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Abstract

The term recovery has been recently re-launched within UK drug policy, with focus 
on individuals' engaging in treatment and achieving change. What constitutes 
recovery and the process of recovery is misunderstood, due to the term previously 
being attributed to an individual reaching total abstinence.

Within the UK previous research has largely focused on the benefits of 
pharmacological interventions, rather than on recovery as a concept. To date there 
have only been two major studies regarding recovery as a process (Mclntosh and 
McKeganey 2000a; Best et al 2008). However, what these studies did not do was 
assess the process of recovery in real time.

The aim of the thesis was to provide a comprehensive investigation of recovery, to 
add knowledge to this area regarding the overall process of the concept. The 
research includes a prospective study (n=45) to assess the lived experience of 
recovery from those entering treatment, combined with a retrospective study of oral 
histories (n=12) to evaluate respondents' drug using career using semi-structured 
interviews.

The main finding of the research was in relation to the importance significant life 
events have on the individual's decision to stop or resume drug use. The results 
confirm that recovery should not be viewed as an end state, but as a process of 
change over time, one which may be influenced by factors extraneous to drug use 
such as relationships, health and employment. These events are a combination of 
positive and negative experiences which can initiate or impede change. The results 
suggest that early identification of these factors could enhance change by removing 
existing potential barriers.

Within the study, the terms recovery and desistance were used, with recovery 
pertaining to change over time and desistance referring to periods of non-drug use. 
Reviewing the literature coupled with findings from the study suggest that utilising 
these terms would provide a more clear cut definition of change and allow policy 
makers, researchers, academics and service users alike to have a sound 
understanding of what recovery is, whilst acknowledging the process of change over 
time.



Part One

Introduction

Part one provides an introduction to the thesis. This section comprises of two 
chapters, the first of which introduces the thesis and the subject matter of 
substance misuse. The second chapter focuses on addictions and explores 
definitions and descriptions of a range of different addictive behaviours. This is 
carried out in order to clarify the meanings, explanations and interventions 
associated with addictive behaviours and to investigate if there are similarities 
between these behaviours.



Chapter One - Introduction

Introduction

Recovery has been a term widely discussed within the arena of substance 

misuse, yet its true meaning and the understanding both professionals and 

academics attribute to this term are poorly understood. There is a plethora of 

research available within substance misuse. However, these studies largely 

focus on the effectiveness of treatment to assess whether treatment works, or if 

one pharmacological intervention is more effective than another. What is 

currently lacking in terms of research is focus upon recovery as a process over 

time. Since starting this thesis there have been published studies carried out to 

assess recovery and how people maintain this state. These studies have 

focused on former drug users and have been carried out in retrospect with 

individuals who have overcome their problematic substance misusing 

behaviour. Consequently, there is lack of research and evidence surrounding 

the process of what happens during recovery, taking into account not only 

substance misuse per se, but investigating the sometimes chaotic lifestyle that 

can go along with this behaviour. In order to fully understand how and why 

individuals' address and change their behaviour, research needs to be carried 

out not only in retrospect with those who have succeeded in addressing their 

problematic use of substances, but also with those individuals who are entering 

treatment and going through a process of change. Thus, allowing a robust 

evaluation of the recovery process, providing an understanding of not only the 

reasons why people stop using substances but also why people resume drug 

use. Investigating recovery from this perspective can contribute to the 

emerging recovery agenda, future treatment and drug policy.



The thesis provides a comprehensive evaluation of recovery and the desistance 

process of substance misuse1 . The thesis aims to provide knowledge about the 

processes involved when individuals' make a decision to enter treatment and to 

address their substance misusing behaviour. Within substance misuse 

treatment the overarching aim is to enable, empower and encourage individuals 

to successfully overcome their problematic use of substances and to eventually 

reintegrate into mainstream society. The main aim of the thesis is to explore 

the lived experience of those who have an intention to desist. The research 

focuses on periods of desistance and drug use over a one year time frame in an 

attempt to establish the reasons (if any) that respondents' remain drug free or 

return to drug use. Significant life events are explored during periods of 

desistance and drug use to ascertain if factors extraneous to drug use affect the 

process of recovery. The use of other drugs apart from, or in addition to the 

individuals' primary drug will be assessed to enable the evaluation of whether 

respondents' desist from all drug use or continue to use other drugs when they 

have desisted from their primary drug. Lastly, criminality will be investigated to 

assess whether there are changes in criminal activity during the process of 

recovery and desistance.

In addition to the one year prospective study, a second study was carried out. 

Oral histories were gained retrospectively from respondents who had been 

through the process of recovery and successfully achieved desistance. This 

enabled the evaluation of how desistance is maintained in the long term.

1 For the purpose of this the term substance misuse and drug use includes the problematic use of 
alcohol



Definitions

Definitions of what constitutes substance misuse and desistance will be 

explored in detail in later chapters. However, it is important to raise the issue of 

terminology at the outset of the thesis. Within substance misuse there are 

many terms used when individuals start to, or successfully address their 

substance misusing behaviour. Terms such as quitting, reducing harm, ending, 

stopping, recovering and abstaining are used interchangeably. These terms 

can be confusing as they have differing meanings attributed to them and are not 

wholly understood or explained. The term desistance is not readily used within 

substance misuse. Instead, this term is applied within criminological research 

to describe the process of both changing and ending criminal behaviour. Within 

the area of criminology two distinct theories have been developed; general and 

developmental theory. The general theory explains desistance from an age 

graded perspective and is concerned with desistance as an end state, when an 

individual has stopped offending. Conversely, the developmental theory 

evaluates desistance as a process across the life course, taking into account 

significant life events which act as turning points and transitions which may 

have a direct influence on desistance from crime.

The thesis focuses on the process of recovery amongst those who misuse 

substances who have an intention to desist. In order to investigate this process, 

a literature search from the perspective of substance misuse and criminology is 

utilised. This was carried out to determine any similarities and differences 

between the two disciplines. Current literature within substance misuse is 

heavily weighted towards treatment outcomes, however, rather than assessing



the impact treatment has on individuals, the thesis investigates the process of 

recovery. Doing so will determine how and why individuals both access 

treatment and make changes in their substance misusing behaviour. This will 

be carried out from evaluating data collected from the perspectives of those 

who engage in problematic substance misuse over a one year timeframe.

Evaluating theories of desistance which are established within criminological 

literature allows the investigation of whether the theories applied can be built 

upon within substance misuse. Hence, providing a wider understanding of not 

only substance misuse as a subject area, but in addition, to gain a sound 

understanding from the perspective of those involved in the process of 

recovery.

When different terminology is constantly used to describe a change in 

substance misusing behaviour, it can lead to confusion with regards to the 

concepts and meanings of these terms. In turn this can have a detrimental 

effect on treatment practice and outcomes. The literature review will address 

this confusion, analysing current terminology and the meanings they hold.

Problems of Substance Misuse

Substance misuse does not just affect the individual but may also impact upon 

their families, the wider community and the economy. The following section will 

provide an overview of the current problems of substance misuse within the UK 

from a social and economic perspective.



The Extent of Substance Misuse in the United Kingdom

The impact of substance misuse has far reaching consequences and can be 

viewed as a worldwide phenomenon, affecting every society in the world 

(Substance Abuse and Mental Health Services Administration (SAMHSA) 

2004). The most recent figures on the extent of substance misuse within the 

UK can be derived from the annual national statistics compiled from the 

2010/11 British Crime Survey. This survey is based upon self reported data 

gained from 16-59 year olds in England and Wales. The report estimated that 

almost 2.9 million people (8.8%) of adults in England and Wales had used some 

form of illicit drugs within the last year. This data shows the lowest level of drug 

use since the initiation of the British Crime Survey measurement of illicit drug 

use in 1996, whereby eleven per cent of adults reported illicit drug use. Within 

the survey illicit drug use is broken down into categories whereby there are 

statistics provided for all illicit drug use, compared to Class A2 drug use. When 

assessing Class A drug use in 2010/11, it was estimated that around one million 

adults (3%) reported using these drugs within the last year. The survey also 

differentiated between age and gender to allow comparisons of drug use across 

these domains. When assessing age, Class A drug use was more prevalent for 

those aged 20-24, whereas the use of any illicit drug was highest amongst 16- 

19 year olds. Males were found to have the highest incidence of drug use, both 

with Class A drugs (men 4.2%, women 1.8%), and any illicit drug (men 12%, 

women 5.7%) (Smith and Flatley 2011).

2 Class A drugs include: heroin, powder cocaine, crack cocaine, LSD, magic mushrooms, methadone, 
methamphetamine and ecstasy



Although it is encouraging that the prevalence of drug use is currently lower 

than in previous years, it is still evident that a large proportion of individuals 

engage in illicit drug use, which could result in problematic substance misuse. 

In turn this problematic substance misuse could lead to further problems not 

only in relation to substance misuse itself, but also in other areas of their life on 

the periphery of their substance misuse.

Other Harms Caused by Substance Misuse

Problematic substance misuse may cause a multitude of harms to those who 

have direct or indirect contact with the person who is experiencing this 

problematic behaviour, such as family members, or in fact society as a whole. 

These harms may consist of the deterioration of physical and mental health, the 

breakdown of family relationships, and adverse consequences on the wider 

community with regards to criminal activity. Although these harms are difficult 

to quantify due to some of them being immeasurable, such as emotional pain 

and turmoil, it reinforces the opening section of the thesis. Essentially, that in 

order to research substance misuse, there is a need to evaluate elements of the 

individual's life which may have been damaged due to this problematic use, in 

order to understand how and why people change.

Economic Problems of Substance Misuse

The total economic and social cost of Class A drug use in the UK has been 

estimated at £15.4 billion per year in 2003/04. It was found that Class A drug 

use accounts for ninety-nine per cent of the total cost, with drug related crime



accounting for the largest proportion of cost; ninety per cent or £13.9 billion per 

year (Gordon et al 2006).

An increasing amount of funding has been provided by the Government in an 

attempt to address substance misuse and reduce the harm it has on individuals, 

families and communities alike. However, until the launch of the recent 2010 

UK drug strategy, focus was largely on Class A drugs, with strategies omitting 

to include alcohol. In addition, the previous UK strategy was largely process 

driven with targets including increasing the amount of individuals in treatment 

and retaining them in treatment for at least a three month period. The current 

thinking within the new strategy is with reference to outcomes and reintegration 

into society. Consequently, current policy illustrates a shift in philosophy, with 

an emphasis on recovery. Conversely, what is currently lacking is research into 

the process of recovery, both its successes and failures. In order to understand 

recovery and abstinence we should seek to understand the process involved in 

this. To evaluate recovery from a holistic perspective taking into account the 

totality of the individual's life and not just their substance misuse. Looking 

beyond their substance misuse provides us with the how's and why's 

surrounding drug use. In essence, this could lead to the enablement of policy 

makers and treatment agencies to assess the wider needs of the individual. 

Subsequently, assisting individuals' to achieve change and engage in the 

process of recovery.
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Responses to Drug Misuse

In addition to the UK drug strategy, the devolved administrations in Wales, 

Scotland and Northern Ireland use their devolved powers to develop their own 

strategies. These strategies deal with issues pertinent to their own 

geographical areas but also compliment the UK strategy (Home Office Affairs 

Committee 2001). Each of these will be discussed in turn to provide a brief 

context of current policies within the UK.

UK Strategy - Reducing Demand: Restricting Supply; Buildinq Recovery; 
Supporting People to Live a Drug Free Life - 2010

The expectation of this strategy is to prevent individuals' engaging in substance 

and to make it easier for those already entrenched in substance misuse to stop. 

The supply of drugs costs the UK £15.4 billion each year (Gordon et al 2006). 

The new strategy attempts to address this by largely concentrating on the issue 

of drug trafficking, making it less attractive for individuals to commit these 

offences, coupled with increased law enforcement. The strategy has also given 

a commitment to recovery whereby treatment will focus on throughput, allowing 

individuals to make a permanent change to their substance misusing behaviour 

enabling them to contribute to society in a positive way. Their ambition with 

regards to recovery encompasses drug treatment agencies to support people to 

live a drug free life. Although the strategy takes into account the importance of 

individualism within drug treatment and the fact that recovery is a process over 

time, a main message reiterated throughout the strategy is the fact that 

recovery is associated with being drug free and encouraging individuals to 

permanently change.



Welsh Drug and Alcohol Strategy - Working Together to Reduce Harm 2008- 

2018

The Welsh strategy is based around four priority action areas in an attempt to

reduce drug and alcohol related harm.

1. Preventing Harm

This action area is similar to the UK strategy of lowering the future use of

substances. The emphasis is to provide education to children, young people

and parents in order to communicate the adverse effects and risks of misusing

substances.

2. Support for Substance Misusers to Improve Their Health and Aid and 
Maintain Recovery

This is aimed at reducing harm and encouraging and supporting problematic 

substance users to engage in treatment and ultimately return to a life free of 

substances. As well as delivering treatment for substance misuse, this action 

area also focuses on wraparound services to address the wider needs of the 

individual such as housing, education and training and employment.

3. Supporting and Protecting Families

This area focuses on reducing the risk of harm to children and adults due to the

consequences using substances can have on the family.

10



4. Tackling Availability and Protecting Individuals and Communities via 
Enforcement Activity

The final action area discusses the importance of enforcement placing 

emphasis on reducing the availability of drugs via this. In addition, focus is also 

on alcohol by way of pricing, promotion of alcohol and drink driving.

Scottish Strategy - The Road to Recovery 2008

As with the UK and Welsh strategy, the focus of this strategy is on recovery

coupled with prevention. The Scottish strategy sets out six main priorities

including:

1. Better prevention of drug problems, with improved life chances for 
children and young people, especially for those at risk of developing a 
drug problem, allowing them to realise their full potential in all areas of 
life

2. To see more people recover from problem drug use so that they can live 
longer healthier lives, realising their potential and making a positive 
contribution to society and the economy

3. Having communities that are safer and stronger places to live and work 
because crime, disorder and danger to drug use have been reduced

4. Ensuring that children affected by a parental drug problem are safer and 
more able to achieve their potential

5. Supporting families affected by drug use

6. Improving the effectiveness of delivery at a national and local level 
(Scottish Government 2008 pp. 8).

Northern Ireland Strategy - New Strategic Direction for Alcohol and Drugs 
2006-2011

The overall aim of the Northern Ireland strategy is to reduce the harmful 

consumption of alcohol and drugs. Within the strategy there are a set of long 

term aims for achievement, which like other strategies focus on reducing the

11



harmful consequences drugs and alcohol cause to individuals, families and the 

communities alike. In addition, the strategy focuses on ensuring access to 

treatment is easily achievable. They also place importance on working with 

individuals under the age of 18, to enable them to develop the appropriate skills 

and behaviour to resist the social pressures of substance misuse.

Overview of the Strategies

When evaluating the aims within the UK and the devolved administrations 

strategies it is possible to see that the aims are similar across all strategies, with 

reducing harm and tackling availability at the forefront. The term recovery is 

frequently used in the strategies (with the exception of Northern Ireland whose 

strategy is due to be renewed). The term recovery within the UK strategy 

places emphasis on the 'recovered', stating that they want people to recover 

fully and reintegrate into mainstream society. The Scottish strategy focuses on 

the road to recovery and places importance on the fact that recovery may mean 

different things to different people. Hence from this perspective recovery is 

viewed as a process with attainable goals and outcomes along the way. The 

Welsh strategy although mentions recovery, does not focus on this terminology 

but instead focuses on making support services and robust treatment options 

available in order to facilitate change. It is possible to surmise that confusion is 

apparent with regards to the terminology used within these strategies, namely 

what is recovery, is it a process or an end state?

The thesis will address the process of recovery in an attempt to provide 

meaning of what the process of recovery entails and to investigate if and how

12



people reach the perceived end state of recovery. To do so it is important to 

have an understanding of the process of recovery from both negative and 

positive perspectives. If people are to recover from substance misuse, the 

knowledge of what the process entails can assist in the development of robust 

treatment options. In order to understand these processes and the problems 

people face when attempting to address problems it is essential to gather 

evidence from the perspective of those who have and are experiencing these 

problems as they can be viewed as 'experts by experience'.

All the strategies discussed underpin change and aspire to achieve a society 

with less problematic use of substances. To achieve this there is a need to 

research why drug treatment is viewed as a revolving door and why people 

lapse and relapse throughout treatment. The thesis will provide a 

comprehensive overview of individuals in treatment, and discuss relevant issues 

which may or may not impact on their substance misusing behaviour, hence 

providing a holistic view from the service users' perspective.

Aims of the Research

The aim of the research was to investigate the process of recovery when those 

who misuse substances are attempting desistance. Specifically, the thesis aims 

to provide an understanding of what recovery is from the perspective of those 

entering treatment with an intention to desist. The thesis will critically analyse 

both past and current research and explore the factors that lead to recovery and 

desistance.

13



The defining characteristic of desistance is behavioural change. Individuals' 

reasons for change can be viewed as personal and may differ from individual to 

individual. One person's reason for changing their lifestyle might be another 

person's reason to escalate their substance misuse. Whether or not individuals' 

persist or desist from substance misuse can be due to numerous factors. 

Although desistance can be viewed as individualistic, it has been proposed that 

desistance has common themes that apply more generally. This research will 

attempt to evaluate the most common factors that may influence recovery and 

desistance and explore any individual differences. In addition criminological 

theories of desistance will be evaluated to ascertain if anything can be learned 

from these theories and employed within the arena of substance misuse.

Hence, the research question is to evaluate the process of recovery and 

desistance using evidence gained from interviews carried out over the one year 

time frame (n=17) to evaluate change over time. In addition there will also be 

an evaluation of drug use and desistance during respondents first three months 

of treatment (n=45). Alongside the prospective longitudinal cohort survey, a 

second study was carried out to evaluate the process of recovery and 

desistance overtime. This retrospective study involved gaining oral histories 

from respondents (n=12) who have successfully desisted from substance 

misuse for a substantial period of time (between three and twenty four years). 

It should be noted that the study is not without limitations. The quantitative 

analysis in Chapter 6 was not subjected to statistical significance tests. Due to 

the chaotic nature of substance misuse there was a sizeable attrition rate.
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Therefore conclusions are based upon qualitative data gained from respondents 

and cannot be deemed statistically significant.

Personal Aims

This thesis is of professional interest to me. Since 1997 I have been working in 

the arena of substance misuse. My first seven years in this field incorporated 

working directly with individuals who misuse substances on a one to one basis 

in order for them to address their use. This work has taken place both in the 

community and the prison establishment. Following this I have commissioned 

drug and alcohol services and now work at a strategic level undertaking 

performance and project management, whilst also advising best practice within 

substance misuse services. My interest in the recovery process lies with the 

reasons for change, namely what are the cognitive and environmental 

processes that lead to long term change? Is there a point in life where people 

'have enough' or is change seemingly inevitable due to certain circumstances 

individuals go through in life? I view substance misuse as a complex subject, 

use is varied and people use and desist for a multitude of reasons, hence my 

interest in the subject matter of recovery. The thesis will attempt to answer a 

long sought after question with regards to the process of change, recovery and 

desistance, both personal to myself but also pertinent to the treatment of those 

who misuse substances.
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Thesis Structure

Chapter two focuses on the topic of addiction. This chapter evaluates different 

forms of human behaviour which are categorised as compulsive and/or 

addictive such as eating disorders, gambling, sexual addiction and internet 

addiction. The reason for the evaluation of these behaviours was to assess 

whether there are similarities or differences in these behaviours with regards to 

the onset, maintenance and desistance from them.

Chapter three focuses on specific theories that have been developed to explain 

recovery from substance misuse. Definitions of recovery are discussed and 

evaluated to provide an understanding of the current difficulties of utilising this 

term. Theories, research and concepts of recovery are critically analysed along 

with the role of treatment in assisting this process. The chapter identifies the 

processes involved in recovery and the way in which people naturally desist, 

along with the role of treatment in assisting desistance, enabling evaluation of 

desistance from substance misuse within the process of recovery.

Chapter four evaluates the desistance process from a criminological 

perspective and evaluates the relevant literature and theoretical frameworks 

both from the general and developmental theory within criminology. This is 

carried out to evaluate desistance from crime within the process of 

rehabilitation. The purpose of this is to investigate if criminological literature can 

be used as a benchmark for further development within substance misuse.
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Chapter five focuses on the methods used to carry out the research. This 

chapter is split into two distinct parts to incorporate the methodological 

approaches used within the longitudinal cohort survey and oral histories.

Attention then shifts to the results of the research, Chapter six provides an 

evaluation of the results of the Quantitative data. Chapter seven evaluates 

categories of drug use and desistance. Chapter eight evaluates the qualitative 

data of the longitudinal cohort survey, and chapter nine details retrospective 

oral histories of long term desisters.

This is followed by the concluding chapter which will concentrate on the 

discussion and implications and provide conclusions and reflections.
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Chapter Two - Addictions: Definitions and Descriptions

Introduction

The aim of this chapter is to provide an overview of addiction. In order to study 

recovery and desistance there is a need to provide a sound understanding of 

the literature surrounding addiction, to describe and explore the concept of 

addiction. Doing so provides knowledge and an understanding of addictive 

behaviour, putting this behaviour into context before addressing how and why 

people attempt recovery and desistance from addiction. Addictive behaviour is 

not limited to substance misuse, but can be attributed to a wide range of 

behaviours. Although the main focus of the thesis is in relation to the study of 

substance misuse, this chapter will explore and evaluate other addictive 

behaviours. The rationale of exploring these other addictive behaviours in 

addition to substance misuse is to consider variation of a range of addictive 

behaviours and evaluate the concepts, explanations, descriptions and 

interventions within these behaviours. Furthermore, comparing other addictive 

behaviours establishes if any further knowledge can be derived from these 

behaviours that could inform substance misusing behaviour. If key similarities 

are evident across these behaviours, the overall findings of the thesis could be 

utilised within other disciplines.

The chapter explores five different forms of addictive behaviour: Substance 

Misuse, Binge Eating Disorder, Pathological Gambling, Sexual Addiction and 

Internet Addiction. Initially the focus will be upon definitions of the term 

addiction in order to investigate similarities and variations and provoke 

discussions surrounding these definitions. Following this focus will be upon the
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five different behaviours, each of which will be discussed in turn to provide an 

overview of the concepts, explanations, descriptions and interventions. This will 

be followed by a concluding section whereby attention will be upon the 

evaluation of these behaviours to determine whether they share similar 

characteristics with substance misuse.

The purpose of this chapter is not to provide in depth knowledge of addictive 

behaviours, but instead to provide background information as a means of 

comparisons across addictive behaviours aside from substance misuse. This 

allows evaluation of whether substance misuse is any different to other forms of 

addictive behaviours, whilst assessing whether current approaches used to 

treat behaviours could be carried out differently.

Broader Based Definitions of Addiction and Compulsive Behaviour

The word addiction is derived from the Latin word addictus: meaning 'assigned 

by decree, made over, bound to another, hence attached by restraint or 

obligation' (MacAndrew 1988. pp. 164).

Understanding and defining whether an individual is addicted to a certain 

behaviour can prove difficult as there is no clinical test to determine addiction 

(West 2006). Addiction is a psychological disorder and hence a physical test 

cannot determine whether a person is addicted to any given behaviour. 

Addictive behaviours are mainly psychologically symptomatic, although physical 

deterioration can ensue. Addiction has been defined by a multitude of 

researchers across a range of behaviours to provide an understanding of the
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meaning this term holds. The following section will focus on definitions of 

addiction to examine its concept, and evaluate similarities and variances.

Definitions

Spiga et al (2008) defined addiction as

a behavioural pathway characterised by obsessive-compulsive 
seeking, and consequently obtaining the substance of choice 
with progressive loss of control of behaviour (pp 299).

Similarly other researchers (Goldstein et al 2004; Chambers et al 2003) define 

addiction as being a behaviour that is continued, irrespective of any negative 

consequence which involves impaired self control. Angres and Bettinardi- 

Angres (2008) defined addiction as

the continued use of mood-altering addicting substances or 
behaviours (e.g. gambling, compulsive sexual behaviours) 
despite adverse consequences (pp. 696).

Loonis et al (2000) on evaluating definitions of addiction stated that salience is 

prevalent in all definitions used to explain and understand addiction. This 

characteristic has been described differently by researchers. Goodman (1990) 

described it as behaviour which is categorised as having lost control. The 

American Psychological Association (APA) (1994) defined it as a critical, 

compulsive, repeated and persistent behaviour and Brown (1997) described it 

as an acquired and monopolising drive.

The above definitions all place emphasis on the continuation of a behaviour. 

They are not substance misuse specific per se, but instead discuss a range of 

behaviours, and discuss the fact that individuals repeat this behaviour to a point
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where it becomes out of control, leading to it becoming obsessive and addictive. 

Three of the above definitions (Spiga et al 2008; Goodman 1990; Brown 1997) 

highlight that addiction is progressive and is acquired over time due to the 

behaviour being repeated and persistent. Therefore, addiction can be viewed 

as a process which in time may lead to a loss of control and become obsessive 

and compulsive.

Other researchers have defined addiction by categorising the behaviours 

displayed when addicted. Shaddel et al (2000) described the addicted person 

as having the following characteristics; dose dependent psychoactive effects; 

positive reinforcement resulting from use; repeated exposures required to 

develop dependence, tolerance, withdrawal and craving, and growing 

ambivalence about use and the use of substances to manage the affect. 

Likewise, Carnes (2001) hypothesised that individuals' experiencing addiction 

undergo a four phase model, consisting of preoccupation, ritualisation, 

compulsive behaviour and despair. It is believed that continuation of this cycle 

affects everyday life making it unmanageable and resulting in negative 

consequences.

Roller (2007) stated that when an individual becomes addicted to a behaviour 

they develop a 'pathological relationship 1 and form strong bonds with the 

behaviour. He further suggests that this relationship becomes central within 

their lives and can forsake other relationships such as family, friends and 

employment. Roller further stated that there are necessary components 

common to all addictions which includes; the loss of ability for an individual to
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choose freely whether to stop or continue the behaviour; the continuation of a 

particular behaviour despite adverse consequences and an obsession with 

behaviour.

Orford (2001) believes that addiction should be viewed as a form of excessive 

appetite and that this should include a wide range of behaviours. He states that 

attention when discussing addiction has largely been focused on the use of 

drugs, and more specifically on the use of heroin. Orford goes on to suggest 

that addiction covers a wide range of behaviours which people form strong 

attachments to and have excessive appetites for. Juhnke & Hagerdorn (2006) 

support this and use the term behavioural addictions which include gambling, 

eating, exercise and sexual activity. This is further supported by Goodman 

(2007) who evaluated addiction across a range of behaviours including bulimia, 

pathological gambling and substance misuse. It was hypothesised that these 

behaviours share a number of clinical features including (1) the course of the 

illness, the disorder typically begins in early adolescence and follows chronic 

periods of stopping and starting; (2) behavioural features, otherwise categorised 

as the continuation of behaviour regardless of consequences; (3) individuals 

subjective experience of the condition, such as craving, preoccupation, 

excitement and sense of loss of control; (4) progressive development of the 

condition; (5) experience of tolerance; (6) experience of withdrawal; (7) 

tendency to relapse; (8) propensity for behavioural substitution; (9) relationship 

between the condition and other aspects of individuals' lives and (10) recurrent 

themes in the ways individuals with these conditions relate to others and
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themselves including low self esteem, self-centred ness, denial, rationalization 

and conflicts over dependency and control (pp 266-322).

In addition to this, throughout Goodman's clinical work it was also noted that 

individuals with the aforementioned addictions were usually co-morbid. Due to 

these observations Goodman proposed a hypothesis based upon addictive 

disorders, rather than addiction in isolation. It was suggested that addictive 

disorders would be most accurately described as an underlying process rather 

than a variety of addictions. These addictive disorders may then be expressed 

in one or more of various behavioural manifestations and therefore include a 

wide range of addictive behaviours and not just substance misuse.

When evaluating the definitions of addiction there are similarities, with each 

definition placing emphasis on behaviour becoming unmanageable. 

Furthermore, this unmanageable behaviour gives rise to negative 

consequences. These negative consequences are detailed in all definitions. 

The term substance is regularly referred to when defining addiction which leads 

the reader to make an inference that the behaviour being defined is drug 

addiction. However, numerous researchers (Roller 2007; Orford 2001; Juhnke 

& Hagerdon 2006; Goodman 2007) draw attention to other forms of addictive 

behaviours. Within the definitions proposed they all stress the importance of 

ensuring that definitions focus not just on addiction as clinically defined by the 

Diagnostic Statistical Manual IV (DSM-IV) but on other forms of behaviour that 

can be viewed as compulsive.
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Orford (2001) discussed the concept of using the term 'excessive appetite' to 

describe these behaviours. Orford criticises the use of the term addiction as he 

suggests it is too concentrated within substance misuse. However, the term 

'excessive appetite' could be misconstrued within the realm of addiction, as the 

term suggests and conjures up images of the overindulgence of food.

What is evident when evaluating definitions of addiction is the fact that although 

these definitions have placed primary emphasis on substance misuse, these 

definitions can be applied to a wide range of behaviours. When assessing the 

characteristics that individuals' display when they become addicted it is 

apparent that these characteristics are shared not only within substance misuse 

but with other obsessive compulsive behaviours. The overriding similarities 

across all definitions apply to the onset, maintenance and treatment of these 

behaviours. More specifically, features displayed in these behaviours are 

common, including a progressive development leading to the experience of 

tolerance and withdrawal which further escalates the behaviour. Researchers 

define addiction as being cyclical repeated behaviour affecting individuals to the 

point where they engage in the behaviour irrespective of any negative 

consequences, which is evident across a range of addictive behaviours.

Types of Addictive Behaviour

The next section will compare forms of compulsive, habitual and addictive 

behaviours to ascertain if there are commonalities amongst them. The 

behaviours analysed are substance misuse, binge eating disorder, gambling, 

sexual addiction and internet addiction. These behaviours will be looked at in
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turn, focusing on the conceptualisation, explanation, description and 

intervention for each of the behaviours before providing an overall summary.

Substance Misuse

Conceptualisation

Substance misuse has been defined by the APA (1994) as:

the uncontrollable or excessive abuse of addictive substances, 
such as (but not limited to) alcohol, drugs and other chemicals 
and with the resultant physiological and/or psychological 
dependency which develops with continued use. 
(pp.181)

DSM-IV (1994) explains substance addiction as 'a maladaptive pattern of 

substance use leading to clinically significant impairment or distress as 

manifested by three (or more) of the following, occurring at any time in the same 

twelve month period'. In total there are seven categories which include: (1) the 

substance is often taken in larger amounts over longer period than intended, (2) 

the persistent desire or unsuccessful efforts to cut down of control substance 

use, (3) a great deal of time is spent in activities necessary to obtain the 

substance, use the substance or recover from its effects, (4) important social, 

occupational or recreational activities given up or reduced because of 

substance abuse, (5) continued substance use despite knowledge of having a 

persistent or recurrent psychological or physical problem that is caused or 

exacerbated by the use of substance, (6) tolerance, as defined by either the 

need for greater amounts of the substance in order to achieve intoxication or 

desired effect; or markedly diminished effect with continued use of the same 

amount and (7) withdrawal, as manifested by other characteristic withdrawal
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symptoms for the substance; or the same (or closely related) substance is taken 

to relieve or avoid withdrawal (APA, 1994. pp. 181-183).

Description

In order to understand why people continue to use drugs there is a need to 

examine risk factors and to establish the reasons why some individuals' develop 

an addiction to substance misuse.

Sheehan et al (1988) found that over ninety per cent of adults who were 

dependant on substances started during their adolescence. Hansel and White 

(1991) found that substance misuse in adolescence can be associated with 

psychosocial or mental health problems in adolescence and adult life. De 

Micheli and Formigoni (2002) reports that one of the factors most consistently 

associated with drug use in adolescence is 'the use of drugs by their friends', 

(pp. 88). Becker (1953) claimed that having friends who use drugs was the 

main pre-requisite for initial experimentation with drugs. Similarly, Ong (1989) 

explored reasons for the first use of drugs amongst a sample of adolescents in 

treatment for substance misuse. He concluded that peers or friends had an 

important influence on their decision to try drugs for the first time.

Life events play an established role in psychiatric morbidity in childhood 

populations, including when there is a substance misuse problem. For 

example, higher rates of bereavement (Stoker and Swadi 1990; Isohanni et al 

1991), unwanted pregnancy and major illness (Brook et al 1989) and sexual 

victimisation in childhood or adolescence (Bailey 1989; Hernandez 1992) were
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found to be more prevalent among adolescent drug users than non-drug users. 

Some traumatic life events and experiences in childhood may not show the 

effects until later in life. Rounsaville et al (1982) found about one third of adult 

opiate users' experienced substantial disruptive events in childhood. Similarly 

Johnson and Harlow (1996) found that women who were sexually abused in 

childhood reported significantly more 'hard substance use' in adulthood than 

non-abused women. 

Comeau et al (2001) stated:

Patterns suggest that those who use substances to change 
internal states (i.e. for coping and enhancement reasons) may 
use more heavily and/or chronically than others... Additionally, 
it appears that using substances for negative reinforcement 
reasons (i.e. coping and conformity) may represent a relative 
maladaptive style of use that results in problems. In contrast, 
social motives appear to be associated with a relatively lighter, 
less problematic style of substance use and thus are 
considered less risky reasons for use. 
(pp. 805)

The research carried out in relation to risk factors can be categorised into three 

separate areas; traumatic life events experienced in childhood, psychosocial 

problems or mental health problems. Although this thesis does not focus on the 

onset of substance misuse, it will be interesting to evaluate whether those who 

desist or continue to use substances portray any of these problems which they 

feel continues to either add to their substance misuse or has precipitated 

desistance. In addition, the oral histories carried out explored respondents' 

backgrounds, allowing evaluation of any predisposed factors which may have 

initiated substance misuse.
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Explanation

When evaluating the concept of addiction, up until the 19th Century addiction 

was conceptualised as enslavement to a particular behaviour (Rothman 1990). 

Early theorists attempted to explain addiction specifically assessing the object 

of addiction. At this time substances were considered addictive and could 

hence enslave people to a life of addiction (Levine 1978). However as research 

in the area of substance misuse developed it was found that individuals may in 

fact use substances and not become addicted. Glantz and Pickens (1993) 

suggest that there are a large number of people who experiment with drugs and 

do not become addicted. They suggest that some people experiment and never 

use drugs again, whereas others continue to use on an irregular basis or 

become regular and consistent users. Finally, some develop pathological 

patterns of drug use that may result in the person becoming addicted. They 

further state that these differences can be attributed to individual risk factors 

and vulnerability of drug involvement. This viewpoint is supported by Farrell et 

al (2003) who provide estimates on drug use and dependence. Within the UK it 

was estimated that over 11 million people use illicit drugs during their lifetime, 

however only 300,000 go on to become problematic drug users. Likewise 

evidence from the 1999 US National Household Survey of Drug Abuse found 

that ninety-three per cent of people who have ever used drugs had now stopped 

using or were only using occasionally (SAMSHA 2000).

The above research suggests that whilst substances are used by a substantial 

amount of people, the tendency for individuals to become problematic 

substance misusers lies within a minority of people. Throughout the course of
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the thesis, risk factors of substance misuse will be evaluated when discussing 

the process of recovery. This will include an investigation into any similarities in 

circumstances respondents may have when using substances.

Intervention

Treatment for substance misuse can be split into two elements: 

pharmacological and psychosocial. Due to the physical addiction of opiate and 

alcohol dependence, pharmacological treatment and psychosocial interventions 

are needed to manage the withdrawals of these substances. The following 

section provides a brief overview of treatments available for both these 

substances. The purpose is not to provide a detailed account of different 

pharmacological products used in treatment, but instead to provide an insight 

into what treatment options are available.

Pharmacological Treatments

Opiates

Within the treatment of opiate misuse there are two ways in which substitute 

medication are used, through the process of maintenance or detoxification. 

Gronblach et al (1990) states that the use of maintenance treatment is effective, 

enabling the reduction of criminal activity and illicit drug use as well as reducing 

mortality. Detoxification is suitable for people who want to become drug free. 

Within this element of treatment there are two options in which detoxification 

can occur; within the community or as an in-patient. Maintenance on the other 

hand is suitable for people who want to stop using illicit opiates but are not yet 

ready to be completely drug free (Ford et al 2011).
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Alcohol

As with opiate detoxification, alcohol detoxification can take place within the 

community or in-patient setting. Detoxification of alcohol can carry risks and 

needs to be clinically managed to achieve the planned withdrawal of alcohol 

(Scottish Intercollegiate Guidelines Network 2003). Lingford-Hughes et al 

(2004) state that alcohol detoxification should not be a treatment carried out in 

isolation. Instead, it should be part of a care planned approach which 

incorporates assessment, engagement with services, specific therapy and 

aftercare. Individuals with severe dependence on alcohol may need in-patient 

treatment, especially in situations whereby there are physical complications with 

health, previous failed attempts at community detoxification and lack of family 

support (Scottish Intercollegiate Guidelines Network 2003).

Psvchosocial Treatment

Pharmacological treatments should not be considered a stand alone 

intervention, but should be part of a care plan to address the psychosocial 

needs of the individual.

Cognitive Behavioural Therapies

There are a range of psychosocial interventions available within substance 

misuse. These interventions are referred to as psychosocial treatments whose 

aims are to provide motivation and address behaviour. These treatments are all 

based on cognitive behavioural therapy (CBT) and include: Beck's cognitive 

therapy (Beck et al 1993); Community Reinforcement Approach (Azrin 1976;
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Meyers and Smith 1995) and Marlatt's relapse prevention (Marlett and Gordon 

1985).

Rounsaville and Carroll (1992) suggest that there are several tasks that are 

essential when undergoing CBT, including: Fostering motivation, whereby 

individuals' assess the benefits and losses of continued use; Coping skills to 

help recognise high risk situations for drug use; Change reinforcement 

contingencies which focuses on reducing drug using associated behaviour and 

substituting with positive outcomes and Foster management of painful affect 

whereby individuals are trained in the recognition of urges and cravings and 

provided with coping mechanisms and the improvement of interpersonal 

functions and enhancing social support.

Twelve Step Approach

In the Alcoholics Anonymous (AA) story, alcoholism is explained as a disease

and an inherent feature of the alcoholic. To recover from the disease one has 

to hit rock bottom, admit one's helplessness with regard to alcohol, and to rely 

on the help of recovered alcoholics. In the moral sense the AA story absolves 

the person from guilt, since it does not blame anyone for the alcoholic's 

drinking. Within this model alcoholism is described as a progressive illness 

which can never be cured, but which like some other illnesses can be arrested. 

It is felt that the illness represents the combination of a physical sensitivity to 

alcohol, plus a mental obsession with drinking, which regardless of 

consequences, cannot be broken by will power alone. Within this model it is 

believed that free will is not involved because the individual has lost their power
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of choice over alcohol (Hanninen and Koski-Jannes 1999). Advocates of this 

approach believe that complete abstinence from all substances is needed.

The Twelve Steps' programme lies at the core of the Disease Model and 

Alcoholics Anonymous. These steps were based on the early experiences of 

members of AA, who found that following these helped them achieve sobriety. 

AA maintain that members who follow these steps and apply them to daily living 

appear to get more out of the AA experience, and therefore would be more 

likely not to relapse. However AA also maintains that it is virtually impossible to 

follow all the steps literally, day in and day out.

The Twelve Steps

1. We admitted we are powerless over alcohol-that our lives had become 
unmanageable.

2. Came to believe that a power greater than ourselves could restore us to 
sanity.

3. Made a decision to turn our will and our lives over to the care of God as 
we understood him.

4. Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves, and to other human being the exact 
nature of our wrongs.

6. Were entirely ready to have God remove all these defects of character.

7. Humbly asked him to remove our shortcomings.

8. Made a list of all persons we had harmed, and became willing to make 
amends to them all.

9. Made direct amends to such people wherever possible, except when to 
do so would injure them or others.

32



10. Continued to take personal inventory and when we were wrong promptly 
admitted it.

11 .Sought through prayer and meditation to improve our conscious contact 
with God as we understood Him, praying only for knowledge of His will 
for us and the power to carry that out.

12. Having had a spiritual awakening as the result of these steps, we tried to 
carry this message to alcoholics, and to practice these principles in all 
our affairs.

(Alcoholics Anonymous 2001)

Although this approach originated from Alcoholics Anonymous, the use of this 

approach is now evident in other forms of compulsive behaviour including 

Narcotics Anonymous, Gamblers Anonymous, Eating Disorders Anonymous, 

Sex Addicts Anonymous and Internet Addiction Anonymous.

Having defined substance misuse as an addictive behaviour; discussed the 

criteria used to assess the addiction and discussed risk factors for substance 

misuse, it is now possible to evaluate differing forms of addictive and 

compulsive behaviours to ascertain similarities before providing a summary.

Binge Eating Disorder (BED)

Conceptualisation

Stunkard et al (1959) first identified the symptom of binge eating. However to 

date binge eating disorder remains a syndrome in need of further study within 

the DSM IV-TR (APA 2000) as opposed to it achieving diagnostic recognition. 

However, there are common characteristics between binge eating disorder and 

substance misuse. Pope et al (2006) defined binge eating disorder as repetitive 

overeating not necessarily driven by hunger, or followed by purging, fasting or 

excessive exercise. Even though people with binge eating disorders often
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report distress and guilt, it is also suggested that they have great difficulty 

controlling the behaviour despite adverse health consequences (Colles et al 

2008).

As with substance misuse people who binge eat can experience withdrawals. 

Avena et al (2003) states

certain foods - particularly sugar can cause pronounced 
withdrawal symptoms when removed from the diet, and the 
effects most clearly resemble the physical signs of distress 
seen in opiate withdrawal, 
(pp 17-20)

The evidence of withdrawals following an episode of binge eating comes largely 

from animal studies. Following rats being maintained on twenty-five per cent 

glucose solution it was found that they experienced withdrawal symptoms 

similar to heroin withdrawals such as aggression, anxiety, a drop in body 

temperature, forepaw tremor and head shaking (Avena et al 2008; Wideman et 

al 2005).

In the study of addiction to food there is an agreement amongst some 

researchers that the behaviour should be defined as a craving. When 

assessing this as a definition, the Collins English Dictionary (2009) define 

craving as 'to long for' and to 'desire intensely'. This urge is also present within 

substance misuse whereby when individuals no longer engage in substance 

misuse they report cravings for their drug of choice.
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A common characteristic between binge eating and substance misuse is with 

regards to the reasons people engage in the behaviours. It has been 

suggested that binge eating disorder may act as a distraction from negative 

experiences, namely, as people engage in binge eating it is thought that their 

negative mood decreases (Cattanach et al 1988; Davis et al 1988; Elmore and 

De Castro 1990; Fairburn and Cooper 1987; Hawkins and Clement 1984; 

Heatherton and Baumeister 1991; Hsu 1990). Similarly, Bandura (1969), 

Cooper (1994), Stice (2002) and Agras and Telch (1998) hypothesise that both 

binge eating and problematic drinking occurs in response to negative events 

and is used as a coping mechanism to relieve stress. This is further supported 

by the APA (2000) who state that binge eating is often associated with 

psychological distress and feelings of loss of control. Davis and Carter (2009) 

posit that the most obvious feature of addiction is whereby individuals' 

compulsively use and abuse the behaviour they have chosen, regardless of any 

detrimental effect this has on their health and well being, which is a common 

feature proposed by the above researchers. Similar to substance misuse, 

negative emotional states are eroded when BED is engaged in. When this 

behaviour is then stopped, cravings and withdrawals are evident which can then 

lead to further engagement in the behaviour to eliminate these symptoms.

Description

Cassin and Von Ranson (2007) carried out research to understand if people

meet the criteria of addiction when they engage in binge eating. To do so they 

used Goodman's (1990) modified version of DSM-IV for substance dependence 

with the term substance referring to binge eating. This study was made up of

79 females who were predominantly white and had a mean age of 44.5. All
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interviews were carried out via telephone. Initially the current level of binge 

eating was measured using The Structured Clinical Interview for DSM-IV Axis 1 

disorders (SCID-1) eating disorder module proposed by First et al (1996). 

Following this, Goodman's (1990) modified version of DSM-IV for substance 

was used. Participants engaged in a mean of 4.0 binges per week and had 

been binge eating for a mean of 14.8 years. Ninety-two per cent of participants 

were classed as having an addiction when the DSM-IV criteria for substance 

misuse was used, whereas forty per cent were classified as addicted under 

Goodman's criteria.

The authors state that the reason for the difference in these results was due to 

Goodman's criteria being far more rigid. Participants' reported similarities in 

their binge eating which included eating larger amounts than intended, 

continuing to binge regardless of adverse consequences, and having a 

persistent desire or making unsuccessful efforts to stop the behaviour. 

Symptoms of withdrawal and tolerance were reported as varied, however, 

common withdrawal symptoms reported were irritability, anxiety, restlessness, 

migraines, insomnia, poor concentration and lethargy. This study indicates that 

BED and substance misuse are similar not just due to the reasons for engaging 

in this behaviour but in the effects it has on individuals when not participating in 

the behaviour. Although withdrawals were reported as varied within the study, 

the symptoms experienced replicated that of substance misuse whereby 

individuals' experienced a combination of physical and psychological 

symptoms.
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Explanation

As with substance misuse, researchers state the importance individuals' place 

on them experiencing negative events, which they feel leads to further binge 

eating. As previously described within substance misuse, it has also been 

found that people engage in BED to control emotions and remove negative 

thoughts, which in turn relieves stress and hence may be a coping mechanism 

which like substance misuse is carried out irrespective of any negative 

consequence.

Drewnowski and Darmon (2005) suggest that it is not appropriate to include all 

forms of overeating as being addictive. They state that some individuals merely 

overeat and do not recognise they are doing so, which happens in the form of 

liberal snacking and larger portion sizes. Likewise Cassin and Von Ranson 

(2007) suggest that there are different beliefs between people who binge eat, 

with regards to viewing themselves as being addicted to this behaviour. 

Furthermore they state that this behaviour is not different to the use of alcohol, 

namely, some people drink large amounts of alcohol but are not addicted to 

alcohol use. BED can be characterised as repetitive behaviour that is carried 

out not because of hunger or the need to eat but instead has been defined as a 

stable and chronic condition (Pope et al, 2006).

This condition displays characteristics similar to substance misuse, both in its 

reasons for engaging in the behaviour and the effects it has on individuals when 

they do not engage in the behaviour, e.g. withdrawals and cravings.
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intervention

In addition to individuals with BED and problematic substance misuse addiction 

having similar psychological symptoms, (feelings of guilt, continuing behaviour 

regardless of negative consequences and experiencing physical symptoms of 

withdrawal) treatment of both BED and substance misuse also has similarities. 

Substance misuse has been described as a chronic relapsing disorder (Leshner 

1997). This is due to individuals rarely abstaining from substances after a 

single treatment episode. Carrol and Onken (2005); Wilson and Fairburn 

(2007) suggest that relapse amongst individuals who engage in BED is 

commonplace. These researchers discuss the use of cognitive behavioural 

therapy (CBT) for the treatment of BED and drug addiction and suggested there 

is strong empirical evidence that a substantial amount of cases do not respond 

to this therapy in addition to there being a high relapse rate. A major difference 

between the treatment of BED and substance misuse is in relation to the 

outcome. The overriding outcome of treatment for substance misuse is 

abstinence. However this is not possible with BED. Instead, Dingemans et al 

(2009); Macht and Mueller (2007) state that in order to overcome an addiction, 

be it BED or substance misuse, there is a need for individuals to deal effectively 

with negative emotional states without using the substance to control these 

states.

Researchers have suggested that binge eating is commonly described and 

treated as an addiction (Cassin and Von Rassin 2007; Wilson 1991). Ranson 

and Robinson (2006) carried out a survey with a group of clinicians working with 

individuals with eating disorders and found that twenty-six per cent often or
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always use addictions-based therapies for eating disorders, and an additional 

fifteen per cent refer eating disorder clients to adjunctive addictions-based 

treatments.

CBT is often used to treat BED. The focus of this kind of therapy is to enable 

the individual to modify their eating behaviour and their thought process. 

Individuals are encouraged to challenge their thoughts so that irrational 

thoughts can be restructured (Williamson 2004). CBT for substance misuse 

treatment is also commonplace whereby an attempt is made to modify harmful 

thinking and behaviours that are identified to trigger substance misuse (Osilla et 

al 2009).

It is possible to conclude that BED and substance misuse have similarities in 

relation to their definition, and more so in the underlying reasons for engaging in 

behaviour, namely, it is suggested that individuals' engage in BED to avoid 

negative feelings, and when they are not engaging in the behaviour they 

experience withdrawals and craving.

Pathological Gambling

Conceptualisation

Pathological Gambling is currently defined as an impulse control disorder in 

DSM-IV (1994). Pathological gambling is a behaviour that can be viewed as 

persistent and impulsive. It can pose psychosocial problems to individuals, and

39



like substance misuse can cause financial problems which can often lead to 

social disruption (Goudriaan et al 2004). In addition, gambling behaviour can 

precipitate job loss, family conflict, illegal acts, depression, suicide and 

substance misuse (Lee et al 2007). A major commonality between gambling 

behaviour and substance misuse is the fact that individuals continually engage 

in this uncontrolled destructive behaviour even though it holds negative 

consequences. When evaluating DSM-IV it provides further evidence that 

substance misuse and pathological gambling are similar. The diagnostic criteria 

for pathological gambling includes the failure to resist the urge to gamble, 

feelings of restlessness when not able to gamble and gambling more and more 

to produce the same euphoric effect. Goudriaan et al (2004) has suggested 

that the criteria proposed for pathological gambling is similar to substance 

misuse, whereby those who engage in pathological gambling experience 

feelings of tolerance, withdrawal and craving when engaging in or desisting 

from it.

Description

Motives for gambling have been well researched. Neighbours et al (2002) 

carried out research with 184 college students and classified 16 gambling 

motivations using the South Oak Gambling Screen (SOGS). Lesieur and 

Blume developed SOGS in 1987, this is a 20 item questionnaire based upon 

DSM-III. Scores on SOGS range from 0-20. A SOGS score of 3-4 is taken as 

the cut off point to identify problem gamblers, whereas a score of 5 or above 

identifies pathological gamblers. Since its development, SOGS has frequently 

been used to identify the severity of gambling problems. In the study carried
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out by Neighbours et al (2002) out of the 184, 79 participants did not have 

gambling problems (SOGS=0), 72 had minimal tendencies towards gambling 

(SOGS=1 or 2), 16 were subclinical gamblers (SOGS=3 or 4), 6 were probable 

(SOGS= over 5), and the remaining 11 did not participate. It was found that 

winning money was the strongest motivation for gambling (42.7%) followed by 

having fun (23%), socialising (11.2%) and experiencing excitement (7.3%). In 

total, eighty-four per cent stated that winning money, enjoyment, socialising or 

excitement were their biggest gambling motivations.

Although this study suggests that there are explicit motivations to engage in 

gambling behaviour, the study is limited due to the fact that the highest 

percentage of individuals in the study were social gamblers rather than 

pathological gamblers. This could in essence skew the results due to the 

individuals' having differing reasons for gambling. The researchers suggested 

that it is necessary to identify motives for gambling across all those who 

participated from casual to pathological, in order to provide a better 

understanding of the different motives of different groups.

Research within substance misuse has shown similarities to the above findings. 

Mclntosh and McKeganey (2000a) carried out a study with 70 drug users who 

no longer participated in drug use. Within the study they wanted to establish 

drug use and desistance from drugs from the users perspective over the life 

course, which included initiation into drugs. They stated that initiation requires 

both motivation ad opportunity and found that the main reason for people taking

41



drugs at the outset was in relation to them being curious and wanting to comply 

with other people's expectations of them, coupled with them wanting to 

experience the feelings drugs would give them. The most pertinent explanation 

provided was due to curiosity, hence this is similar to gambling. Within 

gambling, enjoyment, excitement and socialising were the main triggers for 

carrying out the behaviour. This is similar to the findings from Mclntosh and 

McKeganey (2000a) study of substance misusers, whereby individuals wanted 

the experience of drug use and engaged in the behaviour largely due to the 

social circles they engaged in. Pathological gambling and substance misuse 

can also lead to negative adverse effects. However the continuation of this 

behaviour persists regardless of the consequences (Lee et al 2007). 

Furthermore, Leisieur and Rosenthal (1991) state that 'problem gambling is 

gambling to a degree that compromises, disrupts or damages family, personal 

or recreational pursuits' (pp. 5). Consequently, both gambling and substance 

misuse may impact not only on themselves, but on wider factors such as 

families and the community.

Explanation

There have been two explanations attributed to gambling behaviour, the five 

factor and three factor models. Lee et al (2007) carried out a study based on a 

five-factor gambling motivational model developed specifically for this study. 

The motivations within this model included: socialisation, amusement, 

avoidance, excitement and monetary motives. The severity of gambling was 

assessed using SOGS. This study used a self reporting questionnaire. Two 

models were identified to categorise individuals: the monetary motive mediation
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model and the parallel model. Within the monetary model it is postulated that 

amusement, excitement and avoidance motives would influence gambling 

severity through the mediation of the monetary motive. The parallel model 

suggests that socialisation, amusement, excitement, avoidance and monetary 

motives would independently influence gambling severity. The questionnaire 

was administered to 240 volunteers who were actively engaging in some form 

of gambling. The sample had an average age of 38, and eighty-four per cent of 

the group were males. Participants were recruited from a casino, were paid for 

their contribution and were fully informed of the study. Results showed that the 

monetary motive mediation model was more effective than the parallel model to 

explain the motive of why people gamble, which in turn influences the severity 

of their gambling problem. It was found that monetary rewards, avoidance and 

excitement had the biggest influence on gambling behaviour. The conclusions 

of this study reveal that individuals who gamble have an overriding desire to 

win, these beliefs of winning 'big money' may in fact trigger a cycle of gambling 

involvement.

This is an obvious difference to other addictive behaviours, namely monetary 

rewards are not a factor prevalent in other addictions. However, 'the big win' 

which is sought after by problematic gamblers can be viewed to as similar to 

individuals attempting to dispel negative emotions and gaining positive 

reinforcement when engaging in other addictive behaviours.
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Cooper et al (1992) proposed a three-factor motivational model to explain why 

people drink alcohol. Cooper believes that this model can also be used to 

evaluate the motivation behind gambling. The model indicates three motives: 

the coping (or avoidance) motive to avoid negative emotions; the social motive 

which explains socialising, and lastly the enhancement (or amusement) model 

to intensify positive moods. This model reinforces the five factor model 

proposed above. Individuals' attempt to control emotions through means of 

carrying out an act which avoids thinking about these negative states and 

provides them with temporary positive states of mind. As with substance 

misuse, evidence suggests that gambling is a relapsing condition. Marlett and 

Gordon (1985) suggest the reason substance misusers relapse is due to an 

inability to cope effectively with high risk situations. This is supported within the 

realm of gambling whereby several studies (Brown and Coventry 1997; Getty et 

al 2000; McCormick 1994) suggest that people who experience pathological 

gambling may have poor methods in coping which could precipitate gambling.

A recurrent theme when assessing substance misuse and gambling is due to 

the fact that people continue to engage in these behaviours even when 

experiencing negative effect.

Intervention

As with substance misuse, a range of treatment options are available for those 

who are engaging in pathological gambling. These interventions include 

psychosocial interventions previously discussed such as CBT and 12 step
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approaches of Gambling Anonymous which bases its principles on the 12 step 

approach discussed within substance misuse.

