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Stigma and Identity: An Exploration of Drug Use in West

Dublin

Summary

This thesis presents an exploratory qualitative study o f the lives and 

experiences o f drug users throughout their drug using and drug treatment 

careers. The research sample consists o f thirty three drug users from two 

locations in the West o f Dublin. The thesis pays particular attention to the 

identities the research participants form as drug users and the stigma they 

experience as drug users. In exploring the identity and stigma issues faced by 

drug users throughout their drug using and drug treatm ent careers, the thesis 

utilises the theoretical framework on social identity developed by sociologist 

Erving Goffman (1963). The thesis provides a 'thick' description o f the lives, 

o f the research participants, and thus gives a voice to a group who are largely 

unheard.

Data was collected through the use o f semi-structured interviews, which was 

later collated, coded and analysed using the principles o f qualitative analysis. 

Through these measures this thesis provides a detailed account o f the lives of 

drug users from childhood through to aduhhood.

Goffman's (1963) theoretical concepts o f social identity and 'spoiled' identity, 

and the stigma associated with 'spoiled' identity are used to frame the narrative 

accounts provided by the research participants o f the totality of their lives, not 

simply their lives as a drug user. The accounts narrated by the research 

participants include their early childhood experiences with school and 

education; their familial and peer relationships; parental guidance; and early



exposure to drug and alcohol use within the family home or extended family 

unit. Goffman's (1963) framework o f stigma and identity facilitates the 

analysis o f  the interviewees’ narratives regarding their drug using initiation 

pathways and their later adolescent and adult experiences o f drug use and drug 

treatment.

As stigmatised individuals who are generally labelled with negative 

terminology, interviewees described the feelings o f shame they encountered 

throughout their drug using careers. The research participants reveal how they 

managed and concealed information about their drug use in a number o f social 

settings including the family unit, various educational settings, their wider 

community network and their place o f work. The strategies employed to 

conceal their drug use fitted with Goffman's (1963) theoretical concepts o f 

'passing' and 'techniques o f infoiTnation control'.

Interv'iewees described the challenges they encountered in concealing their 

identity as a drug user and the overwhelming fear o f being 'found out' in 

familial, educational and employment settings, which resulted in feelings o f 

stress and anxiety as to whether they should disclose their drug using history or 

not. The thesis addresses how, as a drug user, the research participants 

attempted to shake o ff the drug user identity in place o f  the more favourable 

identity held by 'normals' (Goffman, 1963). The shift in identity from drug 

user to 'normal' is considered through Goffman's (1963) theoretical concept o f 

'transformation'.

In discussing the concept o f 'transformation', this thesis provides a detailed



account o f thedrug treatment experiences o f the participants in the research, the 

barriers to drug treatment they encountered and the important role o f personal 

and professional supports throughout their drug treatment journeys. 

Interviewees described how a consequence o f attending drug treatment services 

that were mainly located within a community setting was making their drug use 

known about and visible to family, neighbours and friends within their own 

community.

The research participants in this thesis strived for an ordinary life; a life lived 

according to Goffman's (1963) concept of'norm al'. A normal life was depicted 

as performing the parental role and its associated responsibilities; having a roof 

over your head; attaining educational qualifications; and securing employment. 

Being a good mother or father, a worker, or a student contributed to the 

achievement o f the 'normal' identity and the discarding o f the stigmatised drug 

using identity.
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1 Introduction

This thesis presents an exploratory study o f the lives and experiences o f drug 

users throughout their drug using and drug treatment careers using a sample o f 

drug users from two communities located in the West o f  Dublin. The thesis 

pays particular attention to the stigma experienced by drug users and the 

identities they form over time. In exploring the stigma and identity issues 

faced by drug users and those drug users accessing drug treatment the thesis 

adopts the framework proposed by the influential sociologist Erving Goffman 

in 1963 as discussed in Stigma: notes on the management o f spoiled identity’.

Before outlining Goffman's (1963) framework to understand the stigma 

experienced by drug users, and the identity standards they apply to themselves, 

this chapter initially frames drug use in Ireland, by providing an overview o f  

Ireland's national drug policies: and details the prevalence o f drug use across 

the country, and documents the demand for drug treatment.

1.1 Ireland's N ational D rug Policy

Statutory policy, responses to problematic drug use, has evolved since the mid 

1960’s. Ireland’s current ‘drug strategy’ is placed within an overarching 

social inclusion strategy. The link between drug use and social disadvantage 

and exclusion is noted in Ireland’s current drug policy, with the First Report o f 

the Ministerial Task Force on M easures to Reduce the Demand for Drugs 

(1996), the first national drug strategy to acknowledge the link between 

poverty and serious drug problems (Butler, 1997).

Butler (1991) identifies three distinct phases in the development o f Irish drug

1



policy from the period o f 1966-1991. These three phases are referred to as The 

Early Years (1966-1979), The Opiate Epidemic (1980-1983) and The AIDS 

Connection (1986-1991). Up until the late 1960’s, drug addiction was not 

recognised as an issue in Irish society. In 1966 Ireland’s drug problem was 

first discussed in the context o f the Mental Health Treatment Act (1945) in the 

Report o f  the Commission o f Inquiry on Mental Illness (1966). The Report 

claimed that there was no evidence o f a drug scene in Ireland, and that 

addiction should be viewed as a mental illness that therefore should be treated 

by the psychiatric services.

In 1968 An Garda Siochana established a drug squad and in the same year the 

M inister for Health appointed a W orking Party on Drug Abuse. The report of 

this committee published in 1971 signaled the first governmental inquiry into 

drug abuse. The Report highlighted that the W orking Party accepted that a 

drug problem (ahhough not an opiate problem) existed in Dublin with 350 

regular drug users known to An Gardai. According to Butler (1991) this figure 

had risen to 940 by the end o f 1970. The Report recommended that people 

who are dependent on drugs need medical care. There was some criticism o f 

this report as it did not discuss or define the concept o f ‘drug abuse’ and what it 

actually means (Butler and Mayock, 2005).

The Report o f the W orking Party on Drug Abuse assumed an abstinence and 

medical based approach to the treatment o f addiction. In line with this 

abstinence and medical based approach to the treatment o f addiction, drug 

treatm ent service provision in Ireland was firstly delivered through a 

centralised medical facility, namely the National Drug Advisory Treatment

2



Centre in Jervis Street, which was established in 1969. This was followed by 

the establishment o f the Coolmine Therapeutic Community in 1973, a non

medical and voluntary abstinence based programme. The ethos o f this 

approach to treatment is that a client must be totally committed to abstinence 

before treatment can begin (Dillon, 2001).

M urphy (1996) in his book Rethinking the War on Drugs in Ireland, criticised 

this approach to our understanding o f and treatment o f addiction through 

abstinence based policies and strategies. M urphy’s argument is based on the 

framework outlined in Drug, Set arid Setting  (Zinberg, 1984). Zinberg 

contends that:

“in order to understand what impels someone to use an illicit drug and how the 

ding affects the user, three determinants must he considered: drug (the 

pharmacologic action o f  the substance itself), set (the attitude o f the person at the 

time o f  use) and setting (the influence o f the physical and social setting within 

which the use occurs) " ( 1984;5).

This framework establishes the crucial importance o f drug policies addressing 

socio-economic factors. However, as M urphy (1996) points out it is evident 

that Ireland’s drug policy excluded the ‘setting’ dimension, i.e. structural 

factors, until more recent shifts in drug policy. Supply reduction policies have 

aimed at abolishing the ‘drug’ trade in the country while policies aimed at the 

‘set’ have been preventative orientated, educating individual decision making 

to ‘just say no’ (Butler, 1997; Butler, 1994; Dorn &Murji, 1992).

The W orking Party also recommended the establishment o f an Inter- 

Departmental Committee on Drug Abuse which was established in 1972.
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Following on from this, the Committee established the Health Education 

Bureau in 1974, which initiated the first discussion o f  the issue o f  drug 

education in Irish schools. The ‘Early Y ears’ phase o f drug policy as described 

by Butler (1991) also saw the enactment o f the Misuse o f Drugs Act in 1977 as 

the Dangerous Drugs Act o f 1934 was made obsolete.

1980 marked the development o f an opiate drug culture and the phase marked 

‘The Opiate Epidem ic’ (Butler, 1991). The growing trend in the use o f opiates 

became evident due to increased heroin seizures, increased prosecutions for 

possession and trafficking o f  heroin and an increase in the numbers seeking 

and receiving treatment for opiate related problems (O ’Gorman, 1998). 

Between 1979 and 1983 the number o f clients receiving treatment at the 

National Drug Treatment and Advisory Centre increased from 182 to 1,028 

(Dean et al, 1985, 1987), This trend was largely attributable to an increase in 

opiate users who were concentrated in Dublin’s Inner City areas, areas 

characterised by high unemployment, poverty and deprivation (Dean et al, 

1985; O ’K ellyet al, 1988).

A study commissioned by the M inister for Health in 1982 and undertaken by 

Dr. John Bradshaw, commonly referred to as the ‘Bradshaw Report’ (1983) led 

to the establishment o f the Special Government Task Force on Drug Abuse in 

1983. Bradshaw (1983) found that 10% o f  15-24 year olds in these previously 

identified areas in Dublin were using heroin, with intravenous use being the 

predominant method o f  use. Similar UK studies had found that smoking was 

the predominant method o f  use (Pearson et al, 1987; Parker et al, 1988). 

Ireland's injecting drug use culture had negative implications for both
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individual and public health. The ‘B radshaw  R eport’ also highlighted how  

Ireland’s prim ary response to the grow ing opiate problem  w as focused on 

legislative changes to reduce the supply o f  drugs. The already existing 

legislation w as am ended to  becom e the M isuse o f  D rugs A ct (1984), w hich 

im posed tougher fines and sentences for drug offences. T reatm ent and 

rehabilitation service provision continued to be abstinence focused and 

confined to  a centralised facility  in Jervis Street, the N ational Drug Treatm ent 

and A dvisory C entre and the C oolm ine Therapeutic Com m unity. This can be 

contrasted to the m ultidisciplinary approach adopted in B ritain to deal w ith 

drug related problem s (A CM D , 1982),

Due to the grow ing num ber o f  intravenous heroin users in D ublin there w as an 

m creased risk o f  the spread o f  HIV and AIDS am ong our heroin using 

population. This phase is referred to by Butler (1991) as the ‘AIDS 

C onnection’ (1986-1991), A  study by Dean et al (1987) found that 27%  o f  

problem atic drug users had tested positive for H IV  and the European Centre for 

the Epidem iological M onitoring o f  AIDS found that Ireland had one o f  the 

highest rates o f  AIDS am ong intravenous drug users, rates surpassed by Italy, 

France and Spain,

Due to the established connection betw een intravenous drug use, HIV and 

AID S, from  1985 onw ards Irish drug policy introduced a harm  reduction 

approach through the provision o f  needle exchange, m ethadone m aintenance, 

and outreach work;

"Harm reduction is invariahly tmderslood as referring to strategies w'hich are aimed 

as reducing dntg related harm where drug users are either unwilling or unable to slop 

using dnigs "  (B utler, 2002: 175).
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The introduction o f  a harm  reduction approach m arked a shift in Irish drug 

policy aw ay from  a strategy w hich essentially  addressed the drug issue by 

adopting a drug free approach. In 1987 the N ational D rug Treatm ent and 

Advisory C entre, w hich orig inally  adopted  a drug free ethos, offered 

m ethadone to  som e o f  its clients to  avoid  the sharing o f  needles. In addition, a 

specific AIDS R esource C entre providing a needle exchange and outreach 

w ork program m e w as opened in Baggot Street H ospital.A ccording to 

O ’G orm an (1998) official concern regarding the transm ission o f  HIV has 

greatly affected the developm ent o f  drug policy and the provision o f  drug 

services in Ireland.

