagement.

CPG Meeting Opening remarks and formalities

Peredur Owen Griffiths MS welcomed everyone to this Cross Party Group on Substance
Use and Addiction.

This event sought to explore the dramatic rise in ketamine use and ketamine related harms
and harm reduction, as well as the unique challenges faced by providers of detox and
rehabilitation services to the most badly afflicted.
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Summary of Speakers:

Peter Furlong, National Harm Reduction Lead, Change Grow Live (CGL)

Peter spoke to his slide deck. A key theme with ketamine is that Services are not seeing
people until too late. Today is first of many events across the UK exploring the rapid rise
in ketamine use and associated harms.

Peter commenced by saying he personally could not see the reason for the proposed
reclassification of this drug to class A as other such reclassifications have brought no no
benefit in terms of reduces usage but does result in an increase in criminalising users.
Criminalising drug users has been consistently demonstrated to increase rather than
decrease the harm of substance use.

In terms of ketamine in England there is a clear escalation in use in young people and
children, from age 13 upwards.

ONS statistics suggest circa 300,000 users. These are English figures but seem to be
replicated across the UK. 15-18 year olds are the biggest user group.

One of the drivers appears to be a ‘post pandemic hangover’ of use and behaviour.
During the pandemic party drugs weren’t the thing. ‘Users didn't want to take MDMA in
their house during lockdown’ so moved to drugs with related but distinctive effects. This
is where the rise in ketamine use really started.

In recent months Peter has been working with Harm Reduction leads in CGL, Turning
Point and Way Through to compare experiences, and these data in the slides reflects this
common experience.

Ketamine is like a ‘new heroin’ in terms of the widespread use and impact. A key issue is
that ‘it is socially acceptable’ compared to other drugs. So, for example, within the
substance using communities cocaine users can sometimes be regarded as ‘a bit shady’
but ketamine use doesn't carry the same stigma. The fact there is no comedown
experience for users is a key driver of this perception.

Relative price is also a factor. For example it is currently as cheap as £10/g Liverpool
with an average of £20/g and peak as much as £25/g. Cocaine by comparison can be
£30-£50/g. Ket is ‘okay to buy’ unlike other drugs. Users clearly think the lack of
comedown means that people feel they are ‘getting away with it and there are no
consequences.

In the student population in Manchester ketamine is also cheaper than other substances,
both legal and illegal and the lack of comedown, especially compared to beer, is often
cited as a benefit of the drug.

Ketamine is also used by students to help with anxiety. Some cite it as ‘really useful’ for
their experiences and pressures of University life, and in the absence of substantial
mental health support for young people ketamine is used for self-medication.
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Peter spoke to the quotations from users in the presentation — for example "“thing is the
next day I'm going to feel completely fine, there’'s not gonna be a repercussion in that
way like not even close to a hangover!” (23-year-old male, Salford).

Critically in terms of the rise in usage Drug and Alcohol Services are not seeing people
until it is too use. GPs need to be asking ‘are you using ketamine’ to detect the source
of bladder problems etc. that might be presenting in surgeries. Users are bypassing Tier
1 and Tier 2 services and ending up directly in detox and rehabilitation services.

Useful Links:
e Website:

Jo Moore RGN, Registered Manager - Birchwood @ Kaleidoscope House
Residential Detox and Rehabilitation facility

Jo started by stating she has seen the escalation in use described in Peter’s slides over
the last two and a half years in terms of patients coming in to detox and rehab. 'The
pace of change is something I've never seen before in health and social care.’

Jo's slides started with photographs of service user’s urine (images provided with
consent) to show what the quantity of blood in the urine looks like. Consent was given
by service users who are trying to help educate others as to the consequences and risks.

Before continuing Jo gave a Content Warning in terms of images and descriptions that
would follow.

JM spoke to the extensive physical complications detailed in the slide deck.

From a detox perspective the Birchwood staff's experience is that GPs aren’t always
asking the correct questions to help refer service users to drug and alcohol services and
detox/rehab facilities early enough.

