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Abstract
In the last decade, the number of people in drugs treatment in England has more than
doubled to a total of 207,580 in 2008/9.  The increasing access to drugs treatment has been
accompanied by an expansion and development of the drugs workforce.  This development has
taken the form of a ‘professionalising strategy’ and includes the introduction of national
occupational standards to establish levels of competence required of those working in the drug
treatment field and enhancement of career pathways.  This paper charts the growth of the
drugs workforce over time, examines the changes in terms of their training and education, and
considers the impact of contemporary policy development on their practice.  In particular, it
will explore the process of ‘criminalising’ drugs work and the conflicts and contradictions this
has created for those working in the field.  The paper will also consider the recent debates
relating to the organising ideologies for drug treatment and how the current emphases on
recovery, reintegration and personalisation might impact on the training and the practice of
the drugs workforce. 

Introduction
During the past decade, there has been unprecedented investment and expansion of drug
treatment services in Britain.  Given the emphasis on drug-related crime within contemporary
drug policy, the criminal justice system has become a major route into treatment services and
much of the investment has occurred there.  This is a new development.  Historically, the
treatment services and the criminal justice system have existed independently of each other
with very little overlap and interaction.  These changes have been based on the growing
evidence base indicating that ‘treatment works’ and reductions in crime could be linked to
treatment (Godfrey et al., 2004; Donmall et al., 2009).  From a political perspective, the links
between drug treatment and crime reduction have helped to secure the funding and long-term
investment to expand services and win public support for this spending.  However, this
expansion of treatment and the situating of service provision within the criminal justice
system have had profound effects on the practice and training needs of drugs workers.
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In order to increase capacity and access to treatment, there has been a massive expansion of
the drugs workforce.  In 2001, the National Treatment Agency (NTA) was established as a
special health authority in the National Health Service.  A key target of the NTA was to
double the number of people in treatment from 100,000 in 1998 to 200,000 by 2008.  This
target has now been exceeded, with 207,580 adults in structured treatment in 2008/9 (NTA,
2009).  To achieve this target, the Drug Strategy Directorate and the NTA produced a
workforce development plan which focused on three key themes: increasing capacity;
improving competence and career pathways; and mainstreaming drug and alcohol skill (Skills
for Justice, 2007).  In terms of increasing capacity, the number of individuals working within
drug treatment in the community in England increased from 6,794 in March 2002 to 10,628
in March 2007.  This includes both permanent and temporary staff whose main function is
to provide drug treatment in the community.  It does not include shared-care GPs or drug
workers in prison (NTA, 2009).

The drugs workforce is extremely diverse and complex in its composition.  It is made up of a
broad range of workers with varied sets of professional backgrounds, competences and
qualifications.  They are found in a variety of statutory services, statutory and voluntary
agencies, and the private sector.  Rassool (2009: 266) suggests ‘the workforce is best imagined
as a continuum from specialist to generic, falling across all sectors’.  Three key groups of
workers are involved in addressing substance use and providing a range of services such as
prevention, early intervention, specialist treatment, enforcement and reintegration.  This
includes generic workers with occasional substance misuse functions, such as police officers,
prison officers, teachers and youth workers; generic workers with a substance misuse
function within their portfolio, such as GPs, medical officers in prisons, social workers, and
health promotion staff; and specialist drug and alcohol workers who provide expertise in
substance misuse as their main activity, including CARAT (Counselling, Assessment,
Referral, Advice and Throughcare) workers in prison, healthcare staff working in a specialist
treatment unit, DIP (Drug Intervention Programme) workers, community drugs and alcohol
workers, DAT (Drug Action Team) coordinators, and probation officers supervising
community sentences with Drug Rehabilitation Requirements (DRR).  Furthermore, the
drugs workforce is characterised by a highly professionalised and qualified sector which
includes medical doctors, psychiatrists, clinical psychologists, and social workers at one end
of the continuum, while there are other people working with drug and alcohol users who
have no qualifications at all at the other end.  Wardle (2009) has also characterised the
workforce as ‘migratory’, in that workers tend to move between organisations frequently due
to the competition for funding.

