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ABSTRACT 

There is increasing recognition that recovery from heroin addiction is possible but there is 
limited understanding of the recovery process and of how services can support people in 
that process. At present, most of the research concerning recovery from heroin addiction 
comes from the United States where the treatment system is very different to that in the 
UK. This study aimed to gain a better understanding of the recovery process from the 
perspective of people who are in recovery from heroin addiction, with the aim of informing 
service development and delivery in the South Wales area. 

This study employed a grounded theory qualitative methodology to analyse data collected 
from ten interviews with people in recovery from heroin addiction in the South Wales area. 
The results revealed four core categories: i) initiating recovery, including the triggers for 
recovery and what helps; ii) maintaining recovery, consisting of thought changes, lifestyle 
changes and the role of supportive networks; iii) the reality of recovery, encompassing the 
process of recovery and obstacles faced; and iv) service provision, encompassing current 
problems, how support needs can be met and how wider needs can be addressed. The 
findings highlighted some important considerations for the development of services 
specifically designed to meet the needs of this client group, thus facilitating long term stable 
recovery. 

The findings are reviewed in relation to the wider literature regarding recovery from heroin 
addiction. Implications for clinical practice and service delivery are also reviewed, and 
suggestions provided for how services can incorporate recovery-orientated principles. 
Suggestions for future research are also considered. 
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Amato and colleagues (2005) summarised the major findings of five Cochrane reviews on 

substitute maintenance treatment for opioid dependence and reported that methadone 

maintenance treatment was the most effective treatment for patient retention and 

reduction in heroin use, and was associated with reductions in criminal activity. Higher 

doses of methadone were shown to be most effective. However, the evidence strongly 

supports the role of treatment, which addresses psychosocial problems, alongside 

substitute prescribing (Mark et al., 2003; McCusker et al., 1995). 

The NICE guidelines (2007) state that opioid detoxification should be readily available and 

service users should be offered the choice of methadone or buprenorphine. The guidelines 

also state that psychosocial interventions should be offered, irrespective of the setting in 

which opioid detoxification is delivered. Support and monitoring to help maintain 

abstinence should normally be available for at least six months. 

Substitute prescribing offers an alternative to heroin use in combating some, if not all, of 

the physical dependency experienced by heroin addicts. However, for some time it has been 

recognised that substitute prescribing is not a cure in itself (e.g. Bewley & Ben-Ari, 1968). 

Between 2010-11, the National Treatment Agency in England estimated that of 306,150 

opiate and crack cocaine users in England, 204,473 were in contact with treatment services, 

but only 27,969 successfully completed treatment free of dependency (NTA, 2011). Large 

multi-centre studies in the USA (Hser et al., 1998) and Australia (Teesson et al., 2006) 

suggest that approximately 20% of those who enter treatment, in the form of methadone 

maintenance programmes and residential treatment, remain opiate free for the respective 

observation periods of the study. Length of treatment and treatment adherence are 

positively related to outcomes. 

Although the evidence base demonstrates that treatment can be effective in addressing 

substance use, it is most effective when combined with long-term support that addresses 

broader aspects of recovery such as quality of life, family functioning and active contribution 

to communities and society (Best et al., 2010a). Recent UK research provided unfavourable 

evidence for how treatment services support people in achieving and maintaining recovery 

from addiction, with reports that treatment is primarily focused on substitute prescribing 

with little attention paid to psychosocial issues (Best et al., 2009a).  
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of many community based approaches (Best et al., 2010b; Day et al., 2005), and although 

assertive linkage between statutory and community services has been shown to be 

necessary (Timko et al., 2006), it does not regularly occur. 

Despite the increase in recovery-directed policy activity, UK addiction services remain 

primarily focused on measuring numbers of clients in substitution treatment. The move 

towards recovery orientated services provides policymakers with the opportunity to 

incorporate recovery-oriented measures of service performance such as gains in recovery 

capital. There is an increasingly strong evidence base showing that engagement in recovery 

management check-ups (Dennis et al., 2008) and peer support (Humphreys, 2004) 

significantly enhanced outcomes. Combining addiction treatment with recovery mutual aid 

groups is more predictive of long-term recovery than either activity alone (Moos & Moos, 

2005; White, 2008b). 