Sexual Addiction

Conceptualisation

The current version of DSM-IV-TR (2000) no longer discusses sexual addiction 

as a mental disorder, instead this version includes a miscellaneous diagnosis 

called Sexual Disorders Not Otherwise Specified. The initial idea that some 

people may suffer from sexual addiction was introduced in a book written by 

Carnes in 1983 entitled Out of the Shadows. Within this book it was argued that 

if an individual experiences uncontrolled sexual behaviour the term sex addict 

should be applied to them. It is further suggested that like substance misuse, 

sexual addiction consists of a 'pathological relationship with a mood altering 

experience' (p.4).

Manley (1995) defined sexual addiction as

a progressive and chronic addictive illness characterised by 
patterns of compulsive sexual behaviour that occurs in 
response to internal pain and anger despite adverse 
consequences (pp 157).

Goodman (1992) evaluated DSM III-R (APA, 1987) against the behaviour of 

those who are believed to be sexually addicted and concluded that sexual 

addiction meets the definition of an addictive disorder.
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A disorder in which a behaviour that can function both to 
produce pleasure and to provide escape from internal 
discomfort is employed in a pattern characterised by 1) 
recurrent failure to control the behaviour 2) continuance of the 
behaviour despite significant harmful consequences 
(Goodman, 1992 p.305).

Similarly Schneider and Irons (1996) state that sexual disorders can be best 

diagnosed using the DSM criteria for substance abuse by stating that

addictive sexual disorders that do not fit into the standard 
DSM-IV categories can be best diagnosed using an 
adaptation of the DSM-IV criteria for substance dependence 
(PP7-21).

Carnes (1991) states that those who engage in this problematic obsessive 

sexual behaviour reported that they use excessive amounts of time seeking out 

sexual experiences, in turn this can lead to detrimental effects on the person's 

life. Furthermore, family, work and social relationships can be neglected due to 

individuals pursuing sexual behaviour. Hence sexual disorders can be 

compared to substance misuse due to the negative effects it has on the 

individual's life. In addition to these similar negative consequences, sexual 

disorders are also measured in line with DSM-IV criteria for substance misuse 

whereby the term substance is replaced with the term sexual behaviour. On 

doing so it was found that those experiencing sexual disorders display the traits 

of compulsivity, dependency and addiction as defined within substance misuse. 

This includes the recurrent failure to control the behaviour and continuation of 

the behaviour despite harmful consequences (Goodman 1998).
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Description

Numerous researchers (Coleman 1990; Earle and Crow 1989; Goodman 1992; 

Schneider 1991; Wolf 1988) have suggested that sexual addiction is cyclical in 

its pattern which they have suggested is similar to substance misuse. Levine 

and Troiden (1988) provided an overview of this behaviour

Loneliness, low self esteem, and anxiety cause individuals to 
lose control over their sexual behaviours, which poses great 
threats to ongoing relationships and careers. Despite these 
risks, sex addicts engage in these practices because they 
offer temporary relief from psychic distress. This relief is 
described as a sexual 'fix' or 'high' similar to ones obtained 
from illegal drugs, alcohol or food (pp. 349)

Hence the descriptions provided for sexual addiction and the components within 

this behaviour can be compared to substance misuse. This behaviour is not 

only comparable by way of the reasoning behind the initiation and continuation 

of the behaviour, but also from the effects that individuals gain from engaging in 

the behaviour.

Explanation

Carnes (1991) suggested seven characteristics of sexual addiction including 1) 

a pattern of out of control sexual behaviour despite adverse consequences; 2) 

Persistent pursuit of self destructive or high risk behaviours; 3) Ongoing desire 

to limit sexual behaviour; 4) Sexual obsessions become a primary coping 

mechanism; 5) Increasing amounts of sexual experiences required; 6) Severe 

mood changes around sexual activity and 7) Neglectful of other aspects of life.
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It is evident that the above characteristics given to explain sexual addiction are 

similar to other addictive behaviours whereby the individual continues to engage 

in the given behaviour irrespective of consequences. In addition there is a 

persistent pursuit of the behaviour with individuals who engage in it using it as a 

coping mechanism for other aspects in their lives. In essence, behaviour 

becomes obsessive and recurrent despite negative consequences. If the 

behaviour is not engaged in, individuals may experience low mood and 

continually crave to engage in this behaviour.

Intervention

Carnes (1983) initially pioneered the treatment of sexual addiction by 

suggesting that a modified version of the 12 step programme should be used to 

address this behaviour. Goodman (1992) supports this but states that 

pharmacological treatment, individual therapy and other supportive or 

therapeutic groups in addition to 12-step may help address and fulfil the needs 

which are currently met by sexual addiction. This is supported by Quay (2009) 

who suggests that pharmacological and psychotherapies should be used in 

combination to treat sexual addiction.

Internet Addiction

Conceptualisation

Addiction to the internet is a fairly new concept and has been researched since 

the 1990s. As technology has developed there has been growing concern that 

the use (or overuse) of the internet could lead to addictive behaviour. Currently
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internet addiction is not recognised as an official disorder by the DSM-IV (1994). 

However, researchers have proposed diagnostic criteria in order to research the 

given topic and to distinguish and define whether or not individuals can be 

classed as 'addicted' to the internet (Freeman 2008).

One such set of diagnostic criteria was proposed by Young in 1998. This 

criteria was based on DSM-IV (1994) criteria for pathological gambling. In order 

to provide this criteria, Young evaluated the criteria for gambling and came to 

the conclusion that eight out of the ten criteria were relevant to internet use. 

These were then adapted in order to be used to measure internet addiction and 

as are follows:

1. Preoccupation with the internet

2. A need for increased time to be spent online to achieve the same amount 

of satisfaction

3. Repeated efforts to curtail internet use

4. Irratibility, depression or mood liability when internet use is limited

5. Staying online longer than anticipated

6. Putting a job or relationship in jeopardy to use the internet

7. Lying to others about how much time is spent online

8. Using the internet as a means of regulating mood

Young (1998) stated that in order for people to be categorised as internet 

addicts they need to display five of the eight criteria. This criteria has been 

used widely by many researchers to categorise internet addiction in the form of 

the above criteria and variations upon this (Yellowlees & Marks 2007).
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Griffiths (1997) defined harmful use of the internet as

Uncontrolled preoccupation or pleasure-seeking activity with 
increased tolerance, withdrawal symptoms and use despite 
the impairment and distress associated with it (pp 82).

Furthermore, intensive use of the internet is associated with neglect of other 

important areas of life such as sleep, educational and vocational achievement 

and a range of other interests and social relations (Korkeila et al 2010).

Description

Charlton and Birkett (1995) introduced the notion that there is a contrast 

between addiction to the internet and high computer engagement. It has been 

suggested that high computer engagement is non-pathological, hence it does 

not have negative consequences for the individual. On the other hand, 

pathological internet use can bring negative consequences. Thus, it is 

suggested that it is possible for individuals to use the internet at the same rate 

as others without experiencing 'addiction' due to it not affecting their daily lives 

such as employment, relationships or their health and well being. This was also 

suggested within the realm of Binge Eating whereby Cassin and Von Ranson's 

previously discussed 2007 study concluded that there are individual differences 

in the perception of their addiction. Some binge eaters do not regard 

themselves as being addicted but feel they have a normal fully functional life. 

The authors of this study also went on to suggest that the same may be true of 

people of people who drink alcohol. Namely, some people who drink large 

quantities do not believe they are addicted and in fact are still engaged in
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everyday life. Therefore, when discussing addiction it is paramount to ensure 

these individual perceptions are evaluated and to consider whether people can 

engage in high levels of certain behaviours and still have a fully functional life or 

whether the individuals are in fact in denial of their problematic behaviour.

A notable comparison with substance misuse and internet addiction is with 

regards to the life events that people who experience problematic internet 

behaviour display. Young (1997) maintains that negative life events such as 

loss of employment, relationship problems and financial problems are also 

associated with overuse of the internet. It has also been found that people who 

demonstrate internet addiction use the internet as a means of reducing stress 

and depression (Chou 2001).

Explanation

Young (1996) first presented the concept of internet addiction at the APA 

annual conference. At this time Young linked addiction to the internet to other 

addictions such as gambling, substance misuse and eating disorders. This was 

done by suggesting that addiction to the internet can cause loss of control, 

social isolation, problems in marital and family relationships and educational or 

employment problems. In order to come to this conclusion and make 

comparisons across differing addictions Young (1997) surveyed 400 cases of 

internet addiction using the DSM-IV criteria of substance misuse, which was 

adapted to identify internet addicts. From this, Young went on to look at the 

time these internet addicts spent online and in particular what their internet use
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was for. They were asked to rate their problems as having none, mild, 

moderate or severe impairment. It was found that individuals who were classed 

as internet addicts reported some kind of loss of impairment and lacked control 

over their ability to curb their use of the internet. The impacts of this addiction 

included academic, relationship, financial, occupational and physical areas of 

their lives. It was concluded that internet addiction does indeed exist. 

However, it is not the internet itself that is addictive, but the services available 

on the internet enable people to spend more and more time online, hence 

leading to problematic behaviour.

Within Young's study some groups of individuals featured more than others 

showing dependency (e.g. middle aged females on home based computers). 

However O'Reilly (1996) states that anyone with internet access has the 

propensity to become addicted to the internet. This suggests that due to the 

wide range of materials available on the internet, the profile of internet addicts 

has changed, with the internet appealing to all sectors of society.

Intervention

Wieland (2005) suggests that treatment for internet addiction should include 

CBT and other therapies which enable individuals to have an in depth 

awareness of their behaviour. This is also supported by Davis (2001) and 

Yellowlees (2001) who suggest that CBT could provide a solution to internet 

addiction. Therapeutic strategies can include exposure therapies whereby the 

individual stays offline for increasing amounts of time, allowing them to
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restructure their cognitive thinking about the use of the internet. In addition to 

these psychotherapies, Shapira et al (2000) carried out a study to determine the 

effects of pharmacological interventions on internet addiction. The findings of 

this study showed that six out of seven respondents' decreased their internet 

usage when prescribed a combination of mood stabilising and anti-psychotic 

medications.

Due to the infancy of the study of internet addiction more research needs to be 

carried out to assess the most relevant treatment interventions.

Summary

When comparing all five behaviours that have been discussed throughout the

chapter it is evident that there are commonalities with all behaviours. These 

commonalities include individuals' continuing to engage in the behaviour 

regardless of any negative effects this may have, withdrawal, tolerance or 

craving. Table 1 provides an overview of the similarities evident in the 

behaviours discussed.
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Table 1 - Common Characteristics of Behaviours

Substance 
Misuse
BED
Gambling
Sex
Internet

Withdrawal

J

J
y
J
J

Behaviour 
despite 
negative 
consequences

J

J
J
J
J

Use/adaptation 
of DSM IV to 
categorise 
behaviour

J

J
y
J
J

Tolerance

J

J
J
J
J

Craving

J

J
y
y
y

Apart from substance misuse, the other disorders discussed are not currently 

classified within DSM-IV as addictions. However, the criteria for substance 

misuse within DSM-IV is adapted and regularly used to provide a basis to 

establish whether or not individuals may be suffering from other disorders.

Evaluation of the disorders allows a conclusion to be formed that criteria to fit all 

of these disorders could be used universally replacing the word substance with 

the relevant term dependent upon which behaviour you are assessing.

Many researchers (Grant et al, 2002; Holderness et al, 1994; Retry, 2001) have 

identified impulsivity as being a core trait which underlies the vulnerability to 

binge eating, problem gambling and alcohol use. More recently, four 

impulsivity-related constructs have been identified to further clarify this, as 

described by Whiteside and Lynham (2001). These constructs consist of 

urgency, which is explained as the tendency to act rashly while experiencing 

distress; sensation seeking which is the tendency to seek thrilling experiences; 

(lack of) persistence which is the inability to remain focused on a task while
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distracted; and (lack of) planning, the tendency to act without thinking ahead. 

Smith et al (2004) argue that urgency is an extremely important factor in the 

explanation of addictions as high levels of urgency increase vulnerability to the 

experience of problem levels of involvement in several addictive behaviours. 

Furthermore, they state that vulnerability to high levels of problematic 

behaviours in addictions occur due to high levels of urgency.

Authors suggest (Bandura, 1969; Cooper, 1994; Stice, 2002; Agras and Telch, 

1998; Nower et al, 2004; Retry, 2001) that problematic drinking, eating and 

gambling occur due to negative events. The overuse of these behaviours is 

due to a response triggered by anxiety and distress. Therefore behaviours are 

carried out in response to situations in order to relieve this stress and enable a 

coping mechanism. This immediate relief of distress is distracting and 

negatively reinforcing. Hence urgency is a common characteristic of addictive 

behaviours.

Having provided an overview of the addictive behaviours, it can be suggested 

that these behaviours are similar and all meet the definition of an addictive 

disorder as described by Goodman (1992). Within this definition it is proposed 

that individuals' continue to engage in this often destructive behaviour 

regardless of consequences. Goodman views these addictive behaviours as 

being common due to individuals wanting to escape internal discomfort by 

engaging in a behaviour that produces pleasure for the individual.
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In essence, from research carried out in addictions it is possible to surmise that 

whether the individual is addicted to a substance, gambling, sex, eating or the 

internet it seems they become entrapped in that behaviour, it becomes their 

personal ritual, the reasons for which can be varied. With regards to substance 

misuse, reasons for stopping and starting will be discussed in detail within the 

results chapters of the thesis. The overriding commonality of all these 

behaviours appears to be consequences. Throughout this chapter it has 

become evident that people engage in behaviours they are addicted to 

regardless of any negative consequences or impact it may have on their health 

and social wellbeing.

Having discussed addiction, the definitions, descriptions and processes of this 

concept it is now possible to focus on the process of desistance. The 

remainder of the thesis will focus on why people stop engaging in behaviours 

and assess what processes people go through in an attempt to change this 

behaviour.
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Part Two

Literature Review

Part two of the thesis consists of a literature review surrounding recovery and 
desistance. This section comprises of two chapters, the first of which focuses on 
the concept of recovery within substance misuse, investigating current terminology 
and the meanings associated with these terms. The chapter also incorporates an 
investigation into the meaning of recovery, coupled with an evaluation of previous 
research undertaken. The second chapter focuses solely on criminal desistance 
and investigates the major theoretical standpoints associated with this concept. 
Theories and literature will be discussed and evaluated to assess if any 
contribution from criminal desistance can be made within the arena substance 
misuse.

57



Chapter Three: Recovery from Substance Misuse •
Theory and Research

Introduction

The central tenet within substance misuse treatment is essentially for the 

individual to achieve change in their life. However, what constitutes change and 

the conceptual definitions applied to these changes appear to be conflicting 

when discussing recovery. To pose an example, is change measured by 

abstinence alone or do people make changes the moment they come into 

treatment whereby they are reducing harm, and making changes in their lives.

During the course of the chapter these difficulties will be discussed, not only in 

an attempt to come to a resolution with regards to the different terminology used 

but to evaluate how researchers measure change; as an end state of complete 

abstinence or across the life course as a process of change. This will be 

evaluated not just with respect to their drug use but to other areas of their lives, 

which may in turn have an impact on their drug use.

When assessing literature pertaining to recovery from substance misuse there 

are a culmination of theories, research and concepts used to explain this 

behaviour and how people achieve or work towards achieving recovery. The 

chapter will assess theories, research and concepts to provide an overview of 

how and why people stop using substances or indeed start the recovery 

process. The purpose of the chapter is not to provide a detailed analysis of 

research, but instead to give an overview of current schools of thought in 

relation to recovery from substance misuse. The chapter will initially discuss
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the definition of recovery and evaluate the history of recovery coupled with the 

problematic use of the term. Focus will then be upon natural recovery and will 

include research and explanations of this theory. Assisted recovery will then be 

discussed, with focus upon treatment outcome studies carried out in the UK to 

assess the effectiveness of recovery through the assistance of pharmacological 

and psychosocial interventions. Following this, the life course analysis will be 

investigated to provide the reader with an overview of the way in which it has 

been proposed that research should be carried out to evaluate the process of 

recovery. This includes the study of naturally occurring life events and 

treatment events. Lastly the concept of recovery capital will be described to 

contextualise substance misuse across the broader needs of the individual. 

It is important to note that actual treatment interventions will not be discussed 

due to explanations of different approaches being provided in Chapter two.

Definitions of Recovery

The term recovery is widely used in the USA. Historically the term recovery 

was associated with fellowships such as Alcoholics Anonymous (AA) or 

Narcotics Anonymous (NA) whereby they define recovery as total abstinence 

from all substances. However in 1998 there was an emergence of a 'New 

Recovery Movement' in the USA. This movement was a shift away from the 

mutual aid groups such as AA and NA. Instead, focus was more on pro 

recovery community attitudes whereby those who have been through recovery 

assist those who are beginning their recovery journey through means of peer 

support. From 1998 onwards within the USA there have been a growing 

number of recovery movements, however, what remains is confusion regarding
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the definitional meaning of the term recovery (Laudet 2007). To provide an 

example of these somewhat confusing definitions, Simpson and Marsh (1986) 

define recovery as something that does not require complete abstinence, rather, 

they focus on a reduction in drug use, criminality and unemployment. A similar 

definition has been provided by Leukefield and Tims (1986) who define 

recovery as a state in which 'drug abuse and related behaviours are no longer 

problematic in the individuals' life' (pp. 186). More recently, White (2007) 

defined recovery not as an end state but as a process whereby individuals 

attempt to resolve their problems and develop a healthy productive life by 

utilising the internal and external resources available to them to enable change.

The above definitions suggest that there are conflicting arguments over the 

terminology used surrounding substance misuse and recovery. The main 

argument is whether the term recovery should be used in cases of complete 

abstinence or if the term should be used at the outset of behaviour change, 

when individuals have decided to make changes within their substance 

misusing lifestyle. Laudet (2007) suggests that individuals who are attempting 

recovery completely understand what the term means to them. Conversely, the 

term is still poorly understood by researchers, academics and lay people alike, 

with oppositional conceptual meanings of the term being applied.

Peter D Hart Research Associates (2004) undertook a survey to capture the 

publics' view on recovery and what it means for them. The results showed that 

thirty-nine per cent of those surveyed stated that they knew someone (a family
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member, a close friend or both) who was currently in recovery from a type of 

substance. When questioning peoples' views on the meaning of recovery, 

sixty-two per cent understood it as meaning that a person is attempting to stop 

using alcohol or illicit drugs. Only twenty-two per cent said that they believed 

recovery meant that the person no longer uses substances. Furthermore, only 

one third agreed that the majority of people who seek treatment achieve lifelong 

abstinence. Hence, public perception within this study states that people 

generally believe addiction is hard to overcome and that recovery as a process 

is a long journey. This process begins when they enter treatment which is in 

line with the definitions provided by Simpson and Marsh 1986; Leukefield and 

Tims 1986 and White 2007.

Following this study of public perceptions of the meaning of recovery, Laudet 

(2007) carried out a study in New York City with individuals who had overcome 

their substance misuse to establish if a) does recovery require total abstinence 

from all drugs and alcohol and b) does recovery extend to areas of functioning 

other than substance use. Laudet interviewed 289 people who had 'recovered' 

from problematic crack or heroin use. These individuals were interviewed 

annually for a total of three years. On average, participants had used drugs for 

18.7 years and had an abstinence length ranging from one month to more than 

ten years. The results of this study suggest that recovery happens when all 

substances are stopped, namely when the individual becomes totally abstinent, 

however, it was also noted that abstinence is only part of the process. 

Recovery for the participants within this study went beyond just recovering from 

substance use. Individuals' view recovery as a process whereby self
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improvement and an opportunity to change your whole life is as important as 

changing the use of substances. Therefore, addressing the substance misusing 

behaviour is only part of the journey of recovery. This reinforces the discussion 

carried out in Chapter two in relation to the consequences of addiction whereby 

individuals may have continued to engage in the behaviour regardless of 

negative consequences. When an individual is in the process of recovery they 

may then need to rebuild areas of their lives which may have been affected. 

Instead of just addressing the substance misuse itself, they felt there was a 

need to address and change areas of their lives which had been affected by 

their previous behaviour.

Supporting evidence for this comes from a small-scale study carried out by 

Margolis et al (2000), they interviewed people who had been abstinent for an 

average of nine years. Participants within this study reported that the first year 

was essentially about remaining abstinent from substances. Following this, 

when the person felt they had overcome their problem use they could move on 

and concentrate on living a normal life. Individuals stipulated that this was an 

essential part of the recovery process. These findings replicate the thoughts of 

the World Health Organisation (1985) who conceptualise health as: 'a state of 

complete physical, mental, and social wellbeing, not merely the absence of a 

disease' (p.34). Furthermore, The New Freedom Commission on Mental Health 

(2003) state that: 'recovery refers to the process in which people are able to 

live, learn, work and participate fully in their communities' (p.5).
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These inconsistent definitions are not conducive and are confusing for all those 

concerned in the substance misuse field. If professionals cannot agree on the 

meaning of recovery, then how is it possible for those attempting recovery to 

have a complete understanding of how and when they have not only started 

their recovery but have also completed this journey. Due to these conflicting 

definitions, the Substance Abuse and Mental Health Services Administration 

(SAMSHA) Centre for Substance Abuse Treatment (CSAT) undertook a 

National Summit on recovery in 2005. In collaboration with both the treatment 

and recovery field the following working definition of recovery was achieved.

Recovery from alcohol and drug problems is a process of change 
through which an individual achieves abstinence and improved 
health, wellness and quality of life (pp 9).

This working definition implies that abstinence is the eventual outcome of 

recovery. However, the definition does acknowledge that there is a process of 

change needed in order to achieve this state of abstinence.

The national summit did not completely achieve total understanding of the exact 

meaning of recovery. Following the above definition, professionals and 

academics alike were still suggesting that recovery is a process and not an end 

state (e.g. White 2007). Due to this, the Betty Ford Institute set up a consensus 

panel in 2007 in an attempt to de-mystify the concept of recovery and provide a 

conclusive understanding of the term. The consensus panel was made up of 

twelve people representing addiction treatment, policy and research. They 

defined recovery as 'a voluntarily maintained lifestyle characterised by sobriety, 

personal health and citizenship'(pp. 222). The consensus panel then went on to 

explain the three key elements incorporated in the definition: sobriety, personal
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health and citizenship. The term sobriety was used due to the panel agreeing 

that sobriety or abstinence is necessary for a recovery lifestyle. Sobriety in this 

definition refers to total abstinence from alcohol and all other non-prescribed 

drugs. They went on to split sobriety into having three meanings; Early sobriety 

= 1-11 months; Sustained sobriety = 1-5 years and Stable sobriety = 5 years or 

more. The panel defines personal health as individuals having an experienced 

improvement in the quality of their personal life such as physical and 

psychological well being. Lastly citizenship is defined within the realm of social 

functioning whereby individuals' live with regard and respect for others.

If employing the definition provided by the Betty Ford Consensus Panel, 

recovery should be viewed as total abstinence from all problematic substances. 

However, the panel also stated that recovery should be viewed as having more 

elements than just abstinence. Recovery is viewed as an overall improvement 

in the persons' physical, psychological and cultural world. Change has to have 

been achieved at some level to consider yourself as being in recovery if using 

this definition. In addition, it could be argued that using this definition could 

provide further confusion due to the term sobriety being added within the 

concept of recovery. Sobriety implies total abstinence, hence on the one hand 

the definition implies an overall improvement in a person's life but then suggests 

that sobriety is necessary. Therefore, the consensus agreed upon by the panel 

did not in fact de-mystify the concept of recovery, but instead still maintained 

that abstinence is the expected outcome.
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Within the UK the term recovery has been re-launched, with current UK Drug 

Strategies placing emphasis on enabling individuals to achieve recovery and 

move out of treatment. Previous strategies largely focused on engagement and 

retention in treatment, whereby targets were driven towards getting people into 

treatment and keeping them in treatment, hence reducing harm. Since the 

launch of the recovery agenda within the UK it has been recognised that the 

term recovery is still confusing in its nature. This is due to the term still being 

largely associated with abstinence and 12-step programmes. To address this 

confusion, in 2008 the UK Drugs Policy Commission (UKDPC) initiated a 

consensus group to identify common ground and enable a consensus to be 

reached regarding the definition of recovery. It was found that the confusion 

surrounding the term recovery lies with its interpretation of whether recovery is 

a process over time or is it when people have reached abstinence from drugs. 

As a starting point the consensus group reviewed the definition of recovery as 

utilised by the Betty Ford Consensus Panel in the USA in (2007).

Following the assessment of this standpoint from the USA, the UKDPC 

consensus panel identified key features of recovery which included the following 

aspects:

  Recovery is about the accrual of positive benefits, not just reducing or 
removing harms caused by substance use

  Recovery requires the building of aspirations and hope from the 
individual drug user, their families and those providing services and 
support

  Recovery may be associated with a number of different types of support 
and interventions or may occur without any formal external help: no 'one 
size fits all'
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  Recovery is a process not a single event, and may take time to achieve 
and effort to maintain. The process and the time required will vary 
between individuals

  Recovery must be voluntarily-sustained in order to be lasting, although it 
may sometimes be initiated or assisted by 'coerced' or 'mandated' 
interventions within the criminal justice system

  Recovery requires control over substance use (although it is not 
significant on its own). This means a comfortable and sustained freedom 
from compulsion to use.

  Recovery maximises health and well-being, encompassing both physical 
and mental good health

  Recovery is about building a satisfying and meaningful life, as defined by 
the person themselves

(UKDPC, 2008 pp. 5-6)

The consensus panel, rather than define recovery went on to create a vision 

statement for recovery based upon the principles outlined above

The process of recovery from problematic substance use is 
characterised by voluntarily-sustained control over substance use 
which maximises health and well-being and participation in the rights, 
roles and responsibilities of society (UKDPC pp. 6).

This mission statement is replicated by the Scottish Government (2008) who 

defined recovery as

a process through which an individual is enabled to move their 
problem drug use, towards a drug-free lifestyle as an active and 
contributing member of society (pp. 23).

It is evident that the term recovery has had conceptual problems due to its 

origins being embedded in 12-step programmes whereby individuals are 

expected to achieve abstinence. Re-launching this term to provide a different
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meaning, whereby recovery is being defined as a process has led to confusion 

amongst academics and clinicians. In order for the term recovery to be fully 

adopted into practice there is a need to ensure the concept is understood and 

there is an agreed definition. Both the Scottish and UKDPC mission statements 

infer that recovery is a process, a definition which should be adopted throughout 

the UK. However this will not be without problems given the way it was 

previously defined. To re-launch and adopt a term which originally had different 

connotations maybe problematic for professionals and service users alike. This 

term was historically understood to mean complete abstinence but now 

recovery encapsulates the whole spectrum of drug and alcohol treatment, from 

harm reduction to complete abstinence. Hence a question remains whether or 

not this is the correct term to use when discussing and addressing substance 

misuse.

Theories of Recovery from Substance Misuse

The following section concentrates on different theories with regards to how 

individuals change their substance misusing behaviour and includes natural and 

assisted recovery.

Natural Recovery/Maturing Out

Natural recovery has been documented as a route to recovery in numerous 

studies with individuals who have overcome their problematic substance misuse 

without treatment intervention. Furthermore, it has been suggested that 

individuals mature out of drug use over time irrespective of treatment
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interventions. This maturity is believed to happen when individuals no longer 

have the desire to remain a drug user and feel that it is time to change. 

Winick (1962) initially conceptualised the notion of maturing out of addiction. 

Winick used data obtained from the Federal Bureau of Narcotics to assess the 

concept of natural recovery. Within this study, 7,234 former drug users were 

evaluated and it was found that the average age at which they ended their drug 

use was 35.1, with their average length of addiction being 8.6 years. By the 

age of 47, eighty-seven per cent of the total number had completely stopped 

misusing substances. This suggests that there are fewer users who stop their 

drug use in their latter years of life, and a considerable amount desist from drug 

use in their prime adulthood. The general concept of the finding within this 

study is that over time a number of chronic substance misusers will cease their 

drug use and associated antisocial behaviours. Winick believes that this 

maturing out process is because the social pressures that motivate problematic 

substance misuse become less salient or more readily handled by the maturing 

user. From his research, Winick proposed that two thirds of opiate users mature 

out of use by the time they reach their mid-thirties. This proposal came at a 

time when opiate addiction was thought to be a lifetime affliction.

Following Winick's study, Robert Scharse (1966) carried out a study with heroin 

users to evaluate the process of natural recovery. Within this study 40 heroin 

users were identified and interviewed. It was found that nine of these had 

experienced recovery from the physical dependency of heroin without going into 

treatment. This study reinforces Winick's work adding weight to the concept of
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natural desistance, by concluding that individuals' mature out of drug use as 

part of their natural life course.

From 1975 onwards there have been several reviews of natural desistance from 

substance misuse. A common theme amongst these reviews is in relation to 

the life events that influence change, which appear to be re-appearing such as 

changes in family milieu, friends, vocation, health, religion or social pressure.

When assessing natural recovery, Biernacki (1986) described it as having four 

phases, involving a process of change and addressing behaviour other than 

substance misuse. The first phase is with regards to resolving to stop using 

substances. This resolution was often associated with the person 'hitting rock 

bottom'. The second stage is when the individual wants to break away from 

addiction which involves modifying aspects of the individual's behaviour such as 

friends, accommodation and social life. Thirdly is in relation to remaining 

abstinent which includes the individual controlling cravings via relapse 

prevention. The final stage in this process involves becoming and being 

ordinary, to re-integrate into society. Biernacki's work suggests that there is a 

process involved in change. Individuals make a conscious decision to change 

not only their substance misusing behaviour but to address behaviour that sits 

on the periphery to substance misuse. It is believed that this behaviour is 

modified when people recognise there is a need for them to change their 

behaviour due to them understanding the detrimental impact substance misuse 

is having upon their life.
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Robins (1993) carried out work with American servicemen who were using 

substances whilst serving in Vietnam. They found that when these men 

returned home they were able to desist from substance use or significantly 

reduce their use, which they found to be due to the change in situation. 

Although this would suggest that individuals have the capability to naturally 

recovery from substance misuse, within this study individuals stated that they 

used drugs due to them being in an extreme situation. When this situation was 

no longer present they felt they no longer needed to use substances as a 

coping mechanism. Hence, rather than maturing out of substance misuse, 

desistance was in relation to situational factors within their lives.

Based on a collection of data from eight waves of the National Youth Survey in 

the USA, Esbensen & Elliott (1994) found that drug and alcohol use starts at 

roughly age eleven, peaks between the ages of fifteen and nineteen and then 

starts to decrease. The reason for the reduction in their drug use was found to 

be positive factors contributing to their lives such as employment and 

relationships, rather than maturity alone. More recently, Sobell et al (2000) 

carried out a comprehensive review of natural recovery studies up to 1997. 

Their paper reported on 40 different respondent samples from a total of 38 

studies. Of this sample sixty-two per cent offered reasons for recovery, with the 

primary reason of health being reported by forty-two per cent of respondents as 

a reason for stopping. The next most frequently reported reasons were 

financial issues, negative personal feelings about their use, a cognitive change 

with regards to their use, influence from a significant other, family related 

reasons, social related reasons, legal reasons and religious reasons. Further
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research to support this was carried out by Granfield and Cloud (2001) who 

investigated the concept of natural recovery using semi-structured interviews 

with 46 individuals who had successfully recovered from substance misuse 

without treatment intervention, including the attendance at 12-step mutual aid 

groups. They found that the majority of respondents who attended self help 

groups felt that these groups did not help them and that they believed that some 

of the groups promoted dependence. Respondents' felt they needed to shift 

away from associating with other drug users in order to develop a different 

lifestyle away from drugs. The findings stated that respondents who had 

successfully recovered realised that if they were to continue to use drugs they 

would face losing things in their lives such as their jobs and families. They 

further stated that respondents

had jobs, supportive families, high school and college credentials, 
and other social supports that gave them reasons to alter their drug- 
taking behaviour, and that having too much to lose gave their 
respondents' incentives to transform their lives (pp. 55).

In addition to this it was found that respondents who had successfully 

addressed their behaviour place importance on developing a 'post-addict 

identity' in order to move away from their drug using lifestyle. This is consistent 

with the work carried out by Mclntosh and McKeganey (2000a) whereby 

interviews with 70 recovered substance misusers identified two mechanisms to 

avoid relapse: (1) the avoidance of their former drug using network and friends 

and (2) the development of a set of non-drug related activities and relationships.

Bischof et al (2001) carried out an analysis of general population surveys in 

Germany to compare current alcohol users with recovered alcohol users who
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had done so without treatment. It was found that those who were recovered 

had a later onset of dependence with fewer years of dependent drinking. In 

addition they were also more likely to be in stable relationships, be satisfied with 

work and their financial situation.

The above studies all evidence that natural recovery is a documented route to 

recovery within substance misuse. However, it appears from the literature that 

the terms natural recovery and maturing out are being used to describe the 

same term yet are understood as having two different meanings. Natural 

recovery is defined as achieving desistance without treatment and is 

documented within research. Research has suggested that individuals can 

change their substance misusing behaviour without treatment. The literature 

becomes confusing when mixing this concept with that of maturing out, whereby 

it is believed that individuals come to an age when they no longer wish to use 

drugs, which may be achieved with or without treatment. It is also apparent that 

the process both leading to, and during recovery plays an important part in 

determining success or failure. The studies show that coming off and staying 

off drugs could be due to social influences surrounding the person, rather than 

naturally recovering or maturing out.

The overall conclusion of the above findings could be summarised as People 

change when they want it badly enough and when they feel strong enough to 

face the challenge' (Peele 2004 pp.46). These reviews and studies suggest 

that ongoing cognitive evaluations are central to the change process 

(irrespective of cultural context or substance used). This may involve a mixture
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of avoidance-oriented and approach-oriented factors, i.e. a build-up of negative 

feelings pushing the person away from substance use together with the growing 

attractiveness of alternatives (Granfield and Cloud 2001, Klingemann 1991). 

Tucker (2001) in one of a series of highly detailed quantitative studies 

examining pathways adopts a differing perspective on the same phenomena. 

Tucker describes a process where the increase in negative events that precede 

addressing substance misusing behaviour appear to motivate change attempts. 

In addition, the increase in positive events change can help maintain stability 

and ongoing maintenance of resolution. During the course of the thesis, 

significant life events will be examined to investigate the impact these have 

when respondents both enter and continue treatment in an attempt to change 

their behaviour.

Assisted recovery

Assisted recovery involves individuals' gaining professional help to overcome 

their substance misusing behaviour. This can be done via coercive or voluntary 

means. Coercive treatment is carried out through the Criminal Justice System 

whereby those identified as having issues with substance misuse are either 

offered or coerced into treatment. Voluntary treatment involves the individual 

making a conscious decision to enter treatment in an attempt to change their 

problematic use of substances.

Coercive Recovery

The drug/crime link remains an area open for debate. Studies carried out with

individuals in drug treatment (Stewart et al 2000) and sample surveys of the
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general population (Budd and Sharp 2005) indicate that a small proportion of 

offenders are responsible for a disproportionate amount of crime. In addiction, 

researchers have also found that those who misuse substances have a 

disproportionate level of contact with the Criminal Justice System (Seddon 

2006; McSweeney and Hough 2005).

Liriano and Ramsey (2003) reported findings from the 2000 prisoner Criminality 

Survey of those entering prisons. It was found that prisoners had high levels of 

drug use with 1,884 male prisons (73%) using drugs in the twelve months 

leading to conviction. In addition, fifty-five per cent of these stated that their 

offence was linked to drug use which was usually due to them having to obtain 

money to purchase drugs. Evidence provided by treatment outcome studies 

have initiated discussions regarding the effectiveness of treatment and has 

been the driving force to enable the development of treatment interventions 

within the Criminal justice System (Gossop et al 2003; 2005).

Drug Treatment

Within drug treatment there are four different tiers which differentiate the levels 

of treatment. It is important to provide an overview of different elements of 

treatment to further the discussion of problematic substance misuse. The four 

tiers consist of:

  Tier 1 - Drug interventions and generic services - Referral into treatment, 
general advice and information

  Tier 2 - Drug interventions - Harm reduction advice, needle exchange, 
psychosocial interventions

  Tier 3 - Substitute prescribing interventions
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  Tier 4 - Drug specialist inpatient treatment and residential rehabilitation 
(National Treatment Agency 2006)

These tiers are interchangeable and individuals can enter treatment at any tier. 

The most important aspect of treatment as stated by the National Institute for 

Health and Clinical Excellence (NICE) (2007) is that treatment should be 

person-centred and should take into account the needs of the individual 

throughout a treatment episode. The overarching goal of treatment is to enable 

and foster recovery, with the eventual reintegration into society. However, it is 

acknowledged that there is a need to work with individuals, to ensure they are 

ready to change this often entrenched behaviour and to incorporate the needs 

of individuals into a care plan which reflects obtainable goals.

McLellan (1998) carried out a comprehensive review of treatment and found 

that treatment carried out in both residential and community settings can be 

viewed as effective and lead to a reduction in drug use, improvements in 

personal health and functioning and reduced public health and safety risks. 

Prendergast et al (2002) carried out a meta analysis of 78 studies of outcomes 

of individuals who received either minimal or no treatment. It was found that 

treatment had a positive effect on drug use and crime, with the outcomes being 

significant and clinically meaningful.

Longitudinal large scale studies have played an important part in allowing a 

better understanding of the effectiveness of treatment and the process of 

recovery. Within the UK there have been three large scale treatment outcome 

studies to assess treatment effectiveness, National Treatment Outcome
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Research Study (NTORS); Drug Treatment Outcome Research Study (DTORS) 

and Drug Outcome Research in Scotland (DORIS). Each of these will be 

discussed in turn in an attempt to evaluate the effectiveness of assisted 

recovery. In addition to evaluating treatment outcomes, these studies have also 

shown that treatment enhances economic savings due to the reduction in 

criminal activity. For example, the NTORS study showed that for every extra £1 

spent on treatment there was a return of more than £3 with regards to cost 

savings associated with victim costs of crime and having less demands on the 

criminal justice system (Gossop et al 1998).

The following section will focus of assisted recovery and will provide and 

evaluate findings of three major UK treatment effectiveness studies carried out.

National Treatment Outcome Research Study (NTORS) 

Many questions have been raised with regards to the effectiveness of treatment 

for substance misuse. NTORS began in 1995 and was initiated at the request 

of the Health Minister to evaluate and carry out a re-appraisal of the 

effectiveness of the National UK drug misuse treatment services. The study 

was carried out by the National Addiction Centre in England and Wales over a 5 

year period and can be viewed as the largest drug treatment outcome study to 

date (Gossop et al 2001).

NTORS is a prospective longitudinal cohort study. The study was naturalistic 

and causal inference was achieved by measuring key variables and comparison 

of treatment samples via pre and post treatment outcome measures. Service
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users of substance misuse treatment were split into treatment modalities in 

order to measure the effectiveness of modalities. These modalities 

incorporated two faculties, namely, residential treatment and community 

treatment. The residential modalities were made up of inpatient treatment and

of

methadone maintenance and methadone reduction programmes. In order to 

assess change, three areas were focused upon:

treatment. The residential modalities were made up or inpatient treatment 

rehabilitation programmes and the community elements comprised

Reductions in problematic drug (and alcohol) use 

Improvements in personal and social functioning 

Reduction in public health and public safety threats

The original sample recruited in 1995 consisted of 1075 service users which 

represented the study group during year one of the study. For years two and 

years four/ five, follow up was devised using eighty three-per cent of the intake 

sample (n=894). From this, a random stratified sample of 650 service users 

were selected which allowed percentages which were approximately similar to 

each other within the treatment modalities. This included inpatients, n=85 

(13%), rehabilitation, n=170 (26%), methadone reduction, n=118 (18%) and 

methadone maintenance, n=277 (43%). During the final year of the study 496 

of the eligible sample were interviewed, with a follow up rate of seventy-six per 

cent. Fifty four agencies took part and were purposely selected based upon the 

modalities contained in this study (National Addiction Centre 2001).
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Clients involved in the study viewed themselves as having chronic and serious 

substance misuse problems. A high proportion of clients were poly drug users3 

(81%) with the most common substance being heroin. The gender distribution 

of the study was predominantly male (74%) with an average age of 29. A 

commonality between participants was reported to be psychological health 

problems relating to anxiety and depression, (29% reported suicidal thoughts 

three months before engaging in treatment). In addition criminality rates were 

high prior to treatment start with sixty-one per cent of the cohort self reporting 

criminal activity (Gossop et al 2001).

The study concluded that there were reductions found both in the percentages 

of clients who were using drugs, and with regards to the frequency of illicit drug 

use. Hence the overall conclusion gained from NTORS was that drug treatment 

could be both effective and cost beneficial (Gossop et al 1999; Godfrey et al 

2004). Rates of abstinence from illicit drug use increased, frequency of drug 

use was reduced, criminal activity lowered, and health was improved.

The results of this study have been interpreted as supporting the 'treatment 

works' message. However numerous questions arise from this research to 

question this statement. Although this study promotes treatment as a key to 

abstinence it does not evaluate the wider context, namely extraneous factors 

that may have a profound influence on drug using behaviour such as life events. 

In essence, NTORS does provide an evaluation of treatment and has shown 

that treatment works. However, NTORS was carried out in the 1990s, since

3 Poly drug use refers to individuals who use more than one primary substance
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which time there has been significant changes in the context of drug use and 

treatment. For example drug using patterns have changed with a higher 

incidence of crack and cocaine use (approximately 14% of drug users at the 

time of NTORS in 1996 to 44% in 2006, Gossop et al, 1998).

Drug Treatment Outcome Research Study (DTORS)

Following the NTORS research another study, DTORS was commissioned to 

provide a major national evaluation of drug treatment in England in 2006. This 

study was a multi-site, longitudinal study comprising an outcomes survey of 

treatment seekers (Jones et al 2007) and an economic analysis of the costs and 

benefits associated with drug treatment (Davies et al 2009).

The DTORS study focused on individuals accessing Tier 3 and 4 interventions, 

hence those entering structured treatment. These services account for roughly 

seventy per cent of the total drug treatment costs. A sample of 1,796 adult 

substance misusers seeking Tier 3 and 4 services were recruited between 

February 2006 and March 2007 from 342 treatment facilities across 94 Drug 

Action Teams (DAT) areas in England. Follow up surveys were carried out 

between three and five months (n=1,131) of the baseline interview and were 

repeated at 11-13 months (n=504) following the baseline interview. A 

qualitative assessment was carried out by way of unstructured interviews in 

order to gain views and experiences of treatment from participants. These were 

carried out with 44 purposively sampled participants to include a range of 

experiences and treatment options. As with the NTORS study, the sample were
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predominantly male (73%) with forty-five per cent aged between 25-34 (Davies 

et al 2009).

The findings in the DTORS study are similar to that of the NTORS study 

whereby individuals' reported significant and substantial reductions in drug use 

and offending and improvements in mental well being and social functioning. 

DTORS built upon the NTORS study by clearly laying out changes in life events 

which may have had a profound effect on their drug use. Within a substance 

misusers environment there may be a number of circumstances that have the 

potential to act as a trigger for relapse. Hence, it is important to note 

improvements in social functioning, as they can be viewed as successful 

treatment outcomes and indeed can assist in the overall treatment outcome. 

The changes listed in the DTORS study included social functioning, 

employment, accommodation, children being returned to the family home and 

changes in drug use, offending, health and risk taking behaviour. The study 

concluded that treatment, as well as addressing substance misuse, is also an 

effective way of reducing harmful behaviours that are associated with 

problematic drug use (Home Office 2010).

Although DTORS provides data detailing the effectiveness of structured 

treatment, it failed to look at the whole treatment system. This study 

concentrated wholly on Tier 3 services - structured care-planned drug 

treatment. Tier 2 treatment can also be viewed as an essential element of the 

drug users' treatment pathway and hence should be incorporated when 

assessing treatment outcomes.
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Drug Outcome Research in Scotland (DORIS)

This study was a prospective cohort study of 1007 drug users. Respondents 

were recruited from 33 Scottish drug agencies which also included respondents 

from five prisons. Respondents were recruited in 2001-02 and were then 

followed up at 8 months, 16 months and 33 months. Findings showed that on 

initial entry into treatment there was a decline in drug use. It was found that 

most of the changes in drug use occurred in the first 8 months of treatment. 

With regards to abstinence, it was found that respondents who attended 

residential rehabilitation were twice as likely to be abstinent at 33 months as 

those in community treatment. Methadone maintenance treatment showed a 

reduction in heroin use but it also showed that methadone maintenance was not 

successful in promoting abstinence. With regards to treatment in prison, 

significant improvements were made up to 33 months. However, those 

improvements were greater for those receiving treatment within the community. 

The research found that within the prison system there were less treatment 

options available and respondents held negative views regarding the help and 

support they received which may have contributed to the difference in 

outcomes.

When evaluating crime, it was found that there was a decrease in acquisitive 

crime. However it was concluded that these changes were not viewed as a 

direct result of treatment, but instead was a consequence of changes in their 

substance misusing behaviour (McKeganey et al 2008).
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Summary of Treatment Studies

All three of the treatment outcome studies focus on structured drug treatment. 

However, as stated previously, Tier 2 interventions are paramount and can be 

viewed as the bedrock of drug treatment. Tier 2 often provides the initial 

contact for the service user and acts as the interface for Tier 3. Whether or not 

individuals have positive treatment outcomes, or indeed decide to pursue 

treatment could be largely influenced by the work they have already engaged in 

at a Tier 2 level. A failing in all three studies was to disregard the importance of 

this treatment modality as it could have had an effect on future treatment 

undertaken in Tier 3.

These Tier 2 interventions are usually delivered by the Voluntary Sector and are 

often the first point of call for potential service users. Tier 2 delivers a wide 

range of interventions including:

  Screening, assessment and referral for structured treatment

  Drug interventions which attract and motivate drug misusers into local 
treatment

  Systems, including engagement with priority groups such as pregnant 
women

  Offenders, stimulant users

  Interventions to reduce harm and risk due to blood borne virus and other 
infections, including dedicated needle exchange schemes and the 
support and coordination of pharmacy needle exchange

  Interventions to reduce the risk of overdose and diversion of prescribed 
medication

  Brief psychosocial interventions (including stimulants and cannabis 
problems if it does not require structured treatment)
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  Aftercare support for those who have left care-planned structured 
treatment

  Liaison and support for generic providers of Tier 1 

(National Treatment Agency 2006)

It is important not only to consider those who are being prescribed substitute 

medication, but to look at the entirety of drug treatment to assess the impact 

and the effectiveness of all treatment modalities.

Another flaw in all three studies is the fact that data is largely concentrated upon 

opiate use. Although it is evident that opiate use is the primary drug of choice in 

a wide percentage of drug users, it is also important to look at other substances. 

As stated there has been an increase in the use of crack cocaine over recent 

years, treatment options for this drug have sometimes been limited with more 

financial resources being ploughed into opiate treatment. Furthermore, alcohol 

can be viewed as a drug that is widely abused, yet these studies do not focus 

on primary alcohol use, it was only considered when it formed part of poly drug 

use in all three studies.

These studies were carried out to assess treatment effectiveness incorporating 

elements such as the therapeutic environment, the level and intensity of 

treatment and the underpinning philosophies of drug treatment agencies. The 

three studies discuss criminality and the use of other drugs but they fail to 

establish the reasons respondents both use and abstain from use which may 

have an impact on treatment delivery. The thesis will address not just drug use 

and desistance from drugs but will evaluate the respondents' lives in a holistic
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manner, taking into account their daily lives and circumstances within their lives 

that may or may not have a direct impact on their drug using behaviour, their 

recovery and the process of desistance.

Substance misuse is a problem for society with much time and resources being 

dedicated to lower this problem and enable people to lead drug free lives. 

However, there is still relatively little known about the nature of addiction or the 

process that leads to abstinence from drugs. It is important for the Government 

and clinicians to have an understanding of what works in treatment. However, it 

is also important to research and provide understanding and meaning of the 

processes individuals' go through when attempting to change in order to ensure 

the holistic needs of the individual are addressed and that individuals have the 

best possible chance of re-integrating into mainstream society.

Research

Due to research revealing that significant life events were central in the decision 

making process of recovery, it is important to evaluate the life course analysis. 

This allows the assessment of all aspects of the individuals' lives and evaluates 

the reasons why and how people go through recovery, providing further 

understanding of this complex process.

Life Course Analysis

Life course analyses concentrates on the timing, ordering and duration of major 

life events and their consequences for later development. The life course 

perspective can describe and explain stability and change in behaviour over
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time. Biological, cognitive, social and psychological developments occur on 

differing time scales, each having their own significant transitions and turning 

points (Halfon and Hochstein 2002). Hser et al (1997) has defined drug use as 

a process in which it

often escalates to more severe levels with repeated cycles 
of cessation and relapse occurring over an extended period, 
and such, needs to be studies through a longitudinal 
dynamic approach (pp. 543).

More recently Hser et al (2007) suggests that it is essential to study the drug 

using career from the life course perspective. The life course perspective 

focuses on long term patterns of stability and change. These changes can be 

both gradual and abrupt in relation to differing roles in one's life, namely patient, 

offender, parent and so forth. Best et al (2006) also explored the concept of the 

drug using career whereby they attempted to explain drug and alcohol use over 

the life course. They suggest that studying drug use across the life course 

allows insight into individuals' lives. In addition, the life course perspective 

allows an understanding of how desistance is achieved, ultimately enabling a 

full understanding of how drug use started, progressed and ended.

Hser (2008) suggests that the life course framework expands drug use careers 

to include key concepts. These concepts include transitions (to incorporate 

developmental and social context), turning points (to characterise changes), 

social capital (to characterise the potential role of social ties) and illness careers 

(to integrate chronic care management and service interactions). In doing so 

the life course perspective offers a framework which can allow for the 

characterisation of distinctive patterns of drug use trajectories. This identifies
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critical events and factors that may contribute to the persistence or change in 

drug use during the life course and analytically orders the events that occur 

over time. Using this approach allows researchers to investigate substance 

misuse as a whole, evaluating all influencing aspects of life, rather than 

focusing on major life events (transitions). Therefore, it is important to look at 

all aspects of drug use including onset, acceleration, relapse and desistance.

Hser et al (2007) concludes that the life course perspective can provide 

explanation of drug use and its interplay with social systems during the life 

span. In addition to this, the perspective explicates the conceptual issues 

related to continuity and change in drug using behaviour. This theory is 

supported by Schroeder et al (2007) who state that the use of substances can 

interfere with social bonds such as marital relationships and unemployment and 

can have a detrimental effect upon these. They argue that drug use in itself is 

incompatible with conventional social roles such as spouse, parent or worker. 

They further postulate that drug use is pervasive in its influence on social 

network associations which may have a long term impact on the individual's 

desistance efforts.

This is supported by Duncan et al (2003) who examined a range of licit and illicit 

activities using National Longitudinal Survey of Youth Data. They found a 

correlation between marriage or cohabitation and a decrease in binge drinking 

and marijuana use.

They concluded that
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the social control provided by 'social integration' of marriage 
apparently works mostly through the normative expectations about 
how married persons behave, (pp. 10)

A common theme is in relation to the life events that influence change, which 

appear to be re-appearing such as; changes in family milieu, friends, vocation, 

health, religion or social pressure.

Although it is desirable to study recovery across the life course, doing so is 

dependent upon factors such as time and resources which are not always 

readily available. However, it is possible to study the concepts of turning points 

as proposed by Hser (2007).

There has been agreement among researchers that in order for desistance to 

prevail importance should be placed on an identifiable 'turning point' in the 

individuals' drug using career. Namely, a point at which the decision to give up 

drugs is taken and/or consolidated (Simpson et al 1986; Shaffer and Jones, 

1989; Prins, 1994). It is suggested that this turning point is a point in the drug 

using career beyond where he/she is prepared to go. These trigger points can 

be described as positive or negative experiences such as gaining employment 

or suffering from ill health. Throughout the course of the thesis these turning 

points will be evaluated to assess if and how they had an impact on the 

respondents' substance misuse.

These turning points can be assessed by evaluating two recent studies that 

have provided major contributions to recovery and desistance in the UK in 

recent years (Mclntosh and McKeganey 2000a; Best et al 2008). Mclntosh and
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Mckeganey (2000a) carried out interviews with 70 people who were in recovery. 

These individuals had an approximate drug using career of nine years and had 

not used for an average of four years (ranging from seven months to twelve 

years). The interviews provided descriptions of both the development of their 

drug use and the process of desistance. The research was based on work 

carried out by Biernacki (1986) who stated that individuals' make a decision to 

stop using substances when their current drug using lifestyle conflicts with and 

causes problems in other identities in their lives, such as marriage and 

employment. The findings of the study indicated that change in substance 

misusing behaviour occurs when individuals' recognise that addiction to drugs 

and the lifestyle that goes with it has played a key role in damaging their 

identity. Mclntosh and McKeganey (2000a) state

It seems that it is when addicts recognise the extent to which their 
'self has been degraded, and resolve to change for that reason, 
that successful and enduring recovery is most likely to occur (pp 
152).

An important observation found during the study was in relation to people 

wanting to stop using drugs, versus them feeling they should stop. The study 

found that individuals' felt they should stop for sometime before eventually 

stopping. It was found that success in stopping was due to them wanting to 

stop rather than feeling they should stop. When individuals changed their drug 

using behaviour Mclntosh and McKeganey (2000a) identified two major 

strategies which were commonly used; 1) the avoidance of their former drug 

using network and friends and 2) the development of a set of non-drug using 

related activities and relationships.



Hence recovery from drug use does not just involve the absence of drug taking, 

but a whole lifestyle change in order to develop a different set of relationships 

and events in life which are viewed as separate to their past drug using lifestyle.

Best et al (2008) published findings of a survey carried out with 107 individuals 

who had successfully overcome their problematic substance misuse. These 

individuals were interviewed in an attempt to gain information about their 

experiences of achieving and maintaining abstinence. The average length of 

their drug using career was just under ten years. The findings of this study 

replicated that of Mclntosh and McKeganey (2000a) whereby individuals' stated 

that they wanted to address their behaviour because they were tired of the 

lifestyle or were experiencing issues with their psychological health. When 

asked about maintaining abstinence, they referred to the importance of utilising 

their social network factors. These factors included staying away from drug 

using friends and networks, practical factors such as employment and 

accommodation and religious or spiritual factors.

Both these studies clearly suggest that individuals' have personal reasons for 

addressing their substance misusing behaviour and go through a process in 

order to reach desistance. However, when this is achieved, there is a need for 

individuals to maintain changes in their lives by way of using social networks 

and developing a new identity.

Best et al (2010) when undertaking a review of the drugs evidence base in 

relation to recovery stated that more research is needed in this area of
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recovery. The review found that current studies within the UK are limited, with 

the majority of studies on recovery being confined to the realm of mental health. 

They further stated that the recovery careers and the factors and processes 

surrounding desistance from heroin, stimulant and poly drug use is sparse and 

is in need of development to provide a complete story of recovery and what is 

involved in this.

Maruna (2004) argues that in order to desist from areas such as crime and 

substance misuse there is a need for individuals to develop a coherent, pro- 

social identity for themselves. He postulates that individuals need to make 

sense of and comprehend their past. In conjunction with this there is also a 

need for the individual to understand why they have now changed and how their 

checkered past could have led to their new reformed identities.

The above research suggests that individuals' reasons for desisting may be far 

reaching and individualistic. The reasons are not only due to positive life events 

such as marriage and employment, but also due to negative consequences 

from the substance itself or from society as a whole. Whether or not change 

due to life events can happen without any treatment is subject to debate. In 

addition, it is important to consider natural recovery on an individual basis. One 

could question whether individuals using different drugs who experience similar 

life events have different outcomes. As we are aware different drug groups 

provide differing levels of addiction, some drugs such as stimulants are 

psychologically addictive whereas opiates are both psychologically and 

physically addictive. An opiate user may enter a structured treatment
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programme and be maintained on a substitute prescription for an indefinite time. 

