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EXECUTIVE SUMMARY 
 
Operation Matisse was a twelve months study into the nature of drug-facilitated 
sexual assault (DFSA) in England conducted by the three main services engaged in 
evidence collection for sexual offences: 
 
 The Association of Chief Police Officers (ACPO) 
 Forensic Science Service (FSS) 
 Sexual Assault Referral Centres (SARCs) 

 
The findings do not characterise the prevalence of DFSA in the participating police 
force areas or the country as a whole. Moreover the report does not seek to deny or 
neutralise the incidence of DFSA but merely view the topic in the context of alcohol 
and other related issues. 
 
 
Methodology 
 
The study was carried out using a methodology designed by practitioners in the field 
of rape investigation. A questionnaire was used which allowed forensic scientists to 
focus their analyses and helped with the interpretation of findings. The questionnaire 
is attached in Appendix A. Details of participating agencies is attached at Appendix 
B. 
 
Furthermore some samples were included in the study from victims who did not seek 
to pursue the case through to prosecution. 
 
Findings 
 
• In total, 120 cases were submitted for examination. 
• 119 of the 120 victims had reportedly been drinking alcohol. However alcohol was 

only detected in 62 (52%) cases (see para 3.2).  
• In 22 out of the 62 (35%) of these cases blood alcohol levels at the time of the 

incident were estimated to be greater than 200 mg% or greater i.e. more than 2-3 
times the driving limit of 80 mg% (mg% = milligrams of alcohol per 100 millilitres 
of blood). 

• In 57(48%) cases controlled or prescribed drugs were detected. 
• Cannabis and cocaine were the most commonly detected drugs (in 20% and 17% 

of cases respectively). 
• The combination of drugs and alcohol would exacerbate intoxication. 
• Rohypnol (flunitrazepam) was not detected in any of the submitted cases. 
• Gammahydroxybutyrate (GHB) was detected in two cases. 
• 10 cases were suspected DFSA assaults in which a sedative or disinhibiting drug 

was detected which either had been given to the victim by an alleged assailant or 
where the victim denied its legitimate use. 

• In 11 other cases DFSA could not be discounted due to a lack of clarity 
surrounding the circumstances of the case. 

 
If one considers that some of the cases in this study could be opportunistic DFSA 
assaults (i.e. where an assailant assaults a victim who is profoundly intoxicated by 
her/his own actions) then high alcohol levels especially if combined with sedating or 
disinhibiting drugs can play a major part in these types of cases. 
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The inference drawn is that a modus operandi of some offenders is to facilitate 
sexual assault by administering drugs, including alcohol to victims. Moreover some 
may prefer to commit opportunistic assaults after the victim has become intoxicated 
following their own use of drugs and/or alcohol. This understanding is based upon 
the experience of the police service across England and Wales and obtained from 
previous victims of suspected DFSA. There is, however, a recurring complication 
when establishing the prevalence of this type of offence. To some extent this is due 
to the timeliness in reporting of these incidents and subsequent delays in collection of 
forensic evidence.  
 
This research forms its conclusions on the facts available from the data. These data 
are gathered from participants on the assumption that the information provided them 
was accurate and truthful.  
 
In respect of the use of GHB, there is some empirical data to support its’ limited use 
but its early identification is often compromised by delayed incident reporting and the 
rapid metabolism of this drug. There are indications that further research 
(incorporating a more focussed examination of hair samples) might be advantageous 
in an effort to establish the extent of its usage in this type of crime. The research 
team will be considering this in future. 
 
In terms of the police approach to the investigation of these offences, it is suggested 
that a more consistent and standardised methodology would, on occasions, generate 
better quality investigations. In terms of data collection, stakeholders can assist in 
this with an assessment as to whether the inclusion of DFSA offences (as a separate 
data-set) would be complementary to wider data recording processes. Police forces, 
for their part, would benefit from being in a position where they can clearly identify, 
through modus operandi, the frequency of these allegations together with the 
attendant social data which can then be used to identify ‘hot spots’ and crime 
patterns to assist with both detection and prevention initiatives. 
 
Considerations 
 
 ACPO to introduce Operation Matisse methodology in all suspected/alleged 

cases of DFSA; 
 Home Office to consider changes to recording practices to include DFSA cases 

as a separate data set; 
 Forensic service providers to promote the use of the DFSA questionnaire as 

standard practice in all DFSA cases; 
 Members of the public to consider the effects of the combination of prescribed 

medication, voluntary use of recreational drugs and consumption of alcohol in 
determining  their vulnerability of being a victim of crime; 

 Where appropriate, Home Office/ACPO to implement media campaign to raise 
awareness of change to issue of ‘consent’ in rape cases emanating from the 
Sexual Offences Act (2003).  
 

The public should remain alert to the potential of this type of offence. Furthermore 
they should remain attentive to the advice on how to minimise the threat of becoming 
a victim of these types of offence. In the unfortunate cases where sexual offences 
are suspected, all stakeholders (victim, police service and medical practitioners) 
should be familiar with the subsequent timely action that needs to be taken to assess 
the circumstances and bring the offender to justice. The wider criminal justice 
process engenders greater confidence in victims of serious sexual assault when the 
criminal justice - partner agencies work as a team. There is little doubt that a 
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concerted effort amongst police, CPS, voluntary sector and other relevant agencies 
that is based on a non-judgmental attitude to complainants together with a quality 
and timely response will deliver benefits. 
 
Finally, the public at large is encouraged to discard any value opinions applied to 
victims and focus their deliberations to the facts of each case before reaching any 
conclusions. 
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1. INTRODUCTION 
 

Each year there are some 14,000 offences of rape recorded throughout 
England and Wales (Nicholas et al, 2005). However, the 2001 British Crime 
Survey estimated the total number of rapes of females to be between 11,000 
and 39,000 (Walby and Allen, 2004). It is accepted that sexual assault 
offences are sometimes difficult to investigate given that (in respect of alleged 
rape cases) there is, from time to time, a degree of personal relationship, 
however brief between the victim and the alleged offender. Quite often there 
is little by way of corroboration to support witness testimony.  

 
In cases of Drug Facilitated Sexual Assault (DFSA), this scenario is often 
exacerbated by a difficulty in firstly identifying the offence and secondly, 
taking action in time to secure the necessary samples to identify the drug or 
chemical substance used to facilitate sexual assault. Taken together the two 
factors combine to make it difficult for both victims and investigators to react 
in timely fashion to any alleged offence. Any would-be offender may be aware 
of these difficulties. 

 
When assessing the extent of the problem, it is unfortunate that the sub-
division of the data does not include any statistics to quantify those cases that 
fall explicitly into the DFSA category. The inability to identify such cases is 
heightened by a lack of statistics held at local police force level. In short, there 
is no officially recorded data, which specifically quantifies the prevalence of 
this type of offence. 

 
In recent years the subject of drug-facilitated sexual assault (DFSA) has 
gained much public interest and media attention, often referred to as ‘drug 
rape’ and the substances used referred to as ‘date rape drugs’ (Hindmarch 
and Brinkman 1998). However, such terms can be misleading since the type 
of sexual assault committed may not always be rape and the setting may not 
always be ‘dates’ and ‘drug’ can include alcohol.  

 
DFSA is defined here as: 

 
“…An incident of rape or sexual assault in which the victim’s capacity to 
consent to sexual intercourse is impaired by the administration of a drug or 
alcohol by the assailant”. 

 
 

1.1 Aims 
 

This study aimed to assess the nature of DFSA in England by a co-ordinated 
effort of the police, FSS and growing community of SARCs. It is not a study 
into the prevalence of DFSA across England and Wales but rather a study 
into operational processes in those cases where DFSA is alleged or 
suspected. 
 
