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Summary Chemsex occurs primarily among gay, bisexual and other men who have
sex with men (GBMSM), and there is evidence of a subgroup of users who carry out
chemsex-related criminal offences and experience harm. Challenges with chemsex
can present to various settings; there are concerns that harm is increasing, including
at interfaces between health, social care and criminal justice systems. The UK
response to date has lacked a coordinated approach. An expert reference group was
convened to share chemsex knowledge, articulate priorities for research and pathway
development, and foster collaborative working between agencies. It made three key
recommendations: develop and increase training and awareness across all services;
implement a coordinated research programme with the development of a common
data-set and assessment tool to fully characterise population-level needs; develop a
professional network to share information, provide professional support and act as a
knowledge hub. There was support for a unified multi-agency strategy incorporating
the priorities identified as overarching principles.

Keywords LGBTQ+; stigma and discrimination; substance use disorders; chemsex
behaviour; criminal justice system.

Chemsex refers to the use of specific substances before or
during sex to sustain, enhance, disinhibit or facilitate the
sexual experience, primarily among gay, bisexual and other
men who have sex with men (GBMSM).1 Although there
are a variety of conceptual definitions, the primary drugs
associated with chemsex in the UK are crystal metham-
phetamine (‘crystal’, ‘Tina’, ‘T’), gamma-hydroxybutyrate/
gamma-butyrolactone (GHB/GBL – ‘G’), mephedrone and
ketamine, although other types may also be involved.1–3

These drugs are often taken in combination, with or without
additional psychoactive substances such as ecstasy, cocaine
and/or non-psychoactive substances such as sildenafil and
alkyl nitrites. It is typically facilitated by location-based
social networking apps (e.g. Grindr, Scruff) and may involve
online contact, multiple partners and prolonged periods of
sexual activity over several days.

There are complex biological, psychological and social
factors that influence why someone may choose to engage
in chemsex that are yet to be fully understood.4,5 The preva-
lence of chemsex also likely varies between countries
and between studies, underpinned by factors such as

under-recognition and variable definitions of the term.6 It
is recognised that although it is a minority practice among
a minority population, it is disproportionately associated
with significant complex harms across a number of health,
social care and criminal justice domains (e.g.4,6). Examples
include increased risk of HIV and other sexually transmitted
infections, harms from direct intoxication and overdose
of the substances involved, and an increasing cohort of
individuals inprison in theUKowing toviolentoffendingeither
associated with, or contextualised within, chemsex (Stephen
Morris, personal communication, 2023). Furthermore,
although chemsex has been recognised as an area of clinical
and societal need by various UK agencies (e.g. the Advisory
Council for the Misuse of Drugs (ACMD), the National
Health Service (NHS), voluntary sector health services,
academics and the justice sector) there are currently none of
the following in existence:

• a universally agreed definition
• a national UK chemsex strategy
• a national service specification
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• nationally or internationally recognised standards of care
or treatment

• a standardised assessment process
• a specific rating scale.

There is also a significant lack of resources and research
evidence to inform these. Notwithstanding this, there are
recognised ‘pockets of excellence’, existing independently
in places where there are larger GBMSM populations (e.g.
the Antidote service: www.londonfriend.org.uk), usually hav-
ing developed in response to local needs, following the inter-
est and engagement of local experts.

The need to develop and coordinate a national integrated
response to chemsex occurs alongside increasing international
recognition of the challenge, as well as the close association
that exists with new HIV infection and the UNAIDS strategic
target to end the AIDS pandemic by 2030.7 As regards chemsex
in particular, this aligns with four of the strategy’s Sustainable
Development Goals (SDGs): good health and well-being (SDG
3), reduced inequalities (SDG 10), peace, justice and strong
institutions (SDG 16) and partnerships for the goals (SDG 17).7