In the UK, the dearth of research on the recovery process has resulted in a lack of long-term 

recovery support for individuals (Best et al., 2010a). Dennis and colleagues (2007) posited 

that the focus of treatment needs to shift from acute episodes of treatment to the 

management of recovery during longer periods of time including improving approaches to 

continuing care, linkage to mental health and wrap around services and sober activities.  

1.4. RECOVERY FROM HEROIN ADDICTION 

Recovery from heroin addiction has been described as a complex and dynamic process, with 

considerable variation across individuals (Hser & Anglin, 2011). In this section, the 

prevalence and definition of recovery will be considered. 

1.4.1. Prevalence 

Despite heroin addiction often being viewed as a chronic relapsing condition that often 

spans decades and requires several episodes of treatment and/or self-help (Anglin et al., 

2001; Dennis et al., 2003), recovery from heroin has been shown to be possible for a 

significant proportion of heroin users (Best et al, 2007). Evidence suggests that, of people 

with a lifetime substance use disorder, approximately 60% achieve sustained recovery 

(Cunningham, 1999a, 1999b; Dennis et al., 2005). Gossop et al (2005) reported that 48% of 
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important sources of support as new and old friends, family and spouses. Less than 20% of 

the treated group described social support from agencies as important. 

Klingermann & Efionayi-Mäder (1994) reported that the important factors in helping non-

treated recovering heroin addicts to maintain their abstinence were social and family 

relationships, employment, vocational training and leisure activities/hobbies. The authors 

emphasised the importance of people in recovery having opportunities to experience a 

meaningful and fulfilling lifestyle which provides structure to daily life, especially during 

times of difficulty.  

Research has proposed that those in recovery gain strength from support through friends 

and family, spirituality, inner strength and a desire to get better (Blomqvist, 2002; Flynn et 

al, 2003a, 2003b). This may account for the success of the 12 step fellowship (Humphreys, 

2004), which combines social, psychological, spiritual and theological ideologies. Scott and 

colleagues (2005) showed that having drug-free friends was a key predictor of maintaining 

abstinence over a one-two year period. Regarding alcohol addiction, Schutte and colleagues 

(2001) reported that the level of support an individual has in terms of self-perceived 

personal strengths, family and social peers mediates the effects of stress, thus reducing the 

risk of relapse. In the 12 year Drug Abuse Reporting Program (DARP) follow-up, the major 

reasons associated with sustained recovery after treatment included the adoption of more 

conventional lifestyles and better psychological support systems (Joe et al., 1990). 

Biernacki (1986) and Waldorf (1983) identified three important components of integration 

into non-addict social networks: 1) to remove the individual from the temptations and old 

behaviour patterns associated with drug-using networks, 2) to redefine drug use in a 

negative context and 3) to provide alternative behaviours and activities. Biernacki also 

highlighted the difficulties that can be faced in developing new non-addict social networks 

including fear of rejection, social disapproval or stigma. 

Research has emphasised the importance of post treatment monitoring and support, 

actively linking clients to recovery mutual aid, stage-appropriate recovery education, and 

early re-intervention when necessary (Scott et al., 2005; White et al., 2002). Some studies 

have considered the factors associated with relapse and have suggested that negative 
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developing a new identity, provide a useful insight into the initiation process of recovery 

from heroin addiction, but provide little information on the process of maintaining recovery. 

1.7.3. Implications of existing research 

Although there is ample evidence that recovery from heroin addiction does occur (e.g. Prins, 

1994; Waldorf, 1983), the process by which it occurs is still not fully understood. Research 

has primarily focused on the initiation of recovery (e.g. Best et al, 2008; McIntosh & 

McKeganey, 2000), and there is still limited understanding of the processes people go 

through in maintaining their recovery, and the role that services can play in the recovery 

process (McIntosh & McKeganey, 2000).  

The research conducted by dos Santos and Van Staden (2008) provided a good 

understanding of factors involved in initiating and maintaining recovery, as well as the role 

of residential treatment. However, although their research is very informative, it recruited 

participants solely from South Africa, where treatment services differ greatly from those in 

the UK, most notably with respect to the fact that treatment is primarily provided privately 

in residential rehabilitation.  