H ow ever, B utler and M ayock (2005) argue that the introduction o f  a harm  

reduction response to the increasing Irish drug problem  w as not adequately 

debated at a national level, or form ally announced as the basis o f  Irish D nig  

Policy. In contrast, B rita in ’s A dvisory  C ouncil on the M isuse o f  Drugs did 

facilitate this debate m aking this announcem ent and concluding, "The spread o f  

HIV is a greater danger to individual and public health than drug misuse. 

Accordingly, ser\'ices which aim to minimise HIV risk behaviour by all available 

means should take precedence in development plans "  (cited in B utler and M ayock, 

2005: 419).

In com m on w ith m any other countries, due to the increasing prevalence o f

infections such as HIV, A ID S and H epatitis B & C, Ire land ’s drug policy  is

now prim arily  shaped by a harm  reduction approach rather than a drug free

approach. A ccording to B utler (1991, 1996) the shift in drug policy  focus from

one o f  total abstinence strategies to  strategies that included harm  reduction

program m es, w hich w as called for in the G overnm ent Strategy to Prevent Drug
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Misuse (1991), was not based on an ideological shift but was instead due to 

fears o f HIV transmission. The implications o f this shift in policy were 

profound as a harm reduction approach in the Irish context would require a 

total rearrangement o f health services for drug users in which services would 

be decentralised, methadone maintenance and needle exchange would be 

introduced and power would be shared with drug users in outreach and peer-led 

service initiatives (Butler, 2002).

In the early 1990’s Dublinwitnessed an ecstasy culture, and this was 

subsequently followed by a second opiate epidemic as ecstasy users began 

smoking heroin to come down from the stimulant effects o f  the substance. 

Between 1990 and 1995 the numbers o f people being treated for drug misuse in 

Dublin increased from 2,037 to 3,593 (O ’Higgins, 1996). Although the ecstasy 

culture appeared to transcend class and urban/rural divides, ecstasy users who 

used heroin were mainly from inner city and suburban public housing estates 

(O ’Gorman, 1998).

With respect to the increase in recreational drug use and the increased 

prevalence o f problematic drug use in working class areas in this country, a 

discussion o f the concept o f normalisation and its relevance to drug policy 

responses in Ireland is instructive. The normalisation thesis was initially 

proposed by W olfensberger (1972, 1980, 1984) who stated that the term 

‘norm alisation’ is about “stigmatised or deviant individuals or groups 

becoming included in many features o f everyday life whereby their identities 

or behaviour become increasingly accomodated and perhaps eventually 

valued” (cited in Parker, 2005: 205).
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Since then, the leading proponents o f  the normalisation thesis, Measham, 

Newcomber and Parker (1994) have continued to refine the normalisation 

concept based on findings from a longitudinal youth study initially conducted 

at the end o f 1991. The aims o f the study were to estimate the prevalence of 

drug use and to profile drug users among a cohort o f 776 14-15 year olds in 

North-W est England. Information on these themes were gathered through the 

use o f a self-report questionnaire which included six main sections referring to 

attitudes to school; drinking behaviour; illicit drug experiences; sexual 

behaviour; general deviant behaviour and personal/social characteristics. The 

main findings fi'om the study indicate that among the cohort of young people 

surveyed, six in ten had been offered drugs; 36% had used drugs; lifetime use 

was highest for cannabis followed by poppers, LSD, solvents; magic 

mushrooms and amphetamines; more than 50% o f  those offered cannabis or 

poppers had used them and over one third o f those offered the other four types 

o f  drugs previously mentioned had used them.

Their research identified three main types o f drug consumers -  cannabis only 

users; solvent users and poly drug users. The population rate o f drug use was 

estimated to be within four percentage points either side o f the sample rate, 

suggesting that there may be up to 200,000 lifetime drug users and 120,000 

recent users among young adults in the areas where the study was conducted. 

Based on the findings o f these studies, the concept o f  normalisation views drug 

use, not as deviant activity, but rather as an activity that is tolerated and 

accepted in the lives o f young people, hence normalised. The research also 

indicated that working class respondents reported much higher levels o f drug 

use and drug uptake compared with their middle class counterparts.
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highlighting that dnjg use continues to be associated with demographic and 

psychosocial characteristics (Measham et al, 1994). Drug use prevalence and 

socio-economic class is of particular relevance to our understanding the degree 

to which drug policy in Ireland has adopted the concept of normalisation. 

Based on the findings of these studies, “the concept of nonnalisation has been 

used in many contexts but essentially it is concerned with how a ‘deviant’, 

often subcultural population or their deviant behaviour is able to be 

accomodated into a larger grouping or society” (Parker et al, 1998a: 152). 

Parker et al (2001) argue that on the basis of the normalisation concept, the 

scale o f recreational drug use involvement will be greater than for previous age 

cohorts as the nonnalisation thesis suggests that young people embrace drug 

use as an integral aspect of their leisure and cultural landscape. With the 

increased propensity for young people to use illicit drugs, young people are 

more drug wise because they are firequently in situations were they are offered 

drugs or are willing to consider using drugs in the ftiture (Parker et al, 1998a).

According to Parker (2005) there are five dimensions of the normalisation 

theory which refer to access and availability; drug trying; drug use; social 

accomodation and cultural acceptance. According to Parker (2005) 

normalisation cannot develop without the first dimension of availability and 

accessahility which includes drug seizures and street prices. With respect to 

the second dimension of normalisation, Parker et al (2005) argue that ding  

dying  rates in adolescence are always on the increase, particularly with respect 

to recreational drug use. The third dimension, recent and regular drug use, 

proposes that the normalisation thesis does not require that the majority of 

people in society will take illegal drugs, although the 1990’s witnessed an
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increase in the number o f younger recreational drug users in England and 

W ales (Parker et al, 2002). The fourth dimension, the social accomodation o f 

sensible recreational drug use, is an essential measure o f the extent of 

normalisation as it is particularly concerned with the attitudes o f younger 

abstainers or ex users with evidence suggesting that abstainers have friendships 

with drug using peers and in some cases respect their right to use drugs. 

Although the social accomodation o f an illegal activity is unlikely to ever be 

complete (Parker et al, 2005). The fifth dimension o f normalisation refers to 

cultural accomodation o f  recreational drug use with multiple indicators o f 

increasing cultural acceptance o f recreational drug use in the UK despite its 

illegality, proposing that there is a shift in the way drug use is presented and 

understood (Parker et al, 2005).

A sixth dimension o f normalisation has been incorporated into the framework 

and refers toState responses in legislation and ‘anti’ drug strategies:

“What contemporary research there is on leisure, lifestyles and youth is now 

driven by official concerns about youth unemployment and especially by a p re 

occupation with health, risk taking and the dangerousness o f  youth as a 

transmitter o f  disease, notably v4/Z)5”(M easham et al, 2004: 310). This sixth 

dimension o f the normalisation concept is relevant to the previous discussion 

o f harm reduction practices and policies as it is not only important to 

understand the positive functions o f recreational substance use in the context o f 

normalisation thesis but also the negative outcomes in respect o f public order 

and public health (Parker and W illiams, 2003).

Parker (2005) argues that the pathway from recreational to problematic drug
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careers is related to normalisation whereby young people who have had a 

positive experience o f recreational drug use continue to experiment w'ith other 

drugs via the recreational scene. This was also evident in Ireland where a 

culture o f ecstasy use was followed by an increase in the use o f opiates and as 

previously discussed was also associated with the increasing prevalence o f 

infections. As a result opiate use became a public health concern. According 

to Parker (2005), in the UK, the State response to drug use began to shift in line 

with the normalisation framework. As in Ireland, the U K ’s initial response was 

to extend the war on drugs to young people experimenting with drugs with a 

focus on prevention programmes. However, later strategies have focused on a 

public health response which acknowledges that recreational poly substance 

careers have bedded in (Parker, 2005). This suggests the need to develop 

interventions within a harm reduction framework as the:

"key issue is about public health and the rights o f  younger citizens to be fully 

informed about how to better manage their ‘going out ’ adventures and 

acknowledge and contemplate the longer term risks associated with their 

psycho-active substance repertoires and careers” (Parker, 2005: 214).

The normalisation theory and its contribution to our understanding of young 

people’s drug use and drug policy responses have been critiqued with respect 

to a number o f issues. Shildrick (2002) argues that the concept of 

normalisation has been presented as an overly simplistic account o f young 

people’s drug use and therefore misrepresents young people’s experiences o f 

illicit drugs. Shiner and Newbum  (1999) further argue that the normative 

context o f youthful drug use is exaggerated and inaccurate, arguing that the 

normalization thesis suggests the normalcy o f drug consumption when in fact
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the majority o f young people not only refrain from using illicit drugs but also 

possess negative attitudes towards drugs. This argument has been further 

supported with Ramsay and Partridge suggesting that “ for a large proportion o f 

young people illicit drug use is unusual or exceptional; offers o f drugs may or 

may not be accepted, in short drug use is far from seeming normal or 

unproblematic (1999:57).

Where the two views on young people’s drug use appear to merge is with 

respect to the relationship between socio-economic factors and patterns o f drug 

consumption with the most disadvantaged young people most likely to use a 

wider range o f drugs on a more regular basis and to experience more 

problematic use. “Living in a disadvantaged area and spending time on the 

streets meant that they were more likely to come into contact with drug users at 

an earlier age” (Shildrick, 2002; 46).In addition, the availability o f drugs 

remains a key influence on the types o f drugs that are consumed, where young 

people are involved in street centred networks they are more likely to gain 

knowledge about and access to illicit drugs (Measham et al, 1998; Johnston et 

al, 2000; M acDonald and Marsh, 2001). Choosing not to explore more fully 

how socio-economic factors may influence patterns o f drug consumption 

leaves one skeptical o f the broader significance o f the normalisation concept 

(Shildrick, 2002).