In 2020, the Spanish Ministry of Health published a
technical document to better understand the prevalence
and patterns of chemsex in Spain and made recommenda-
tions on how to address the health-related harms associated
with it at both a local and national level.8 In England, the
government published its LGBT Action Plan (2018),9

although it does not make specific mention of chemsex,
and Public Health England (2015) published a guide to
raise awareness of substance use services for men involved
in chemsex,10 but no overarching strategy is included. Part
2 of the Independent Report into the Review of Drugs by
Dame Carol Black acknowledged that ‘some very vulnerable
groups, such as [ . . . ] people who use image- or
performance-enhancing drugs or people engaged in “chem-
sex”, do not receive an adequate or any service, but are at
great risk’ (para. 3.2).11 In short, recognition is occurring,
but the response remains limited, uncoordinated and highly
variable; this was also the only use of the term ‘chemsex’ in
either of the twoparts of the report, which, given the awareness
of this practice in the GBMSM community, raises concerns as
to whether there has been sufficient engagement with the
issue and how appropriate services might be developed.

Chemsex Expert Reference Group

The Chemsex Expert Reference Group (ERG) is a group
of NHS, independent and voluntary sector clinicians, aca-
demics, and public health and justice professionals with

experience and expertise in working with chemsex and its
associated challenges across multiple settings. It aims to
improve understanding of the health-related harms that
can be associated with chemsex in the UK and how to
address these in a coordinated evidence-based manner.
This consensus statement summarises the outcomes of the
first national meeting of the Chemsex ERG in London in
summer 2022, attended by national experts from across
the UK. The meeting took place at the London School of
Hygiene and Tropical Medicine (LSHTM) and was co-hosted
by West London NHS Trust.

The provisional aims of the meeting were to understand
the current experiences in various professional settings of
the health and social harms that can be associated with
problematic chemsex and the experiences of professionals
working with chemsex users through multiple different
agencies, and was guided by three overarching questions
for attendees to consider in advance of the meeting:

(a) What do we need to know about working with this
complex and vulnerable group of people?

(b) What is the research needed to improve our
understanding?

(c) What are the aspirational clinical pathways that
should be developed?

Method

The meeting’s organisers and their affiliations are listed in
the authorship of this position statement. Table 1 sum-
marises the breadth of expertise of those who attended
and participated in the Chemsex ERG. The day consisted
of four main sessions, focused on setting the scene, sharing
knowledge about the problem from different sector perspec-
tives, discussing solutions and, finally, priority/agenda set-
ting for future work.

A scene-setting plenary session heard from the perspec-
tive of public health (F.H.), the ACMD work on GHB/GBL
and future directions in LGBTGI+ (O.B.-J.) and third-sector
interventions (M.M.). This was followed by a ‘round robin’
session consisting of 15 brief (7 min) presentations from the
diverse group of attendees summarising their roles, experi-
ences of working with people engaging in problematic chem-
sex within their particular service/sector/interface, and the
three main challenges they faced and gaps in knowledge
and resources they saw as priorities.

The third session identified two evenly balanced break-
out groups with a cross-section of representatives from dif-
ferent sectors, who contributed to a 75 min facilitated

Table 1 Representation of Chemsex Expert Reference Group participants

Healthcare Voluntary sector Criminal justice Academia

• Adult psychiatry (addiction,
forensic, liaison, homeless)

• Emergency medicine
• Ambulance services
• Sexual health and HIV
medicine

• General practice
• Public health

• Addiction services (Antidote,
Forward Trust, Turning Point)

• MEN R US (civil society
organisation)

• London Metropolitan Police Service
(MPS)

• His Majesty’s Prison and Probation
Service (HMPPS)

• Court liaison and diversion services
(provided by health and third sector)

• London School of Hygiene
and Tropical Medicine

• Cardiff University
• University College London
• Imperial College London
• King’s College London
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discussion focusing on the three main questions of the day
as detailed above. The final session included structured
group feedback (facilitated by D.T., B.H. and E.C.) and pri-
oritisation of identified needs requiring further action.