A further difficulty with generalising the findings in the existing literature is that most of the 

current research emanates from areas where there are recovery-orientated services, such 

as the USA (e.g. Flynn et al., 2003; Hser, 2007; White, 2007) and Scotland (Best et al., 2008; 

McIntosh & McKegney, 2000). This influences the experience of the recovery process and 

makes it difficult to generalise the findings to areas where recovery orientated support is in 

its infancy, such as South Wales.  

A number of researchers (McIntosh & McKeganey, 2002; Terry, 2003) have highlighted how, 

compared to other areas of health and social care, the views and opinions of service users in 

the substance misuse field are less frequently obtained in order to shape the planning and 

delivery of services. Dennis and colleagues (2007) proposed that there needs to be more 

research into how long-term recovery is managed, to inform the development of effective 

and cost-efficient services. This reinforces the importance of gaining the views and 
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experiences of people in recovery from heroin addiction in developing and delivering 

appropriate services.  

White (2005) proposed that we need to learn more from the lived experiences of those in 

recovery to gather information about the principles and practices that underlie the initiation 

and maintenance of recovery. Prins (1995) suggested that more qualitative research would 

provide a better understanding of the processes that people go through when initiating 

recovery. At present there is no published research regarding the recovery journeys of 

people in South Wales, so it is unknown whether their needs would be the same as 

populations in other areas. It is essential that delivery reflects the needs of those in the 

area, and qualitative research can provide an in-depth understanding of those needs and 

experiences which can inform accurate service development and delivery. 

1.8. THE CURRENT STUDY 

1.8.1. Rationale 

Although there is a considerable volume of research published about recovery, the majority 

of this work has been carried out in the USA and much of it focuses on alcohol addiction. 

Recovery orientated research from the USA is beneficial in guiding the UK recovery 

movement, but it is limited, as the USA system for treating addiction differs greatly from the 

UK system.  

In the UK, much of the evidence base around recovery comes from the mental health field 

(Forchuk et al., 2005; Onken et al., 2007), and there is limited evidence available on the 

typical recovery journeys of heroin users in the UK, or of the factors that are associated with 

initiating and maintaining recovery (McIntosh & McKeganey, 2000). UK research, to date, 

has primarily been conducted in Scotland, where the Scottish Government have embraced 

recovery at the core of their substance misuse polices, which is reflected in the availability 

of recovery orientated services, thus influencing the experiences of those overcoming 

heroin addiction. At present there is no known research available on the recovery 

experiences of people in the South Wales area, where recovery orientated support is 

minimal and in its infancy. 



31 
 

The author of this thesis proposes that a fundamental step in considering the development 

and delivery of recovery-orientated services is to consider the experiences and needs of 

those in recovery in a given location, so that the specific needs of that population can be 

considered and appropriate services put in place. 

1.8.2. Research aims 

This thesis will present the findings of a qualitative study considering the recovery 

experiences of ten formerly heroin dependent individuals from the South Wales area. The 

aim of the study is to gain a better understanding of the process of recovery, in particular 

the processes involved in initiating and maintaining recovery, and how services in South 

Wales can be developed and delivered to support the recovery process. The study will also 

consider how recovery is conceptualised by those with personal experience of overcoming 

heroin addiction. 
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Credibility attempts to address how congruent the findings are with reality (Merriam, 1998). 

The literature proposes a number of ways in which credibility can be enhanced including 

ensuring that the most appropriate research methods are used (Yin, 1994), gaining an early 

familiarity with the culture being researched (Erlandson et al., 1993), triangulation (Bogdan 

& Biklen, 2006), promoting honesty in participants (Shenton, 2004), frequent debriefing 

sessions between researcher and their supervisors, peer scrutiny of the research (Shenton, 

2004), and researcher experience in qualitative methods (Patton, 1990). 

A number of the above credibility checks were incorporated into the present study. The 

researcher had previous experience of using qualitative methodologies including grounded 

theory, and the research was monitored by a supervisor with extensive experience in 

qualitative methodologies. A reflective diary (see Appendix K) was also kept by the 

researcher to ensure continual evaluation of the methodology by the researcher and 

supervisors.  

The researcher also took measures to become familiar with the culture being researched 

through visiting organisations and gathering feedback from those in recovery from heroin 

addiction about the design of the research project. Following analysis of results from the 

interview data, the findings were presented at a focus group consisting of both people 

working in the addictions field and those directly affected by heroin addiction, in order to 

gather their views on the findings, and to consider whether their experiences and 

perceptions were congruent with the outcomes of the study. This is thought to be an 

effective form of triangulation (Morgan, 1988) and enhances validity and credibility. 