As a consequence of this late referral and the severity of impact of excess ketamine use
'I've not heard the shouts that I've heard before of the people who are passing these
blood clots in our treatment facility’. The passing of these clots can lead to prolapse.

‘Can you imagine an 18 year old presenting to services with a prolapse? And identifying
as doubly incontinent?’ The severity of the physical impact of use sometimes over just a
one to two year period is leading also to a deterioration in the relative mental health of
residential patients.

‘We see people who too late to help.’

Residential inpatient facilities provide the best results in general in terms of both drug
and alcohol detox and rehabilitation as they take service users away from the
communities in which the substance in question is used.
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For ketamine in-patients pain management and incontinence are the two biggest issues
faced.

Long term sobriety is the goal. However, services need to be wrapped around them to
support them going back into the community environment.

Sometimes our facility is told by referral agencies that ‘they haven't even lost their
bladder yet’ which is a sign that people are being referred to us too late and the
understanding in referring agencies can be limited.

There is a cost to primary NHS care on a long term basis, often for the rest of their lives,
of late detection and referral.

‘We've seen heroin users of 20 years experience and not seen as much damage as a ket
user of 2 years." Service users have been known to advise each other that ‘its better to
take Heroin than ket'.

Jo presented data on the last 33 ketamine users who attended Birchwood. It is an older
demographic than shown in Peter’s data, which is not unexpected as the impact of
prolonged usage can come a little later.

There is very limited instances of poly drug use.

There is an issue about how few users access rehabilitation post-detox? These people
often need prolonged care yet less than a quarter access residential rehab post-detox.
Referral agencies often underestimate the importance of rehabilitation for this cohort of
users, whose physical impacts can be life changing.

Relative to other substances there is reasonably low unplanned self-discharge of patients
from the facility, and the two examples shown in the last 33 attendees were readmitted.

What can GPs surgeries do? Firstly educate the front line receptionists in GPs about
ketamine. Some front line staff report to users ‘it isn't addictive’ but that is incorrect.
Combined with this lack of information the lack of stigma around usage (in other
circumstances it is a medically prescribed drug) mean there are no barriers to use.

Jo noted that Birchwood sometimes has CYP referrals but it is an adult service so has to
quickly hand off to other parties — however there are only 2 sites with a combined 5
places for 16 to 18 year olds in the entire UK who handle young people’s referrals for
ketamine.

As ketamine itself isn't an opioid drug and alcohol services often don't give out naloxone
however ket is often mixed with synthetic or plant opioids. ‘I have had families
desperately running around pharmacies looking for naloxone’ as a result.

The conversation around ket needs to be normalised to remove barriers to access
services.

It would be good to have someone in each area who is up to date with the trends in
substance use and telling peers.

Jo reported ‘I've been in A&E twice this week to explain to Doctors and Nurses what we
do in an inpatient service as the knowledge level is very low.’
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Another challenge in terms of dignity and stigma is that incontinence pads are really
expensive. Again NHS services require the knowledge of ket to ensure these pads are
made available to patients.

In one case a mother found 6 bin bags of incontinence pads in the wardrobe in the
bedroom as the first sign their child was using ket.

ENT is a service attended for nasal collapse due to the nature of the crystals which can
be sniffed. Some users refer to it as like ‘sniffing broken glass'.

Generally urology won't touch a ket user for 6 months of abstinence. But what happens
in the interim? The pace at which lasting harm can hit a user is huge, and the harms are
substantial. Increased testing for urology and hepatology is needed. A 6 month wait to
be seen is too late. In some cases a service user will be dead by then.

Users will not stop until they can access inpatient treatment so harm reduction advice is
key. For example there are increased deaths post bathing.

Testing kits are vital to find nitizine, fentanyl xylacine

Jo presented a case study. The service user used pads to urinate and pass clots on the
floor in a squatting position because he couldn’t stand up to urinate.