A Member of Parliament with a strong interest in sup-
porting recovery from addiction also contributed for part
of the day.

Results and key themes

The group identified key points and actions related to the
three main questions outlined above. Although the points
and approaches identified are likely to overlap with those
used in other countries (such as those highlighted by the
Spanish Ministry of Health,8 such as the need for multi-
agency collaboration), the practicalities of how this can be
implemented will vary between countries and healthcare
systems. This merits country-specific research and the
development of a national UK-wide approach to chemsex
that is able to draw on developments and initiatives
elsewhere.

Objective 1: What do we need to know about this
population?

The ERG identified several gaps in our current knowledge
and evidence base. These can be grouped into the following
areas:

• a lack of epidemiological data
• the importance of cultural competency regarding the

health needs of LGBTQ+ people, especially in identifying
when presentations may be related to chemsex

• uncertainties about the knowledge of healthcare profes-
sionals on how to manage emergency presentations
such as methamphetamine-induced psychosis, GHB with-
drawal and GHB overdose, and risk assessment

• risk management for those who may also be a victim and/
or a perpetrator of a criminal offence in a chemsex
context.

Identification and assessment
There is a lack of data on the prevalence of chemsex in the
UK and how the harms that can be associated with it present
to clinical services. People may engage in chemsex for mul-
tiple and complex reasons, and may present to a range of dif-
ferent clinical and non-clinical services, which, in turn, can
influence long-term support for better or worse. For
example, the anecdotal experience of attendees at the meet-
ing was that people engaging in chemsex are more likely to
come to the attention of community sexual health services
than community health or drug and alcohol services. This
may be influenced by their specific health need at the
time, but may also be owing to past experience of how
knowledgeable professionals were or perceived cultural com-
petency around LGBTQ+ issues that mean individuals felt
understood and supported rather than judged or
stigmatised.10

The ERG described the challenges of recognising when
someone’s presentation may be in the chemsex context,
regardless of the setting in which it presents. Many atten-
dees shared their experiences of feeling disconnected from

their colleagues with regard to understanding of chemsex,
as well as feeling helpless to identify what acute and longer-
term support is available. This was suggested to arise from a
combination of stigma towards the chemsex group, services
being overwhelmed by other more ‘deserving’ challenges,
and a genuine lack of awareness/understanding of the prob-
lem. Many recognised that each clinical contact was a poten-
tial ‘reachable moment’, because if the clinician with even a
minimal understanding of chemsex had contact with a
chemsex user, there was the potential to engage in a mean-
ingful way, rather than missing an opportunity.
Professionals wished they had more practical solutions and
support options available to promote at these times.

Cultural competency on LGBTQ+ health (a strong theme across
sectors)
The ERG considered that the need for professionals to have
good competency in diversity issues and chemsex was of
vital importance. There is substantial evidence of an associ-
ation between being LGBTQ+ and poorer mental health.12 In
addition, qualitative interviews have identified that people
engaged with chemsex are commonly concerned about add-
itional stigma from support services if seeking help.13 These
are indicators of a potentially higher burden of mental illness
and reduced access to support for those engaging in chemsex
in addition to that already experienced by LGBTQ+ people.

The ERG shared experiences of how feelings of stigma
and/or shame may be a factor in why people are more likely
to present through sexual health services than through com-
munity drug and alcohol services; it was acknowledged that
sexual health services are more readily accessed by LGBTQ+
people rather than community drug and alcohol services,
although such services may not themselves feel well
equipped to manage addiction, psychiatric and psychosocial
chemsex problems beyond the sexual health implications.
Feeling understood and supported is key to therapeutic
engagement for a group who may have also experienced
varying forms of trauma, which was another need identified
in understanding the population.