In the discussion o f  drug policy responses in Ireland it is necessary to discuss 

to what degree Irish drug policy adopted the concept o f normalization. As 

previously discussed, the harm reduction response to drug use adopted in 

Ireland is consistent with the sixth dimension o f the normalisation concept
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developed by Parker (2005). However, it is evident that Ireland’s drug policy 

has to some degree adopted the normalisation concept in other ways. As 

Shildrick (2002) argued the concept o f normalisation needs to fully explore the 

relationship between socio-economic factors and drug use, Ireland’s drug 

policy did evolve with respectto our shifting perspectives on drug use as an 

activity, including the causes o f and responses to drug useand related issues not 

only with respect to harm reduction. From 1996 onwards Ireland’s changing 

drug policy reflected the change that drug use was not so much viewed as an 

activity resulting from deviancy, but rather drug use was viewed as the 

outcome o f a range o f  socio-demographic and economic factors including 

disadvantage, poverty and drug availability. Following this shift in 

perspective, Irish drug policy began to view and respond to drug use and 

related issues as a public health and social concern. The adoption o f  the 

normalisation concept within Ireland’s drug policy is evident m our National 

Drug Strategy from the late 1990’s, which will now be discussed in detail.

In 1996 drug policy shifted away from a HIV generated response to a “broader 

concern about all aspects o f drug misuse with a particular concern about the 

links between drug misuse and crime, community safety and community w ell

being” (Farrell and Bunning, 1996:7). The government response combined 

initiatives towards supply reduction and demand reduction. A range o f 

legislative and criminal justice measures were introduced with respect to 

supply reduction while demand reduction measures focused on the 

establishment o f  a Ministerial Task Force to Reduce the Demand for Drugs in 

1996.

13



Moran and Pike (2001) contend that since 1996 the Irish Governm ent’s Drug 

Strategy has been underpinned by the findings, recommendations and policies 

established by the two Reports o f the Ministerial Task Force on Measures to 

Reduce the Demand for Drugs, published in 1996 and 1997, with the overall 

aim being to provide an effective and integrated response to tackling the Irish 

drug issue. This has also informed the previous national drug strategy with the 

overall objective o f the national drug strategy 2001-2008 being to, 

“significantly reduce the harm caused to individuals and society by the misuse 

o f drugs through a concentrated focus on supply reduction, prevention, 

treatment and research” (Department o f Tourism, Sport and Recreation, 

2001:8). The First Report o f  the M inisterial Task Force on Measures to 

Reduce the Demand for Drugs (1996) commonly referred to as the ‘Rabbitte 

Report’ (1996) marked the point in Irish Drug Policy whereby the causal link 

between poverty and serious drug problems was formally acknowledged. The 

Report was referred to as the Rabbitte Report (1996) after the then M inister 

with Special Responsibility for the National Drug Strategy, Pat Rabitte. The 

Report stated that:

"heroin use is concentrated in communities that are characterised by large scale 

social and economic deprivation and marginalisation. The physical and 

environmental conditions in these neighbourhoods are poor as are the social and 

recreational infrastructure’’ (M inisterial Task Force on Measures to Reduce the 

Demand for Drugs, 1996: 5).

At this time, Irish drug policy responded to the link between drug use and 

social disadvantage and exclusion through the development o f  eleven Local 

Drug Task Forces in designated areas in Dublin and Cork. The eleven areas 

were selected in Dublin and Cork based on a number o f factors including the
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level o f heroin use; a lack o f  educational facilities; and physical and 

environmental conditions such as unemployment, poor living conditions, and 

low levels o f educational attainment (Ministerial Task Force on M easures to 

Reduce the Demand for Drugs, 1996). The Local Drug Task Forces were 

established in 1997, comprising a partnership approach between the statutory, 

voluntary, and community sectors.

Local Drug Task Forces (LDTFs) addressed their local drug issues through the 

implementation o f a locally prepared and implemented action plan. There are 

currently, twelve LDTFs in the Greater Dublm areas o f Ballj'fermot; 

Ballymun; Blanchardstown; Canal Communities; Clondalkin; Dublin 12; 

Dublin North East; DunLaoghaire/Rathdown; Finglas/Cabra; North Inner City; 

South Inner City; and Tallaght. There is also a LDTF in Bray, County 

Wicklow and one in Cork. The Regional Drug Task Forces (RDTFs) were 

established in 2007 in regions that were also characterised by high levels o f 

drug use and deprivation, areas that were not already covered by a LDTF. In 

common with the LDTFs the aim o f  the establishment o f the RDTFs was to 

facilitate a more effective response to drug misuse in designated areas. The 

RDTF areas were established in the following parts o f the country: East Coast; 

Midland, Mid Western; North Dublin City and County; North Eastern; North 

West; Southern; South East; South Western; and Western. As with the LDTFs 

the RDTFs are comprised o f representatives from the statutory, voluntary and 

community sector.

In 2005, following a review o f Ireland’s National Drug Strategy, rehabilitation 

became the fifth pillar o f the strategy, alongside supply reduction, prevention,
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treatment and research. Arising out of the Report o f  the W orking Group on 

Drug Rehabilitation, 2007, the National Drug Rehabilitation Implementation 

Committee (NDRIC) was established in 2008. The role o f the NDRIC is to 

address and implement the recommendations from the Report o f the Working 

Group on Drugs Rehabilitation (2007). The NDRIC produced a document “as 

a framework to assist services to plan practically and implement a range o f 

different approaches and to provide an ‘integrated care pathway’ for former 

and current drug users” (Doyle and Ivanovic, 2010: 5). The NDRIC places 

rehabilitation o f current and former drug users firmly within the four tier 

m odel' o f  service delivery with each tier referring to the levels o f the 

intervention provided. The NDRIC proposes an integrated model o f 

rehabilitation where the housing, childcare, educational and health needs and 

the employment oppoitunities o f  recovering drug users should be addressed 

through specific initiatives. The NDRIC framework document prioritises the 

implementation o f inter-agency protocols to ensure that the multiple and 

diverse needs o f  drug users can be addressed in a coordinated way.

Ireland’s drug policy further developed in 2012 with a new integrated policy 

response to substance misuse. The integrated approach now brings policy 

responses to alcohol use and misuse and responses to the misuse o f other 

substances together under one National Substance Misuse Strategy which will 

run until the end o f 2016. This new and integrated response recognised the 

significant harm caused by alcohol misuse in Ireland with the strategy stating 

that:

""alcohol plays a significant role in Irish society   and is responsible fo r  a

^The four tier model refers to the four different levels and types o f  drug treatment and 
rehabilitation service provision which operates within an integrated care pathway for 
rehabilitation
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wide range o f  health and social harms in society and places a significant 

hnrden on the resources o f  the state in dealing with the consequences o f  its use 

and m isuse’’ (Department o f  Community, Rural and Gaeltacht Affairs, 2012: 

6).

According to the OECD Health Data report published in 2011, the average 

Irish adult’s alcohol consumption in 2009 was 11.3 litres per adult (15 years +). 

Ireland was the tenth highest o f forty countries. Irish adults also binge drink 

more than in any other European country, with one quarter o f Irish adults 

reporting that they binge drink every week.

According to the National Drug Related Death Index (NDRDI) (2010) 4,321 

deaths between 2004 and 2008 were due to either alcohol poisoning or deaths 

in alcohol dependent people. This equates to approximately 88 deaths per 

month. Alcohol consumption has also been found to be a contributory factor in 

half o f all suicides and in four out o f ten cases o f deliberate self-harm. 

Therefore, the Government decided in 2009 to integrate the alcohol strategy in 

conjunction with the National Drug Strategy 2009-2016. The recommended 

alcohol related actions have been aligned with the five pillars o f the National 

Drug Strategy namely supply reduction, education, treatment, rehabilitation 

and research.

This section has demonstrated how Ireland’s drug policy has evolved through 

key phases since the 1960's, responding not only to drug use but to issues o f 

health and criminal justice. It is evident that current drug policy recognises the 

association between structural factors and drug use and as such drug policy is
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placed within the broader policies o f social inclusion. A key issue when 

discussing drug policy in Ireland today refers to the shift in focus o f our drug 

policy from one that primarily emphasised an abstinence based response, to a 

policy that primarily adopts a harm reductionist approach.

1.2 Drug Use Prevalence in Ireland

As previously indicated, this thesis focuses on the lived experiences o f drug 

users in two communities located in the W est o f Dublin. It is important to 

contextualise the nature and extent o f the current drug use situation in Ireland 

and how it has changed over the last five decades, drawing from the existing 

research on drug use in Ireland, which is mainly quantitative in nature. Such 

quantitative studies have largely focused on rates o f prevalence and the socio

economic characteristics o f those who use drugs and the communities in which 

they live.

The most recent estimate o f the prevalence o f drug use in Ireland and Northern 

Ireland was carried out in 2010/11 with the results published in November 

2011. This drug use prevalence study is the third all-Ireland general population 

drug prevalence survey conducted by the National Advisory Committee on 

Drugs (NACD) and the Public Health Information and Research Branch 

(PHIRB) o f the Department o f Health, Social Services and Public Safety 

(DHSSPS) in Northern Ireland. The first survey was conducted in 2002/3 and 

the second in 2006/7. The two earlier prevalence surveys were conducted by 

the NACD and the Drug and Alcohol Information and Research Unit (DAIRU) 

in Northern Ireland. These surveys provide the opportunity to gather an array 

o f  information including rates o f drug use, types o f drugs used and age o f first
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dnjg use. The data that stem from these surveys allow us to create a picture o f 

the communities where drug use, and in particular problematic drug use, is 

most prevalent.

The term prevalence refers to the proportion o f a population which has used a 

named drug or drugs over a particular period o f time. Prevalence is measured 

by asking a representative sample drawn from the general population to recall 

their use o f drugs (NACD, 2011). The survey questionnaire used was based 

on the European Model Questionnaire, which follows best practice guidelines 

recommended by the European Monitoring Centre for Drug and Drug 

Addiction (EMCDDA). The three most widely used recall periods are lifetime 

use (ever used a drug), last year or recent use (used a drug in the last 12 

months) and last month or current use (used a drug in the last 30 days). When 

the prevalence o f lifetime use is measured the person surveyed may or may not 

be still using the named drug. It is also important to state that ‘lifetime use’ 

does not necessarily mean that the individual used the drug over a long period 

o f time or that they will use that drug again in the future. This section will 

draw on the most recent survey to provide an overview o f the use o f drugs in 

Ireland across the three measures: lifetime use; last year use; and last month 

use. Some comparisons will also be drawn between the level o f drug use 

revealed in the 2010/2011 survey and those revealed in the 2006/7 survey.

The most recent 2010/2011 survey results, reveal an increase in the number o f 

adults reporting the use o f any illegal drug in their lifetime compared to the 

numbers reporting drug use in the 2006/7 Survey. The 2010/11 survey results 

indicate that the proportion o f  adults (aged 15-64 years) who reported using an
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illegal drug in their lifetim e was 27.2% . This rate represented an increase o f  

3.2%  from  the 2006/7 survey (24%>). The drug o f  use referred to in this general 

population  prevalence survey included am phetam ines, cannabis, cocaine 

pow der, crack, ecstasy, heroin, LSD, m agic m ushroom s, poppers and solvents. 