The seven primary aims of the study were: 

 
1. To assess whether Rohypnol and GHB substances are commonly 

used in DFSA 
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2. To assess the alcohol levels and identify the drugs present at the time 

of the incident in individuals reporting DFSA 
3. To describe the demographic and environmental features of DFSA 
4. To conduct a study that co-ordinates the efforts of the three agencies 

involved and enhances detection techniques 
5. To further define the concept of DFSA 
6. To advise on good police practice for the future investigation of such 

cases 
7. To raise public awareness of any potential threat together with advice 

on reducing the potential of becoming a victim 
 

The word ‘participant’ is used throughout this report to refer to the potential 
victims of DFSA who were involved in this study. 

 
 

1.2 Incidence and drugs suspected 
 
 

Potentially the simplest method for an assailant to administer the drug is by 
putting it in, or ‘spiking’, the victim’s drink in a public place. In busy public 
houses, clubs, office and house parties, and when drinks are left unattended, 
this may be achieved without notice. Once under the influence of the drug 
(which can occur from approximately fifteen minutes after administration) the 
assailant accompanies or escorts the now compliant victim to a more private 
place at which the assault takes place (Welner, 2001).  
 
However, it may be that many DFSA cases are opportunistic crimes in which 
the assailant targets an individual who is heavily intoxicated affecting both 
their awareness and judgement meaning their ability to consent is profoundly 
impaired. 

 
The drugs Rohypnol (flunitrazepam) and GHB have been linked anecdotally 
with this type of offence. Rohypnol was a prescription only drug but is now not 
available via NHS prescription. It is a sleep-inducing preparation and, if given 
orally, can start to take effect after approximately twenty minutes. GHB was 
initially used as an anaesthetic and hypnotic in the 1960s, and later marketed 
illicitly as a steroid alternative for bodybuilding and has since become the 
subject of abuse. Oral doses cause dizziness and drowsiness and, in higher 
dosage, unconsciousness. Effects can occur within approximately fifteen 
minutes of taking the drug. It is has been illegal to possess Rohypnol without 
a prescription since 1998, and it is no longer manufactured as a colourless 
preparation (Home Office, 1998; Saum, 1998). It is has been illegal to 
possess GHB since July 2003 (Home Office, 2003). 
 
Both of these drugs could potentially be used in this type of offence. GHB 
dissolves readily in a drink whereas pharmaceutical tablets such as 
‘Rohypnol’ often leave some un-dissolved residues that may or may not be 
noticeable in a drink. Both drugs have the potential to cause amnesia, 
confusion, reduced anxiety, dizziness, drowsiness, lack of co-ordination and 
unconsciousness. However, Scott-Ham and Burton (2005) found only 2 
(0.2%) out of 1,014 claimed DFSA cases from across Great Britain were 
potentially attributed to covertly administered GHB, and no Rohypnol was 
detected in these cases. Rather, they found that 46% of victims had 
consumed alcohol and 34% had taken illicit drugs (mainly cannabis followed 
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by cocaine), with only 2% (21 cases) indicated to be possible DFSA. The 
authors acknowledged that these results might have been tempered by the 
elimination of drugs from the body over time and attempted to assess this 
issue. In two separate American studies using urine from suspected DFSA 
victims, Slaughter (2000) detected GHB in 3% and Rohypnol in less than 1% 
of a sample of 2,003, and Hindmarch et al (2001) found GHB in 3% and 
Rohypnol in 0.3% of a sample of 3303 cases. In a U.K study Elliott and 
Burgess (2005) found no GHB or Rohypnol in 169 urine samples from cases 
of suspected DFSA. 
 
Many other drugs could potentially be used; in particular the various 
pharmaceutical drugs commonly used therapeutically as anaesthetics, 
sedatives or hypnotics (sleep-inducing) drugs, such as: 
 
 Diazepam; 
 Diphenhydramine.  
 Ketamine; 
 Temazepam; 

 
There have also been instances of non-sedative drugs being used; for 
example, illicit stimulant drugs (ecstasy, amphetamine, cocaine), which are 
disinhibiting and have possibly been administered in the belief that this will 
make a person more amenable to sexual intercourse (Scott-Ham and Burton 
2005). One also needs to consider that the secondary exhaustion phase that 
follows the use of these stimulant drugs, particularly in the presence of 
alcohol, could also lead to sedation, drowsiness and sleep. 

 
2 METHODOLOGY 

 
2.1 Participants 

 
Participants in the study were 120 police-referred victims who reported to the 
police that they had experienced or suspected a drug-facilitated sexual 
assault within the previous 72 hours. These cases were the only ones in 
which the methodology previously outlined was complete. Other cases were 
involved during the research period but were discarded owing to the absence 
of material relevant to the study. In the main, the absence of completed 
qualifying questionnaires was the main omission. The questionnaire used for 
this study is attached at Appendix A. Table 1 shows the participants across 
the contributing police force areas and does not represent the prevalence of 
DFSA or general sexual offences in those areas. 
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Table 1: Distribution of cases across participating police forces 
 
Police force No. % 
Metropolitan (London) 65 54.2 
Lancashire 18 15.0 
Northumbria 15 12.5 
Greater Manchester 11 9.2 
Derbyshire 10 8.3 
West Midlands 
(Walsall) 

11 0.8 

Total 120 100.0
 
 
The following criteria established whether or not a complainant was included 
in the study: 
 
 Complainant reported to the police, and 
 Did not appear to have any mental incapacity preventing him/her giving 

informed consent, and 
 Complainant disclosed that she/he has suffered a sexual assault within 72 

hours, or 
 Reported to, or was suspected by, the police/SARC staff that either drugs 

were used against her/him, or she/he experienced memory 
loss/impairment regarding the incident. 

 
 

2.2 Materials 
 

Blood and urine samples were collected, stored and transported according to 
the current guidelines (AFP/FSS/ACPO, 2002). The following Scenesafe -
Forensic Science Service products were used for sample collection and 
storage:  
 

• K105f Alcohol/Drug Blood Module;  
• K105g Alcohol/Drug Urine Module;  
• K106 Early Evidence Kit (which contained fluoride preservative 1.5% 

with the correct sample volume).  
• Hair samples were taken in line with current FSS guidelines. 
• Samples taken were recorded on the MEDX 1B form from the 

Scenesafe K105a Documentation Module.  
 

A questionnaire (see Appendix A) detailing vital statistics drug, alcohol and 
food consumption was specifically designed for use in this study. The 
information assisted the implementation of tests and interpretation of results. 
It was based on relevant aspects of the St. Mary’s Centre forensic medical 
examination and FSS submission forms. 

 
 

                                                 
1 It is not significant that such an apparently low number of cases were reported from this area. There 
were initial difficulties with the administration of Matisse methodology at this site. 

 10



 
  
   

 
2.3 Procedure 

 
Fieldwork was conducted between 1/11/2004 and 31/10/2005. Samples and 
documentation were forwarded by police to the North West FSS laboratory at 
Chorley for forensic analysis. The participating forces were selected on the 
basis that each of them operated a SARC facility which assisted in the 
management of the collection of samples and associated data. In terms of 
demographics it was felt that the sample size represented a significant 
population of sample within the context of England and Wales. Demographic 
and environmental data were collated at the Derbyshire Constabulary Drug 
Mapping Project, with statistical analysis at St. Mary’s Centre.  

 
2.3.1 Sample collection 
 
Ideally a 20-30 ml urine sample was taken from all complainants of sexual 
assault as soon as possible, since a drug-facilitated element to the assault 
may not be disclosed until later by which time the evidence may be lost 
(especially, for rapidly excreted drugs such as GHB). This was either done by 
the police at the first opportunity or at the SARC.  
 
