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 o, you've just robbed the last twenty out of  
 your dad's wallet/wife's purse/sister's piggy  
 bank, you've shot, smoked or snorted all 
the gear, you need to do something before they 
find out and finally cut you off. They've been on  
at you for long enough to see somebody about the 
problem, but who do you see? There's so many  
different places, all offering completely different 
types of treatment. How can you tell which one is 

the right one for you? Do you need methadone? A 
detox? Long-term or short-term? What about the 
black box? Acupuncture? What about a miracle 
cure like Heatanos and UROD? Before you sign 
your life away, you need to read McDermott's 
Guide to Drug Treatment — the first no-bullshit 
Michelin guide for smackheads, crackheads, 
temazzie monsters and others in need of a  
temporary escape clause.

Introduction

S

 efore you decide to go to a drugs agency,  
 there are a few things that you should   
 know about drug treatment in the UK.

If you go to see a doctor, a social worker or a pro-
bation officer, the person that you see will have 
received some training for the job. If you go to a 
drugs agency, their worker that you see is unlikely 
to have been trained as a drugs worker. They may 
have trained in another discipline, such as nursing, 
social work or youth work and the amount that 
they actually know about drugs or drug problems 
often varies immensely.

While the situation has improved somewhat over 
the last ten years, with a greater availability of 
training, and more and more services hiring staff 
who have a genuine interest in the subject, the 
quality of service you receive can still vary widely, 
both from agency to agency, and even within a 
particular agency.

Regrettably, much of what drug services do is 
about justifying their existence or building empires 
and securing salaries, rather than addressing prob-
lems effectively. That said, there are many good,  
committed workers out there who will do their 
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b Your parents have sussed you out so you   
  want to get them off your back.

b Your boss has sussed you out, and you've   
  got  to pay for your drugs somehow.

b  Your partner says that they'll leave if you   
  don't – and it looks like they mean it this   
  time.

b  You've been nicked again. Unless you can   
  give the court something reasonable in   
  your plea of mitigation, you're going to jail.   

  Do not pass go. Do not collect a methadone  
  detox on the way. The £200 isn't going to be  
  any use where you're going.

b  You finally recognize that you don't have any  
  control over your drug use. You want to stop  
  for a while, or at least try to cut down, but   
  you don't seem to have any control. Your   
  willpower keeps on slipping, just long   
  enough to break your determination. Given  
  that you feel incapable of helping yourself,   
  perhaps somebody else can. 

There are hundreds of different reasons why people decide they need help with a drug problem.  
Some of the most common ones are:

.



 llegal drug use covers a very wide  
 spectrum of behaviours, from the person 
who  who has the occasional joint at a party, to 
someone who wakes up and starts his day mug-
ging people at knifepoint in order to buy the next 
rock of crack. Of course, in reality, most drug use 
falls somewhere between these two extremes. The  
vast majority of people who use illegal drugs don’t 
have any problem at all. Certain drugs are more 
likely to lead to problem drug use than others.  

A high proportion of regular heroin and cocaine 
users, for example, are likely to go on to develop  
a problem at some time. The vast majority of can-
nabis users though, are never likely to experience 
any problems. However, it’s possible to develop a 
problem with any drug, and so you shouldn’t feel 
that just because your problem  
happens to be related to one of the recreational 
drugs, you can’t get some help.

How do I Know Whether I Really Need 
to Get Help?

I
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So how can you tell whether you have a problem? Here are some possible indicators that you might 
want to think about:

.

Q:  Has your drug use ever caused problems in   
 your relationships with friends or family?

Q:  Has your drug use ever led to problems at   
 work (ie, taking time off)?

Q:  Do you spend a great deal of time and  
 energy scoring or thinking about scoring?

Q:  Has your drug use ever got you in trouble   
 with the law?

Q:  Have you ever traded sex for drugs?

Q:  Has the desire for drugs ever led you to do   
 things you are ashamed of?

If you can answer ‘yes’ to any of these questions, 
you may have a problem.

Of course, you might be able to answer ‘yes’ to  
all of them, and still not regard your drug use as  
a problem. If so, that’s fine. Nobody is trying to 
push treatment on you. (OK, they might be, but 
they shouldn’t bother as we both know it would 
be a waste of time.)

On the other hand, you might be able to answer 
‘no’ to all of them and still be concerned. 
Members of Alcoholics Anonymous have a test 
that I like that they use when someone is  
wondering whether or not they are an alcoholic. 
They say ‘try not to drink for a month’. So, try not 
using anything for a month. If you find that you 
can’t manage it, then you might want to think 
about treatment.

IMPORTANT NOTE: This test is aimed at confirming whether someone is an alcoholic. It doesn’t work the 
other way around. The fact that you might be able to not use drugs or alcohol for a month doesn’t necessari-
ly mean that you don’t have a problem.

best to help you, and even the ones who aren't 
can be useful if you learn how to work the system 
and play the game.

The key thing to remember though, when it comes 

to drugs services, is the principle ‘let the buyer 
beware’.



 here has always been some element of   
 coercion with regard to treatment. Very  
 few people enter treatment because they 
just rationally decide that their drug use has 
become a problem and now it’s time to quit. 
Sometimes, this coercion takes the form of friends 
or family being upset with you, and so you enter 
treatment to try and keep them happy. Or it might 
be something that you do to avoid losing your job,  
or getting expelled from school.