C annabis was the m ost com m only used illegal drug w ith a rate o f  25%> o f  the 

ad u h  population having ever used, representing an increase o f  3%  from  the 

2006/7 survey. A fter cannabis, ecstasy, cocaine and m agic m ushroom s were 

the m ore com m only used substances, w ith 7%  o f  the population  reporting use 

o f  these substances throughout their lifetime. The survey results suggest that 

less than 1% o f  the general population  have ever used heroin (0.8% ) and the 

reported  rates for users o f  m ethadone (0.5% ) are even lower.

The lifetim e prevalence rate for any illegal drugs was highest am ong those 

aged 25-34 years (42% ), follow ed by the cohort o f  35-44 year olds (39% ), and 

the 15-24 years {21%)  age group. W ith respect to gender, lifetim e use o f  any 

illegal drug w as substantially  h igher am ong m en (36% ) than wom en (19%>), 

w ith  no indication o f  a narrow ing o f  the gender gap in illegal drug use betw een 

the 2006/7 and 2010/11 periods. H ow ever, w om en w ere m ore likely than m en 

to  report the use o f  o ther opiates (42%  vs. 35%>), sedatives or tranquilisers 

(16%) vs. 12%)) and anti-depressants (12%) vs. 8%)}.

T hese surveys indicate that the prevalence o f  drug use in Ireland is increasing. 

This has im plications for drug treatm ent service provision and for the national 

drug policy.
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1.3 The Demand for Drug Treatment

As indicated in the previous section o f this chapter, the most recent national 

drug prevalence survey in 2010/11 revealed an increase from the previous 

survey period in 2006/7, in the number o f  adults reporting the use o f any illegal 

drug in their lifetime, with cannabis the most commonly used illegal drug and 

with more men than women reporting having used an illicit drug. This section 

provides an overview o f the current demand for drug treatment across Ireland, 

and provides a description o f the numbers presenting to and accessing drug 

treatment. The available information on the numbers o f drug users accessing 

dnig treatment m Ireland is provided through the National Drag Treatment 

Reporting System (NDTRS).

The NDTRS is referred to as an ‘epidemiological database’ on treated problem 

drug use in the state. In the NDTRS, treatment is defined as "any activity 

which aims to ameliorate the psychological, medical or social state o f 

individuals who seek help for their drug problems" (HRB, 2005: 5). Ireland's 

drug treatment figures are compiled by the NDTRS by collecting information 

with regard to each person who receives treatment for problem drug use at 

treatment centres in a given year. The information collected is then compiled 

at national level by the Drug Misuse Research Division (DMRD) o f  the Health 

Research Board (HRB). Treatment options included for reporting refer to one 

or more o f the following; medication (detoxification, methadone reduction and 

substitution programmes), addiction counselling, group therapy, psychotherapy 

and/or life skills training with treatment provided in both residential and non- 

residential settings.

21



According to the NDTRS (2010) drug treatment data are viewed as an indirect 

indicator o f drug and alcohol misuse, as well as a direct indicator o f demand 

for treatment services. This data is used at national and European levels to 

provide information on the characteristics o f  clients entering treatment, and on 

patterns o f drug misuse, such as types o f drug used and consumption 

behaviours. The most recent reporting period, from 2005 to 2010, indicated 

that overall in Ireland the number o f drug users presenting to drug treatment 

has increased.

Just as the recent prevalence studies reveal an increase in lifetime drug use in 

Ireland, so too does the most recent data on treated problem drug use in Ireland 

indicate a significant increase in the number o f people presenting for treatment 

for problematic drug use, an indicator o f the increased problematic drug use 

issue in the country. In the period from 2005 to 2010, the number o f cases 

entering drug treatm ent each year and reported to the NDTRS increased by 

52% from 5,176 in 2005 to 7,878 in 2010. However, the increase in the 

demand for drug treatment not only reflects the increase in drug use prevalence 

rates but also an increase in drug treatment availability and drug treatment 

service providers compliance with the NDTRS. The highest proportion (35%) 

o f  cases accessing treatment lived in the HSE Dublin M id-Leinster Region (the 

location where this research took place) with 27% living in the Dublin North 

East Region. Table 1 indicates the number o f  drug users treated for problem 

drug use during the period from 2006-2010 living in the locations where the 

research took place. The locations are referred to as West Dublin 1 and West 

Dublin 2. A detailed description o f each location is provided in Chapter three.
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Table 1: Numbers treated for problem drug use, from W est Dublin 1 and 

West Dublin 2, 2005-2010

Area 2005 2006 2007 2008 2009 2010

West Dublin 1 137 142 178 260 235 229

West Dublin 2 305 346 303 366 377 314

Totals 442 488 481 626 612 543

The majority o f cases (61%) entering into treatment between 2005 and 2010 

were treated for problematic opiate use followed by cannabis (21%) and 

cocaine (11%). The majority o f cases (68%) entering treatment between 2005 

and 2010 for reported problem use o f  more than one substance with cannabis, 

alcohol, cocaine, and benzodiazepines the most common additional substances 

reported. The majority o f cases (68%) were receiving treatment in an 

outpatient setting; 58% were receiving counselling; 32% were receiving a brief 

interv'ention; 25% received methadone substitution; and 23% attended an 

education/awareness programme.

Data showed that 50% o f the new cases entering treatment between 2005 and 

2010 had started drug use at or before the age o f fifteen years. The majority o f 

persons entering into treatment were male and in their twenties. The average 

length o f  time between first use o f main problem drug and first entry into 

treatment was five years. The median age o f  persons entering into treatment 

increased from twenty six in 2005 to twenty eight in 2010, with trends 

indicating an increase in older opiate users seeking treatment for the first time 

alongside an increase in younger new benzodiazepine cases.
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Although these surveys produce quantitative rates and statistics on drug use 

and drug treatment demand trends and characteristics for use in the 

development o f national drug policy, they do not, however, provide a rich 

exploration and explanation o f the lived experiences o f people who are using 

drugs. The publication o f qualitative drug use research in Ireland has provided 

us with this necessary exploration o f drug users' lives and descriptions o f their 

experiences which complements what the quantitative data tells us about drug 

use in Ireland.

Some examples o f Irish qualitative drug use research include research 

exploring young people’s drug using pathways (Mayock, 2002); the 

construction o f drug journeys among young people (Mayock, 2005); an 

exploration o f  drug use amongst the travelling community (Van Hout, 2009); 

substance use among Irish youth (Van Hout, 2009); service user involvement 

in a methadone maintenance programme (King, 2011); the role o f education in 

recovery (Keane, 2011); heroin detoxification seeking (McDonnell and Van 

Hout, 2011); the experience o f Irish injecting mephedrone users (Van Hout and 

Bingham, 2012) and injecting behaviours and blood-borne viruses (McElrath 

and Harris, 2013). The importance o f qualitative research in the drug use field 

and the contribution that qualitative research can make to national drug policy 

and the formulation o f appropriate service provision will be discussed 

throughout this thesis.

1.4 Ireland's Qualitative Drug Use Research

This section will provide a brief overview o f some o f the qualitative drug use 

research (Mayock, 2002, 2005; Van Hout, 2009, 2009, 2009; McDonnell and
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Van Hout, 2011; Keane, 2011; King, 2011; Van Hout and Bingham, 2012 and 

McElrath and Harris, 2013) that has been conducted in Ireland to date, with a 

particular focus on what this research tells us about drug users and their 

experiences o f drug use, drug using practices and drug treatment service 

provision.

M ayock’s (2002) qualitative study o f drug use by young people "Dmg  

pathways, tfansitions and decisions: The experiences o f  young people in an 

inner-city Dublin Community’ ’ explored young people's drug 'journeys' and 

documents emerging drug pathways (Mayock, 2002). The study adopted an 

ethnographic approach with in-depth interviews and focus group discussions 

conducted in order to generate data on the social and drug related experiences 

o f 15-19 year olds. Findings from this study indicated:

“the important role o f social/contextual influences in the inward transitions to new 

dn/gs and suggest that drug choices are highly motivated by young people's 

experience o f and interaction with, their social environment” (Mayock, 2002: 

117).

Mayock (2005) also conducted a longitudinal ethnographic study ‘Scripting  

risk: Young people and the construction o f  drug journeys  This study 

examined young people’s drug use and their drug transitions within a 

framework o f risk (Mayock, 2005). Individual interviews and focus group 

discussions were the primary methods o f data collection. Findings from this 

study highlight:

"the complex social negation o f  drug journeys. Analysis o f  change in drug use 

behavior over the study period demonstrate that drug transitions unfold alongside 

dynamic and changing perceptions o f safet}' and risk" (Mayock, 2005: 349).
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Van Hout (2009) conducted an exploratory study of drug use among the 

travelling community titled 'Irish Travellers and dm g use: an exploratory 

study'. The methods of data collection included focus groups and interviews. 

According to Van Hout (2009) the focus groups explored the key themes 

relating to travellers and drug use by travellers. The key themes explored in 

the focus group setting included traveller culture and drug use; drug 

availability and drug dealing; gender differences in drug use and types of drugs 

used; reasons for drug use; levels o f drug related knowledge; attitudes to drug 

use; drug taking contexts and patterns; problematic dmg use among the 

traveller community; drug awareness; perceptions of risk; and experiences of 

drug treatment and community services (Van Hout, 2009). According to Van 

Hout (2009) the findings demonstrated that the traveller community 

experiences of drug use indicated an increased availability of drugs in recent 

years; travellers indicated that some members of their community were drug 

dealing and drug using which was attributed to unemployment, lack of 

education, depression and increased contact with the settled community.

Van Hout (2009) also conducted a study which aimed to explore the use of 

substances among Irish Youth in ‘Drug and alcohol use among Irish rural 

adolescents: a brief exploratory^ study ’. Interviews were undertaken with 220 

young people based in schools and training centres within a rural area of the 

south eastern region of Ireland. Van Hout claims that her findings support the 

contention thaX\"against the backdrop o f  rising drug use prevalence, the 

attitudes towards dm g use o f  both recent users and abstainers have become 

more liberal and 'normalised'" (Van Hout, 2009: 20).
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A study exploring substance use among Irish Youth but from the perspective of 

service providers \4n exploratory’ study o f  substance use among Irish Youth: a 

sen ’ice providers perspective’ also indicated this 'normalised' attitude to drug 

taking among young people (Van Hout, 2009).

McDonnell and Van Hout (2011) adopted a grounded theory approach to 

conceptualise the main concern o f  heroin users who are seeking detoxification. 

Forging a path for abstinence explains how people respond to their concern of 

getting clean from heroin (McDonnell and Van Hout, 2011). The authors 

describe three sub-processes along this path to abstinence which are; resolution 

(resolving to stop); navigation (deciding how to stop); and initiation (stopping 

use). These sub-processes are carried out by heroin users within a context o f 

subjective levels o f four significant personal resources which refer to 

dependence knowledge; treatment awareness; treatment access; and alliance. 