A second urine sample was taken at the SARC approximately one hour after 
the first, which would assist with alcohol analysis. A 10 ml blood sample was 
taken by the forensic physician or forensic nurse examiner. Blood was the 
best sample from which to quantify drugs but was generally obtained a 
considerable time after the first urine sample with the possible loss of drugs in 
the interim. Blood and urine samples were stored frozen prior to analysis. The 
questionnaire was conducted by the examiner, crisis worker or specialist 
officer.  
 
The collection of hair samples was not a routine aspect of this study, because 
at the outset this procedure was not and is still not routinely applied in DFSA 
analysis. Hair analysis, for investigative purposes, occurred in three cases. A 
lock of hair approximately a pencil thickness was cut close to the scalp. The 
cut end is marked and the hair put into foil or an envelope before analysis. 
These samples were analysed by Dr. P. Kintz in Strasbourg and the results 
interpreted by the FSS. 
 
2.3.2 Drug Analysis 
 
The analytical approach to DFSA cases has been developed over a number 
of years and is designed to detect the wide range of drugs that can potentially 
be encountered in these types of cases. All analysis was carried out at the 
Chorley FSS laboratory.  
 
The drugs tested for included: 
 

• Alcohol 
• Common controlled drugs 

- Opiates 
- Cocaine and metabolites 
- Methadone and metabolites 
- Amphetamine and related compounds 
- Methylamphetamine and related compounds (e.g. MDMA) 
- Cannabinoids 
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- Common benzodiazepines (e.g. temazepam, diazepam) 

• Common medicinal drugs 
- Sedating and antidepressant drugs 
- Anti-psychotic drugs 
- Opiate type analgesic drugs (e.g. dextropropoxyphene and 

tramadol) 
- Barbiturates 
- Sedating antihistamines (e.g. diphenhydramine and cyclizine) 
- Non-barbiturate hypnotics (e.g. zopiclone, zolpidem, 

chlormethiazole) 
- Chloral hydrate metabolites. 

• So-called ‘date-rape drugs’ 
- GHB and metabolites 
- Flunitrazepam (Rohypnol) and metabolites 
- Other low dose benzodiazepines 
- Ketamine 

 
The tests carried out were determined by the type of sample submitted (blood 
or urine) and the time interval between the incident and the sample collection. 
Detection of the drugs also depended on the elimination rate of the drug and 
the dosage taken (generally drugs can be detected in blood for up to 24 hours 
and in urine for up to 72 hours). GHB, however, is rapidly eliminated from the 
body so that it may only be detected in blood for as little as six hours and in 
urine as little as12 hours. 
 
2.3.3 Analytical methods 
 
Approximately half the submissions consisted of blood and two urine 
samples. The remaining submissions consisted of a mixture of one blood and 
one urine sample, urine samples only and two were blood samples only. 
 
Both blood and urine samples collected up to 24 hours after the incident were 
analysed for alcohol. Its presence was confirmed and quantified by using a 
headspace dual column gas chromatography system with flame ionisation 
detection. The two columns ruled out the presence of any other interfering 
volatile material.  
 
Appropriate alcohol concentrations were back calculated to the time of the 
incident and assumptions were made about all alcohol having been absorbed 
before the incident. The average alcohol metabolic breakdown rate of 18 
milligrams per 100mls of blood per hour was used in these calculations. 
Estimates were also made of likely alcohol levels at the time of the incident 
from details of alcohol consumed. Calculations were made using the methods 
of Widmark (1981), Watson et al (1981), and Forrest (1986), which are 
accepted methods used in the British legal system. All these estimates should 
be regarded as approximations.  
 
Blood and urine samples collected up to 72 hours after the incident were 
analysed for controlled drugs. Generally only urine samples were analysed for 
medicinal drugs. Blood collected for up to 24 hours after an incident was 
analysed for flunitrazepam. After that time frame both flunitrazepam and 
metabolites were analysed for in urines samples. A similar approach was 
used for zopiclone and other low dose benzodiazepines. GHB was only 
analysed for in blood and urine collected for up to 12 hours and 24 hours 
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respectively after an incident. Trichlorinated compounds were analysed for in 
urine samples. 
 
Enzyme immunoassay was used to initially screen for drugs of abuse. 
Confirmation was by GC Mass Spectrometry (GCMS). All medicinal drugs, 
flunitrazepam metabolites and GHB were screened for and confirmed by 
GCMS. No GHB was reported positive unless the concentration was above 5 
micrograms per millilitre in blood samples or 10 micrograms per millilitre in 
urine samples. Flunitrazepam, other low dose benzodiazepines and zopiclone 
were screened and confirmed with negative ion GCMS. Trichlorinated 
compounds were screened for by using a simple colormetric test on urine 
samples. 
 
Hair samples were analysed by the more sensitive gas chromatography or 
liquid chromatography mass spectrometry methods. The analysis of hair 
samples allows the detection of drugs many months after their use and 
therefore presents an opportunity to detect GHB or other drugs if there is a 
considerable time delay between the incident and the first opportunity to 
collect samples (see section 4.1). 
 
Following a dose of a drug it enters the hair by a variety of mechanisms and 
becomes incorporated in the root. This area of hair then takes a few days to 
emerge above the scalp and thus be available in a cut sample. It is generally 
recommended that a period of 28 days be permitted to elapse prior to the 
collection of a cut hair sample to ensure that the relevant area is included. 
The hair should be cut as close to the scalp/skin as possible. If the hair is not 
cut close to the scalp then interpretation of results relevant to an incident can 
be difficult. Head hair grows at a rate of 0.7 to 2.2 cm per month (average 1.0 
cm) and hence if a drug is detected in a particular segment of hair this can 
indicate approximately when the drug was taken. Drugs appearing in several 
segments may also indicate a regular user of drugs. 
 
Common controlled drugs and a whole range of medicinal drugs can be 
detected in hair. GHB occurs naturally in the body and hence the detection in 
hair does not establish it has been used or administered. Thus to determine 
whether a one off dose has been taken or administered, hair is analysed in 
sections. If there is a marked increase in the amount of GHB in the area of 
the hair that would have been expected to have been emerging from the 
scalp at around the time of the alleged incident then this would support the 
proposition that GHB had indeed been administered or used at that time 
(Kintz et al, 2003).  
 
At the time of this study the routine taking of hair samples was not and is still 
not a routine procedure. 
 
GHB is a substance that naturally occurs in body tissues so that the detection 
of this compound in hair samples does not establish that it had been used or 
administered. Thus, in order to determine if a single one-off dose had been 
taken or administered to an individual, a sample of hair was analysed in 
sections down the shaft. Where there was a marked increase in the amount 
of GHB in the area of hair that would be expected to be emerging from the 
scalp at around the time of the alleged incident, then that would support the 
proposition that GHB had been taken or administered around that time.  
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During the course of the study a volunteer under medical supervision took 1.5 
mg of flunitrazepam. Urine samples were collected before and 6, 12 and 24 
hours after the examination and examined for flunitrazepam and metabolites.  

 
 

3 RESULTS 
 

3.1 Aim One: To assess whether or not Rohypnol (flunitrazepam) and 
GHB substances are commonly used in DFSA? 

  
GHB was only detected in one participant's sample (urine). No GHB was 
detected in the hair sample taken from that victim. (see para 3.4) 

 
A second hair sample was analysed for GHB when a urine sample had been 
collected 50 hours after the incident (too late for GHB analysis) and GHB was 
found in the suspect's house. No GHB was detected in this hair sample. 

 
GHB was however detected in a third hair sample from another case when 
the urine sampling had been delayed (collected over 50 hours after the 
incident) and GHB use was suspected from circumstantial information. 
 
In the controlled study mentioned earlier where 1.5 mg of flunitrazepam was 
administered to a volunteer, the parent drug was detected in the 6 and 12 
hour urine samples. The metabolites (7amino and 7acetamido flunitrazepam) 
were easily detectable in urine samples taken 6, 12 and 24 hours after the 
event. No flunitrazepam or metabolites were detected in the initial control 
urine sample. 
 