Honesty in participants was enhanced through providing participants with ample 

opportunity to refuse involvement in the study, thus increasing the likelihood that 

participants were providing information freely. Participants were also reassured that there 

were no right or wrong answers and that they could withdraw from the study at any time 

without repercussions. 

Transferability refers to the extent to which the findings of the study can be generalised to 

other situations (Merriam, 1998). In quantitative research this refers to external validity, 

and the generalisability of applying findings to the wider population. However, because 

qualitative methodologies explore the experiences and perceptions of a smaller number of 
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participants in a particular environment, there are clear limitations regarding generalising 

the findings. However, good practice suggests that the researcher should be explicit about 

the context in which the research took place, for example providing detailed information 

about the number of organisations taking part in the study and where they were based, the 

inclusion and exclusion criteria, the data collection methods employed, the number and 

length of data collections and the time period over which data was collected (Shenton, 

2004). To address the issue of transferability the researcher adhered to these guidelines and 

provided extensive information regarding the setting and context in which the study took 

place (see sections 2.4 and 2.6). 

 

Dependability refers to the issue of whether the results would be repeated if the same 

methodological techniques were repeated in the same context and with the same 

participants. To address dependability it is suggested that researchers are explicit about 

their research design and implementation including data collection and interpretation. In 

the current study the researcher was explicit about the procedures, methods and 

techniques utilised in the study, including providing numerous excerpts from the transcripts 

and examples of different stages of the analysis (see Appendix J). Gathering the views and 

opinions of a focus group consisting of participants who had not been involved at the 

individual interviews stage also helped to address the dependability of this study. The 

researcher also evaluated the study throughout, and all stages of the project were overseen 

by a supervisor. 

 

Confirmability refers to the processes put in place to ensure that the research findings 

reflect the perceptions and experiences of the participants, rather than those of the 

researcher. Triangulation can help to address confirmability (Shenton, 2004), as does the 

researcher being explicit about their theoretical and personal orientation (Miles & 

Huberman, 1994). Both of these techniques have been used in this study. The reflective 

diary, supervision, and gathering feedback about the results in a focus group also help to 

maximise confirmability, as evidenced in this study. 
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the data analysis. The researcher, therefore, made efforts to detach from her previous 

perceptions of recovery from addiction and endeavoured to maintain an open-minded 

approach throughout data collection and analysis. The researcher also used supervision and 

reflexivity to further reduce potential biases. 

2.5. ETHICAL APPROVAL 

Prior to starting the study, ethical approval was obtained from the South East Wales Local 

Research Ethics Committee in February 2011 (see Appendix A). Prior to participating in the 

study, participants were provided with an information sheet (see Appendices E and F) and 

the opportunity to ask questions about the study and their involvement. The information 

sheet outlined confidentiality and explained that the interviews and focus group would be 

audiotaped, and the interviews transcribed, but that all identifiable information would be 

removed from the transcripts and the tape recordings would be destroyed after 

transcribing. Participants were reminded that they were free to withdraw from the study at 

any time, and that this would not affect the care they received, or their employment in the 

case of professionals attending the focus group. Once participants were satisfied they 

provided written consent (see Appendices G and H). 

2.6. PARTICIPANTS 

2.6.1. Participant recruitment  

Participants were recruited via a number of statutory and voluntary addiction services in the 

South Wales area including Recovery Cymru, Inroads, Drug Aid and a South Wales 

Community Addictions Unit. Participants were also recruited by word of mouth. The 

researcher aimed to make the sample as heterogeneous as possible in terms of age, gender 

and recovery experiences. The final sample consisted of ten participants recruited from 

voluntary sector agencies and two participants recruited from word of mouth. 