McDonnell and Van Hout (2011) argue that the nature o f  the resource context 

greatly determines whether a heroin user seeks detoxification, or not. 

McDonnell and Van Hout (2011) concluded that valuable insights are gained 

from studying heroin users’ out o f treatment experiences o f trying to become 

drug-free.

The qualitative research conducted by Keane (2011) in an Irish rehabilitation 

programme ‘The role o f  education in developing recovery’ capital in recovery 

from substance addiction ’ will be reviewed and discussed in chapter two.

A qualitative study carried out by King (2011) 'Service user involvement in 

methadone maintenance programmes. The philosophy, the ideal and the
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reality' sought to address the gap in the knowledge and understanding of 

service user involvement within a methadone maintenance programme. In- 

depth semi-structured interviews were conducted with twenty service users and 

service providers. The findings o f the study revealed the imbalance o f 

knowledge and power between provider and user (King, 2011).

Van Hout and Bingham (2012) recently conducted a study exploring the use of 

and perceived consequences of mephedrone based head shop products. The 

study conducted in-depth interviews using a phenomenological approach with 

eleven injecting drug users attending a low threshold harm reduction service. 

The aim of the study was to describe the experiences of a group of Irish 

injecting drug users who were injecting mephedrone based headshop products 

prior to the introduction of legislative controls in Ireland. The study 

particularly described the experiences o f drug users with respect to the effects 

o f injecting mephedrone; the settings and contexts for injecting drug use; risk 

perceptions and harm reduction perspectives (Van Hout and Bingham, 2012).

McElrath and Harris (2013) conducted a study which explored peer injecting 

and injecting order at initiation into injecting drug user (IDU) and during 

subsequent injecting episodes. The study highlighted the experiences of 41 

males and females who had recived injections from other IDU’s. The findings 

highlight the layers o f risk associated with the peer injecting environment with 

the minority of respondents recalling injecting second, putting them at greater 

risk o f exposure to blood from the peer injector (McElrath and Harris, 2013). 

The study showed that peer injecting was associated with a lack of knowledge 

about the injecting process and when the respondents developed venous
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problems or experienced withdrawl symptoms that prevented self-injection.

This section has provided an overview o f  the array o f  qualitative research on 

drug use that has been conducted in Ireland, and outlined what this research 

tells us about drug users and their lived experiences. This research has 

informed us o f pathways and journeys into drug use; drug using practices and 

experiences; attitudes towards drug use and experiences o f drug treatment and 

recovery, using the voice o f the drug user. Similarly, this thesis allows the 

voice o f drug users to be heard, as they describe their childhood experiences; 

mitiation into drug use, lived experiences as a drug user and their experiences 

o f drug treatment and recovery. This thesis also describes in detail, the stigma 

experienced as a drug user and the identity issues they were faced with, and 

adds to the already existing bank o f information and data that has been 

gathered through qualitative drug use research in Ireland. In the next section, a 

discussion o f Goffman's theoretical perspective o f stigma and identity will be 

provided, followed by a description o f  how Goffman's (1963) theoretical 

framework has been adopted in this thesis and applied to the experiences o f 

drug users in an attempt to understand the complexity o f  their lives and their 

experiences.

1.5 Sociological Identity Perspectives -  Erving Goffman

Erving Goffman (1963) proposed a sociological model o f social identity five 

decades ago. Goffman has been cited as one o f  the most influential American 

sociologists o f the twentieth century and was a central figure in American 

sociology from the early 1960's until his death in 1982. Goffman (1963) 

developed a comparative, qualitative sociology that aimed to produce
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generalisations about human behaviour (Fine and Manning, 2003). Coffman's 

career began in chemistry before pursuing a career in sociology under the 

guidance o f C.W.M. Hart and Ray Birdwhistell at the University o f Toronto 

and graduating with a degree in sociology in 1945. Goffman subsequently 

moved to the University o f Chicago to pursue graduate work and the 

completion o f his master's thesis in 1949. According to Fine and Manning 

“Goffman was part o f a group o f  young scholars who revealed an interest in the 

development o f theories o f  collective behaviour, race and ethnicity, work and 

occupations, and deviance, grounded in empirical analyses, which set an 

agenda for research in these areas for decades” (2003; 41).

Coffman's (1963) theory o f identity and stigma was proposed and discussed in 

his book Stigma: notes on the management o f  spoiled identity’. Coffman (1963) 

argues that an individual's social identity is made up o f personal and structural 

attributes. Society places individuals into categories or settings which establish 

the type o f person likely to be encountered in each setting. W hen we come into 

contact with an individual we make assumptions about the attributes they 

possess and in turn their social identity. Goffman (1963) further distinguished 

between the individual's ’actual’ social identity and their 'virtual’ social 

identity. Our ‘actual’ social identity is formed on the basis o f  the attributes we 

are proven to possess whereas our ‘virtual’ social identity refers to the 

assumptions strangers hold about the attributes that an individual possesses. 

When there is a discrepancy between the attributes we assume an individual to 

possess and the ones they actually do possess, a stigma arises.

The possession o f a stigma arising from the discrepancy between the two types
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of identity results in two outcomes. Firstly, the individual is ‘discreditable’ if 

the stigmatising attribute is not evident or known about. Secondly, the 

individual is ‘discredited’ if  the stigmatising attribute is obvious or disclosed. 

When a stigmatising attribute is possessed, resulting in a ‘discreditable’ or 

‘discredited’ nature, the stigmatised individual now divides his world into a 

large proportion to whom they attempt to conceal and hide the stigmatising 

attribute they possess using a number o f strategies termed 'techniques o f 

information control' and 'passing' and a small proportion to whom they disclose 

the stigma they possess. A number o f events may occur prior to the 

recognition that they are in fact stigmatised. Once the stigma is recognised 

their identity is recognised as ‘spoiled’. The person may undergo a 

transformation process in an effort to correct their 'spoiled' identity in favour o f  

the construction o f a ‘norm al’ identity.

1.6 The Need for Research

This chapter has provided an overview o f statistics that indicate an increase in 

the number o f  individuals in Ireland who are experimenting with drugs, 

progressing to problematic drug use and accessing some type o f drug treatment 

in Ireland. With a current estimate o f fifteen thousand drug users in Ireland 

(NACD, 2011) and more than seven thousand currently in some type o f drug 

treatment (Bellerose, Carew and Lyons, 2011) the continued use o f  illegal 

drugs in Ireland is an ongoing concern. The concern regarding the drug use 

situation is not only due to the increased level o f  drug use and the increased 

demand for drug treatment, it is also a concern due to the accepted link 

between drug use and criminality (The Probation Service, 2012; O ’Mahony, 

1997; Keogh, 1997 and Connolly, 2006), the association between drug use and
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health issues (Woods, 1991; Butler, 2002; Nutt, 2010) and the connection 

between drug use and deprivation i.e. poverty, unemployment and low levels o f 

education (Dean et al, 1983; O ’Kelly et al, 1988; Ministerial Task Force on 

Measures to Reduce the Demand for Drugs, 1996 and O ’Gorman, 2000). 

Together these drug-related and associated issues suggest the need for further 

research in the field o f  drug use. Due to the established link between drug use 

and criminality, health issues and deprivation, drug users have been 

criminalised, demonised and marginalised from many aspects o f mainstream 

society, which also suggests that the need for continued research in the field o f 

drug use is important.

This chapter has provided an overview and discussion o f the available 

quantitative and qualitative literature and research pertaining to drug use and 

drug users in Ireland. This thesis recognises the importance o f all fonns of 

research in relation to drug use but proposes that qualitative research can make 

an especially important contribution in providing a detailed account o f the lives 

and experiences o f a vulnerable group largely marginalized from mainstream 

society. With the use o f  qualitative research we can begin to develop a picture 

o f the lived experiences o f drug users which can allow us to develop a greater 

understanding o f  drug using and drug treatm ent careers. National drug policy 

and drug treatment service provision has mainly been informed by quantitative 

studies; however, there is scope for the 'thick' descriptions o f the lived 

experiences provided through qualitative studies to inform our national drug 

policy and drug treatment and rehabilitation service provision.

In addition to the need for fiirther drug use research that is o f  a qualitative
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nature, there is also a need for theoretically informed qualitative drug use 

research. In Ireland, theoretically informed drug use research is minimal with 

research in this field typically driven by policy rather than theory. 

Theoretically informed research on identity and stigma associated with drug 

use and drug treatment are not well researched concepts in the Irish literature 

and identity work is not generally an implemented feature in drug treatment 

centres and programmes.

1.7 W hat This Thesis Aims to Achieve

This thesis aims to address the gap in our knowledge o f qualitative and 

theoretically informed drug use research, and sets out to achieve a num ber o f 

aims through an exploration o f the lived experiences o f  drug users using a 

sample o f drug users from two suburban communities in West Dublin. In 

explormg the lived experiences o f drug users, this thesis aims to explore and 

describe the early childhood experiences o f the research participants, and to 

outline the difficulties and challenges they encountered within their familial, 

school and wider community environments. This thesis also aims to apply 

Coffman's (1963) theoretical perspective o f stigma and identity to explore the 

introduction o f research participants to licit and illicit drug use and their 

subsequent progression to more problematic drug use.

In describing the lives and drug using experiences o f  research participants, this 

thesis also sets out to explore how through the stigma o f drug use their social 

identities became 'spoiled' and in turn they became ‘discreditable’ and 

‘discredited’ individuals (Coffman, 1963). This thesis allows us to form a 

picture of drug users and their lives and thus provides a supplement to the
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statistical information regarding the numbers o f drug users in Ireland and their 

socio-economic characteristics.

This thesis also aims to explore and identify the points in their drug using 

careers that they recognised their identities as ‘spoiled’; to detail the numerous 

and varied strategies employed by drug users to conceal their drug use from 

parents, partners, peers, teachers and employers in an effort to 'pass' themselves 

o f  as 'normal' (Goffman, 1963); and using Goffman's theoretical concept of 

‘moral career’ to explore the point in their drug using careers that they 

disclosed their drug using identities and to whom they made this disclosure.

In addition to exploring the drug using career o f drug users, this thesis also set 

out to explore the drug treatment experiences o f the research participants and 

how Goffman's (1963) theoretical concepts as set out in Stigma: notes on the 

management o f  spoiled identity can further our understanding o f drug treatment 

processes.

Finally, using Goffman's stigma and identity theory this thesis sets out to 

explore how drug users attempt to repair their 'spoiled' identities through the 

drug treatment process, and return to a life o f 'normal' through the construction 

o f  'normal' identities.

1.8 Research Questions

Using Goffman's theoretical perspective o f stigma and identity, this thesis 

addresses six key research questions. The six key research questions are 

detailed below.
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The thesis firstly sets out to explore the research participants’ early childhood 

experiences and the stigma associated with these early experiences. Therefore, 

this thesis sets out to answer the question, what are the early and stigmatising 

childhood experiences o f the drug users in this study?