LGBTQ+ people have reported experiences with mental
health services that reinforce stigma and display a lack of
understanding of their specific needs.14 Similarly, a survey
of users of the London-based LGBTQ+-focused drug and
alcohol service Antidote found that many users preferred
to access an LGBTQ+-specific service and were more com-
fortable disclosing and discussing their sexuality in this set-
ting (Monty Moncrieff, personal communication, 2023);
some felt that there was more interest in discussing the
background and reasons for their drug use than in main-
stream services. Previous bad experiences with stigma
and/or lack of understanding of their lifestyle from main-
stream services had led to some users not disclosing their
sexuality at all to mainstream services.

An associated aspect of vulnerability that should be con-
sidered within LGBTQ+ competency is the potential for
those involved in chemsex to be subject to modern slavery
in the context of both sex work and non-sex work.
Regardless of the setting in which the individual presents,
a core competency of any framework would need to involve
an LGBTQ+-sensitive approach to safeguarding informed by
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minority stress theory, as well as familiarity with the
National Referral Mechanism for reporting modern slavery.

Emergency care and mental health
Chemsex can present multiple challenges to emergency work-
ers, such as those in the ambulance service and emergency
departments. Anecdotally, some patients are concerned that
by calling the emergency services for a medical emergency
they may be subsequently arrested for drug-related offences.
An unconscious patient (e.g. after GHB overdose) may require
complex medical management such as airway support, and
chemsex parties may mean there are multiple people in
need of treatment. Professionals reported having little to no
information about the individual’s medical history, allergies
or what substances they have taken, and limited awareness
of the risks involved. There may also be safeguarding and/
or criminal concerns identified, for example regarding con-
sent to sexual activity, exploitation in exchange for substance
use, more serious violence (such as varying degrees of phys-
ical and sexual assault and rape) and a dual victim/perpetra-
tor identity.

Training and knowledge of how to manage GHB overdoses
was noted to vary widely, and emergency staff in areas where
chemsex is less common may struggle to manage these situa-
tions, since there is no formalised or mandatory training.
Similarly, there are marked difficulties and delays in access
to specialist community and in-patient services for GHB
detoxification where needed. Although some community ser-
vices provide ambulatory GHB detoxification, others do not,
and in-patient detoxification can involve a delay of months.

Methamphetamine use has been associated with a five-
fold increased risk of psychotic symptoms, that increases
with duration and frequency of use and with concomitant
use of alcohol and cannabis.15 Although most episodes of
psychosis resolve within a few weeks of abstinence, approxi-
mately 30% last longer than a month.15 The symptomatology
of methamphetamine-induced psychosis overlaps with that
of schizophrenia15 and may become persistent.16

Individuals may therefore be referred to secondary care
mental health services, including to community mental
health teams, early intervention services and liaison psych-
iatry, from the emergency department or from police emer-
gency holding. They may therefore also be admitted to
in-patient psychiatric wards under mental health legislation
and be prescribed antipsychotic treatment. The natural his-
tory of methamphetamine-induced psychosis remains
unclear and complex, and it is not straightforward to identify
who may be at risk of developing a persistent psychotic dis-
order and their risk factors for this, or the way that treatment
should occur in the emergency setting. In other cases, patients
who suffer from persistent psychotic symptoms are turned
away from secondary mental healthcare as their presentation
is attributed to drugs and seen bymental health professionals
as the remit of community addiction services, which are often
neither resourced nor skilled to provide assessment andman-
agement of a psychotic illness.

Criminal offending
The potential association between chemsex, mental illness
and criminal offending remains largely unstudied, although
there is an increasing awareness of a relationship to

offending behaviours. In response to some of the high-profile
criminal cases involving serious harm (for example, that of
Stephen Port, who murdered four young men in London
using GHB overdose) and in recognition of the rising num-
ber of offences occurring within a chemsex context, the
Metropolitan Police Service and His Majesty’s Prison and
Probation Service (HMPPS) set up Project Sagamore to
improve the identification and management of such cases
(Allen Davis, personal communication, 2023). Recently pub-
lished data from Project Sagamore used a criminal justice
definition developed in HMPPS to identify such cases
when they arose, and the HMPPS chemsex lead reported
256 active chemsex-related convictions in London, which
mainly include crimes of physical and/or sexual violence
and high rates of re-offending in the chemsex context on
release from prison.17 This is likely to be a highly selected
sample, as it was identified anecdotally without systematic
process, and indicative of the more severe end of the chem-
sex and offending spectrum, and therefore limited in terms
of the conclusions that can be drawn from it; nonetheless,
similarly to the under-recognition of chemsex in health set-
tings, offending is likely to be under-recognised as being in a
chemsex context according to this report.17

Objective 2: What are the research priorities?