Along with the recruitment of new staff, the workforce strategy also examined their training
needs and aimed to improve the competence and career pathways of those working in the
drugs field.  Existing staff had to be retained and given opportunities to enhance their skills,
knowledge and career development.  A key aim of the strategy is to ‘promote adequate
investment in professional development, offering workers the opportunity to develop a
specialist career in drug treatment’ (Hayes, 2004: 213).  This aim has been underpinned by
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the creation of national occupational standards which establish the levels of competency
required of drug treatment staff.  These standards form the basis for many of the new
qualifications which have been developed within the drugs and alcohol field.  It is clear that
the drugs workforce has begun to employ a ‘professionalising strategy’ by developing a
unique knowledge base to underpin their professional practice, extending the education and
training to become qualified, and conforming to certain standards of performance and
behaviour (Abbott and Meerabeau, 1998).

This paper will chart the growth in the drugs workforce over time, the changes in terms of
their training and education, and the impact of contemporary policy development on their
practice.  It will examine two key trends: professionalisation and criminalisation.  The paper
will also explore the recent debates relating to the organising ideologies for drug treatment
and the current emphases on recovery, reintegration and personalisation, and how this will
impact on the training and practice of the drugs workforce.  Very little academic analysis has
been undertaken on this topic, so the paper will conclude by pointing the way forward for
future research.

The ‘professionalising strategy’ of the drugs workforce
As the drug ‘problem’ has grown and changed over time, drugs services and the
corresponding workforce have expanded and adapted to deal with the new issues and
numbers.  For example, the growing drug ‘problem’ during the 1960s led to the emergence
of a number of voluntary organisations to deal with the problem.  Turner (1994) has charted
the history of the development of voluntary drug services and organisations and argues that
by 1970, a clear pattern of voluntary and non-statutory services was established, which
provided accommodation, day centres, outreach and detached work, advice and counselling
services.  This included the pioneering and innovative work of a number of community
drugs services.  By the 1980s, the new problems of increasing heroin use, HIV and fears of
contamination into the general population led to the rapid expansion and diversification of
drug services.  The Central Funding Initiative was developed during the 1980s to improve
services for drug users.  This led to an expansion of the drugs workforce and the range of
statutory and voluntary organisations providing drug services.  Most of the funded services
were multi-disciplinary, community-based and accessible.  The new workers in the drugs field
had a wide range of experience and backgrounds, completed different forms of training and
held different qualifications.  The HIV epidemic and the emphasis on harm reduction
brought increased funding and new players into the field, including infectious disease
specialists, public health professionals, GPs and a reshaped voluntary sector, but the
involvement of generalists such as community workers, outreach workers and ex-users in
drugs treatment continued (MacGregor, 1998).

Turner (1994) highlights the growing professionalisation of specialist drug services which
occurred in the late 1980s and 1990s with the demand for formal qualifications and post-
qualification training for drug workers.  There was concern about threats to funding, and
services increasingly had to conform to the techniques of the New Public Management, such
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as professional standards of management, detailed case recording, assessment procedures,
quality assurance, performance measurement, and service audit.  Although these
mechanisms can help to ensure high quality services and increase accountability, they can
reduce the potential for the development of therapeutic relationships between professionals
and their clients (Dominelli, 1997).  These bureaucratic procedures can also put pressure on
services and constrain their development in terms of variety and innovation.  Turner argues: 

The difference between the 1960s/70s and the 1980s/90s was that in the former the
pioneers were innocents who tried new approaches with little experience to go on, with no
clear outcome identified as the goal and with no evaluation of the approaches they tried.
In the latter, the majority were less often pioneers and more often drug worker
professionals who were cautious of taking too many risks but were willing to push the
boundaries of accepted practice to the limits without overstretching the mark. (1994: 228)

Moreover, the traditional autonomy of the treatment services was increasingly eroded, as
they were asked to collaborate with other agencies, become part of wider planning processes
and accountable for large sums of earmarked finance (Cranfield et al., 1994).

The trends towards increasing professionalisation, accountability and managerialism were
accompanied by calls for more co-ordinated training for both generic health and social care
professionals and for specialist drug and alcohol workers.  For example, in 1990, the
Advisory Council on the Misuse of Drugs (ACMD) criticised the lack of a national drug
training strategy and the inadequate levels of training amongst drug workers.  They
recommended that training in drugs issues be a part of different professional courses and
there should be an increase in training opportunities for the whole workforce.  In 1995,
Boys et al. (1997) conducted a national survey to gather data on the qualifications and
training experience of workers within drug agencies in England.  They found a wide range of
backgrounds and qualifications within their sample.  The majority of the staff were either
drug workers/counsellors (35%) or nurses/community psychiatric nurses (25%).  Other job
titles included manager/co-ordinator (10%), outreach worker (9%), other professionals (9%),
including social workers, psychiatrists, psychologists and clinical assistants, and volunteers
(6%).  The majority of caseworkers (80%) had at least one relevant professional qualification
at the time of the census.  Over half (54%) of those working as drug workers/counsellors
entered the field with no prior training, a further 28% had obtained qualifications since,
but a quarter of this group (25%) remained unqualified.  However, most of these
unqualified workers (88%) had received some additional training, mainly in counselling and
therapeutic interventions.  The researchers pointed to the lack of standardisation across the
various training courses and concluded that there was a clear need to establish a set of key
competencies for drug workers and other staff in the field (Boys et al., 1997).