In this study no flunitrazepam or breakdown products were detected in the 
victim's blood or urine samples.  

 
 

3.2 Aim Two: Identify the alcohol levels and drugs present in DFSA 
victims 

 
Alcohol (information provided from case circumstances and analytical results) 
had allegedly been consumed by 119 of the 120 participants (99.2%). In 62 
cases (52%) alcohol was detected. In those cases where circumstances 
indicated alcohol had been consumed but none was detected there were 
marked time delays between the collection of the samples and the incident. 
The alcohol would have been metabolised in this time period and this most 
probably accounted for the lack of detection of alcohol in these samples.  
 
The findings for alcohol (circumstantial and detected) and use of various drug 
(detected) types are shown in Table 2 below. 
 
It was possible to estimate, from the analytical results, the alcohol 
concentrations at the time of the incident for 31 of the 120 participants. If one 
assumes the alcohol had been absorbed by the time of the incident then 22 
(18%) gave incident levels greater than 200 milligrams of alcohol per 100 
millilitres of blood (200 mg%). The other nine submissions had concentrations 
between 100 and 200 mg%.  
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From alcohol consumption information supplied by another 12 participants, 
three were likely to have had a minimum blood alcohol level of 200 mg%, and 
nine were between 100 and 200 mg%. Circumstantial information on another 
35 participants indicated that at least 50% appeared to have consumed a 
considerable (capable of inducing intoxication) amount of alcohol. 
 
 
Table 2: Alcohol and drug use by participants 
 
Substance(s) found No. % 
Alcohol only 2 63 52.5 
Alcohol and controlled drugs  41 34.2 
Alcohol and prescribed drugs 8 6.7 
Alcohol, prescribed and controlled 
drugs 

7 5.8 

Drugs only, prescribed & controlled 1 0.8 
Total 120 100.0 

 
 

Of those participants for whom information was available, almost half 
admitted to have willingly taken recreational drugs (not including alcohol) prior 
to the assault (see Table 3 below for details). Over half of all participants (65, 
54%) were found to have drugs in their blood or urine. Twenty-eight (43%) of 
those that tested positive for drugs showed evidence of drugs that they had 
not admitted to in the questionnaire (although definitive information on 
willingly taken drugs was not available in a further 17 cases).  
 
 
Table 3: Participant admitted to having willingly taken drugs prior to assault 
 
Taken drugs No. % 
Yes 37 45.7 
No 44 54.3 
Sub-total 81 100.0 
Unknown 39 - 
Total 120 - 

 
 
The main controlled drugs detected were cannabis (24 cases, 20%), closely 
followed by cocaine (20 cases, 17.0%). Also detected were amphetamines, 
which includes ecstasy type compounds (11cases, 9%), benzodiazepines (10 
cases, 8%), and opiates (9 cases, 7.5%). 
 
3.2.1 Suspected DFSA cases 
 
The following cases are those where the participant had allegedly been given 
drugs before the assault, forcibly given a drug, or drugs had been detected in 
the body fluids and the participant stated s/he did not use drugs: 
 
 2 cocaine, participants denied using drugs 
 2 cocaine and cannabis, participants denied using drugs 

                                                 
2 includes 8 cases with ‘over the counter’ drugs (paracetamol, Ibuprofen, promethazine) 
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 2 benzodiazepine (temazepam, diazepam), participants given drugs 

before the assault. 
 2 GHB, participants denied using drugs 
 1 cocaine, participant potentially forced to take cocaine 
 1 MDMA, participant denied using drugs 

 
There were also 11 cases in which the possible covert administration of drugs 
could not be eliminated due to lack of clarity in circumstantial information.  
 
 3 alcohol 'spikings'. 
 4 cocaine 
 1 “Nightnurse” and controlled drugs 
 1 dextropropoxyphene 
 1 codeine diphenhydramine 
 1 zopiclone. 

 
 

3.3 Aim Three: Describe the demographic and environmental  
 features of DFSA 

 
Most of the 120 participants were female (110, 91.7%) and in their early 
twenties. For more detail on age see Chart 1 below. 

 
Table 4:  Age of 
participants 
 
 
Statistic 
 
Mean 
 
Median 
 
Mode 
 
St. Dev. 
 
Minimum 
 
Maximum 
 

 
Year 

 
24.5 

 
23.0 

 
21.0 

 
7.1 

 
13.0 

 
52.0 

 

 Chart 1: Ages of participants 
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Of the 72 cases for which information was available, only just over a third of 
participants claimed to have known their assailant before the day of the 
assault (27, 37.5%). Most (45, 62.5%) did not know them. Table 5 lists details 
of where the assailant made contact with the participant prior to the assault, 
and the number of those assaults that occurred at the same place.  
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Table 4: Location of contact prior to the assault  

 
All participants Assaulted at same place First location 
No. % No. % 

Pub 28 33.7 8 28.6 
Club 14 16.9 3 21.4 
Street 11 13.3 3 27.3 
Suspect’s home 6 7.2 6 100.0 
Party 6 7.2 2 33.3 
Hotel 4 4.8 4 100.0 
Participant’s home 4 3.6 3 75.0 
Friend’s home 3 3.6 2 66.7 
Taxi 3 3.6 0 - 
Train/station 2 2.4 0 - 
Restaurant 1 1.2 0 - 
Sub-total 83 100.0 - - 
Unknown 37 - - - 
Total 120 - - - 

 
 

There was no difference in the number of participants showing positive for 
drugs between those that made first contact at a pub, club or party (26/48, 
54.2%) and those who were known to have met elsewhere (19/35, 54.3%). 
Table 6 lists the locations of all assaults in the study. 
 
Table 5: Location of all assaults 
 
Assault location No. % 
Suspect’s home 26 31.3 
Participant’s home 15 18.1 
Pub 9 10.8 
Hotel 8 9.6 
Friend’s home 6 7.2 
Street 5 6.0 
Club 5 6.0 
Unknown residence 2 2.4 
Party 2 2.4 
Empty premises 1 1.2 
Sub-total 83 100.0 
Unknown 37 - 
Total 120 - 

 
 
Given the large number of participants from London and the relatively small 
numbers from each of the other police forces involved, analysis for 
geographical variations is difficult other than comparing London cases to all of 
the others. This did not have any notable bearing on the incidence of different 
drugs used, or the demographic and environmental features of the cases with 
the exception of location of first contact prior to assault. When this was coded 
into pub/club/party or other known location, chi-square test found a 
statistically significant difference (p=0.044) for more London participants (32 
out of 47, 68.1%) to have met the assailant at a pub/club/party compared to 
those from outside the capital (16 out of 36, 44.4%). In line with this was the 
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higher rate of assaults by assailants known for less than 24 hours in London 
(27 out of 39, 69.2%) compared to assaults outside the capital (18 out of 33, 
54.5%), although that difference was not statistically significant (p>0.05). 

 
 
 

3.4 Aim Four: Co-ordination of agencies and enhanced techniques  
 

One of the main aims in the study was to try and coordinate the efforts of the 
separate agencies and a major part of this was to initiate a common approach 
to the collection of information and samples. We were aiming to collect an 
initial urine sample as soon as possible (in an early evidence kit) followed by 
a second urine sample approximately one hour later (for alcohol analysis) and 
a blood sample as soon as possible. In approximately half of the submissions 
two urine samples and a blood sample were obtained however these were 
not always within appropriate time frames. Similarly only half the 
questionnaires were correctly completed. This also needs to be improved in 
future since it required numerous follow up phone calls to the police officers 
for information. 