The ERG considered that there were significant needs in
terms of both utilising and adapting existing data collection
tools, as well as the necessity to develop new, research-
informed chemsex-specific ones.

The limited data concerning the prevalence of chemsex,
inconsistent/absent recording and coding (including the
existence of any code at all), and the personal and health
demographics of those engaging in chemsex, particularly
those who come to harm in some way, was the first key
research priority identified by the ERG. Although some
pockets of data (such as through the Genito-Urinary
Medicine Clinic Activity Dataset (GUMCAD) or Treatment
Outcomes Profile (TOP)) may contain some useful informa-
tion, they are not mandatory, nor do they reflect the com-
plexity in which chemsex interfaces with the health, social
care and criminal justice systems.

Examples of how existing tools/data-sets could be opti-
mised include:

• provision of funding for sexual health services to com-
plete the current GUMCAD (GUMCAD v3), and making
GUMCAD data capture and reporting mandatory for
use of chemsex drugs;18

• optimising data in the National Drug Treatment
Monitoring System (NDTMS; www.ndtms.net):
◦ reach a target 95% completion of the sexual orienta-

tion field
◦ publish data annually relating to methamphetamine,

ketamine, mephedrone, and GHB, GBL and related
substances (GHBRS) by sexual orientation;

• including GHBRS use and sexual orientation in the Crime
Survey of England and Wales (www.crimesurvey.co.uk);

• providing funding for the Gay Men’s Sex Survey (part of
the European MSM Internet Survey – EMIS) for the
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next 5 years (previously this was funded by the European
Union);

• involving pathologyand toxicology services, providing fund-
ing formandatory testing for GHB in all unexplained deaths
(taking into account its complex pharmacokinetics):19

◦ studies such as IONA (Identification of Novel
Psychoactive Substances) in patients seeking emer-
gency care will also provide useful data linked to
clinical information, potentially allowing earlier iden-
tification of novel chemsex drug use.20

Through the optimisation of these tools in a coordinated
way using an agreed terminology and question format it may
be possible to extract comparable data relating to chemsex
for analysis within different (but related) populations. Data
from such a process could be valuably used to inform service
needs, development and associated funding requirements, as
well as to guide further research in an organised way.

Developing existing chemsex research
The group considered that there was an urgent need to
articulate and attempt coordination of chemsex research
activity in the UK, building on current research expertise,
which has been growing over the past 10–15 years in the
UK and internationally.

A key challenge has been that there is no consistently
identified definition for ‘chemsex’ in research methodology,
so a variety of closely related but ultimately differing
terms have been developed. Following from this, both quan-
titative and qualitative research methods are needed to
understand in more detail:

• the prevalence of chemsex (and associated harms) in a
variety of different settings

• the relative contribution of chemsex within these cases –
e.g. primary contribution, major contribution, minor con-
tribution, association, etc.

• what services and knowledge currently exist (e.g. surveys
of existing teams and individuals to assess their knowl-
edge and service bases)

• the effectiveness of training in this area through training
programme implementation and evaluation

• screening and identification of chemsex in different set-
tings, including how best to do this, for example along
with existing screens or separately when a concern
appears

• the complexity of individual cases – e.g. following through
a number of cases from start to finish to assay their com-
plex journeys and the interactions with professionals, ser-
vices, systems, etc.