In 2002, the Audit Commission report found that in many areas drug users experienced
difficulties in accessing drug treatment services due to long waiting lists, poor management
and co-ordination, and the unplanned and piecemeal development of the drug treatment
sector.  This was echoed by Paul Hayes, the Chief Executive of the National Treatment
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Agency, who argued that the sector had 'developed in an ad hoc manner over the last 30
years.  Although this fostered innovation, it also led to wide variations in coverage,
methodologies and quality' (Hayes, 2004: 211).  Some of these problems were seen to be
related to low levels of training and expertise within the drugs field.  The Audit Commission
concluded that:

Many staff in the drug treatment sector are well-qualified, but their training is not
always relevant to the job they are doing.  Many receive little or no training relevant to
their needs.  Recruiting and retaining suitable staff is also a problem, exacerbated by
the rapid growth of the treatment sector. (2002: 6)

Since the development of the NTA in 2001 with its targets to double the number of people
in treatment and expand the capacity of the drugs workforce, much attention has been paid
to the competencies, qualifications, professional training and continuing professional
development of staff in the drug treatment sector.  The key aim of the Federation of Drug
and Alcohol Professionals, the professional body for the substance use field, is to improve
standards of practice.  It sets professional standards and has a Code of Practice and
disciplinary procedures for its membership.  A specific set of national occupation standards
have been created called DANOS (Drug and Alcohol National Occupational Standards),
which establish the levels of competence expected of drug treatment staff in three main
areas: service delivery, management of services and commissioning services.  These include
both specific substance misuse national occupational standards, such as support individuals
who are substance users (DANOS AB2) and supply and exchange injecting equipment
(DANOS AH3), and generic occupational standards from health and social care and general
health, such as promote effective communication for and about individuals (HSC 31) and
promote choice, well-being and the protection of all individuals (HSC 34) (FDAP, 2009).
Although commentators agree that there was a need for minimum standards and
competencies for drugs work, practice also needed to be underpinned by an understanding
of the value and nature of the therapeutic relationship (Barlow, 2009).  There is still a need
for training in the theoretical bases for drugs and alcohol work.  As Barlow (2009) argues,
drugs workers need to understand why they are doing what they are doing and have the
space to reflect upon their practice.

DANOS are underpinned by five key goals, which include: the development of role profiles
that identify the range of competencies needed and knowledge, understanding and skills
required to perform these competencies to the required standard; continuing professional
development which regularly assesses role profiles and ensures that any shortfalls in
competencies and knowledge are addressed; evidence of ‘basic competence’ to work with
adults and/or children/young people and in some of the DANOS standards for all
practitioners; codes of practice and related complaints and disciplinary procedures for all
practitioners; and supervision to ensure that practitioners are putting their abilities into
practice and acting ethically (FDAP, 2009).  DANOS also underpin a range of qualifications
and certifications such as NVQ/SVQ in Health and Social Care, NCFE Certificate in Drugs
Awareness, FDAP Drug and Alcohol Professional Certification and qualifications in the
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justice sector (e.g. NVQ/SVQ Working with Offending Behaviour).  In addition, QuADS
(Quality in Alcohol and Drug Services) were developed to establish quality standards for
organisations in the field.  While DANOS provides standards to measure the performance of
individual workers, QuADS are standards to measure organisational performance (Skills for
Justice, 2007).