When he entered the facility he was bed bound. He has now moved to a wheel chair
and is just starting to relearn how to walk. He had previously been a body builder. It is
hard to get physio referrals to come to an inpatient unit as they are unaware of the
cause and need and question if they should be attending such a location to provide
assistance.

Jo showed a number of images of a service user who wished his case study to be used as
a communication tool with others. ‘I thought when | set eyes on him I'd seen the worst.
But it is already getting worse than this.’

Useful Links:

e Birchwood @ Kaleidoscope House Residential Detox and Rehab facility:

e YouTube Video — Service User Story - CONTENT WARNING - contains graphic
images and descriptions of the physical impact of excess ketamine use:
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Summary of Questions, Comments and Suggestions Raised:

PG started the Q&A session by stating ‘That was harrowing and fascinating. What we try
to do is learn from your experiences and see what we can replicate here in Wales and
what we are and aren’t doing here by comparison.

What struck me is ‘in all your years working in the field the dramatic nature of what is
happening’ One question is ‘'why now’. Just post pandemic? Is there an issue of high
availability?

Jo Moore (JM) replied Self-esteem, depression and anxiety are all factors. It is a ‘good’
drug to use alone, per the service users reports. It was a party drug but quickly becomes
someone in their bedroom using alone. | have looked on Snapchat and Tiktok and if you
want it is there, and there in 5 minutes. Cheaper than alcohol. So availability is a factor.

PF One of the main things is that people who use it think they are getting away with it.
Can wake up next day and go to work/school/college. Can sleep on it. It is cheaper than
cocaine. Anxiety is a BIG issue in Manchester University and John Moores. It is replacing
Xanax as the substance of choice to deal with that issue. Anxiety is a big thing for young
people in general and in the absence of decent mental health services service users find
this is a cheap quick fix to that.

PG what about the change to class A?

PF — it went from C to B and use went up. All you get at class A is criminalising young
people. Not sure what the ACMD will do with a referral on this decision but the
evidence suggests it would be a bad idea to change the class further.

Rondine Molinaro (Gwent Drug & Alcohol Service) | agree with PF re: reclassification.
Seeing similar patterns in Wales and Gwent. We had first ket death recently — a 25 year
old girl. Used pads which were all over her accommodation. She had been evicted from
several premises due to the smell of urine. Didn't attend urology appointments -
unknown as to why — perhaps pain? A question for me is there resource there in primary
health care to educate staff and in turn guide patients appropriately? We need a
message out there for users to go to their GPs as early as possible.

JM — We need to get GPs to ask parents to leave room to facilitate a 'very honest
conversation with the client’ due to the age of clients.

PF — Another factor is that in urology there is a lengthy waiting list but the GP referral
says ket is referenced it will accelerate the client up the list — but the GPs aren't referring
to ket use so people aren’'t moved up the list.

Elwyn Thomas (Kaleidoscope Co Production Lead) — In Bridgend at present you can get
ket 70/30 mixed with coke £25 for 3.5g or a tenner a gram. The price doubles going to a
club. On the street £10. In years past it would be cooked. Now it is coming from
synthetic labs where it is concentrated and strengthened. It is stronger today than it was
17 years ago when it first arrived.

JM Ket is so normalised that women in particular are putting it in tea for weight loss.
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Comment from the audience — There is availability in the internet enabled market. |
could order today for next day delivery online. Could order on the normal internet (not
dark web) and order several kilos. I've met young people who are playing computer
games whilst on ketamine. The way people use drugs has changed. People now are
having drugs delivered to their bedrooms but still connecting sociality (digitally). Harm
reduction advice needs to go online to engage with people. There is a fear that we
shouldn't put our information on those platforms. The young people | work with don't
Google things, they use TikTok and social media apps. No one talks to Frank or Dan (the
public drug healthlines). We need to move our harm reduction advice to where the
users are. There are Tiktok channels for people going around toilets in the UK getting 20
million hits talking about the best toilets to snort coke in.