• additional questions regarding crime-related aspects in
studies such as EMIS

• how chemsex users may differ from others and their
priorities – case–control studies could be useful for this

• support pathways – setting up pilot pathways across agen-
cies to understand whether they can be effective in sup-
porting people into care/treatment/accommodation, etc.

• the ways in which people engage in harm minimisation,
risk factors leading to addiction, and how recovery is
achieved and sustained.

The above describes an ideal, overarching and highly
ambitious research agenda that would take significant time

and resources to deliver and would be very difficult to
begin from the current state of knowledge, albeit that it is
aspirational to fully characterise the phenomenon. A more
realistic series of stages, some of which are already in
progress, would be as follows:

• stage 1: systematic survey and qualitative work to char-
acterise chemsex behaviour in different populations
(currently occurring ad hoc)

• stage 2: prevalence work in sexual health clinics and
other settings (e.g. emergency departments, justice set-
tings, addiction services – currently occurring ad hoc)

• stage 3: pilot screening to deliver a screening tool to help
identification (there is limited evidence that this is
occurring)

• stage 4: pilot management/treatment models (there is
some evidence of this occurring but in a non-coordinated
way on a basis of limited evidence).

A further, associated, research priority would also
include the ongoing development of an LGBTQ+ specialism
and/or accreditation within training programmes, based on
research and an understanding of minority stress theory;
this may also help meet the objectives of the LGBT Action
Plan (2018).9

The ERG acknowledged the anecdotal experience of
healthcare professionals in services that have been success-
ful at engaging with chemsex users as being vital for this, as
well as promoting the importance of lived experience. It was
also recognised that there continues to be uncertainty as to
how best to engage with people with lived experience in a
manner that is health-promoting, without fear of discrimin-
ation or that seeking help and support may risk criminal
prosecution.

Objective 3: What are the aspirational clinical
pathways we want to create?

The ERG identified authenticity, competence and a non-
judgemental approach as core values for service and pathway
development and felt that lived experience, carer and family
engagement and high-quality research should be at the cen-
tre of service development. Interventions for assessment
and treatment should be evidence based and supported by
national clinical guidelines that not only balance individual
needs with wider population needs, but also provide a set
of agreed standards that can be audited against; safeguarding
should form a basis of any pathway.

Multiple different areas of harm have been associated
with chemsex, across physical, sexual and mental health ser-
vices, emergency services (including police and ambulance),
the criminal justice service, and housing and homelessness
agencies.13,21 Currently, care is delivered to individuals, but
there are also population-level considerations and the reality
of multiple services and competing needs. Different services
often work in silos and are unable to, or find it time-
consuming to, share data; for example, some organisations
accept only self-referrals, not allowing referrals from
professionals – this can make information sharing difficult
if a professional is the individual’s first point of contact.
Such situations may structurally disadvantage minority
populations and lead to people becoming lost in the system.
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There is a need for sustained pressure on policymakers to
review commissioning arrangements to facilitate access to
health services, and a drive to ensure that health and crim-
inal justice considerations are balanced. This is beginning to
happen through the Independent Review by Dame Carol
Black11 and through recommendations from the ACMD
(e.g. in relation to GHBRS),22 although there is still signifi-
cant progress to be made, as detailed above.

Collaborative working across sectors and agencies is
needed for research and service development. In particular,
better integration is needed between mental health, sub-
stance use and sexual health services, but police, prison
and national crime agencies also should work together and
with other agencies, including relevant health services.
Psychiatry, mental health and public health should be key
partners in the development of evidentially informed clinical
pathways, as well as working with the criminal justice sys-
tem and other services to develop interventions that reduce
risk and recidivism and improve health for offenders while
safeguarding the public. Cross-boundary working (including
with criminal justice agencies) and collaboration should
include an agreed data-sharing protocol, which may be facili-
tated by the development of a common baseline assessment
for multiple services to capture and record data. This should
include mandatory sections focusing on sexual and mental
health, substance use screening and markers of social vul-
nerability (which should include elements such as isolation,
intersectional disadvantage and identity secrecy). Owing to
the sensitive nature of the information there would need
to be very robust assurances concerning data security and
access and clear delineation of health versus justice
data-sets, while recognising the mutual benefit of high-level
information sharing in both the detection and prevention
of crime, and the need for data from diverse non-health
settings.