The stigmatising experiences encountered from a young age may provide 

insight into the drug users’ drug using initiation pathways. This thesis 

therefore sets out to answer the question: how can Gofftnan's theoretical 

concepts o f stigma and identity further our understanding of the drug using 

career o f the drug user?

Through an exploration o f the stigma associated with drug use and how the 

social identity o f the drug user becomes 'spoiled' resulting in a 'discreditable' 

and 'discredited' individual, this thesis asks: how is Goffman's

conceptualisation o f the 'spoiled' identity applicable to our understanding o f 

drug use and the 'drug user' identity?

The thesis explores the drug treatment careers o f the research participants and 

asks how can Goffman's concepts o f  stigma and identity be applied to our 

understanding o f  drug treatment careers?

Finally, the thesis considers the transform ation from a 'spoiled' identity to the 

concept o f a 'normal' identity as described by Goffman. The thesis considers 

the importance o f these 'normal' identities identified as a 'worker'; a 'student'; a 

'mother' and a 'father'. The thesis asks how Goffman's concepts o f stigm a and 

identity are applicable to our understanding o f how drug users construct more
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'normal' identities?

This thesis provides the answers to these questions and in doing so enhances 

our understanding o f drug users, their lives and their experiences. This thesis 

contributes to our understanding o f the lives o f drug users prior to drug use, 

their drug using initiation pathways, their progression to more problematic 

drug use, their drug treatment experiences, and their efforts to return to 'normal' 

life and the processes involved. The answers to these questions enable us to 

develop a very different picture o f the criminalised and demonised drug user 

and to identify appropriate support structures and treatment processes that can 

enhance the drug treatment experiences and outcomes for drug users.

1.9 A Brief Overview of this Thesis

Chapter two presents a review o f  literature. The literature reviewed concerns 

six key issues which refer to social identity theory; identity and drug use; 

stigma and drug using identity; drug treatment, stigma and identity; barriers to 

drug treatment and recovery capital. The first issue explored is the concept o f 

social identities, a concept that is explored through considering both 

sociological and psychological theoretical perspectives. The second issue 

explored is that o f social identity and its association with drug use. Drug use 

and social identity is mainly explored through Coffman's (1963) sociological 

and theoretical concept o f 'spoiled' identity. The 'drug user' identity is also 

explored in the context o f  more recent literature. The third issue explored in 

the review o f  literature is the concept o f stigma with particular attention paid to 

the work o f Coffman (1963). In particular, the stigma associated with drug use 

is explored and the implications for drug users are considered. The fourth issue
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explored in chapter two refers to drug treatment recovery processes and the 

connections between social identity and stigma and how all three concepts are 

interrelated. The fifth issue considered in the review o f  literature chapter refers 

to barriers to drug treatment. When exploring such barriers to drug treatment, 

identity and stigma issues are once again considered. This section will draw on 

the available literature to discuss the implications o f drug use as a stigmatising 

attribute, specifically as it poses a barrier to drug treatm ent and recovery. The 

final issue discussed in this chapter refers to the different types o f capital 

namely physical, social, human and cultural capital and how together these 

different forms give rise to the concept o f recovery capital which helps to aid 

our understanding o f desisting from drug use.

Chapter three presents an overview and discussion o f  the research methodology 

adopted for this research and the ethical considerations that have guided this 

research. The chapter begins with a consideration o f  the use o f a qualitative 

approach to social research and in particular drug use research. This chapter 

gives a detailed description o f the methods used through the processes o f data 

collection, data management and data analysis. A detailed description o f the 

research participants is also provided and the location within which the 

research is placed is oudined. The chapter also provides a description o f the 

ethical principles and theones that guide qualitative research and the ethical 

dilemmas encountered in this thesis.

Chapter four provides a detailed description o f Coffman's concepts o f social 

identity and 'spoiled' identity and how they are applicable in aiding our 

understanding o f  the experiences o f drug users from childhood through to
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adulthood. This chapter draws on the framework outhned in Erving Coffman's 

(1963) work - Stigma: Notes on the management o f  spoiled identity’ to describe 

the experiences o f identity and stigma and how these concepts and processes 

are relevant and applicable to our understanding o f  initiation into drug use and 

further progression into more problematic drug use. This chapter also reveals 

that drug use is not the only stigmatising attribute that the research participants 

possessed, and points out that the majority o f interviewees had experiences o f 

other stigmatising attributes that also resulted in a 'spoiled identity'. The many 

stigmatising attributes experienced by the research participants in this study 

from their childhoods through to adulthood will be highlighted through a 

discussion o f the experiences and circumstances they encountered as young 

children.

Chapter five considers how' drug users as stigmatised individuals experience 

the shame o f possessing the identity o f a 'drug user' and how they enter into 

processes whereby they attempt to conceal their drug use and shame. This 

chapter explores the strategies employed termed 'techniques o f  information 

control' and 'passing' to conceal their drug use and considers both the benefits 

o f and the implications o f employing such techniques in familial, employment 

and educational settings. By considering these consequences we can see that 

the stigma o f drug use, may continue with the individual long after they have 

transformed their identity from one o f  a 'spoiled' and 'drug using' identity to 

that which Goffman refers to as 'normal'. The chapter describes the identities 

o f  drug users, paying particular attention to their drug using identity.

Chapter six describes G offm an’s concept o f transformation and how the
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research participants transformed their drug user identity through the process o f 

drug treatment. In doing so, this chapter will discuss the reasons and 

circumstances which precipitated their exit from illicit drug use and their exit 

pathways from illicit drug use. The ways in which they transformed their drug 

user identities and constructed a new identity or returned to previously held and 

more favoured identities o f ‘w orker’, ‘student’, ‘m other’ and ‘father’ will also 

be discussed.

Chapter seven highlights and discusses Coffm an’s theoretical concepts o f the 

‘w ise’ and ‘sympathetic other’ in the context o f the support received from 

similar others who currently share or previously shared the stigma o f drug use 

and the supports received from family members and professional addiction 

service providers in the repairing o f the ‘spoiled’ identity. This chapter 

addresses the importance o f personal and professional supports in their 

transformation from ‘drug user’ to ‘norm al’.

Chapter eight outlines the key findings o f this thesis and the contributions this 

thesis makes to existing knowledge. This chapter situates the key findings in 

the context o f the current debate about the applicability o f Coffman's 

theoretical concepts, and argues that his theoretical perspective on stigma and 

identity continues to enhance our understanding o f the drug using and drug 

treatment careers o f drug users.
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2 Literature Review

2.1 Introduction

The chapter is organised into six thematic sections followed by a conclusion. 

The first section considers the theoretical concept o f social identity, which is 

explored through a number o f different sociological and psychological 

theoretical perspectives that are outlined. This section also explores drug use 

through the analytical lens o f various theoretical perspectives o f identity and 

introduces the theoretical concept o f'spoiled ' identity (Goffman, 1963). The 

second section, addresses the concept of stigma with particular reference to the 

works o f Goffman (1963); Link and Phelan (2001) and Katz (1999). The third 

section considers literature on the stigma associated with drug use and by drug 

users. Section four presents a review of the literature on recovery from drug 

use and how the concepts o f drug use, identity and stigma are interrelated. 

Section five discusses the barriers experienced by drug users when entering 

drug treatm ent and identifies barriers associated with the key concepts o f 

identity and stigma. The final thematic section discusses the literature 

regarding capital and how the different forms o f capital (physical, human, 

social and cultural) are applicable not only to our understanding o f  the potential 

causes o f  drug use but also to how individuals make a successful recovery 

from drug use.

2.2 Social Identity

Previous research (McIntosh and McKeganey, 2000; Gibson, Acquah and 

Robinson, 2004; Rodner, 2005; Rhodes, Watts, Davies, Martin, Smith, Clark et 

al, 2007; Radcliffe and Stevens, 2008; Simmonds and Coomber, 2009) has
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explored and discussed the link between drug use and social identity, and 

contended that drug users have what has been termed a 'spoiled' identity 

(Goffman, 1963) resulting from their drug use and associated drug using 

behaviours. Past research has also identified the importance o f the construction 

o f a new and non-drug using identity, or the reconstruction o f a previous 

identity prior to drug use, if  the user is to make a successful recovery from drug 

use dependency (Biemacki, 1986; M cIntosh and McKeganey, 2000; Larkin 

and Griffiths, 2002). Before discussing the link between drug use and identity 

and the connection between identity and recovery, this section will discuss the 

different models o f social identity.

A number o f different theoretical perspectives on social identity have been 

developed by various analysts. In the main the models developed view social 

identity from a sociological or a psychological perspective. Sociological 

models pay more attention to structural issues and refer “to the features o f  the 

system in which the self is embedded and to the nature o f the self-structure 

itse lf’ (Deaux, 2000: 2). In contrast, psychological models focus in particular 

on the cognitive processes o f categorisation and comparison. Literature 

detailing both sociological and psychological theoretical perspectives o f  social 

identity is discussed below.

2.2.1 Sociological Identity Perspectives

A key sociological perspective on social identity is symbolic interactionism, a 

term first employed by Herbert Blumer (1969) who was greatly influenced by 

the work o f George Mead. Early perspectives o f symbolic interactionism have 

been latterly elaborated on in the work o f Stryker and Serpe (1982) and Stryker
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(1987). This review o f  literature will consider in more detail the sociological 

social identity theory proposed by Goffman (1963) in his book Stigma: notes 

on the management o f  spoiled identity’. Goffman (1963) contends that an 

individual's social identity is made up o f personal and structural attributes 

(1963). Society places individuals into categories or settings which detennine 

the type o f  person likely to be encountered in each setting. W hen we come into 

contact with an individual we make assumptions about the attributes they 

possess and in turn about their social identity.

Gofftnan (1963) further distinguishes between the individual's ’actual’ social 

identity and their 'virtual’ social identity. Our ‘actual’ social identity is formed 

on the basis o f the attributes we are proven to possess whereas our ‘virtual’ 

social identity refers to the assumptions strangers make regarding the attributes 

that an individual possesses. When there is a discrepancy between the 

attributes we assume an individual to possess and the ones they actually do 

possess a stigma arises. Goffman (1963) identifies two possible outcomes 

when a stigma arises from the discrepancy between the two types o f identity. 

Firstly, the individual is ‘discreditable’ if  the stigmatising attribute is not 

evident or known about. Secondly, the individual is ‘discredited’ if the 

stigmatising attribute is obvious or disclosed. The concept o f stigma is 

discussed ftirther later in this chapter.

2.2.2 Psychological Identity Perspectives

A number o f  psychological models o f social identity, termed motivational 

models, have been proposed and developed by theorists over the years. “These 

general motivational models put their stress on the need states o f the
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individual, but give less attention to the characteristics o f the identity groups 

that might satisfy these needs” (Deaux, 2000:11). M otivational theories 

include Social Identity Theory (Tajfel, 1981; Tajfel and Turner, 1979); Optimal 

Distinctiveness Theory (Brewer, 1991); Uncertainty Reduction Theory (Hogg, 

2000), and Functional Models o f  Social Identities (Deaux, Reid, Mizrahi and 

Cotting, 1999). Each o f these motivational theories o f social identity will be 

discussed in turn.