Participants were recruited through poster advertisements (see Appendices C and D) at local 

services and support groups. Potential participants were provided with a telephone number 

at which they could contact the researcher. The researcher also spoke to professionals in 

the field and asked that they help to recruit potential participants from the services in which 

they worked. Packs containing a participant invitation letter (see Appendix B), information 
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grew. Kurt last used heroin 6 years ago, since which time he has been on a methadone 

reduction prescription. At the time of the interview Kurt had reduced his methadone from 

120ml to 31ml and planned to continue with his reduction. He was also prescribed 

diazepam and was currently reducing this prescription. Kurt had had 4 treatment episodes, 

including 3 stays at residential rehab, each for 3 months. On one of those occasions he had 

remained in aftercare, and abstinent from heroin, for 3 years. He had also previously had a 

methadone maintenance prescription for 2 years but had not found this beneficial in 

addressing his heroin use. At the time of the interview Kurt had not use any illegal drugs or 

alcohol in the previous month. Kurt classed himself as having been in recovery for 6 years. 

Gary is a 45 year old male who first used heroin aged 17. At the age of 18 he progressed 

from snorting heroin to smoking it, and then at the age of 24 he began injecting heroin. Gary 

used heroin for 24 years. At the time of the interview Gary had not used heroin for 2 years 

and 1 month and was not on any substitute prescription drugs. Gary had had 2 treatment 

experiences: a 6 month dihydrocodeine reduction programme and counselling, and a 1 year 

subutex maintenance programme. Gary drinks approximately 10 units of alcohol per week 

and does not use any illegal drugs. Gary classed himself as being in recovery for 2 years and 

1 month. 

Melanie is a 32 year old female who first smoked heroin at the age of 21 and then first 

injected heroin at the age of 25. She used heroin for 13 years and last used heroin 2 months 

ago. At the time of the interview Melanie was not prescribed any substitute prescriptions, 

however, she had previously completed a methadone maintenance programme and 2 

subutex reduction programmes. Melanie currently smokes cannabis daily and drinks 1 unit 

of alcohol per week. Melanie classed herself as being in recovery for 6 months. 

Rob is a 56 year old male who first used heroin at the age of 52. He injected heroin for 2 

years. He last used heroin 18 months ago and is not on any substitute prescriptions. He had 

previously had 2 treatment episodes, both of which were suboxone reduction programmes, 

the first lasting 12 days and the second 9 months, which he found useful in enabling him to 

cease using heroin. At the time of the interview Rob had used cocaine 5 times and alcohol 8 

times in the previous month, and had used cannabis daily. Rob classed himself as having 

been in recovery for 18 months. 
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Phillip is a 49 year old male who first smoked heroin at the age of 36, and injected at the 

age of 44. Phillip used heroin for 14 years and last used heroin 9 months ago. At the time of 

the interview he was not on any substitute drugs, but he had recently completed a subutex 

reduction programme over a period of 9 months. He had not had any prior treatment. In the 

month prior to the interview Phillip had not consumed any illegal drugs or alcohol. Phillip 

classed himself as having been in recovery for 2 years. 

Don is a 34 year old male who first smoked heroin at the age of 23 and injected at the age of 

25. He used heroin for 8 years but had not used for 3 years at the time of the interview. Don 

was on a subutex maintenance programme and was prescribed 28mg daily. He had 

previously been on a methadone programme for 4 years. At the time of the interview Don 

had not used any drugs or alcohol in the previous month, and classed himself as having 

been in recovery for 3 years. 

Sally is a 31 year old female who first smoked heroin at the age of 18 and injected at the age 

of 20. Sally used heroin for 13 years but had not used heroin for 11 months at the time of 

the interview. Sally was on a methadone reduction programme and had reduced from 85ml 

to 34 ml. She planned to continue her reduction. Sally had not had any previous treatment 

experiences. In the past month Sally had smoked cannabis once and had drunk alcohol on 4 

occasions. Sally classed herself as having been in recovery for 11 months. 

Tommy is a 50 year old male who used heroin for 20 years. He first smoked heroin aged 21 

and injected aged 22. He last used heroin 7 months ago and at the time of the interview he 

had reduced on a methadone prescription from 100ml to 14ml. Tommy had not had any 

previous treatment experiences. In the past month he had not used any illegal drugs and 

had drunk alcohol on 1 occasion. Tommy classed himself as having been in recovery for 2 

years. 