 
The message regarding the obtaining of a urine sample, as soon as possible, 
to prevent drug loss did register and Table 7 shows the time frames within 
which urine samples were collected after the incident. The collection times will 
of course be dependant on the victim reporting the assault at the earliest 
opportunity and by the very nature of the offence this could be delayed for a 
considerable period. 
 
Table 6: Time period between incident and collection of urine samples 
 
Time (hours) No.3 % Averages Time (hours) 
0 - 5.59 30 25.6 Mean 17.6 
6 - 11.59 26 22.2 Median 13.0 
12 - 23.59 43 36.7 Modes 3, 12, 15 
24 - 47.59 12 10.3 Std. Dev. 17.9 
48 - 71.59 2 1.7
72 + 4 3.4
Total 117 100.0
 
 
In five cases the second urine sample was essential for calculating incident 
alcohol levels because of the delay in taking the blood sample and the 
subsequent loss of alcohol from the victim's system. However if a second 
urine sample had been collected as requested in other cases, at least another 
ten incident alcohol levels could have been calculated.  
 
The delay in obtaining samples is a critical factor especially for GHB, which 
may not be detected in urine sampled 12 hours after the incident.  
 
Three victims had their hair examined in this study (see para 2.3.3). These 
samples the only cases in which GHB was found in fluids submitted for 
analysis. In Case one below GH was discovered as part of the routine 

                                                 
3  in two cases only blood was received, in one time of assault was too vague to include 
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analysis of an early sample. The attendant circumstances of cases two and 
three aroused the suspicions of investigators that GH may have been 
administered giving grounds for their submission for analysis: 
 
• In the first case GHB was detected in the urine sample and none was 

detected in the hair sample taken 48 days after the incident. A one off 
dose is not always detected in hair however the more likely reason in this 
case was that the hair had been dyed and this would make the GHB more 
susceptible to removal by normal washing processes. 
 

• In the second case no GHB was detected in a hair sample taken 67 days 
after the alleged assault. There was however no indication from the 
circumstances that GHB had been taken and the reason for the analysis 
had been that GHB was present in the house where the alleged assault 
had taken place. A urine sample was only taken 50 hours after the 
incident and hence was inappropriate for GHB analysis. GHB use could 
not be discounted in this case  
 

• In a third case a sample of hair taken 41 days after an incident showed 
the presence of raised levels of GHB. The sequential hair analysis 
indicated its use around the time of the assault. The victim denies using 
controlled drugs and a court hearing is awaited to resolve these issues. 
Interestingly zopiclone (sleeping drug) and diazepam (tranquilliser) were 
also detected in the hair but could be explained by prescription. In this 
particular case a urine sample was taken over 50hours after the incident 
and no drugs were detected. 

 
The relevance of hair examination will be discussed further in section 4.4. 
 
 

 
4 DISCUSSION 

 
4.1 Aim One: to assess whether Rohypnol and GHB substances are 
 commonly used substances in DFSA 

 
The speed at which GHB becomes undetectable is a cause for concern as we 
would not expect to detect it in blood and urine taken more than 6 hours and 
12 hours respectively after the incident. In this study a first urine sample was 
obtained within 12 hours of the incident in 55 cases. If GHB is being used as 
one of the commonest drugs to facilitate sexual assault, then it would be 
expected that out of those 55 cases more than one case would have shown a 
positive urine result. The positive finding from a hair sample indicates the 
benefit of taking such a sample for analysis when the opportunity for a urine 
or blood sample has been lost. A difficulty with hair samples is that it is 
difficult to accurately date any positive finding, for example, GHB could be 
consumed the day before or after the assault. However, in the absence of 
other forensic samples, hair would contribute to the weight of evidence in an 
investigation.  
 
The findings for Rohypnol are more explicit in that no positive findings were 
made for this drug or its metabolites. Considering Rohypnol metabolites can 
be detected for or up to 72 hours (and in some cases up to 7 days - personal 
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communication Scott-Ham and Burton) in urine samples these metabolites 
should have been detected if Rohypnol was being commonly used to facilitate 
sexual assault. Even a conservative view of 48 hours detection time cut off 
would mean that in only nine of the participants’ Rohypnol use could not be 
excluded. 
 
These findings suggest Rohypnol, synonymous in many quarters with the 
phrase “date rape drug”, might not be the threat it is believed to be. This is not 
to say that its use does not occur, however one needs to emphasise that 
there are many other drugs that may facilitate sexual assault by causing 
incapacity (especially when combined with alcohol). These findings are in line 
with those of Scott-Ham and Burton (2005), Hindmarch et al (2001), and 
Slaughter (2000). 
 
4.2 Aim Two: Identify the alcohol levels and drugs present in DFSA 
 victims. 

 
Alcohol was the commonest drug detected in this study. The presence of 
alcohol was however not unexpected as the assaults often took place after 
socialising in a public house, nightclub or party. In the 31 cases, where 
alcohol levels could be back calculated to the time of the incident (with 
appropriate caveats about the approximate nature of the calculations) it was 
significant that 22 (70%) of these cases showed levels of more than 200 mg% 
(200 milligrams of alcohol per 100 millilitres of blood) or above. 
 
To place the alcohol levels observed in perspective the drink driving statutory 
limit is 80 mg%. To achieve a blood level of 200 mg% an average woman 
would have to drink in the order of eight standard glasses of wine over two to 
three hours. 

 
If one considers a social drinker (a drinker who consumes alcohol regularly 
but is not dependant on it) one could expect marked intoxication at levels of 
200 mg% and symptoms could include reduced inhibitions, disorientation, 
impaired judgement and co-ordination, drowsiness, memory loss and (at 
higher levels) unconsciousness. Naïve drinkers would be more affected and 
those with alcohol tolerance would be less affected. It was also noted that 12 
of the 22 cases also included drugs, which could have exacerbated the 
situation. In three other cases calculated incident alcohol levels were at 200 
mg% or above from consumption information. Circumstantial information also 
indicated intoxicating alcohol levels in another 15 cases. 
 
The back calculated alcohol findings are similar to the study of Scott Ham and 
Burton (in press) in that they found that in 60% of samples where back 
calculation was possible the incident levels were high (defined as greater than 
150 mg%). 
 
Illicit Drugs were detected in 41% of the cases examined. The major types 
detected are listed in Table 7 below. 
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Table 7:  Major types of illicit drugs detected 

 
Drug 
 

No.  of 
cases 

% 

Cannabis 
 

24 20 

Cocaine (and metabolites) 
 

20 17 

Amphetamines (includes ecstasy type 
compounds) 

11 9 

Benzodiazepines (diazepam, temazepam,  
nitrazepam and metabolites) 

10 8 

Opiates (morphine, heroin) 
 

9 7 

 
 

Cannabis was the most common drug detected however it would be almost 
impossible to spike a drink with cannabis (herbal, resin or hash oil) without it 
being detected. It may be possible to spike drinks with the other drugs 
although one could potentially expect a residue at the bottom of the glass. 
Potentially all these drugs could interact adversely with alcohol. Cocaine was 
the second most common drug detected and alcohol can enhance or prolong 
the euphoric effects of cocaine (Drummer, 2001). Cocaine has also been 
reported to heighten a person sexual interest although it is not an aphrodisiac 
(Julien, 1998). 
 
In 16 cases the following prescribed drugs were detected: 
   
propoxyphene   -   analgesic 
zopiclone    -             hypnotic 
citalopram, fluoxetine   -   antidepressants  
diphenhydramine   -   antihistamine 
codeine     -   painkiller  
tramadol   -             painkiller 
amitryptyline    -   antidepressant 
mirtazepine   -   antidepressant 
 
(Fluoxetine and citalopram were detected in 3 and 4 cases respectively). 
 