The individual may desist from their drug of choice but replace this with a 

substitute. Hence recovery from all substances has not been achieved 

regardless of life events. However, these individuals may have made 

substantial changes to their lives. This would return us to the discussion 

surrounding the definition of recovery and how it is conceptualised: as a state of 

abstinence or as a process of change over time.

The research carried out within the thesis will evaluate circumstances on the 

periphery of substance misuse in an attempt to explore and determine what 

effect if any these circumstances have on recovery.

Achieving Recovery

Recovery Capital

Having discussed definitions of recovery; theories of natural and assisted 

recovery and research in relation to studying recovery across the life course, 

the remaining section of the chapter will focus upon the concept of recovery 

capital. This section incorporates explanations and discussions of recovery 

capital and how individuals' attempt to and achieve recovery.

The move towards focusing on recovery within substance misuse treatment 

allows individuals to address their substance misusing behaviour whilst also 

allowing them to develop and grow in other aspects on the periphery of this 

behaviour. Hence, recovery interventions enable change by assisting 

individuals to focus not only on their substance misuse, but to address difficult
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areas in their lives and encourage positive relationships and meaningful 

activities to enable them to live a more fulfilled life.

Research discussed previously in this chapter showed that individuals may stop 

using, not due to the effect substance misuse is having on them directly, but 

instead due to significant factors in their lives that are extraneous to substance 

misuse but may be having an impact on their lives as a whole.

The term recovery capital stems from social scientists who investigated the 

functions of certain types of resources within social structures. Recovery capital 

embodies the virtual and actual resources available to people, and 

encompasses situations in which the individual may find themselves in the past, 

present and future. In essence, recovery capital includes mental states and 

other characteristics personal to the individual that can assist and be used as 

resources in the process of recovery (Bourdieu and Wacquant 1992, Coleman 

1990; Hagan and McCarthy 1997, Putnam 1993, Teachman et al 1999).

Granfield and Cloud (1999) developed the concept of recovery capital within the 

area of substance misuse. They view recovery capital as being a range of 

resources (both internally and externally) that the individual can use in order to 

initiate and further sustain recovery. Following this initial concept of recovery 

capital and based upon research carried out on 46 individuals who had 

recovered from substance misuse, Granfield and Cloud (2001) re-defined the 

concept of recovery capital by splitting the concept into four key areas.
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1. Social Capital - this is defined as the sum of resources that each person 
has as a result of their relationships and includes both support from and 
obligations to groups to which they belong; thus, family membership 
provides support but will also entail commitments and obligations to the 
other family members.

2. Physical Capital - this is defined in terms of tangible assets such as 
property and money that may increase recovery options (e.g. being able 
to move away from existing friends/networks or to afford an expensive 
detox service)

3. Human Capital - this includes skills, positive health, aspirations and 
hopes and personal resources that will enable the individual to prosper. 
Traditionally, high educational attainment and high intelligence have 
been regarded as key aspects of human capital and will help with some 
of the problem solving that is required on a recovery journey

4. Cultural Capital - this includes the values, beliefs and attitudes that link 
to social conformity and the ability to fit into dominant social behaviours

Granfield and Cloud (2001) went on to posit that those who possess a larger 

amount of social capital may require less treatment as they possess the means 

to facilitate and encourage long term change. They also state that in order to 

achieve abstinence there is a need to get involved in alternative activities away 

from substance misuse.

Another aspect of recovery capital is in relation to collective recovery capital. 

This concept is based on the idea that recovery is contagious. Best and Laudet 

(2010), view recovery capital as being a collective community concept. They 

suggest that recovery in itself is contagious, with mutual empowerment and 

support manifesting itself towards further recovery. Furthermore, Best and 

Gilman (2010) argued that recovery promotes a ripple effect and generates 

collective recovery capital. They view collective recovery capital as fostering 

support and hope, allowing individuals to engage in activities within their 

communities that does not involve drug use. This is consistent with the study
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carried out by Mclntosh and McKeganey (2000a) whereby those who had 

successfully overcome their substance misuse reiterated the importance of 

moving away from their previous drug using networks and developing non drug 

related activities.

When evaluating recovery from this perspective, although treatment is still a 

viable option, treatment providers within a recovery model support the recovery 

journey rather than viewing treatment as being the cause of recovery. Repper 

and Perkins (2003) stated

Professionals do not hold the key to recovery: relationships 
with others - friends, families, neighbours, colleagues are 
more central. Although it can be important, there will always 
be limitations to the worker/client relationship because its' very 
context is devaluing, 
(pp. 54).

Hence the recovery model as a concept does not rely solely on pharmacological 

and psychosocial interventions. Treatment is viewed as playing a role where 

necessary, whilst enabling the individual to review the resources they have 

access to within their lives, which are extraneous to drug use. Recovery capital 

tackles substance misuse in a holistic manner, taking into account not only the 

individuals' substance misusing behaviour but evaluating and building on other 

aspects of their life and enabling individuals to re-integrate into mainstream 

society. Throughout the chapter research within natural and assisted recovery 

has consistently found that recovery is not solely reliant upon treatment 

interventions. Instead, recovery should be viewed as a process of which factors 

within the individual's life outside their drug use should also be focused upon. 

This allows them to address areas in their lives that may have led to or
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enhanced their drug use, coupled with capitalising on positive aspects which 

may enhance recovery and desistance.

Summary

The chapter has evaluated recovery and the problems associated with the 

concept of this term. When evaluating literature surrounding definitions of 

recovery it became evident that a multitude of terms are used interchangeably, 

including remission, abstinence, quitting, stopping, reducing and recovering. 

The term recovery has recently been re-launched through the UK Government's 

2010 Drug Strategy. In essence 'Recovery' has become the new term adopted 

within the UK when discussing drug treatment. However, the term recovery 

holds confusion due to its historical meaning residing with abstinence and 12- 

step models.

The confusion of the definition of recovery lies not only with professionals,
*

service users and the public but is also evident in definitions provided via 

research. The term recovery is viewed by many as total abstinence and only 

measured from the perspective of an end state by Narcotics Anonymous and 

The Betty Ford Consensus Panel (2007). Yet other researchers define 

recovery as a process, (Simpson and Marsh 1986; Leukefield and Tims 1986, 

White 2007) as something which happens and continues to happen throughout 

treatment and the entire life course. A study carried out with the general public 

to ascertain their perception of the term recovery showed that sixty-two per cent 

of people regard recovery as an individual attempting to stop their substance 

misusing behaviour, rather than achieving abstinence (Peter D Hart Research
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Associates 2004). In contrast, Laudet (2007) interviewed 289 individuals who 

had successfully addressed their substance misusing behaviour. Individuals' 

viewed recovery as complete abstinence, but also acknowledged that recovery 

is a process which is dependent upon changing more than one's substance 

misusing behaviour. Margolis (2000) supported the notion of recovery being a 

process, which does not necessarily have anything to do with substance misuse 

per se. Individuals within this study felt that in the first year of abstinence, 

concentration lies with the individual remaining substance free. Following this 

time, individuals' felt that recovery was important. They understood and defined 

recovery as something that comes after abstinence and is about moving on and 

concentrating on living a normal life. These studies reflect the difficulty with 

definitions and the confusion about what recovery actually is.

Another topic evaluated within the chapter was in relation to theories of 

recovery from substance misuse. A review of the literature found that there are 

two distinct theories applied to substance misuse: Natural Recovery/Maturing 

Out and Assisted Recovery. The theory of natural recovery proposed by Winick 

(1962) stated that two thirds of opiate users mature out of addiction, which is 

likely to be reached by the time they get to their mid-thirties. Following Winick's 

study there were several reviews surrounding the concept of natural recovery. 

However as research evolved it was noticeable that maturity alone was not the 

only attributing factor for recovery. Individuals were regularly stating that 

significant life events were having an impact on their drug using behaviour. 

There is a consensus amongst a range of researchers (Hser et al 2007; Best et 

al 2006; Granfield and Cloud 2001; Schroeder et al 2007) that in order to fully
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understand the complexities of substance misuse there is a need to not only 

consider recovery from substance misuse, but to put this in the context of wider 

behaviour and evaluate if there are any extraneous factors that may have 

influenced the onset and maintenance of desistance. From this stance, 

researchers' state that the life course perspective can provide a sound 

explanation of substance misuse and its interplay with social systems during the 

lifespan. Doing so would provide a sound knowledge base and provide a 

foundation for understanding not just how, but why people desist. In addition it 

will provide information of why and how people relapse in order for future 

practice to consider any relevant knowledge and adjust practice accordingly.

Two major studies carried out in the UK (Mclntosh and McKeganey 2001; Best 

et al 2008) clarified that recovery is in fact a process. Within both studies 

participants' discussed the importance of constructing a new life, emphasising 

that recovery from drugs is only one element of this process. Participants also 

felt there was a need to re-engage themselves with the community and 

reconstruct themselves as a non-drug user.

Assisted recovery was discussed with focus on three UK treatment outcome 

studies: NTORS, DTORS and DORIS. These studies were carried out to 

assess the effectiveness of assisted recovery, to evaluate whether assisted 

recovery enhances and enables reductions in drug use, improvements in 

personal and social functioning and reduction in public health and public safety 

threats. Overall all three studies showed improvements in all areas, however, 

what was apparent within all the studies was the lack of research carried out
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with regards to the individuals overall lifestyle. Namely, were there any other 

extraneous factors that had an impact on their drug use at the time. It is evident 

that both natural and assisted recovery can and in fact do work for individuals. 

What recovery means however still remains unanswered and the term still 

poorly understood. What is apparent from research carried out is that there is 

limited research surrounding the process; the how's and why's of recovery. The 

thesis will attempt to address the processes involved in recovery, to incorporate 

the lived experience of recovery and how it is achieved.

It has been acknowledged by Best et al (2010) that further research is needed 

in this area. To date, research has focused wholly on individuals who have 

successfully addressed their substance misusing behaviour. The research 

within the thesis differs in the respect that respondents were interviewed on 

initial entry into treatment and beyond. Hence, encapsulating reasons for both 

recovery and the return to drug use (where applicable) in 'real time'. Doing so 

provides explanations regarding the processes and factors which may or may 

not affect desistance as suggested by Best et al (2010).

Current studies within substance misuse place emphasis on outcomes. 

However, there is also a need to evaluate the circumstances and events in 

which those who misuse substances experience, which may enable them to 

address these factors which in turn may empower them to successfully 

reintegrate into mainstream society. Hence evaluating substance misuse from 

the theoretical standpoint of natural recovery or assisted recovery based upon 

treatment outcomes alone would be very limiting. It would deter research from
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evaluating recovery not just from substance misuse but evaluating the totality of 

the individual's life incorporating the onset, maintenance and recovery from 

substance misuse. Substance misuse is a complex area, having an 

understanding of the processes and factors that motivate both recovery and 

drug use could add significance to knowledge and drive future policy and 

practice. The term desistance has been used in criminology to evaluate the 

process of addressing criminal activity and the end state of criminal activity. 

The following chapter will evaluate these theories in an attempt to assess 

whether the area of substance misuse can adopt and build on these theories.

99



Chapter Four: Desistance from Criminal Behaviour - Theory
and Research

Introduction

The previous chapter reviewed desistance from substance misuse as a process 

of recovery. This chapter will assess desistance from crime in the process of 

rehabilitation. The study of desistance from crime is well researched with 

developed theories associated with this term. The term desistance is frequently 

used within criminology to describe how individuals' address and end their 

criminality. It is important to provide an in depth overview of desistance from a 

criminological perspective to enable comparisons of the theories suggested to 

explain desistance. Allowing the investigation of whether the theories, 

definitions and research utilised within criminology can be attributed and built 

upon within the realm of substance misuse.

The chapter will be split into two sections. Initially focus will be upon the 

definitions of desistance, allowing discussion surrounding conceptual problems 

of the definitions of desistance. Following this, the theories and research of 

desistance within criminology will be evaluated. The topic of social capital will 

be discussed before providing a summary.

Definitions of Desistance

The aim of this section is not to discuss research carried out, but to instead 

provide the reader with an understanding of the conceptual problems relating to 

desistance from crime. Theories and research associated with these definitions 

will be evaluated later in the chapter.
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Definitions of desistance are varied, with different meanings applied to how 

desistance should be defined and studied. Bushway et al (2001) suggest that 

although numerous researchers have provided definitions of desistance there is 

currently no agreed definition. The conceptual definition of desistance from 

crime is subject to debate. For example, Shover (1996) defined desistance as 

'voluntary termination of serious criminal participation' (pp 121). Cornish and 

Clarke( 1986) state

desistance is, in any case, not necessarily permanent and 
may simply be part of a continuing process of lulls in the 
offending of persistent criminals, or even perhaps, of a more 
casual drifting in and out of particular crime (pp 173).

Furthermore, Farrington and Hawkins (1991) defined desistance as being 

achieved when an individual ceases to have convictions between the age of 21 

and 32, following a conviction prior to the age of 21.

The above three examples of the definition of desistance reinforces that there 

are conceptual problems associated with the way the term desistance is 

defined. Within Shover's definition it is implied that desistance is achieved 

when serious criminal involvement is ceased. This in itself is confusing when 

attempting to comprehend what desistance means. Using the term 'serious' 

implies that the definition still allows individuals to commit low level crime but 

they would still be classed as obtaining a state of desistance. Cornish and 

Clarke (1985) focus on lulls in criminal behaviour and view desistance as a 

process, however they fail to address the finality of desistance, namely an end 

state whereby individuals cease to commit any crime. Of the discussed 

definitions, Farrington and Hawkins1 (1991) definition appears to be the most
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illogical and problematic. Firstly, they base desistance upon convictions. This 

is problematic as individuals may still be engaging in criminal activity but have 

evaded conviction. Secondly, putting an age limit on the time of desistance 

(between 21 and 32) is limiting. An individual may be in prison during this time, 

get released following the age of 32 and reoffend, yet within Farrington and 

Hawkins' definition this offender would be classed as having achieved 

desistance. This problematic definition of desistance is similar to the 

oppositional definitions provided with regards to recovery from substance 

misuse.

In addition to differences in definitions, there are also conflicting views regarding 

the meaning attributed to what desistance is with regards to the level of crime 

committed. Uggen and Kruttschnitt (1998) state

the key defining characteristic of desistance is behavioural 
change, change from one state - some non-trivial level of 
offending - to another state- that of non-offending (pp 336- 
366).

Conversely, Loeber and LeBlanc (1990) provided an overview of the meaning of 

desistance and provided four components to explain desistance: 1) a slowing 

down in the frequency of offending (deceleration) 2) a reduction in the variety of 

offending (specialisation) 3) a reduction in the seriousness of offending (de- 

escalation) and 4) remain at a certain level of seriousness in offending without 

escalating to more serious acts (reaching a ceiling).

Uggen and Kruttschnitt (1998) state that desistance is non-offending behaviour, 

whereas Loeber and LeBlanc (1990) state that desistance is not the end to
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offending, but instead they consider desistance as crime being committed at a 

lower level. These conceptual problems within criminology replicate the 

problematic use of terminology within substance misuse, where there is 

confusion of what recovery means. However, as with recovery, there is an 

overall agreement that desistance incorporates some form of behaviour change.

When discussing different definitions of desistance, Pagan (1989) was the initial 

researcher to identify that within desistance there appeared to be two 

components, he then provided a definition of desistance to incorporate these

the process of reduction in the frequency and severity of 
(family) violence, leading to its eventual end when, true 
desistance or quitting occurs (pp. 380).

This concept has also been supported by Laub and Sampson (2001) who view 

desistance as having two components. They refer to the initial component as 

the causal process of desistance and the second component as termination, 

which is believed to be the outcome of the desistance process. Laub and 

Sampson view the process of desistance as a gradual social transition that is 

dependent upon the individual altering how they interact with the world, which is 

a distinct state marking a permanent end of the offending career. Furthermore, 

Maruna (2001, 2004) identified two separate areas of desistance; Primary and 

Secondary. Primary desistance is defined as any lull in crime or crime free 

period and secondary desistance is when an individual experiences a change in 

their self identity and are adjusting towards a crime free life. Using this 

approach enables desistance from crime to be viewed as a process. This 

process provides a staged approach to desistance which if employed in the
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arena of substance misuse would allow any positive change to be viewed as

part of recovery.

Uggen and Massogolia (2003) argue that

because conceptual and operational definitions of desistance 
vary across existing studies it is difficult to draw empirical 
generalisations from the growing literature on desistance from 
crime (pp 317).

There have been numerous definitions of desistance proposed by a range of 

researchers. Table 2 illustrates the differences in operational definitions of 

criminological desistance. 

Table 2 - Operational Definitions of Desistance

Study
Farrington and Hawkins (1991)

Farrington and Wilkstrom (1994)

Haggard, Grumppert and Grann 
(2001)

Kruttschnitt, Uggen and Shelton 
(2006)

Laub & Sampson (2003)

Loeber, Stouthamer-Loeber, 
Kammen and Farrington (1991)

Maruna(2001)

Van

Maruna, Le Bel, Burnett, Bushway and 
Kierkus (2002)

Definition
Conviction at age 21 but not between 
ages 21-32

Age at the last officially recorded 
offence up to 25 years

During the follow-up period, no re- 
conviction in the previous 10 years (at 
least)

Absence of new officially recorded 
offences or probation violation 
throughout a two year period

Absence of arrest, follow-up to age 70

Non-offending throughout a period of 
less than a year

Individuals who identified themselves 
as long term habitual offenders, who 
claimed that they would not be 
committing offences in the future, and 
reported at least one year of crime free 
behaviour

Absence of re-conviciton after release 
from prison during a 10 month window

104



Mischkowitz(1994)

Pezzin(1995)

Sampson and Laub (1993)

Shover and Thompson (1992)

Uggen and Kruttschnitt (1998)

Warr(1998)

(Kazemian 2007 pp. 9)

Last conviction having occurred before 
age 31 and lack of conviction or 
incarceration for at least 10 years

Individuals who reported having 
committed offences in the past but did 
not report any criminal income in 1979

Juvenile delinquents who were not 
arrested as adults

No arrests in the 36 months following 
release from prison

Behavioural Desistance: absence of 
self-reported illegal earnings during a 
three year follow-up period. Official 
desistance: No arrests during the three 
year follow-up period

Individuals who did not report having 
committed offences in the past year

Table 2 provides an overview of operational definitions of desistance used when 

researching the topic. These operational definitions are a mixture of self 

reporting, conviction rates, arrest rates and probation violation. In all but one of 

these, the research methods rely wholly on either self reports or official records 

of crimes committed. This in itself can be viewed as problematic as the validity 

of these approaches can be questioned. Respondents may be reluctant to 

disclose criminal activity and may over or under estimate their involvement in 

crime. In addition, official records will only capture those who have been caught 

committing an offence. Uggen and Kruttschnitt (1998) employed both these 

methods, they looked at behavioural desistance where respondents' self 

reported criminal activity, coupled with official records which were both obtained 

over a three year follow-up period. Undertaking this method allows for cross

105



referencing of respondents' accounts, combined with official methods, hence 

mitigating unreliable responses.

Questions have been raised with regards to the length of time desistance 

should be studied across. In fact, it has been argued that ultimately desistance 

only occurs with death (Bushway et al 2003; Greenberg 1991; Laub and 

Sampson 2001).

Rather than debate the definitions of desistance and how best this should be 

studied, and over what period of time, Mulvey et al (2004) suggested that 

desistance should incorporate two definitions, one which focuses on desistance 

as an end state and one which focuses on the process of desistance. Doing so 

would alleviate the problems with regards to the different theoretical approaches 

of desistance and allow the two concepts to be looked at separately. 

Researching desistance as an end state will provide an overview of desistance 

over the life course. Evaluating desistance as a process enables researchers to 

evaluate change in behaviour over a given time period, assessing the factors 

and influences that enable the process of change and desistance. Studying 

these different approaches allows researchers to gain an overall perspective of 

desistance, of how people not only reach an end state but also maintain this 

state.

Hser et al (2008) supports the notion of researching desistance as a process as 

it allows researchers to evaluate the individuals' journey of desistance in a 

holistic manner, enabling the evaluation of events along the way which may 

have been an influencing factor on behaviour. Using this approach to study
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desistance would allow research to be carried out over a shorter time frame and 

incorporate those individuals who have been engaging in criminal activity and 

have reached a state of greatly reduced criminality or a negligibly low level of 

criminality for the given time period. One of the important aspects of desistance 

research, whether as an end state or a process is to clarify the definition of 

desistance incorporated in the research in relation to how it will be studied at 

the outset. This will ensure clarity surrounding the fact of whether desistance 

relates to total desistance or a reduction in criminality.

Although there are differences in how researchers define desistance, for 

example, a process or an end state, the absolute definition of desistance as 

defined by the Collins English Dictionary (2009) is to cease from an action, to 

stop or abstain. However, in order to study desistance taking into account this 

definition, research would have to be carried out across the life course. The 

feasibility of life course analysis within the thesis was not possible, hence focus 

will be upon the study of recovery and desistance as a process coupled with 

analysing whether or not over the one year period respondents reach 

desistance as an end state. In addition the end state and process will be further 

considered when analysing oral histories of a further twelve respondents who 

have achieved desistance for a substantial period of time (between 3 and 24 

years).
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Theories of Desistance

When evaluating the literature pertaining to the study of the criminal career 

across time, desistance appears to have been the least studied concept. 

Studies that have been carried out have been varied with researchers 

examining desistance in a range of different ways. These include differences in 

the measurement, types of crimes committed and timeframes for criminal 

activity. However, when evaluating the literature, two oppositional theories 

have been established; general theory which focuses on maturation and 

desistance as an end state and developmental theory which places emphasis 

on the importance of significance of life events and considers desistance as a 

process. In order to carry out a robust evaluation of the desistance process of 

substance misuse it was imperative to analyse these two predominant theories.

General Theory

Desistance from crime is not a new concept, in fact this area was first discussed 

in 1883 whereby Adolphe Quetelet argued that an individual's desire to continue 

to commit crime declines with age: 'due to the enfeeblement of physical vitality 

and the passions' (cited in Brown & Miller 1988 pp. 13).

Early studies in criminology observed an age-crime curve (see Fig 1) whereby 

there was a sharp increase in the rate of crime during mid-adolescence followed 

by a sharp decrease in early adulthood. When plotting aggregate rates of crime 

against the curve it shows four distinct components of criminal activity (1) a 

rapid increase in mid-adolescence (2) a peak in the curve in late adolescence
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(3) a precipitous decline in early adulthood and (4) a gradual, monotonic decline 

thereafter and throughout the life course (Blonigen 2010).

Fig. 1 -A graphical representation of the age-crime curve
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Note. This graph of the age distribution of crime was reproduced from Moffitt 
(1993; p. 675), which was originally presented by Blumenstein, Cohen and 
Farrington (1988) in "Criminal Career Research: Its Value for Criminology"   
Criminology (p. 11), and depicts arrest rates by a according to the United States 
Federal Bureau of Investigation.

The original observation of the age-crime curve came from Goring (1913) 

whereby a statistical account of the age-crime distribution was provided. During 

this time it was suggested that age represents an important etiological factor in 

crime. This age-crime variance was then developed by Hirschi and Gottfredson 

(1983) to develop a general theory of crime. This general theory of crime views 

desistance in its definitive sense. Namely, they focus on the end state of
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offending rather than evaluating the process that leads to desistance. 

Desistance from this perspective is studied in the dictionary definition of the 

word - to stop or cease behaviours (Collins English Dictionary 2009), hence it is 

a permanent end state. Hirschi and Gottfredson (1983) argue that explanations 

for crime and desistance from crime are consistent across all kinds of criminal 

behaviour. This general theory is based upon age distribution. They studied a 

variety of behaviours and found that criminal behaviour peaks in the late teens 

to early twenties and then steadily declines as people reach their sixties and 

seventies. In addition they also argue that low self control is the only risk factor 

to explain crime across all ages. Furthermore, they suggest that desistance 

from this standpoint is viewed as general and universal.

This theory was further evaluated by Gottfredson and Hirschi (1990) who 

suggested that in order for individuals to continue to commit crime there is a 

need for them to have an opportunity to engage in this behaviour, and for them 

to be unable to resist the benefits and gratification that continuing committing 

crimes provides them with. They further suggest that these factors of benefits 

and gratifications can be attributed to all criminal acts regardless of the 

seriousness of the crimes involved. The explanation provided by Gottfredson 

and Hirschi to justify this theoretical stance was based upon the perception of 

individuals possessing criminal propensity. They postulate that socialisation 

and the development of social control is required during childhood for the child 

to recognise that deviant behaviour is unacceptable. If social control is 

achieved, it is believed that criminal propensity will not develop. They further 

stated that this criminal propensity can change up to the age of ten, however
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following this age criminal propensity becomes resilient and unlikely to change. 

It is also argued by Gottfredson and Hirsci (1990) that crime decreases with age 

irrespective of the criminal propensity. They state that there is no difference in 

the decline in crime with rates or seriousness of the offence. Criminality 

reduces with age in a universal manner.

The overall theoretical impetus for this general theory of crime is in relation to 

costs and benefits. It is proposed that 'the existence of any item of behaviour is 

prima facie evidence that its benefits exceed its costs' (Gottfreddson and 

Hirschi 1990 pp. 9). This suggests that those who commit crime possess short 

term thinking. Individuals assess the benefits of committing crime at that 

precise moment rather than reflecting on the longer term consequences, which 

is thought to be due to immediate gratification. Gottfredson and Hirschi argue 

that these criminal acts are appealing to those who do not possess high self 

control due to them not considering the long term consequences attributed to 

criminal behaviour. However they also point out that low self control alone is 

not a precursor for criminal involvement. Opportunity to commit crime is also 

viewed to be paramount to committing the act.

It is believed by Gottredson and Hirschi (1990) that this low self control does not 

only lend itself to criminal acts but other analogous behaviours such as 

substance misuse. They suggest that those with low self control have similar 

characteristics, 'they will tend to be impulsive, insensitive, physical (as opposed 

to mental), risk taking, short sighted and non-verbal' pp 90.
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Desistance is not viewed as a process according to the general theory. Instead 

it something that "just happens" and is unexplainable (Farrell and Bowling 

1999). This would support the concept of maturing out of substance misuse as 

proposed by Winick (1962), whereby it is postulated that individuals simply 

mature out of substance misuse rather than there being an explainable meaning 

attributed to recovery and desistance.

Developmental Theory

The developmental theory of desistance focuses on life circumstances being 

influential in the process of desistance. This approach is otherwise known as 

the life course perspective, and was applied by Sampson and Laub in the 

1990s. This allowed focus within criminology to shift from reasons for offending 

to evaluating the dimensions of offending over the life course, namely 

continuation of crime and desistance from crime (Sampson and Laub 1992). In 

1993 they then attempted to give explanation to the desistance process from 

the life-course perspective associated with classical social control/bonding 

theory.

Rather than evaluating desistance as an end state as proposed by general 

theorists, development theorists are concerned with the process of desistance 

to explain why there are changes in the patterns of criminal activity across the 

life course. Desistance as part of a developmental process was first addressed 

by Matza (1964) who conceptualised the notion of 'drift'. Matza suggested that 

delinquents get caught between deviant sub-cultures during adolescence and 

the social bonds of adulthood. When adulthood is reached and different roles
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are attainable, the majority of adolescents move away from committing criminal 

offences. Following this, Trasler (1979) suggested that turning points in one's 

life can encourage a move away from criminal behaviour. Trasler further stated 

that these turning points were sources of achievement and satisfaction such as 

employment, marriage and children, it was suggested that these events may 

precipitate desistance due to individuals' moving away from the peer group they 

were involved in with regards to committing crime. Developmental theories 

assess not only desistance from crime but also evaluate why and how this 

process of desistance occurs and is achieved. The two major theorists within 

this area are Sampson and Laub (1993, 2003) and Moffitt (1993, 1994) whose 

research into this area will be discussed in the next section of the chapter.

The major difference between the general theory and the developmental theory 

is with regards to the change of the individuals' situational life factors over time. 

Sampson and Laub (1993) argue that studying crime, and desistance from 

crime purely based upon explanations from childhood and adolescence is very 

limiting. The developmental theory is based upon informal social control and 

how these controls (family, employment and the community) could have an 

effect on criminality (Sampson and Laub 1990).

In essence the developmental theories consider all aspects of the life of the 

person committing crime and evaluates throughout the life course how informal 

social control can have an impact on offending. Sampson and Laub (1993) 

focused their research upon a definition provided by Elder (1985) whereby the 

developmental theory was defined as the study of
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Pathways through the age differentiated life span, 
concentrating on expectations and options that impinge on 
decision processes and the course of events that give 
shape to life stages, transitions and turning points (pp.17)

These events as discussed by Sampson and Laub (1993) are referred to as 

trajectories and transitions throughout the life course. Trajectories include the 

long-term pathways of development over the life course, and transitions are 

shorter term significant events such as marriage or employment and are 

therefore termed as turning points. When assessing criminal behaviour it is 

believed that to incorporate these trajectories and transitions there is a need to 

carry out longitudinal research in order to assess change. This evaluates if any 

trajectories and transitions were not only present, but also had a significant 

impact on their criminal behaviour.

Sampson and Laub (2003) reinforce the importance of studying desistance 

across the life course by stating

Offenders desist as a result of individual actions (choice) in 
conjunction with situational contexts and structural 
influences linked to key institutions that help sustain 
desistance. As such we argued that desistance is a 
process rather than an event, and it must be continually 
reviewed. This fundamental theme underscores the need to 
examine individual motivation and the social context in 
which individuals are embedded, (pp. 171)

Hence the developmental approach suggests that desistance is not a universal 

process, but instead should be viewed as individualistic and evaluated as such 

incorporating all aspects within their life rather than the end product of 

desistance as suggested by general theorists.
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Moffitt (1993) also supports the developmental theory and consequently 

developed a taxonomy which evaluates the developmental theory from the 

perspective of two distinct groups of offenders who are viewed as unique and 

differ throughout their life course. This perspective provides an explanation of 

both persistence and desistance from crime. The two groups identified by Moffit 

are (1) Life course persistent (LCP) and (2) Adolescent limited (AL). Moffitt 

believes that those who fit into the LCP category offend due to 

neuropsychological deficits. Those within the AL group are motivated by an 

inconsistency between biological development and social expectations. Moffitt 

believes that LCP's behaviour starts early in life, crimes committed are varied 

and wide ranging (including violence) and these criminal acts are persistent 

across the life course. Moffitt states that the LCP group can be identified early 

in life due to these neuropsychological dysfunctions. Furthermore early 

identification of the LCP group is said to be due to symptoms being present 

regarding these neuropsychological deficits including 'hyperactivity, impulsivity, 

low self-control and difficult temperament' (Farrington 2003, pp. 224). These 

dysfunctions are said to manifest in childhood. Individuals who display these 

dysfunctions fail to learn pro-social behaviour and hence display negative 

behaviour.

In contrast, the AL group of offenders are believed to engage in behaviours 

which represent maturity including sexual intercourse, smoking and drinking. 

Moffitt suggests that this group make up the majority of juvenile offenders, and 

that offending is generally confined to teenage years. Attribution of offending
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with the AL group is due to the adolescent gaining autonomy and personal 

independence. The main difference between AL's and LCP's is in relation to 

the absence of neuropsychological problems. Moffitt's theory also states that 

when AL's enter adulthood they have the propensity to assume legitimate roles 

in life and therefore stop committing offences.

The developmental theory supports research carried out within substance 

misuse discussed in the previous chapter whereby explanations of recovery and 

desistance include experiencing significant life events which further enabled the 

individual to address their substance misusing behaviour over time.

Research

Having discussed the definitions and descriptions of the end state and process 

of desistance and the theories attributed to desistance, it is now possible to 

discuss previous research carried out from a criminological perspective. 

As outlined in the introduction, the current knowledge base of desistance is 

heavily weighted towards criminality with much variability in the way desistance 

is measured (Bushway et al 2001). Research has used a range of measures 

when evaluating desistance such as qualitative assessments based on 

offenders' perceptions of the reasons they desisted (Shover 1983; Sommers et 

al 1984); quantitative measures of criminal thinking styles (Walters 2002); 

qualitative life histories (Steffensmeier and Ulmer 2005) and hazard models to 

access time to failure (persistence/desistance) (Uggen and Kruttschnitt 1998). 

There are also differences with regards to the type of criminals studied. Some 

researchers have concentrated on relatively minor offences such as those
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related to cannabis use (e.g. Maume et al 2005; Warr 1998) whereas others 

have focused on offenders who have a long history of serious criminal 

involvement (Sampson and Laub 2003; 1993). In addition, time intervals used 

to study desistance have been varied. Some researchers have examined 

desistance over the life course, others have concentrated on adolescence and 

furthermore, some have focused on a set period of time.

Consequently, it is possible to suggest that there are marked differences and 

variation in the research carried out. In turn, this has an impact on defining 

desistance. The research evaluated within this section will focus on the major 

theories of the two opposing criminological perspectives to provide a robust 

evaluation of research carried out from both the general and developmental 

aspects. When carrying out a literature search on criminal desistance the 

studies included in this section repeatedly appeared within these searches and 

appeared to have made a major contribution to knowledge within the study of 

desistance from crime.

One of the first studies of criminal desistance was undertaken by Glueck and 

Gleuck (1940; 1968) who carried out a study based on juvenile delinquency. 

They undertook a thorough psychological, social and criminal investigation of 

1,000 Boston males selected from two reform schools in Masachusetts, 

combined with 500 non-delinquent males selected from the Boston public 

school system. Each delinquent was matched to a non-delinquent, dependent 

upon age, ethnicity, IQ and neighbourhood economic status. They were first 

interviewed at age 14, then again at ages 25 and 32. The research targeted
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serious, persistent offenders during adolescent years, allowing an opportunity to 

assess patterns of continuity and change in crime. The study found that 

virtually all 510 reformatory inmates had backgrounds in serious anti social 

conduct. Glueck and Glueck suggest that this finding confirmed 'the early 

genesis of anti social careers' (pp 143).

Following this, Sampson and Laub (1993) attempted to look at variation in 

criminal behaviour over the life course taking into account onset, maintenance 

and desistance periods. They re-analysed the data from the Glueck and Glueck 

study, and found that marital attachment and job stability significantly affected 

the reduction in offences during adulthood. In 2003 Laub and Sampson further 

analysed Glueck and Glueck's data and carried out follow up's with participants. 

The purpose of the study was to accomplish three main tasks: (1) the collection 

of criminal records at both state and national levels; (2) the collection of death 

records at both state and national level and (3) finding a subset of the original 

sample from the Glueck study to carry out interviews with. This study enabled a 

reconstruction of the criminal careers of men from their childhood in Boston up 

to the age of 70, and provided an account of the development of crime over 

virtually the entire life course. A major finding of the research was that 

offending declined with age for all offender groups, regardless of whether these 

were high or low rate offenders. Another area evaluated was with regards to 

changes in life circumstances and whether these circumstances act as turning 

points to influence criminal activity. Laub and Sampson reconstructed the 

professional, military and marital history of the Glueck data by carrying out face 

to face interviews using the life history calendar method for 52 men. The
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findings showed that when the men were either employed, in the military or 

married they tended to commit less crime. In addition, during the follow up 

interviews they found that parenting played an important part in the decision to 

desist from crime.

More recently, Blockland et al (2005) carried out a study based on criminal 

careers over a 60 year period. This study examined the impact that life events 

had on criminal behaviour, including marriage and employment. They then 

tested whether the effects of these events differentiated between age groups. 

Finally they examined the extent to which the age-crime relationship can be 

explained by age-graded life events. The research showed a strong 

relationship between age and crime at the individual level and showed a 

variation amongst individuals. In addition their findings supported that of Laub 

and Sampson (1993) whereby life circumstances and events were found to 

have an effect criminal behaviour.

Another major study to evaluate desistance from crime was carried out by 

Maruna (1997). The Liverpool Desistance Study was an attempt to clarify the 

process of desistance through studying ex-prisoners. Maruna carried out 

snowball sampling for this study in order to gain experiences from individual's 

who had been released from prison. The idea behind the study was to have 

two samples, persisters and desisters. The two groups were matched with 

similar profiles for age (average 30 years), criminal records (around 3 years in 

prison) and basic demographics (school leaving age of 16, were arrested for the 

first time at 15 and went to prison for the first time at 20). The focus of the study
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was to obtain life histories from the participants. It was found that the persisters 

were indeed continuing to commit crimes and the desisters were making a 

conscious effort to stop offending and had been attempting to 'go straight' for at 

least a year. The findings showed that there are patterns with both groups. 

With regards to persisters, it seems they believed they are 'doomed to 

deviance', their life histories reflected their acceptance of criminality and they 

viewed committing crime as being outside their control. Persisters did not have 

any long term goals and possessed short term thinking. In conclusion, peristers 

described their life in deterministic, mechanical terms and discussed being 

caught up in a cycle of poverty, stigma and criminal associates. The group of 

desisters were found to posses some form of cognitive distortion. Criminal past 

was largely denied, desisters' consistently used the term 'it wasn't the real me', 

'it wasn't who I really was.' Secondly another pattern with desisters seemed to 

be with regards to 'making good', namely desisters frequently mentioned terms 

such as 'if I can stop one person', 'by showing one' and so forth. Lastly the 

study found that desisters' wanted to perform an act of rebellion. Although the 

desisters vision is to better themselves they see conformity and desistance as 

the ultimate form of rebellion as they have escaped the system (Maruna 1997).

The above research and the research carried out by Mclntosh and McKeganey 

(2000a) and Best et al (2008) supports the developmental theory whereby 

significant life events and informal social control contribute to the desistance 

process.
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The developmental theory has not been without criticism. Numerous 

researchers have criticised the developmental approach and its focus on 

transitions and turning points as an explanation for desistance. McCord (1990) 

argues that events such as employment, marriage and education should not be 

viewed as the ultimate explanation for desistance. Furthermore, researchers 

have suggested that the way people respond to these significant events/turning 

points may differ significantly across gender, age, race, prior experiences and 

personality (Cowan 1991, Rutter 1996). Graham and Bowling (1995) showed a 

difference between gender, turning points and desistance. They found that 

females experiencing significant turning points were more likely to desist from 

crime than males. However to counteract this criticism, Sampson and Laub 

(1993) reinforced that although turning points may have a significant impact on 

offending behaviour, there also needs to be commitment and motivation on the 

part of the individual in order for them to desist. West (1982) suggests that 

desistance is not purely attributed to these informal social bonds but instead on 

the strength, quality and interdependence of these ties.

When researching criminal desistance it is important to also evaluate the effect 

prison may have on this process. Piquero et al (2001) carried out a study 

based on data from the Californian Youth Authority and found that without 

incarceration time, ninety-two per cent of the sample appeared to be on a 

desisting trajectory by their late 20s. However when individuals' had 

experienced incarceration seventy-two per cent of the population showed a 

pattern of desistance without any significant life events. Desistance was due to 

maturation rather than significant life events, hence supporting the general
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theory of desistance.

Within the general theory of desistance Hirschi and Gottfredson (1983) 

examined criminal behaviours and showed that the age distributions of 

behaviours such as arrests, convictions, prison infractions and motor vehicle 

accidents are similar. In addition the rate of the behaviour peaked in their late 

teens to early 20s, then steadily declined into their 60s and 70s. They also 

instigated the debate of desistance by stating that when an individual desists 

from crime it is unexplainable and can be viewed as a consequence of maturing 

out of crime rather than being linked to any variable or amalgamation of 

variables currently available to criminology. As with the developmental theory, 

this theoretical standpoint is not without criticism. A major criticism is with 

regards to the methodological flaw. Hirschi and Gottfredson (1983) did not 

study individuals over a substantial portion of their life-course, instead they 

looked at aggregate cross sectional data on age and crime. Doing so does not 

truly test the age-crime theory across the full life course. It is possible that the 

individuals they classed as desisters may have in fact returned to crime at a 

later date.

Another criticism is in relation to differences in individuals. Some people may 

have had relatively low level criminal involvement, whereas others maybe 

'lifetime' criminals. Hence it would be problematic to compare these two distinct 

groups. Elliot et al (1989) criticises the general approach as there is no way to 

determine whether the follow up period is actually long enough to measure 

whether the person has truly become a desister.
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Social Capital

The chapter has largely focused on desistance from crime with particular 

emphasis on two distinct theories: general and developmental. These two 

theories predominantly focus on differing approaches to explain how desistance 

is achieved. However, it is also important to discuss how desistance is 

maintained. Within the previous chapter, the concept of recovery capital was 

discussed which allows individuals to address not only their substance misusing 

behaviour, but to look beyond this and address behaviours and relationships on 

the periphery. These behaviours and relationships are addressed via the 

utilisation of current networks and building upon them in order to facilitate 

change in a positive way. This concept is also prevalent within literature 

surrounding desistance from crime.

Farrall (2002) states 'the desistance literature has pointed to a range of factors 

associated with the ending of active involvement in offending. Most of these 

factors are relating to acquiring 'something' (most commonly employment, a life 

partner or family) which the desister values in some way and which initiates a 

re-evaluation of his or her own life 1 , (pp.11)

Desistance from crime, according to the above quote although can be viewed 

as a process which may include life events to initiate desistance, in order for 

desistance to prevail there is a need for the individual to attribute meaning to 

changes and in essence, reconstruct their lives. This reconstruction involves 

criminality becoming insignificant within their lives.
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To further this debate Maruna and Farrall (2004) made a distinction between 

primary and secondary desistance. They defined primary desistance as the 

achievement of becoming crime free. This concept can also be attributed to 

becoming drug free. Primary desistance can be viewed as the first step of the 

desistance process whereby the individual no longer commits crime or uses 

substances. However, the absence of the behaviour does not evaluate long 

term change, hence the importance of secondary desistance.

Secondary desistance follows on from this and incorporates the individual 

changing their self identity and essentially no longer labelling or viewing 

themselves as criminals. It is important that the individual is no longer labelled 

by society when they stop engaging in any particular behaviour. Becker (1963) 

in his book Outsiders, suggests that although individuals may not be inherently 

deviant, when labelled by society as such they may well go on to lead deviant 

paths. When society labels individuals as deviants or drug users, Becker 

suggests it may be more difficult for them to engage in routine life and are 

therefore more likely to engage in the behaviours that they are labelled with. 

Maruna, Immarigeon and LeBel (2004) argue that research should focus on 

secondary desistance in order for an understanding to be achieved in relation to 

the switch in behaviour from being a criminal to fully re-integrating into 

mainstream society. This reinforces the study carried out by Mclntosh and 

McKeganey (2001) with drug users, whereby they had successfully stopped 

using drugs but stated that in order to remain drug free they felt the need to 

break away from former drug using ties and no longer view themselves as drug 

users. Doing so allows individuals to dispel these previous labels and build
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upon social capital in order to achieve participation and inclusion within 

mainstream society without being deemed to be a criminal or a drug user. 

Criminological research has shown that communities with high levels of 

criminality have very low levels of social capital including damaged relationships 

with friends and family which may deter desistance (Webster et al 2006). 

Therefore in order for desistance to be maintained there is a need to repair 

these relationships and develop social capital. McNeill and White (2007) 

suggest that maintaining a state of desistance can be enhanced by developing 

positive contributions within families and building community ties in order for 

individuals to become positive contributors within communities, instead of 

posing risks to them. Farrall carried out a study of 199 probationers in 2002 

and found that of those who progressed towards desistance (half of the 

sample), the process was not attributed to probation specific interventions but 

instead related to their motivations, coupled with their personal and social 

contexts. This is further supported by Brown and Ross (2010) who state that 

the maintenance of desistance is not simply due to significant life events. They 

suggest that maintenance is also dependent upon personal support, mutual 

trust and validation of the individuals' worth in society as a human being rather 

than an offender.

It is apparent that there are agreements between the arena's of both substance 

misuse and criminology, whereby importance is placed not only on the process 

of ceasing the behaviour but also on the process of long term change and how 

this is maintained.
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Summary

From the discussion pertaining to the definitions of desistance, it is possible to 

deduce that desistance can be studied in two different forms, namely over the 

life course or for a specified amount of time. In addition, desistance is not 

always defined as total desistance but also as a reduction in the studied 

behaviour. This enables desistance to studied as a process to allow evaluation 

of the patterns when behaviour changes.

When comparing this to substance misuse, studying the process of desistance 

is resonant. When individuals are attempting to desist from substance misuse 

they are often prescribed substitute medication to alleviate withdrawal 

symptoms which can be carried out as part of a maintenance program over a 

lengthy time period. To count total desistance (i.e. the use of no drugs at all 

including prescription medication) as an end state would not be possible with 

those who are being maintained on prescribed drugs, or those who have 

stopped using their primary drug but continue to use other drugs. Measuring 

the process of desistance across time within substance misuse would appear to 

be the best approach.

It is apparent that research on desistance from crime has allowed the 

development of two distinct theories. The general theory views deviance as a 

product of risk factors, which they state may predispose a person to deviant 

behaviour. The main cause of desistance from the general theorists 

perspective is in relation to age, namely that individuals' mature out of crime, 

with no influence from extraneous factors. In contrast the developmental
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approach views deviance as something changeable and dependent upon 

circumstances. Developmental theorists suggest that desistance is achieved 

due to significant life events. It should be stated that to explain desistance by 

using these two theories alone would be inept. The discussion surrounding 

social capital suggests that neither maturation or significant life events alone 

foster long term desistance. Instead, other factors and processes may both 

influence and enhance long term desistance. Although the initial stage of 

desistance (primary desistance) from criminality or substances may be 

facilitated due to maturation or significant life events, the secondary 

maintenance stage of desistance may be a more complex process with many 

factors affecting this. Throughout the thesis discussions will incorporate both 

the primary and secondary desistance in an attempt to provide a robust 

understanding of the concept of desistance.

One of the major difficulties within substance misuse is with relation to the vast 

array of terminology used when someone is attempting to address their 

behaviour, and how these terms have different meanings, and hence are poorly 

understood. Within criminology, although there are different theories applied to 

the term desistance, the term and what it means (a change in behaviour) is 

agreed and understood universally. Incorporating this term within the process 

of recovery from substance misuse may allow a better understanding of the 

change of substance misusing behaviour. Namely, recovery could be used to 

explain the overall process of change over time, coupled with the term 

desistance when individuals' experience lulls in their substance misuse using 

behaviour or reach an end state of abstinence and essentially become
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'recovered'.

The thesis focuses on the processes involved in behaviour change when 

individuals are attempting to address their substance misuse. Hence, from here 

on in, the term desistance and recovery will be used to describe any change in 

the individual's substance misusing behaviour. The term recovery refers to any 

behavioural change overtime and desistance refers to periods of non-drug use.
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Part Three

Research Methods

Part three of the thesis provides an overview of the methods used in the research. 
This chapter comprises of two parts. Part one focuses on the methods used in the 
Longitudinal Cohort Survey and Part two concentrates on the methods used in the 
study of Oral histories from those who have successfully desisted from substance 
misuse in the long term
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Chapter Five: Research Methods

Introduction

The aim of this chapter is to provide an understanding of the methods used to 

carry out the study, and provide a sound understanding of the research 

questions posed. The content of the chapter will consist of an explanation of 

the research question, followed by an overview of the research strategy. 

Attention will then turn to an explanation of the methods used before providing 

details surrounding the methods of sampling, the procedure embarked upon 

and ethical considerations.

The chapter will be split into two parts. Part 1 will focus on the methods used in 

the Longitudinal cohort survey and Part 2 will focus on the methods applied to 

the Oral histories.

Research Aims

The aim of the research is to investigate the process of recovery and 

desistance, and the factors associated with this process to determine why, how 

and if people desist from substance misuse. In order to effectively address the 

aim of the research, the following objectives were determined, discussed and 

evaluated to:

  To provide an understanding of the reasons (if any) associated with 
recovery and desistance4

  To provide an understanding why people continue to misuse substances.

4 For the purpose of this study the term desistance refers to periods when respondents are not using 
their primary drug
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  To examine whether people truly desist from substances

  To examine levels of criminality during substance use and desistance

  To ascertain if the general or developmental theory can be used as an 
explanation for desistance based upon the characteristics outlined in 
each theory

The focus of the thesis was to carry out an investigation into the process of 

change among substance misusers engaging in treatment starting the recovery 

process and attempting to desistance. Semi-structured qualitative interviews 

were carried out with respondents (n=45) on initial entry into treatment for a one 

year timeframe. The thesis explores areas within the respondents' lives which 

they feel may have had an impact on the process of desistance. Within 

substance misuse, recovery as a process is the least studied. Rather literature 

largely focuses on treatment outcomes or the effectiveness of pharmacological 

approaches. Studying recovery as a process provides knowledge on how and 

why change is achieved and maintained from the lived experienced of those 

who are 'experts by experience'.

Two pieces of research have been carried out to achieve the broad aim of the 

thesis. Part one consisted of a longitudinal survey which focused on short-term 

desistance and identified triggers for stopping or continuing use, whilst also 

providing a broader understanding of the short-term maintenance of desistance.

Part two consisted of Oral histories which enabled the evaluation of how 

desistance is maintained in the long term, allowing evaluation of factors other
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than significant life events which may or may not help maintain desistance in 

the long term.

The decision to choose two elements of research was based on the fact that 

this would allow a more in depth critical analysis of the process of change. 

Allowing not only the comparison of change when respondents enter treatment, 

but assessing how change occurs over a substantial amount of time and is then 

maintained when respondents have re-integrated into mainstream society. 

Substance misuse is a complex topic with individuals engaging in substance 

misuse for a multitude of reasons. Carrying out both studies enables these 

reasons to be wholly explored, providing a better understanding from the 

perspective of the respondent who is going through the process of recovery and 

desistance.

Part One: Longitudinal Survey

Research Design

Due to the purpose of the study being an investigation into recovery and 

desistance from substance misuse, it was important to devise a research design 

to incorporate the views and experiences of respondents who were substance 

misusers. Bryman (2008) suggests that formulating a research design allows a 

framework to be developed in order to collect and analyse data.

Before embarking on the study it was important to undertake a literature review. 

This was made up of three elements: a review of addictive behaviours to
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provide an understanding of the nature and consequences of addiction, and a 

review of both substance misuse and criminological theories and research 

carried out on recovery and desistance. The literature review indicated a need 

for further research to be carried out to evaluate the process of recovery and 

desistance from substance misuse. Previous research within substance misuse 

has largely focused upon the end state of desistance, whereby respondents 

were interviewed retrospectively after desistance had occurred. It was decided 

that this study would be prospective and would focus on the process of recovery 

and desistance from substance misuse in real time, from initial entry into 

treatment and beyond. Doing so allowed the investigation of the processes and 

factors involved in desistance, evaluating how and why people make a decision 

to attempt recovery and desistance, coupled with a comparison over time of any 

periods of drug use and/or desistance. Hence, allowing the evaluation of cross- 

sectional data, providing a comprehensive analysis of the process of desistance 

from the moment respondents entered treatment and had an intention to desist.

Research Strategy

A qualitative research design was adopted to enable the investigation of 

respondents' experiences of the process of change when attempting recovery 

or desisting from substance misuse. To do so a mixed strategy longitudinal 

design was chosen using a cohort survey. Bryman (2008) suggests using a 

mixed strategy design when there is a need for an insight into the time order of 

variables to allow causal inferences to be made. A cohort survey was used as it 

was made up of people who shared characteristics, namely problematic
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substance misuse. The only entry criteria was willingness on behalf of the 

respondent and recent treatment entry (within the last month).

Carrying out a quantitative analysis of the number of substance misusers that 

desist from substance misuse would not have allowed the process of change 

over time to be measured. Neither would it capture the meanings attached to 

this process along with factors that may facilitate or impede change. Hence it 

was paramount to ensure a qualitative design was utilised to capture the 

information needed to assess the concept of the process involved in recovery 

and desistance from substance misuse.

The information gained from qualitative data was converted into quantitative 

data in order to not only evaluate the process of recovery and desistance, but to 

assess characteristics of respondents against both drug use and desistance.

Rhodes (2000) discussed qualitative research methods with specific reference 

to substance misuse

qualitative addiction research seeks to both describe the social 
meanings that participants attach to drug use and the social 
processes by which such meanings are created, reinforced and 
reproduced (pp. 1584).

The above quote represents the ethos of this thesis. Namely, descriptions 

surrounding the past use of and desistance from substances were acquired 

from respondents at each interview. This allowed the attainment of valuable 

qualitative information pertaining to reasons why people engage in and attempt
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to desist from substance misusing behaviour. Therefore, allowing the 

evaluation of recovery as a process from initial entry into treatment and beyond. 

Thus, providing an overview of the processes, intentions and social meanings 

substance misuse, recovery and desistance has to individuals based upon the 

qualitative data gained from respondents.

Pilot Study

A pilot study with five respondents was carried out to test the questions. During 

this pilot, respondents stated that they found it difficult to focus and to recall how 

much drugs they had used and over what time period. They stated that visual 

representation would enhance memory recall. Collaborative discussion with 

respondents from the pilot study allowed a chart to be developed (see appendix 

2) so that respondents could scale drug use in levels. This allowed visual 

representation of the amount of drug used and length of time drugs were used 

for. When a re-test was carried out, respondents stated that they found recall 

easier as they could visualise their drug use and desistance rather than just 

speak about these periods.

Methods of Data Collection

The findings and discussions are based on semi-structured interviews 

undertaken with respondents who experienced substance misuse and were 

entering treatment with the intention to start the process of recovery and desist 

from substances. Semi-structured interviews were carried out to gain in depth
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information from respondents to determine the processes and factors involved 

when respondents attempted to desist.

Miles and Huberman (1994) suggest that semi-structured interviewing allows 

respondents to place meaning and provide structure to the events that have 

occurred in their lives whilst allowing open and honest discussion due to the 

informal atmosphere semi-structured interviewing affords. Within the study it 

was important to use semi-structured questioning to allow respondents to feel at 

ease and enable them to provide the context and meaning they attributed to 

their drug use, recovery and desistance.

Probing questions were used in order to elicit further information, for example 

when a direct question was asked such as 'Were there any significant life 

events which you feel influenced your drug use?' If the respondent simply 

offered a yes or no a probing question was asked to elicit details of these 

events and the meaning attributed to them.

In order to carry out the prospective survey the calendar method was used in 

conjunction with semi-structured interviewing. Engel et al (2001) and Zahm et 

al (2001) suggested that the calendar method is most useful when carrying out 

studies with individuals who have problematic lifestyles which are chaotic. This 

method has previously been employed with both drug and alcohol users to
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evaluate drug use over time (Day et al 2004 and Searles et al 2000). The 

calendar method was used to plot charts of drug use and desistance over three 

month periods which then facilitated further discussion via semi-structured 

interviewing. Plotting the graphs via the calendar method was collaborative and 

enabled respondents to recall the previous three month events. Belli et al 

(2001; 2004) believes that working in a collaborative manner improves the 

dynamics between the respondent and interviewer by improving communication 

and rapport as well as allowing the respondent to clarify any events which in 

turn leads to more effective data collection.

Procedure

Interviews took place over a period of one year and were split into four interview 

periods, each being three months in length. The interviews lasted on average 

between one to two hours. Interviews were carried out retrospectively in order 

to gain an overview of drug use and desistance during the previous three 

months. Initially, respondents were asked to detail periods of drug use and 

desistance, this was reflected in a graph form at the time of the interview from 

the point of view of the respondent (see appendix 2).