This type of coercion tends to be informal in 
nature. More recently though, the Government 
has introduced something called a Drug Treatment 
and Testing Order (DTTO) which has gone some 
way towards formalizing this coercion. Under this 
system, the courts can force you to go to treat-
ment rather than going to jail. Many people in the 
drugs field disagree with this policy, arguing that 
you can’t force people to comply — they either 

want to change or they don’t. Yet while there’s  
a lot to be said for this position, there is some 
research that shows that coerced treatment works 
just as well as voluntary treatment. That people 
who go into treatment determined that they’ll con-
tinue using when they get out, are just as likely to 
get clean and stay clean as people who go into 
treatment wanting to change their behaviour.

How reliable this research is remains to be seen. 
However, if you do find yourself forced into drug 
treatment against your will, the best you can do is 
to approach the whole thing with an open mind. 
Given that you’ve got to do it anyway, you might 
as well give it a shot — at least for the duration of 
the court order. The alternative is going to jail, and 
you don’t want that, do you?

Coerced Treatment

T

…If you find yourself forced into drug treatment the best you can do is to approach the whole  
thing with an open mind…
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 ssuming that you aren’t being coerced   
 into treatment, there are some issues you 
should  should think about before you decide 
what type of treatment it is that you need, you first 
have to decide what type of problem it is that you 
have. Now, in theory at least, this is something 
that the drugs services should do for you. It’s 
called ‘assessment’. Unfortunately, too many drugs  
services offer a ‘one size fits all’ type of service, 

and so it doesn’t matter what your particular  
problem is, they’ll offer you the same serv-
ice – counselling – which may or may not be help-
ful.
The informed consumer of drugs services should 
try and make some attempt at self-assessment 
before they actually approach the service. That 
way, you might have a better idea of how appro-
priate the service that is being offered is to your 
particular needs. 

What to do Before You Approach a 
Treatment Service

A

Of course, even if you’ve thought through exactly 
what you want from treatment, the assessment 
process that drugs services provide can be helpful 
– particularly where they use techniques such as 
‘motivational interviewing’ that can help you get a 

b  Problems related to recreational drug use,   
  ie, using too often, developing compulsive   
  use patterns, debt, etc.

b  Problems with injecting

b  Problems with addiction, ie, heroin,   
  cocaine, crack, alcohol, etc.

clearer idea of what it is that you want, and where 
you want to be. Again, you should keep an open 
mind, but try not to let them bully you into accept-
ing a treatment plan that suits them rather than 
one that meets your specific needs.

b Drug related health problems

b  Problems with issues you believe contribute  
  to your drug problem, such as sexual abuse,  
  homelessness, depression, etc.

b  Problems with drug use exacerbated by a  
  psychiatric illness 

 

After identifying your problem, you should also think about what your particular goals   
are. Some possible goals could include:

ò	 You want help with a specific problem, such  
 as housing, a court appearance, referral to   
 another service, etc.

ò		 You don’t want to stop using altogether, but 
   want help trying to ‘manage’ your drug use

ò		 You may want help related to the various   
  risks and harms associated with the drugs   
  that you use

ò		 You’ve had enough. You’ve tried to stop on  
  your own many times, and you just can’t   
  manage it. You want intensive treatment   
  to help you to stop using altogether

ò		 You’ve had enough. You’ve tried to stop   
  many times with help and you just can’t   
  manage it. You want a maintenance  
  prescription so you can continue to use   
  more safely, without fear of arrest

.

So, what precisely is your problem? Some broad categories would include:.
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 our first step on the route to resolving your  
problem is to try to identify just what the   
problem is. 

Some people may feel that they know what the 
problem is – using illegal drugs. This, in itself, rarely 
constitutes a problem for anybody. On the other 
hand, you might be experiencing so many prob-
lems that you can't sort out which ones are related 
to the drugs that you are using from those that are 
simply a part of your day to day life. Some people 
will be quite capable of identifying their problems 
for themselves, whereas others may need some 
help with this.

For these people, a drug advice and information 
centre will be the first port of call. These services 
used to describe themselves as ‘counselling’ serv-
ices and in the past were often avoided like the 
plague. Staff tended to be either well-meaning do-
gooders who didn't have a clue, or they were just 

corrupt know-nothings who were earning big sala-
ries for sitting on their arses. This last group were 
infinitely preferable to the first lot. If you weren't 
careful, they'd be trying to persuade you to do a 
'family sculpt' or tell your feelings to a chair. 
Fortunately, this particular type of drugs worker is 
becoming an endangered species, although they 
can still be found in some agencies and certain 
parts of the country.

Anyway, a good advice and information project 
can sit you down and try to help you identify 
what your problems are, and give you advice on 
what the various options are. Bad ones will identi-
fy problems that you never recognised as prob-
lems and tell you that only they can help you get 
over them. This booklet intends to play a similar 
role, but it cannot give specific information about 
services available in your area, so ask your 
friends, see if any of them can recommend a 
good drugs agency or worker.

 rug services are broadly divided into   
 three specific sectors.  

	 1	Statutory 
The statutory sector are those services that tend to 
be run by the NHS, Social Services, Probation, or 
some combination of all three. Drug Dependency 
Clinics, NHS Hospital Detoxifications and 
Community Drug Teams are examples of services 
in the statutory sector.

	 2	Voluntary
The voluntary or non-statutory sector covers  
the various charitable organizations that work in 
the field (although it should be pointed out that 
the majority of the day-to-day funding for such 
organizations actually comes from local or central 
government, so they often aren’t as independent 

as their label might suggest.) Most of the counsel-
ling, advice and information services and  
the long-term in-patient rehabs and therapeutic 
communities fall into this sector.

3	Private
Finally, there is the private sector, drug treatment 
services that are operated for profit, which can 
include anything from a GP selling diconal scripts 
at £20 a shot to in-patient rapid detoxification serv-
ices to plush Minnesota Model rehabs for the rich 
and famous like The Priory.     