All these drugs can potentially produce differing degrees of drowsiness and 
this would be exacerbated by the presence of alcohol. The non-prescription 
drugs paracetamol and ibuprofen (both painkillers) were detected in several 
cases but would not be expected to cause drowsiness or disinhibition. 
Promethazine was also detected in one case but appeared to have come 
from the Nightnurse preparation (cough remedy). Promethazine can 
potentially cause drowsiness. 
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4.2.1 Suspected DFSA cases 

 
It can be difficult in some cases to make a decision based on the information 
available whether the case is an actual DFSA case, however the following 
were strongly suspected to be actual DFSA cases. 
 
In the ten suspected DFSA cases five involved cocaine, which has 
disinhibiting effects. The effects of cocaine would be exacerbated by the 
presence of alcohol in these cases. Prescribed citalopram (which was present 
in one of the cocaine cases) could also potentially add to the intoxication. 
Even though cannabis was also detected in two of these cases, the 
individuals concerned stated that they had not used controlled drugs. 
However, the potential for the victim to deny voluntary taking of drugs cannot 
be dismissed. 
 
Two cases involved the sedative drugs diazepam and temazepam being 
administered to the victim. One case involved the disinhibiting drug MDMA 
(ecstasy). The other two cases involved the sedative drug GHB. One has 
recently gone to court, which resulted in the defendant being given a five year 
prison sentence for spiking a drink with GHB.  
 
4.2.2 Possible DFSA cases  
 
There were another eleven cases (see section 3.1) where DFSA could not be 
discounted. Cocaine again was significantly featured in these cases. These 
cases were again a mixture of sedative and disinhibiting drugs. Three of 
these cases involved potential administration of alcohol, two covertly and one 
more open administration to a teenager.  
 
The drugs findings were similar in some respects to those of Scott-Ham and 
Burton (2005) in that 42% of our cases involved controlled drugs as opposed 
to 35% in that report. Cannabis and cocaine were again the most common 
drugs found however we found them in 20% and 17% of cases as opposed to 
26% and 11% of cases. Cocaine featured more commonly in our study and 
possibly reflects a changing drug environment. 
 
In our suspected DFSA cases cocaine also featured prominently in five of the 
ten cases. In the Scott-Ham and Burton (2005) study only 3 (MDMA) out of 21 
drugs were stimulant disinhibitors as opposed to six (cocaine and MDMA) out 
of ten in our study. In both studies the other drugs detected in the suspected 
DFSA cases had sedative effects.  
 
4.3 Aim Three: Describe the demographic and environmental features of 
 DFSA 

 
Given the size of this sample it is hard to draw comparisons with the gender 
distribution in other populations of people reporting sexual assault, although 
the proportion of male participants here is in the higher end of typical ratios. 
For example, in a review of U.K and U.S studies cited a range of 5 to 10% of 
reported rapes as having happened to males (Scarce 1997). But, since 8% of 
recorded rapes in England and Wales during financial year 2004/5 happened 
to males (Nicholas et al 2005) it is fair to assume that this sample represents 
the gender distribution of DFSAs. Therefore, males are no more likely to 
report a DFSA than they are another form of sexual assault. 
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This study’s age range appears narrower than is usually seen for all sexual 
assault cases, at both extremes. For example, in the financial year 2004/5, St. 
Mary’s Centre saw clients aged from 2 to 89 years. Whilst the ‘mean’ age at 
St. Mary’s was very similar at 23.5 years, the mode was much younger at 16. 
The trend to ‘older’ ages in this sample suggests that the key age group for 
this issue is the early twenties. This may be a function of the large number of 
first contacts made at pubs, clubs and parties. 
 
Strangers and assailants who met on the day of the assault account for most 
cases. In about a third of assaults (37.5%, where this information was known) 
assailants were known to the participant for more than one day. There does 
tend to be a higher proportion of assaults by strangers and acquaintances 
less than 24 hours in those cases reported to the police. That a third of this 
sample of reported DFSAs involved assailants known to the participant 
denies the scenario of the stranger assault that typifies the DFSA and general 
rape stereotype. 
 
Pubs and clubs were the most common place at which first contact was made 
prior to the assault, accounting for half of cases when the location was 
known. If the scenario of covert administration of drugs occurs then this will 
be the venue at which the drug is administered. About a quarter of those who 
made first contact in a pub or club were then assaulted there. Most were 
assaulted elsewhere, however, primarily at the assailant’s home address. 
Nearly a third of assaults (for which the location was known) took place at the 
assailant’s home, with the participant’s own home as the second most 
common location. Of the 11 individuals who made first contact with the 
assailant on a street, three were subsequently assaulted on a street. The 
cases where first contact was made in a taxi involved the taxi driver being the 
alleged assailant, but all were assaulted at either their own or the assailant’s 
home. 
 
More of the London participants met their assailant at a pub, club or party 
than did the participants elsewhere in the country. This difference between 
the capital and the regions was statistically significant, although the size of 
the overall sample and especially of the individual non-London areas limits 
interpretation (54.2%; 65 of the 120 participants were from the Metropolitan 
Police Service area). The social setting of many of the London cases (68.1% 
or 32 of the 47 cases where first contact location information was available) 
was reflected in the higher incidence of assaults by unknown assailants 
(69.2% or 27 of 39). This suggests a difference between the English capital 
and regions in either reporting patterns or actual incidence for DFSA, or both. 

 
4.4 Aim Four: Co-ordination of agencies and enhanced techniques 

 
The main learning points are centred upon clear communication between the 
separate agencies; specifically about what is required in terms of information 
and forensic samples. The Matisse (or a similar questionnaire) should be 
considered for adoption in DFSA cases. Furthermore, in all cases it is 
essential that it is completed and returned with the analytical samples. The 
questionnaire contains essential information to aid analysis and interpretation 
of the findings. It would therefore be useful to incorporate its questions into 
the standard forensic medical examination procedure. Since the examination 
forms used at SARCs remain solely part of the client SARC record and are 
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not sent to the laboratory for analysis with the samples, this additional 
documentation would have to be incorporated into the MEDX forms that 
accompany the samples. 
  
The Matisse approach to the collection of urine and blood samples also 
needs to be considered for adoption in DFSA cases. The collection of a urine 
sample in a fluoride preserved container as soon as possible after the 
incident is essential. The early evidence kit urine container is recommended. 
Non-medical personnel can easily use these kits. A second urine sample 
collected approximately an hour after the initial sample is very useful for 
alcohol analysis. Samples need to be collected as soon as possible after the 
incident before any alcohol or rapidly excreted drugs such as GHB are 
potentially lost from the victim's system. Medical personnel should collect the 
blood samples as soon as possible again to minimise alcohol and drug loss.  
 
The use of hair samples also merits consideration. Ideally one sample should 
be taken at the initial examination which can give a drug history and another a 
month later to show drugs that may have been administered around the time 
of the incident. The first sample is not essential but will aid in assessing a 
date of drug administration. The samples may not need to be analysed but 
could prove useful when delayed sampling occurs and rapidly excreted drugs 
such as GHB may be missed or if importantly a drug taking history is relevant 
in the case concerned. The victim should be asked not to bleach or dye their 
hair during the month period between the collection of the first and second 
hair sample as this can lead to drug loss. 
 
There are, however, a number of issues surrounding the routine taking of hair 
samples for the furtherance of this type of investigation. A clear explanation 
should be given to the victim as to the potential outcomes in terms of the 
results of any analysis. In certain cases where the victim is a voluntary drug 
user but hasn’t declared that fact, the ramifications of this knowledge being 
disclosed can be potentially damaging. 

 
 

4.5 Aim Five: Further define drug-facilitated sexual assault 
 
This study suggests that that at least two forms of DFSA exist: 
 

1. Proactive DFSA: The covert or forcible administration to a victim of an 
incapacitating or disinhibiting substance by an assailant for the 
purpose of sexual assault. 