Respondents were asked to rank the amount of drugs used each time they 

participated in drug use, which was dependent upon their own perceptions of 

the amount used based on what they believed to be low, medium or high. A 

number (always starting at one for ease of interpretation) was assigned each 

time a respondent stated that they used drugs or desisted from use. These are 

referred to as drug using periods or periods of desistance. This term was used
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for ease of reference and does not pertain to a specific amount of time. Instead 

it allowed the interviewer to focus on each period of drug use or desistance and 

then ask relevant repetitive questions for each period. There were four interview 

questions in total which were repeated for each period of drug use and 

desistance, allowing information to be gained from the respondents' point of 

view in relation to the events that took place. The four interview questions 

consisted of:

  Within this period can you provide a general explanation of what 
happened

  Did you use any other drugs apart from your primary substance

  Can you describe if any significant events happened during this time

  Did you commit any criminal offences during this period

Using the calendar method to sketch out drug use and desistance over the 

interview period provided an overview of the length and amount of time 

respondents used drugs or desisted. The interview was taped and transcribed 

shortly after. The graphs and transcribed qualitative data was input into a word 

document. An interview timetable was devised (see appendix 3) whereby 

respondents were allocated a number between 1 and 45. The dates of the 

interview were input into the timetable in order to keep up to date records with 

regards to the next interview date of each respondent.

Interviews with respondents were carried out on a one to one basis. Interviews 

were undertaken at a mutually convenient location, usually but not exclusively in
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the respondents' home environment. Where this was inconvenient an office 

within the drug treatment agency was used. Initial contact with the respondent 

was made via telephone for the purpose of introducing the study, asking if 

people still wanted to participate and arranging the first interview. During the 

telephone conversation an introductory statement was used to ensure 

prospective interviewees were briefed on the process and expectations of the 

study. The following areas were discussed. I initially introduced myself, 

explaining that their contact details had been passed to me by their key worker 

from the drug agency due to them agreeing to participate in the study. I 

explained that I was a Phd student and was carrying out research to form part 

of a thesis in relation to substance misuse with the University of Glamorgan. In 

addition I also discussed my background in substance misuse and my current 

employment. I then asked them if they still wanted to participate. Following 

this, I went on to discuss the purpose of the study and explained what level of 

involvement would be required, three month retrospective interviews over a one 

year study period. Respondents were also assured that this was a voluntary 

process and they could withdraw from the study at any time. The research 

questions were discussed to provide an overview and alleviate any anxiety. 

Lastly the subject of confidentiality was discussed, which involved assurance of 

anonymity. I also discussed the importance of respondents reflecting openness 

and honesty with regards to the questions. I then asked if they had any further 

questions before going on to arranging the date, time and venue for the first 

interview.

Interviews were carried out on the basis of a rolling programme, this was due to 

respondents' starting treatment at differing times throughout the year. Using the
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interview timetable enabled me to keep track of dates of interviews and when a 

respondent was due to be contacted for the next interview.

Instruments

A tape recorder was used during all interviews. Interviews were recorded and 

transcribed. In order to gain determinants that influence and enhance 

desistance and drug use there was a need to devise an interview schedule with 

questions which would reflect this. Initially this was piloted with five 

respondents (see appendix 4). The respondents felt the questions allowed 

them to elaborate on previous drug use and desistance and felt the calendar 

method enabled accurate recall of events. The interview schedule consisted of 

four questions which were repeated in the same sequence for each period of 

drug use and desistance for each respondent. Bryman (2008) discussed the 

importance of interview schedules being used in semi-structured interviews to 

ensure that all respondents are asked the same questions in the same 

sequence to enhance validity.

Data Analysis

Following the transcription of all interviews, the data was manually coded to 

allow the formulation of themes through the analysis of quantitative data. This 

coding included information on age, gender, substance used, significant life 

events, other drugs used and criminality. This was then entered into Excel and
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all graphs and charts portrayed in Chapter six and seven were compiled from 

this data.

Sampling

The sample was made up of voluntary recruits from a range of drug treatment 

agencies. The sample was one of convenience as it consisted of voluntary 

participants entering drug treatment centres. The survey was aimed at people 

entering drug treatment with the intention to desist from substance misuse. In 

order to interview those with an intention to desist there was a need to recruit 

respondents who were initially accessing drug treatment. The drug agencies 

chosen were dependent on the geographical area of my employment, which 

changed during the course of the study. Initially drug agencies in South West 

England were contacted followed by drug agencies in South Wales. When my 

employment moved back to South Wales I remained in contact with the 

respondents from the South West and focused on both areas simultaneously.

On entering treatment, the study was explained to service users by their key 

worker who then took their details including a contact number if they were 

interested in becoming part of the study. The respondents were contacted by 

myself and interviewed in a mutually convenient location. At initial contact the 

process of the study was explained in detail including the purpose of the study 

and ensuring respondents anonymity.
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Originally, drug treatment agencies collected 85 contact details of willing 

respondents. This initial sample consisted of 58 males and 27 females of which 

62 were heroin users, 22 were alcohol users and 1 used amphetamines. 

However only 45 stated they wanted to take part. Of the 45 respondents who 

took part in the study there were 31 males and 14 females, the sample was 

made up of 32 heroin users, 12 alcohol users and 1 amphetamine user. The 

age range was split into two groups: 18-29 and 30+, the study consisted of 22 

and 23 respectively. Table 3 shows the characteristics of respondents who 

engaged in the study (n=45).

Table 3 Characteristics of respondents (n=45)

N %

Sex
Male
Female

Main Drug
Heroin
Alcohol
Amphetamine

Age Group
18-29
30+

31
14

32
12

1

22
23

69
31

71
27

2

49
51

Attrition

Due to the chaotic nature of substance misuse high attrition rates were

expected (see Table 4). Thirty-eight per cent of the original sample engaged in

the full one year study period. This was either due to them stating they did not
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want further involvement in the study or that they were unable to be contacted 

due to a change of telephone number. Originally forty five respondents agreed 

to take part, all of which participated in three months of the study. Thirty one 

participated in six months, 25 in four months and 17 in full one year.

Table 4 Attrition of subjects (n=45)

N

One interview 45 100
Two interviews 31 69
Three interviews 25 56
Four interviews 17 38

It should be noted that attrition can have an effect on the representativeness. 

However comparison of the samples shows that the final sample of 17 are 

representative of the original 85, hence any effect would arguably be slight.

Ethics

Before the research commenced ethical approval was applied for and granted 

via the University of Glamorgan Ethics Sub Group. In order to gain ethical 

approval, four principles were adhered to as explained below.

1. Whether there is harm to participants

2. Whether there is a lack of informed consent

3. Whether there is an invasion of privacy

4. Whether deception is involved 

(Dienerand Crandell 1978).
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Harm to Participants

Due to the sensitive nature of questioning, there was a concern that 

respondents may experience psychological harm such as stress which could be 

initiated due to discussing life events. At the start of each interview, 

respondents were assured that they did not have to disclose anything they felt 

uncomfortable with. In addition, they were also assured that if at any point in 

the interview they wanted to stop they could do so. If it became apparent that 

respondents were experiencing distress over a certain situation or asked for my 

advice on any treatment issues, I encouraged them to speak to their key 

worker.

Informed Consent

Before participating in the study all respondents were briefed on the exact 

details, process and expectations of the study via telephone. I explained the 

rationale of the research and what my role would entail. In addition, I also 

briefed respondents on my background and my current employment. I ensured 

respondents fully understood that this was a voluntary process and that they 

could withdraw at any stage. By giving the information prior to the start of the 

study it allowed respondents to make an informed decision whether or not to 

participate based upon the information they received.

Invasion of Privacy

The issue of privacy was discussed during the initial interview and involved the 

reassurance of anonymity and confidentiality. All respondents were given a 

written confidentiality statement (see Appendix 5), which provided a statement
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of confidentiality coupled with reasons whereby confidentiality would be 

breached.

Jones (1985) states the importance of ensuring anonymity whilst carrying out 

qualitative interviews.

In order to generate the most reliable data, the subjects of 
qualitative research must be reassured that their anonymity will 
be protected at all times and that they can speak and behave 
honestly and openly (pp.45)

Following interviews, all respondents were allocated a number (1-45). In 

addition when quotes were used within the text, pseudo names were provided 

for ease of reading. This was fully explained to respondents in order for them 

to understand and feel confident that the information they provided through 

interviews would remain confidential and anonymous.

Deception

There was no deception involved in the study. Respondents knew exactly what

to expect from the study from initial contact and throughout the study.

Limitations

Due to the individuals participating in a treatment programme and in most cases 

receiving substitute medication there may have been an element of under 

reporting of drug use. This could be due to fear that information would be 

passed on to key workers with regards to any continual substance misuse being 

carried out in conjunction with substitute prescribing. Neale et al (2005) stated
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The integrity and honesty of drug users' responses to 
interview questions are often doubted, along with their 
ability to recall events and emotions (pp.1589).

Before engaging in the study, respondents were asked to be open and honest 

when answering questions. At this time they were also reminded that any 

details surrounding current drug use would remain confidential.

Carrying out retrospective interviews with this client group proved difficult due to 

memory recall. Individuals struggled to remember exact amounts of use and 

may have under or over reported use due to this. Being precise with regards to 

the actual amount of days used was difficult for some respondents' hence if this 

was the case respondents were asked to provide an estimate based on their 

recollections.

It was imperative to gain a rapport with the respondents' and ensure they 

understood that information was confidential and anonymous. Bryman (2008) 

discussed the importance of rapport building when carrying out qualitative 

research. Establishing a relationship can be viewed as key to whether or not 

the respondent continues to interact and participate. 

Bryman (2008) states

unless an element of rapport can be established, some 
respondents may initially agree to be interviewed but the 
decide to terminate their participation because of the length of 
time the interview is taking or perhaps because of the nature 
of the questions being asked. 
(pp.201)
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This quote is especially resonant within the realm of substance misuse and 

more so, within the current research. Questions were asked relating to illegal 

drug use and criminal activity. Hence if a rapport was not built at the outset 

there may have been reluctance on the part of the respondent to divulge any 

relevant information. Rapport building during the initial interview was 

paramount in order to elicit valid responses. On initial contact with respondents 

the issue of honesty was discussed and the importance of them giving an 

accurate and true reflection of both their drug use and desistance.

An area of consideration when carrying out the research was with regards to my 

dual role and my expertise in the field of substance misuse. My work within 

substance misuse has involved working within treatment agencies, 

commissioning drug treatment services and working in policy, this could 

potentially attract both negatives and positives to the current study.

Having experience and knowledge within the realm of substance misuse 

enabled me to have a sound understanding of the issues people face. Whilst 

carrying out the study I possessed understanding of substance misuse and the 

difficulties this problematic behaviour can attract, whilst also knowing when to 

use probing questions to elicit further information. In addition, when sensitive 

issues arose I felt experienced to handle the situation with sensitivity and 

empathy, whilst always directing them to seek further advice from their key 

worker. However, as stated by Arber (2006) and Colbourne & Sque (2004), 

although the primary role of the researcher is to glean information in order to
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formulate and report findings, this primary role can sometimes become difficult 

to maintain, especially when an individual is an expert in the subject area. 

The topic of dual roles has been subject to research, in an attempt to show the 

potential effects this can have on qualitative research. Richards & Emslie 

(2000) explored the influence professionals may have when partaking in 

research. Two different qualitative studies were carried out using the same 

questions, focusing on a specific health problem in adults. One researcher was 

a sociologist and introduced himself as such, whereas the other was a General 

Practitioner (GP) who introduced themselves as a non-practising physician. 

The findings showed differences in the responses of the two groups. Those 

who were interviewed by the sociologist were critical of physicians, whereas 

answers within the GP group were less critical of physicians. In addition 

individuals within the GP group took the opportunity to discuss other health 

problems during the interview.

Although the above study highlights concerns over role conflict, ethically it is 

important to disclose any professional interest when carrying out research by 

explaining your professional interests and what this means for the research. 

Before respondents' engaged in the study I disclosed my profession and 

assured the potential respondent that the research was a separate entity to my 

employment, whilst also reinforcing confidentiality. Doing so ensured that 

respondents were not deceived and were giving informed consent before 

participation. When I initially met with the respondents I also reiterated this fact 

and ensured they were comfortable taking part in the research.
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The analysis focused on n=17, which included respondents who participated in 

the full one year study. The reason for choosing this method of analysis was 

based upon the length of time. The ethos of the thesis was to assess recovery 

as a process over time to evaluate any changes in behaviour and determine if 

and why people change. Evaluating n=17 allowed an overview of the 

processes those attempting change went through, enabling the assessment of 

not only drug use and desistance but to examine other behaviours that may 

have influenced change in a positive or negative manner. Doing this over a one 

year time frame allowed comparisons to be sought and enabled a more robust 

evaluation over a substantial time period. To focus solely on the three month 

data (n=45) may have been limiting and could have been viewed as a very 

short period within treatment to asses change.

Results from the NTORS study found that those who were retained in treatment 

for longer had more positive outcomes. In 2005, the National Treatment 

Agency (NTA) started using retention in treatment of over 12 weeks to monitor 

positive outcomes within treatment agencies in England. They based the 

evidence on the previously discussed NTORS and DTORS studies and stated 

that 'Drug treatment is more likely to be effective if clients are retained in 

treatment for over 12 weeks or more, with marked improvements in reducing 

drug use, reducing morbidity and mortality associated with misuse, reducing 

crime and improving health and social functioning' (pp.6)
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Given the fact that research shows improvement in behaviour after 12 weeks in 

treatment, utilising the one year data enabled evaluation of changes relevant to 

the subject area of the thesis.

A limitation to carrying out a study with limited numbers was in relation to 

statistical validity. Due to the high attrition rate, statistical tests were not 

performed. Therefore one cannot form solid conclusions from this data or claim 

statistical validity. The purpose of including a quantitative chapter within the 

thesis was to identify themes and categorise behaviours before exploring this 

information in more depth within the proceeding qualitative chapters

Part 2 - Oral Histories

Introduction

The reaming section of the chapter will focus on the parallel study carried out 

with twelve respondents who participated in oral histories. These respondents 

had been through the process of recovery, achieved desistance and had fully 

reintegrated into mainstream society. Desistance for these respondents ranged 

between three and twenty four years.

Carrying out this research allowed the evaluation of longer term desistance. In 

addition, due to these respondents successfully overcoming their substance 

misusing problems it allowed an analysis of the process of recovery and 

desistance from start to finish. This encompassed not only their reasons for 

initially engaging in drug use, but to investigate the escalation to problematic
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substance misuse, their reasons for desisting, how they overcome problems 

across the course of attempting desistance and the factors that lead to and 

assisted them in sustaining their final desistance.

Research Design

The research design was made up of semi structured interviews, gaining oral 

histories over the life course of their substance misuse. The same research 

design was used with all twelve respondents allowing comparison and 

evaluation of desistance across all respondents. Semi-structured interviewing 

was used to allow respondents to discuss their previous substance misuse in an 

open manner and allow them to provide meaning to their past use in their own 

words. Probing questions were used where relevant, for example if 

respondents did not provide enough information with regards to any aspect of 

their lives, they were asked if they could expand on some details.

Research Strategy

The research strategy employed with case histories was purely qualitative. 

Using qualitative oral histories allowed for the analysis of how change occurred. 

There are three different approaches for the presentation of the analysis of life 

histories: Narrative; Realist and Neo Positivist (Miller 2000). The narrative 

approach consists of the construction of a life history based on a collaborative 

approach between the interviewer and respondent. Analysis is carried out in 

relation to themes that emerge in order to gain perspective and context of the 

respondents' reality. The realist approach is based on grounded-theory. Within
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this approach a hypothesis is formulated at the outset, before interviews take 

place. Carrying out a series of interviews then allows the information gathered 

to be incorporated into theory. Initially interviews are unfocused but become 

more specific over time. Theories are then generated from interview data. 

Within this approach analysis is carried out by categorising the information in 

order to formulate a theory. Within the neo-positivist approach, previous 

literature on the topic guides the interview questions. The approach validates 

pre-existing theory. The overall aim of this approach is to fill gaps in current 

research and provide different perspectives.

On reviewing these three approaches it was decided that the narrative 

approach would be used. Using this approach allowed a construction of life 

stories in collaboration with respondents', ensuring that the interview data was a 

unique representation of the material they provided. The impetus for carrying 

out oral histories was not to develop theory or validate any pre-existing 

literature. Instead, the oral histories were carried out to gain an understanding 

of the processes involved in the achieving and maintaining long term 

desistance. It was important for the respondent to 'tell their story' rather than be 

interviewed with pre-existing conceptions.

It should be noted that oral histories are not without problems. When carrying 

out interviews it was evident that memory recall in some parts of their lives was 

poor. Transcribing the data was sometimes difficult and time consuming due to 

respondents discussing events in an illogical way.
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Qualitative research was paramount with this group of respondents. To 

understand long term desistance, there was a need to understand drug use and 

desistance from the perspective of the respondent. Martin and Stenner (2004) 

argued that when studying the social world there is a need to use qualitative 

research as quantitative research would be too limiting. Hughes (1976) stated 

'human beings are purposeful, goal-seeking, feeling, meaning-attributing and 

meaning-responding creatures (pp 24). Therefore, in order to gain the purpose, 

meaning and context of the lives of respondents there was a need to carry out 

qualitative research by way of allowing respondents to provide an oral history 

whereby they attributed their own meaning to their world, through their eyes.

Methods

The oral histories were carried out to compare and contrast both the process of 

recovery and the end state of desistance over time. Interviews were carried out 

on a face to face basis and all interviews were tape recorded and transcribed 

verbatim.

An essential element when carrying out the interviews was to ensure the 

respondents were comfortable and if need be they understood they could stop 

at any time. This was essential due to the nature of the material being 

discussed. It was paramount that respondents did not become distressed due 

to re-living sometimes painful experiences. Instead of respondents viewing it as 

an answer and question session, I attempted to use conversation to discuss the 

topics. At the end of the interview it was important not to just finish and leave
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the room, but instead to engage in light conversation, usually in relation to how 

far the respondent had progressed. Doing this enabled the respondent to come 

back to the present time, to end with achievement rather than leave the 

respondent distressed about their past.

Respondents were only interviewed on one occasion, it was therefore important 

to gather all necessary information during this time. The interview was semi- 

structured which allowed prompts to be used when further information was 

needed.

Oral histories have been utilised for many years by historians to enable them to 

gain pertinent information about people's lives in such areas as health, family 

life and political involvement (Thompson, 1988; Vansina, 1985; Yow, 1994). 

The use of oral histories allows individuals to describe their feelings and 

provides descriptions of events including emotions, memory, perception and 

identity (Haynes, 2010). Reinharz (1992) suggests that oral histories are similar 

to interviews, the main difference is that oral histories deal specifically with the 

past and involves the individual telling their own life story with regards to a wide 

range of topics.

Sampling

Respondents who took part in the oral histories were gained via the method of 

snowball sampling. Initial contact was made with a drug agency whereby an 

explanation of the study was provided, I asked them to put me in contact with
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people they thought fit the criteria of having desisted for a substantial time 

period. The contact details of one respondent were passed onto me, the initial 

contact was made by telephone. During the telephone conversation an 

introductory statement was used to ensure the prospective respondent was fully 

briefed on the purpose and expectations of the study. I provided background 

information about myself, explained that the interviews would form part of a Phd 

thesis and discussed the level of involvement that would be needed from them. 

Namely, there was an expectation of them participating in a one off interview 

detailing an oral history of their substance misuse. I ensured that they were 

aware of the topic areas to be covered which allowed them to make an informed 

choice on whether or not to participate. I assured them that information 

provided would be treated with confidence and would be made anonymous for 

the thesis. I explained that participation in the study was completely voluntary 

and that they could withdraw at any time. I then asked if they would like to be 

involved. On agreement of involvement a mutually convenient time and place 

for the interviews was set up. I also asked if they knew of anyone else who they 

thought would be suitable to participate. Asking this question provided me with 

a further eleven respondents. Table 5 below illustrates the characteristics of 

those who participated in oral histories.
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Table 5 Characteristics of respondents (n-12)

N %

Sex
Male
Female

Main Drug
Heroin/Opiates
Alcohol
Cocaine
Amphetamine

Age Group
18-29
30+

6
6

7
3
1
1

1
11

50
50

59
25

8
8

8
92

Procedure

The purpose of using oral histories was to gain information from respondents 

regarding their drug using from onset to post desistance. On initial contact an 

explanation of the purpose of the study was given. Respondents were provided 

with a written confidentiality statement which was also explained verbally (see 

appendix 5).

Instruments

A tape recorder was used during interviews, all interviews were then 

transcribed. An interview schedule was used to ensure the same topics were 

covered in the same sequence (see appendix 6). The interview schedule 

consisted of an introductory statement and prompts surrounding each area of 

discussion including background, previous desistance, final desistance, post 

desistance. This was devised solely for the purpose of the interviewer to
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ensure the same topics were covered in the same sequence. When 

respondents start discussing their lives it is sometimes easy to lose focus and 

become engrossed in their stories, hence using this schedule reminded me to 

cover all areas.

Ethics

The ethical considerations were replicated from the Longitudinal cohort survey, 

ensuring the same principles applied, including and ensuring no harm came to 

participants, there was informed consent, there was no invasion of privacy and 

no deception was involved.

Summary Part One

Part one comprised of a longitudinal cohort survey, this was carried out using 

semi-structured interviews utilising the calendar method. The calendar method 

was used through visual representation by plotting charts of respondents' drug 

use and desistance. When carrying out a pilot study with five respondents, no 

visual representation was used, however the respondents who took part in the 

pilot stated that it was difficult to recall events without writing it down, hence 

through collaboration with these respondents a chart was devised to capture 

information in a pictorial way. This chart was compiled at the beginning of every 

three month interview, following which the semi structured interview was carried 

out. The interviews concentrated on all periods of drug use and desistance 

asking repetitive questions each time a respondent stated they had either used 

drugs or desisted from drug use. The questions comprised of four different 

elements:
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General Explanations - Respondents were asked to provide a general 
explanation of what happened over the three month period

Other Drugs Used - Respondents were asked if they used any other 
drug apart from their primary substance

Significant Life Events - Respondents were asked to describe if they felt 
anything significant happened when they used or desisted that may have 
had an influence

Criminality - Respondents were asked if they committed any crime 
during periods of drug use and desistance

The questions were asked for each period of drug use and desistance and 

during each interview over the one year time frame. Doing so allowed the 

evaluation of the process of desistance and the factors that affected this 

process. Due to the transient nature of substance misusers attrition was high 

with thirty-eight per cent of the original sample engaging in the full one year 

study. Data from Part one of the study was coded to enable quantitative data to 

be extracted. This allowed comparison of age, gender, type of drug, drug using 

days, other drugs use, significant life events and criminality to be assessed. All 

data was entered into excel to extrapolate quantitative data.

Summary Part Two

This study was carried out 12 with respondents who had successfully desisted 

from substance misuse on a long term basis (between three and twenty four 

years) and had re-integrated into mainstream society. Undertaking oral 

histories allowed the investigation of long term desistance, evaluating the 

processes respondents go through from start to finish. This allowed the 

comparison of the respondents' process of recovery and desistance across both 

studies to analyse any similarities respondents may have when attempting or

158



maintaining desistance. Qualitative interviews were carried out with these 

respondents whereby they were asked to tell their story based on four different 

components of their life including their background, previous attempts at 

desistance, final desistance and post desistance. This allowed unique oral 

histories to be told from their own experiences.

All data was coded manually, taking into account treatment episodes, age, 

gender and events. Doing this allowed comparisons of the processes 

respondents experienced when attempting recovery and desistance from 

substance misuse.
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Part Four

Results

Part four of the thesis presents the results of the empirical research. This section 
comprises of four chapters, the first of which presents the results of the 
quantitative aspect of the longitudinal cohort survey. The second chapter expands 
upon the quantitative data and investigates categories of drug use and desistance. 
The third chapter focuses on the qualitative data and examines the process of 
recovery. Finally the fourth chapter gives an overview of the results of the second 
study, providing an overview of oral histories of long term desisters.
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Chapter Six: Longitudinal Cohort Survey - Drug Use
Patterns

Introduction

This chapter focuses on quantitative data obtained from interviews with 45 drug 

users entering treatment. The interviews were conducted with respondents at 

three-month intervals over a 12-month period. The overall aim was to examine 

patterns of recovery and to identify factors that influence the recovery process. 

Quantitative data was obtained during the course of the interviews. The aim of 

this chapter is to use this data to (a) find out what happens when drug users 

enter treatment and begin the process of recovery and (b) to identify and 

understand any factors that may affect the recovery process.

The chapter comprises of four sections. In the first section the methods used in 

the research are briefly reviewed to provide the reader with an understanding of 

the process by which the quantitative data were obtained. This is followed by a 

section in which the characteristics of the sample of drug users who took part in 

the study are described. Section three provides information about how the data 

analyses were conducted.

The fourth section is where the results of the quantitative research are 

presented. Section four is split into three sub-sections. The first sub-section 

provides information about how the data analysis was conducted. The second 

sub-section focuses on drug use and examines: (1) the number of periods on 

and off drugs, (2) the length of periods on and off drugs and (3) the use of other
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substances. The main aim here is to examine the process of recovery in terms 

of what happens to respondents' general patterns of drug use upon entry into 

treatment. The third sub-section focuses on lifestyle factors and examines: (1) 

significant life events that occurred in the study period, and (2) whether the 

respondent was involved in any criminal behaviour during that period. The main 

aim here is to examine how lifestyle factors are associated with patterns of drug 

use and the general process of recovery.

Methods of Data Collection

Respondents were recruited to the study upon entry into treatment. This was 

done with the assistance of key workers who explained the purpose of the study 

to the users and, if interest was shown, contact details were taken. The 

respondents were then contacted and interviewed by the researcher in a 

mutually convenient location. All interviews were recorded using a digital 

recorder and transcribed.

The interviews were conducted at three-month intervals over a 12-month 

period. The interviews were completed retrospectively starting with the month 

the drug user entered treatment. The same semi-structured interview schedule 

was used in each interview to identify any similarities, differences or emerging 

patterns in the process of recovery. The periods on and off drugs were plotted 

into charts by the interviewer in collaboration with the respondent (see Figure 

2).
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The need for charts emerged from a pilot study carried out with five 

respondents. During the pilot study, respondents stated that they found it 

difficult to focus on the topic and recall the quantity of drug use over a particular 

time period. Respondents stated that visual representation would enhance 

memory recall. Collaborative discussion allowed the chart to be developed so 

that respondents could scale drug use in levels representing the amount of drug 

use and length of time drugs were used for. Figure 2 below represents an 

example chart used to record drug use and non-use over the three-month 

period that each interview covered.

Figure 2: Example of Chart Used to Record Drug Use/Desistance

M

10

November December January
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In Figure 2, the x axis represents the three-month timeframe, broken down into 

months. A number (always starting at one for ease of interpretation) was 

assigned each time a respondent stated that they used drugs or desisted from 

use. These are referred to as drug-using periods or periods of desistance and 

could be any length of time (e.g. one day or more). The interviewer then 

focused on each period of drug use or desistance and asked relevant questions 

about each period. For example, in Figure 2 above, the respondent reported 

ten discrete periods of use and desistance in total. This can be broken down 

into six periods of drug use and four periods of desistance. The number of 

periods of use and desistance varied across respondents' ranging from one 

period to 365 periods.

Respondents were also asked to rank the amount of drugs used each time they 

participated in drug use. This was based on what they believed to be low, 

medium or high rates of use (based on their own perception) whenever they 

used drugs throughout the study (see y axis). Figure 2 shows that in December 

there was continual drug use for the majority of the month. However, these are 

reflected as different drug-using periods due to the respondent stating that his 

level of drug use changed over time. Drug use and desistance were counted in 

days due to some respondents using or desisting for one day whereas others 

did so for weeks, months or for the whole year. In instances where respondents 

had poor recall they were asked to provide a rough estimate (e.g. roughly 14 

days). The charts provided the basis for each interview undertaken. Each period 

was then discussed separately to gain qualitative information about the periods
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of drug use and desistance. This process was repeated during each of the four 

interviews.

Sample Characteristics

The sample comprised voluntary recruits from a range of drug treatment 

agencies across Wiltshire and South Wales (n=27 and n=18 respectively). 

Table 6 provides demographic information about the initial full sample of 45 who 

took part in the study and Table 7 shows respondents who completed the full 

one year study n=17.

The majority of respondents (n=45) in the study were male (61%). More than 

two-thirds of the sample identified their primary drug as heroin (71%). Just over 

one-quarter of respondents were alcohol users (27%) and the remaining two 

per cent used amphetamines. The mean age of respondents was 31 with a 

fairly even split between respondents aged between 18-29 years (49%) and 

30+ years (51%). The demographic features of this sample reflect that of the 

general drug treatment population, where the majority of individuals are male 

drug users (Welsh National Database for Substance Misuse 2011).
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Table 6: Characteristics of respondents (n=45)

N

Sex
Male 31 
Female 14

Main Drug
Heroin 32 
Alcohol 12 
Amphetamine 1

Age Group
18-29 22 
30+ 23

Table 7 provides demographic information for the final sample who took part in 

the full one year study (n=17). There was a fairly even split between gender 

(males 59%, females 41%). Nearly three quarters of the sample were primary 

heroin users (71%) and the remaining twenty-nine per cent were primary 

alcohol users. Just over half were aged 30+ (59%) with a mean age of 32.5

Table 7: Characteristics of respondents (n=17)

N

Male 10 
Female 7

Main Drug
Heroin 12 
Alcohol 5

Age Group
18-29 7 
30+ 10
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The respondents were divided into four groups on the basis of how long they 

participated in the study. The figures in Table 8 show the rate of attrition within 

the study. Of the 45 respondents who provided an initial interview, sixty-nine per 

cent completed a second interview, fifty-six per cent completed a third and thirty 

eight per cent completed four interviews. This rate of attrition is not uncommon 

among longitudinal studies of hard-to-reach populations such as drug misusers 

(Gossop 1999). The results presented in this chapter focuses on the 17 

respondents who completed all four interviews. The decision to focus on the 

final sample of n=17 is due to these respondents engaging in interviews over a 

longer timeframe (1 year) as opposed to n=45 who only participated in three 

months of the study. Investigating n=17 provides more robust data to enable 

the assessment of the recovery process over time.

Data from the three month interviews (n=45) are tabled in appendix 1 to allow 

the reader to gain an oversight of all respondents who participated in the study 

along with comparison of drug use and desistance on early entry into treatment.

Table 8: Attrition of subjects (n-45)

N

One interview 45
Two interviews 31
Three interviews 25
Four interviews 17
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Data analysis

The analysis was conducted utilising three different methods: Excel, Word and 

Manual Coding.

Results

The results section will be split into two parts. The first section focuses on drug 

use over the study (n=17) and examines prevalence and changes in drug use. 

The second section focuses on lifestyle to investigate the overall process of 

recovery in order to ascertain if there are any factors which impede or enhance 

the process and provide an understanding of what the process of recovery 

involves.

Drug Use

The following section examines two key issues in relation to drug use a) the 

prevalence of drug use over the one year study (n=17), and b) the rate of use 

and desistance from drugs.

Drug-using periods

A period of drug use can range from one day to 365 days. Periods are 

calculated as every time respondents' used or stopped using their primary drug 

of choice as opposed to the actual length of time drugs are used. Using the 

charts created at each interview, periods of drug use were counted manually for 

each respondent. Over the one year study, the mean number of periods of drug
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use was 4.8, with a median of 5 and a mode of 1. Of the 17 respondents who 

completed all four interviews, 14 had periods of drug use and the remaining 

three desisted from their primary drug for the entire one year study timeframe.

To examine this more closely it is possible to look at the number of respondents 

who reported drug-using periods on a monthly basis. Figure 3 below presents 

the percentage of respondents who had a drug-using period (i.e. had used 

drugs) each month over the 12-month study period. The x axis represents 

months and the y axis the percentage of respondents who used drugs based on 

respondents who experienced one or more periods of drug use across the 12 

month study (n=14). The graph shows that during the first four months of 

treatment the number of respondents reporting a period of drug use was higher 

than the number reporting desistance (i.e. there were more drug-using periods 

than desistance). However at month five there is a substantial drop in drug use 

(from 64% of respondents using in month four to 31% in month five). From 

month five onwards the percentage of respondents reporting drug use 

fluctuates a little but it remains lower than the first five months of treatment. 

Overall, the prevalence of drug use dropped from sixty-four percent in month 

one to nine percent in month 12, showing that from month five onwards, 

respondents were having more drug free periods.
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Figure 3: Percentage of respondents reporting one or more drug-using 
periods in each month over the 12-month study period (n=14)
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Identifying the number of periods of drug use demonstrates that a large 

proportion of respondents' continue to use drugs on entry into treatment. 

However, it is clear that, generally speaking, the number of drug using periods 

decreased over time. Although there is evidently a reduction in drug use over 

time, it is also apparent that drug use is still prevalent for the majority of 

respondents (n=14). This shows that recovery and abstinence is not 

straightforward and achieved on initial entry into treatment, but is a process of 

behaviour change over time. This will be further explored and supported when 

investigating the qualitative data.

Drug-using days

During each interview when respondents' reported having drug-using periods,

they were asked to state the number of days that the drug was used for. When
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respondents could not provide an exact length of time, an estimation of time 

was made. Among the 14 respondents who reported having drug-using days 

over the 12-month study period, the mean number of drug-using days was 105, 

ranging from 1 day use to 365 days use. This therefore means that 

respondents were using drugs, on average, less often than they were not using.

To explore this further, it is useful to examine the mean number of drug-using 

days per month over the 12 month period among the 14 respondents who 

continued drug use. Undertaking this calculation is useful to assess the process 

of recovery over time. Calculating the mean number of days per month 

illustrates any patterns involved in the recovery process and indicates whether 

respondents' drug use lessened over time. Figure 4 illustrates that there is a 

constant fluctuation in the mean number of days drugs were used. Of note is 

the fact that the mean was always less than nine days per month and that the 

number of drug-using days was lower at month 12 than in month one. It is 

interesting that there is a rise and fall of drug use with every three month 

interview period throughout the twelve months. Month one, four, seven and ten 

are consistently high with the proceeding two months dropping following each 

month of high use. This point will be further investigated when analysing 

qualitative data in chapter eight. However, interim findings suggest that 

respondents recognise when their drug use is spiralling out of control and 

attempt to address this and move back towards either a lower level of drug use 

or desistance.

171



The mean number of drug using days was calculated among those respondents 

who used drugs (n=14).

Figure 4: Mean number of drug-using days per month over the 12- 
month study period n=14

Mean number of drug using days over
12 months

mean drug using 
days

10 11 12

Following investigating drug using days, characteristics of respondents who 

reported having drug-using days were identified in an attempt to gain an 

understanding of whether certain groups are more likely to continue using drugs 

than others (see Table 9). When looking at gender, females were more likely 

than males to report having had drug-using days (86% compared with 80%). 

However, males reported more drug-using days than women (mean of 150 

compared with 3.8).
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Table 9: Characteristics of respondents reporting drug-using days 
and Desisting (n-17)

Sex
Male
Female

Main Drug
Heroin
Alcohol

Age Group and Sex
18-29
Male
Female

30+
Male
Female

Desistance 
N

2
1

3

1

1
1

Drug Use 
N

8
6

9
5

4
2

4
4

Total 
N

10
7

12
5

5
2

5
5

Unbroken desistance

Having looked at drug-using periods and drug-using days it is possible to 

surmise that during the course of the study, respondents' drug use decreased 

and periods of desistance increased. However, looking at the number of days 

respondents' desisted does not provide the whole story. It does not, for 

example, say anything about the duration of any period of desistance. It is 

therefore useful to assess whether respondents had any unbroken periods of 

desistance during this time. For the purpose of quantifying the data the term 

'unbroken desistance' is defined as any period of continual desistance from 

primary drug use for 30 days or longer. Any time a respondent desisted from 

drug use for over 30 days was included in the calculation. Before investigating 

unbroken desistance, it should be noted that over three quarters (n=13) of 

respondents had more than one period of unbroken desistance. Table 10
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illustrates periods of unbroken desistance experienced per respondent. This 

provides insight into the process of desistance and will be further investigated in 

the next chapter to ascertain the specifics surrounding this.

Table 10: Total Periods of Unbroken Desistance (one period = 30 days)

N

One Period 6
Two Periods 7
Three Periods 3

Total 16

Of the 17 respondents who participated in the full study, 16 experienced a 

period of unbroken desistance at some point (i.e. a drug-free period of 30 days 

or more). The mean length of periods of unbroken desistance was 1.7 months. 

Table 11 illustrates the percentage of respondents' reporting periods of 

unbroken desistance each month across the one year study period. The 

measurement of unbroken desistance is based on the respondents' longest 

period of unbroken desistance across the year.
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Table 11: Percentage of respondents reporting periods of unbroken 
Desistance over the 12-month study period (n=16)

N %

Month
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten
Eleven
Twelve

1
1
2
1
0
1
3
2
0
0
2
3

6.3
6.3

12.5
6.3

0
6.3

18.8
12.5

0
0

12.5
18.8

Total 16 100

Notes: When respondents reported more than one period of unbroken desistance, the longest 
has been used in this table.

Table 11 provides an overview of respondents who desisted consecutively for 

30 days or more during the one year study. The figures show that more than 

half of respondents who desisted had done so for the majority of the year (i.e. 

more than six months). It is also possible to calculate whether the periods of 

desistance fluctuated over time. Table 12 shows that out of those respondents 

who experienced more than one period of unbroken desistance (n=10), nearly 

three quarters of respondents' periods of desistance grew longer over time, 

whereby their length of desistance increased each time they desisted. For 

example, one respondent initially had a period of unbroken desistance for 30 

days and then used drugs. Following this they then desisted for a further seven 

months. Twenty per cent experienced the same length of desistance on all
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occasions and ten per cent of respondents' periods of desistance became 

shorter. The data provided in Table 12 would infer that respondents' attempting 

desistance were achieving longer periods of desistance as time went on. This 

illustrates that recovery although may not be achieved in the short term, is a 

process which is continually strived for which is illustrated by the respondents 

whereby a brief return to drug use was followed by a longer period of 

desistance.

Table 12: Rate of desistance when respondents experienced more than 
one period of unbroken desistance (n=10)

Total 
_____________________N_____________________
Shorter 1 
Longer 7 
Consistent 2

Total 10

Having established that the majority of respondents experienced periods of 

unbroken desistance, it is possible to evaluate the characteristics of those who 

desisted to provide an understanding of the gender, age and substances of 

those who are more likely to desist. Of all respondents who participated in the 

study, ninety per cent of all males experienced periods of unbroken desistance 

compared with one hundred per cent of all females. Table 13 below provides 

an overview of the characteristics of those who experienced periods of 

unbroken desistance.
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Table 13: Characteristics of respondents reporting periods of 
unbroken/no unbroken desistance (n=17)

Sex
Male
Female

Main Drug
Heroin
Alcohol

Age Group
18-29
30+

No Unbroken
Desistance
N

1

1

1

Unbroken
Desistance
N

9
7

11
5

7
9

Total

N

10
7

12
5

7
10

Use of other drug types

Over the course of the 12-month study period, respondents were asked if they 

used other drugs during periods of drug use or desistance from their primary 

drug. Over half of all respondents used other drugs at some point throughout 

the study period. This question was asked to ascertain if respondents truly 

desisted or substituted their primary drug for other drug types. The main other 

drugs used were cannabis and alcohol (see table 14).
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Table 14: Characteristics of respondents using other drugs in 
combination with their primary drug (n=9)

Sex
Male 7 
Female 2

Main Drug
Heroin 9 
Alcohol

Other Drug
Cannabis 3 
Cannabis & Benzodiazepine 1 
Alcohol & Benzodiazepine 1 
Alcohol 3 
Cannabis & Amphetamine 1

Age Group
18-29 4 
30+ 5

Total 9

Table 14 presents the demographic characteristics of respondents who reported 

using others drugs in combination with their primary drug. The figures indicate 

that those respondents who used other drug types in combination with their 

primary drug type were predominantly male, heroin users aged 30 or older. 

These respondents were mainly using cannabis or alcohol in addition to or as a 

substitute for their primary drug. It should be noted that these figures are only 

indications and not statistically validated. The following two chapter will provide 

more in depth qualitative analysis.
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Figure 5 investigates the use of other drugs throughout the one year study. 

Although the percentage of other drug use is lower in month 12 than in month 

one, the use of other drugs increases and decreases across the year. This 

shows that although respondents have lengthy periods of unbroken desistance 

from their primary drug, there is a high prevalence of the use of other drugs. 

This will be investigated further in the next chapter to evaluate the reasons 

surrounding the use of other drugs and how it relates to the recovery process.

Figure 5: Percentage of respondents reporting other drug use by 
month
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The figures in Table 15 indicate that the use of other drug types was highest 

when respondents were also using their primary drug. Indeed, seventy-eight per 

cent of respondents reported using other drugs at the same time as their 

primary drug. However, prevalence of other drug use was lower during periods 

of desistance from primary drugs. Just under a quarter of respondents reported 

using other drugs during periods when they were not using their primary drug
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type which illustrates that the majority of respondents within the study were 

using other drug types.

Table 15: Use/No use of other drugs during periods of desistance and 
drug use (n=17)

Other drug used No other drug used

___________________N_____________N__________
Use of primary drug 7 7 
Desistance from primary drug 2 1

Total 9 8

Two respondents' desisted from their primary drug of choice but substituted this 

drug with another substance. These two respondents were both male heroin 

users aged 30+. The other drugs used as substitutes were benzodiazepines 

and alcohol in combination, and cannabis and benzodiazepines in combination.

Significant life events

During the course of the interview, respondents were asked to report whether or 

not they had experienced any significant life events (e.g. marriage, divorce 

unemployment, imprisonment). The aim of this question was to assess if and 

how such events affect the process of recovery among people entering 

treatment. Previous research has shown that such events could either hinder 

or assist recovery (Mclntosh and McKeganey 2000b).

For each period of drug use or desistance, respondents were asked if there had 

been any significant life events during that period with all respondents' (n=17)

discussing at least one period of drug use or desistance. Table 16 illustrates
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the number of respondents who reported significant life events at some point 

during the 12 month study. When respondents' reported having more than one 

significant life event the most frequent event was used. This was recorded via 

manual coding and assessment of the qualitative interview data provided in 

relation to these events. Three-quarters of respondents reported they had 

experienced a significant life event which they felt had influenced desistance. 

The remaining twenty-five per cent stated that they did not experience a 

significant life event when they desisted from their primary drug. This was 

established via qualitative interview data which will be drawn upon in Chapter 

seven.

Table 16: Proportion of respondents reporting significant life events 
during periods of desistance and drug use

Significant event
No significant event

Desistance

N
12
4

Drug use

N
8
6

Total 16 14

The analysis of significant life events is divided below into two sub-sections 

below. In the first sub-section, the analysis focuses on periods of drug use to 

provide preliminary exploration to evaluate if and how significant life events are 

associated with continued use. The second sub-section focuses on periods of 

desistance to explore if and how significant life events are associated with 

desistance from drug use.
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Periods of drug use

Fourteen respondents' reported having drug-using periods during the 12-month 

study period. Just under half of the respondents n=6 who used drugs during 

the study could not pinpoint a specific reason for this use. These respondents' 

reported not wanting to remain drug users for the rest of their lives and felt it 

was time to change. However, they described experiencing lapses (temporary 

periods of use) triggered by no particular event, which they continued to 

address throughout the study period.

Just over half n=8 of respondents who had drug using periods reported that 

they had experienced significant life events that was directly linked to their drug 

use. Significant life events were manually coded based upon their most 

frequently reported event stated during drug-using periods. From this coding, 

significant life events experienced by respondents can be split into four diffierent 

areas: relationships, health, special events (for example, Birthdays or 

Christmas) and withdrawals from drugs. Table 17 below illustrates categories 

of significant life events experienced.

Of all the significant life events recorded among respodents who experienced 

an event at some point, the main event that respondents' stated influenced their 

drug use was relationships (including relationships with family members, 

partners and friends). Nearly two-thirds of respondents' reported that 

relationships had an effect on their drug use. Of the respondents who reported 

significant life events, the majority viewed the event as negative (see Table 17).

182



Table 17: Categories of significant life events reported over 12 months 
by respondents who had experienced drug-using periods and 
life events associated with these periods (n=8)

Events
Relationships
Health
Special Events
Drug Withdrawals

Positive 
N

1

Negative 
N

5
1

1

Total 
N

5
1
1
1

Total 8

Table 18 provides information about the characteristics of those who 

experienced significant life events when using drugs. The figures show that the 

majority of respondents' experiencing significant life events which influenced 

drug use were male alcohol users aged 30+ users.

Table 18: Characteristics of respondents who reported drug-using 
periods and who experienced significant life events 
associated with these periods (n=8)

Yes life event No life event Total

Sex
Male
Female

Drug
Heroin
Alcohol

Age
18-29
30+

N

5
3

5
3

3
5

N

5
4

7
2

4
5

N

10
7

12
5

7
10
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Drug-free periods

Of the respondents who experienced desistance during the course of the study 

(n=16), five reported that their desistance was not related to a significant life 

event. The reasons given by these respondents were in relation to maturity and 

self motivation rather than a positive or negative event occurring. The 

respondents could not pinpoint a reason for desisting from drug use, they felt 

that it was simply time to change.

Of the respondents who desisted, eleven respondents') stated that they 

experienced a significant life event which assisted in their decision to desist 

from drugs. The significant life events reported can be split into three different 

categories; Relationships, health and employment. The main signifcant event 

reported to precipitate desistance was relationships. Table 19 provides an 

overview of the categories of significant life events experienced which 

respondents felt influenced their desistance.

Table 19: Categories of significant life events reported by respondents 
with drug-free periods that were associated with events

Events
Relationships
Health
Employment

Positive 
N

4
1
1

Negative Total 
N N

5 9
1
1

The table indicates that there is no significant difference in the impact positive 

or negative life events have on desistance and drug use. However, it is evident
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that significant life events have an impact on behaviour which will be further 

explored within the next chapter.

Over half of the respondents (n=5) felt that the significant life event, although 

undesirable at the time (e.g. the loss of a relationship), was positive on 

reflection as it encouraged them to address their drug-using behaviour. The 

adverse event provided the motivation to desist. Respondents reported an 

intention to turn the events into something positive (e.g. by gaining informal 

social control and repairing the fractured relationship). This shows that 

recovery may be facilitated due to individuals experiencing an event such as 

losing a relationship or deteriorating health. However, as recovery progresses, 

respondents then felt this had become a positive factor in their lives, namely 

that from a negative event a positive outcome had occurred (i.e. desistance).

Table 20 compares characteristics of those who experienced significant life 

events as a precursor to desistance.
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Table 20: Characteristics of respondents who had drug-free periods
and experienced significant life events associated with those 
periods (n=11)

No life event Yes life event Total

Sex
Male
Female

Drug
Heroin
Alcohol

Age
18-29
30+

N

4
2

5
1

3
3

N

6
5

7
4

5
6

N

10
7

12
5

8
9

Criminal Activity

It is widely accepted that there is an association between drug misuse and 

criminal behaviour and that criminal behaviour tends to decrease during periods 

off drugs (Bennett and Holloway, 2007; Ball et al 1981). However, far less is 

known about the process by which this occurs. During the course of the 

interviews all respondents were asked about their participation in criminal 

behaviour over the previous three months. The main aim was to determine what 

role, if any, crime plays in the recovery process. This section examines the 

proportion of respondents who reported committing crimes, the types of crime 

committed and the characteristics of those who reported committing them.

Over the 12-month study period, just over one-quarter (n=5) of respondents 

reported committing crime. Of this, two-fifths (n=2) stated that they had 

committed crime constantly throughout the year. A further two-fifths (n=2)
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reported committing crime half way through the one year study at a time when 

their drug use started to escalate. The remaining one respondent stated that 

they had committed crime in only the first three months of treatment.

When evaluating the respondent whose criminal activity stopped after three 

months of treatment, their primary drug use and use of other drugs also 

declined substantially, to the point where there was very infrequent use 

(although one cannot infer this is toally related to the decrease in criminal 

activity, it is an interesting point to note). When assessing the two respondents 

who committed crime across the whole study period, one did not desist from 

primary or other drug use at all, and the other used their primary drug and other 

drugs for large periods of time with very small infrequent periods of desistance. 

These findings would suggest that there is some kind of association between 

drug use and crime as crime decreased during periods of drug use and vice 

versa.

Table 21 illustrates the types of crimes committed which consisted of 

shoplifting, robbery and dealing drugs. Of the two respondents who constantly 

committed crime, both were dealing drugs. The remaining respondents whose 

criminal activity was sporadic all reported committing acquisitive crime such as 

shoplifting and robbery.
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Table 21: Types of crimes committed

N

Crime Types
Drug Dealing
Shoplifting
Robbery

2
2
1

Total

Table 22 provides information about the demographic characteristics of the five 

respondents who reported committing crimes during the study period. The 

figures show that those who were more likely to commit crime were male heroin 

users aged 30+.

Table 22: Characteristics of respondents who participated in criminal 
activity in the 12-month study period (n=5)

Sex
Male
Female

Drug
Heroin
Alcohol

Age
18-29
30+

Yes crime
N

4
1

5

2
3

No crime
N

5
7

4
8

5
5

Total
N

9
8

9
8

7
8

Although it is evident that there are respondents who still commit crime when 

attempting recovery, the majority of individuals (n=12) did not participate in 

criminal activity. The reasons for this will be discussed within the next chapter.
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Summary

This chapter has presented the results of the analysis of quantitative data 

gained from interviews with 17 respondents over the 12-month study period. 

The chapter included analyses of: drug using periods, drug using days, periods 

of unbroken desistance from drug use, characteristics of drug users and 

desisters, use of other drugs, significant life events and criminal activity.

Drug using periods were measured by reviewing the number of times 

respondents used drugs throughout the study. It was found that there was a 

total of 83 drug using periods between the 17 respondents, equating to a mean 

of 4.8 periods per respondent. To further the discussion of drug use and clarify 

the exact amount of time drugs were used for (as opposed to the frequency and 

overall length of drug using periods) the number of drug using days was 

investigated. Across the sample, the mean number of drug-using days was 105 

out of a possible 365. This shows that respondents were using drugs, on 

average less often than they were not using. The minimum amount of drug 

using days was 1 day and the highest was 365 days. In addition, the mean 

number of drug using days per month was investigated and was found to 

constantly fluctuate across the year. However, the mean drug using days in 

month 12 (8.7) was lower than the mean drug using days in month one (10.5). 

Hence, respondents lowered their drug use over time and were attempting 

recovery. Characteristics of those using drugs was examined. The analysis 

showed that male heroin users age 30+ had a higher prevalence of drug using 

days.
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The results then went on to investigate desistance, specifically with respondents 

who experienced unbroken desistance of 30 days or more. Virtually all 

respondents experienced periods of unbroken desistance, which lasted, on 

average, for 1.7 months. In addition, a further sixty-nine per cent of 

respondents experienced more than one period of unbroken desistance. The 

results showed that over half of respondents who desisted (n=16) successfully 

desisted for over six months, with nineteen per cent (n=3) desisting for the 

entire year. These results show that respondents were committed to attempting 

change throughout the study period. The data infers that recovery is a process 

and when respondents experience lapses back to drug use they re-attempt to 

regain control over their behaviour and engage in the recovery process again.

When investigating desistance it was also important to assess the use of other 

drugs. This analysis was carried out to determine if respondents who desist do 

so without the use of other drugs, or substitute their primary drug for another 

drug. Overall, a large proportion of respondents reported using other drugs 

over the study period. When respondents desisted, just under a quarter used 

other drugs. In addition, when respondents were using their primary drug, over 

three quarters used other drugs in addition to their primary drug. This would 

suggest that the use of other drugs is quite high, although when attempting to 

desist from their primary drug the figures show that the use of other drugs is 

quite low, suggesting that respondents are attempting to stop the use of all 

drugs. The reasons for this will be investigated in the following chapter, 

although an interim finding is in relation to the process of recovery and how 

respondents cope without their primary drug.
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When examining respondents who desisted from their primary drug (n=3) for 

the entire study, only six per cent (n=1) desisted from all drugs. It is therefore 

evident that some respondents are substituting their primary drugs for other 

drugs. When analysing the characteristics of those who used other drugs, all 

respondents were primary heroin users. The use of other drugs was broken 

down into substances, with alcohol and cannabis being the two main other 

drugs of choice.

When investigating criminality, just over a quarter committed crime. Those who 

committed crime fell into to distinct groups, those whose criminality fluctuated 

and those who constantly committed crime. It was found that the crimes were 

different for these two groups of respondents. Respondents whose crime 

fluctuated carried out crime acquisitive crime whereas those who constantly 

committed crime were dealing illegal drugs. As with the use of other drugs, 

those who committed crime were heroin users (100%) and predominanatly male 

(80%).

The assessment of significant life events was split into two parts to establish if 

significant life events had an impact when people desisted or when they used 

drugs. When evaluating the overall figures of significant life events it is possible 

to surmise that three quarters of respondents n=12 stated that when desisting 

they experienced significant life events which they feel had an impact on their 

lives. In addition, just over half of respondents n=8 reported significant life 

events when resuming drug use. The main significant life event reported across
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all study periods was due to relationships. When respondents used drugs they 

were more likely to undergo a negative significant event which they felt 

precipitated drug use (87.5%) and a further fifty-six per cent stated that positive 

significant event precipitated desistance. There have been many debates with 

regards to the influence significant life events have on the decision and desire 

to change behaviour with arguments for and against significant life events 

changing behaviour (see chapter four). The quantitative data suggests that 

significant life events can have an impact on the respondents decision making 

process, both on the decision to desista dn to resume drug use.

In conclusion, the data suggests that individuals with an intention to desist are 

more likely to do so over time rather than achieve desistance at the outset of 

treatment. It has been proven that individuals' drug use and desistance 

continually fluctuate and are interchangeable with drugs other than their primary 

drug. Likewise criminal activity lessens as desistance increases which supports 

the drug/crime link argument proposed by Bennett and Holloway (2007) and 

Ball et al (1981) who suggested an association between drug use and crime 

with criminality decreasing as drug use decreases. However, of the 

respondents interviewed, involvement in crime was quite a low level. A key 

finding is in relation to the importance placed upon significant life events in both 

drug use and desistance with negative life events precipitating drug use and 

mostly positive life events motivating desistance. The results show that reasons 

people state when both desisting and using drugs are similar, with relationships 

being the main reason in both areas. It is also important to recognise that out of
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the final sample forty-three per cent stated that they used drugs for no reason 

and thirty-one per cent reported no reason for stopping. Analysis of the data 

from the study (n=17) suggests that this proportion of people use drugs due to 

them being entrenched in the drug using culture which will be further discussed 

in the following chapters. In parallel with this, respondents who gave no reason 

for stopping stated that they felt motivated and no longer wanted to be or be 

viewed as a drug user.

The following chapter will build upon the quantitative data focusing on 

categories of drug use and desistance. This will allow an analysis of patterns of 

drug use over the one year interview period and allow further investigation of 

recovery and the processes involved in this.
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Chapter Seven: Longitudinal Cohort Survey - Types of Use

Introduction

The aim of the chapter is to show differences between respondents within the 

process of recovery over time. Evaluation of the quantitative data gained from 

the longitudinal cohort survey (n=17) showed that there were patterns of drug 

use and desistance across the study. This led to the formation of six different 

categories of drug use and desistance. Categorisation of typologies of drug 

users is not entirely possible due to this evaluation being carried out with 

regards to a specific point in time. Rather, the categories are an observation of 

the pattern of drug use and desistance observed within the study.

Investigating similarities and differences in drug use and desistance across the 

study reinforces one of the main discussion points within the thesis. Namely 

that recovery is a process which may involve both desistance and the return to 

drug use whilst individuals are attempting to change their behaviour.

The chapter will provide visual representation of each of the six categories, 

before providing an evaluation of respondents within each category.