Many of the agencies working in the field will pro-
vide a mix of the services that follow, rather than 
just one. And sometimes, people will be able to 
choose from a range of services in there area, 
while in other areas, there will just be the one 
agency contracted to provide all drugs services.

What’s the Nature of Your Problem?

So What Types of Treatment are 
Available, and Where Can I Get Them?

Y

D

5

6



 well-run advice and information service  
 should be the first port of call for anyone  
 seeking treatment. Here, the staff should 
be able to inform you of what particular options 
are available in your area, and suggest alternatives 
that you might not have thought of. As the first 
port of call, an advice and information service has 

a great deal of power 
in shaping the quality 
of service that you 
receive.

However, you should 
be somewhat cautious 
when approaching 
such services. Funding 

for drugs services is often dependent upon their 

reaching certain targets, ie, seeing a certain  
number of clients each month. Competent  
services will assess the client, and then refer  
them to the service that is most suited to their 
needs, but some advice and information services 
are actually counselling services in disguise, and 
will automatically try to refer all their advice  
clients into the counselling service, regardless  
of whether this is the best option.

As with any drug service, the quality of staff in 
such services is extremely variable. Some will be 
extremely knowledgeable about drugs and their 
effects, and can provide you with a valuable 
resource. Others may know jack shit about drugs, 
and care even less. So when they do give you 
advice or information, it might be a good idea to 

Advice and Information Services

A

…the quality of staff in such services is extremely variable. Some will be extremely  
knowledgeable about drugs … others may know jack shit… 

7

…a well-run advice and 
information service 
should be the first  

port of call for anyone 
seeking treatment…



 n the 1970’s and early 80’s, counselling  
  services dominated the drugs field. 
People   didn’t have much of a clue what to do 
about drug problems, and so what they tended to 
do was hire a counsellor. Bad move.

As a consequence, the drugs field was filled with a 
whole bunch of amateur therapists, who were 
experimenting with a pile of worse-than-useless 
stuff like ‘gestalt therapy’ and ‘non-directive coun-
selling’. And so clients were encouraged to think 
of a chair as their mother, and then tell the chair 

what they’d really like to say to her.

While this might have been interesting for the 
counsellor, and either fun or a pain in the arse for 
the client, according to the research, it was largely 
a waste of time when it came to the treatment of 
addiction.

Which isn’t to say that counselling doesn’t have  
a role. There are two models of counselling in  
particular that are proving to be of some use in 
the treatment of drug problems and addiction.  

Counselling Services

I

…tell your feelings to a chair…
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try and verify it by checking with other sources. 
You could even ask them to help with this process. 
If something they tell you sounds suspicious, ask 
them for their source for the information. A skilled 
and confident worker will be happy to provide it 
to you. A less skilled worker may tell you that his 
or her boss told them the answer. OK, you can 

check that elsewhere and suspend judgement  
for the time being. An incompetent worker will 
become cagy and defensive. If you get this sort  
of response to your queries, it’s probably time  
to start looking elsewhere for your advice and 
information.



The first, which I’ve already mentioned, is  
‘motivational interviewing’, which is a technique 
used to help you identify the things that you  
really do consider a problem, and the extent to 
which you’re prepared to work to change those 
problems. People approaching treatment aren’t 
necessarily ready at that point to commit whole-
heartedly to something like abstinence treatment, 

and so motivational 
interviewing can help 
both client and coun-
sellor to identify that 
window of opportunity 
and also come up with 
strategies for coping 
with your problems in 

the interim period.

The other model that is proving to be useful is 
called ‘cognitive behavioural therapy’. This is a 
way of helping people to identify the errors in 
their thinking that make them feel as though using 
drugs will help them, when all the evidence is 
actually that they are really doing them more harm 
than good. Once this has been achieved, it can 
then suggest a range of techniques that people 
can use to try and break the habits they’ve built 
up over years of using drugs.

Counselling can also play another important role 
in addressing drug problems. Many people who 
have been physically or sexually abused in their 
childhood find that they engage in various forms 

of compulsive or self-destructive behaviour. If you 
fall into this category, and you feel the need to 
address these issues before you can move on in 
your life, it may be that you feel the need for a 
specialist counsellor to deal with these issues. 

A word of caution: there are some drugs counsel-
lors who feel competent to tackle difficult and 
complex issues of this nature, despite a lack of 
adequate training in this area. If you just want a 
general chat about these issues, then such a coun-
sellor might well be suitable for your needs. If, on 
the other hand, you feel that you need something 
more specialized, you should ask if you can be 
referred to someone who has had specialized 
training in this area. Don’t feel shy or embarrassed 
about this, and don’t worry about hurting the 
counsellor’s feelings. The service is there to meet 
YOUR needs, not theirs. Ask them about their 
training and their qualifications – not just as a 
drugs worker, but as a specialist counsellor. Ask 
them about the counselling model that they intend 
to use, and why. If they cop out by saying they’ll 
be ‘eclectic’ then ask about which models they’ll 
draw on and why. 

If you feel that your counsellor isn’t adequately 
qualified, isn’t using an appropriate model, or just 
isn’t someone that you feel comfortable talking to, 
then explain your concerns, to the service manag-
er if necessary, and ask if there isn’t someone else 
that you can see instead.

 p until the mid 1980’s, almost all drug  
 services saw their sole goal as helping  
 the client to achieve abstinence, either 
through persuasion or coercion or some mixture 
of the two. However, when HIV and AIDS was 
identified among injecting drug users, the govern-
ment realized that AIDS was a much greater threat 
to the health of both the individual and the com-
munity than drug use is, and so syringe exchange 
schemes were established across the UK.