One example of how multi-agency working has devel-
oped to encompass the broad range of agencies encountering
specific challenges is the multi-agency public protection
arrangements (also known as MAPPA). These are very spe-
cifically justice-led on the basis of risk that may be posed
by individuals and how various agencies can work together
to share information (where appropriate) and identify and
manage risks in different domains.23 A similar information-
sharing structure between police and mental health agencies
has developed through the Fixated Threat Assessment
Centre (FTAC),24 arising from a research project on the
development of a clinical service. There may be other exam-
ples which, through research, can inform the most appropri-
ate approach in each sector.

A difficult area to address is commissioning bias due to
the presence or absence of data, as is the need for efforts to
be made to generate relevant data to argue for a service that
in turn collects activity data and informs commissioning;
this may also be improved by effective collaboration and
multi-agency working, with the sharing of high-level popula-
tion data described earlier to obtain a clearer picture; in this
sense the absence of evidence does not mean evidence of
absence. Chemsex is a minority practice and is typically
most common in urban areas, which also makes it more
likely that staff in areas with low numbers of chemsex
users will lack training and knowledge. It is impractical to

provide specific services for chemsex users everywhere, but
it may be possible to extend the reach of existing services
by adding an LGBTQ+ specialism as part of the research
agenda described above. Regional hubs, or even a national
training hub with specialist trained staff in LGBTQ+ care
whose remit it is to train existing services, may be a practical
option, building on existing services, which are primarily
within regional cities with large LGBTQ+ populations (e.g.
Manchester, Brighton) and London, in conjunction with a
mapping process; developing partnerships between local
and regional/national organisations may also be an option.
Online services may be available in some cases, although
again individuals’ access preferences should be considered.

The ERG considered following characteristics valuable
in the development of clinical pathways.

• Regular staff education and training on chemsex, includ-
ing sensitivity training, to increase the number of staff
familiar with the challenges who actively seek to reduce
stigma and trauma, initially through a pilot and with a
view to integrating into mandatory training. This should
include:
• specialist training of front-line and emergency ser-

vices staff on GHBRS, and coverage of these drugs
in training curricula

• engagement with front-line policing to inform the
identification of chemsex-involved individuals at the
initial point of contact and/or arrest, with a view to
ensuring that this is addressed clinically, safeguard-
ing approaches are activated and data are captured

• information about acute health emergencies asso-
ciated with chemsex, e.g. strokes, heart attacks,
rhabdomyolysis and renal failure, psychosis asso-
ciated with methamphetamine, and GHBRS overdose
and withdrawal, with the potential complications of
seizures and delirium

• information about chronic harms and the context of
chemsex (trauma and stigma), and non-acute presen-
tations, e.g. elective GHB detoxification

• use of bite-sized teaching (BST) and regularly
updated, peer-reviewed online material; voluntary
sector organisations may be helpful

• bodies such as Health Education England, NHS
England, the Academy of Medical Royal Colleges,
British Association for Sexual Health and HIV
(BASHH), UK Health Security Agency (UKHSA)
and associated bodies in the devolved nations.

• Provision of clear and helpful information to service
users in various formats – this could include a card
with a QR code to scan for further information, such as
on the Gay Men’s Health Collective website (GMHC;
gaymenshealthcollective.co.uk):
• information should address fears about encounters

with the police if calling for medical help: current
packs from the GMHC include information about
chemsex, calling an ambulance and rights on arrest;
these packs are provided currently in some emergency
departments, and this could be rolled out further

• information packs could be provided at ‘reachable
moments’, such as after seeing someone else have
an overdose

6

SPECIAL ARTICLE

Hillier et al Coordinated response to chemsex across health, justice and social care

https://doi.org/10.1192/bjb.2024.46 Published online by Cambridge University Press

https://gaymenshealthcollective.co.uk
https://doi.org/10.1192/bjb.2024.46


• an online self-assessment tool with further links
could help men to understand their chemsex use
and access information and help.