Overview of Methods Used

In order to evaluate similarities and differences in drug use across the one year 

study, the number of drug using days per month, per respondent were entered 

into excel. Bar charts were then developed from this data, and a best fit line 

was attributed to each chart to establish and investigate patterns of drug use 

and desistance. Developing these bar charts allowed a visual representation of

194



drug using days or desistance across the 12 months. The charts were 

evaluated to assess if any clear similarities or obvious groupings were present 

in relation to drug use and desistance. The x axis represents months 1-12 and 

the y axis represents the number of days used per month.

Categories of Drug Use and Desistance

In total six categories were identified, each category will be discussed in turn 

before providing a summary. Each group has been assigned a number for ease 

of interpretation (these numbers coincide with the original numbers they were 

allocated at the beginning of the study).

Desisters

Three respondents desisted from their primary drug for the entirety of the study. 

This consisted of two males and one female. All three were primary heroin 

users and had a mean age of 30.3.

Respondent 5 was a female injecting heroin user age 32. She had been using 

since the age of seventeen and reported having numerous previous treatment 

episodes. During the one year interview period she did not use any other drugs 

(apart from those prescribed) and stopped committing crime on entering 

treatment. The reasons she gave for this is the fact that she found out she was 

pregnant and already had two children who were in the care of Social Services, 

hence her motivation was to remain drug free and endeavour to keep the 

unborn child. During the course of the interviews she gave birth and retained 

care of the baby.
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Respondent 17 was a male injecting heroin user age 22. He had been in prison 

for drug related offences, had continued to use drugs in prison for sometime but 

then decided to stop using drugs due to financial constraints. On release from 

prison he used his primary drug on one occasion and felt extremely ill. The 

following day he attended a pre-scheduled appointment with a drug agency and 

during the 12 month period he did not use his primary drug. He did however 

continue to use cannabis throughout the given period. He also went on to gain 

employment and get engaged. He also acknowledged that the positive 

influences in his life kept him away from drug use and enhanced his motivation 

to remain abstinent.

Respondent 45 was a 37 year old male heroin user. He had previously been in 

rehabilitation on two occasions, and stated that he had been on methadone 

roughly three to four times. He viewed this current attempt at desistance as 

being different to other times when he had attempted to desist. He felt he had 

more focus and that this was due to his father in law offering him a job in his 

business if he stopped using. Hence he felt he had a reason to stop and had a 

positive outlook on his future.

The above respondents felt they had a purpose and a reason to stop. They felt 

that positive significant events played a major part in their decision and 

motivation to desist. Those who desisted were aware that there were 

consequences to their actions of drug use and were not prepared to replicate 

previous mistakes based on what they had to lose. All three people who
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desisted from their primary drug did not commit any crime during the 12 month 

period. Two of the three continued to use other drugs and two of them found 

employment which they felt was a major contributing factor that assisted with 

desistance from their primary drug. Best et al (2008) carried out a survey of 

107 former heroin users and found that being tired of the lifestyle and 

deterioration in psychological health were frequent reasons provided to 

influence initial desistance. Furthermore, when evaluating reasons for 

continuing desistance, Best et al (2008) found that the reasons changed to 

moving away from a drug using lifestyle and having support from friends and 

family, having stable accommodation and employment and religious or spiritual 

factors.

Hence initial reasons for desistance such as finances, relationships and health 

are important in the decision to desist, but the maintenance of desistance may 

be due to other factors such as ongoing employment.

All the above three respondents who successfully desisted across the one year 

timeframe stated that positive significant life events had an impact on their 

reason to desist, hence supporting the developmental theory suggested in 

criminology.
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Only one respondent continued to use their primary drug throughout the year 

period with no periods of desistance. This respondent was a 38 year old, male 

heroin user. Drug using days varied for this respondent, with a substantial drop 

of drug using days in month four. Although there are differences in the amount 

of days the respondent used drugs, the use did not completely stop using drugs 

even though he was receiving substitute medication. To further explore the 

reasons behind this, interview data suggests that during the lowest period of 

use he also swapped his using behaviour and started smoking heroin instead of 

injecting, however injecting resumed in his next interview. Initially he was still 

using two other drugs on top of heroin and his prescribed methadone, namely 

cannabis and valium. He stopped using valium but continually used cannabis 

throughout the course of the year. In addition he continued to deal drugs 

throughout the time period, although he stated that the amounts of dealing 

changed depending on the amount of money needed to buy drugs.

During the 12 month period no significant life events that had an impact on use 

were reported. He could not provide an overall explanation for use, he just
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used because it was something he had always done. He viewed drug use as a 

major part of his life, and saw his continued use as being continued through 

force of habit rather than due to significant events. Moos (2005) suggest that 

some people who engage in treatment do not progress through treatment and in 

fact may get worse. Skodbo et al (2007) support this and suggested that a 

small proportion of respondents do not respond to treatment positively. It is 

further suggested that both their offending behaviour and drug use may worsen 

after engaging with treatment. However it is important to state that this may not 

be due to the treatment per se, but could also be due to extraneous factors 

within the person's life.
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It is interesting to find that three respondents from the final 17 had one episode 

of a lapse back to their primary drug during one month throughout the 12 

months. The mean age of this group was 39.6, one was male and two were 

female. This was made up of one heroin user and two alcohol users.

Respondents 11 and 22 were female alcohol users, aged 38 and 45. They had 

never taken any other drugs or committed crime (this includes the current 12 

month period).

They reported that they felt the need to drink due to situational factors that 

occurred within their life. Both stated that they did not want to drink and that 

they felt guilty, ashamed and scared they would return to drinking full time. This 

lapse seems to have encouraged future desistance. In the final interview of the 

12 month period both expressed relief at remaining alcohol free, they were both 

positive and looked forward to the future.

Respondent 42 was a male heroin user aged 36. He did not use other drugs or 

commit crime during the one year study. He used his primary drug over the 

New Year period, whereby he reported feeling lonely. He had previously split 

up with his wife and felt he was not coping and therefore he used heroin to take 

away his feelings. He stopped using for the same reason he lapsed, due to 

isolation and not wanting to feel this way. As with the other two respondents, 

he reported that use was due to an event or feelings. He viewed using heroin
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as providing him with a coping mechanism, he did not have to think of his 

problems whilst using.

The above information suggests that regardless of which substance used 

(alcohol or heroin) people sometimes use substances as a coping mechanism, 

with lapse and relapse more likely when triggers are present such as significant 

life events. A point of interest within this category is with regards to the length 

of use. With two respondents, the relapse was brief and of similar length lasting 

between one and three days, whereas the other respondents relapse lasted a 

total of 16 days. The respondent with the longer relapse (female alcohol user) 

felt they continued to use alcohol to control negative emotions, but when they 

returned to desistance they comprehended the fact that alcohol did not help but 

instead added to their problems.

Decreased Use
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24 20

Four respondents use decreased throughout the one year study, with drug use 

tapering off at the latter end of the 12 month period. The breakdown of 

substances within this category is three heroin users and one alcohol user, all 

male with a mean age of 29.

Respondent 1 was a 27 year old male heroin user. He stated that he wanted to 

stop using drugs due to his relationship breaking down. He was determined to 

show his wife he did not have to use and wanted to have access to his children. 

Although the motivation was present to desist, this was motivation for someone 

else and not his own. He had previously committed crime by dealing drugs but 

stopped on entering treatment, likewise he took no other drugs (apart from a 

social drink) during the 12 month period. When he had periods of lapses he 

noted some significant events, such as his wife having a new relationship, his 

birthday and wanting his wife back. He also stated that some uses were 

predictable. For example, when his birthday was coming he knew he would 

use. He did not use from month five onwards, and he resumed a relationship 

with his wife and children and his use declined.
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Respondent 9 was a 29 year old, male alcohol user. He used his primary drug 

for the first four months of treatment but substantially reduced his use over this 

period and then desisted for the rest of the 12 months with one lapse. He did 

not use other drugs or commit any crime throughout the interview period. The 

major influencing factor for his reduced use was due to his physical health. He 

was admitted to hospital with health problems and viewed this as an 

opportunistic time to change. Although his deterioration in health was the main 

motivating factor for desistance, he also frequently mentioned his children and 

how he wanted to be a good influence on them. He provided reasons for his 

previous increased alcohol use which included loss of employment and family 

illness. He stated that he found the answer to all his problems in a bottle, and 

felt that he was using alcohol as a coping mechanism. He was offered support 

from a local drugs agency when he was in hospital and the care plan they 

devised compiled of cutting down drinking with a view to desistance within a set 

time period. He achieved this and remained alcohol free for over four months. 

He then had one lapse and used alcohol on one occasion. The reasons 

provided were due to his life being difficult. Since desisting he had been 

applying for jobs and experiencing rejections, he explained that he was fed up 

and again saw the answer in alcohol. During this time he expressed feelings of 

disappointment in himself, shame and guilt. Following this time he did not drink 

again for the course of the 12 month period. He recognised how his behaviour 

was affecting people and had good consequential thinking which enabled him 

not to drink.
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Respondent 24 was a male heroin user aged 24. He did not receive substitute 

medication on initial presentation to treatment and hence continued using 

substances to alleviate withdrawal symptoms. His criminality fluctuated 

throughout the 12 months and had a correlation with drug use as a means to 

fund the purchase of drugs. As his desistance increased his criminality dropped 

and eventually stopped in the latter part of the 12 month period. He regularly 

used other drugs as well as heroin, including alcohol and benzodiazepines (but 

never in combination due to overdose risk). During periods of drug use, 

explanations were concentrated upon relationship issues, although he readily 

admits starting arguments to justify use. He continually used phrases such as 

'he'd had enough of things', 'things were getting to him'. The interview data 

suggests that using was due to significant events that he felt unable to cope 

with. In his past he had used heroin to cope with problems and again was 

returning to this in order to forget current problems in his life.

Respondent 20 was a male heroin user aged 39. He consistently used his 

primary drug over the first four months of treatment, although the amount used 

did decrease over the latter part of these months. Initially he stated that his 

drug using behaviour was like having a full time job. He felt it was the only thing 

he was good at but recognised the need to change. The reasons behind his 

continued use were due to him feeling like he was having withdrawals. He 

believed he was not on the right dose of methadone and this was precipitating 

withdrawal. Although he felt he had quite a good relationship with the drug 

nurse he did not mention this until four months into treatment, this correlates 

with him cutting down on his primary drug use.
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At this point he was not using any other drugs but was still committing crime by 

way of dealing drugs. This pattern then continued throughout the course of the 

12 month period, he repeatedly stopped using, then had periods of use. He 

never gave a definitive reason for use but makes reference to heroin being his 

life, as being something he is used to doing. With this respondent there were 

no significant life events that neither urged him to use or to stop. Instead he 

viewed himself as a career heroin user.

All four respondents who reported decreased use had differing reasons for this. 

What was evident is that within this category, respondents' used in order to 

cope with situations. Even though one respondent did not provide an overall 

explanation, initially he was using due to withdrawals and then stated that he 

believed heroin use was what he was good at. Family relations were mentioned 

in two out of the four interviews. They wanted to save their relationships (with 

children and partners) and readily recognised that they could have lost their 

family if their use was not addressed. The two other respondents were both 

long term heroin users who provided little insight into why they used. Instead 

they seemed to hold the belief that they were heroin users and that was all they 

knew. When assessing the charts, all four respondents used their primary drug 

during the first three months of treatment at some point during the month. Use 

then differs across the year with two respondents having more periods of 

desistance earlier in treatment and using for less days than the remaining two 

respondents.
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Increased Use 

39 8

7 8 9 10 11 12

37

Three respondents primary drug use increased throughout the year. This 

consisted of two males and one female, all primary heroin users, with a mean 

age of 30.

Respondent 39 was a 36 year old male heroin user. He initially carried on using 

whilst starting treatment. There was no solid explanation given for this, he just 

did not feel ready to completely stop using heroin. This use continued for the 

first six weeks of treatment. Following this time, he made a conscious decision 

to stop as he did not see the point of using drugs anymore as it was not giving
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him the same feeling as it did before entering treatment. He did not use his 

primary drug in month three, but then resumed use in month four, albeit at a 

lower level. This stopping and starting then continued for the rest of the 12 

months, sometimes the period of use would be just one day and on others it 

would be for a few weeks. Again no solid reason was given for use, there were 

no significant events mentioned apart from him commenting that it could well be 

self destructive behaviour, this fact was mentioned after an overdose incident 

whereby he used alcohol, heroin and methadone together. However, within the 

same sentence he also stated that he would continue to try and address his 

behaviour. Towards the end of the 12 month period his frequency of use 

increased and within the last three months he used consistently. In addition, 

during times of regular use crime was also committed which he says he needed 

to carry out to fund his drug use. These crimes consisted of robbery and theft. 

Throughout the 12 month period other drugs were also sometimes used which 

comprised of alcohol, methadone and cannabis interchangeably.

Respondent 8 was a 26 year old male heroin user. He used for the first two 

weeks of treatment at a relatively low level, his reasons for going into treatment 

was because he reported having enough of using and felt his age was a factor. 

However, he also stated that the most prevalent motivating factor was due to 

him entering a relationship. Following this period he then stopped using drugs 

completely for four months. He stopped using his primary drug within the first 

month of treatment and did not use for four months. Following this period of 

desistance, his girlfriend left him. He immediately started seeing his old friends 

and got back into using drugs, although he states this was at a lower level than

207



before treatment. He was homeless and felt he had no choice than to go back 

to his old ways and find solace in heroin and a place to stay with the only 

people he knew, who were heroin users. His use then escalated over the next 

six months, he felt his tolerance increase and in the last three months he 

reverted to injecting. Within this interview, the respondent used the same 

reason for stopping and for resuming use. Although he stated he wanted to 

give up for himself, he also stated the importance of stopping due to the 

relationship. When the main motivating factor for desistance was obliterated he 

immediately resumed old patterns of behaviour. He did not commit crime or 

use other drugs during the 12 month period.

Respondent 37 was a female heroin user aged 28. She desisted for over eight 

months continuously before resuming her primary drug use. Her reason for 

stopping was due to witnessing people overdosing and being in a situation 

whereby she gave naloxone to reverse the effects of opiate overdose. She felt 

that saving a life had a profound effect on her own use as she released that she 

could easily overdose and maybe she would not be saved. Hence witnessing 

someone else overdose enabled her to question their own mortality. Following 

the eight month period, she engaged in a relationship with a heroin user and 

started using heroin again. This use then continued throughout the remainder 

of the interview period, at a very low level. When she was not using heroin she 

continued to use cannabis and amphetamine, however this stopped when she 

started using heroin.
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Two out of the three whose use increased continued to use other drugs when 

they desisted from their primary drug. All three did not commit any crime when 

they were not using their primary drug, however one respondent went back to 

criminality to assist purchasing their primary drug when the resumed taking it. 

Two respondents' reported going through an event which they felt influenced 

drug use, namely a relationship breakdown. The other respondent felt they 

used due to situational factors whereby drugs were readily available, hence 

they made a choice to use rather than use drugs due to a reaction to an event.

The charts show that two respondents used on initial entry into treatment, then 

decided to address this behaviour, before returning to drug use at an increased 

pace throughout the year. Conversely the final respondent consistently 

desisted for a substantial period of time before resuming drug use and gradually 

increasing this throughout the final months of the one year study.
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Three respondents relapsed throughout the year and were made up of one 

female heroin user, and two female alcohol users, with a mean age of 32. 

Respondent 28 was a female heroin user aged 34. She reported using due to 

being scared of having withdrawals, and felt that the methadone provided to 

control withdrawals was not enough, she initially tried to stop using heroin but 

felt she was experiencing withdrawals. She then spoke to the drug agency and 

was given more methadone. Throughout the course of the interviews she used 

valium and had high volumes of alcohol over the Christmas period. She 

stopped committing crime whilst in treatment but did shoplift on one occasion 

towards the end of the 12 month period. In the initial interviews there are no 

concrete explanations for using, she felt she used due to it being a habit, a way 

of life, combined with using to control withdrawals. However, towards the latter 

end of the interview period she started using for longer periods due to engaging 

in a friendship with another heroin user. It was also at this stage that she 

committed crime, stating that they needed the money to buy drugs for the both 

of them. Following this it appears she had self realisation that she no longer 

wanted to be a drug user, she did not want to constantly wonder where her next 

drugs were coming from. She realised the friendship was having a detrimental
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effect on her drug use and hence broke the friendship in an attempt to address 

her drug use. Following this time she only used drugs once and felt extremely 

disappointed with herself and did not have a reason for this use. She 

recognised the need to change and for the rest of the interview period remained 

drug free from her primary drug, although she continued to drink alcohol.

Respondent 29 was a 36 year old female alcohol user. She stated that her 

relationship with her husband was deteriorating due to her alcohol use. Initially 

she did not recognise she had a alcohol problem but then after discussions with 

her husband she stated that she realised she did in fact have a problem and 

needed to address it. She used no other drugs during the period and did not 

commit any crime. She felt that periods of relapse were triggered by events. 

Her initial relapse was due to it being her daughters 18th birthday. She stated 

that because she had not had a drink for a while she thought she would be able 

to handle it and drink socially, however this led to a three day drinking binge. 

She continued to drink for three days after the party as her husband was away 

working, hence the opportunity to drink was there. When her husband returned 

home, she stopped drinking as she knew this would cause disruption in her 

relationship. The next relapse was over the Christmas period, following this she 

then continued to drink for the next three months. This period of relapse 

caused arguments at home, as she was hiding the fact she was drinking. 

During the last six months of the interview period she only had one relapse 

period which lasted one day. She felt good that she did not continue drinking 

after this one day and continued desistance for the remainder of the study 

period. She felt that the periods of relapse coincided with significant events,

211



two of these were big social events and the other period was stress related. 

Likewise she kept stopping using due to events, namely arguments with her 

husband and having realisations that if she continued drinking she may have 

lost her family.

Respondent 35 experienced two relapses. This respondent was a female 

alcohol user aged 26. Both her relapses were due to an event, namely 

Christmas and New Year. She stated that she felt pressured to drink during 

these times as everyone else was doing it. Following this time she also 

resumed alcohol use on another celebratory event but she felt she was in 

control. She did not drink for the rest of the twelve month interview timeframe 

following this final relapse.

The respondents who relapsed appeared to do so when they experienced a 

major event. They found not using substances difficult when faced with 

demanding situations in life. Respondents had self realisation about this fact 

and recognised they used substances to cope with extraneous factors and also 

used because it was a major part of their life at that time.

For two of these respondents there were frequent periods of relapse, although 

differing in length. The remaining respondent relapsed twice throughout the 

year at a low level.

Summary

Evaluation of the data allowed categories of respondents' drug use and

desistance to be portrayed. Investigation of the data revealed six different
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categories of drug use and desistance. When evaluating each of these 

categories separately it is possible to surmise that over half of all respondents 

(n=10) made significant progress in addressing their substance misuse. This 

includes desisters, lapsers and decreased use. The remaining respondents 

persisted, increased their use or had significant periods of relapse.

It is useful to provide these categories of respondents as it allows specific focus 

on the different patterns of both drug use and desistance. Having an 

understanding of the differences between respondents during treatment is 

important. On initial entry into treatment there is an intention to address 

substance misusing behaviour. However the development of these categories 

shows that substance misusing behaviour whilst in treatment can differ from 

their intention when they entered treatment.

Further research on categories of substance misusers would enable a wider 

understanding of a range of issues including the impact of treatment, the issues 

respondents' face whilst accessing treatment and the reasons respondents 

continue to use drugs or successfully desist from drug use. As stated in the 

introduction of this chapter, within the current study it is not possible to 

categorically state that these categories apply to every individual in drug 

treatment. However, what they show is that recovery as a process is not 

straight forward. People do not just enter treatment and simply become 

substance free. Some people completely stop, others continue to use at the 

same rate as before treatment, some decrease their use, increase their use or 

have periods whereby they infrequently resume drug use. What is important for
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future drug policy and drug treatment agencies to note is that individuals have 

individual needs, which should be assessed on initial entry into treatment in 

order to enable the individual to attempt to change and fully engage in the 

process of recovery.
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Chapter Eight: Longitudinal Cohort Survey:
Qualitative Analyses

Introduction

This chapter focuses on the qualitative data gained from semi-structured 

interviews carried out with respondents entering drug treatment. The aim is to 

add qualitative detail to the quantitative findings presented in Chapter six and 

seven. In doing so, the chapter provides more detailed information about the 

process of recovery. Like Chapter six, this chapter focuses on the 17 

respondents who completed all four interviews. This focus provides a better 

opportunity to monitor investigations in drug use and desistance over a longer 

timeframe. The chapter begins with an overview of the methods used to collect 

the data. The chapter then moves on to examine the four key issues 

investigated in the interviews, namely general explanations, other drugs used, 

significant life events and criminal activity. The chapter includes verbatim, 

anonymised quotations from interviews illustrating key points. Pseudo names 

have been attributed to each respondent to allow ease of reading. The chapter 

ends with and overall summary of the key findings.

Overview of methods used

As described in Chapter five, the interviews were carried out on a face to face 

basis and lasted, on average, between one to two hours. Interviews were of a 

semi-structured nature with prompts used where necessary. All interviews were 

tape recorded and transcribed shortly thereafter. In order to identify themes 

and connections, the interview data was manually coded whereby a chart was
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formulated with all key themes, this chart was then used to count all the differing 

qualitative explanations in order to formulate themes.

Each time a respondent used drugs or desisted they were asked a series of 

questions in order to systematically evaluate any themes arising. The content 

and purpose of these questions is described below:

General Explanations

All respondents were asked to provide general explanations about what 

happened during periods of drug use or desistance. This was the initial question 

asked each time a respondent used drugs or desisted. Asking respondents for 

a general explanation of what happened allowed them to think about the 

episode and assign meaning to it. This general explanation was then expanded 

upon within the significant life events section, namely respondents initially gave 

a general explanation for their desistance or drug use and then went on to be 

more specific when questioned if there were any significant life events that they 

felt enhanced their use or desistance.

Other Drugs Used

It was important to evaluate the use of other drugs across the one year 

timeframe. Questioning respondents in relation to desistance and the use of 

other drugs allows the study of 'true desistance', namely, to establish whether 

respondents completely desisted from all drugs, or whether they substituted 

their primary substance with another drug.
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Significant Life Events

Respondents were also asked if they could pinpoint anything significant in their 

life that happened during periods of drug use or desistance (for example, 

problems in their relationships, health issues and so forth). The rationale for 

asking this question was to ascertain if significant life events have an influence 

on drug use and desistance

Criminal Activity

Respondents were also asked about any criminal activity committed during 

periods of drug use and desistance. The main aim was to investigate the 

relationship between drug use and criminal behaviour and find out (a) whether 

criminal behaviour increases or decreases (or changes in some way) during 

periods of desistance, and (b) how the relationship between drugs and crime 

works in practice. For example, does involvement in criminal activity delay 

desistance due to respondents being involved in the criminal lifestyle?

General Explanations for Increased and Decreased Drug Use

It was reported in Chapter six that the majority of respondents (82% n=14) had 

periods of drug use across the one-year study period. During the interview, 

each time a respondent increased or decreased their drug use they were asked 

to provide a general explanation about what was going on in their lives at that 

time. This section examines the explanations given by respondents for (1) 

increases in use and (2) decreases in use.
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General explanations for increased use

When asked to explain, in general terms why the use of their primary drug had 

increased, few respondents gave concrete, absolute explanations. Instead, the 

explanations were statements with no reasons or meaning attached. For 

example, one respondent stated:

7 was smoking heroin on top of my meth but only a tiny bit, I 
dunno why I carried on doing it, it was hardly anything'. 
(Nell)

Similarly, another interviewee described:

'It's like... for god's sake here we go again, there's no 
reason for it you know'. (Nell)

The majority of respondents whose use increased described the general state of 

their life at that precise moment rather than providing explanations for continued 

and increased use. Namely, respondents were finding it difficult to remain drug 

free. They recognised that they did not want to use drugs and some stated that 

their current increase in drug use was still far less than before they entered 

treatment, which they felt this was positive. However, respondents continually 

repeated that they were disappointed that they were back using drugs, and even 

more so that they did not know why they were doing it. One respondent 

indicated having a love/hate relationship with drugs:

'F.....g stuff, I love it and I hate it, it's f.....g horrible but it 
gives me release, gets me away from everything in my s....y 
life'. (Neil)

218



Even though respondents did not specifically address the explanations for their 

increase in use, the statements provided point towards drug use being carried 

out as a coping mechanism, an attempt to alleviate and take away problems:

7 was just f....d off one day so I had a smoke'. (Jack)

Likewise:

7 struggled, I really f....g wanted some, I don't know why I 
just did. I try and work it out, I went a long time with f..k all 
but something happens and I really want it, I can't really tell 
you why like'. (Abbie)

Respondents made a decision to address their substance misusing behaviour 

when entering treatment. They had a desire to change their lifestyle. However, 

the reality of change is not easy. Returning to drug use for some respondents 

appeared to be a combination of habit and drug using networks or the fact that 

respondents' felt that substances helped them to cope with life. However, when 

they returned to drug use, sometimes this increased which they then felt was 

negative and stated that their life had deteriorated due to this further use:

'Everything's been sof....d up. I'm still not injecting but my 
tolerance is through the f.....g roof, I'm bang on it like I just 
feel so shitty'. (Daniel)

Returning to and increasing their drug use across time is not something that 

respondents necessarily wanted, instead they felt controlled by the substance. 

The above respondent then went on to continue to escalate their use to a point 

when they returned to injecting:
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'F.....g shit, that's what it's been, can't say no more really. 
I'm back on the pin as well, I just couldn't get enough in me 
when I was smoking, I was spending s..t loads of money 
and not gouching so I had to go back on the pin'. (Daniel)

The above explanations for the increased use of substances whilst in treatment 

place emphasis on the importance of treatment being carried out in a holistic 

manner. Respondents reported that they wanted to address their behaviour but 

felt that the process of doing so was difficult, not solely due to the drug itself, but 

due to the drug using lifestyle they had acquired. It is important to deliver 

treatment based on individual needs ensuring all aspects of the individual's life 

is taken into consideration. Doing so places emphasis not only on recovery 

from substance misuse itself but also enhances other areas of the individuals' 

life by utilising recovery and social capital as discussed in Chapter three. Best 

et al (2009) found that within statutory drug services there appears to be a low 

intensity delivery of treatment. It was found that individuals' appointments were 

infrequent and short in duration. In addition, the use of evidence-based 

psychosocial treatments was low. They further state that there is a need for 

treatment to be delivered as part of a whole care package, addressing the wider 

needs of the individual incorporating areas such as health, housing, debt and 

education and training. This further reinforces the importance of recovery 

capital as discussed in Chapter three.

The use of substitute medication alone, with low level psychosocial interventions 

does not allow individuals to address their life as a whole. Even though the

above respondents do not categorically state a reason for returning to use, they
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implied that their life in general was not particularly positive. This reinforces the 

need to address not only their substance misusing behaviour, but also other 

areas of their lives.

General explanations for decreased use

The majority of respondents whose substance misuse decreased across the 

one year timeframe provided explanations relating to a desire to maintain and/or 

improve their relationship with their family:

7 was just being a complete t..t, putting myself first instead 

of my missus and the kids so I needed to stop it'. (Gareth)

Some respondents had insight into the effects their drug use was having on both 

themselves and others, and had made a commitment to change. Respondents 

stated that they recognised the problems their drug use was causing and felt 

that this was part of the catalyst for change:

7 felt like f.....g s..t to be honest, it's just not like it was, I felt 
really bad for the missus, I'd let her down again, but I just 
didn't think'. (Gareth)

Similarly, another respondent stated:

'I'd had enough really, I kept using, then stopping, having 
arguments, feeling guilty, it was really getting me down'. 
(John)
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In addition to the detrimental effect substance misuse was having on their 

relationships, respondents also recognised the impact their use was having on 

their health. When reducing their drug use, the respondents noticed health 

benefits and often provided this as an explanation for continuing to reduce their 

use:

'Things have been fantastic to be honest. I've not used 
nothing, I'm still on meth but I feel great, and I've been 
reducing that a bit, I think it'll take a while mind'. (John)

Likewise:

Tve gone about 10 weeks without using and my life is way 
better than it was'. (Gareth)

When respondents who were decreasing their use of primary drugs used more 

drugs than they felt they should have, they attempted to turn this drug use into a 

positive factor in the process of recovery. Respondents felt this minor slip 

further encouraged them to address their behaviour and gave them motivation 

to decrease further:

'I'm glad I had a drink that day cos it's made me more 
determined than ever, when I have a drink I'm a different 
person, not a very nice one at that and I saw it that day, I 
was nasty to my wife, it's everyone else's fault and not mine 
etc. I've done really well and it's going to stay that way'. 
(Jamie)
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Similarly:

'/ felt rough asf..k aye - all my hard work had gone down 
the f.....g drain. I had to try and do it again'. (Gareth)

It is possible to surmise that these respondents' possessed knowledge and 

awareness of the effect and impact their substance misusing behaviour was 

having both on themselves and their families. They were continually addressing 

their behaviour throughout the interview timescale, going through a process of 

change which involved both the increase and decrease of drug use over time. 

In some cases respondents used more than what they perceived to be 

acceptable. When this was the case they acknowledged this and returned to 

attempting to decrease their use (this coincides with the fluctuation of drug use 

across the 12 months as discussed in Chapter six). When this happened, 

respondents viewed this in a positive manner, they felt it added motivation to 

continue to address and decrease their use. Respondents were aware that 

decreasing their drug use was having a positive impact on all areas of their life 

which they felt was a catalyst for the continuation of a decrease in use. These 

findings suggest that recovery is a process of change whereby individuals have 

periods when they resume drug use. However, there is a commitment to 

change which is continually strived for, reinforcing the point that recovery is not 

easily achievable and may be a long process, one which sometimes involves 

both drug use and desistance within the process of change.
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Other Drugs Used

This section explores the use of other substances when respondents desisted 

from their primary drug of choice. The aim is to establish whether people truly 

desist or if they substitute their primary drug for another drug and use this at a 

higher rate than normal. Out of the seventeen respondents who took part in all 

four interviews, nine people used other drugs which can be broken down into 

the following:

Categories of Drugs

• Cannabis and Amphetamine 1

• Alcohol 3

• Benzodiazepine and Alcohol 1

• Cannabis and Benzodiazepines 1

• Cannabis 3

The remaining eight people did not use any other substances during the entire 

one year period, apart from prescribed substitute drugs to reduce withdrawals 

or cravings.

Of the nine people who used other drugs during the one-year study period, 

three respondents used them constantly. The remaining six respondents used 

other drugs during periods of desistance from their primary drug but stopped 

using other drugs during periods of primary drug use.
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Fluctuating Other Drug Use

The interview data suggests that people are sometimes scared of being totally 

drug free and hence compensate this by substituting their primary drug for other 

drugs during periods of desistance. One respondent explained:

'I'm having a drink, takes thef.....g edge off like.' (Thomas) 

This was also evident with other respondents:

'I dropped some valium to see me through'. (Abbie) 

Likewise:

7 didn't use anything for the first couple of months but I was 
finding it hard...I started smoking dope and I do smoke a bit 
too much, but it's not heroin is it!' (Sean)

Respondents also commented on how they stopped using other drugs when 

they returned to using their primary drug:

'A/o, back on the smack now'. (Lisa) 

Similarly:

'I didn't use any other drugs just heroin again'. (John)

The above statements infer that respondents feel they only need to use other 

drugs when they are not using their primary substance. This was replicated by 

one other respondent who stated:
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'Heroin has always been my drug but if I can't get enough 
heroin I use valium and alcohol to get me through the 
withdrawals. I don't use them all together cos I'm really 
f....g scared of going over. A few mates have, when I go to 
get pins, they tell you that all the time. If I have days off 
heroin when I haven't got enough money and then I use the 
other two drugs'. (John)

However in further interviews this respondent had stopped using all other drugs 

and eventually desisted from all drugs:

7 made a conscious decision to stop all drugs, I had enough 
of using then not using, worrying about things when I did 
use etc'. (John)

The use of other drugs and desistance from respondents' primary drug appears 

to be inter-related. Nearly a quarter of respondents who used other drugs had 

done so when they were desisting from their primary drug. Quotations from 

respondents suggest that they used other drugs in an attempt to assist them in 

the desistance from their primary drug. Respondents viewed the use of other 

drugs as part of the process of recovery. When they were first attempting to 

address their primary substance, respondents found it difficult to be completely 

drug free and hence substituted their primary drug with one that they deemed to 

be less problematic. When their primary substance was resumed, these 

respondents no longer felt the need to use the other drugs. When discussing 

the use of other drugs with respondents whose use fluctuated, it was apparent 

that although they wanted to address their behaviour, they did not feel ready to 

be completely drug free. Having a long history of being a substance misuser 

made them feel anxious about not using substances. The prospect of being
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'straight' was daunting as this feeling was alien to them. Respondents 

commented that using other drugs helped get them through the difficult time of 

addressing their primary substance.

This reinforces the notion of recovery being a process of change over time. 

Those who used other drugs when not using their primary drug felt they were 

achieving something in treatment and were on the road to recovery. They 

viewed the use of other drugs as allowing them to address their primary 

substance. Respondents felt proud of themselves when they were not using 

their primary drug irrespective of other drugs used.

Constant Other Drug Use

Three respondents used other drugs continually throughout the interview 

period. Their use of other drugs was varied and sometimes more than one drug 

was used at the same time. They continued to use other drugs even when they 

had periods of desistance, although they stated that they had cut down the use 

of other drugs:

'I'm the kind of person that'll take f.....g anything (not uppers 
though). I still smoke some blow and take temazies like but 
not as much as before I started meth like'. (Jack)

Two respondents did not see using other drugs as a problem, they both smoked 

small amounts of cannabis, whilst desisting from their primary drug for the one 

year interview period:

227



V am smoking dope but nothing I can't handle, it's in control'. (Tim)

The constant use of other drugs was reported to be a coping mechanism for 

one of the respondents in the same way as those who had fluctuating periods of 

other drug use. They reported that they felt like using drugs, but instead of 

returning to their primary drug of choice they started to smoke cannabis which 

they felt helped them stay away from their primary drug:

7 was finding it hard, I've got a new set of friends through 
work and they were smoking some dope, I didn't want to at 
first but you know what it's like, you have to be part of it. I 
started smoking and I do smoke a bit too much, but it's not 
heroin is it'. (Sean)

However as the interviews progressed the respondent felt that they were now 

developing a problem with cannabis and wanted to address this issue:

'The one thing I am starting to worry about is the dope mind 
you. Sometimes I'm smoking f.....g loads of it, it can't be 
good. I'm going to try and knock it on the head soon, it's got 
me through but it's been a long time now'. (Sean)

The above respondent recognised the effect his other drug use was having on 

him and wanted to address this. However the other two respondents were not 

concerned about their other drug use and did not state that they had any 

intention of addressing this behaviour in the future.
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Summary of other drugs used

The above quotations make it possible to conclude that some people do not 

truly desist from drug use. Although they may desist from their primary drug of 

choice, drug use still prevails. With seven of the cases the use was that of 

illegal drugs. This poses a question of whether people have truly changed their 

lifestyle. If they are still using some illegal drugs, they would still be involved in 

the drug culture as they need to obtain these illegally. The remaining eight of 

the final interview sample did not use other drugs at all during the interview 

period with two of them desisting from their primary drug but using other drugs 

throughout. When asking the remaining eight who did not use any other drugs 

the majority simply stated that they did not without further elaboration. However 

some people gave wider explanations:

'No I haven't used anything at all. In the past I've had a 
script and thought ah f..k it I'll have a bit of this or a bit of 
that... I was sof.....g determined not to'. (Sian)

When looking at those who did not take any other substances during the 

interview period there were four primary alcohol users and four primary heroin 

users, out of all seventeen respondents to complete all four interviews only one 

person truly desisted from all substances.

The study showed that primary and secondary drug use fluctuated over time. 

Respondents' desisted from their primary drug but sometimes supplemented 

this with the use of other drugs. The use of other drugs was viewed as positive
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for the majority of respondents as they felt that using a secondary substance 

enabled them to desist from their primary drug.

Significant Life Events

This section investigates significant life events experienced by respondents (for 

example, relationships, health, employment). The analysis focuses on two 

issues: (a) did respondents experience any significant life events during the 

one-year study period and (b) did respondents feel that these events had an 

impact on their recovery.

Reasons to Desist

When asked about significant life events that were linked to desistance, three 

events/reasons were described by respondents: relationships, health and 

employment. Each of these issues will be discussed in turn below.

Relationships

A frequent explanation provided when respondents either entered treatment or 

wanted to desist following a lapse or relapse was relationships. The reason for 

desisting was based on the risk of losing their current relationship with parents, 

partners or children, or wanting to resume a relationship with them. Three 

people had lost their relationships with their partners due to their drug use and 

wanted to prove they could stop in attempt to restore the relationship:
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7 would like to think I stopped using for myself but the reality 
of things are that I love my girlfriend and wanted to get back 
with her. I missed the kids and really needed to see them. 
The only way this would happen was if I stopped using so I 
did'. (John)

It appeared that there was a realisation that if use continued they would never 

stand a chance of resuming the relationship, and hence viewed giving up drugs 

as a way to get their life back on track. Similarly another respondent had lost 

their relationship and decided to address his use due to this:

'Life wasn't great, my wife left me and took my kids, said 
they shouldn't be around me cos I was using. I felt like s..t, 
nothing was going right and it was all down to those f.....g 
drugs. I went to the agency and fair play they were f.....g 
sound. My wife leaving was like a f.....g wake up call. I 
never thought she'd leave, far too f.....g cocky for my own 
good'. (Gareth)

The remaining respondents stated that they knew they were risking their 

relationship every time they used drugs. There were constant arguments which 

were influenced by drug use which threatened the breakdown of their 

relationship. They felt that these negative factors in their relationships led to 

either temporary or long term desistance:

'My relationship had really suffered before and it was the 
biggest reason why I wanted to stop, since stopping things 
have looked up, it's much better now, things are good you 
know. I don't want to go back to where I was, I know I'd 
lose everything this time and I'm just not prepared for that to 

happen'. (Hannah)
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It is quite clear that people acknowledged that there are consequences to their 

drug using actions and therefore they want to address their behaviour in order 

to live a life whereby they could achieve fulfilment rather than a life of fear of 

losing everything due to drug use.

Health

Health was another significant event that influenced the respondents' decision 

to attempt desistance. They felt their health had deteriorated to the point 

whereby they could no longer sustain their behaviour. Life was uncontrollable 

and continued drug use had affected their physical health to the point where 

one respondent ended up in hospital. When this happened, the realisation of 

the detrimental effect use was having on their health had set in and they 

became scared of what the future held:

'Recently I've been really ill, I think the turning point was my 
wife finding me lying in my own sick, she called an 
ambulance and it's since then I've known I got to change. I 
was in a hell of a mess, I'd been in hospital cos I was being 
sick blood, they referred me to the agency, told me if I didn't 
stop drinking I'll probably be dead in a year! I think that's a 
really good reason to stop, I want to see my kids growing up 
and don't want them to see me as some alcoholic who was 
never there for them'. (Jamie)

Stopping his problematic use did not stem from a rational decision but was 

influenced by poor health and realisation that drinking was ultimately leading to 

death. The fact that he had children was also an influencing factor in a sense, 

as he wanted to be able to watch them grow and not have them bury their own

232



father. Although attempted desistance was not precipitated through choice, this 

negative event led to him starting the process of recovery.

One respondent gave his reason for stopping due to him wanting to change but 

during the course of the interview he also mentioned his health as a concern:

'My f.....g veins are shot to f..k. I've got Hep C and I always 
feel rough as f..k. I really want to stop cos I just don't feel 
well'. (Jack)

Therefore the deterioration in health with both these respondents initiated their 

path to recovery, they felt a need to address their drug use due to the negative 

effect their use was having on their health.

Employment

Employment, and future employment prospects, was the motivating factor to 

enable desistance in the following respondent. He had engaged in treatment 

services in the past but felt this was the right time to change. Being offered a 

job by a family member allowed him to look towards gaining a positive future. 

He wanted to start and complete the journey of recovery in order to fully re 

integrate into mainstream society:

Td been thinking about stopping for ages. I've been in 
rehab twice and probably been on methadone about 4 or 5 
times. I felt different this time, more focused you know. My 
father in law even told me that if I sort myself out he would 
give me a job in his business so it gave me something to 
work towards'. (Sean)
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The respondent felt he had strong support mechanisms in place which 

encouraged him to continue along the path of recovery. He also stated that he 

knew he was being given a chance and that if he did not address his behaviour 

he may not get another chance. In essence, he felt he had too much to lose if 

he did not address his behaviour:

7 felt like someone finally believed in me, him saying that 
was a massive boost like. I've never had a decent job, I've 
done a bit of work here and there on the hobble like but they 
always get shot of me when they find out I use. Everything 
else I had done to try and stop had failed and this was my 
last chance, I knew that. If I didn't do it this time I'd be f....d. 
I saw it as my last chance to be honest'. (Sean)

The above quotations in relation to desistance, signifies that respondents 

attempt desistance due to reasons personal to themselves. However it is 

apparent that in the face of adversity respondents made a decision to address 

their behaviour either due to negative events such as a breakdown in 

relationships or poor health, or due to a positive event such as the prospect of 

employment.

Reasons to Use

Out of the seventeen respondents who completed all four interviews only three 

people desisted for the entire one year period. The interviewing process 

allowed information to be gathered surrounding the remaining 14 respondents' 

to ascertain any significant life events respondents experienced which they feel 

influenced their use.
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When asked about events linked to continued use, three reasons/events were 

cited, this section takes each in turn to provide explanations of the difficulties 

individuals face in the recovery process.

Relationships

When evaluating reasons for drug use, problematic relationships were 

discussed as frequent factors which enhanced their continued use. Within this 

section the reasons people gave for using was either due to arguments or loss 

of a relationship whereby they felt they used substances as a coping 

mechanism to block out feelings:

7 had a massive argument with my girlfriend. I was really 
down. I think I used the argument as an excuse to use. To 
be honest there was no need for an argument, it was me 
pushing an argument so I could justify using. It was 
everything, life was f.....g getting to me, I just didn't really 
f.....g care what happened to me, this was over Christmas. I 
used heroin flat out during this time. I was also taking 
valium and drinking. I was smoking heroin during the day 
and when it came to the night I took valium and drank 
alcohol to get me through. I was also still taking my 
methadone. My relationship was really hard, my girlfriend 
threw me out of the house and stopped me from seeing the 
kids. It was Christmas and I thought she was out of order. 
It seems like an excuse but I didn't want to face reality. I 
also thought I had control over things'. (John)

From this interview it is clear to see that his drug use was predominantly due to 

his deteriorating relationship, however he also acknowledges that at first he was 

initiating arguments purely so that he felt his use would be justified. This then 

led to further arguments and finally the breakdown of his relationship.
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An area of interest is when the initial reason to desist also became the reason 

to use drugs. One person made a decision to enter treatment because his wife 

had left him and had taken the children with her. He did not use drugs for two 

weeks and felt determined to change. However he then found out that his wife 

had started a new relationship which he felt was the significant event which led 

him to resume drug use:

7 found out my missus was f.....g someone else, f.....g slag. 
I was cut up like so what do I do, the only thing I have ever 
done get out of my head so I don't have tof.....g think about 
it, so I thought ah well f..k it. Like I said I was doing really 
well then she f....d my head up didn't she. I still f.....g love 
her and was stopping all the drugs so I could be with her1 . 
(Gareth)

Likewise another respondent's reason to change became his reason to use. On 

entry into treatment he had recently found a partner who was a non-drug user 

and felt he wanted to change to make a go of his relationship. Unfortunately the 

relationship did not work out and he once again started using drugs as he felt 

he had nothing to strive for:

'I'm back using, not flat out but using, I wish I could sit here 
and say I'm not but I f.....g am... My girlfriend only went and 
walked away, she said she couldn't stick me anymore, that 
I'm f.....g horrible when I'm not on the gear. It's like for f..k 
sake, one minute you want me to be clean then your f.....g 
criticising me for not using, I just can't f.....g win. My head 
was f....d like. I had nowhere to go, all my friends are users 
like, so I went round one of their flats, been sleeping there 
and end up using, it's f.....g hard when its around you, 
anyway what the f..k have I got now she's gone'.(Daniel)

His use throughout the year then continued to escalate. He used more and 

more over the course of the interviews until he was back injecting and using the
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same amount as before entering treatment. All his reasons came down to his 

girlfriend leaving and not seeing a point to life anymore. He had nowhere to live 

following the break up and felt he had nothing in life, so he felt that using drugs 

took away his problems.

An interesting interview was with regards to someone who had desisted for six 

months prior to treatment. They had desisted due to drugs putting a strain on 

the relationship. However after six months of the respondent not using drugs 

his wife left him and he subsequently started using drugs again:

'My head was f....d, I was lonely, I miss my wife but f.....g 
hate her at the same time. I felt really low. I used to take 
the feelings away, it isn't the answer but I've always f.....g 
done it. I've lost the best thing that happened to me cos of 
drugs, she got sick of it all, I had given up for 6 months 
before she left but I don't think she could handle the fear of 
me using you know, it must have been hard for her, she's 
never used drugs in her life and was living with a junkie. I 
can't go through my life losing people, I'll end up on my own 
and lonely with only one thing to turn to the thing that will kill 
me'. (Mike)

Two respondents entered treatment through self motivation and although they 

had episodes of sporadic use throughout the interview period, their drug using 

escalated when they entered relationships with other drug users. They both 

stated that they felt their use increased and they were using more often due to 

the relationships they had developed:
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V met up with this bloke, I didn't have a clue he was a heroin 
user, he didn't say f..k all, then I seen him a few times, went 
round his flat and walked in on him gouching. I knew I 
should have f.....g walked away there and then but no I just 
sat there, he offered me some and instead of being strong I 
took some. I'm not taking much but I'm taking it still, that's 
f.....g bad enough. I should have walked away but it was 
too much temptation, thought I could f.....g handle it but I 
can't. I'm gonna have to try again now. I wish I could turn 
back the f.....g clock cos I would never have done it'. (Lisa)

Although the following respondent used on numerous occasions throughout the 

interview period she stated that the most prolonged use was when she started 

having a friendship with another drug user:

7 met up with someone, a girl I knew a while ago, she uses 
H big time. I ended up dossing with her for a while, I dunno 
why I did really, but I did and ended up using'. (Abbie)

These quotes reiterate the importance of moving away from drug using peers as 

described by Mclntosh and McKeganey (2001) whereby establishing non drug 

using networks was found to be important for previous drug users to remain 

drug free. The two respondents above had attempted desistance and at times 

felt they were coping well. However, when faced with a situation where drugs 

were available they succumbed to temptation.

Health

Health was a reason to use for one respondent. Initially his poor health was a 

reason to desist. However, this was also a reason to continue drinking. Instead 

of engaging in a detoxication and rehabilitation programme, the respondent
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decided to cut down his use over time. Hence he continued to drink at a 

gradually lesser rate for the first four months in treatment. Although he did not 

want to drink, he had consumed so much alcohol that his body was physically 

and psychologically addicted to the substance and therefore believed his ill 

health led him to carry on drinking and undergo a regime which allowed him to 

cut down over time:

7 went to see this woman and we talked about the different 
ways to do it, I could go to hospital but have to wait or cut 
down gradually. She told me not to stop straight away cos its 
dangerous and I might have a fit so we decided that I'd cut 
down. It's been hard but I have cut down and I write down 
what I drink every day. After the first week she asked me to 
cut down a bit more so I did, I also went from drinking that 
really strong crap to less volume. I was starting to feel a bit 
better'. (Jamie)

Events

A recurrent theme with regard to significant life events was in relation to people 

using drugs or alcohol due to an event such as Birthdays and Christmas. 

Respondents' viewed these events as an opportunity to use substances and 

allowed themselves to use believing they would be in control and would only 

use on this occasion and then return to desistance.

Special occasions were an area that two respondents used to justify their drug 

use. The following respondent had not used drugs for four months but when it 

was his birthday he decided to use:
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7 think it was only because it was a special occasion, it 
came out of the blue really, yes it was at the back of my 
mind to use and I convinced myself it was ok to use'. 
(Gareth)

Following his birthday he immediately stopped using again as he was 

attempting to rebuild his relationship. One respondent had two periods of 

relapse during the one year period which she felt were both due to special 

occasions whereby she wanted to be able to drink alcohol socially. Her initial 

lapse was she feels due to it being her daughter's 18th birthday party, she had 

not had a drink for a period of time and convinced herself she could have a 

social drink. However she ended up drinking too much and continued to drink 

for a few days following this:

This night led me to drink for the following three days. 
When we got home from the party my husband had a pop at 
me cos instead of having a few glasses I took it too far and 
was completely paralytic. Then he was away working for 
the following three days so I thought I'd make the most of it 
and have a drink cos I really felt like it. I knew I wouldn't do 
it when he was there cos there would be too much hassle'. 
(Susan)

Susan saw her daughter's birthday as being a significant event which she felt 

was a catalyst for her drinking event, however instead of this being a one of 

celebratory event, she continued to drink following the party. She felt this was 

both due to her wanting to drink and due to the fact that her husband was 

working away at the time so the opportunity to drink was there. This would beg 

the question whether or not her motivation to stop was down to her, or simply 

down to the strain on her relationship. When her husband came home from
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working away she desisted again for a six week period. The reason given for 

this was that she knew if she continued drinking it would put a strain on her 

relationship. The next period of use was over Christmas, in the upcoming 

months to this period she stated that she was nervous about things and did not 

know how she was going to cope over Christmas:

'/ was really dreading Christmas, my family were coming 
over and I was cooking for 10 people, they're big drinkers 
and I said it was ok for them to do it in the house, I didn't 
want them to feel awkward. I was really stressed out. I 
bought loads of non-alcoholic booze so that I wouldn't feel 
left out but found myself emptying it out on the sly and filling 
it up with alcohol cos I thought no-one would notice. I was 
in the kitchen happily swigging away. It was because of the 
time of year, stress, enjoyment, but really it came down to 
stress, I was so determined before Christmas not to mess it 
up and show people I was doing well and everyone would 
have a good time not like other years when I've been 
slumped in a chair but I just couldn't do it'. (Susan)

Another event that a respondent felt was significant and led to him using on one 

occasion during the interview period was release from prison. Whilst in prison 

he had given up drugs and felt strong during this time. However as he was 

getting closer to release he stated that he had started to think about heroin and 

having some when he got out:

'I dunno what happened but I really started to want some 
just before I got out. The thing was I was going back to the 
same s....y life and was a bit worried about it to be f.....g 
honest. My mate picked me up at the gate and brought me 
some gear, I couldn't f.....g wait to get it in me... do you 
know what though when I took it I felt really fucking ill, I 
pucked like it was my first ever time. I gouched out for a bit 
in the car and then felt really guilty. For f..k sake mun, I had 
a girlfriend to go home to, and a kid I haven't seen in a while 
(she wouldn't bring my boy to visit me - and to be honest I 
didn't want him to see me in that f.....g s...hole). It was like 
something just clicked. I didn't need this shit anymore. I
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already had an appointment set up through my CARAT 
worker for the next day. I told my mate to take me home and 
I haven't used anything since'. (Tim)

It is possible to surmise from the above that some people justify their use based 

upon events they feel should be celebrated. In some instances this then leads 

to further use which can become uncontrollable. It can be suggested that all the 

above respondents' recognised that they needed to re-address their behaviour 

and did so. However, some respondents took longer than others to return to 

the process of recovery and achieve desistance. Respondents continually 

attempted to desist over the one year timeframe. However it is apparent that 

this was difficult for people due to drug use previously being a major part of their 

lives. Respondents frequently resumed drug use, especially when there were 

problems within their lives. They tended to return to use to eliminate problems 

and avoid facing reality. This suggests that if people are to successfully desist 

there is a need for respondents to enlist different coping mechanisms which do 

not involve substances.

Other life events and desistance

The qualitative interview data allowed comparison of significant life events with 

regards to desistance and any periods of use. The significant life events were 

allocated into three categories (relationships, health and employment) that were 

frequently mentioned during the interviews. It must also be stated that there 

were other significant events mentioned when people both desisted and used 

substances. In one case the evaluation of their own mortality played a part in
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their reason to desist. They were not questioning the effect heroin was having 

on their health but instead witnessed someone coming close to death and 

started questioning her reason for continuing to use heroin. They had 

experienced two people having a non-fatal overdose and were aware it could 

have been her:

7 was using in a flat with a few others, I was gouching out 
and my mate was shouting in my ear, one of the others had 
gone blue and they couldn't wake him. I gave him the 
naloxone and someone rang an ambulance, he came round 
and was fine. A few days later there was someone banging 
on my door, someone had gone over in a flat by me. I went 
down and gave them naloxone. I really think it was this that 
had a huge effect on me, 2 people in a few days, if we 
hadn't had the naloxone they would have been dead, I didn't 
want it to be me next... knowing my luck no-one would have 
it on them to give it to me. I went cold turkey and it was a 
nightmare, living hell but I feel good now, better than I've felt 
in ages'. (Lisa)

Until these events occurred she had no intention of stopping and believes these 

had a major impact on her desistance:

'If I hadn't had seen that overdose I wouldn't have stopped 
it's been the best thing that could have happened really. Do 
you know what I still can't believe it I tell you'. (Lisa)

Following this period of desistance, towards the latter end of the year Lisa did 

return to drug use after starting a relationship with another drug user.

Other life events drug use

Other reasons for continued use fell within the realms of negative self beliefs. 

Some respondents referred to themselves as 'junkie scum' or 'smack heads.'
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They believed that they had no other purpose in life. They did not know what 

'normality' was and found this so called 'normality' difficult to achieve hence 

they continued to immerse themselves in drug using behaviour even though 

they had stated that they wanted to address it:

'Nothing happened in my life, it's just me, heroin is my f.....g 
life, to be honest I f....g struggle like, I dunno what to do with 
myself when I'm not on it... f.....g hell it p....s me off'. (Thomas)

Summary significant life events

Throughout this section a pertinent theme has continued, namely that one 

respondent's reason to stop maybe another's reason to use. This shows that 

drug use is a subjective entity. Although this research has its limitations due to 

the interviews being conducted over a relatively short period of time it is also 

possible to view patterns of drug use and desistance. Doing so has enabled 

the conclusion that desistance and continued use can be seen as an 

individualistic concept with reasons for desistance and further drug use 

changing over time. As the process of recovery evolves over time, reasons for 

drug use and desistance may change depending on life circumstances at that 

time. The previous section supports the developmental approach discussed 

within criminology. When respondents both desisted and resumed drug use it 

was apparent that they felt significant life events contributed and were 

associated with this process. The main difference between the developmental 

theory within criminology and the significant life events experienced by 

respondents within this study was in relation to the nature of the events. Within 

criminology it has been suggested that desistance from crime occurs when
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significant life events happen which have a positive impact on the individual 

such as marriage, employment and starting a family. However, within this study 

the majority of people who desisted expressed that the significant event was not 

positive. Instead a negative event happened such as losing a partner, they then 

wanted to desist in an attempt to restore this relationship.

Criminal Activity

Criminal Activity England/Wales

Illegal drug use is often associated with criminal activity (Home Office 2010). 

The Home Office publish annual national data surrounding drug misusing 

offenders, with the most recent being published in December 2010. This report 

focuses upon adult (age 18+) Class A drug-misusing offenders who have been 

identified through the Criminal Justice System and have had proven drugs 

offences (n=20,109). The most common offence was theft which accounted for 

forty-three per cent of all offences committed in the 12 month follow up period, 

ninety-one per cent of which were shoplifting offences. Eighty-three per cent of 

the cohort were male and sixty-six per cent were under 35 years of age, with a 

mean age of 32. The highest offending group in relation to age were 25-29 

(2.39 offences per person), followed by 30-34 (2.35 offences per person) (Home 

Office 2010). It is important to have an understanding of recent published 

statistics in order to evaluate whether there are any similarities evident from 

respondents who committed crime within the longitudinal cohort survey. The 

section below examines criminal behaviour reported by respondents throughout
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the one year timeframe and investigated any criminal activity during periods of 

drug use or desistance.