Although their primary purpose is the prevention 
of HIV, AIDS and other blood-borne viruses like 

Hepatitis C, many syringe exchange schemes offer 
more than just free needles and syringes, swabs, 
tourniquets, citric, etc. Like advice and information 
projects, they act as a first point of contact and 
can offer advice and referral to other services. 
Many will also offer a primary health care service, 
or at the very least, examination by a nurse who 
can then refer you on to another service for treat-
ment.

Their main purpose though, is to act as a non-
judgemental, low-threshold syringe distribution 
service, and so anyone who is injecting, whether 
that be occasionally or regularly, whether they 

Syringe Exchange Schemes

U
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…don’t worry about 
hurting the counsellor’s 
feelings. The service is 

there to meet your 
needs, not theirs…



 eople who have become addicted to  
 opiate drugs like heroin and methadone,  
 benzodiazapines, such as valium, ativan or 
temazepam, or even alcohol may need a medical-
ly supervised detoxification. These can be divided 
into two broad categories:

 In-patient Detoxification
For those people who have been using the drugs 
that cause physical dependence over an extended 
period of time might, a medically supervised in-
patient detoxification might offer the best chance 
they have of achieving abstinence.

This service is usually offered by the NHS, in spe-
cialist Drug Dependence Units. Each of the coun-
try’s Health Service Districts should have such a 
facility. Unfortunately though, places are limited 
and demand is very high. Consequently, the peo-
ple offering this service tend to operate some 

form of rationing. One 
of the ways that this 
works is by trying to 
let the most motivated 
people get in the fast-
est, and so they might 
operate a phone/wait-
ing-list system, where-

by people have to phone the unit every day, and 
the more calls you make, the faster you move up 
the list.

 

Such a system is not ideal. Ideally, people would 
be able to get into detoxification facilities as soon 
as they make a commitment to try to change. 
Unfortunately, most NHS facilities have some sort 
of rationing via waiting lists, and drug treatment is 
no exception.

The private sector also offers such facilities for 
those who have private health insurance or who 
can afford them. There is no evidence that private 
facilities have a higher success rate than NHS 
units, nor is the treatment that they offer signifi-
cantly different in most cases. What they can offer 
is rapid access, and more comfortable surround-
ings. However, the costs of such treatment are far 
from cheap, and can cost somewhere between 
£300 and £2000 a day.

The treatment on offer will differ from unit to unit, 
but the most commonly used technique is proba-
bly a short term methadone detox, where the 
patient is given a reducing course of methadone 
over about ten days. This is enough to keep most 
people comfortable for the first ten days, and the 
real discomfort doesn’t start until after the metha-
done is ended.

A growing alternative to methadone detoxification 
is the use of a drug called Lofrexadine for sympto-
matic relief. This is a drug that is closely related to 
Clonedine, a blood-pressure medication also used 
in detoxification. Some people report the drug as 
being more helpful in managing withdrawal 

Detoxification Services
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…if you’re addicted to 
heroin then the worst 
of the withdrawal will 
take between 3 days 

and a week…

want to stop using or not, should seriously consid-
er making use of the facilities offered by their local 

needle exchange 
scheme.

From time to time, 
there are reports that 
workers in metha-
done treatment hear 
about their clients 

using a needle exchange and threaten to penalize 
them. If this happens to you, you should make a 

complaint about that worker. Nobody should 
EVER be discouraged from using a needle 
exchange scheme for any reason, and workers 
have no business threatening punitive sanctions 
against their clients for trying to protect their 
health. If this happens to you, make a formal com-
plaint about the worker involved and ask the agen-
cy concerned to allocate you a different keywork-
er.

…Nobody should  
EVER be discouraged 
from using a needle 
exchange scheme… 



symptoms than methadone, while others prefer 
something that they know and are familiar with.

If you are dependent upon other drugs, like  
alcohol or benzodiazapines, you will also need  
to be gradually weaned off these drugs. This is a 
process that has to be carefully monitored, due  
to the risk of seizures (fits) so be sure to raise the 
issue of your dependence on these drugs with 
those responsible for your care. 

If you are thinking about an in-patient detoxifica-
tion, you should discuss these issues with the  
doctor who will be responsible for your care.  
Find out what’s on offer and ask about his clinical  
experiences with the various options.

If you’ve got friends who have also been through 
in-patient detoxification, you might also want to 

ask them about their 
experiences. However, 
if you do, can I suggest 
that you take the hor-
ror stories with a pinch 
of salt? Nobody ever 
died from withdrawal 
from opiates. If you’re 
addicted solely to hero-

in, then the worst of the withdrawal will take 
between three or four days and a week. If you are 
dependent upon methadone, it takes a little longer 
– usually between ten and fourteen days – though 
your sleep patterns may be disrupted for up to a 
month or more afterwards.

Detoxification – UROD
Fear of withdrawal produces an extremely strong 
desire in some people to try to avoid the discom-
fort, and so UROD was developed as a way 
around that. 

Although some doctors and DDU’s in the NHS 
have experimented with this in the past, the  
high costs associated with the treatment and the 
significant number of fatalities being reported has 
resulted in this option being discontinued, but it  
is still available in the private sector. 

Basically, the procedure involves putting the 
patient under general anaesthetic, and then 
administering a dose of naloxone – an opiate 
antagonist. The naloxone immediately evacuates 
all opiates from their receptors, throwing the  
body into immediate withdrawal – something 
most addicts would find intolerable if they were 
conscious, but the general anaesthetic means that 
he or she isn’t conscious when it happens.

The patient is then kept under sedation for a  
period. (The length of sedation differs from an 
afternoon to a couple of days, depending on the 
practitioner.) And then when the patient is resusci-
tated, they are completely opiate-free and are then 
given a naltrexone implant. Naltrexone is an opiate 
antagonist, similar to naloxone, and it’s role here  
is to prevent relapse, so even if you went out and 
bought a bag of heroin, you wouldn’t actually feel 
it. Implants are used to prevent the patient from 
just stopping taking the tablets. 