 
2. Opportunistic DFSA: Sexual activity by an assailant with a victim who 

is profoundly intoxicated by his or her own actions to the point of near 
or actual unconsciousness.  

 
The existence of the former is supported by the findings and to some extent 
the cases in which drug use was denied but drugs were found. The number of 
cases in which only alcohol was found or drugs that had knowingly been 
taken evidences the latter. The drugs found included the commonly used 
recreational drugs cocaine and cannabis, but also genuinely prescribed 
medicines and preparations available over the counter. Deliberately or 
unintentionally combining alcohol, and in some cases very high quantities of 
alcohol, with such drugs can easily produce a level of intoxication much 
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greater than that anticipated. In such situations, the intoxicated individual is 
much more vulnerable to the potential rapist. Given the high frequency of 
cases in which first contact is made in a social setting, the need is strong for 
friends to look after those of their number who are heavily intoxicated.  

 
 
 

4.6 Aim Six: To advise on good police practice for the future investigation 
 of such cases 

 
The research findings indicate that not all offences of DFSA are 
predetermined by an offender and that some are opportunist crimes. The 
difficulty for police officers in identifying this type of offence cannot be 
overstated. In cases where an alleged victim is inebriated through drink, a 
verifiable assertion that a third party the excess alcohol is difficult to establish. 
Furthermore it is difficult for the lay person, as well as professional agencies 
to distinguish between the effects and behaviour associated within a voluntary 
consumption of excess of alcohol and those exhibited by a victim of DFSA. 
 
The research advises that in all cases where this type of offence is suspected 
whether through the voluntary administration of drugs/alcohol, the involuntary 
consumption of drugs/alcohol or a combination of the two, police officers 
should treat the allegation seriously at the outset and comply with Matisse 
methodology. This provides the best opportunity to secure victim confidence 
and also to capture early forensic evidence so necessary for the identification 
of any alien substances. It is equally important to establish whether an 
offence has actually been committed both for the purposes of apprehending 
an offender and for an alleged victim’s peace of mind. 
 
In areas where a SARC is established it is important for staff to be fully aware 
of the potential for DFSA offences. In those cases where the victim alleges 
that he/she is a victim of DFSA then professionals should apply Matisse 
methodology irrespective of any personal judgement. It is far better that any 
relevant samples are taken early in the process than to delay through any 
doubts dictated by personal stereotyping or value judgement.  
 
In order to achieve this ACPO should issue guidance to all forces advising of 
the Matisse methodology and test compliance and effect through the work of 
its working group on rape. 
 
The following advice is given to police staff tasked with the initial response to 
an alleged offence of DFSA. 
 
 
 
 
 
 
 
 
 
 
 

 25



 
  
   

 
4.6.1 Call Handlers 
 
At first receipt of the complaint, an officer should be despatched to the victim 
and a specialist trained officer should be alerted. 
 
Every effort should be made to reassure the victim and to put him/her at 
ease.  
 
Call - Handlers should seek to establish the following information: 
 
 Is the victim injured and/or still in danger? 
 When did the alleged offence occur? 
 Is the offender known? 
 Are they alone? 
 Are there any witnesses to the offence? 
 Has the victim taken a drink since the alleged offence or been to the 

toilet? (N.B – only for offences where the report is made immediately 
following, or soon after, the commission of the offence. In such cases 
victims should be advised to refrain from drinking or visiting the toilet until 
the arrival of the first officer at the scene who will administer the early 
evidence kit). 

 Record all details of the conversation. 
 
4.6.2 First officer at the scene of the report 
 
Every effort should be made to reassure the victim and to put him/her at 
ease. Account must be taken of the demeanour of the individual and the 
effect that any cumulative effects of the consumption of alcoholic drink 
and/or drugs including prescribed medication. 
 
First officers should seek to establish: 
 
 The safety and welfare of the victim. 
 The circumstances of the alleged offence and record the initial account 

together with the identity or description of an alleged offender. 
 Take all necessary steps to ensure the speedy apprehension of an 

alleged offender. 
 Whether the victim has reported the offence to a third party i.e. friend, 

acquaintance together with his/her identity. 
 Administer the early evidence kit in appropriate circumstances. 
 Make immediate considerations for the securing of forensic evidence 

bearing in mind Locard’s Principle that “every contact leaves a trace” and 
minimise the potential for consideration of the contamination of such 
samples to include. 

 Early seizure of clothing of victim worn at the time of the offence. 
 Identification and seizure of any articles used in connection with the 

offence such as drinks, drinking glasses, bottles or any other article that 
may yield forensic samples to identify an offender. 

 Establish the location of any scene(s) and ensure that action is taken to 
secure them. 

 Establish whether there are any witnesses and obtain details. 
 Liase with the STO as to whether to take the victim to a SARC or other 

examination facility. 
 Brief the STO. 
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4.6.3 Specialist Trained Sex Offence Officer 
 
This officer should ensure that they have received a thorough briefing from 
the first officer and that they are aware of the details of the conversation 
between the victim and the call handler/person taking first report. He/she 
should take any steps required to ensure that the early investigative 
requirements are fulfilled so that the investigating officer (I.O) has the benefit 
of the outcomes of early investigative action. 
 
He/she will need to consider whether and to what extent the circumstances of 
the offence are worth pursuing in detail at this stage having regard to the 
potential effects of Rape Trauma Syndrome (e.g. Burgess and Holstrom, 
1974) on the victim. 
 
In terms of the progression of the investigation the STO will need to: 
 
• Establishing the necessity/willingness for the victim to undergo a medical 

examination. 
• Where this is necessary reassure the victim; 
• In appropriate circumstances fully brief the FME and be present during the 

examination to both reassure the victim and also to oversee the 
investigative requirements of the examination; 

• Make a decision whether to record the victim account by way of trigger 
notes or through a written statement; 

• Fully brief the I.O as to the circumstances of the offence; 
• Following the handing over of the investigation to the I.O, he/she should 

ensure that victim welfare is the paramount consideration. Where 
appropriate, early counselling should be arranged in collaboration with 
voluntary and other partnership agencies. 

 
Comprehensive advice for police practitioners is available in Guidance on 
Investigating Serious Sexual Offences 2005 – ACPO and National Centre for 
Policing Excellence (NCPE). 
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4.7 Aim Seven: To raise public awareness of any potential threat together 
 with advice on reducing the potential of becoming a victim 

 
In a report published by Amnesty International (October 2005) a telephone 
survey of one-thousand people was carried out. Their findings suggest that  a 
significant proportion of the public are of the opinion that victims of rape could 
contribute to the commission of such offences by their mode of dress and 
behaviour. Moreover the voluntary consumption of excess alcohol could be a 
contributory factor. The Matisse research team unequivocally rejects such 
assumptions and supports the view that rape and other sexual assault cannot 
be condoned or its severity qualified by applying social or individual value 
judgements. 
 
However, the research team does support the view that any voluntary 
consumption of alcoholic drink and/or a cocktail of substances might lead to 
the debilitation of an individual thus making them more susceptible to a 
sexual predator. 
 
Commensurate with the raising of awareness of DFSA, certain proprietary 
interests have evolved to market the sale of so-called drug detectors. Such 
products claim to detect “date rape drugs” in drinks using beer mat tests, 
using  teat-pipette applicators and dye applied to drinks. The public is advised 
that there is no single definitive test for the detection of every substance 
capable of incapacitating a victim for the purposes of crime. In fact, such 
commercial devices articulate this information as part of the small print. The 
simple advice for those wishing to minimise any threat by the use of such 
devices is “buyer beware”. 
 