Daniel is a 44 year old male who first smoked heroin at the age of 37 and injected at the age 

of 39. He used heroin for 7 years until 6 months prior to the interview. Daniel was on a 

methadone reduction prescription and had reduced from 75ml to 60ml. He had previously 

spent 1 year and 4 months at a residential rehab. In the month prior to the interview Daniel 

had not used any illegal drugs and had consumed 4 units of alcohol. Daniel classed himself 

as having been in recovery for 6 months at the time of the interview. 
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3.1. OVERVIEW OF CHAPTER 

This chapter presents the results of the grounded theory analysis of the interview data. The 

themes that emerged during the analysis have been organised into a hierarchical system 

consisting of CORE CATEGORIES, categories, sub-categories, and concepts. 

A diagrammatic summary of the relationships between the four CORE CATEGORIES, 10 

categories and 12 subcategories is presented in Figure 3.1. Furthermore, separate 

hierarchical diagrams for each of the CORE CATEGORIES including categories, subcategories 

and concepts are presented in Figures 3.2-3.5. Each concept will be described in this section, 

supported by quotations. 

A grounded theory model of recovery from heroin addiction is then presented. This chapter 

concludes with the findings from the focus groups where Figures 3.1-3.6 were considered 

alongside a discussion of four testable propositions derived from the grounded theory 

model.  

 

CHAPTER THREE - RESULTS 
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Figure 3.1. Overall view of hierarchical relationships between core categories, categories and sub-categories.  
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Figure 3.4. Core category 3: Reality of Recovery 
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Figure 3.5. Core category 4: Service Provision 
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social and psychological changes is holistic support, including support specifically regarding 

recovery from heroin addiction as well as support with addressing wider life issues such as 

help with achieving employment or education goals. 

It is important to note that the recovery process varies for each person, and therefore the 

support required, and at what time, will vary considerably and services need to be person-

centred in their approach. It is also important to note that the physical, psychological and 

social factors of recovery are very much interlinked, and therefore, where appropriate for 

the individual, need to be addressed simultaneously. Developing recovery plans with clients 

prior to them addressing their addiction, or as early in recovery as possible, can help to 

identify the areas that need to be addressed, and how the individual would like to go about 

making those changes. 

The diagram also illustrates potential triggers for relapse, and how participants described 

the process of learning from relapse, should it occur, which they could draw upon in future 

attempts at addressing their heroin use. Furthermore, the participants in this study 

suggested that support can reduce the risks for relapse, suggesting that support should be 

made readily available to people in recovery. 

From this grounded theory model of heroin addiction four testable propositions were 

developed which were discussed in a focus group consisting of people with personal and 

professional experience of recovery from heroin addiction. 

3.7. FOCUS GROUP  

A focus group was attended by five professionals who work with people in recovery from 

substance misuse including a clinical psychologist (Bronwen), a social worker (Amy), the 

Director of a recovery charity (Louise), an assistant psychologist (Danielle), and a recovery 

coach (Edward). The focus group was facilitated by the researcher and participants were 

asked to discuss four testable propositions derived from Figure 3.6. The following provides a 

summary of the focus group. 
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some of the early obstacles, such as dealing with cravings, and avoiding high risk situations. 

These previous experiences also highlighted some of the lifestyle changes that would be 

necessary to overcome their addiction, in particular breaking away from the addiction 

culture and introducing new routines into their lives. 

4.2.2. Maintaining recovery 

Many of the key components identified in this study regarding the maintenance of recovery 

were supported by the literature, including developing new social networks (Best et al., 

2007; Best et al., 20121; White & Kurtz, 2006), keeping busy with hobbies, employment, 

education and training (Klingermann & Efionayi-Mäder, 1994), and support from peers, 

families and professionals (Scott et al., 2005; Weisner et al., 2003). 

The concept of developing a new identity in recovery, which contrasts to the addict identity, 

has been well documented in the literature (Radcliffe & Stevens, 2008; Waldorf & Biernacki, 

1981), and is further confirmed in this research in a number of ways. The development of a 

new identity was achieved through breaking away from the addiction culture, developing 

positive social networks, learning about themselves, and consequently changing their view 

of themselves so that they increased their self-worth and engaged in meaningful and 

fulfilling activities. In support of McIntosh and McKeganey (2002), this research suggests 

that the desire for and development of a new identity is not, in itself,  a necessary condition 

for the recovery process to occur, but can be extremely powerful in the process of initiating 

and maintaining recovery when combined with other factors such as the belief that recovery 

is possible. 