UROD is an extremely controversial treatment. 
Because of the intense fear of withdrawal that 
many people have, there is a great demand for 
something that seems like a pain free method of 
getting clean. However, the procedure puts a huge 
amount of stress on the body, and a significant 
number of people have died while undergoing 
UROD. 

Also, many people complain that it isn’t actually 
the pain-free procedure that it’s cracked up to be. 

…because of the 
intense fear of  

withdrawal there is a 
great demand for 

a ‘pain free’ method

Slipping Up
As with any form of treatment, some people will eventually feel their commitment wane and be tempt-
ed to use drugs. If this does happen to you, and you choose not to discuss the feelings with your key-
worker, then the worst thing you can possibly do is to bring drugs into and use in the detox facility.

Remember, you aren’t the only person in the world. Other people are also struggling and the last thing 
that they need is to see or be tempted by someone like you getting ripped to the tits. If the staff catch 
you at it (and it’s pretty easy to spot) then they’ll throw you out on the spot, and rightly so because it 
isn’t just your own sobriety you’re threatening – if you don’t care about that, nobody else is going to – 
but the equilibrium of everyone else in there who is trying their best to do something very, very hard. 
And anyone who can’t respect that deserves to get dumped immediately.



Although you might be detoxified when you come 
out of the anaesthetic, you may still experience 
much of the discomfort and sleep disturbances 
associated with withdrawal – often for up to a 
month of more afterwards. My own personal view 
is that UROD is just too dangerous. The risks far 
outweigh the benefits. However, other people 
who have been through the procedure disagree. If 
you are contemplating UROD, then try and seek 
out as much information as possible about the 
procedure, try and pick a responsible clinic that 
uses a hospital with full emergency back-up servic-
es. (One practitioner in the USA does this proce-
dure in an office suite in an afternoon, after which 
you’re discharged to the care of a relative in a 
motel room. Some of this man’s patients have died 
while undergoing or shortly after the procedure, 
and he’s currently facing court proceedings.)

 Out-patient Detox
Because of the costs and the long waiting lists 
associated with in-patient detox, many drug treat-
ment agencies are making increasing use of out-
patient detoxification programmes.

These programmes tend to follow the same sort of 
dosing regimes — either methadone, or more rare-
ly, dihydrocodeine (DF118’s), or some form of 
symptomatic relief like lofrexidine or clondine, 
possibly with other drugs as adjuncts -- as an in-
patient detoxification, only instead of doing it in a 
hospital bed, you do it at home. 

Like drugs services, the quality of an out-patient 
detox can vary widely. Some will consist of noth-
ing more than a prescription from your GP. Others 
might be administered by your local Drug 
Dependency Unit or Community Drug Team,  
and might offer things like daily visits from a 

Community Psychiatric Nurse to bring your meds 
and check how you are. Others might just offer 
telephone support.

There are both advantages and disadvantages to 
this type of detoxification programme. The main 
advantage is that you are at home, with the  
people that you care about and all the comforts  
of your home around you. This is also the main 
disadvantage to such a programme. For people 
who might not have ideal housing conditions, 
might have children to take care of, or who might 
not be able to stand up to the various temptations 
posed by remaining in the same circumstances 
and same community that they’ve always used 
drugs in, it might actually not be such a good idea.

For people who haven’t been using drugs for a 
long period though (ie, those who have only been 
dependent for a year or two), it’s probably the 
obvious thing to try first. The service will probably 
provide you with some form of support, such as 
regular home visits from a doctor or nurse to 
check on how you’re doing, and you don’t have to 
suffer from hospital food, or dorks who spend all 
their time repeatedly talking about their best drug 
ever.

Once again, you should discuss this with the work-
ers or the doctor at the service concerned. They 
are very fond of client-service contracts – have 
them discuss their obligations to you. How much 
support will they provide? What will happen if you 
find the whole thing too difficult? Do they have 
any aftercare services? Drugs agencies are always 
claiming that their job is to ‘empower the user’,  
so the first place you need to start exercising that 
new-found power is in ensuring you get a high 
quality service from your treatment provider.  
Lets start as we mean to go on…



 eople who have extremely chaotic and   
 destructive patterns of drug use that have  
 been ingrained over very many years may 
need a more structured environment in order to 
facilitate the degree of change that they need. 

Although there are a small number of NHS  
hospitals that offer longer-term in-patient treat-
ment (around 6—9 months), this is somewhat rare 
and long-term treatment usually refers to either 
residential rehabilitation facilities (rehabs) or  
therapeutic communities (TC’s).

The majority of these services tend to be in the 
non-statutory sector, but there is also a very small 
number of private long-term rehabs in the UK.  
The private facilities tend to be based on the 
Minnesota Method, an approach to drug and 

alcohol treatment that 
regards addiction as a 
fatal disease that can 
only be arrested by 
complete abstinence, 
and for which the 
most reliable 

 treatment is to hand 
your life over to a higher power by becoming part 
of a 12 step fellowship such as Alcoholics 
Anonymous or Narcotics Anonymous. 

This type of ideological approach (which may 
sometimes appear to contrast with the research 
evidence on responding to addiction) can also be 
found in some of the therapeutic communities. 
Those TC’s that follow a particular treatment  
philosophy of their own are sometimes referred to 
as ‘Concept Houses’. The concept houses may be 
be based upon religious principles, on tradition, or 
simply on some self-appointed guru’s half-witted 
ideas on how to cure addiction (Narconon, the 
concept house founded by Science Fiction writer 
and cult-founder L. Ron Hubbard, springs immedi-
ately to mind.)