PF | know a 26 year old who doesn’t use ket and states ‘the young ones use that, then
have a tablet (of ecstacy) before going into town’. | asked what do the older ones like
you use and was told ‘Coke’. How do we get to these young people? My own service
CGL cant use TikTok because the Ministry of Justice say that software would invalidate
our contracts.

MB Is there a point that across the UK Harm Reduction leads need to come together and
ignore boundaries but go onto these platforms to share experiences. Maybe some
charities can go on behalf of the whole movement in this time of crisis.

PF Yes we need to come together as a sector — if we can't do it in England but you can in
Wales then by coming together we can help everyone’

Audience question: The Leah Betts one tablet kills you message doesn’t work. We need
to find out how much real drug causes harm

JM we still don't have the data on how much causes harm but it depends on their
physical health as well and what they've already done to themselves.

Audience question: If the bad results don't come through scare tactics do we need more
evidence?

PF affordability and price is a big thing.

Audience comment: a night out versus heavy use needs to be better understood by HR
advisors to be able to speak the language

Elwyn Thomas: We have an opportunity through lived experience peers to provide advice
based on experience that people will listen to.

Andy Westwell — Cardiff University School of pharmacy — Chair of the advisory group for
WEDINOS. Ketamine hasn't really showed up much in testing which suggests we are just
catching the tip of the iceberg and we aren't really engaging with this world at the
moment. | agree with there being no sense in reclassification as it won’t change the
nature or use of the drug or help people. We are really interested in dosage and purity.
It sounds like what people are buying pretty pure ketamine that is almost essentially
100% ket. In terms of the engagement that harm reduction messaging is clearly key.

We have to get people somehow away from this substance.

10
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PF we are not going to stop ket use. We need to involve that wider system — GPs and
primary care — anyone who gets UTls on a common basis primary care has to recognise
that's not normal and ask about ketamine.

Caroline Phipps (CEO Barod) - In Barod we've developed some interactive and digital
methods in the Children and Young People’s service using the voices on YP who've used
it and getting those messages to professionals and older people like us to need to hear
the messages.

JM Seems to me that as | talk to service users | learn more from them than anywhere
else. Professionals will listen to me but people who use the substance only listen to
peers.

Question online — What are the rates of relapse after detox?

PF limited understanding but | believe rates are quite low, due to the intensity of the
experience.

MB — Drug and alcohol services typically see 75% men. But in the ket field it looks like
50/50. So we need to think a lot more about engaging with women?

Often our videos are men speaking and we need more voices of women speaking to
women.

PG interesting that the poly drug use is almost zero. How do we communicate across
the generational gap? And how do we get the message to Welsh Government around
development of policy in NHS to highlight this? Good to see John Griffiths in the room
here today MS for Newport to work out how to engage with the Minister.

MB There is an online question about what should we do about under 18s? Birchwood
is looking at under 16s.

There are only 2 detox/rehabs in UK with 5 places between them for 16-17 year olds.
ACTION CW to share slides
PF It is so important to get GPs to ask the question ‘do you use ket?'.

Rondine Molinaro asked - Does Birchwood see people with engaged family members or
are they are often in care or something else?

JM Mostly it come from family members as referrals. Currently setting up a family group
using the 'bag for life’ logo as a hard hitting image targeted at adults who need the
impact and advice to get youngsters to GPs urgently.

Audience question: I'm getting GPs and A&E discharging people as soon as they know
ket is involved.

JM Yes that stigmatising needs to end

Question Regarding taking ket then a tablet before going out. In Wales how about
renting or posting in public transport and trains (most come in to the city centres by
public transport). Might be a sublimal way of getting that information to young people.

N
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Audience commence: Also toilet doors

PF yes getting someone to think for one minute is key

MB just to assure people online we will take some of those questions are record them
and share with the speakers so they can give some answers.

PG summarised the conversation. ‘There are some really hard hitting conversations but
that talks about what's affecting our communities and making it a live issue rather than a
dry report. Thank you to the speakers and to those here and online.
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