Criminal activity throughout the 12 month period

This section examines the criminal activity reported by respondents during 

periods of drug use and desistance. Overall twelve respondents committed no 

crime at all during the one year interview period, leaving five respondents who 

committed crime. Of these, two were constantly committing crime throughout 

the period irrespective of any desistance or drug use and the others were 

sporadically committing crime when they had periods of drug use. The 

characteristics of those committing crime were male heroin users with a mean 

age of 29.6. The main criminal activity they engaged in was as follows: 

Continuous criminal activity - Drug Dealing - 2 respondents 

Sporadic criminal activity - Acquisitive Crime - 3 respondents

Reasons for Committing Crime

The following section focuses on the criminal activity carried out by respondents 

and is split into three sub sections. These sections include sporadic criminal 

activity, continuous criminal activity and previous crime, thus enabling an 

overview of explanations given in relation to why crime was committed.
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Sporadic criminal activity

The three respondents who had committed crime sporadically over the 12 

month study period had done so only when they were using drugs. When these 

respondents had periods of desistance, they no longer committed crime:

'I was still committing crime as I still needed to fund my 
heroin use. I was regularly shoplifting and selling on the 
goods to get heroin'. (John)

Criminal activity then declined when they were no longer using drugs:

'There was no need. I did feel tempted but then thought 
what's the point, I don't need heroin right now so I don't 
need to shoplift'. (John)

This pattern continued throughout the interview period which suggests that 

criminal activity was essential when trying to maintain illegal drug use, when 

they desisted they did not see a point to criminal activity as there was no need 

to gain access to funds for drugs.

Committing crime for this respondent was a direct result of drug use. In 

essence this respondent did not view themselves as a criminal but instead 

viewed crime as a necessity, a means to an end due to drug use. During 

periods of desistance the respondent indicated that the temptation to commit 

crime prevailed. However there was a recognition that due to desistance from 

drugs there was no longer any need to commit crime. Hence crime was a 

product of circumstances for this respondent, linked directly to substance 

misuse.
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Similarly, when the following respondent's drug use escalated they engaged in 

crime to secure funds to obtain drugs:

7 had to do a bit of shoplifting to keep me in gear, it's not 
cheap like'. (Neil)

Likewise:

7 did shoplift a few times cos we needed the money'. (Abbie)

The three respondents' considered crime to be essential in order to gain money 

to obtain drugs. All three respondents did not commit crime when they were not 

using drugs. This further supports the drug/crime link suggested by Bennett 

and Holloway (2007).

Continuous criminal activity

The two respondents who committed crime continuously during the one-year 

interview timeframe had done so continuously, regardless of drug use or 

desistance. Both these respondents were drug dealers. Criminality with these 

respondents was not only carried out to fund their drug use, but also viewed as 

part of their lives:

7 do deal a bit of dope like but f...k all really. The thing is you 
get used tothef.....g money see'. (Jack)

Similarly:

'/ do a bit of dealing and some shoplifting to fund the drugs 

like'. (Thomas)
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In one case they said they wanted to stop committing crime but as with drugs 

they viewed it as an integral part of their lives and therefore found it hard not to 

commit crime. Both of these respondents did not elaborate on their criminal 

activity but just stated that they were dealing.

Previous Crime

Criminal activity prior to this treatment episode was reported by six 

respondents. On entering treatment they felt they had made a commitment to 

themselves not to commit any further crime on entering treatment:

7 used to deal but I stopped when I started my script'. 
(Gareth)

Likewise:

'I've done a bit of street work in the past to make ends meet, 
I'm not f.....g proud of that you know but I had to get drugs 
somehow! Since I've been on the script I haven't committed 
no crimes, it's behind me know ain't it.' (Sian)

One respondent had been in prison and stated:

'Nof.....g way, I learned the hard way, I'm never going back 
to thats..thole'. (Tim)

The above respondents' made a conscious decision to desist from crime when 

they entered drug treatment, which they viewed as a positive step towards their 

recovery.
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Summary Criminal Activity

Throughout the course of the one year interview time frame, criminal activity 

was relatively low with seventy-one per cent of respondents stating that they 

had desisted from criminal activity on entry into drug treatment. Reuter and 

Stevens (2008) carried out an examination of the UK drug policy from the 

perspective of criminal justice whereby evidence suggested that drug treatment 

not only has an impact on the amount of drugs used, but also impacts on the 

number of offences committed. It was further suggested that drug treatment is 

the best option available for controlling drug related crime. Similarly, Miller et al 

(2008) investigated the drugs-crime link between those accessing treatment for 

Class A drugs. They found that following access to treatment the number of 

offences dropped by half (from 4,381 to 2,348 offences) and fifty per cent of the 

sample desisted from criminal activity following access to treatment. When 

evaluating types of crime committed, acquisitive crime saw the biggest 

decrease going from 1,234 offences to 635. The findings of these two studies 

support the reduction in crime following treatment. Six respondents (35%) 

stated that they had stopped committing crime since entering treatment. In 

addition there was also a decrease in crime when respondents stopped using 

their primary drug.

Within the study respondents who admitted criminal activity fell into two 

categories: continuous criminal activity and sporadic criminal activity. When 

evaluating the reasons for criminal behaviour it was evident that not all 

respondents were engaging in criminal activity to gain money for drugs. Instead
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they felt they were entrenched in this behaviour and found it difficult to 

disengage in criminal activity.

The overriding conclusion of criminality and drug use from this study is that the 

majority of respondents did not commit crime following treatment entry and 

successfully desisted from criminality across the one-year time frame (71% 

n=12). The main reasons provided were due to respondents no longer needing 

to fund their drug use, hence providing further support for the drugs/crime link 

argument.

Summary of the Main Findings

The chapter has focused on the interviews conducted with 17 respondents over 

the one-year study period. Respondents participated in four interviews which 

evaluated three month episodes retrospectively to gain information with regards 

to patterns of drug use and desistance in order to examine the recovery 

process.

When discussing desistance throughout the one year period the study shows 

that although desistance is a goal for respondents, the achievement of it is not 

without difficulties and can take time. Hence the process of recovery is not 

straightforward but can prove difficult to achieve and be lengthy in its process. 

The main reason people resume drug use is often not in relation to the drugs 

themselves but instead seems to be due to extraneous factors which have
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overwhelming influences on the respondent. Respondents appeared to use 

drugs as a coping mechanism to deal with any psychosocial problems within 

their lives. Numerous respondents commented that when they were 

experiencing any of these psychosocial problems they would automatically refer 

back to drug use. Respondents found that drug use enabled them to cope 

more effectively and allowed them to block out the feelings they were 

experiencing. Respondents recognised that the answer to these problems did 

not lie with further drug use but felt they needed to consume themselves in drug 

use to relieve the stress they were under. This raises the importance of 

individuals having a robust package of care that deals with not only the 

substance and the withdrawals from that substance but with a wider remit 

surrounding their everyday lives. Doing so ensures that psychosocial 

interventions, pharmacological interventions and a robust aftercare package are 

in place in order for the service user to successfully overcome this entrenched 

behaviour and re-integrate into mainstream society. Recovery should not be 

viewed as a stand-alone intervention based around treatment, but as stated 

previously, should encompass the holistic needs of the individual, taking into 

account all aspects of an individual's life in order to facilitate the wider process 

of change.

It became evident that the use of other drugs is an important element of the 

recovery process. Respondents with an intention to desist do not automatically 

stop using all drugs. Indeed, over half (53%) of the respondents within the 

study used other drugs during the one year timeframe. Respondents felt that 

using other drugs assisted the desistance process from their primary drug.
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Respondents' stated that they did not feel ready to become totally drug free and 

felt that using other drugs, (ones which they perceived to be less problematic) 

assisted their desistance.

When evaluating criminality there were relatively low levels of crime committed 

with seventy-one per cent of respondents desisting from crime when entering 

treatment. They viewed crime as a means to an end. These respondents did 

not view themselves as criminals but instead crime was viewed as essential in 

order to fund their drug use. When they successfully addressed their use and 

no longer used illicit substances they stopped committing crime as they did not 

need extra finances.

The qualitative data gained from interviews has enabled the recovery process to 

be investigated. Throughout the course of the one year interviews, the 

qualitative data gained suggests that recovery and desistance are a process 

which is not simplistic. Of the 17 respondents who took part in the full one year 

study, 16 reported periods of desistance. All respondents entered treatment 

with an intention to recover and desist. However, the process of this was found 

to be affected by a range of elements, of which the majority were factors not 

directly linked to their substance use (e.g. relationships). Three respondents 

desisted for the entire year, however two of these continued to use other drugs. 

Whether or not these two respondents can be classed as 'recovered' would be 

subject to debate.
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Historical definitions of recovery and current advocates of the 12-step approach 

would suggest that they have not achieved recovery due to them still engaging 

in some form of substance using behaviour. Although concise definitions of 

what is recovery remain unanswered, during the course of the study it has 

become apparent from interacting with respondents that recovery per se can be 

a long and arduous road whereby individuals frequently relapse. However, 

respondents who were continually striving to make changes in their behaviour 

often reported that they felt their life was more positive. Although they had 

lapses back to their former behaviour, they felt they had achieved something 

and were slowly addressing their problematic behaviour. Although themes of 

substance misusing behaviour have been identified throughout the chapter, it is 

also important to treat people as individuals who are not only a product of their 

behaviour but also shape and define their future. Hence studying recovery and 

desistance as a process is important within substance misuse as the knowledge 

gained from respondents allows a wider understanding of this problematic 

behaviour which in turn could lead to enhanced treatment practice.
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Chapter Nine: Oral Histories

Introduction

The aim of this chapter is to review the process of change in substance 

misusing behaviour when respondents have successfully overcome their 

problematic use of substances and successfully re-integrated into society.

The results of the longitudinal cohort survey discussed in previous chapters 

evidenced that some people did desist from their drug of choice, that recovery 

can be viewed as a process over time and respondents' identified triggers for 

desisting or continuing drug use. Oral histories with people who have desisted 

for long periods (between three and twenty four years) were carried out to gain 

more insight into the process of desistance and recovery as a whole. These 

oral histories were carried out to enable the evaluation of factors beyond 

significant life events and to investigate if there are any other factors that might 

help maintain desistance in the long term.

Overview of methods used

One drug treatment agency was approached and asked if they knew anyone 

who had successfully desisted from substance misuse and would be willing to 

participate in an oral history detailing their drug use over time. The contact 

details of one respondent were passed on to myself. The initial contact was 

made by telephone. During the telephone conversation an introductory 

statement was used to ensure the prospective respondent was fully briefed on 

the purpose and expectations of the study. I fully explained the purpose of the
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interviews and assured anonymity. I asked if they knew anyone else who would 

be interested in participating in the oral histories. The remaining respondents 

were then recruited through the method of snowball sampling as discussed in 

Chapter Five. The individuals have been given pseudo names to protect their 

identity. All interviews were taped and transcribed verbatim.

All respondents were fully briefed to ensure they understood the purpose and 

expectations of the study. An interview schedule was devised and incorporated 

the following topics (see Appendix 6):

• Background
• Previous attempts at desistance
• Final desistance
• Post desistance

In total there were twelve long term desisters interviewed whose oral histories 

will be detailed below. Each individual was asked to tell their story detailing 

their background, first use of substances and beyond. It was explained that I 

wanted to encapsulate reasons for drug use, if they had stopped using in the 

past, explanations surrounding their final desistance and what happened post 

desistance. In essence, respondents were telling their stories of the onset, 

maintenance and recovery process of their personal journey. The discussion 

below will combine interpretation of the interview data and verbatim quotes. 

These oral histories will be presented in the same manner throughout with the 

following headings used consistently with each oral history: 

Background; Previous attempts at desistance; Final desistance; Post 

desistance; Summary. The chapter will then conclude with an overall summary 

of the study.
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Claire

Background

Claire started smoking cannabis at the age of 13. At this time the group of 

friends she interacted with were older than herself which resulted in her starting 

a relationship with someone who was a lot older than herself who smoked 

cannabis. She stated that she started smoking cannabis due to her peers and 

her boyfriend because she wanted to be viewed as part of their group. The use 

of cannabis continued up until she was 16, at which time she tried magic 

mushrooms. Claire stated she tried magic mushrooms out of curiosity, and due 

to the fact that her friends were taking them. Following this she stopped taking 

all drugs apart from cannabis but did not provide a reason why. At 18 Claire 

had a baby and was still only using cannabis at this time. Her boyfriend 

unexpectedly died, which she felt led her to take a combination of drugs, she 

stated:

'So / started smoking more cannabis, started taking powder, 
started taking vallum, anything basically to try and block out 
the feelings and the thoughts that I was thinking really'.

Her drug use escalated which she feels was due to the network of friends and 

the fact that she was grieving over the death of her boyfriend. As well as 

smoking cannabis she also started using amphetamines and taking valium 

which she felt was just recreational. However, within four to five months, her 

use of all the above drugs became a daily occurrence. Two months following 

this, Claire met a new partner and moved away from her home town, she 

stopped taking amphetamine but continued to use valium and cannabis. At this 

time Claire felt that valium was her primary drug which she took for about 18
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months. Her boyfriend at the time was dealing valium and she was therefore 

getting this off him, free of charge. He was dealing valium and hence was not 

paying for it. She then went on to split up with her boyfriend due to domestic 

violence. Although Claire did not elaborate on this area of her life she stated 

that the relationship was violent and the reason that she left. After she split up 

with her boyfriend she stopped using valium as both her supply had gone and 

she recognised she was taking too much of it. Claire continued to smoke 

cannabis.

Claire then went on to become a heroin user for the remainder of her drug using 

days. The reason Claire first used heroin was because she had heard about 

the drug and its euphoric effects but did not believe it was as addictive as 

people were saying. She decided to try it out of curiosity, at first Claire started 

smoking heroin but ended up using more and more until she became physically 

addicted to heroin and her tolerance increased. This led her to become a 

regular injecting heroin user, which was now her primary drug. She stated:

'I moved back to be around my family and friends but what I 
didn't realise was at the time heroin had then hit the streets, 
because all the drugs I had done in the past weren't 
physically addictive I was so naive I didn't realise this drug 
would do that to you, and like even though my friends that I 
was bothering with were on it, I just didn't know what it 
would do. They said it was nice when they were doing it but 
they were ill when they weren't and it was like, it didn't quite 
make sense to me cos I'd never experienced a drug that 
would make you feel that way. So I was sort of like, oh no it 
can't be that bad, it can't make you feel like that, and I'd like 
punch them in the legs and knock them in the arm when 
they said they were clucking, thinking no it can't be that bad. 
But yeah I went on to do it, I smoked it for a number of 
years.'
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Up until this point Claire had not truly desisted from any drug, when she 

stopped using her primary drug, firstly amphetamine then valium she always 

continued to use cannabis. When she transferred her main drug to heroin she 

stopped using cannabis and only took heroin:

'From the time I started using drugs at 16 I don't think a day 
had passed when I hadn't put some kind of drug inside me. 
No matter what happened I always smoked cannabis 
constantly, stupid but yeah, I suppose I just liked it really.'

Previous Attempts at Desistance

Claire had four periods of desistance from her primary drug in total, each 

differing in length. Her first period of desistance was at age 21. At this time her 

primary drug was valium, she was using excessive amounts of this with her 

partner who was dealing. When they split up she realised that she had a 

problem with valium and decided to stop using it as she felt she was only using 

quite a large amount of valium due to her boyfriend obtaining it for free. She 

realised that she no longer wanted to use this drug and felt she could address 

this now that she had split up with her boyfriend and was no longer under his 

influence . However, she continued to smoke cannabis. At this time she moved 

back home as she thought it would help her stay away from drugs. Instead 

Claire progressed to heroin use.

Claire's second attempt at desistance started after roughly two and a half years 

of using heroin. Claire felt she could not cope anymore and spoke to her Health 

Visitor about her problems. At this time Claire had four children, two of which
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were still living with her and two were living with their father as he had heard 

about her heroin problem and insisted on having the children. The Health 

Visitor arranged for her to go into an acute psychiatric ward for her to go 

through a detoxification programme. The children went to stay with different 

relatives:

7 spoke to my health visitor I did because we were really 
close. That morning when I spoke to her I was off it on 
valium, I'd taken a load of vallum and I just basically said to 
her look I can't cope, this is what's going on, I need help 
really, my oldest son was still with me and at the time my 
youngest daughter was still with me, the middle two were 
with their dad because he'd heard that I'd had this heroin 
problem and sort of like stopped me from seeing them, 
which is right I suppose. So I asked my health visitor for 
help, fair play to her, she went, she came back, she got me 
into hospital that night, I asked my sons grandparents if 
they'd have him for 2 weeks and I asked my mother to have 
my daughter for 2 weeks, obviously I didn't have the other 
two so that was sorted really'.

Claire went into hospital but the same night they discharged her as they needed 

the bed for another patient. Claire stated that at this point she had a realisation 

that she had lost her children and things spiralled out of control:

7 went home and injected 7 of heroin bags, luckily enough 
a friend had a key to my house really because I done it and 
went and sat in the bath, he was staying there now and 
again so I gave him a key so that he could let himself in, 
and he found me. Luckily enough my mouth was under the 
water but I was still breathing through my nose so as soon 
as he sort of pulled me out of the bath I sort of come around 
like but I'd been there, I don't know for about 5 or 6 hours I 
think, it was quite a while, I just couldn't cope with it 
anymore.'

After this time Claire became homeless as her landlord was a police officer who 

realised she was using heroin. Claire went to the city, where she was
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frequently staying in night shelters and still using heroin. She also bought a car 

and used to sleep in it, using the car to travel to a different area to purchase 

drugs. This period of relapse went on for some time. Claire could not recall the 

specific amount of time but thinks she used constantly for roughly a year and 

half. Claire then stated that she had enough of this lifestyle and attempted her 

third period of desistance. The reasons provided for attempting to desist were 

due to her having enough of the lifestyle:

'My life really wasn't nice, I felt rough all the time, I had 
nowhere to go, just dossing about really. Every time I drove 
the car back from scoring, I thought I was going to get busted, 
I had no tax or insurance. The car was my house, I just had 
enough really, I'd lost everything in life, let my kids down and 
wanted to change to try and be there for them.'

She decided to go back home and live with her father to try and address her 

drug use. She did not engage in treatment but decided to do this alone. Claire 

stated that she stayed completely drug free for 18 months. This was the first 

time since she was 16 that she had been completely drug free. She stayed at 

her father's house during the entire 18 months and broke ties with her drug 

using friends. After this 18 month period Claire bumped into an old friend who 

was a drug user, although she stated that she did not want to return to drug use 

she thought she would be able to control it and gave into urges. She stated:

'When I relapsed I thought I could control it, I had a bag, 
smoked it and then left it for a few days and used again'.

Claire was using heroin everyday within two weeks of relapsing. This period of 

relapse lasted a year. At this point Claire started dealing drugs to enable her to 

buy heroin. Claire's reasons for her attempts at desistance were varied,
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ranging from doing it for her children to just having enough of being a drug user. 

During the course of her drug use Claire felt she had lost everything and 

although her children were the catalyst for most attempts of desistance, they 

were also sometimes the reason for her relapse. At times of relapse Claire 

thought she had lost her children for good and ended up not wanting to face 

reality. In addition, two of the failed attempts at desistance were due to her 

ending up in situations where she was with old acquaintances who were using 

drugs, this then tempted Claire into using again. Claire believed she could 

control her use and only use a small amount but once again it spiralled out of 

control.

Final Desistance

Claire's final period of desistance was not through choice but instead was 

enforced desistance by way of imprisonment. At this time Claire was dealing 

drugs to enable her to finance her heroin use. She sold heroin to an 

undercover policeman and was given an 18 month prison sentence:

7 sold a £10 bag to an undercover copper, the most 
annoying thing about it was that he phoned me, he got my 
number off somebody, I turned round and said I don't know 
who you are mate, I dunno what you're talking about and 
put the phone down, and then a friend phoned me and said 
I got this bloke here, he's looking for some stuff can you 
come and sort him out, do you know when you just get that 
feeling and it was like I gave him the bag and thought, you 
know when you feel the life drain out of you, I knew exactly 
what I'd done before I had chance to even pull my hand 
back, it was like, I just sold a bag to a copper, I couldn't 
believe what I done, because I was always careful if I didn't 
know them I'd just say I don't know what you're talking 
about.'
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Claire saw prison as an opportunity to change. Whilst in prison Claire thought a 

lot about her life and realised that she no longer wanted to be a drug user. She 

viewed prison as a chance to change her life, she felt that if she did not take this 

opportunity she would remain a drug user and probably end up dead. When 

she entered prison she went through a two week detoxification programme and 

has not used heroin since this time.

On release from prison, Claire went back home to live with her father and 

brother. Her brother was a drug user at the time, however she did not feel 

influenced to use. Claire entirely swapped her social circle and began to 

resume old friendships with non-drug using peers:

7 went home to dad, which he was weary of at first cos my 
brother was still living at home with him and he was still 
using so dad was really concerned for me really I suppose 
cos he didn't want me coming home from prison to 
somebody who was still using. But we got through it, I only 
stayed there while I was on tag, I met a couple of my old 
straight friends that I hadn't seen for a long long time and I 
think that's what really helped to keep me straight really, just 
bothering with my old straight friends because I hadn't really 
seen them, even when I did see them I'd sort of like turn 
away before they seen me. I knew when I come home that I 
couldn't associate with any of my old friends. When I came 
home from prison one of my old friends did come and pick 
me up, fair play to him, and I did go back to his house, and 
there was loads of people around me using, I had a dealer 
who used to me one of my friends who offered me stuff and 
I said point blank no, I wanted to put myself in that position 
to see if I was strong enough to handle it and I was so proud 
of myself when I walked out.'

Following this time Claire then met a new partner who did not use drugs and 

together they moved to a different area. She soon became pregnant and
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decided to engage with a local drug agency for aftercare support. She also 

informed social services of the pregnancy and insisted on being drug tested as 

she did not want the child taken off her. Following months of urine tests, Social 

Services were satisfied that the child was not at risk and no further action was 

taken. Claire has not used heroin since being in prison and is completely drug 

free.

Post Desistance

Following her final desistance, Claire was still in touch with her local drugs 

agency who encouraged her to carry out service user involvement work. This 

work involves current and past service users getting involved at a strategic level 

to assist in the planning, development, commissioning and reviewing of drug 

and alcohol services. At first Claire was attending local meetings as a service 

user representative and carried out talks on her past drug use to trainee social 

workers. She then heard about an opportunity to carry out some voluntary work 

with a drugs agency and applied for the training. She ended up doing an eight 

week training programme and went on to become a peer support volunteer. 

She continued to carry out voluntary work for four months, then an opportunity 

arose for full time employment within the Peer Mentoring Scheme. The overall 

aim of this scheme is to encourage, support and enable current and past drug 

and alcohol users to achieve economic independence by gaining sustainable 

employment. She was encouraged to apply for the job, was successful and is 

still employed. Hence, Claire is now assisting people to gain independence via 

a scheme she originally attended as part of her aftercare.
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Claire now has six children altogether, of which one of them lives with her. 

Sadly one of them was adopted when Claire was in prison and the rest are in 

the care of her extended family. Claire has resumed contact with her children 

(apart from the one that was adopted) and feels that life is getting better every 

day. Claire recognised the detrimental effects drug use had on her life and felt 

that prison provided her with an opportunity to change, which she stated she 

was grateful for although she did not realise it at the time.

Summary

Claire's introduction to drug use was due to peer pressure and her wanting to 

conform. She felt that this initial drug use led her to try different drugs and 

eventually to daily heroin use. When Claire started using heroin daily she felt 

her life spiralled out of control to the point where she had nowhere to live and 

had lost contact with her children. These events appeared to be the catalyst for 

change in her previous attempts at desistance. Unfortunately Claire resumed 

her heroin use due to re-engaging with her drug using network. Although she 

stated that she wanted to stop using drugs, she found it difficult and felt her life 

was embroiled in drug use. Her final desistance was not through choice, but 

enforced via a prison sentence. However, Claire turned this negative event in 

her life into a positive event. Claire successfully addressed her use and has 

since managed to fully re-integrate into mainstream society. Claire now has a 

job and feels this has enabled her to return to some sort of normality whereby 

she does not feel the need to use substances.
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Jayne

Background

Before Jayne experimented with drugs at the age of 14, she experienced some 

traumatic events in her life which in retrospect she felt could have had a 

significant impact on her drug use. At the age of nine Jayne's brother was killed 

in a motorbike accident, following this at the age of 12 her mother experienced 

a stroke which left her completely disabled and unable to care for herself. At 

the time of her mother's ill health Jayne's father was working away from home 

during the week which meant that Jayne become a full time carer at a very early 

age. In addition, a few days after her mother suffered a stroke her sister was 

killed in a house fire. At this time the doctors advised Jayne not to tell her 

mother of her sister's death as they thought it would affect her health. Hence at 

the age of 12 not only did Jayne become a full time carer but she had also 

suffered the bereavement of her brother and sister as well as having to deceive 

her mother and hide the fact that her sister had died. She stated that she did 

not have a very good relationship with her father and found him regimental in 

his discipline. She resented the fact that during weekdays she was caring for 

her mum and her dad would turn up on weekends with a very strict approach. 

Jayne stated:

V think these events helped shape my future. The family 
bereavements led me to believe that life is short and that I 
should live every day as though it was my last. I was a 
young carer and this must have impacted on me, I found it 
stressful at times. I sometimes couldn't do what I wanted as 
my mum needed me with her. I rebelled against my dad 
very unfairly I think now, and messed up school. I thought 
using drugs was fun'.
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Jayne started using drugs at 14. She initially experimented with hallucinogens 

before turning her attention to ecstasy. Between the ages of 14 and 16 Jayne 

was also injecting amphetamines:

7 always hung around with drug takers and thought it was 
cool to take drugs and expand my mind. Aged 14, 15 and 
16 I took a lot of hallucinogens, magic mushrooms. When 
ecstasy became available in the UK in 1988 I took a lot of 
that too.'

At 17 Jayne moved to London to study for A-levels and stopped using all drugs 

apart from cannabis for a short period. She then met a boyfriend who used 

cocaine and regularly committed burglary to fund his cocaine use:

'My boyfriend was anti-heroin as both his parents died of 
overdoses. He looked after his younger siblings and made 
money by burgling shops. We took a lot of cocaine. Our 
use became problematic after a year or so. We started 
'kiting' (buying stolen cheque books and cashing cheques at 
banks) to make money. We led a champagne lifestyle. I 
was arrested at 19 and imprisoned for 1 year. My boyfriend 
got 2 years. I took heroin for the first time in prison. When I 
was released I started kiting again and took more and more 
cocaine. I met another man, he sold cocaine and we also 
started smoking crack. I was kiting to fund my habit. I took 
heroin to help with the 'come downs'. I was a chaotic crack 
addict as was my partner for the next 8 years.'

Jayne started injecting drugs on a daily basis following her first prison sentence. 

She did not attend a needle exchange as she was paranoid they were under 

surveillance by the police. During one of her times in prison, Jayne found out 

she had contracted Hepatitis C. Although she never shared needles she did re 

use needles and share other paraphernalia such as spoons and filters. Due to 

her never attending a needle exchange service she was unaware that you could
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contract a blood borne virus from sharing equipment. She went on to have 

treatment for her hepatitis and was cleared of it within six months.

Previous Attempts at Desistance

Jayne had four periods of desistance which spanned a seven year period

before desisting for the final time. All periods of desistance involved the

Criminal Justice System, namely she either attempted desistance to gain a

lesser sentence or the desistance was enforced due to imprisonment. Jayne

stated:

'/ never had any intention of stopping, not even when I 
finally went into rehab. It was a simple game of maths. If I 
said I wanted help and took it I would get a lesser sentence. 
When I applied for the rehab scheme it was so that I didn't 
go back to prison. I had been in prison for the same crime 
before and knew they wouldn't be lenient so I was facing a 
longer sentence so I opted for rehab thinking it would be 
easier'.

Jayne's initial period of desistance was at the age of 23, at this time she was 

injecting heroin daily. Jayne was arrested for selling stolen cheque books at 

this time:

'When arrested at 23 I got a methadone script from a 
community prescribing service to look good in court. I didn't 
have a care plan. I used heroin and stored methadone for 
emergencies. I had no intention of engaging with the 
treatment from the outset. I got myself referred for inpatient 
detox as I wanted to be clean before court. I was hoping to 
get treatment in rehab instead of a prison sentence. The 
detox was in a mental health ward in a hospital over the 
road from my house. I knew my partner was over the road 
with gear. I lasted three and a half days before leaving and 
using. The prescribing agency had arranged rehab place
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and a worker attended court stating that he would 
accompany me there but I was sentenced to 24 months 
prison'.

At this time Jayne went straight onto the detoxification wing of the prison and 

received a five day detoxification programme. After a week of feeling very sick 

she said that she felt a lot better. Jayne stated that at this time heroin was 

readily accessible in prisons and she did use some during her sentence but 

stated that this was very little. However, she continued to smoke cannabis 

throughout her time in prison. Whilst in prison Jayne shared a cell for six 

months and became friendly with her cell mate. Her cell mate was released six 

weeks before Jayne was due to be released. Unfortunately her cell mate 

overdosed on heroin and died shortly after her release. Jayne stated that at this 

time she convinced herself she would learn from her cell mates death and not 

use heroin when she got out of prison. On her release she lasted one day 

without using heroin but then succumbed to it. Her reason for using was that 

she felt her life was entrenched in a drug using lifestyle and in addition she had 

a partner who was also using drugs:

'I was adamant I wouldn't use when I came out of prison 
because of what happened to my cell mate, but nothing in 
my life had changed, I was still in a relationship with a drug 
user and drugs were all around me so no wonder I used'.

Jayne felt trapped in drug use and could not see a way out. At this time, her life 

revolved around drugs, they were part of her daily life. Following this time, 

Jayne continued to use drugs until the age of 29 whereby she tried her third 

period of desistance. She was arrested and received bail. She decided not to
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attend court and instead went away for about a year. During this time Jayne 

attempted self detoxification by buying illicit methadone. She tried to do this on 

at least three occasions but stated that she never succeeded at this. Jayne's 

final desistance came at the age of 30.

Jayne's motivations for desistance were heavily influenced by self preservation, 

namely she did not want to go to prison so she attempted desistance. Her 

determination was not entirely self motivating, and she feels she returned to 

drug use because of this. Jayne also found it difficult to remain drug free due to 

having a partner who was using drugs, hence temptation was always a factor. 

When in prison she stated that she used far less and felt confident she could do 

it on release but this was not the case due to the pressure she felt under 

pressure to use drugs when released. When released from prison, Jayne 

returned to her former life and resumed drug use within her previous drug using 

network.

Final Desistance

Jayne was on remand in prison and was introduced on to a scheme whereby 

they sent people on a rehabilitation placement instead of prison. Jayne pursued 

this thinking it would be easier to go through rehabilitation than spend time in 

prison again. At this time she did not really have the motivation to stop, but was 

instead thinking of the easier options available. Jayne thought that her 

sentence would be lengthy due to her previous convictions and was therefore 

looking for alternatives. She felt that the process of rehabilitation was not 

explained to her fully and she had no idea what to expect on entry into the unit.
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When Jayne went to court she was sentenced to attend the rehabilitation 

programme instead of returning to prison. When she left the court room, 

instead of going straight to the unit she left the Social Worker, stole someone's 

cheque book and went to buy some heroin, she then ended up overdosing:

V woke up in KFC toilets at about 9pm. I must have been 
there some hours. I got a bus to the rehab arriving at 
approx 10.30pm. The staff took me into the office and 
accused me of taking heroin which I denied and they 
eventually led me up to a dorm with 2 other females. I took 
a few grams of heroin into rehab. I thought that they were 
full of drugs and I shared the drugs with the females in my 
room who had been there for a couple of months. The 
next day the rehab asked me to leave. I refused saying that 
a judge had sent me there. I still had some gear left'.

Jayne knew she could not leave the rehabilitation unit as it was part of her 

sentence, so she stood her ground and they eventually allowed her to stay. 

Jayne described how difficult she found the rehabilitation centre during the first 

few weeks. Due to her turning up in the middle of the night and the suspicion 

from staff that she had drugs in her possession she was put on a hard works 

contract and was totally isolated from the other people in the unit. This went on 

for the first few weeks of her stay. She had her own room, no-one was allowed 

to speak to her and she felt totally segregated. However, in time the staff at the 

unit realised she was committed to staying there and allowed her to fully 

participate in the programme.

Jayne remained at the rehabilitation unit and stopped using drugs for the final 

time. However after leaving the centre Jayne admits to transferring her 

dependency, she consumed alcohol daily for a short period of time but now
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controls this. Since leaving the unit, Jayne has had periods of drug use and 

stated:

7 have used every drug I can think of since leaving rehab 
apart from methamphetamine, which I would like to try. I 
haven't injected any drugs since leaving. I don't think I'll 
have a drug problem again. I had a lapse once with heroin 
and it scared me a lot. I used it over a few days and quickly 
needed it to feel normal. I smoked 3 or 4 bags daily over 
about 2 to 3 months. A mate bought it from 3 dealers for 
me and sometimes they wouldn't have their phones on or 
be out of stock. I got hooked quickly. I bought a very small 
number of Subutex pills and detoxed myself over 2 weeks, 
4mg of Subutex held me and I reduced daily. I didn't take 
any time off work. It was a tough detox, I think it was harder 
as I was older as I've got less resilience. I knew I had too 
much to lose and had to stop quickly'.

Although Jayne's final desistance period was achieved during her stay at the 

rehabilitation centre she has had periods of lapses. However, she is confident 

she will never return to problematic use.

Post Desistance

Whilst Jayne was in the rehabilitation centre she applied for over 40 jobs and 

eventually got a job as an administrative assistant. Gaining employment was 

viewed as part of the process of graduating from the unit:

'Before we were able to claim leaving the rehab successfully 
we had to find work and move into the unstaffed houses 
owned locally by the rehab. I couldn't find work initially and 
the staff eventually started accusing me of trying to stay 
longer and being institutionalised, this wasn't the case, I 
badly wanted to move out with a male and female peer and 
I just couldn't find work. The only work I had ever done was 
bar work and a stint as a receptionist when I was 18 and 
now I was 30 years old with no work history. I tried being 
honest with potential employers and tried lying through my
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teeth. I used to write everyone else's CVs but I just couldn't 
find any work myself.

As well as gaining paid employment as an administrator, Jayne also became a 

volunteer at the rehabilitation centre. She went on to complete a university 

degree on a part time basis. Following this she started working in a local drug 

agency and now successfully manages a drug project. She has settled down 

with a non drug using partner and feels she has successfully addressed her 

past substance misuse.

Finally Jayne stated that she felt things in her life had changed and the time 

was right, on reflection of her drug use and desistance she stated:

'I think that a whole string of things fell into place that 
became too much to lose. I believe in the tipping point of 
change, if you build up positives they outweigh the 
negatives and change becomes easier'.

Summary

When Jayne was using drugs she stated that she could not identify any 

significant events. However when she stopped using drugs she realised that 

numerous factors contributed to the desistance process including:

• Attending rehab
• Rebuilding the relationship with my parents
• Getting my degree
• Finding work in Oxford
• Dad's death
• Meeting my partner/soul mate.
• Becoming a step mum.
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Although Jayne did use substances following rehabilitation she now feels she 

has a new lease of life. Recovery for Jayne was a process which involved 

numerous attempts at desistance. Although the attempts were through coercive 

measures, Jayne always promised herself that on release she would not use. 

However, Jayne would then resume her drug use due to her still being involved 

within a drug using network. Jayne finally desisted after several failed attempts 

and now feels that her current life provides her with enthusiasm and has a 

purpose.

Darren

Background

Darren grew up in what he described as a very loving and caring household, he 

was the only child and felt his parents were a little over protective. Darren 

initially tried cannabis at age 14. He stated that he wanted to try drugs because 

he was inquisitive. He had previously tried alcohol but it made him ill, so 

instead he tried cannabis which he enjoyed. His friends were using drugs and 

he wanted to try some. At this point, Darren only used drugs on weekends, 

however his use started escalating and he also experimented with magic 

mushrooms and amphetamine by the time he was 14. Whilst in school Darren 

did not feel he wanted to achieve academically. He regularly truanted and 

continued to take drugs throughout his school years:

'I didn't get the most out of my education. I achieved 6 
CSEs but I don't think this was due to drug use. I wanted to 
be a mechanic and had an apprenticeship set up so lost 
interest in academics. I truanted a lot and took drugs when
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/ wasn't in school. I always wanted to become a mechanic 
so couldn't see the point in studying'.

Darren started committing crime at a young age. He was first arrested at the 

age of 14 for stealing a bike. It was at this point that Darren felt he started 
engaging in problematic drug use. Darren went on to start injecting 
amphetamine but not on a regular basis. At 17 he also started using cocaine 
regularly. He stated:

'When I was 17 my ex-girlfriend who was 16 had a baby. I 
didn't know about the pregnancy until after my daughter was 
born. We attempted to get back together but the 
relationship didn't work. I wanted to go out with friends, we 
lived in one room in her dad's house and she wanted me to 
settle and I wasn't ready. I took ecstasy at 18 years onto 
travellers sites and lived in a trailer. Ecsatsy became my 
drug of choice for 3 years. I took it usually with cocaine and 
was heavily into the party and rave scene. I would go to 
parties every weekend. I met another girlfriend when I was 
19. We took recreational drugs together'.

At the age of 19 Darren first tried heroin. Again he stated that he took this out of 
curiosity. He tried heroin at a friend's house who he was dealing cannabis to. 
He injected it the first time he used heroin and subsequently overdosed. 
Following this experience he did not take heroin again for a further four years:

At the age of 20 I was saving money to get a house. I was 
working as a mechanic in a garage. I got married at 21 after 
buying my house. The marriage was one-sided, I loved her 
but this was not reciprocated. My wife smoked a lot of 
cannabis as I was selling it. She was particularly de- 
motivated by it. I used to go out partying but she wouldn't 
come because she didn't like socialising. She was stoned 
24/7. My wife was 4 months pregnant with my son when we 
married. When he was 2 years old I started selling heroin 
thinking I could get rich quick. I started slyly taking heroin 
when I was working in the garage. My wife soon realised 
and joined in with me. Two years after I got married my
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daughter was born with a habit. When my daughter was 8 
months old my wife and I were sent to prison for 6 months 
and four and a half months. My daughter and wife were 
sent to Holloway and my son was taken into foster care'.

Previous Attempts at Desistance

Darren had five periods of desistance before finally desisting. The majority of 

the desistance periods were enforced due to imprisonment. Darren received a 

custodial sentence and did not use whilst in prison, however he resumed use on 

his release. Within three months of his first prison release Darren was arrested 

for armed robbery, which he states he committed because he was desperate for 

cocaine and heroin. He then received a further four and a half years sentence. 

He also received a further two and a half years sentence on top of this for 

commercial burglary. Following these sentences, Darren received a further four 

prison sentences during which he desisted from drugs. On release from every 

sentence, Darren stated he would immediately return to using heroin and crack.

Each period of Darren's desistance coincides with prison sentences. However, 

Darren would consistently use upon release. His partners were also drug 

users, hence they would use together. He also dealt drugs to gain money to 

buy heroin and crack.

This process of frequent relapses following prison was cyclical behaviour. 

Darren found it relatively easy not to use drugs whilst in prison, but as soon as 

he was released he would resume drug use. He would initiate a relationship 

which was always with someone who was a drug user. He felt this was due to
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the fact that the only relationships he had were with drug users. In essence, his 

whole life revolved around drug use. Hence, it was evident it would be with 

someone who was using drugs. Due to his financial situation on leaving prison 

he always returned to dealing drugs which he viewed as a means to an end. 

He needed the money for drugs and therefore dealt drugs to gain this money.

Final Desistance

Darren finally desisted after engaging with a community prescribing service. He 

stated that he just felt he had enough of this way of life and wanted to change. 

Darren could not provide an overall reason for the final decision which initiated 

desistance. Instead he just felt it was time to stop and made a decision to go 

into treatment. At the same time he also made a conscious decision to end his 

current relationship. His partner was still using drugs and he felt that if he 

continued the relationship he would not give himself the best possible chance in 

treatment. Therefore, in order to give himself a chance of success he believed it 

was time to make changes, not just with his drug use but with other areas of his 

life. On entering treatment he still used both heroin and crack, although this 

was far more infrequent than before. During the latter stages of treatment he 

stopped using illicit drugs and started to cut down on his prescribed medication. 

At roughly the same time Darren met a new partner who was not a drug user. It 

was at this point that he felt his life was turning around, he was gaining different 

networks of friends away from drug use and started to see a future without

drugs:

'Something clicked with me, I had had enough. I engaged 
with a prescribing service, I attended overdose prevention
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sessions and became part of the local user involvement 
group. I started on a methadone script and split with my 
second wife. After 7 months I stopped using regularly. I 
would use a fair bit of crack and I would use heroin once a 
month. By 8 months on the script I stopped using heroin 
completely. I was on the script for a year when I met 
someone else. I had just started cutting down to get to 
10mls methadone before the service would prescribe 
Subutex. I detoxed from the Subutex in 3 weeks. I started 
drinking a lot when I gave up everything and got arrested 
twice for public order offences'.

At the present time Barren occasionally takes recreational drugs, he stated that 

he sometimes uses cannabis and alcohol. Darren does not view this use as 

problematic and is confident he will never resume the use of substances to the 

extent whereby they become unmanageable.

Post Desistance

Following his last period of desistance, Darren met a new partner which he 

believes enabled him to desist from his primary drug. He stated that if he used 

again he would lose his partner:

'I think that meeting my new partner was the thing that set 
me on the right track and things became too much to lose. 
Life has just got better every day since. I have been off the 
gear and crack for nearly 4 years. My daughter came to live 
with us three and a half years ago. She had behavioural 
problems when she first moved in but has now settled 
down. She is a lovely 15 year old who has unfortunately 
been kicked out of mainstream education due to past 
behavioural issues. I think that she will do well in college 
and once she leaves'.

Although Darren occasionally uses cannabis and alcohol he feels totally in 

control of this. His main job is a mechanic however he has been heavily
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involved with service user groups and has very recently gained employment as 

a consultant to advise on drug treatment services.

Summary

Darren did not finally succeed at achieving desistance until he came to the 

conclusion himself that he wanted to change his behaviour. Although he had 

periods within his life whereby he did not use drugs, these were times when he 

was forced to do so through means of imprisonment. Therefore, at these times 

the choice to engage in drug use was limited for him. Darren has been through 

a process of change which has led him to become a voice for service users of 

drug treatment agencies. He finds this job fulfilling. His employment, coupled 

with other positive factors within his life has enabled him to remain drug free 

and become fully engaged in society.

Matthew

Background

Matthew grew up in a house where drug using was seen as 'normal'. His 

parents were frequent drug users who used a combination of drugs including 

benzodiazepines, cannabis and alcohol. Matthew described his childhood as 

unhappy due to his parent's drug use. He felt he had to learn to fend for himself 

from a young age and that he had no-one really to turn to:

'My childhood wasn't great you know, I brought myself up to 
be honest, they were out of it most of the time, just let me 
get on with things. I lived in a really rough place, everyone 
was at it, using drugs was what they did for a living. I don't 
think my house was ever empty, you know just us family 
like, there were always loads of people there, off their
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heads. No wonder I turned out like I did. The funny thing is, 
when I was growing up I swore to myself I would never turn 
out like them'.

Matthew then started taking cannabis when he was 12. He stated that he used 

cannabis out of curiosity. He wanted to see what it was like but he feels this 

was the point in his life where things started to go wrong:

7 was curious you know, I think half of it was down to joining 
in. Do you know my parents didn't bat an eye lid. I first 
tried it because someone had left a joint in the ashtray, I 
didn't smoke fags but I wanted to try and see what it was all 
about. At first it was horrible, I felt really sick but then that 
feeling passed and I felt quite good, relaxed from what I can 
remember. Well it was the start of a downhill battle wasn't it. 
I went on to start pinching some dope off them and smoking 
it regular, I showed it to a couple of mates and we used to 
have a joint. Eventually my parents found out, and in true 
fashion instead of going mental like ordinary parents would, 
they just let me carry on smoking it'.

At 16 Matthew started experimenting with other drugs whilst still continuing his 

cannabis use. Again Matthew described how he was curious and wanted to try 

other drugs. Matthew experimented with numerous drugs including speed, 

ecstasy and LSD. He eventually tried heroin at a friend's house at the age of 

17:

7 just wanted to try some other drugs, a lot of my friends 
were using different things like speed, ecstasy and LSD and 
I wanted to give it a go. I tried speed but didn't really like it, 
I'm not an upper person really, I prefer to be chilled. I 
carried on dabbling a bit with uppers but ended up deciding 
they weren't for me really so I just carried on smoking dope 
and was drinking quite a lot as well. I left school, didn't 
really achieve anything and couldn't find a job, I just dossed 
around all day, I hung about with friends. Drugs were 
available even if you didn't have money cos someone 
always had some. I was about 17 and at a mate's house 
when I was first offered heroin. I tried it but only smoked a
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little bit, I felt a bit ill at first but it was such a different feeling 
to the other drugs I'd tried and I soon got used to it. I think 
after about 6 months I started injecting heroin daily as 
smoking it just wasn't enough anymore'.

Matthew's use of heroin was constant for a further 13 years from this time on. 

He started committing crime at age 18 as he needed money to fund his heroin 

use. He dealt cannabis but never got caught doing so. He has never been to 

prison during his years of drug use.

Previous Attempts at Desistance

Matthew had frequent attempts of desistance before finally achieving this. He 

stated that he used to try and stop using drugs virtually every week or so and 

therefore could not pinpoint a specific number of previous attempts of 

desistance. The first time Matthew attempted desistance he did not attend a 

treatment agency but instead he just stopped using heroin and locked himself 

away. The reasons he provided for this was because he stated that he did not 

think it would be difficult. He also stated that looking back he did not want to go 

into treatment because then he would have to admit that he had a problem and 

had in fact become like his parents which was something he both did not like 

and did not want to admit. Although he described this as being an awful 

experience, he did manage to desist from drugs for a month. He felt he did not 

have much chance of staying drug free due to the environment he was living in 

whereby drugs were viewed as normality. His parents were openly using drugs 

in front of him which he viewed as selfish:

'It was like I was battling with myself not to do it but then 
saying in my head, go on it won't hurt, eventually this part 

won'.
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Matthew went back to daily heroin use and had brief periods of desistance until 

he finally desisted roughly nine years later after his initial attempt at 

desistance. He stated that he tried stopping on numerous occasions, each 

time doing it alone without the aid of treatment. Although at the time he felt he 

wanted to stop, he stated that looking back it was obvious he was not ready 

otherwise he felt he would have gone into treatment and addressed his 

problem with professionals:

'/ used to have periods when I'd just stop for a couple of 
days, a week at the most but I never stopped taking drugs 
completely, I always smoked dope and if I wasn't using 
heroin I was taking vallum and drinking so that I didn't have 
to go through those withdrawals.'

With the exception of Matthew's initial attempts of desistance he had not been 

drug free for 13 years both from his primary drug or any other drug, even though 

he stated at the time that he felt desperate to address his drug use.

Final Desistance

Matthew felt that health was a major factor that influenced his final desistance. 

He initially contacted a drug treatment agency after gaining support from a friend 

who had recently entered treatment. Matthew then attended the agency and 

gained a methadone prescription. He was on methadone for two years before 

he started reducing:

V was on methadone for 2 years but I wanted to come off it 
so I started being reduced and eventually became drug free.
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/ also gave up all the other drugs. My health was getting 
better and I just didn't want to use anything because I was 
scared of going back to heroin, I wanted to change and get 
a job and a new life, I felt ready to do this'.

When Matthew finally desisted he felt the time was right and he felt motivated to 

change. When discussing the factors that led to his final desistance he stated 

that it was predominantly due to his health. However, he also inferred that his 

life had become out of control. He stated that he felt lost and just wanted to feel 

well again, to feel and participate in human life as he used to without drugs. 

Since going through treatment Matthew has remained completely drug.

Post Desistance

Following his final desistance, Matthew has been completely drug free for five 

years. When he started cutting down on his methadone prescription he decided 

to move out of his parental home. He done this because he felt it would 

enhance his chances of remaining drug free due to his parents still using drugs. 

Matthew wanted to break the ties of his former life and create new social 

networks. He successfully made a new life for himself when he was cutting 

down on his methadone use. His counsellor suggested some alternative 

activities which he participated in and enjoyed. When assessing his future, 

Matthew felt his forte was with counselling due to the experiences he had gone 

through. Subsequently, Matthew went to college and now has a job in the 

drugs field. He has also settled down with a new girlfriend who has never used 

drugs, Matthew feels his life has changed dramatically.
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'My life changed so much when I gave up drugs, I never 
thought I would achieve half of what I have. I went to 
college and done a counselling course and met a whole 
new set of friends who saw me as a person not a drug user, 
I've even managed to get a girlfriend and recently a job. 
Life is fabulous and I wish I'd done this years ago. I've had 
lots of experiences in life that's for sure, but now I feel as if 
life as it should be has just started and I feel confident I'll 
never go back to drugs'.

Summary

Matthew felt his background was an influencing factor leading to his initiation 

into drug use, his parent's openly used drugs within the family home. Although 

Matthew stated that he did not want to become like his parents, he also wanted 

to experience what drugs felt like, which he felt led to further drug use. Matthew 

attempted desistance on numerous occasions but stated that his home 

circumstances, whereby he was living in an environment with other drug users 

impeded his attempts at desistance. On his final desistance Matthew moved 

away from the family home and then started to rebuild his life. Matthew feels his 

life is completely different than when he was using drugs, and is encouraged to 

remain drug free due to substantial changes in his life including a relationship 

and recently gaining employment.

Havlev

Background

Hayley did not start taking drugs until the age of 21, before this time she had no 

previous experience with drugs throughout her teenage years. A friend 

suggested she tried cocaine during a night out. The friend said it would perk 

her up a bit and she would not 'get hooked 1 . Initially Hayley started taking
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cocaine recreationally which she feels then spiralled out of control to the point of 

her losing her job:

V grew up in a loving family, a nice house, good parents, 
just your regular family I suppose. I wasn't a bad kid, I was 
quite good in school and achieved GCSE's and A Levels. I 
didn't really want to go to University but instead I wanted to 
earn money so I got a job in an office. I was still living at 
home, I had good money coming in, no bills to pay so I used 
to go out all the time and was living life to the full and 
enjoying myself. I'd never taken any drugs in my life. The 
problem was that I was burning the candle at both ends and 
felt knackered all the time. One of my friends offered me a 
line of coke when we were out one night, I was a bit dubious 
but she said it would sort me out, perk me up. I was 21 and 
naive, I snorted a few lines and at the time it done the job. 
This turned into a weekend thing at first but as time went on 
the comedowns on a Monday were affecting me at work so I 
started having a few lines on Monday's to give me that lift 
before work. Before I knew it I was taking it every day. This 
was when my life just started going downhill, I just wasn't 
functioning properly. When I didn't use cocaine I felt awful, 
sometimes I took valium to stop the comedown but most of 
the time I just snorted coke'.

Hayley felt that this was the point when her life changed from her being a 

recreational drug user to a dependent drug user. She started missing a lot of 

time in work which she felt enhanced her drug use. Her parents had found out 

she was on drugs which caused arguments at home. Hayley also lost her job 

due to her frequently missing days at work. She stated that she wanted to try 

and stop using drugs as her life had gone out of control.

Previous Attempts at Desistance

Hayley did attempt desistance and attended a drugs agency in an attempt to 

stop using. However, Hayley continued to use on weekends as she thought 

she could control her use. There was continual tension between her and her
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family which she feels influenced her use. Her recreational use on the 

weekends once again escalated to daily use to the point where she stopped 

attending the agency and continued to use for a further three years:

7 contacted a drugs agency and asked for some support, I 
found this really difficult I don't know what I expected really 
but I think I thought I would turn up there, they would wave 
a magic wand and I'd stop using, like it's that easy!! I tried 
to stop, I took their advice, tired to cut down, I stopped 
using in the week but this didn't do any good because then 
on the weekends I'd use like it was going out of fashion. I 
just couldn't see a way out. After about 3 weeks I was back 
using every day again. Things at home were getting worse, 
I was constantly arguing with my parents, we would scream 
at each other. I can see now that they were just desperate 
for me to stop, but at the time I thought they were always up 
for an argument and that they didn't care. I just ignored 
them and carried on using, this went on for another 3 
years'.

Final Desistance

Hayley attempted desistance again which she feels was largely due to the 

deterioration in the relationship with her parents. However, she also stated that 

she had enough of using drugs and wanted to stop. Hayley started attending 

the drug agency she had previously been to and found the agency and her key 

worker really helpful:

'She was fantastic, she took the time to listen to me, she 
was really supportive, I don't think I would ever have 
stopped without her help. After a few weeks I stopped using 
coke completely, it was really hard don't get me wrong and 
there were times when I would have done anything to have 
some but I didn't. I went on a relapse prevention course 
which really helped me to deal with my cravings. Things at 
home got better and for the first time in a couple of years I 
actually looked and felt OK!
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Following engaging in treatment for the second time, Hayley has not used any 

drugs.

Post Desistance

Hayley is now completely drug free and feels her life is much more fulfilled than 

when she was using drugs. She has met a partner and has recently had a 

child. She feels confident she will not return to using and is considering 

entering training as a drug worker when her child becomes of school age:

'About a year into my treatment I met my partner and 6 
months after that I got pregnant. The baby is 18 months 
now and things are so different, she's my life, along with my 
partner of course. I'm not working because of the baby but I 
intend to go back to work at some point but right now I'm 
focusing on being a parent. I know I can give her everything 
I had growing up but I would never have been able to do it if 
I carried on using drugs. I'll never go back to being that 
person, I didn't like who I was, it just wasn't me'.

Summary

Hayley did not start using drugs until late in life. Following the deterioration in 

her family life she decided to contact a drug agency but resumed use shortly 

after. She then returned to the drug agency and successfully desisted for the 

final time. When discussing factors that she her to remain drug free she spoke 

of her relationship and starting a family as being key factors that influence her to 

maintain her desistance. Hayley stated that she felt she learnt a lot about 

herself when she was going through treatment and realised what was important 

in life.
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Mark

Background

Mark's first experience of drugs was at the age of 11 whereby he tried cannabis 

and solvents. Mark stated that he tried drugs because his peers were taking 

them. He did not feel pressurised into taking them, but instead he stated that he 

wanted to try them:

'At the time I wasn't really happy, not satisfied with my life I 
just didn't like who I was. I wanted to make friends so I 
took drugs with them, really to make friends and be more 
confident'.

Mark continued to use both cannabis and solvents on a recreational basis up 

until the age of 14. At this age he became interested in trying other drugs. 

Although he stated that he wanted to try other drugs Mark also discussed some 

difficulties in his life which he felt added to his drug use:

'My parents were going through a rough patch in their 
relationship and nearly got divorced. I was feeling confused, a 
bit left out I suppose. They discussed everything out of 
earshot and I didn't really know what was going on, I felt 
frightened and confused. I also had no confidence and I was 
quite insecure. I had read a bit about LSD and it seemed 
attractive at the time. I thought it would give me what I 
needed and to be honest it did make me feel a bit different'.

Mark went on to experiment with magic mushrooms, barbiturates, LSD and 

amphetamines but stated that at this time, solvents were his drug of choice. 