The research found that 62.5% of victims did not know the identity of the 
alleged assailant. However, there are ways in which individuals or groups of 
individuals can minimise any threat of becoming a victim: 

 
1. Groups of individuals are advised to take responsibility for the safety and 

welfare of other group members who become detached from the main 
body in the course of a social interaction. They should be alert to any 
attention given to any group member by an unknown individual. Any 
personal information gleaned during the course of general conversation 
might be useful to any future investigation. 

 
2. Individuals are advised to consider the combined effects of the 

consumption of alcoholic drink with the taking of prescribed medication, 
recreational drugs and/or ‘over the counter’ medication. If there is any 
doubt as to the potential effects then medical advice should be sought, 
particularly where medicines are prescribed by a medical practitioner. 

 
3. It is advisable for individuals to alert any individual with whom they are 

resident, to the anticipated time of their return home. This can be 
prearranged or where this is not possible by a simple telephone call or 
the use of the popular SMS mobile telephone system. 

 
4. The pre-booking of a recognised taxi service or, if not practicable, the use 

of only recognised taxi/private hire companies is advised. 
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5. Above all, if an individual maintains a good sense of equilibrium and 

heightened reasoning and awareness then he/she is less likely to 
become a victim of any crime. 

 
6. All alleged victims are asked to report any suspected offence of DFSA as 

soon as practicable to the police so that any potential evidence can be 
secured early in the investigation. 

 
 

4.8 The role of Forensic Scientists 
 

Forensic scientist should promote the use of the Matisse questionnaire in 
DFSA cases. 
 
They should also promote the use of the Matisse sample collection approach, 
with an early evidence kit, which results in two preserved urine samples and a 
blood sample.  
 
The use of routine hair sampling should also be considered as it offers distinct 
advantages when sampling is delayed or when drug usage history is 
important.  
 
Discussion with CPS about the interpretation of reports (in terms of drug and 
alcohol findings) and the ability to give informed consent is essential. 
 
Discussion with the police and CPS about the nature of DFSA cases and the 
drug findings is essential to dispel the myths of Rohypnol and GHB. The 
importance of alcohol, controlled and prescribed drugs should also be 
emphasised. 
 
Forensic scientists should develop closer relationships with the SARCs so 
that they clearly understand each others issues in DFSA cases. These 
revolve around the caring and sensitive approach required for victims which 
needs combining with the information and sample collection requirements of 
the forensic process.  
 
 
4.9 Crown Prosecution Service (CPS) 

 
The CPS set out its policy in relation to the prosecution of rape offences 
following the enactment Sexual Offences legislation in May 2004. The change 
in legislation at this time saw the introduction of the notion of victims having 
the ‘capacity’ to consent. 
 
At this stage there is still confusion around this notion and some have 
attached varying interpretations as to its meaning including a recent case in 
November 2005 where it was held that ‘drunken consent’ is free consent for 
the purposes of the Act. At first sight this can conflict with the view that if one 
is intoxicated through a consumption of excess alcohol such that their 
judgement is impaired then how can a drunken victim of crime, not least of 
sexual assault, have the capacity to give free consent? 
 
The debate surrounding this issue will be constant and decided on case by 
case basis but should not influence the police/CPS approach at the outset.  
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APPENDIX A: DFSA - QUESTIONNAIRE 
 
CR/Incident No: 

(To be completed by SOLO) APPENDIX A: DFSA - 
QUESTIONNAIRE 
 
We would be grateful if you could help us complete the attached questionnaire. 
 
This work is being used for research that will help us to improve our understanding of Drug-
Facilitated Sexual Assault offences and will allow improvements in the way future cases are 
managed. 
 
 
Personal Details  
 
Full Name: .......................………………………………………………………………………………… 
Gender:   ..........................………………………………………………………………………………. 
Age:  ..........………………………………………………………………………………………….. 
Height:  ........................………………………………………………………………………………… 
Weight:  ......................…………………………………………………………………………………. 
 
 
Scene Details 
 
Location ………………………………………………………….………………………………………………….. 
 
Date and time of assault .........................................…………………………............................................. 
 
What symptoms made you feel you had been drugged?  ..................………………………........................ 
 
How long did these effects last?  ................................................................................………….................. 
  
Did you notice anything strange about the food/drink that you consumed? (e.g. taste, smell, solid 
particles) 
 
................................................................................................................................................…………...... 
 
Did you vomit?  ...................................................................................................................………….......... 
 
Were you given any tablets/powder? If so what shape/colour?  ........................................................…….. 
 
Were any drugs/tablets present at the scene of the incident?  ..............................................................….. 
 
Were any glasses/bottles used to administer drugs?  .................................................................…………. 
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Alcohol and Drug Details 
 
 
Did you drink any alcohol in the 24 hours before the incident or consume any after the incident before 
the blood/urine samples were collected? 
 
.....................................................................................................................................................………….. 
 
If so how much, what type (lager, vodka etc,) and brand, and at what times did you consume alcohol? 
 
.....................................................................................................................................................………….. 
 
How much alcohol do you drink in an average night out?  .......................................................……………. 
 
 
What (quantities) food did you consume in the 12 hours before the assault? ............................………….. 
 
.....................................................................................................................................................………….. 
 
Did you take any drugs in the 72 hours before the incident or after the incident but before the blood and 
urine samples were collected? 
 
.....................................................................................................................................................………….. 
 
If so what type, what quantity and at what times did you take drugs? (Drugs include   - prescribed 
drugs, any other medicinal drugs you have taken or were given e.g. painkillers, hayfever type 
drugs, ‘Nightnurse’, etc.  and any controlled drugs. )  
 
.....................................................................................................................................................………….. 
 
Are you a recreational drug user ? ………………………………………………………………….…………… 
 
 
For prescribed drugs, how long have you been taking them and what is your current dosage ? 
 
.....................................................................................................................................................………….. 
 
 
Can you remember approximately when you last urinated before giving your first urine sample? 
 
....................................................................................................................................................…………... 
 
Other Data 
 
 
Is there any other information you think would be useful?   
 
.....................................................................................................................................................………….. 
 
.....................................................................................................................................................………….. 
 
.....................................................................................................................................................………….. 
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APPENDIX B: PARTICIPATING AGENCIES 
 
 
 
i. Police 
 
Police participation in this study was co-ordinated by the ACPO Working Group on 
Rape and other serious sexual assault. Qualitative data was collated at Derbyshire 
Constabulary’s Drug Mapping Project. Participating police forces were: 
 
 Derbyshire Constabulary 
 Greater Manchester Police 
 Lancashire Constabulary 
 Metropolitan Police (London) 
 Northumbria Police 
 West Midlands Police (Walsall) 

 
ii. Forensic Science Service 
 
The FSS is a U.K. Government owned company that is the largest supplier of 
forensic science services to police forces in England and Wales. Forensic analyses 
of samples and interpretation of findings were conducted at the north-west FSS 
laboratory in Chorley, Lancashire. 
 
iii. Sexual Assault Referral Centres 
 
SARCs provide forensic medical examination services to their local police force. 
SARCs are located in dedicated accommodation and often in conjunction with a 
National Health Service (NHS) Trust. A range of other aftercare services to clients 
are also provided, varying from SARC to SARC. The National SARC Steering Group 
negotiated the involvement of SARCs in this study. NHS ethics approval and some 
data analyses were conducted at St. Mary’s Centre in Manchester. The participating 
SARCs were: 
 
 Lancashire SAFE Centre – Preston 
 Millfield House – Derby 
 REACH – Newcastle upon Tyne and Sunderland 
 St. Mary’s Centre – Manchester 
 The Havens – Camberwell, Paddington and Whitechapel 
 The Rowan Centre – Walsall 

 
 
iv. Police Standards Unit 
 
The unit was established by the Home Office in 2001, part of its responsibility is to 
assess the ways in which police forces use the varying disciplines within forensic 
science to further investigations. 
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