These developments indicate a professionalising strategy for the drugs workforce where they
are laying claim to a particular area of expertise and knowledge base, setting standards of
performance and behaviour, extending education and training to become qualified, and
adhering to the agreed mores and codes of practice established by a professional body.
However, as Abbott and Meerabeau argue (1998: 9), key factors in claiming professional status
are autonomy over work and a monopoly over provision.  In the drugs field, as in other areas
of service provision, managerialism is increasingly controlling the professional autonomy and
judgement of drug workers.  Furthermore, they do not have a monopoly over the provision of
services.  Many professional groups are involved in the treatment and care of drug users.
Most drug and alcohol users will have first contact with generic primary care services, medical
and psychiatric services, social services, voluntary agencies and the criminal justice system,
rather than specialist drug and alcohol agencies.  Rassool (2009: 264) argues that ‘an active
involvement of the different cadres of health and social care workers is indispensable in the
early prevention, recognition, screening and brief interventions of alcohol and drug misusers’.
However, the education and training in relation to substance use and misuse within
undergraduate medical, nursing, social work, pharmacy and psychology curriculums is often
inadequate (Crome, 1999; Day et al., 1999; Rassool, 2000).  Health and social care
professionals may not be able to engage effectively with substance users due to a lack of
adequate preparation and training, negative attitudes and stereotypical views.  This is
reinforced by the view of much education and training, that dealing with substance use
should be reserved for the specialists (Rassool, 2009).  The workforce strategy recognised the
importance of mainstreaming drug and alcohol skill, but it is clear that fundamental barriers
and challenges need to be overcome for health and social care professionals to develop their
knowledge and expertise to help them in their work with drug users.

‘Criminalising’ the drugs workforce
Since the 1995 drugs strategy Tackling Drugs Together, the preoccupation of many of the
developments in drugs policy has been breaking the so-called drugs-crime link and greater
involvement of the criminal justice system in controlling the drugs problem.  This emphasis
on crime continued under the 1998 drug strategy, Tackling Drugs to Build a Better Britain,
which focused on the development of new treatment initiatives accessed through the
criminal justice system.  Examples of these initiatives included Drug Treatment and Testing
Orders (DTTOs) which are community sentences involving both testing and treatment
components supervised by the probation service and the introduction of an integrated
counselling, assessment, referral, advice and throughcare service (CARATS) in the prison
system.  In 2003, the Drug Interventions Programme was set up with the aim of getting
offenders ‘out of crime and into treatment’.  It provides opportunities for treatment at every
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stage of the criminal justice process, including arrest, bail, sentencing, imprisonment and
aftercare in the community.  By January 2008, over 3,750 offenders a month were entering
treatment through the Drug Interventions Programme (UKDPC, 2008).

Initially, drug workers were reluctant to engage with the criminal justice system.  Up until this
point, drug treatment providers and the criminal justice system had existed independently
with very few points of intersection.  Their reluctance reflected an underlying resistance to
becoming involved in treatment and therapy within a coercive setting and the low status
historically accorded to health and social care within the criminal justice system (Duke, 2003).
For example, the implementation of Drug Treatment and Testing Orders (now Drug
Rehabilitation Requirements) encountered many difficulties relating to the cultural,
ideological and philosophical differences between the treatment and criminal justice staff.
Evaluations revealed fundamental problems around interagency working between the two
groups (Turnbull et al., 2000; Hough et al., 2003; National Audit Office, 2004).  The
entrenched institutional interests of the health-oriented agencies around care, health and
harm reduction clashed with the more coercive, punitive, and abstinence-based ethos of the
criminal justice system.  There were points of conflict between the requirements of the
criminal justice system and drug treatment around issues of confidentiality and information
sharing (Barton and Quinn, 2002).  The criminal justice system is inflexible in terms of its
ability to deal with the complexities of drug use and drug-related offending.  Treatment
services had an established tradition of tolerance and support in dealing with poor
compliance.  Practitioners are realistic in terms of defining and redefining ‘success’.  For
example, for some groups, the goals of abstinence from drugs and complete cessation of
offending behaviour may be too ambitious.  Reduction and changes in drugs use and
offending behaviour may be more pragmatic goals.  Moreover, the criminal justice system
tends to be focused on the short term (i.e. duration of the sentence) while treatment services
recognise the relapsing nature of problematic drug use and the long term recovery periods
needed.  Language variations in how individuals were referred to by the different systems and
services (‘client’, ‘service user’, ‘patient’, ‘offender’, ‘prisoner’, etc.) also created problems for
practitioners working at the interface of these two conflicting frameworks1.  Finch and
Ashton (2005) argued, in relation to DTTOs, that the treatment agencies and criminal justice
services needed to clarify the nature of their relationship and the expected outcomes.