This poly drug use continued throughout all his drug using years. Mark left 

school at 16 and went on to go to college and gain an apprenticeship in 

Engineering. However, he felt he lacked social skills and was not confident
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around others. At the age of 17 he started using more amphetamines to boost 

his confidence which went on to become his drug of choice. Initially Mark was 

snorting amphetamine but at the age of 18 he started injecting:

7 wanted to inject, I thought it would be a better hit. One of my 
friends was going to a friend's house to score and inject so I 
asked him if I could go along with him. I asked him to inject 
me and he did'.

Mark ultimately dropped out of college and his apprenticeship:

7 wasn't being consistent in college, to be honest college and 
my apprenticeship was getting in the way so I dropped out. I 
then started committing crime to get money for drugs'.

Mark continued to use amphetamine and other drugs and was also injecting 

opiate based drugs. This use continued up until the age of 40.

Previous Attempts at Desistance

Mark's first attempt at desistance was at the age of 19. He was walking home 

after a few days of constant amphetamine use and stated that a realisation 

came to him that he could not go on using:

7 was walking home to my mam's house. I hadn't been 
home for a few days. I was on a come down and thought to 
myself, I can't do this anymore. I got my needles out of my 
pocket and threw them down the drain that was it'.

This attempt at desistance lasted for a few days and started to be a journey of 

cyclical behaviour of stopping and starting, continually attempting recovery. He 

would have enough of using and the lifestyle that went with it and decide to stop
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and then within a few days he would return to drug use. The first time this 

happened he said he remembered feeling ok after throwing the needles away 

and just stayed in the house for a few days. After a few days he then got bored 

and remembered thinking that he really needed to use drugs:

7 was sat in the house and just wanted drugs, at this time 
needles were difficult to come by so I went back to the drain 
I had thrown my needles in, opened the cover and got them 
from a pile of mud. I then went to score and used speed 
with the needles I got from the drain'.

Mark experienced his first longest period of desistance at the age of 21. At this 

time Mark had developed a new relationship with someone who also used 

drugs. His partner then stopped using which he feels led him to desist. He 

gave up without treatment:

'When we got together we were both using, she then 
decided she wanted to give up, she stopped using and 
expected me to as well. I did stop using for a year. I went 
to college and went on to do a HND course and that went 
really well for the whole year. I wasn't really happy the 
whole time. I always felt there was something missing and 
it was the drugs. They were doing something for me which 
wasn't getting done anymore and I just didn't feel right. I 
remember I used to engage in fantasies about having large 
quantities of drugs and if I had a lot of drugs then I'd be 
happy'.

Mark also felt at this time that if he used he would be 'somebody' and become 

respected and have friends:

'It was giving me some access to a social circle which was 
missing without the drugs'.
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After a year drugs started creeping back into Mark's life which he stated 

happened very slowly at first. Mark initially took opiate based over the counter 

medication once a week which increased to daily usage within a few weeks. 

He then went on to start using a small amount of amphetamine. This use 

finally led to a breakdown in his relationship:

'It wasn't long before my partner sussed me out. The 
relationship broke down after 2 years and I went back to live 
with my mum. I dropped out of college because it was 
getting in the way of my using. It was hard work getting 
money to score everyday and that was my number one 
priority'.

Mark stated that college was important to him at the time, but when drugs came 

back into his life, it was the drugs that become more important. Mark then 

continued to use for a few years. At the age of 25 he got a job as a software 

engineer writing computer programmes. He worked there for two years and was 

then made redundant. Mark was still using drugs when he was working. At the 

age of 29 he got another job as a software engineer for a further two years:

7 was still flat out using. There were times when I would 
use mainly on the weekends, I remember come Friday I 
couldn't wait to go to the cash point to get my money out, I'd 
go straight to score, straight to my Mum's, straight upstairs 
and whack whack, I'd stay in my room the entire weekend 
without sleeping or whatever and then go to work on the 
Monday morning. I'd stop using then, it would take a couple 
of days to come down'.

This was a change in his use from daily use to just using on weekends. When 

asked about this, Mark said it was because of the job, he had a structure in his 

life during the week. On weekends he felt he had nothing in his life to occupy 

him so he took drugs as a means of filling his time:
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'There was nothing in my life at all, I didn't have any social 
life, no friends but I loved computers and drugs so that's 
what I did the entire weekend I just used'.

Mark then got made redundant at the age of 31. From the age of 31 up until 35 

Mark lived at home with his mum. At 35 he moved out and got involved with a 

girl for two years with whom he was using drugs with. This relationship lasted 

for two years until Mark eventually met another girl who was also a drug user. It 

was at this time that he started using heroin:

7 got involved with another girl and got serious into opiates, 
I started to get a heroin habit, we developed this habit 
together. Heroin became more available in the city at this 
time. A lot of dealing, that was a crazy time. We were 
doing crack, heroin and speed, driving overnight to score, 
come back, dealing. It was a pattern of behaviour which I 
couldn't get out of. I remember thinking at the time God it's 
like a pattern of addiction once you start dealing you can't 
get out of it, you can't stop, I was really really scared of 
going to jail, I didn't want to go to jail I thought that would be 
the end of my life. All the time I had harboured some 
thought that one day I was going to sort my life out and I 
thought if I go to jail that would be the end of my chances 
you know. But I knew if I carried on the way I was going I 
was going to end up in jail. Every day you wake up and 
you're in the same situation, I need money to score, I need 
drugs and the way to make money was through selling 
drugs. I got busted time and time again, I used to sleep in 
my boots sitting upright because you never knew when the 
door was going to come through and I'd be ready to run, I 
was in a constant state of anxiety. I really wanted out of it at 
that time but I could n't just stop, I couldn't get out of it. And 
then I ended up in jail for possession with intent to supply, I 
got 20 months'.

Whilst in prison Mark did not use drugs and thought it was an opportunity for him 

to change. He stated that initially he felt very scared and alone in prison and 

had suicidal thoughts but he then became determined to change:
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'What prison done for me is that it interrupted that vicious 
circle, I did my cluck inside. At first in prison I felt suicidal 
and I couldn't cope without the substances, all my feelings 
were coming back such as my insecurities, then I had an 
opportunity to go onto the rehab wing, I signed up for that, 
started learning a bit about the 12-steps and going to NA 
meetings in prison. I remember thinking I was going to 
make a go, I felt determined'.

Mark was released on home detention curfew after doing six months of his 

prison sentence. He did not take drugs for three weeks following his release. 

He then got involved with the same partner he had been with before going to 

prison. However, she ended the relationship shortly after. He stated he felt 

this break up led to his relapse:

7 went back to my tried and tested method of dealing with 
pain but there was a difference, I never went back to 
amphetamine use or injecting, instead I smoked heroin. I 
would have said that throughout most of my life it was the 
amphetamine that I was most psychologically addicted to. I 
had got myself a habit within a few weeks and knew straight 
away I needed to stop'.

Final Desistance

Mark decided to attend his GP surgery to ask for a detoxification but there was a 

six month waiting list so he decided to go on the list and in the meantime he 

contacted a drug and alcohol agency. He found it difficult to cope during these 

six months and again experienced suicidal thoughts:

7 think those 6 months were probably the worst 6 months of 
my life, having a full on heroin habit, not dealing to pay for it, 
well not much, knowing I had to wait for the detox, it was a 
real struggle every day just getting by. I became very low, 
towards the end I started using alcohol as well which has 
never been one of my favourites but just to take the pain 
away when I couldn't get gear, I had suicidal thoughts and
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actual plans to kill myself. Then I had an inpatient detox in 
an acute psychiatric ward. I remember having to go to an 
NA meeting when I was there it was like a way forward'.

Whilst in hospital Mark stated that he constantly worried about the future and 

how he was going to cope. Up until this point in his life, drugs had been his 

friend and always been a major factor in his life. He was now at a point in his 

life where things had changed and he was going to return into society drug free.

7 remember struggling with issues when I was on the ward 
about what I was going to do when I got out, how was I 
going to live, how could I live being a non-addict, what 
would I do, it was who I was. What would life be like, would 
I be able to make it as a non addict? I remember one of the 
staff on the ward saying give it a go for a while, if you don't 
like it you can always go back to using. At the time it was 
really good advice, I understood it, like I could do a deal with 
myself, I thought ok I'll give it a shot if it doesn't work out I 
can go back to it. So I thought right I'll see what happens 
for a while. I remember going to NA meetings and knowing 
this is what I needed to do'.

This time was Mark's final desistance. He became completely drug free in 2005 

and has not used anything since.

Post Desistance

After treatment Mark started doing a lot of voluntary work. He volunteered with 

homeless agencies and in the mental health field. Mark then went on to 

complete a voluntary course at a drugs agency and eventually become a 

volunteer there. Within a few months of doing this he gained paid employment 

as a drugs worker. Mark's life is extremely fulfilled since desisting.
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We just got married, we've been together just over two 
years. Life is really good. Everything that happened is all 
part of me, it makes me who I am, I'm in a good place now 
and I couldn't have got to where I am now without going 
through this journey. I've gone through periods when I've 
resented all the time I lost through using, but if I'd taken the 
shortcut then I wouldn't be the person I am today and I'm at 
peace with myself today and that's probably the most 
important thing I've got'.

Summary

Although Mark stated that he always wanted to stop using drugs, he felt his final 

desistance was successful due to him engaging with a drug agency and 

receiving aftercare. He ensured his life was different from before whereby he 

stopped associating with fellow drug users. Mark stated the importance work 

brings to his life and how he now feels like a different person but is glad he went 

through the experiences in order for him to become a different person, learning 

valuable lessons in life.

Jean

Background

When Jean was growing up she was not exposed to alcohol or drugs. She had 

a strict upbringing with her father being a vicar. Jean's first experience of 

alcohol was at the age of 18 whilst out with her friends. She stated that she did 

not like the feeling that alcohol gave her, was violently sick and vowed she 

would never drink again. At the age of 19 Jean started her nurse training and 

she did not really engage in alcohol use during her three years of training. At 

the age of 22 Jean got married, they travelled the world together before finally 

having children after what she described as seven wonderful years of marriage. 

Jean had two children in total and spent time at home with them whilst they
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were young. She stated that at this time in her life she never really consumed 

alcohol. Alcohol was kept in the house but both her and her husband did not 

really drink at all.

When Jean returned to work at the age of 32 she started working permanent 

night shifts. During these shifts she found it difficult to eat food and as a 

consequence suffered from chronic indigestion. One of her colleagues 

suggested that she have a hot brandy when she got home in the morning to 

take the indigestion away. Jean started doing this and found that it worked. 

She continued to drink one glass of brandy the morning after a night shift, Jean 

felt that it was not problematic as she only worked two nights per week. 

Drinking this one glass of brandy continued for five years. Following her five 

years of night shifts Jean was put on day shifts in a different ward:

'After five years of nights I was put onto a different ward 
doing day shifts, this ward was hectic and I felt under a lot of 
pressure. I'd get home from work and have a whiskey with 
my husband. I found I began drinking more and more. I'd 
go to the kitchen and pour us a drink but I'd drink mine back 
and pour another one before giving my husband his. I was 
getting secretive about drinking and noticed my drinking 
was increasing, I was having to buy more alcohol than usual 
in the food shopping'.

At the age of 39 Jean was involved in an accident in work which resulted in her 

being off sick for two years. She was initially told by Occupational Health that 

she would never go back to nursing. Jean felt that nursing was her life and now 

she faced losing her much loved career through no fault of her own. At this time 

her alcohol use dramatically increased to the point where it was uncontrollable:

296



7 was off sick when I started drinking daily. I would start 
drinking as soon as the children left the house for school at 
8am and would drink until I passed out. There were lots of 
times when the children had to put me to bed. There was 
very rarely tea prepared for them so they'd ring their father 
and he would come home and sort things out. I even stole 
money out of my children's money boxes to buy alcohol'.

Jean stated that she viewed alcohol as the crutch she needed to get her through 

life. However, she realised that drinking was having a detrimental effect on both 

her relationship with her husband and children. Jean often tried to cut down her 

alcohol use but this would only last a few days before she resumed drinking to 

the same level as before. This pattern of drinking continued until she was aged 

41.

Previous Attempts at Desistance

Jean first recognised that she needed to address her alcohol use at the age of

41, due to numerous circumstances:

7 was full of bruises, vomiting a lot, I'd lost weight and had 
poor health. I wanted to stop but just didn't know how to. 
My husband asked me stop, said I was ruining the 
relationship and damaging the children. We had never been 
short of money but now we had financial worries because I 
was spending so much on drink. People always said to me 
that me and my husband had he fairytale marriage, but at 
this time the relationship was struggling and I'd brought 
shame on the family'.

Jean went to see her local GP and was prescribed a drug to control her 

withdrawals. However, Jean felt she became addicted to this drug and ended 

up taking the whole bottle over a short space of time. She then went back to the 

GP and convinced him to prescribe more of these tablets. Again she used the 

entire bottle which ultimately resulted in her taking 200 tablets in a one month
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period. Following this month of being alcohol free, Jean returned to drinking. At 

the same time a court case was being carried out in relation to her previous 

accident and she stated that during this time she felt under a lot of pressure. 

She was being interviewed by both the prosecution and the defence whilst they 

were building the court case and felt very stressed about it all. In conjunction 

with this, the NHS told her she could return to work on light duties which she felt 

disheartened by as she wanted to resume her work as a nurse:

7 was really pleased when they said I could go back to 
work, but I felt really down when I knew I wouldn't be 
nursing, I was still drinking at the time. My dad was on 
valium and he didn't used to take them so I pinched them off 
him to stop the withdrawals so I could get through a day in 
work. After a few months in work they reviewed me and put 
me in a day hospital as a sister. They then discharged me 
on medical health grounds due to the accident. Then the 
court case started and I started drinking more. I was now 
drinking a litre of spirits a day'.

At the age of 42 Jean tried her second attempt at desistance. She went along to 

her GP who referred her to Alcoholics Anonymous (AA). The next day someone 

from AA came to her house and spoke to her, inviting her to an AA meeting. 

Although Jean stated that she wanted to go, she had a drink before going and 

ended up being drunk and falling asleep on the way there in the car. In addition to 

referring her to AA the GP also referred her to a local drug and alcohol agency. 

She attended the agency and was put on the pre-treatment group. Within this 

group you make a commitment not to enter any premises where alcohol is 

present. However Jean breached this rule:

'It was New Year's Eve and I never intended to drink. Our 
neighbour invited us to their house and as soon as we got 
through the door she gave me a glass of champagne. I 
didn't get drunk but I did drink the champagne. I went back
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to group and the worker asked how my New Year was, I 
asked her how she knew, I thought someone had told her 
I'd had a drink. I told them what happened and was put on 
suspension from the group for six weeks to think about what 
I wanted'.

Final Desistance

A few weeks later Jean's case went to court which she did not have to attend:

'The phone rang in the January and I was told I had won the 
court case. I put the phone down, turned to my husband 
and said. I've got nothing to drink on anymore and I haven't 
had a single drink since that day'.

Jean went back to the drug and alcohol agency and continued attending 

treatment. She has not had a drink for 13 years. Although Jean had decided to 

enter treatment she felt that the stress of the court case had led her to drinking 

more. Ultimately when this stress had gone from her life, she felt she no longer 

needed alcohol and felt ready to address her behaviour.

Post Desistance

Jean successfully completed treatment and went through an aftercare 

programme to identify things she would like to do in the future. She wanted to 

go into the caring profession and hence decided to carry out counselling 

courses. She initially completed a BTEC in Counselling, went on to do the 

Certificate in Counselling and then the Diploma. Jean started volunteering in 

the same drug and alcohol agency she attended and eventually applied and was 

successful in gaining full time employment there. Since desisting from alcohol 

Jean has had significant life events and coped with them successfully without 

alcohol, including her father passing away and Jean having breast cancer. Jean
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stated that she felt the accident in work happened for a reason, which has led 

her to where she is today. She stated that she feels a much stronger person 

due to her experiences.

Summary

The influencing factors that led Jean to engage in problematic alcohol use also 

precipitated desistance. Jean used alcohol as a crutch to cope with emotional 

turmoil she was going through due to an industrial accident. She was finding it 

difficult to cope due to a pending court case and so used alcohol in excess to 

block out feelings. Her final desistance came when the court case ended. She 

stated that as soon as she knew it was over she no longer felt the need to drink 

and has not done so since. Jean comprehended the emotional impact her 

alcohol use had on her family and has since built bridges with her husband and 

children who she now has a good relationship with. These relationships along 

with her employment assist her to remain alcohol free.

Natalie

Background

At 11 years old, Natalie's parents moved to a new area. She started a new 

school and was attempting to establish herself when her father was sent to 

prison for 22 years for dealing drugs. Natalie stated that she came from a loving 

home and remembers her childhood as being full of love. However, at the time 

when her father was sentenced she felt ashamed:

'We had just moved house and two weeks later my dad was 
arrested. This was the biggest bust the police ever had so it 
was all over the media. I had just started a new school, I
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felt alone, shamed and embarrassed. I used to dread 
school in case anyone found out who I was. I was scared 
someone would say my surname and they'd realise it was 
my dad who'd been busted'.

At the age of 14 Natalie discovered cannabis through her friends. She stated 

that she liked smoking cannabis because it allowed her to be someone else. 

She thought it was a cool thing to do and it enabled her not to feel any shame 

about her father's conviction. At 15, Natalie started making a new set of 

friends, she stopped going to school and her drug use escalated:

7 started hanging out with all different kinds of people. I 
wasn't going to school and I started taking temazepam and 
acid. At the time, this all felt nice, I bonded with my friends 
and was carefree, I was happy'.

Natalie entered a relationship and felt happy, he was a drug user but also 

dealing and supplying drugs to her. Natalie stated that she never had to worry 

about where her drugs were coming from. Her life was chaotic at this time, she 

was still using temazepam, acid, amphetamine and cannabis. Although she 

stated that she had this chaotic drug using lifestyle she also implied that she can 

remember it being a time in her life when she felt happy with things. Then at the 

age of 15 Natalie found out she was pregnant:

7 was shocked when I found out I was pregnant but I 
decided to keep the baby. I split up with my boyfriend and 
completely stopped using all drugs'.

Following the birth of her son, Natalie resumed the relationship with her 

boyfriend. She felt she was a good mother and coping well with being a 

teenage mum. At this time Natalie was breast feeding but she decided to stop 

doing this so she could go out over Christmas and have a good time:
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V decided to stop breast feeding so I could go out over 
Christmas. I made a rule with myself that I wouldn't use 
drugs around my son and only use when I went out. I 
started going to raves and was using speed, cannabis and 
alcohol, but this was only weekends. I stuck to my rule, but 
not for long'.

Natalie soon started using amphetamine in the presence of her son. Her drug 

use became more regular from then on in. She stated that when she used 

amphetamine she felt motivated to do things. She split up with her partner at 

this time and met someone else who she described as being a stabilising 

influence. However, she also had a friendship with a different man who was 

supplying her with drugs. She therefore continued to use alcohol, amphetamine 

and cannabis, with amphetamine being her primary drug. This behaviour 

continued for a couple of years. Then at the age of 19 her father was released 

from prison on parole and a life licence:

'It was really odd when my dad came out of prison, he was 
much older and I didn't really know him. When he was in 
prison he had started using heroin. He had a lot of people 
coming to the house who he knew from prison. He was 
mixing with the same kind of people that he had before 
going into prison but now he was using heroin as well'.

Natalie started spending more and more time with the man who was supplying 

her drugs although she was not in a relationship with him at this time. Herself, 

her father, brother and sister were all using drugs at home. Natalie stated that 

there were lots of people going to the house to use drugs and her life in general 

had become very chaotic. Natalie stated that her life was starting to spiral out 

of control, she was constantly using drugs which was resulting in her getting
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into a lot of fights when she was going to clubs. She then started a relationship 

with the friend who was supplying her drugs:

'My friend was due in court the next day and he was 
expecting to be sentenced to prison so I slept with him the 
night before. He ended up not going to prison, as I had 
slept with him we ended up in a relationship. The 
relationship was really volatile, I didn't want to be with him'.

Eventually her boyfriend ended up in prison for committing grevious bodily 

harm. Natalie stated that when he was released he came home with a heroin 

habit. Natalie then went on to try heroin at the age of 20, shortly after her 

boyfriend was released. She stated that she used this out of curiosity and 

because her boyfriend was using it. She then moved out of her parental home 

and was using heroin recreationally at the time smoking it on the weekends. 

Natalie stated that during this period her main drug was amphetamine, although 

she was also using cannabis and drinking alcohol as well as using heroin on 

weekends. Natalie's flat was then burgled and she moved back home with her 

parents as she did not want to be in the flat following the burglary:

7 moved back home when my flat was burgled as I didn't 
feel safe there anymore. There were still loads of people 
coming to the house and they were all using heroin. This is 
when I started using heroin every day when my son went to 
bed. I would use speed in the day and then take heroin and 
valium in the evening. It came to a point when I just couldn't 
function without heroin. I started to despise my boyfriend, 
he was now living in the house with my parents and was 
using drugs with my dad and brother'.

Natalie stated that her relationship was deteriorating and she felt she was with 

him mainly for drugs. She was stuck in a vicious circle and felt she could not 

get out of the relationship:
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7 hated my boyfriend, I really did. I'd steal some drugs off 
him and hide them then I'd throw him out because I'd stash 
drugs and didn't need him to give me any. Then I'd run out 
of drugs and ask him back. This just went on and on, I'd 
throw him out, he'd come back. I was also under the illusion 
that if I pinched drugs off him I'd do a self detox, gradually 
cut down, but it never worked'.

Natalie felt that her life was really deteriorating, she stopped taking her son to 

school because she could not get out of bed. Her personal hygiene suffered to 

the point that she stopped taking any care in her appearance. Natalie stated 

that she felt really guilty about all of this because her son was suffering but she 

never stopped using due to this guilt. She then went on to get a job in a pub, 

she still used drugs on a daily basis but did not use drugs in work time. She 

stated that initially heroin took away all her feelings and made her feel better 

about life, but now heroin was controlling her life. Her mother than decided to 

discuss Natalie's future with her and gave her an ultimatum:

'My mum spoke to me saying I had to leave the house, she 
was concerned about my son and the fact that my dad was 
on parole and she was frightened the police would turn up. 
So I decided to contact a drug agency'.

Natalie stated that her decision to enter treatment was not solely down to her 

mother discussing the future with her but a combination of factors. She had 

poor health at the time, she was in a bad relationship and had no money. She 

felt completely powerless and wanted to stop but did not think there was a way 

out, at that time she was unaware that drug agencies existed. Following a
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discussion with her mother Natalie found out about a local drugs agency and 

contacted them for advice.

Final Desistance

Natalie was 25 years old when she contacted the drug agency. This was the 

first time she had admitted to anyone that she had a problem with heroin. She 

was asked to attend an assessment with the agency and was put on a pre 

treatment group:

'When I went to the group I was amazed that there were 
other people there like me, it excited me and I identified with 
people. I was still using at this point, not because I wanted 
to but because I had to. I was on a waiting list for a detox 
and one day I'd just had enough of waiting. I told my 
boyfriend and friends not to contact me because I was going 
to self detox. I got hold of a shed load of medication, 
devised my own detox regime and got my father to give me 
the medication. My detox took about 10 days'.

Following this self detoxification Natalie booked a two week holiday abroad with 

her sister and son to get away from everything. During the holiday, she did not 

use heroin but did drink alcohol and smoke cannabis. When she came back 

from holidays she returned to the drug agency and joined the primary treatment 

group:

'I remember it was the Millenium and my wish for that year 
was to be clean. I wanted what others had. After my 
holiday I went to the primary group in the drug agency but 
one of the commitments of this is that you can't go into a 
wet place, so I gave up my job in the pub and stopped using 
all substances'.

Natalie only entered treatment once and successfully addressed her drug 

problem. The only other time in eleven years she did not use drugs was when
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she was pregnant. When she finally desisted she felt ready to enter treatment 

and wanted to change. Natalie has not used any substance since and has 

been completely drug free for eleven years.

Post Desistance

Following treatment Natalie started volunteering in a school, helping the 

children to read. At this time she was still living at home but her father was still 

using drugs which she found frustrating and upsetting, hence she moved into a 

flat of her own:

7 moved out of my parent's house into a flat. It was a 
difficult time, I was having problems with my son, he was 
used to my mother being around and wanted to be with her, 
he couldn't settle. I was also the poorest I'd ever been, I 
had nothing, yet I was so happy, the happiest I'd ever been'.

Natalie then started doing some voluntary work in the administrative 

department of the drug agency one day per week, she had also enrolled on a 

Social Welfare Diploma Course. However Natalie was then offered a full time 

job at the drug agency so she took the job rather than go to college. Both her 

brother and sister successfully addressed their problematic use of substances. 

However her father continued using, he entered treatment but did not 

successfully address his behaviour. He went then died at the age of 65.

Natalie went on to meet a new partner who she is now married to. To close the 

interview Natalie stated:

Tm now married and my life has moved on considerably 
since my father died. The torment and shame has gone.
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I've bought a house, my son has done really well, gaining 
GCSE's and A Levels and I'm now working full time. I've 
become a team leader at work. Life is very good. I now 
have all the things I could ever have wished for and more'.

Natalie now feels happy in her life. She enjoys her job and feels her life is 

fulfilled. She is confident that she will never return to drug use.

Summary

Natalie desisted from drugs due to numerous reasons including her health, 

finances and relationships. She was successful on her first attempt at 

desistance. Natalie felt that the drug agency enabled her not only to see that 

she did have a problem and there were other people with similar problems but 

also enabled her to start her process of recovery. Natalie went on to carry out 

voluntary work and eventually secured employment in the same drug agency 

she had treatment in. Since addressing her behaviour she has got married and 

watched her son grow into a successful young adult.

Alison

Background

When Alison was a child she suffered with Obsessive Compulsive Disorder. 

Part of this illness involved not sleeping at night because of all the rituals she 

was carrying out. At the age of nine, her parents took her to her GP and she 

was prescribed liquid diazepam:

'The first time I took it I hated it because it made me sleep 
but by the second day I was climbing up on the step ladder 
and sneaking up to get some more, because I like the fact 
that it made me feel better, it fixed the way I felt I suppose'.
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Shortly after at the age of eleven, Alison had her first encounter with alcohol at 

a Christmas party. She stated that she had a drink because she was curious 

and wanted to know what it felt like. When Alison used alcohol at this time she 

believed it made her feel better about herself:

7 never felt comfortable in my own skin, I never felt right, I 
didn't fit, I didn't fit in the world but when I had something 
inside me I did. I could function better, I think that's what it 
was'.

Throughout her teenage years Alison experimented with barbiturates, speed 

and cannabis. All her friends were using drugs and she felt like she wanted to 

try something to make her feel different. This recreational drug use continued 

up until she was 18. At this time her use was mainly on weekends. However, 

she also stated that the weekends seemed to be getting longer and hence she 

was using more drugs. At the age of 18 Alison moved to London to carry out 

her nurse training at Kings College Hospital, within a couple of months of being 

there, Alison started using opiates:

7 tried a line of heroin. I had this off my boyfriend at the 
time who had come up to stay with me. I was living in the 
nursing home. I'd gone to have a bath and I knew he used 
a little bit but I was so naive you know. I'd forgotten my 
towel for the bath so I went back into the room and he was 
sat on the bed with his back to me and I said what are you 
doing and I saw he had a needle in his arm. My first 
thought was oh my god what are you doing, and the second 
thought was give us some of that, which he did although he 
wouldn't inject me so I snorted it'.

Alison stated that the feeling she had from using heroin was unbelievable. 

When she then went on to discuss this feeling with a very powerful description.
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The quote below encapsulated the way it made her feel, irrespective of it making 

her vomit when she took it:

'Oh my god, I felt like I'd come home, I had this line, I was 
sick, I loved everything about it, even the being sick, it was 
like I'd found my mother, my lover, my best friend, I found it! 
I'd finally found something that fitted and filled that gap 
inside me, I felt completely and absolutely in love and I've 
got to be honest I've never felt that since, for a single 
person or thing, that's how powerful it was. I spent the next 
19 years trying to re-create it, but I never could'.

Alison went on to use opiate based drugs for 19 years. She stated that she 

continued to use opiates because at that time she loved everything about the 

drug and felt in retrospect that she did have good times using them. Alison 

continued with her nurse training and started stealing opiate based medication 

from work and taking them home to inject. At the time she thought she was 

invincible and continued to steal medication up until she got caught in her final 

year of training. She was homesick, was working on obstetric ward and stated:

'Apart from being homesick nothing in life was going on, I 
used drugs because I loved it at that time. But then I woke 
up one day and realised I'd had all the sick leave that I 
could have had in the 3 years and I knew it had got me, I 
realised I had a habit and needed to sort it out but I couldn't 
stop, I was ill without it so I was taking more and more risks 
to get it, I couldn't have time off and for the first time I was 
stuck. Before this I didn't think it was a problem, I had easy 
access to it, I didn't think I was hurting anyone else, 
obviously I was, I was unfit for work. I qualified and was 
struck off the register all in the same year. It all come on 
top. I was caught by a brand new student nurse forging the 
controlled drug book. I was also using whatever other drugs 
were available from my partner when he visited or I went 
home'.
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Alison realised the detrimental effect the opiates were having not just on her 

health but on her employment. However, she did not feel ready to change at 

this time. Alison was awaiting the results of her finals when she was caught 

stealing and arrested whilst on duty at the hospital:

'I done my finals, then when I was waiting for my results I 
got caught. They locked me in the office which was really 
unfortunate as I had a bag of ampoules in my bag at the 
time so I had to phone up another nurse to come and get 
them out of my bag, she knew what I was doing and she did 
that for me. I was taken through the hospital in handcuffs, 
taken to the police station and bailed. All of a sudden my 
supply was gone. I did go back a couple of times in uniform 
and would steal, but I knew I needed help. My nurse tutor 
sent me to see my GP for help'.

Getting caught stealing drugs led Alison to her initial attempt at 

desistance.

Previous Attempts at Desistance

Following her arrest, Alison was bailed and attempted her first desistance 

period. When Alison first attended the GP she thought she would be sent to 

rehabilitation, but instead the GP prescribed her Diconal (opiate based 

medication). Alison stated that she loved this drug and subsequently went to 

four different GP surgeries and got prescriptions off each of them. Alison then 

contracted Hepatitis C and became very ill and admitted to hospital. At this time 

her world turned upside down and things eventually spiralled out of control 

again:

'I'd just lost my job, I'd caught Hep C, I was taken into 
hospital as I was quite ill and while I was in hospital my dad 
visited me and the Dr's told him I was a drug user, which my
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parents didn't know at the time. The next day he had a 
heart attack and died. I don't think it was as a result of that 
but I do think that it contributed certainly, the stress you 
know. It all went a bit crazy after that. My partner got 4 and 
half years for armed robbery on a chemist and my family 
took an injunction out to keep me away, they said you're 
killing your mother like you killed your father so I'd gone 
from a nurse, to being homeless, no family, no partner and 
a habit to maintain as well. I got in a lot of trouble, I would 
steal prescriptions from GP surgeries, hospitals, anywhere 
really. I got caught, and was on probation for fraud and 
deception. My criminal record is about 8 pages long'.

Alison felt her world had become chaos. Whilst on probation for Forgery and 

Deception for stealing prescriptions her probation officer got her into a 

rehabilitation centre. Although she stated that she did not want to attend the 

unit, she had no choice. If she did not attend she would have breached the 

terms of her probation order and would have been sent to prison. Alison 

attended the unit and managed to desist from drugs for three weeks whilst being 

there. She then decided to leave of her own will and met up with her mother. 

Her mother insisted she went back to the unit and physically took her there. 

However, Alison left shortly after her mother dropped her there and made her 

way back home by hitch hiking a lift. This failure to stay in rehabilitation resulted 

in Alison's first prison sentence. She did not use throughout her four month 

prison sentence, although she wanted to:

7 was in for about 4 or 5 months. Drugs weren't available in 
prison to me, there just wasn't any about or I would have 
used. I was petrified. I couldn't wait to get out and use 
really. When I was in there I met some girls who were in for 
forging passports and made lots of money from it, I got 
some contact numbers from them and got into that for a 
while but not very successfully. Then I went back to prison 
for forging passports for 3 months. I done it to fund my drug 
use, also around this time I started to work for an escort 
agency back in London, I didn't think it sounded so bad as 
prostitution but I managed to get sacked from there as well
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for nicking cocaine from a filing cabinet of the manager. So 
for the next few years I kind of worked on the streets and 
continued to use drugs. The only time I was clean was 
when I was in prison'.

Following this, Alison continued her drug use, had been engaging in street 

work and was shoplifting all to gain money for drugs. She then got arrested for 

shoplifting and returned to prison. During this prison sentence her probation 

officer referred her once again to a rehabilitation unit. She went straight to the 

unit on release from prison, and although she stated she had no intention of 

stopping drugs long term, she also stated that a tiny part of her wanted to 

become drug free. She stayed in the unit for four months and maintained 

desistance during this time. However one day whilst still in rehabilitation, she 

attended a GP surgery, obtained valium and used them. This led to her being 

discharged from the unit. Alison could not provide a reason for this relapse, 

she stated that she just done it without thinking. After this attempt at 

rehabilitation, her mother wanted her to go back in and hence paid for her to 

attend another rehabilitation unit. She came out drug free but did not retain 

this status:

7 went in again when mum paid for it out of money dad had 
left. I came out clean but not for long, someone I met in 
there had a house in Surrey and asked me to go and look 
after the house for a weekend so I did. I thought I could still 
drink, I couldn't accept the 12-step way where they said you 
couldn't drink or have any mood altering substances. I went 
to the pub intending to have a couple of pints. I met this guy 
who had the same surname as me and I thought it was a 
sign that I was meant to be with him. Also his dad had just 
died of cancer and he had a cupboard full of Diamorphine 
and I thought if I marry this guy, in the eyes of the law, 
what's his is mine so we got married after 3 weeks and then 
I had my son but I'm not sure if he's his son. I was 24 when 
my son was born and I was still using and it was hell, my
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son had withdrawals and was in special care. It was crap, it 
was terrible, I didn't want to be like I was anymore but I 
couldn't stop'.

Alison split up with her husband not long after getting married and then came 

back home to Wales and tried again to get help. She spoke to her GP and was 

given methadone for the first time, but she continued to use heroin in addition to 

this. Probation then offered her a place in a mother and baby unit. She went for 

the assessment and was offered a place but whilst waiting for the train home 

she went to the pub and met a man. This resulted in Alison taking this man 

back home on the same day they met. It was apparent to Alison that he had a 

problem with alcohol. She got pregnant again at 26. She stated that she was 

using less heroin due to her being on a methadone prescription but again 

continued to use alcohol and valium in combination with the other drugs.

Alison gave birth to her son at home after pressurising the midwives into this. 

Although her son had mild withdrawals he was fine. Alison moved around a lot 

over the next four years. She moved away, she became homeless and was 

living in Bed and Breakfast accommodation, so she then decided to move 

home again. At this time she had moved from using methadone to an 

injectable opiate based prescription and she was also still using valium. She 

finally moved into her own home at the age of 30, with her existing partner and 

two children. She stated that the relationship with her partner was violent and 

volatile due to her using drugs and him having an alcohol problem. When she 

moved home she contacted a local drugs agency for some support:
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'During this time I got heavily involved in a drugs project, 
they were really supportive, I had a women's worker, she 
really supported me around the kids, showed me that just 
because I was using drugs I wasn't a bad mother, which I 
think I had in my head. They were the first people to sort 
me out with a script that stopped me using on top. I was on 
120 mis of methadone and I stopped using. I got a job in a 
shop local to me which fitted in with the kids in school, 
methadone saved my life. It enabled me to take my kids to 
school, take then to swimming lessons, have their friends 
around for tea. I had a pretty normal life, I think then. I was 
still getting in trouble for shoplifting because every now and 
then I'd want to dabble I'd want a bit of gear and also 
because I was in the habit of shoplifting, I know that sounds 
odd, so I'd still be court regularly. I started to get really ill, 
mentally and physically'.

Final Desistance

Alison was 36 when she finally started to address her behaviour. The reason for 

this was she felt her time had come to change. For Alison using drugs was 

becoming mundane. Every day started to replicate each other and her mental 

and physical health was deteriorating as a result of years of using illicit 

substances. Alison had been injecting in her groin which resulted in abscesses 

and ultimately septicemia. Alison had frequent spells in hospital due to this but 

at the time continued to use drugs as she stated that she needed to get rid of 

the pain. Alison was in constant pain with the abscesses and could barely walk. 

She returned home from hospital but she felt her world was falling apart and life 

was unbearable:

7 could barely walk, I just cried all day, it was so painful. 
Nothing was worth living for, even my kids you know. I used 
to dread the kids coming home from school as I had to put a 
mask on and be a mother but I just couldn't do it anymore, I 
just wanted to die. The kids had gone to school one day 
and I went back to bed. I woke up to this terrible noise and 
thought will you shut up, I then realised it was me howling, it 
was horrible. I thought, I can't do this anymore, I just can't, 
and my plan was to hang myself from the loft. What
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stopped me was the thought of who was going to look after 
my kids and how they wouldn't be looked after together. In 
sheer desperation I rang my support worker, she told me to 
go and see her, so I got a taxi over there and that very day 
she got me an assessment at the detox unit. She was 
absolutely amazing, she understood me'.

Alison went for an assessment to undergo an inpatient detoxification and was 

admitted to the unit. She started attending narcotics anonymous (NA) groups 

and was also referred to a local drug and alcohol agency. She went through an 

intense 12-step programme which consisted of group sessions and one to one 

counselling. She also attended five NA meetings per week. She engaged in 

every activity available to her through the project because she knew she had to 

keep herself busy and away from drugs. She stated that the first six months of 

being drug free were the most difficult, she missed using drugs but eventually 

things became easier.

Post Desistance

Alison split up with her partner after a year of being drug free. Her partner was 

still drinking problematically and the relationship stopped working. Alison 

completed a diploma in counselling and after two years of being drug free 

started volunteering at a drug project, Alison then went on to become a paid 

employee at the same project. Alison now feels her life is complete, she has 

achieved a lot since becoming drug free 10 years ago and has not used drugs 

or alcohol since this time:

'In recovery I have bought a house and a car and have a 
really good relationship with my boys. I have an amazing 
granddaughter who is now 3 and I never take for granted
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the fact that my son allows her to stay with me every 
weekend. He says he accepts my apology for the way I was 
towards him when he was growing up but he will never be 
able to forgive me, and that is ok today. I have also 
successfully undergone treatment for Hep C and am now 
clear of the virus. Oh yes and I have been in a relationship 
for the past five years with a guy who socially drinks and 
accepts me for who I am, he gets me if that makes sense! I 
have now been abstinent for 10 years and have a life so far 
beyond my wildest dreams that I still find it hard to believe 
sometimes. It's not the material things, although I have 
those, it's just being comfortable most of the time in my own 
skin'.

Summary

Alison had a long history of drug use, starting at a young age and escalating out 

of control. She had numerous attempts of desistance but feels she finally 

changed when her physical and emotional health deteriorated to the point 

where she did not want to live anymore, which she felt fuelled her motivation to 

desist. Engaging in activities within the drug treatment agency allowed her to 

build relationships with non drug users and filled her time, which she felt was 

paramount in her achieving desistance. Alison is now settled in her life and 

enjoys a fulfilling relationship with her family. Alison feels that her job and her 

family allow her to maintain her desistance.

Greg

Background

Greg was brought up in a loving environment and stated that he had a good 

education. He viewed his family life as normal and happy. Greg first 

experimented with drugs at the age of 15 whereby he smoked cannabis:
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V was 15 years old, I was camping down the beach, I spent 
a lot of the summer down there. I bumped into some people 
I knew and was hanging about with them. They rolled up a 
joint. I'd never tried it before so I gave it a go. It made me 
feel good, I'd never experienced anything like it before. I 
really liked the feeling so I asked them where I could buy 
some from and went to get some for myself.

Greg went on to start using cannabis daily and continued to smoke cannabis 

throughout the entirety of his drug using years in addition to other drugs. Within 

a year Greg tried LSD. He had gone to see a live band and again was offered 

some LSD by a friend:

'/ was offered this LSD when I went to see a band. To be 
honest I didn't know anything about the drugs, what the 
effects were etc but I took it anyway. Just like the cannabis 
I loved it. I loved the feeling it gave me'.

Taking LSD and cannabis continued for a year, he was taking LSD on the 

weekends and smoking cannabis daily. At 17 Greg was offered amphetamines 

which he also then started using recreationally. Greg obtained three O Levels, 

left school and secured employment. He then left home at the age of 17 and 

got his own flat, he stated that the only reason he had this was to enable him to 

have the freedom to consume drugs. Soon after moving into his flat, Greg 

started dealing LSD and was eventually arrested for this offence:

V started dealing LSD, not because I needed money but 
because I could get large quantities at a good price, I had a 
reliable source. I only sold it to people I knew. I eventually 
got busted for 20 tabs of acid, some cannabis and allowing 
the premises to be used for taking illicit drugs. I had a £20 
fine, probation and a conditional discharge for the three 
separate offences. Up until this time my parents had no
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idea what I was doing. When I went to court there was a 
picture of me on the front page of the newspaper with 
details of the case. My parents read this and were 
obviously upset. They wanted me to move home but I 
didn't, the relationship eventually got better with them'.

Greg went on to continue to use cannabis daily and LSD and amphetamines on 

the weekends up until he was 20. At this age his drug use changed 

dramatically. Greg stated that for a few days he could not get hold of cannabis. 

His friend had a bottle of Diamorphine and he asked Greg if he wanted to inject 

some to which he did:

7 injected the Diamorphine in a pub toilet. I absolutely loved 
it. The feeling I had was like nothing I had ever experienced 
before. The consequences and dangers were never a 
consideration. It was all about the feeling. To be honest I 
had no clue at the time that Diamorphine was heroin, I just 
didn't realise'.

At his time heroin was not readily available. Greg stated that there was no 

injecting drug scene in his area. There were six acquaintances who used to 

inject together. There were no needle exchanges, they used to get their 

needles from rubbish bins outside GP surgeries. After finishing the initial bottle 

of Diamorphine Greg and his friends did not know where to get hold of some 

more but then a friend told them he knew of someone who was breaking into 

pharmacies and stealing bottles of Diamorphine and other drugs. Initially 

Greg's friend broke into a pharmacy and stole a large supply of Diamorphine. 

When this run out, Greg decided to break into a pharmacy:

'I started breaking into pharmacies to get more 
Diamorphine, it was the only way we knew how to get hold
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of it and it seemed so easy at the time. Within about 6 
months of doing this I got caught. I was 20 years old and 
was sent to a detention centre for 3 months'.

Greg explained that this was extremely difficult for his family to cope with as his 

father was a prison officer. His father had to go to the Governor of the prison he 

worked at and explain that his son had been sent to a detention centre. Greg 

expressed that his family felt embarrassed at him being given a custodial 

sentence. Greg did not use any drugs whilst in the detention centre. At this 

time detention centres were viewed as the short, sharp, shock treatment to the 

point where you were not allowed to smoke cigarettes. However on release, 

Greg resumed his drug use:

'Although I didn't use in the detention centre, I had no 
intention of stopping, I didn't want to stop. I went back to 
using Diamorphine, at first I was getting it from the people 
who were breaking into pharmacies and then I went back to 
robbing pharmacies myself.

Greg stated that although he was injecting Diamorphine, he preferred Diconal 

tablets which he used to crush and inject it. He injected in every part of his 

body, wherever he could get a vein. At the time Greg did not realise the harm 

injecting and using dirty needles was having on his body. This use went on for 

another two years. Sometimes Greg would go without Diconal due to there 

being none available, but he would still continue to use other drugs and would 

resume his Diconal use as soon as a supply was readily available. At the age 

of 22 during a time when no Diconal was available Greg went to the GP telling 

him he had a Morphine habit:

319



V didn't want to stop using, I just wanted Diconal so I went to 
the GP and said I had a morphine habit, he prescribed me 
Diconal, I injected these and then ended up without any 
again. I went to a few different GP's and managed to get 
scripts off them plus I was still breaking into pharmacists. I 
also stole a GP's bag from his car and stole prescription 
pads and forged them when attending Dr appointments. I 
would try and get the GP to go out of the room and then I'd 
either rip a load of prescriptions from his pad or take the 
whole pad'.

Greg was eventually charged with possession of Pethidine which he had stolen 

from a chemist. At the time he was given the option of going to prison or 

attending a detoxification unit, he chose to attend the unit. This was to become 

Greg's first attempt at desistance.

Previous Attempts at Desistance

Greg went into the detoxification unit but stated that he has very little 

recollection of it. He was put on a methadone prescription, which was gradually 

cut down until he became completely drug free. Greg remembered thinking that 

he wanted to address his drug use at this time:

V don't really remember having any treatment in the detox 
unit, apart from being on methadone. While I was in there I 
wanted to stop, I wanted to become a psychiatric nurse but 
never followed this up. I couldn't have wanted to stop using 
that much because I had stashed some gear before going 
into detox, and when I came out of the unit I was back using 
within a few weeks. The thing is, drug use was what I knew 
and I loved the feeling'.

Greg went on to gain employment which involved travelling around the country 

and only coming home on weekends. He used to attend a GP surgery 

everywhere he went and gain a prescription for Diconal. In addition he would
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also occasionally break into pharmacies in the different places he visited. At the 

age of 25 Greg was referred to a psychiatrist by one of the GP's whereby he 

was given methadone. Again Greg had no intention to stop using drugs, the 

reason he attended was because he was having difficulty getting a vein to inject 

his drugs into and thought he would gain another prescription. He stated that 

he was not keen on using methadone, but ended up taking it and using more 

Diconal on top of the methadone as he was still getting prescription medication 

from other GP's. However as time went on it was becoming more difficult to 

inject drugs:

7 used to spend hours trying to find a vein. As crazy as it 
sounds now I had a fantasy at that time that I would develop 
a terminal illness so that I could have a prescription for the 
rest of my life. Crazy, but that's how I thought back then. I 
don't know how lucky I am really, out of all of us who started 
using drugs together I'm the only one left, they've all died of 
drug related causes. At this time I was injecting in my arms, 
fingers, toes, feet and even my penis'.

Throughout all this time Greg managed to hold down a full time job. His family 

were unaware of how bad things had become in his life. He would inject before 

work and then go out as soon as he came home, hence his family saw very little 

of him.

At the age of 27 Greg met his wife and things started to change. He was in a 

situation where he was now spending hours trying to find a vein which was 

making him feel very frustrated. He then realised that it could not go on any 

longer. He did not want to use drugs by any other method than injecting so he 

decided to address his drug use:
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7 was still on a methadone script and really couldn't get a 
vein anymore, the time had come to stop. I loved injecting 
and just couldn't and didn't want to use drugs any other 
way. I initially stopped using Diconal for 6 months whilst 
staying on a methadone script and smoking cannabis. Then 
when my wife was in hospital giving birth to our first child I 
had what I saw as my last hit. I think I done this to celebrate 
the birth of my child. I knew I couldn't do it again after this 
time and I haven't'.

Final Desistance

Greg did not use Diconal following the birth of his child but was still on 

methadone and smoking cannabis. He was working on the railways and within 

the job they initiated random drug testing for the workforce. Greg continued to 

use cannabis and methadone for a while but then became concerned that he 

would get tested and lose his job. Greg decided to stop all drug use on his own. 

He was not in treatment at this time, instead he was picking up his prescription 

on a monthly basis from the psychiatrist. Greg stopped smoking cannabis and 

gradually cut down the methadone until he finally stopped.

He has not used any form of drugs since this time and has been completely 

drug free for 17 years.

Post Desistance

Greg continued to work on the railways and went on to have another child. He 

is still with his wife and has been married for nearly 30 years. Whilst working on 

the railways he found out that he was Hepatitis C positive but refused treatment 

due to being anxious that his employer would find out and he would lose his job.
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Greg's wife had her own problems following the birth of their two children and 

went into treatment herself for alcohol use. Greg then became interested in the 

work carried out by drug and alcohol agencies:

'When my wife had treatment the agency was fantastic, it 
was like they worked magic and I was curious about what 
they did so I decided to do some voluntary work. I 
volunteered for two and a half years whilst working full time. 
Eventually I got a paid job within the same agency'.

Greg has been working at the agency for the last 20 months. Since taking up 

post he has undergone treatment for Hepatitis C. He stated that he loves his 

job and how his life has turned out:

V love my work, I never think about using. I just try and do 
the best for the injecting drug users that come in to see me, 
to keep them safe and do as little harm to themselves as 
possible'.

Summary

Greg did not really want to address his drug use, even though his use was 

having a detrimental effect on areas of his life such as his relationships. Greg 

only stopped using because he could no longer inject due to his veins 

collapsing. Therefore his health would no longer permit him to use drugs by this 

method. Greg had no interest in using drugs any other way so saw this as the 

cause of him to start the process of recovery. Undergoing this process has 

changed his life as it enabled him to gain treatment for Hepatitis C and gain a 

job within a drug agency which he loves.
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Liovd 

Background

Lloyd was from a stable family background and felt he had a privileged 

upbringing whereby he did not want for anything. When attending Secondary 

school at the age of 13, he was introduced to alcohol by friends and stated that 

he tried alcohol due to peer pressure. At the time he thought it was 'the thing to 

do'. Lloyd left school at the age of 16 and gained four O Levels and two CSE's. 

Lloyd then attended catering college. Lloyd purchased a moped at 16 and felt 

that having transport and being in college gave him a lot of freedom and was a 

licence to drink. He used to meet up with friends at lunchtime and drink alcohol, 

return to college and drive home later and then resume drinking at home in his 

bedroom.

At 17 Lloyd had a car which he saw as giving him even more freedom, allowing 

him to go further afield:

7 got a car at 17 which allowed me to have a lot of freedom, 
I could go wherever I wanted to. I basically drank my way 
through college. I just liked it. There were no reasons, I 
could never think of any reasons. In my opinion it was 
something everyone did, but I did it to excess. I'd get up in 
the morning and have a drink before college, I then couldn't 
wait for lunchtime to come because I could have another 
drink and then I'd drink in the night. I didn't see it as a 
problem'.

Lloyd got a part time job whilst finishing his college course. By this time he was 

continually drinking all day at every given opportunity but it did not seem to have 

an effect on him. Following college Lloyd secured a job on a cruise liner in 

America, he worked long hours in what he described as a stressful job:

324



'On the cruise ship I worked really long hours, I wouldn't 
finish work until 2 am and would then drink until 4am and 
would be back in work by Gam, I done this for a solid nine 
months and my health was suffering. I constantly felt ill, I 
used to shake and I was tired all the time but I never put this 
down to alcohol. I hated the job even though it was 
fantastic money so I finished'.

Lloyd then went back home to his parent's house and found employment in a 

restaurant. He continued to drink on a daily basis and was now stealing alcohol 

from work to consume in the day and then was going out drinking in the 

evenings. Lloyd continued this behaviour for a year and then secured another 

job in a hotel which involved living on the premises:

'At this point my drinking really increased, I was living in the 
hotel and drink was constantly available. Before work I 
would go to the local shop and buy drink for the afternoon to 
drink before going back to work in the evening, then we'd all 
drink after work, it had become a way of life'.

Managers from the hotel used to carry out room checks on staff, on checking 

Lloyd's room they found a multitude of empty bottles of alcohol in there for 

which he was reprimanded about and asked to go and see a GP. He agreed to 

see the GP and for the first time admitted he had a drink problem, however, the 

GP did not give him any medication to help him. When he returned from the 

appointment with his GP, the manager of the hotel asked him to stop drinking 

for a week which he did. Although he stated that he did not want to stop he 

thought he better had due to the consequences if he did not comply with the 

manager's wishes. When the week was over he resumed drinking. Initially he 

was drinking a lot less but again this increased to the level it was before within a 

short amount of time:
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V stayed in the job for four years and apart from that one 
week I was constantly drinking. In the end I was asked to 
leave, not from the drink though, no I went and punched the 
manager in the reception area of the hotel. We didn't see 
eye to eye and I lost control. I was pulled into the office the 
next day and asked to leave'.

Lloyd returned home to his parent's house but the relationship was strained at 

this time, due to him losing his job and the fact that he was drinking. Whilst 

working on the cruise ship he had saved a lot of money so he decided to buy a 

house. He stated that his mother thought that by him having responsibilities it 

would enable him to calm down and address his behaviour. He also got 

another job in a different restaurant.

Lloyd continued to drink and stated:

'In the catering business, alcohol plays a big part in people's 
lives. When everyone's finished work it's normal to sit down 
after a busy day and have a few beers you know. Also now 
I had my own house so I could do what I wanted when I 
wanted. My life was a constant party. This went one for 
about one and a half years'.

However, it was evident that Lloyd's life was being controlled by alcohol at this 

point. He lost his job due to him turning up late and drunk and his parents 

found out and insisted he attended a GP appointment.

Previous Attempts at Desistance

Lloyd had seven previous attempts at desistance before finally desisting. Lloyd 

went to see his GP who sent him to the Community Drug and Alcohol Team 

(CDAT) who then referred him to an acute psychiatric ward for an alcohol 

detoxification. He spent seven days in the hospital and it was suggested that
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he attend a rehabilitation centre on discharge from the hospital. At the time 

funding was scarce so his father paid for a place in a rehabilitation unit for him. 

Lloyd stayed in the rehabilitation unit for three months and was completely 

alcohol free during this time. Lloyd then came out and got a job in another 

restaurant. He felt his life was going well at this time and remained alcohol for 

six months:

'It was hard, I was with a group of friends who were having 
a drink, I thought oh go on just have one, I saw it as a 
reward because I hadn't had a drink for six months, I'd done 
well. Before I knew it I was back into the old pattern of 
behaviour and was drinking before and after work. My 
parent's found out I was drinking and I was forced back to 
the GP'.

Lloyd was then admitted to the same hospital as before for another 

detoxification. Instead of going to rehabilitation this time, as soon as he was 

discharged from hospital he returned to work. He was given the drug Campral 

on prescription (to reduce cravings for alcohol) and desisted for one year. Lloyd 

stated that during this one year of desistance he felt fit and healthy. He then 

started drinking again:

'After the year I started to get bored, I was lonely, I was 
home alone most of the time and this just got the better of 
me. I continued to drink for 3-4 months and once again I 
lost my job. I made the decision to discuss things with my 
parents and we decided it would be best for me to return to 
the GP'.

Lloyd attended an appointment with the GP who referred him to CDAT. He was 

then admitted for another detoxification. He was also given funding to attend 

the same rehabilitation unit he had been to previously. However, Lloyd had 

booked a holiday and was not prepared to stay in the unit for the full three
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months as he wanted to go on his holiday. Lloyd left the unit after two months 

and went on holiday. Whilst on holiday Lloyd had a drink, he made excuses to 

himself that he deserved to drink.

When Lloyd returned from holiday he stopped drinking again and remained 

alcohol free for a further one and a half years. He then relapsed when he 

attended a family wedding. He drank champagne to toast the bride and groom 

and from this point his drinking resumed until once again it spiralled out of 

control. Lloyd had his friends around to the house for a drink and needed to get 

some more alcohol when they had run out. He took the car and ended up being 

arrested for being four times over the legal limit to drive. He went to court and 

was given community service. He also decided to change his career, he stated 

that he felt he had enough of the working in the catering world so started a 

hairdressing course in college. He was still drinking daily at this point. During 

the second year of his course, he failed his exams and college found out about 

his drinking. They told him to get help or he would be excluded from the 

course. Again Lloyd attended CDAT and ended up in the same detoxification 

unit. During this stay at the unit, a worker from a local drug and alcohol agency 

visited the ward and explained what services they had to offer:

'I didn't want to attend this project but thought I'd give it a go 
as I had nothing else to do. I got involved in one of the 
projects there and this one day I looked at the people there 
and thought to myself what am I doing with all these 
druggies and alcoholics, I thought I wasn't like them, I had 
my own house, I had worked all my life'.