2,2.3 Social Identity Theory -  the need for self-esteem

The social identity theory developed by Tajfel (1981) and Tajfel and Turner 

(1979) proposes that individuals belong to groups which enhance their self

esteem. According to this model, individuals engage in a process o f self

categorisation which also entails a process o f self- stereotyping. Through the 

process o f self-categorisation and self-stereotyping, group members take on the 

characteristics associated with the prototypical group member. The more a 

group satisfies the need for self-esteem, the more strongly the individual 

identifies with the prototypical attributes o f the group. This leads to feelings o f 

positivity regarding their own group membership which results in more 

intensely positive emotions about being linked to that group (Capozza, Brown, 

Aharpour and Falvo, 2006). This model emphasises situational determinants o f 

social identification and therefore although different people belong to the same 

group they may attach different meanings and significance in their 

identification with that category in their daily interactions. It is therefore 

necessary to consider the socially derived meanings that the identity carries 

(Deaux, 2000).
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2.2.4 Subjective Uncertainty Reduction Model -  the need to reduce 

uncertainty

Subjective Uncertainty Reduction Model (Hogg and Abrams, 1993; Hogg and 

Mullin, 1999; Hogg, 2000) is a model o f social identity that suggests that 

“people need to feel certain about their self-concept, perceptions, attitudes and 

behaviours and the world around them ” (Capozza et al, 2006; 52).

Experiencing uncertainty motivates behaviours aimed at reducing uncertainty 

and promoting certainty. Hogg (2000) proposes that a way o f reducing 

uncertainty is to belong to a relevant category. W hen we belong to a group, 

uncertainty is reduced because the prototypical attributes o f the group have 

descriptive and prescriptive meaning. Thus, “the more people identify, the

more they perceive themselves and behave in terms o f the prototypical

attributes o f the in-group, the more they evaluate positively and feel attraction 

toward their fellow group members and ultimately the more uncertainty is 

reduced (Capozza et al, 2006; 53). Unlike Tajfel and Turner (1979), Hogg 

(2000) argues that the need to reduce uncertainty is more fundamental than the 

need for self-esteem.

2.2.5 Optimal Distinctiveness Theory -  the need for inclusion and

identiflcation

The Optimal Distinctiveness Theory (Brewer, 1991; Brewer and Pickett, 1999; 

Brewer and Roccas, 2001) proposes that two fundamental needs are present in 

individuals. Firstly, the need for assimilation and inclusion as there is the 

potential to be excluded and isolated if  we do not belong to a group. Secondly, 

the need for differentiation and distinctiveness as we need to perceive 

ourselves as different if  we are to comparatively appraise ourselves. This
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model proposes that groups that are clearly distinct from other groups satisfy 

the need for both inclusion and identification.

2.2.6 Functional Model

The final motivational model o f social identity for discussion is the Functional 

Model (Deaux et al, 1999; Aharpour and Brown, 2002). The Functional Model 

o f social identity proposes that belonging to a group can serve a variety o f 

identity functions in addition to the enhancement o f self-esteem. These 

functions include insight; reciprocal help; societal interactions; intragroup 

comparisons; intergroup comparisons; and collective self-esteem. However, 

previous research (Deaux et al, 1999) has found that different groups 

emphasise the importance o f different functions e.g. religious groups’ 

emphasise self-insight, in-group cohesion and collective self-esteem. In 

contrast, sports teams emphasise intergroup comparisons, collective esteem and 

social interactions. The reason for these variations is not yet understood.

As demonstrated here, sociological and psychological models o f social identity 

differ in their understanding o f  social identity and its functions. The 

psychological models tend to emphasise social identity in relation to the group 

context and the sociological models emphasise social identity in relation to 

self-structure. Goffman's (1963) sociological model o f social identity 

emphasizes the individual and how the individual is perceived in different 

social contexts. So how is the concept o f social identity relevant to our 

understanding o f drug use and recovery? Using Goffman's (1963) theory o f 

identity, and in particular the concept o f 'spoiled' identity, previous research 

suggests that through drug use the drug user’s identity becomes 'spoiled' and
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the recovery process involves the constructing of,or a return to, an 'unspoiled' 

identity.

Research evidence has also shown that drug users attempt to separate 

themselves from their drug using identity through processes which include 

'distancing' (McIntosh and McKeganey, 2000; Gibson et al, 2004); 'othering' 

(Rodner, 2005); and 'downward comparison' (Simmonds and Coomber, 2009). 

Downward comparison is explained as a practice which:

“involves individuals denigrating, or comparing themselves favourably, with other 

drug users; contrasting the good person they: are now with the bad person they 

were whilst using dmgs; and distinguishing between the addict within themselves 

and the ordinary person they' really are ” (Neale, Nettleton and Pickering, 2011:

4)

2.3 Stigma and Discrimination

Goffman explains that, “the Greeks originated the term stigma to refer to 

bodily signs designed to expose something unusual and bad about the moral 

status of the signifier” (1963:11). According to Goffman (1963) a stigma 

arises when a person possesses an attribute which makes him/her different 

from others and makes them:

"a less desirable kind -  in the extreme, a person who is quite thoroughly bad, or 

dangerous, or weak. He is thus reduced in our minds from a whole and unusual 

person to a tainted, discounted one" (Goffrnan, 1963: 12).

The stigmatising attribute makes the possessor of the stigma less desirable than 

the non-stigmatised in a range of social contexts. In his book Stigma: notes on 

the management o f  spoiled identity, Goffman (1963) provides a detailed 

account of the interactions between the stigmatised and the non-stigmatised,
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interactions which are influenced by the awareness o f the presence o f the 

stigma by both parties. “We believe the person with the stigma is not quite 

human, we construct a stigma theory, an ideology to explain his inferiority and 

account for the danger he represents, sometimes rationalising an animosity 

based on other differences, such as those o f social class” (1963: 15).

Goffman (1963) proposes three types o f  stigma; the first type consists o f 

various physical deformities; the second type are blemishes o f  individual 

character perceived as weak will, domineering or unnatural passions, 

treacherous and rigid beliefs and dishonesty; and the final type is the tribal 

stigma o f race, religion and nation. Goffman (1963) identified a number o f 

stigmatising attributes including addiction, alcoholism, homosexuality, mental 

disorder and imprisonment. As indicated earlier in this chapter, where an 

individual's stigma is evident, he is described as 'discredited' and where the 

stigma is not known about; he is described as 'discreditable' (Goffman, 1963).

A number o f different definitions o f  stigma have emerged since the publication 

o f G offm an’s seminal work (1963). Jones, Farina, Hastorf, Markus, Miller and 

Scott (1984) adopt a very similar stance to Goffman and propose that stigma is 

an attribute that links a person to undesirable characteristics. Crocker, M ajor 

and Steele propose that “stigmatised individuals possess (or are believed to 

possess) some attribute or characteristic, that conveys a social identity that is 

devalued in a particular social context” (1998: 505). According to Lloyd "a 

stigma is a long lasting mark o f social disgrace that has a profound effect on 

interactions between the stigmatised and the unstigmatised" (2013: 85). The 

varying and changeable definitions explaining the concept o f stigma over the
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decades is due to the fact that stigma is addressed by a variety o f disciphnes 

such as sociology, psychology, anthropology and political science, with 

different frames o f reference leading to different understandings o f the term 

(Link and Phelan, 2001).

Link and Phelan (2001) argue that there are two main challenges to 

understanding the stigma concept. Firstly, theorists who study stigma tend not 

to belong to the stigmatised groups they belong to and are often uninformed by 

the lived experiences o f the people they study. Secondly, past stigma research 

has focused on the stigmatised individual rather than the source and 

consequences o f stigma (Oliver, 1992; Fiske, 1998). Link and Phelan (2001) 

have added the component o f discrimination in defining stigma. In contrast to 

stigma, discrimination focuses the attention o f  research on the producers o f 

rejection and exclusion, on those who do the discrimmating rather than on the 

people who are the recipients o f  these behaviours (Sayce, 1998).

2.3.1 The Five Concept Model

While Goffman (1963) defined stigma as the relationship between an attribute 

and a stereotype, Link and Phelan (2001) define stigma whh reference to the 

relationships between a set o f  five interrelated components. These five 

components are as follows:

Component 1 -  Differences are Distinguished and Labelled 

As part o f the stigma process, categories are culturally and socially created, 

with the attributes deemed salient differing dramatically according to time and 

place. These attributes are human differences and are referred to as labels
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which are affixed onto certain others who possess these differences (Link and 

Phelan, 2001).

Component 2 -  Associating Human Differences with Negative Attributes 

The second component o f the stigma process proposed by Link and Phelan 

(2001) occurs when the above mentioned human differences are labelled as 

negative and in turn linked to stereotypes. Link and Phelan contend that this 

component:

“is the aspect o f stigma that has been most salient in the psychological literature 

about stigma, perhaps because it poses critical questions o f  a psy'chological nature 

about the thought processes that facilitate connections between labels and 

stereotypes” (2001: 368).

This component therefore highlights that stigma involves a label and a 

stereotype. Stereotypes are harmful beliefs about groups o f people and are 

unavoidably learned when maturing in a culture (Dovidio, Kawakami and 

Gaertner, 2000; Crocker and Major, 2003).

Component 3 - On Separating 'Us'from  'Them'

This is the third feature o f the stigma process as set out by Link and Phelan 

(2001). The application o f labels associated with negative and undesirable 

attributes creates the sense that those who do not share the label are 

fundamentally different from those who do share that label. Stereotyping is 

accomplished by attributing bad characteristics to those who are labelled which 

in turn leads to their negative treatment.

Component 4 -  Status Loss and Discrimination

Link and Phelan claim that: “when people are labelled, set apart and linked to
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undesirable characteristics, a rationale is constructed for devaluing, rejecting 

and excluding them ” (2001:370). Negative labelling leads to stigmatisation. 

This leads to the differential treatment o f those who are stigmatised, which in 

turn leads to status loss and discrimination. Low societal status may also be 

associated with inequality. For example, factors like race and gender shape 

status hierarchies. M en and whites are more likely than women and blacks to 

attain positions o f  power and prestige (M ullen et al, 1989). Direct 

discrimination can be used to get the stigmatised to accept their lower status, if  

they will not do so voluntarily. Lower status becomes the basis o f 

discrimination as lower status results in a person being less attractive as a 

social partner or a person to interact with in a range o f social settings (Link and 

Phelan, 2001).

Component 5 -  The Dependence o f  Stigma on Power

Link and Phelan (2001) contend that it takes social, economic and political 

power to stigmatise. Ahem  et al echo this view when they state;

"Stigma is both a social process perpetuated by non-marginalised groups to 

achieve goals o f  exclusion and conformity, and a psychosocial process that 

marginalised groups must navigate with and contend with ” ( 2007 : 189).