There is persuasive evidence to suggest that lifestyle changes can play an important role in 

enabling people to address their heroin addiction (Robins et al., 2010). This study supports 

this, as participants described the importance of breaking away from the addiction culture, 

developing non-drug related social networks and developing new routines which included 

engaging in fulfilling activities such as volunteering or education. 

                                                           
1 This reference, which was published post-submission of the Doctoral thesis, was added to the Discussion 
section on the request of the external examiner.  
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The NICE guidelines also recommend linkage with self-help groups, which is supported by 

the literature (Best et al., 2012; Humphreys et al., 2004). The participants in this study 

highlighted the lack of communication between services and the lack of integration 

between formal services and self-help groups. This may reflect a lack of peer support in the 

area, or a lack of awareness of such support on the part of professionals. Furthermore, Best 

and colleagues (2012) reported than, in a sample of recovering heroin and alcohol users, 

engagement in meaningful activities and positive support networks was closely related to 

personal traits, such as self-esteem, and the development of social skills. This highlights the 

importance of services supporting clients in the development of interpersonal and social 

skills that can facilitate the development of supportive networks which is a predictor of 

stable recovery (Hser, 2007). 

The NICE guidelines also state that CBT or psychodynamic therapy should be offered to 

clients who are abstinent or are maintained on a substitute prescription and have co-morbid 

depression or anxiety disorders. This study suggested that psychological services are not 

readily available, as a number of the participants experienced psychological difficulties for 

which they had unsuccessfully sought treatment. This is supported by literature from the 

USA, which reports that only 25% of people meeting the criteria for alcohol addiction will 

receive specialised treatment in their lifetime (Dawson et al., 2005). Furthermore, from a 

study based in Scotland, Best and colleagues (2012) reported that ex-heroin users 

maintained on substitute prescriptions had lower levels of self-efficacy and quality of life, 

and higher levels of anxiety and depression, than ex-heroin users not on a substitute 

prescription. This is an important finding with regards to service provision as maintenance 

substitute prescribing is a widely available treatment option across the UK, and such clients 

are more likely to require psychosocial interventions. 

4.3. IMPLICATIONS OF THIS RESEARCH 

4.3.1. Clinical implications 

This research provides evidence that recovery from heroin addiction is possible. This has 

important implications for clinical practice as many professionals rarely see service users 

successfully overcome heroin addiction, often because such individuals disengage from 

treatment services and the drug-related culture. This study has highlighted the role of 
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having a biopsychosocial approach to addressing addiction which provides long-term 

support for people in recovery.  

Best and colleagues (2010a) suggested that addiction should be viewed as a complex 

problem which is addressed through hope, dynamism and choice. At present in the UK, 

addiction services are predominantly delivered from hospitals or clinics, with professionals 

directing the course of treatment and focusing on managing symptoms, primarily through 

substitute prescribing. This research has shown that, although substitute prescribing and 

other forms of treatment often have a positive influence on the recovery process, they need 

to occur within a context of social and psychological changes and support. These findings 

support the literature on natural recovery, which shows that positive lifestyle changes and 

experiences disrupt the entrenched addiction habits, thus facilitating the recovery process 

(Miller, 1993; Vaillant, 1996). Better meeting the needs of people in recovery requires a shift 

in thinking at multiple levels of the system, from front-line staff through to management 

and up to commissioners and policy developers. 

In line with other research, all of the participants in this study described improvements in 

many aspects of their lives including better quality of life (Donovan et al., 2005; Laudet et 

al., 2006), improvements in problem solving and positive relationships (Holahan et al., 2003; 

Moos & Moos, 2005) and better physical health (Mertens et al., 2003). However, all of the 

participants also stated that there was limited support available in helping them to address 

psychosocial problems, and this is an area where service development could be key. 

Research suggests that it is the health and social aspects of recovery which are most 

appealing to people who are contemplating addressing their addiction (BFICP, 2007). Thus, 

providing psychosocial support could help clients to recognise the positives associated with 

recovery, and facilitate the recovery process.  

This study supports the literature (Best et al., 2010a; Dennis et al., 2007) in advocating long-

term recovery support, including improving approaches to continuing care, access to mental 

health services and linkage to self-help support and meaningful and fulfilling activities. 