In the not too distant past, these Concept Houses 
were committed to somewhat irrational and humil-
iating procedures. People would have their head 
shaved on admission (part of the underlying theo-
ry being to strip the addict of their old identity) 
and might then be forced to do things like wear 
degrading signs around their necks, simply for 

laughing, or to scrub the floors with a toothbrush 
as punishment for some infringement of the rules, 
real or imagined.

As the drugs field has been increasingly profes-
sionalized over the last ten years, these abusive 
practices appear to be finally becoming a thing of 
the past, and TC’s that were once completely 
committed to irrational practices have started to 
become much more pragmatic, falling further into 
line with the non-ideological long-term treatment 
facility, the residential rehabilitation unit.

So, What Can the 
Resident of Such a 
Facility Expect?
Long-term treatment services generally expect 
people to be drug free when they enter. This nor-
mally means that you will have done an in-patient 
or out-patient detox prior to arriving, although 
nowadays, some can offer a detoxification service 
to people who need them – something that would 
have been unthinkable fifteen years ago. 

The bulk of these programmes try to offer a struc-
tured environment that helps to teach residents 
how to live without drugs. People will normally 
join the programme and get a minimum of privi-
leges, but as they work their way through the sys-
tem, they gain more clean time and more experi-
ence of responsibility, and so they eventually gain 
more privileges.

The day will normally be made up of some combi-
nation of work, recreation and therapy, and those 
working in the field claim that it has now shed the 
more outlandish ideas about what constitutes 
appropriate therapy, and are working more closely 
with an evidence-based approach to treatment.

After progressing through the programme, resi-
dents may move into a ‘halfway house’ which 
offers a greater degree of independence. Where 
possible, they would work outside of the rehab in 
a normal job, returning during evenings and week-
ends to the semi-structured and secure environ-
ment prior to graduating and returning back into 
the world.

Long-term Inpatient Treatment

P

For all their flaws, long-
term in-patient facili-
ties are recognised as 

providing the most 
effective treatment… 
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For all their perceived flaws, long-term in-patient 
facilities have long been recognized as being the 
most effective treatment when it comes to helping 
people achieve long-term stability based on absti-
nence. While people have criticized it as being 
‘brainwashing’, it’s advocates generally reply that it 
worked for them, and besides, some brains actual-
ly need a little washing – and it’s rather hard to 
argue with that.

Unfortunately, finding a place at a TC or a rehab is 
no longer as easy as it used to be. A few years 
ago, the government changed the arrangements 
under which payments were made for long-term 
drug treatment. In the past, anyone who could find 
a place at a rehab or TC could pretty well just go. 
Today, there is a limited amount of money allocat-

ed to each Social Services department to pay for a 
place in a long-term facility. These places still do 
exist, but it can be almost impossible to get a 
place in one.

The people who stand the best chance of getting 
into such places are those who can demonstrate  
a reason why they should be treated as a priority. 
You will also need to be referred into such a  
service, so you will probably need to see a drugs 
counsellor, an advice and information worker, a 
social worker, or a keyworker at a methadone  
clinic. These people will be in the best position  
to tell you what sort of criteria are required to be 
considered a priority, and will be able to give you 
a realistic estimate of whether you will be able to 
get into such a facility in any reasonable time 

…In the not too distant past, Concept Houses were committed to somewhat irrational and  
humiliating procedures…



any other drug in the British National Formulary 
for the treatment of addiction. And so in theory, it 
should be possible to find a doctor who would be 
prepared to prescribe you a couple of grams of 
heroin and cocaine a day – a script that wasn’t 
uncommon in the early 1960’s.

In practice, this would be nigh on impossible 
today. Very few doctors working in the field would 
accept the idea that cocaine prescribing has any 
legitimate place in the treatment of addiction. 
Similarly, although a small number of doctors have 
experimented with amphetamine prescribing over 
the last ten years in an attempt to wean committed 
injectors away from speed injecting, but it’s 
extremely rare and most unlikely that you’d be 
able to find such a doctor. A still greater number 
still see some limited role for heroin prescribing, 
but they remain extremely limited, and so your 
real chances of getting such a script are virtually 
zero.

These days, the only drug that most treatment 
services will consider offering is methadone. And 
although some services still prescribe it in it’s 

 he idea of maintenance for addiction  
 has its roots in something called the  
 ‘British System’, when an investigation into  
methods of treating addiction back in the 1930’s 
decided that it was perfectly acceptable for doc-
tors to prescribe certain drugs to addicts when it 
was consistent with allowing them to lead as nor-
mal a life as possible, and when they were unable 
to give up the drug by other means.

For the last 40 years or so, the idea of mainte-
nance has been hugely contested within the drug 
treatment field. Concerns about the over-prescrib-
ing of heroin and cocaine by a handful of private 
doctors in London led to the establishment of the 
Drug Dependency Clinics, and a sense of disillu-
sionment with the practice by staff in those clinics 
led to a huge swing away from maintenance  
prescribing back in the early 70’s that continued 
until the late 80’s. Today, that trend has been partly 
reversed, but only in part.

In theory, doctors working in drug dependency 
treatment can get a license that will allow them to 
prescribe heroin, cocaine and diconal, as well as 

Maintanence Therapy

T

…these days, the only drug that most treatment services will consider offering is methadone…
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…anyone who wasn’t seriously addicted to opiates would almost certainly not allow themselves to 
be subjected to the various humiliations and indignities associated with methadone maintenance…

injectable formulation this is pretty rare and 
becoming even rarer. There have been recent rec-
ommendations that the only doctors who should 
be allowed to prescribe methadone ampoules are 
those  
in possession of a special government license  
– which will effectively mean those working at 
specialist NHS clinics.