• Where possible, research into whether the introduction
of health navigators to guide service users through path-
ways would be beneficial within chemsex, as is recognised
more generally for those who have significant health
complexity.

• Education and better understanding of chemsex on the
part of those involved in sentencing decisions, including
mental health-related disposals; this may form a part of
a wider programme of delivering training to a range of
staff, including psychiatry, probation services and the
judiciary, as well as part of existing training.

Next steps for the Chemsex ERG
The following were agreed as next steps for the ERG. The
consensus was to capitalise on this meeting by the produc-
tion of the position statement, by formalising the group,
and by enabling further work on key research priorities
and taking the following steps towards facilitating multi-
agency collaboration:

• formalising a structure for the group, including account-
ability and governance

• developing a parliamentary group, for example LGBTQ+
focused, relating to chemsex, addiction, and mental and
physical health

• supporting the recommendations of the ACMD report on
GHBRS22

• collaborating to call for a national strategy specifically for
addressing chemsex and associated health and justice
disparities

• facilitating professional network groups to promote best
practice and guidelines

• articulating the need for a specific research programme
with national scope

• developing networks with international partners to share
learning and best practice and collaborate in research

• developing and funding national and international con-
ferences in this area.

Conclusion

The chemsex ERG is, as far as we are aware, the first truly
high-level, multi-agency and multi-sector event to be held
in the UK aiming to inform a coordinated approach to a
health and evidence-based response to chemsex. The event
helped identify a range of important and achievable goals
to improve the way that the health harms associated with
chemsex can be addressed on an individual and population
level. The ambition, interest and engagement from across
many diverse clinical specialties, third-sector organisations,
academia and the criminal justice system highlighted the
appetite to develop and articulate a comprehensive response
to chemsex and the challenges and vulnerabilities both lead-
ing to and arising from it. It also helped to share positive
work already occurring within sectors and facilitate net-
working and relationships from a broad group of
representatives.

The ERG has been very much a first step towards the
clear need for a formalised and professionalised group that
can advocate for the necessary coordination to develop
such an approach. It is very clear that a major absence in
the literature and in government policy is any form of health
or multi-agency strategy that attempts to address at
least some of the challenges identified in this document,
and we would call for this to be a health priority. Such a
strategy will only be useful if it engages with chemsex
users and their carers (as well as experts and current ser-
vices) and settings not traditionally associated with health
matters (such as the within the criminal justice and housing
systems).

Although data remain limited, there is good evidence
that in other countries (e.g. Spain and France) this has
been recognised as a priority on the grounds of equity, and
the ACMD made chemsex a priority several years ago. The
development of the response to date in the UK has been
organic and driven by passionate individuals with a strong
personal interest, frequently from withing the GBMSM com-
munity, taking an advocacy approach; inevitably, such an
approach will provide excellence in some areas and variabil-
ity elsewhere, given the absence of a widely agreed and
shared set of service standards. Such variability across the
UK contributes to health inequalities within an already stig-
matised group (GBMSM) engaged in stigmatised activities
(chemsex; other drug use) and among whom there is associ-
ation with another stigmatised health problem (HIV). In the
opinion of the ERG, this multiple stigmatisation makes a
strong argument for an urgent need to invest the necessary
resources not only in existing services, but in the priorities
identified here, underpinned by a national strategy. We
hope that the members of the ERG and this consensus state-
ment can help progress to a more cohesive development of
an evidence-based, national, multi-agency approach to
research and understanding, engagement, assessment, treat-
ment, pathway development and recovery for a group of
individuals with complex needs.
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