It is evident that the conflicting demands of the criminal justice system and treatment have
also impacted on individual drug workers' practice with their clients.  The Models of Care
document (NTA, 2006) outlines a number of therapeutic activities which key workers are
responsible for in the delivery of treatment.  However, key workers supervising offenders on
Drug Rehabilitation Requirements engage in additional monitoring activities, including
collecting drug testing samples, monitoring attendance and writing reports for the court
regarding the engagement and progress of the client.  A study conducted by Best et al.
(2009) explored what occurred in treatment sessions in mandated drug treatment and
examined the proportion of contact time given to each activity (i.e. monitoring function and
therapeutic activities).  They found that most of the sessions were taken up with testing and
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compliance issues (34%) and prescription for substitute medication (15%).  This left very
little time for care planning, harm reduction and psychosocial or therapeutic interventions
which are effective in improving outcomes for treatment.  Best et al. (2009) argued that
although key workers are trained in psychosocial interventions through the NTA Models of
Care, work on therapeutic goals was hindered by short sessions and the conflicting activities
undertaken in DRR sessions.  For clients who are breached for non-compliance and caught
within the punitive system of sanctions, techniques such as ‘empathy’ may seem
contradictory and difficult to utlilise within the same session.  Best et al. concluded that
management issues predominate over the more therapeutic activities and that there was a
need for training and clarification around the duality of the key worker’s role:

Although keyworkers are trained in delivering specific interventions their
implementation may be hampered by the keyworking playing dual roles as clinician and
client advocate on one hand and as case manager and ‘custodian’ on the other.  These
are not roles which easily fit together and little guidance and training has been given as
to how duality of role can be effectively achieved. (2009: 13)

It is clear that the existing training and education of drug workers have not prepared them to
deal with the conflicts and contradictions between the demands of the health and social
aspects of their work and those of the criminal justice system.  The increasing merger with
the criminal justice system has helped to isolate professionally those within the drugs field
from other health and social care professionals.  As Wardle (2009: 3) argues ‘...the growing
alignment with criminal justice has actually only served to further isolate the drug treatment
field from other related health and social care sectors delivering care and support to socially
excluded people in the United Kingdom’.  The drugs workforce employed within criminal
justice initiatives are in danger of being cut off from their colleagues working in the
community and from other professionals working in adjacent areas.

Recently, there have been important debates regarding the occupational ideologies of the
drugs workforce and the overall goals for drug treatment.  The practices of the drugs
workforce in relation to long-term harm reduction strategies have been challenged.  Research
conducted by McKeganey et al. (2004) demonstrated that drug users themselves prioritised
abstinence rather than harm reduction as their aim for treatment.  This led to debates
amongst those planning and delivering drug treatment services (see Nelles, 2005; Martin,
2005; Roberts, 2005; Trace, 2005).  Fuel was added to the fire in October 2007 when the
BBC’s Home Affairs correspondent Mark Easton highlighted the finding that only 3% of
drug users left treatment free of all drugs (including methadone) in 2006/7.  This called into
question the effectiveness of drug treatment and the reliance on harm reduction and
stabilisation techniques.  In many ways, this left some sections of the drugs workforce, who
had been working within a harm reduction framework, unsettled and unsure of what their
practice should entail.  With the increasing interaction between drug treatment and the
criminal justice system, there was also the danger that a punitive, hard line approach would
become dominant.

38

Karen Duke



However, the controversy also opened up the issue for informed discussion and led to
organised debates about drug treatment and what should be guiding practice.  These
included the Great Debate seminars organised by Drugscope (Drugscope, 2009) and the
Consensus Panel organised by the UK Drug Policy Commission.  Clear themes emerged
from these debates with new emphasis being placed on the concepts of ‘recovery’ and ‘social
(re)integration’ and the development of a social model of treatment which focuses on wider
social and environmental factors in the treatment and recovery process.  This points to the
importance of the drugs workforce regaining their therapeutic roles and more generic social
and health care skills to help their clients in terms of their longer-term recovery and
reintegration.  The emphasis would shift away from individually-focused models of change to
more social work oriented practice which focuses on drug users as part of wider networks,
environments and communities.  It also underlines the importance of interagency
partnerships, which bring together the different agencies to help with the various aspects of
a person’s recovery.  Within a recovery framework, drug workers will have to be trained to
work past stabilisation goals for some clients and to focus on longer-term goals such as
housing, education, training, childcare, parenting, primary health care, care planning and
relapse prevention.