Lloyd was then invited to attend a group to address this continual cycle of 

alcohol use. Lloyd broke the rules of the group and was given a six week
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discharge which he felt gave him licence to drink. He went back to the group 

after six weeks but had a drink before attending so was again discharged. This 

time he did not return after the six weeks, but instead continued drinking for a 

further two years:

'During these two years, every day was the same, I'd just 
constantly drink. It was chaos, I was a danger to myself, I 
didn't know what I was doing'.

Lloyd returned to the drug and alcohol project but once again got discharged. 

He did return but insisted he had one to one counselling rather than attend a 

group setting. He was referred to a residential rehabilitation unit and accepted 

there. His worker drove him to the unit which was three hours away but they 

told him to go home and come back the next day because it was evident he had 

been drinking. He returned there the next day with his worker and entered 

rehabilitation for the final time.

Final Desistance

'I entered the rehab and spent the first few days alone. I 
was adamant I wasn't going to stay there but I did. I stayed 
there for three months and I can tell you, it was the hardest 
three months of my life. I decided not to have contact with 
anyone. It gave me the time and space to sort my head 
out'.

Lloyd came out of unit and went back to the drug and alcohol project for 

aftercare. He has since been totally alcohol free for three years. Lloyd's 

problematic use of alcohol had got the point where his life was totally 

unmanageable and chaotic. Lloyd felt that it took him to get to a very low point
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in his life before he successfully addressed his behaviour and finally desisted 

from alcohol use.

Post Desistance

After engaging in aftercare, Lloyd was invited to take part in the Peer Mentor

project which he engaged in. Lloyd then went on to become a Peer Mentor and

two months ago was successful in gaining full time employment within the Peer

Mentor scheme. His relationship with his parents has changed, they now have

mutual trust and have become close again. Lloyd finished his interview by

stating:

'Life is unbelievable, from where I was 10 years ago to 
where I am now. The journey's been life changing, I now 
feel like I'm part of society and can give something back. I 
enjoy myself better now, even when I go out, than I ever did 
when I was drinking'.

Summary

Lloyd tried desisting from alcohol and started the process of recovery seven 

times before finally addressing his behaviour. Lloyd recognised that when he 

previously attended the drug agency he did not view himself like the other 

people who were there and really did not want to engage with the service. It 

was not until he was arrested for driving whilst under the influence and the rapid 

deterioration in his relationship with his parents that he finally addressed his 

behaviour. In order to do so he totally cut himself off from the outside world 

whilst at the rehabilitation unit. He took up the aftercare support when he was 

discharged and eventually gained employment within a drugs service. Lloyd 

still feels he is on a journey but he also stated that his life has changed 

dramatically and for the better.
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Steve 

Background

Steve came from a working class background, his father worked whilst his 

mother looked after him and his three siblings. He stated that his childhood was 

fine, he had a lot of hobbies and a lot of friends. Steve's life started to change 

at the age of eight. His father had an alcohol problem and would regularly 

become verbally abusive towards his mother. He remembered that he would be 

encouraged to go to bed before his father came home from the pub. When his 

father came home from the pub he would hear him verbally abusing his mother 

until finally his father would pass out and go to sleep. Steve first tried alcohol at 

the age of nine. He tried this at a fete at his father's work whereby his father 

gave him half a shandy. He did not like the taste but he stated that it made him 

feel nice. Steve did not drink alcohol again until the age of 12:

7 started drinking at about the age of 12. I drank with my 
friend's, this was a regular pattern on weekends. We used 
to club together money and buy drink. Even then I was 
always the one who drank the fastest, drank the most and 
wanted more'.

At the same time Steve started to develop problems in school, he was being 

called thick, stupid and lazy so he began to live up to the labels he had 

developed. At 13 Steve experienced his first arrest for theft. He stole a crate of 

alcohol from a lorry outside a pub, he was given a caution for this offence. By 

the age of 15 Steve was regularly drinking in pubs and would go to any lengths 

to go to the pub. His parent's were aware he was drinking and on many 

occasions he went to the pub with his father. It was at this age when he feels
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his problems started to set in and he started to use alcohol to cope with 

situations:

'It was my turn to read in assembly in school and I wasn't 
very good at reading so I thought if I had a drink it would 
make me feel better. I found some whiskey in the house 
and drank it then went into school and felt better, I didn't feel 
so self conscious. From then on my drinking increased, I 
was drinking every weekend, all weekend'.

Following school, Steve went on to attend college. He met a new set of friends 

who were smoking cannabis. Steve smoked some cannabis with these new 

friends and liked it, he then started smoking cannabis most days. He started 

getting into more trouble with the police and was arrested for theft again and 

had a fine. At 17 Steve tried barbiturates, he started to buy them illicitly and 

then attended his GP surgery to gain a prescription for barbiturates in an 

attempt to ensure he had a regular supply of them. Steve then started dealing 

drugs, he stated that this was not for money, but instead it was the trendy thing 

to do at the time.

At the age of 19 Steve went into a relationship at this time he was still drinking 

heavily and using barbiturates, LSD, amphetamines and cannabis. He started 

to cut down his use as she was not a drug user. Following cutting down his 

drug use, his drinking then started increasing and he was lying to his girlfriend 

about his alcohol use telling her that he was not drinking at all. He started 

committing burglaries initially on shops to gain money for drugs and alcohol but 

then started breaking into chemists to steal medication. Steve stole 

barbiturates from chemists which he injected. This was the first time he injected
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drugs, he was with a friend who was doing it and asked him if he would like to 

try doing it. The friend injected him, Steve was not a regular injector, instead he 

did this on and off throughout the entirety of his drug use. Steve and his 

girlfriend then split up due to a violent argument:

We went to visit some friends and my girlfriend was trying 
to take my drink off me. I became violent and attacked her 
and she ended up in hospital. Obviously the relationship 
ended at this point'.

Steve was now on an apprenticeship and continued to attend work although he 

used to turn up under the influence of drugs and alcohol. This pattern of 

drinking and drug use along with his attendance at work continued for the next 

four years. Steve finished his apprenticeship and secured a job. However he 

was envious of all his friends who did not work but instead had no ties or 

responsibilities and used drugs all day. Due to this Steve decided to stop 

working:

'After I handed my notice in I would just drink and do drugs 
all day, there was just no logic to it. I was also dealing when 
I had the chance, I needed the money for drugs now I didn't 
have a job. I was still living at home and making life for my 
parent's very difficult. My mother found lots of needles in 
my room. The relationship was very tense. I would often go 
out on a Monday morning and not turn up again until Friday, 
they didn't know where I was and I just didn't give it a 
thought'.

Steve stated that he had done some terrible things in the past in order to obtain 

money for drugs, of which he was not proud of:

Tve robbed, stolen from my friends and family and even 
robbed pensioners. I used to do electrical work on a

333



voluntary basis for pensioners. The reason I done this was 
because I knew pensioners would have medication. When I 
was doing repairs I would look in their cupboards and pinch 
any medication they had'.

This behaviour continued for five years. Steve stated that he was always 

getting stopped by the police. His behaviour was a constant pattern of daily 

alcohol and drug use of whatever substance he could get his hands on at the 

time.

At 28 Steve met a new partner. She recreationally used drugs but not as much 

as himself. At the same age, Steve went to prison for three months for theft. 

Whilst in prison he continued to use cannabis daily, he did not want to stop. 

When he was in prison he thought it was time to address his drinking and all 

other drug use apart from cannabis. When Steve was released he married his 

partner, got a job and he managed to stay off all the other drugs for a month. 

However, Steve was smoking cannabis before and after work and he soon 

resumed drinking again due to him stating that he missed alcohol:

7 started drinking again after four weeks because I missed 
it. Life seemed pretty pointless and empty without it. So I 
started going out again, bothering with the same people and 
things went downhill from there. I was offered other drugs 
like barbs, heroin, Diconal, and I took them all'.

Steve's wife then found out she was pregnant and his behaviour became more 

chaotic. When his daughter was born his drinking further increased because he 

was feeling left out due to his wife's attention being focused on his new 

daughter. He had now gone into serious debt due to drugs and alcohol and 

was not turning up for work. Life for Steve was deteriorating at this point:
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V really wasn't capable of doing much else other than 
drinking. My wife was working at the time so I used to 
pretend to go to work and then sneak back in when she'd 
left for work and have loads of people over the house using 
lots of drugs. I was using anything I could get my hands on. 
By this time I was injecting anything. I'd frequently be given 
drugs that I didn't know what they were but I'd take them 
anyway. Life had no meaning anymore, it had lost all its 
value and I didn't care'.

Steve went on to attempt suicide and was admitted to a psychiatric unit. He 

stayed there for three weeks but was walking to the shops by day three of his 

stay and obtaining alcohol. He did this because he stated that he thought he 

could not survive without alcohol. When he was discharged from the psychiatric 

unit he went back to work. His relationship broke down and he went back to live 

with his parents. Again his drinking was out of control and he ended up leaving 

his job of his own accord. Within a few months he got back together with his 

wife and made a promise he would not drink. Steve ended up hiding the fact he 

was still drinking from his wife. He eventually broke all his promises and was 

back to his old lifestyle within three months. Steve was then offered a job in 

London, he was away for two weeks at a time and then home for two days 

before returning to London. Whilst away all the people he worked with used a 

lot of drugs. Consequently Steve was constantly drinking, using heroin, cocaine 

and cannabis:

'When the contract in London ended I started to fall apart. 
My head was all over the place. I would cry in the morning 
before drinking, I was passing out, committing pointless 
crimes and was even injecting alcohol, sometimes mixed 
with barbiturates. I then got arrested which would change 
my life forever'.
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Final Desistance

Steve was arrested for another theft charge and the probation officer compiling 

the pre-sentence report suggested him attending drug treatment as opposed to 

prison. He was successful in gaining drug treatment and sent to a residential 

rehabilitation unit:

'When I went in I weighed 7 stone, my liver was extremely 
enlarged, I had abscesses from injecting. The Dr said I had 
roughly 6 weeks to live, the fact that I was facing death 
didn't bother me I'd spent the last year wishing for it. I think 
things just started to hit home with me. Also I had no option 
other than to stay there or I would have gone to prison'.

Steve went into the rehabilitation and stayed there for two months. He started 

to face his issues and deal and resolve things that he felt had affected him from 

childhood. Steve finished treatment and went back home. He found change 

difficult as he was known as a drug user and dealer. However, Steve wanted to 

change at this time:

V saw that change was possible. Yes it was difficult, 
especially at home as they were suspicious of me 
constantly'.

Steve has been completely drug free for 24 years. He has experienced lasting 

damage due to his drug and alcohol use and stated:

'Some damage never heals. My marriage broke down 6 
years ago, we could never really re-build it. I also have 
Hepatitis C, I've had treatment but didn't respond to it and I 
have slight brain damage from all the alcohol use'.
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Post Desistance

After a year of desisting, Steve's probation officer suggested he carry out some 

voluntary work with her in probation, talking to people who were experiencing 

problematic substance misuse. Steve agreed to do this and really enjoyed it 

and hence continued to carry out this voluntary work for a year. He then went 

on to become a volunteer at a local drug and alcohol project and within a year 

was working there full time. Steve has been working in the project for 20 years 

and is the longest serving member of staff.

Summary

Steve's life is now complete and he loves his job. Steve stated that in order for 

him to change he had to reach a point where he could not go any lower. He 

had reached what he described as hopelessness. Steve still views recovery as 

ongoing, which he feels encourages him to remain drug and alcohol free. His 

final quote reinforces that he believes his recovery is a process:

My recovery is still today, I don't know what tomorrow holds. 
The concept of never using drugs and alcohol again is too big 
for my head to handle so I take one day at a time.

Summary

All twelve of the oral histories are unique. Seven of them experienced enforced 

desistance at some point in their drug using career. For three people this 

enforced desistance led to their final desistance, but the other four resumed 

drug use when these barriers to use were taken away. People's reasons for 

stopping differ, but they can be categorised into some common themes such as:

337



• Relationships
• Prison
• Health
• Wanting to Change

From the respondents oral histories it was possible to evaluate the reasons for 

previous attempts at desistance, final attempt at desistance and post 

desistance. Figure 6 provides an overview of the main reasons given by 

respondents for each of these areas.

Fig 6 - Reasons for Desistance

Respondent

Claire

Jayne

Darren
Matthew

Hayley
Mark

Jean

Natalie

Alison

Greg
Lloyd
Steve

Previous 
Desistance
Relationships and 
Wanting to change
Prison

Prison
Wanting to change

Relationship
Prison/Wanting to 
Change
Relationships

Not Applicable

Prison

Coercive Rehab
Relationships
Not Applicable

Final Desistance

Prison

Rehabilitation and 
Prison
Wanting to change
Health

Relationships
Wanting Change

Court Case 
Finished
Relationship, 
Health and 
Finances
Mental and 
Physical Health
Health
Relationships
Coercive treatment 
via Rehab

Post Desistance

Relationships and 
Employment
Employment

Relationship
Relationship and 
Employment
Starting a family
Employment

Employment

Employment

Employment

Employment
Employment
Employment

Evaluation of these reasons show that previous attempts at desistance were 

largely attributed to negative significant life events combined with respondents 

expressing a desire to change. Out of the twelve respondents, two did not have
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any previous attempts at desistance and were therefore successful on their first 

attempt. When evaluating reasons provided by the remaining 10 respondents, 

their previous failed attempts at desistance appear to be a combination of 

relationships and coercive means through being sent to prison. When 

assessing the interview data, the majority of respondents who initially attempted 

desistance had no desire to stop but done so as they were put in a position 

whereby the consequences of drug use outweighed the use itself. An 

interesting point frequently raised was in relation to coercive desistance via a 

prison sentence. Although initially the intention to desist was absent, when 

respondents entered prison they all desisted from use. However on release 

drug use resumed. The reason provided was the same for all respondents, 

namely, that they had not actually addressed the extraneous factors 

surrounding drug use. They were released from prison and returned to the 

same habits, as they felt their life was entrenched in drug use.

The respondents' final desistance was mainly due to life events experienced in 

a negative manner. However this then shifts when respondents were asked 

about the years following their final desistance. Respondents felt that they were 

now experiencing positive significant life events which enabled them to continue 

to desist from drugs. In essence, they had all successfully moved away from 

their entrenched drug using behaviour which in turn has enabled them to 

successfully reintegrate into mainstream society and create an identity of a non- 

drug user. Over three quarters (n=10) of the respondents who provided oral 

histories are now in full time employment which they viewed as fulfilling and 

they believe it further encourages them to remain in recovery. This supports the
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suggestion of the importance of recovery capital as proposed by Granfield and 

Cloud (1999) as discussed in Chapter three. Recovery capital supports 

recovery from addictive behaviours, whereby individuals develop and utilise 

social capital. Granfield & Cloud (2001) defined social capital as. 'the benefits 

that accrue to an individual as a result of the network of personal contacts and 

associations that surround them' (pp 1566). They suggest that social capital 

has three elements (1) social structures; (2) social norms and (3) resources.

When assessing oral histories, all three elements were apparent with all 

respondents and hence further added motivation to their long term desistance. 

Respondents often discussed opportunities available to them through voluntary 

work, employment or social support mechanisms. Therefore, these 

respondents had social structures in place which provided the resources 

needed to adhere to social norms.

One factor that is interesting to evaluate is the relationship reason. People 

mentioned that they wanted to stop because relationships were fractured, had 

broken down or there was a threat of losing a relationship. However in one 

case this was also used as a reason to relapse. Namely, Claire had lost her 

children and felt she could not cope so she used drugs to take away the pain of 

losing them. Jayne had partners who used drugs and felt that when she went 

back into this situation following imprisonment she used again because her 

partner was using.
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The oral histories have resonance with the interviews carried out within the one 

year study. Within the longitudinal cohort survey, key themes were picked up 

with regards to why people desisted or continued their drug use. The reasons 

discussed above replicate the reasons provided by the respondents within the 

study. This suggests that although individuals are unique and have personal 

significant life events that influence use or desistance, there are areas in life 

which have similar effects on people. Within the realm of substance misuse it is 

evident that these significant events have positive and negative effects on 

people and can determine whether people continue to use drugs or desist, 

dependent on the coping mechanisms they employ.

Ten respondents' experienced previous attempts of desistance before finally 

achieving it. Klingemann (1994), Washton (1989) and Prins (1994) suggest that 

a key feature of desistance involves repeated patterns of related episodes of 

desistance and relapse. This was also evident within the one year study 

whereby respondents repeatedly engaged in periods of drug use and 

desistance. Recovery from this standpoint can be viewed as a process, one 

that may take some time and is not easily achieved.

Curiosity was a frequent reason given for the initiation into drug use within the 

oral histories detailed above. Mclntosh and McKeganey (2001) found that 

curiosity and the desire to conform was an explanation frequently used to 

explain why people started using drugs in their study of 70 former drug users. 

Furthermore Mclntosh and McKeganey (2001) found that key desistance factors 

were developing new activities, relationships and a commitment to achieving a
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new lifestyle as a non addict. In order to achieve this new lifestyle it was found 

that the respondents' needed to avoid previous drug using friends and to 

develop a new set of non-drug related activities and relationships. This was 

evident in the above oral histories, for example, both Claire and Jayne 

discussed the difficulty in desisting from substances when they were in 

situations whereby other people were taking drugs. Claire relapsed when she 

moved back to her home town following a period of desistance and Jayne 

continually relapsed on release from prison as her partner was a drug user.

In addition to establishing that recovery is a process that takes time with 

behaviour change being continually strived for, the above explanations also 

reinforce the developmental theory of criminology, discussed in the Chapter 

four. This criminological theory of desistance is viewed as a process, one which 

is achieved due to significant life events. However, whereas developmental 

theorists suggest that positive significant life events can lead to a reduction in 

crime, findings from the longitudinal cohort survey and the oral histories suggest 

that significant life events are more likely to be negative which provides the 

motivation to desist. When individuals have successfully desisted from their 

drug use they then start to experience life events which are positive which 

enhances their desistance and enables them to remain desistant over time.

The following chapter will provide a conclusion of the findings of both studies 

and further discuss recovery and desistance based upon the literature reviewed 

coupled with the quantitative and qualitative data collected.
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Part Five

Conclusions

Part five of this thesis provides a conclusion of the topic and focuses on the 
concept of recovery and desistance, coupled with main findings from both the 
Longitudinal Cohort Survey and Oral Histories.
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Chapter Ten - Conclusions
Introduction

The main aim of the thesis was to gain a more robust understanding of the 

recovery process through the experiences of those entering treatment with an 

intention to address their problematic behaviour. Throughout the study it 

became evident that recovery and desistance is not something that is easily 

achieved. Recovery is a complex process and does not just involve rectifying 

the substance misusing behaviour by providing substitute medication, but 

instead the whole life of the individual needs to be taken into account. This 

allows individuals to address factors that initially led to substance misuse, and 

factors that may influence the return to drug use. Reviewing the literature 

surrounding recovery showed that definitions of recovery within substance 

misuse are poorly understood with lay people, professionals and academics 

alike holding differing views on the meaning of this re-emerging term. 

Consensus panels have provided definitions and principles of what recovery 

means both in the USA and the UK, yet the confusion of recovery as a concept 

still remains. Instead of professionals focusing on what recovery is, i.e. an end 

state or a process, focus should be on the needs of individuals to ensure that 

when entering treatment they are treated in an individualistic manner. 

Treatment cannot simply be 'one size fits all' but instead an assessment of need 

should be carried out through methods of identified best practice.

The thesis investigated significant life events and has shown that respondents 

often relapsed due to these significant life events. However it should also be 

noted that some respondents also desisted due to the same significant life
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events. It is therefore important to evaluate situational factors of the individual 

and enable them to build on their recovery and social capital as discussed in 

Chapter three. From this perspective, recovery is a holistic term and a process 

whereby individuals address not only their substance misusing behaviour but 

also address these significant life events that affect them such as relationships, 

health and crime.

It has also been found that recovery takes time. The oral histories undertaken 

showed that respondents often had numerous attempts at desistance before 

finally achieving it. This supports research carried out by Mclntosh and 

McKeganey (2000a) whereby they found that respondents had to reach rock 

bottom in their drug using career before finally addressing and desisting from 

drug use. Undoubtedly there are respondents within the study who used not 

because of significant life events but because they felt they were entrenched in 

the world of substance misuse. Drug use for these respondents was an 

inherent part of their lives and they felt they knew nothing else. As with those 

individuals who experienced significant life events it is important to focus on 

recovery and social capital to enable them to comprehend that their life does 

not have to be filled with drug use.

In addition to investigating recovery, the study also evaluated literature from 

criminology to assess whether this more advanced area in relation to 

desistance could assist future developments within the arena of substance 

misuse. General and developmental theorists have sought to explain why 

individuals desist from crime. General theory (also known as maturation theory)
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views deviance as a product of risk factors which predispose a person to 

deviant behaviour. General theorists suggest that the main cause of desistance 

is due to age. In contrast, the developmental theory (also known as the life 

course theory) views deviance as something changeable and dependent upon 

circumstances. Developmental theorists believe the main cause of desistance 

can be attributed to significant life events.

Investigation of the data suggested that when studying desistance from 

substance misuse the developmental approach of desistance within criminology 

can be applied. It is evident that significant life events are an important 

contributory factor to an individual when both when deciding to desist and 

continually throughout the process of desistance. The research suggested that 

respondents enter treatment with an intention to desist but regularly 

lapse/relapse. Over the course of the one year interview timeframe only three 

respondents desisted for the entire one year. This further supports the 

developmental theory whereby desistance is studied as a process. Some 

respondents desisted for substantial amounts of time before returning to drug 

use. If the general theory was to be applied within substance misuse and 

desistance was only captured as an end state, these respondents would not be 

included in research. However, it is important to learn lessons from those who 

do not desist as it enables the formulation of theories regarding the process of 

desistance. This in turn could affect working practice within drug treatment 

agencies to ensure treatment is delivered to address the needs of respondents 

who do not desist.
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People can change, and peoples' reasons for change are personal. A 

concluding quote following a respondent desisting sums up how different life is 

for people when they finally desist. This quote would be significant with lots of 

former drug users, especially the final sentence:

'About a year into my treatment I met my partner and 6 
months after that I got pregnant. The baby is 18 months 
now and things are so different, she's my life (along with my 
partner of course). I'm not working because of the baby but 
I intend to go back to work at some point but right now I'm 
focusing on being a parent. I know I can give her everything 
I had growing up but I would never have been able to do it if 
I carried on using drugs. I'll never go back to being that 
person, I didn't like who I was, it just wasn't me'. (Hayley)

Summary

Research within substance misuse has largely focused on treatment outcomes 

to assess the effectiveness of particular pharmacological or psychosocial 

interventions. Research with specific focus upon the individuals' journey 

through treatment are limited within the UK, with published research focusing on 

'recovered' users which has been carried out in retrospect when they have 

overcome their problematic substance misuse. The study carried out for the 

thesis allowed the investigation of the process of change and recovery in 'real 

time', to assess the how's and why's of recovery and assess changes in 

behaviour from early entry into treatment and beyond. Investigating recovery 

from this perspective allowed evaluation of both substance misuse and 

extraneous factors which may have contributed to the process. In addition, 

rather than focusing solely on desistance, studying the process of recovery
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whilst individuals were in treatment also produced information surrounding drug 

use.

The study consisted of two pieces of research. Part one consisted of a 

longitudinal cohort survey which focused on the first year of treatment and 

identified the patterns and processes involved when individuals are attempting 

to desist. Part two consisted of gaining oral histories from respondents who had 

successfully desisted. These oral histories enabled the evaluation of 

respondents' recovery in its entirety and evaluated how recovery and 

desistance were maintained in the long term.

It should be noted that the study is not without limitations. The quantitative 

analysis in Chapter 6 was not subjected to statistical significance tests. Due to 

the chaotic nature of substance misuse there was a sizeable attrition rate. 

Therefore conclusions are based upon qualitative data gained from respondents 

and cannot be deemed statistically significant.

Literature

In order to study recovery and desistance a literature review was carried out to 

review addictive behaviours on the periphery of substance misuse and included 

Binge Eating Disorder, Gambling, Sexual Addiction and Internet addiction. The 

focus of this literature review was to establish if there were any differing 

descriptions, definitions, explanations and interventions in an attempt to 

evaluate if the arena of substance misuse can gain any further knowledge from
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these other addictive behaviours, however, it was found that addictive 

behaviours have commonalities. In addition, the other addictive behaviours 

have, in essence learnt lessons from substance misuse and adopted treatment 

interventions used in this area. Hence, the discussion and investigation of the 

recovery process within substance misuse could in fact provide further evidence 

and knowledge for future use in addictive behaviours that are on the periphery 

of substance misuse.

A literature review was carried out to assess current theories with regards to 

recovery and desistance. The literature review consisted of an evaluation of 

desistance from the perspective of substance misuse and criminology. The 

literature suggested that the study of desistance from substance misuse is still 

in its infancy compared to criminological literature, whereby desistance from 

crime is established and well researched. Similarities between desistance from 

crime and substance misuse were evident, especially with regards to the 

developmental theory of desistance within criminology. Within this subject area, 

criminologists have suggested that there is a need to study not only the 

problematic behaviour, but also assess other factors which may influence 

desistance. Therefore, although current research in substance misuse is useful 

to evaluate treatment, this area could be further developed by drawing upon 

and utilising current theories within criminology.

Limitations of Studying Recovery and Desistance

It is difficult to provide conclusive evidence pertaining to recovery and 

desistance due to research being carried out over a set timeframe rather than 

being conducted across the life-course. Within the arena of substance misuse

349



and criminology it has been suggested that life-course analysis is needed to 

provide robust evidence that the person has remained drug or crime free. 

However, to carry out research of this magnitude would require a significant 

amount of resources and of course was not achievable for the purpose of the 

thesis. The one year study carried out was achievable and allowed insight into 

the early stages of recovery. In addition, carrying out oral histories enabled 

closer investigation of the complete process of recovery and desistance over a 

longer period, with respondents having desisted for in between three and twenty 

four years. Although one cannot categorically state that respondents are 

recovered, the study allowed the complexities of the processes involved in 

recovery to be investigated. Hence, providing an overview of why substance 

misuse is a convoluted issue, whilst also providing an understanding of why 

treatment is so often referred to as a revolving door. Gaining information from 

early entry into treatment and onwards allowed a holistic assessment of 

respondents' lives, enabling a contribution to the future direction of policy and 

treatment options. As discussed in Chapter one, the new strategic direction 

within UK drug strategies is now upon the concept of enabling recovery. To 

enable recovery there is a need to fully understand what recovery means to 

people and what the process of recovery entails.

Results

Qualitative interviews of a semi-structured nature were carried out over a one 

year timeframe. The purpose of the interviews was to explore periods of drug 

use and desistance and to investigate the processes involved each time a 

respondent desisted from drug use or resumed their use. Interviews were
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carried out retrospectively every three months. During each interview every 

time a respondent desisted or used drugs they were asked a series of four 

questions:

• Within this period can you provide a general explanation of what 
happened

• Did you use any other drugs apart from your primary substance

• Can you describe if any significant events happened during this time

• Did you commit any criminal offences during this period

Carrying out these interviews generated a vast amount of qualitative data, 

allowing the acquisition of a sound understanding of change during the early 

stages of treatment.

Of the 17 respondents who participated in the full one year study, three 

respondents desisted from their primary drug of choice for the entire year. One 

respondent did not report any desistance throughout and the remaining 13 

respondents reported fluctuating levels of desistance and drug use.

The results showed that of all the respondents who reported periods of 

desistance (n=16), over half (63%) successfully desisted for over six months. 

This finding, along with the qualitative data obtained from both the one year 

study and the oral histories, infers that recovery is not simply something that is 

achieved as soon as treatment commences. Instead, recovery may take time 

and is a process that with these respondents was continually strived for 

throughout the study. An encouraging finding is the fact that when respondents 

reported resuming drug use, they recognised the need to try and regain control
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over their behaviour and re-establish their pathway of recovery. In essence, 

respondents wanted to address their behaviour and possessed good 

consequential thinking when they resumed drug use, which often resulted in 

them once again attempting desistance.

A key finding within the results was in relation to the reported experience of 

significant life events. It was found that significant life events played an 

important role to assist the decision making process in three quarters of 

respondents in relation to drug use and desistance. When investigating the 

categories of significant life events, it was found that relationships were reported 

to be a major facilitating factor attributed to both drug use and desistance. This 

illustrates that one person's reason to desist maybe another person's reason to 

use drugs. Criminological theory regarding desistance from the developmental 

perspective suggests that individuals experience positive significant life events 

in their lives which may lead to them addressing their criminality. Within this 

study it was found that significant life events incorporated both positive and 

negative events. Although there were related significant life events which 

allowed categories to be formed of those most frequently occurring, the life 

events experienced may have different consequences for different people. 

Studying and identifying core significant life events that are common provides 

knowledge of issues that may be pertinent to those who use substances. 

Focusing on these significant life events on entry into treatment could dissolve 

potential barriers to change or further enhance and empower change.
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In addition to respondents experiencing significant life events, it is also 

important to note that a substantial number of respondents in the final sample 

stated that they had no reason to use drugs (43%). Instead of reporting 

significant life events, they stated that they felt part of a drug using culture and 

found it hard to break these ties.

Both these findings are important topics when discussing recovery, and 

provides support for the utilisation of recovery capital (see Chapter three) as a 

concept to enable substance misusers to address their wider needs and to 

move away from this entrenched lifestyle and re-integrate into mainstream 

society to engage in non-drug related activity.

Another important finding with regards to processes along the recovery journey 

is in relation to the use of other drugs apart from or in conjunction with their 

primary drug of choice. The results showed that there was a substantial drop in 

the use of other drugs when attempting desistance from their primary drug. 

Seventy-eight percent of respondents used other drugs when using their 

primary drug which then dropped to twenty-two per cent when respondents 

were desisting from their primary drug. The two main reported other drugs were 

alcohol and cannabis. Although it is encouraging to find that respondents 

attempted to address the use of all drugs rather than just their primary drug it 

also shows that some respondents continue to engage in drug use that is 

illegal. Therefore these individuals still have connections with drug using 

networks and are not breaking ties and fully engaging in recovery capital.
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Finally criminal activity was investigated to assess whether there was a 

reduction in crime when individuals desisted. It was found that on entry into 

treatment seventy-one per cent of respondents who had previously committed 

crime prior to treatment ended their criminality. Furthermore out of all 

respondents who took part in the one year study just over one quarter 

committed crime at some point in the year.

When evaluating criminal behaviour it was found that there were two distinct 

groups, those who committed crime constantly throughout the year and those 

whose engagement in criminal acts were sporadic. Of those whose criminality 

was sporadic their criminal behaviour was done so in conjunction with the use 

of their primary drug, explanations provided by respondents focused on the 

need to obtain money to buy drugs. In contrast the respondents who committed 

crime constantly, done so regardless of drug use or desistance. A further 

finding was the fact that these two separate groups of offenders committed 

different categories of criminal activity. Sporadic criminality was entirely 

focused upon acquisitive crime whereas those who committed crime constantly 

were dealing drugs.

In addition to the evaluation of data from the one year study, interrogation of the 

three month data was undertaken in an attempt to evaluate whether 

respondents make positive changes to their substance misusing behaviour on 

early entry into treatment (see Appendix 1). When comparing this data with that 

of the full one year study, similarities were found with regards to both drug use 

and desistance. Although the data shows that on early entry into treatment
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nearly three quarters (64%) of respondents continued to use their primary drug, 

there was a drop in primary drug use across the three months (56% in month 

three). Hence although the prevalence of drug use is high, respondents are 

consistently attempting to address their behaviour with a steady decrease in the 

use of their primary drug.

Policy Implications

The results suggest that if the term recovery is to be wholly adopted within 

substance misuse there is a need to re-define this concept to ensure that there 

is a robust definition which is understood by both professionals and service 

users. Two terms were used within the longitudinal cohort survey and the oral 

histories: recovery and desistance. Throughout the thesis, the term recovery 

and desistance have been used. Recovery focused on both an intention to 

change on entering treatment and any positive changes made within treatment 

(which may or may not be changes in substances misusing behaviour). The 

term desistance was used to describe periods whereby respondents did not use 

drugs. Employing these terms in future policy, research and practice would 

allow clear cut definitions in order to measure change effectively, whilst 

acknowledging that overcoming problematic substance misuse is a process 

overtime.

Currently, the Welsh and Irish drug strategies do not focus on recovery but 

instead largely focus on the treatment options available. It is therefore
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important that these devolved nations grasp the conceptual meaning of this 

term and embrace the recovery agenda when considering future policy. The 

results strongly suggest that recovery is a process through which change is not 

only relevant within the individuals' substance misusing behaviour, but also 

within their wider life whereby extraneous factors may impede or facilitate this 

process. Future definitions and descriptions of what incorporates recovery 

should take the entire process of recovery into consideration, placing emphasis 

on recovery capital to facilitate change, whilst acknowledging that recovery can 

encompass a wide range of changes within the drug user's life. Hence, the 

implications for this research suggests that future practice and policy within 

substance misuse services should be directed towards enabling and 

empowering individuals to build social networks of support including families, 

communities and opportunities within employment and education. In essence, 

the tools to facilitate change do not solely lie with substitute medication. The 

findings of the research have shown that individuals experience both negative 

and positive factors in their lives which can facilitate change. It is therefore 

important to identify the causes and factors that led to both drug use and 

desistance, and capitalise upon these experiences to further facilitate change.

The findings of the oral histories suggested that a large proportion of 

respondents initially used drugs due to peer pressure, wanting to conform or 

curiosity. Policy intervention could assist in this area by targeting teenagers 

through the medium of education to provide them with the tools necessary to 

make informed decisions, avoid peer pressure and make positive choices in 

their lives.
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Conclusion

The findings of the study has provided knowledge about the processes involved 

in recovery and detailed that recovery and desistance take time and can prove 

difficult to achieve. Evaluating the oral histories carried out further supports the 

concept of recovery as a process, one which is viewed as being a long journey. 

Current literature suggests that the term recovery remains poorly understood 

due to the historical nature of its meaning - to completely abstain from drug 

use. The findings of both the longitudinal cohort survey and the oral histories 

point towards recovery being a process and not an end state of abstinence. 

This was evident from one respondent who had not used drugs for 24 years:

'My recovery is still today, I don't know what tomorrow holds. 
The concept of never using drugs and alcohol again is too 
big for my head to handle so I take one day at a time'. 
(Steve)

Furthermore, another respondent indicated that recovery is a journey:

'Life is unbelievable, from where I was 10 years ago to 
where I am now. The journey's been life changing'. (Lloyd)

Hence, recovery can be viewed as a process, a change in one's life that is 

relevant to the individual. It is evident from the wide range of qualitative data 

presented that change takes time. Individuals who enter treatment voluntarily 

do so with the intention to make positive changes to their lives. All respondents 

made some positive changes during the study, including the respondent who 

continued to use drugs throughout the one year study, by cutting down his drug 

use and changing his method of ingestion from injecting to smoking, hence

reducing the risk of blood borne virus.
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To conclude, having evaluated the evidence on recovery and desistance, a 

question should be posed for consideration. Although it is important for policy 

makers, researchers and professionals to have a clear definition on what 

constitutes recovery. Are these the correct culmination of people who should 

be defining the exact meaning of recovery, or should the meaning and definition 

of changes and recovery be left to those who are themselves going through this 

process. Treatment, although can be viewed as an important part of recovery, 

should not be viewed as the only method employed with respondents who are 

attempting change. Treatment can be viewed as an episode in the recovery 

process. The recovery process empowers individuals to make changes not 

only to their substance misusing behaviour, but within their wider lives, to 

address current or underlying behaviour which may have either led to 

substance misuse or enhanced their substance misuse. As shown throughout 

the thesis, changes made by those who misuse substances are personal, what 

one person clarifies as meaningless change may be life changing for another.

Finally, both the longitudinal cohort survey and the oral histories carried out for 

the thesis evidence that change is possible. People can and indeed and do 

change which may take time. From evaluation of the data, it is apparent that we 

cannot put a time limit on recovery and neither can we or should we stipulate a 

time over which recovery should be achieved, or in fact how it is achieved. 

Hence, individuals who are engaging in substance misuse treatment 

programmes should set their own recovery agenda based on their own personal
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goals and wishes with any changes achieved being celebrated as a success to 

further foster recovery.
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Appendix I - Drug Use and Desistance in the First Three
Months of Treatment

Introduction

The data presented in this appendix investigates the three month data collected 

from respondents on early entry into treatment (n=45). The reason for 

presenting this data within the appendices and not the main body of the text is 

to avoid repetition of data presented from different sets of respondents. 

Presenting both the three month data and twelve month data could lead to 

possible confusion if presenting two different sets of analysis in one chapter.

It is however important to present the findings of the three month data as this 

incorporates the initial interview of all respondents who participated in the study. 

In addition, the data is in relation to early entry into treatment. Hence the 

analysis of this data provides an insight into early recovery and the investigation 

of whether respondents change when they first engage in the recovery process.

Methods of Data Collection

The interviews were conducted at three-month intervals over a 12-month 

period. The interviews were completed retrospectively starting with the month 

the drug user entered treatment. The same semi-structured interview schedule 

was used in each interview to identify any similarities, differences or emerging 

patterns in the process of recovery. Periods of drug use and desistance were 

plotted into charts by the interviewer in collaboration with the respondent (see 

Figure 1).
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Figure 1 below represents an example chart used to record drug use and 

desistance over the three-month period that each interview covered.

Figure 1: Example of Chart Used to Record Drug Use/Desistance

H

M

10

November December January

In Figure 1, the x axis represents the three-month timeframe, broken down into 

months. A number (always starting at one for ease of interpretation) was 

assigned each time a respondent stated that they used drugs or desisted from 

use. These are referred to as drug-using periods or periods of desistance and 

could be any length of time (e.g. one day or more). The interviewer then 

focused on each period of drug use or desistance and asked relevant questions 

about each period. For example, in Figure 1 above, the respondent reported 

ten discrete periods of use and desistance in total. This can be broken down
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into six periods of drug use and four periods of non-use. The number of periods 

of use and non-use varied across respondents' ranging from one period to 365 

periods.

Respondents were also asked to rank the amount of drugs used each time they 

participated in drug use. This was based on what they believed to be low, 

medium or high rates of use for themselves whenever they used drugs 

throughout the study, see y axis). Figure 1 shows that in December there was 

continual use of drugs for the majority of the month. However these are 

reflected as different drug-using periods due to the respondent stating that his 

level of drug use changed over time. Drug use and desistance were counted in 

days due to some respondents using or not using for one day whereas others 

did so for weeks, months or for the whole year. In instances where respondents 

had poor recall they were asked to provide a rough estimate (e.g. roughly 14 

days). The charts provided the basis for each interview undertaken. Each period 

was then discussed with separately to gain qualitative information about the 

periods of drug use and non-use. This process was repeated during each of 

the four interviews.

Sample Characteristics

The sample comprised voluntary recruits from a range of drug treatment 

agencies across Wiltshire and South Wales n=27 and n= 18 respectively). 

Table 1 provides demographic information about both the full sample of 45 who 

took part in the study and the respondents who completed the full one year 

study n=17.
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The majority of respondents (n=45) in the study were male (69%). More than 

two-thirds of the sample identified their primary drug as heroin (71 %). Just over 

one-quarter of respondents were alcohol users (27%) and the remaining two 

per cent used amphetamines. The mean age of respondents was 31 with a 

fairly even split between respondents aged 18-29 (49%) and 30+ (51%). The 

demographic features of this sample reflect that of the general drug treatment 

population where the majority of individuals are male drug users (Welsh 

National Database for Substance Misuse 2011).

Table 1 Characteristics of respondents (n=45)

N %

Sex
Male
Female

Main Drug
Heroin
Alcohol
Amphetamine

Age Group
18-29
30+

31
14

32
12

1

22
23

69
31

71
27

2

49
51
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Data Analysis

The analysis was conducted utilising four different methods: EXCEL, Word and 

Manual Coding.

Periods On and Off Drugs

A period of drug use can range from one day to 91 days (3 month interview 

timeframe). Periods are calculated as every time respondents use or stopped 

using their primary drug of choice as opposed to the actual length of time drugs 

are used. Using the charts created at each interview, periods of drug use were 

counted manually for each respondent. Over the one year study, the mean 

number of periods of drug use was 1.7, with a median of 1 and a mode of 1. Of 

the 45 respondents who completed the three month interview, a total of 36 

respondents (80%) had periods of drug use at some point during the three 

months. The remaining respondents desisted from their primary drug use 

during the first three months of treatment.

Figure 2 shows the percentage of respondents reporting drug using periods per 

month. The x axis represents the three month interview timeframe and the y 

axis reflects the percentage of respondents having one or more drug using 

periods in each of the three months.

386



Figure 2: Percentage of respondents reporting drug use per month
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The data showed that during the early entry into treatment respondents had 

more periods of drug use than desistance. Although desistance is not 

insignificant during this period, it is clear that the percentage of drug use during 

this time is higher than desistance. Within month one, over half (64%) of 

respondents had periods of drug use, and thirty six per cent of respondents 

desisted. During month two drug use periods decline and desistance increases 

(53% and 47% respectively). Interestingly in month three there is a slight 

increase in drug using periods (56%) and a decline in desistance (44%). 

Evaluating periods of drug use provides a good explanation that a large 

proportion of respondents continue to use on entry into treatment. This can be 

further evaluated if we look at drug using days during the same three month 

timeframe. This allows an overall picture of the length respondents' used drugs 

over the three month timeframe. When assessing this against the data 

obtained from the full one year study, it is clear that there are similarities. 

Respondents who engaged in the one year study (n=17) also had high levels of
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drug use within the first three months of treatment, with all respondents 

reporting more drug using periods than periods of desistance, which 

corresponds with the three month data (n=45).

Drug Using Days

During the initial three months in treatment respondents reported that they used 

drugs for a total of 1,022 days out of a possible 4095 which equates to 

respondents using drugs for twenty-five per cent of days. The mean number of 

days used was was 22.2, the median was 7,12 and the mode was 31. On 

closer inspection of the data there is a clear trend towards a lower amount of 

drug using days across all three months with the lowest amount of number of 

days of drug use in month three.

Figure 3 evaluates drug using days over three months. The x axis represents 

the three month interview period and the y axis represents the amount of days 

drugs were used per month. In month one the mean drug using days was 8.8 

(total of 398 drug using days), this dropped in month two to a mean of 7.7 (total 

of 350 drug using days) and lowered again in month three to a mean of 6 (total 

274 drug using days). Within the first three months of treatment, although 

respondents are still using their primary drug it is clear that this is reducing over 

time.
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Figure 3: - Mean number of drug using days over three month timeframe

drug using days

months

This can be broken down further into drug types to evaluate whether 

respondents who use certain substances are more likely to desist. Within the 

study seventy-three per cent were primary heroin users, twenty four per cent 

primary alcohol users and two per cent were primary amphetamine users.

Figure 4: Number of respondents using drugs by month and substance
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Figure 4 breaks drug use into both months and type of drug use. The 

respondent who used amphetamine consistently used throughout the three 

month timeframe. Interestingly the numbers using heroin decreased over the 

three months whereas more people started using alcohol as the three months 

progressed. This could be to do with differences in treatment. Heroin users 

were prescribed methadone as a substitute drug throughout the interview 

period. The three month period allows the respondent to settle down and 

address their illicit drug use. Alcohol users were given a detoxification for a 

short period of time on entry into treatment. Substitute medication would have 

been given during this time and then gradually withdrawn. The difference in use 

between alcohol and heroin maybe a reflection of medication versus no 

medication, whereby those who experienced alcohol problems may therefore 

use due to lack of medication.

Table 2 illustrates the characteristics of respondents using drugs and desisting 

for the first three months of treatment.
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Table 2: Characteristics of respondents reporting drug-using days 
and Desisting (n=45)

Desistance 
N %

Sex
Male
Female

Main Drug
Heroin
Alcohol
Amphetamine

Age Group and Sex
18-29
30+

4
5

6
3

3
6

13
36

18
27

14
26

Drug Use 
N %

27
9

27
8
1

19
17

87
64

82
73
100

86
74

Total 
N %

31
14

33
11
1

22
23

100
100

100
100
100

100
100

Having looked at drug using periods and drug using days it is possible to 

surmise that during the initial entry into treatment respondents drug use 

decreased and periods of desistance increased across the first three months 

which replicates the results from the one year study. However it is also 

apparent that the use of drugs remains high on initial entry into treatment. 

Investigating the number of days respondents desisted does not indicate the 

total length of time over which people desisted during the three months.

It is therefore important to assess whether respondents have unbroken periods 

of desistance during the three months. The following section will establish 

whether respondents' desistance from their primary drug is consistent for 

unbroken periods during the interview timeframe. For the purpose of 

quantifying the data the term 'unbroken desistance' is defined as any period of 

continual desistance from primary drug use for 30 days or longer. Any time a 

respondent desisted from drug use for over 30 days was included in the
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calculation. In total 32 respondents (71%) reported having at least one period 

of unbroken desistance. Figure 6 represents the number of respondents who 

experienced unbroken desistance across the three months.

Table 3 - Total Periods of Unbroken Desistance (one period = 30 days)

N %

One Period 9 28
Two Periods 14 44
Three Periods 9 28

The above table reflects desistance of primary drug by periods of unbroken 

desistance. When evaluating unbroken desistance across the whole three 

months over a quarter (28%) of respondents desisted for the entire three 

months. Nineteen respondents desisted for the initial 30 days of the 91 day 

period. This suggests that just under half of all respondents (42%) did not use 

their primary drug during the first month of treatment. During the second month, 

fiftty-three per cent of respondents desisted for 30 days and forty-seven per 

cent desisted in month three for 30 days. This finding reflects that quite a high 

proportion of respondents continue to use their primary drug during the first 

three months of treatment.

Use of Other Drug Types

Over the course of the study, respondents were asked if they used drugs other

than their primary drug of choice during periods of drug use or desistance. Out
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of the 45 respondents forty-two per cent of respondents stipulated that they had 

used other drugs apart from or in addition to their primary drug at some point 

during the three month timeframe. It is possible to see from the chart below that 

the use of other drugs decreased throughout the interview period. Month one 

has the highest proportion of other drugs used which is the initial month in 

treatment, by month three, fifty per cent less respondents are using other drugs.

Figure 4 looks at drug use other than their primary substance over the three 

month period. The x axis represents the months and the y axis the number of 

respondents using other drugs.

Figure 4 - The use of other drugs

other drugs used

number of _ 
respondents 1Q
iieiMA *%+l%Ar

months

To further this discussion it was also important to evaluate whether 

respondents' used other drugs as an addition to their primary drug during 

periods of drug use or if they used other drugs when desisting from their
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primary drug. Figure 8 below reflects the use of other drugs when desisting or 

using their primary drug.

Table 4 - Use of other drugs during desistance of primary drug or in 
combination with primary drug

Other drug used No other drug used
______________________%_____________%_____ 
Use of primary drug 70 68 
Desistance from primary drug 30 32

Table 4 illustrates that the use of other drugs was higher when respondents 

were also using thier primary drug, with just under one quarter (70%) using 

other drugs in addition to their primary drug. This finding is similar to that of the 

one year study whereby the use of other drugs is higher when respondents are 

also using their primary drug.

Summary of Drug Use and Desistance on Entering Treatment 

Throughout the first three months in treatment, respondents showed a drop in 

the percentage of drug use. On initial entry into treatment, sixty-four per cent 

continued to use their primary drug in month one compared to fifty-six per cent 

in month three. Across the three month interview period, respondents used 

drugs for a total of fifteen per cent of the time. Heroin was the highest drug 

used followed by alcohol and amphetamine. Out of the 45 respondents, twenty- 

nine per cent continued to consistently use throughout the initial three months of 

treatment. When evaluating consecutive desistance of two months or more, 

forty-seven per cent of respondents desisted for over two months.
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The data shows that on initial entry into treatment over half of all respondents 

continued to use their primary drug of choice, which remained at a relatively 

high prevalence across the first three months of treatment. However the data 

also shows that the majority of respondents also had periods of desistance at 

some point during the three months, with nearly half of all respondents 

successfully desisting for over two months.

When comparing the findings of the three month data with that of the data 

obtained for the full one year study period it has been found that there are 

similarities with regards to the prevalence of drug use, unbroken periods of 

desistance and the use of other drugs. The findings support previous 

suggestions with regards to the process of recovery. Although respondents 

who enter treatment voluntarily do so with an intention to change their 

behaviour and desist from drug use, the data gained both from the quantitative 

and qualitative results show that recovery is a complex process that takes time 

and for the majority is not achieved on initial entry into treatment.
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Appendix II - Example Chart Used to Record Druq Use and
Desistance
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Appendix III - Interview Timetable

Resp 
Number

1
2

3

4

5
6
7

8
9
10

11
12

13

14

15

16

17
18

19

20
21

22
23

24
25

26

27

Area

Wilts
Wilts

Wilts

Wilts

Wilts
Wilts
Wilts

Wilts
Wilts
Wilts

Wilts
Wilts

Gwent

Gwent

Wilts

Wilts

Gwent
Gwent

Gwent

Gwent
Wilts

Gwent
Wilts

Wilts
Gwent

Wilts

Wilts

Intl

y
y
y
y
y
y
j

y
y
y
y
y
y
y
y
y
y
y
y
y
y
y
y
y
y
y
y

Int 2

y
y
y
y
y
y
y
y
y
y
y
y
y
y
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
y
No 
Contact
y
y
y
No

Int 3

y
y
y
y
y
y
No 
Contact
y
y
y
y
y
No 
Contact
No 
Contact
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
y
No 
Contact
y
y
y
No

Int 4

y
No 
Contact
No 
Contact
No 
Contact
y
y
No 
Contact
y
y
No 
Contact
y
No 
Contact
No 
Contact
No 
Contact
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
y
No 
Contact
y
No 
Contact
No 
Contact
No

Next 
Interview 
Date
Complete
No Contact

No Contact

No Contact

Complete
Complete
No Contact

Complete
Complete
No Contact

Complete
No Contact

No Contact

No Contact

No Contact

No Contact

Complete
No Contact

No Contact

Complete
No Contact

Complete
No Contact

Complete
No Contact

No Contact

No Contact

Drug 
Used

Heroin
Heroin

Heroin

Heroin

Heroin
Heroin
Heroin

Heroin

Heroin

Alcohol
Alcohol

Alcohol

Alcohol

Heroin

Heroin

Heroin
Heroin

Heroin

Heroin
Heroin

Alcohol
Heroin

Heroin
Heroin

Alcohol

Heroin

Gender

M
M

M

M

F
M
M

M
M
M

F
F

M

M

M

M

M
M

M

M
F

F
M

M
M

M

M
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28
29
30

31

32

33

34

35
36

37
38

39
40

41

42
43

44

45

Gwent
Gwent
Wilts

Wilts

Gwent

Wilts

Wilts

Gwent
Gwent

Wilts
Wilts

Wilts
Wilts

Gwent

Gwent
Gwent

Gwent

Gwent

y
J
y

J

J

y
J
y
y
y
y
y
y
y
y
y
y
y

Contact
y
y
No 
Contact
y
y
No 
Contact
y
y
No 
Contact
y
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y

Contact
y
y
No 
Contact
y
y
No 
Contact
No 
Contact
y
No 
Contact
y
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y

Contact
y
y
No 
Contact
No 
Contact
No 
Contact
No 
Contact
No 
Contact
y
No 
Contact
y
No 
Contact
y
No 
Contact
No 
Contact
y
No 
Contact
No 
Contact
y

Complete
Complete
No Contact

No Contact

No Contact

No Contact

No Contact

Complete
No Contact

Complete
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Appendix IV - Interview Schedule: Longitudinal Cohort
Survey

Introduction

The purpose of the interview is to gain information about your drug 
use and desistance over the last three months. To gain this 
information we will initially compile a chart together detailing your 
drug and non drug use. Following this you will be asked a series of 
questions about each time you used or stopped using drugs. The 
interview will form part of a submission of a Phd thesis. Participation 
is entirely voluntary and if you feel the need to stop at any time 
please let me know. All interviews will be taped and transcribed, 
following which they will be destroyed. The transcripts will be 
anonymous whereby any quotes used in the thesis will be ascribed 
a pseudo name. In addition, no reference will be made to where you 
engaged in treatment.

Although interviews are of a confidential nature, there are certain 
circumstances whereby confidentiality has to be breeched (read out 
confidentiality statement and give the respondent a copy). The 
interview will last between 1-2 hours, if you feel you need a break 
please say so.

Question 1
Can you provide me with a general explanation of what happened
over the three month period.

Question 2
Did you use any other drugs (including alcohol) apart from your
primary drug at this time.

Question 3
At this time did you feel anything significant happened that may
have influenced your drug use/desistance

Question 4
Did you commit any crime during this period
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Appendix V - Confidentiality Statement

English common law recognises the concept of a confidential relationship and 
the duty of confidence. The Data Protection Act 1998 and Human Rights Act 
1998 have introduced enforceable rights for service users about how the 
information they provide is used. The Data Protection Act has restrictions on 
storing personal data in all formats, written and electronic. The Human Rights 
Act emphasises respect for private life and strengthens the hand of those 
advocating increased privacy for the individual. Due to these Acts and the duty 
of confidentiality, there is a potential conflict between protecting the privacy and 
confidentiality of individuals, and protecting the public and a duty of care to the 
service user.

Confidentiality can be breached:

• To protect children at risk of significant harm as defined by the Children Act 
1989

• To protect the public from acts of terrorism as defined in the Prevention of 
Terrorism Act 1971

• As a duty to the Courts

• Under the Drug Trafficking Offences Act 1986

• To prevent or detect a crime. Section 115 of the Crime and Disorder Act 1998 
gives public bodies the power, but not a duty, to disclose information for the 
prevention or detection of crime

•To ensure the service provides a duty of care in a life-threatening situation (e.g. 
serious illness or injury, suicide and self-harming behaviour). This includes 
when a service user continues to drive against medical advice, when unfit to do 
so. In such circumstances relevant information should be disclosed to the 
medical advisor of the Driver and Vehicle Licensing Agency (DVLA) as soon as 
possible

• To protect the service provider in a life-threatening situation (e.g. calls to 
police regarding a violent service user)

National Treatment Agency (2003)
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Appendix VI - Interview Schedule - Oral Histories

Introduction

The purpose of the Interview is to compile an oral history of drug use 
from initial drug use through to the present day. The interviews will 
form part of a submission of a Phd thesis. Participation is entirely 
voluntary and if you feel the need to stop at any time please let me 
know. The interview will be taped and transcribed, following which 
they will be destroyed. The transcripts will be anonymous whereby 
any quotes used in the thesis will be ascribed a pseudo name. In 
addition, no reference will be made to where you engaged in 
treatment.

Although the interview is confidential, there are certain 
circumstances whereby confidentiality has to be breeched (read out 
confidentiality statement and give the respondent a copy). The 
interview will last between 1-2 hours, if you feel you need a break 
please say so.

Question 1
Can you tell me a little bit about your background and then describe 
how you went on to first use drugs, including what happened and 
how things progressed over time.

Question 2
Can you discuss and explain the times you have tried to stop using 
substances including why you stopped, what happened, how long 
you stopped for, if you returned to use and why.

Question 3
Can you explain the circumstances and events of your final attempt 
at stopping, including reasons if any, any treatment you received 
and how you felt.

Question 4
Since stopping how has your life changed, how do you feel about life
now and what do you see as your achievements.
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