Evidence suggests that providing more holistic services drastically improves recovery 

outcomes (McLellan et al., 1994), suggesting a cost-effective improvement to service 

delivery. 
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4.3.2.1. The way forward 

The evidence from the USA strongly supports the implementation of recovery orientated 

systems of care (ROSC) to replace the current acute care model primarily used in the UK. For 

this to occur, the whole structure of addiction treatment needs to be shifted towards a 

focus on recovery which requires the support of professionals at all levels of the system. The 

emerging evidence from Britain regarding the current medical-focused experiences of 

people engaged with addiction services (Best et al., 2010a) has highlighted the need for a 

change to the system. This research provides ideas for how this change in addiction services 

can be implemented. 

This research has highlighted the importance of simultaneously addressing the physical, 

psychological and social consequences of heroin addiction in a long term model of care. 

Furthermore, this research has highlighted how current service provision in the South Wales 

area is not adequately meeting the needs of people in recovery, suggesting that changes 

need to be made in the development and delivery of recovery orientated services. 

A lot can be learnt from the USA where a radical shift in addressing addiction has been 

witnessed, from an acute care model to ROSC, which refers to formal and informal services 

that focus on long-term recovery support. A robust and ever-growing evidence base for 

ROSC has been developed which suggests that it is a more effective way, in terms of cost-

effectiveness and treatment outcomes, of addressing drug and alcohol problems (White, 

2008).  

The benefits of a ROSC have been recognised at multiple levels, from service users and 

family members through to commissioners and policy makers. Some of the most significant 

treatment system changes that have been evident in the USA include: the growth of diverse 

mutual-aid organisations (Humpreys, 2004); the emergence of a grassroots recovery 

advocacy movement (White, 2007); the development of recovery communities that exist 

independently of treatment providers (Valentine et al., 2007); and the creation of recovery 

institutions such as recovery homes and businesses (White, 2008b). The USA has seen 

recovery incorporated into national and state policies (Institute of Medicine, 2006) which 

have enabled the development of ROSC and a recovery management philosophy where 
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treatment and recovery support services enhance pre-recovery engagement, recovery 

initiation and maintenance support, and quality of life in long term recovery (Kaplan, 2008). 

One of the benefits of an acute model is the ability to easily measure outcomes and to 

evidence positive effects of interventions compared to the absence of treatment (Moos, 

2003; Simpson, 2004). With regard to measuring the performance of ROSC, White (2008b) 

proposed that three critical performance arenas should be considered: infrastructure 

stability and adaptive capacity, such as whether an organisation has a recovery-focused 

culture, close working partnerships with other services and sustainable funding; recovery-

focused service process measures, such as access to care, assertive linkage to recovery 

communities and post treatment monitoring, support and early re-intervention; and 

treatment/recovery outcomes, such as abstinence, employment/education and positive 

relationships. White (2008) proposes a variety of formal and informal measures that should 

be incorporated into service delivery and development.  

4.3.3. Societal implications 

The participants in this study identified the negative impact of stigma, both from 

professionals working in the addictions field and from society as a whole. Evidence suggests 

that the greater the social stigma surrounding addiction, the later the onset of help seeking 

behaviour (White, 2008b). The implications of this are important as other evidence suggests 

that the earlier the age of first treatment episode, the greater the prognosis for recovery 

(Klingemann & Klingemann, 1999).  

Actions to address the stigma surrounding addiction and accessing addiction treatment 

could include conducting public education strategies to enhance knowledge and 

understanding of addiction and recovery, or conducting research into the practices and 

policies that may contribute to stigma within services and identifying areas for change 

(Luoma et al., 2007). Treatment services could also be offered through avenues that have 

less stigma attached to them, such as primary health services (Luoma et al., 2007). 

4.3.4. Implications for clinical psychology 

The profession of clinical psychology can play a crucial role in ensuring that the needs of 

people in recovery from heroin addiction, and other addictions, are better met. This 
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requires long term concurrent support in addressing the physical, psychological and social 

consequences of addiction. The study also highlighted how the current treatment system 

focuses on addressing the physical aspects of addiction, and a lack of psychosocial support 

was identified despite the recognition that such aspects play a vital role. However, ways of 

addressing this lack of psychosocial support have been identified, and numerous 

possibilities for enhancing the services available to people in recovery have been proposed, 

as identified by the participants in this study and supported by the existing evidence base.
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