The focus on ‘recovery’ and ‘reintegration’ coincides with the new public policy debates
emphasising ‘personalisation’, ‘co-production’, ‘user involvement’, and ‘participative public
services’ (HM Government, 2009).  These involve the engagement and participation of
service users in the design, development and delivery of their support and care packages.
Under these initiatives, service users move from being ‘passive’ recipients of care and
assistance to ‘active’ participants and designers of the services they use.  The policy emphasis
thus far has been in the area of social care, but there is now a drive to expand these ideas to
other policy areas.  It is clear that drug users could benefit from these new personalised
approaches and should be included in initiatives to give service users more involvement,
choice and control in their treatment and recovery (Duke, 2009).  However, fundamental
challenges need to be addressed particularly in relation to recognising and tackling the
social, political, cultural and economic contexts of drug use which often mitigate against self-
regulation and responsibility (Fraser and Moore, 2006).  For personalisation to work
effectively, changes also need to occur around the roles, responsibilities, organisational
culture and training of staff.  The relationships between professionals and users will be
adjusted with a shift in power towards service users as professionals lose some of their power
to direct and control services (Leadbeater et al., 2008).  The role of drug workers will be
transformed as they begin to work less formally as advisors, navigators and brokers.  For this
to occur, professionals and practitioners within the drugs field need training to develop and
enhance these new skills.

Conclusion
Over the last ten years, there has been much progress in the development of drug treatment
services and the training of the drugs workforce.  Training and workforce development
continue to be emphasised within the current drugs strategy (HM Government, 2008).
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However, the rapid expansion of treatment services and the workforce, the introduction of
occupational standards, the increasing interface with the criminal justice system, and the
challenges to harm reduction have had an immense impact on those working in the drugs
field.  As the trends of professionalisation and criminalisation have become more defined,
drug workers have lost much of their autonomy in terms of their practice.  They are
governed by the new occupational standards and the demands of managerialist processes
such as monitoring, assessment and measurement.  They also find themselves in a policy-
practice paradox in terms of their growing involvement with the criminal justice system.  The
criminal justice framework can be rigid and punitive in terms of dealing with non-
compliance and harm reduction.  Their practice may be constrained by this framework as
they no longer have the scope to use their discretion in dealing with their clients.  However,
at the same time, the use of long-term harm reduction is being increasingly questioned and
more emphasis is being placed on longer-term goals such as recovery and reintegration
through the development of personalised approaches.

These new philosophies have much potential in creating a comprehensive, holistic and
inclusive approach to drug treatment.  The emphasis on the ‘social’ aspects of recovery and
reintegration hold promise in terms of unifying the practice culture in drugs work and
reducing the divisions and conflicts caused by the abstinence/harm reduction dichotomy.
However, different skills and training would need to be emphasised.  This would entail
shifting the focus away from the criminal justice system and the activities of monitoring, risk
assessment and testing, towards developing effective partnerships with service providers in
the community including health, housing, education and training.  As Wardle (2009) has
argued, this would help to end the professional, strategic and institutional isolation of the
drugs field.  In order to achieve such a coherent and holistic response, a multi-disciplinary,
multi-professional approach to training is needed which involves professionals and
practitioners from a range of backgrounds, including criminal justice, medicine, social work,
clinical psychology, and nursing.  Joy Barlow from STRADA (Scottish Training in Drugs and
Alcohol) at the University of Glasgow stresses that there needs to be a strategy for developing
this integrated response and the various professional groups need to learn together,
communicate with each other and provide services together (Barlow, 2009).  In particular,
encouraging the various groups of professionals and practitioners to train together might
help to ease the tensions around interagency working within this area.

There has been very little research on the drugs workforce, their increasing
professionalisation, and the ways in which policy and the wider social, economic and
political context is impacting on their practice.  The values, philosophies and policies of
treatment providers have not been studied extensively.  Future research needs to concentrate
on the perspectives of drugs workers themselves regarding the introduction of occupational
standards, the goals of drug treatment in terms of recovery, reintegration, and
personalisation, the conflicts and tensions within the criminal justice system and their future
training needs.  Research with practitioners and professionals working within the drugs field
would be valuable in contributing to the evidence base which is vital to develop more
effective drugs policy and practice.
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End Notes
1. These tensions between the demands of the criminal justice system and the practice of

drug treatment are not unique to Britain.  For example, conflicts between therapy and
punishment have been observed within the drug court system within the United States
(Nolan, 1998).  Similarly, Beyer et al. (2002) explored the perspectives of practitioners in
Australia and found that their private views were at a variance with the overall policy
context in relation to dealing with drug-related offences.  The majority believed that the
response to drug users and user-dealers should be a social and health-based strategy and
that liberal approaches designed to minimise the harms associated with drugs were the
best way forward, such as heroin on prescription and safe injecting places.
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