At the moment though, any doctor can prescribe 
methadone, so if you have a good relationship 
with your General Practitioner, or if your GP has 
other addicts he’s prescribing for, this might be 
one route to take.

Unfortunately, most GP’s don’t feel that they  
have the qualifications or the resources to manage 
patients receiving maintenance prescriptions. 
There are some who get back-up support from  
the local Drug Dependency Clinic or Community 
Drug Team, but even in these rare cases, they pre-
fer to handle patients who have been stabilized 

and thus don’t need a lot of attention. For some-
one who is just entering treatment, the most likely 
option for a maintenance script is the Drug 
Dependency Clinic or Community Drug Team, 
although there are also clinics and doctors work-
ing in the private sector who also offer this form of 
treatment.

So, What Can You  
Expect When You Enter a 
Methadone Maintenance? 
You’ll normally be assessed by a worker, who will 
take a history of your drug use, details of family sit-
uation, offending behaviour, health problems, etc. 
You may also see a doctor as well and then your 
situation may be discussed by the team who will 
determine an appropriate dose of methadone, 
based on the amount of heroin you tell them that 
you are using. 



Initially, you will probably be expected to pick up 
your methadone every day, and increasingly peo-
ple are expected to consume their dose at the 
pharmacy, while being observed by the pharma-
cist. Some people find this arrangement to be 
degrading, although others value it as a method of 
helping them to stick to the regime when they 
might otherwise be tempted to sell the metha-
done to buy heroin.

As you attend the clin-
ic regularly, you will 
very probably have 
your urine tested. The 
response to dirty 
urines will differ from 
clinic to clinic.  
Some clinics see a 
dirty urine as a sign 
that your methadone 
dose isn’t adequate, 
and will increase the 
dose. Other clinics will 
see it as a sign that 

you aren’t committed, and may impose sanctions 
– for example, reducing your dose, or making you 
return to daily pick-ups.

You should also expect the clinic to give you regu-
lar health checks, paying particular attention to 
any injection sites, and they can also arrange for 
things like HIV and Hepatitis testing, and Hepatitis 
B vaccinations.

As somebody with extensive personal experience 
of methadone maintenance treatment, I can speak 
with some authority as to its value. Anyone who 
wasn’t seriously addicted to opiates would almost 
certainly not allow themselves to be subjected to 
the various humiliations and indignities associated 
with methadone maintenance. Patients tend to feel 
that the clinic exercises an undue degree of con-
trol over their lives, telling them when they can 
and can’t take holidays, and routinely disbelieving 
anything that they are told unless the patient can 
provide documentary evidence to the contrary. 
Yet despite these serious drawbacks, for those 
people who fail at all the other forms of treatment 
for heroin addiction, methadone offers them the 
best chance they have of staying healthy and away 
from a criminal lifestyle. However, like all the other 
treatments available, it depends on the motivation 
of the patient to make changes in their behaviour, 
and often takes some time before the treatment 
starts showing any real benefits. So, for those peo-
ple who can’t stop using heroin, methadone main-
tenance can be a lifesaver, but you should be 
warned that people who do enter maintenance 
treatment may be on it for very many years — ten 
years is probably the average — and some people 
spend their whole adult lives on the programme, 
so if you can avoid it and make the changes you 
need to make any other way, it’s probably well 
worth doing so.

…Despite the serious 
drawbacks, methadone 

offers those who  
have failed at  

other treaments the 
best chance of staying 

healthy and away 
from a criminal life-

style… 

…people who do enter maintenance treatment may be on it for very many years — ten years is 
probably the average and some people spend their whole adult lives on the programme…



What’s the Difference Between a DDU and a CDT?
In practice, there isn’t really much difference. The names are a product of the history. When the first 
NHS specialist drug treatment clinics were established, they were called Drug Dependency Units if 
they had in-patient beds or Drug Dependency Clinics if they were just out-patient facilities. These  
services were attached to psychiatric departments, and tended to be run along the lines of a standard 
psychiatric service, with a consultant psychiatrist making all the clinical decisions and a staff who 
helped him implement them. In the late 70’s and early 80’s though, there was a growing feeling that 
drug problems were really social problems, not psychiatric problems, and so there was a growing trend 
towards the creation of interdisciplinary teams, staffed by people from a range of disciplines, including 
social workers, nurses, and probation officers. The doctor was just another team member. These were 
called Community Drug Teams. Today there are few significant differences between how the two types 
of service operate in practice.

 Acupuncture
Because of the lack of any tried and tested out-
patient treatment options for the growing problem 
of crack and cocaine use, acupuncture has started 
to make a reappearance on the drug treatment 
scene. 

Acupuncture’s glory days were back in the early 
70’s, when doctor Meg Patterson  used her magic 
‘black box’ (an electro-acupuncture system) to 
treat a number of famous rock stars. Both Eric 
Clapton and Pete Townsend claimed that the treat-
ment was responsible for helping to cure their 
addiction, although when Boy George underwent 
the same treatment, he reported nothing more 

than a funny little buzzing in the ears.

Clinical research has shown that acupuncture and 
electro-acupuncture appear to have little effect in 
reducting the intensity of opiate withdrawal symp-
toms when compared to a drug like methadone. 
Nevertheless, some people do find it helpful, and 
particularly so in the case of cocaine, where there 
is no real physical dependence syndrome to speak 
of. Increasing numbers of drug services are start-
ing to offer acupuncture as an option for those cli-
ents that feel they might benefit from it, and so if 
it is available near you and it has some appeal, it 
can’t do any harm and it might well offer some 
real help.

 nyone who has had a problem with drugs  
 for any length of time will know only too  
 well that getting off drugs isn’t the hardest 
part of getting clean. The hardest part is actually 
staying clean. Unfortunately, this is one area that 
has been woefully neglected by UK drugs services, 
although they are finally beginning to address the 
issue at long last.

Relapse Prevention
You should ask at your local advice and informa-
tion service to see whether there are any relapse 

prevention schemes available in your area. 
Although some detoxification and long-term reha-
bilitation programmes offer relapse prevention 
work as part of the programme, there is also a real 
need for relapse prevention work on an outpatient 
basis with people who have successfully managed 
to become drug free. Some services might offer 
this on a one-to-one basis, while others will offer it 
as a group therapy. However, if you have managed 
to become drug free, you should make it clear that 
you only wish to attend a service for people who 
have managed to achieve abstinence. You don’t 
want to run the risk of attending a group made up 

Aftercare Services

A
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of people who are actively using — particularly in t
he early days, when you are still feeling vulnerable.

Counselling and Support
Some people who are recently drug free still feel  
a desire to have continued contact with a counsel-
ling service after they have managed to detoxify. 
Some people want regular contact, possibly feel-
ing the need for continued structure in their lives 

after spending so long 
without structure — 
others just want to be 
able to find a sympa-
thetic ear where they 
can dump their feelings 
when things get rough. 

Again, your local advice and information service 
or counselling agency should be able to hook you 
up with something suitable.

 Retraining and    
 Employment Schemes
Some people with drug problems may have expe-
rienced many years of unemployment. Some form 
of job retraining or work experience scheme may 
be extremely helpful here. The two best indicators 
for success in recovering from drug problems are 
ongoing contact with a supportive family, and reg-

ular employment. 

Self-help Groups
Finally, one of the biggest problems that people 
face after having been involved in the drug scene 

for some years is rebuilding a social life with  
non-drug using friends. Some people may have 
continued to maintain a circle of non-drug using 
friends throught the period of their drug use. This 
is rather unusual though, and continuing to mix 
socially with people who use drugs will put you  
at significant risk of relapse and is best avoided.

Some people find the company of other people  
in the same situation to be helpful. Self-help  
fellowships (the best known are the 12 step groups 
Alcoholics Anonymous and Narcotics 
Anonymous) not only offer a structured system 
that people can use to help them to maintain  
their resolve to stay clean, they also offer a  
ready-made social group comprised of people 
who understand what you are going through, 
because they’ve gone through exactly the same 
thing themselves.

While not everyone is comfortable with the  
12 step ideology, often for very good reasons, they 
can offer a good deal of support and be a real 
help in those difficult days of early sobriety. Their 
major strength is that these organizations  
act as a repository for the collective experience  
of many thousands of addicts on the best ways  
to avoid using drugs, and so if you really do want 
to stay clean, even if you don’t necessarily agree 
with or believe everything they say, you can do  
a lot worse than regularly attending 12 step  
meetings. ‘Take what you need and leave the rest’, 
is what the programme advises.

You can find out about your local group by ringing 
Narcotics Anonymous on O20 7730 0009, or ask 
at your local advice and information or other drug 
service.

…Some people find 
the company of others 
in the same situation 

to be helpful…

One way of determining whether a drugs agency is 
any good or not, is by the level of openness that 
the agency has regarding its policies and proce-
dures. Crappy services will tend to hide their prac-
tice from the glare of public scrutiny, while a good 
service is usually all too happy to talk openly about 
their practice.

There are two areas in particular that should be of 

interest to all drug service users - client/patient 
records, and the complaints procedure.

Under the Patients Charter, the government gave 
all NHS patients the right to see and correct their 
records. While there are certain limited reasons for 
exclusion, for example, where child protection 
issues are concerned, for the most part, you 
should have complete access to your records -- so 

When it all goes bad…
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As you can see from this booklet, drug treatment 
is an enormously varied field with incredibly 
diverse standards. Some things you might find 
helpful, others you won't. The key to success is to 
shop around, find out what suits you.

You should also remember, the majority of people 

stop using drugs on their own, without any help. 
Although there are many services that can help, 
ultimately, the real work has to be done by you.

Whatever stage in your life you are at at the 
moment, remember, you still have the whole of 
your future ahead of you. It's time to start making 
the most of it. Good Luck.

So finally…

make sure that you use it. Take a look at what they 
are saying about you. If it's inaccurate, complain. If 
it's just a pile of judgemental nonsense, complain. 
If they won't allow you to see them, once again, 
complain. These records will follow you around 
from worker to worker, so they should at least be 
accurate and useful.

So, how do you complain? All drugs services 
should have a complaints procedure. Ask your 
keyworker to show you a copy. If he or she can't 
or won't provide you with one, then write to the 
manager of the agency and ask them to provide 
you with a copy.

If you do make a complaint, do it in writing, and 
keep copies of all correspondence.

Should you be dissatisfied with the way that your 
complaint is handled, you can always complain at 
a higher level. Where you complain in this 

instance will depend upon who funds the agency. 
You can ask for this information, or get it from a 
copy of their annual report.  A useful rule of 
thumb is that NHS agencies will tend to be funded 
by an NHS trust. You can determine which one 
from the agencies stationary. Write to the Chief 
Executive of the trust with your complaint, enclos-
ing copies of all your previous correspondence.

If it is a non-statutory agency, or a charity, it may 
recieve funding from the local NHS trust with 
responsibility for drugs services, or it may be fund-
ed by the local authority. In the latter case, your 
local councillor may be able to help you investi-
gate the matter. 

If you're having trouble identifying who funds the 
agency in question, you may be able to get help 
from one of the drug user advocacy organizations, 
such as the Methadone Alliance, or the Drug 
Users Development Network Agency. 