2.3.2 M odified Labelling Theory

The study o f stigma and mental illness has long been a topic o f interest (Scheff, 

1966; Link, Cullen, Struening, Shrout and Dohrenwend, 1989). Similarly to 

drug use and drug users, people develop conceptions o f  mental illness early in 

life as part o f  socialisation into our culture (Scheff, 1966; Wahl, 1995; 

Angermeyer and M atschinger, 1996). Once in place, people's perceptions 

become a lay theory about what it means to have a mental illness resulting in
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devaluation and the discrimination o f  those with a mental illness which means 

they are looked down upon (Fumham and Bower, 1992; .^ g e rm e y er and 

Matschinger, 1994). People apply this rejection personally, so that they 

become a part o f the person's world view. These self-perceptions may have 

serious consequences such as more constricted social networks (Link et al, 

1989); compromised quality o f  life (Rosenfield, 1997); low self-esteem 

(Wright, Gonfrein and Owens, 2000), depressive symptoms (Link, Struening, 

Rahav, Phelan and Nuttbrock, 1997) and unemployment and income loss 

(Link, 1982, 1987). Steele and Aronson (1995) developed the concept o f 

'stereotype threat' describing how individuals know about the stereotypes that 

might be applied to them. The stereotype becomes a threat because they might 

be evaluated according to the stereotype, or because they might confirm the 

stereotype through their behaviour. Direct discrimination also reinforces the 

belief o f the stigmatised group that they will be treated in accordance with the 

stereotype (Link and Phelan, 2001).

2.3.3 Self-Stigma

Up to this point, stigma has been discussed in the context o f  how the stigma 

arises based on other people's perceptions o f  how an individual is different or 

set apart from others due to some attribute that they possess and the subsequent 

treatment o f those individuals by others due to their possessed stigma. 

However, Katz suggests that one does not need to be seen by others to feel 

shame but rather: “what brings shame is taking toward oneself what one 

presumes is the view that others would have were they to look” (1999:49). 

Theories in line with his contention regarding the way in which individuals 

stigmatise themselves have been proposed. Schomerus, Corrigan, Klauer,
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Kuweit, Freyberger and Lucht contend that:

“Self-stigma denotes a cognitive and emotional process within the stigmatised 

subject, taking place when a person internalises prevalent negative views 

about 'someone like him/her' and applies these views to him self/herself’ (2011: 

12) .

One such model o f  self-stigma is referred to as the progressive model o f  self

stigma.

Corrigan, Rafacz and Rusch (2011) have made the distinction between public 

stigma and self-stigma. Public stigma is the discrimination directed against 

people with mental illness by individuals from the general population who 

endorse related stereotypes whereas self-stigma is the harm to self-esteem that 

results from internalising stereotypes (Link and Phelan, 2001; Corrigan and 

Watson, 2002). The progressive model o f self-stigma proposes four steps in 

the process o f internalising stigma (Corrigan et al, 2006; W atson, Larson and 

Sells, 2007). These four steps include awareness (being aware o f the negative 

stereotype others endorse); agreement (to personally agree with the stereotype); 

apply (to apply the stereotype to oneself); and harm (to suffer from feelings o f 

low self-worth and self-esteem which undermines feelings o f  hope and 

optimism in achieving goals). In people with mental illness, self-stigma has 

been associated with depressive symptoms, low self-esteem and low self- 

efficacy (Link, Struening, Neese-Todd, Asmussen and Phelan, 2001; Ritsher 

and Phelan, 2004; Corrigan, W atson and Barr, 2006) and also acts as a barrier 

to professional help seeking (Vogel, Wade and Haacke, 2006; Schomerus, 

2009; Schomerus, Matschinger and Angermeyer, 2009).
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2.3.4 Stigma and Prejudice

Phelan, Link and Dovidio (2008) pose the question whether stigma and 

prejudice are one and the same thing and conclude that models o f stigma and 

prejudice describe a single process, however, they draw three distinctions 

between the two processes (Phelan et al, 2008). These three distinctions refer 

to exploitation and domination (keeping people down); norm enforcement 

(keeping people in) and disease avoidance (keeping people away). The models 

of stigma and prejudice are similar, with the traditional approach to prejudice 

driven by exploitation and domination and the original works on stigma 

emphasising norm enforcement and disease avoidance (Phelan et al, 2008). In 

common with the work o f  Dovidio et al, (2000) Phelan et al use the term 

‘stigm a’ to refer to a broader process including many components and use the 

term ‘prejudice’ to refer to attitudinal components o f this process (2008).

2.4 Stigma and Drug Use

Stigma research has largely focused on the stigmatising o f those with a mental 

health illness. Despite a body of research documenting how the stigma 

attached to drug use is typically more mtense compared to other groups, there 

is limited research on substance use stigma as a distinct field (Adlaf, Hamilton, 

Wu and Noh, 2009). Lloyd (2013) undertook a review o f the literature in the 

field o f the stigmatisation o f drug use and identified 185 relevant papers. To 

varying degrees, persons who use cigarettes, alcohol and illicit drugs currently 

experience stigmatisation in the US, although illicit drug users are stigmatised 

to the greatest extent (Kallen, 1989). Within the general drug using population, 

the use o f some types o f drugs are more heavily stigm atised with further 

stigmatisation applied to the way in which drugs are consumed e.g. injecting
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behaviours (Jones et al, 1984). This section will review some o f  the available 

literature documenting the stigmatising o f  those who use drugs and alcohol and 

those who enter into treatment for drug and alcohol issues.

Radcliffe and Stevens (2008) explored how drug using interviewees described 

the stigmatisation they encountered as drug users and service users and how 

they managed their stigmatised 'junkie' identities. The term 'junkie' originated 

in the 1920's, deriving from the New York City 'junkmen' and referred to 

heroin addicts who supported their drug use by selling scrap metal collected 

from industrial dumps (Courtwright, 2001; Cam wath and Smith, 2002). The 

junkm en were distinguished from the individuals who were using morphine 

medically. According to Pearson (1987) the British development o f the term 

junkie originated in the mid 1960's and re-emerged in the 1980's as heroin 

spread to new areas and the use o f  heroin grew.

The term 'junkie' originates from the associations o f a certain category o f drug 

user with rubbish and criminality, therefore the junkie ' identity is associated 

with dirt and danger (Radcliffe and Stevens, 2008). Past research has also 

demonstrated how drug users within their own category distinguish their own 

drug use from the junkie's uncontrolled and fiill time use. A further factor is 

associated with social role. The junkie identity was attributed to those heroin 

users who had no other social role (Boeri, 2004). The junkie identity was also 

associated with criminality; this was represented in the shift in the British 

Drugs Policy since the mid 1990's. This policy is now more concerned with 

drugs and crime since the fear o f the AIDS epidemic has subsided (Radcliffe 

and Stevens, 2008).
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Radcliffe and Stevens also found that drug users attempted to manage 

information about their stigmatised selves and the resulting feelings o f shame. 

They also attempted to do this when seeking treatment for their drug use. They 

found that:

"the management o f  identity would seem to involve a balancing act betM'een the 

individuals own sense o f her particular self and her perceived relationships to both 

a moral community' o f  which she forms a part and communities o f  others o f  which 

she does no t" (2008: 1068).

Rhodes et al (2007) found similar results in their study o f public injectors in 

South Wales who claimed that the stigma they experienced came from other 

drug users. The state o f being drug free is described as ‘clean’ a term which 

suggests a hygienic state and of course contains its anthhesis o f the dirty junkie 

(Weinberg, 2000).

2.4.1 Drug Use and Enacted, Perceived and Self-Stigma

According to Link, Yang, Phelan and Collins (2004) drug users experience 

stigma in the form o f  enacted stigma, perceived stigma and self-stigma. 

Enacted stigma refers to the direct experience o f social discrimination. 

Enacted stigma is demonstrated through difficulties securing employment, 

reduced access to housing, poor support for drug treatment and interpersonal 

rejection due to the stigmatising attribute o f dependent drug use (Link et al, 

2004). Luoma, Twohig, Waltz, Hayes, Rojet, Padilla and Fisher explain 

perceived stigma as referring to: “beliefs that members o f a stigmatised group 

have about the prevalence o f stigmatising attitudes and actions in society” 

(2007: 1331). Finally, self-stigma refers to the thoughts and feelings o f shame 

and fear that emerge when one identifies with a stigmatised group (Luoma et 

al, 2007).
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Results o f the study carried out by Luoma et al (2007) investigating stigma in 

individuals receiving drug treatment demonstrated that enacted stigma was 

experienced by the sample group and was manifested in the belief that they 

were treated unfairly by others who knew about their substance use; they felt 

rejected by family and friends when they discovered their drug use; they were 

paid lower wages by employers who knew o f their drug using history and 

finally, they reported hearing others say offensive things about their drug use. 

Perceived stigma was also experienced and demonstrated through the belief 

that they were devalued or discriminated against due to their substance use and 

they also believed that there was a lack o f trust due to their drug use (Luoma et 

al, 2007).

Research into self-stigma in alcohol dependence found that the process o f  self- 

stigmatisation in persons with alcohol dependence is similar to people with 

other severe mental illness. The research conducted found that the sample o f 

alcohol dependent individuals went through the same self-stigmatisation 

process as previously outlined in the progressive model o f self-stigma 

(Schomerus et al, 2011). The awareness o f the stereotype was due to the high 

prevalence o f these stereotypes. Previous research has demonstrated that on 

both a societal level and within the field o f mental disorders, alcohol dependent 

people constitute one o f the most severely stigmatised groups (Schomerus et al, 

2011). Schomerus et al conclude that “self-stigma is primarily a consequence 

o f public stigm a” and that public stigma “has to be regarded as a particularly 

subtle but relevant form o f  discrimination o f alcohol dependent persons” 

(2011: 15).
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2.4.2 Perceived Devaluation and Alienation

‘Perceived devaluation and alienation’ is another model o f stigma in relation to 

illicit drug use. Perceived devaluation occurs when illicit drug users think that 

most people believe the common negative stereotypes about drug users (Link 

et al, 1997). Alienation refers to the internalisation o f views expressed in those 

stereotypes that drug users are marginalised members o f society (Ritsher, 

Otilingam and Grajales, 2003). Ahem, Stuber and Galea (2007) found that 

85% of drug using respondents reported that they believed that most people 

think that someone who uses drugs is unreliable; 84.5% reported that most 

people think dnjg users are dangerous. Their findings suggest that perceived 

devaluation is prevalent amongst drug users. This study also demonstrated that 

experiences o f alienation due to illicit drug use were common. Almost three 

quarters (74%) o f respondents reported that they sometimes avoided people 

because they might be looked down on for using drugs; 75.2% described 

experiences o f  discrimination from family and almost two thirds of 

respondents(65.8%) attributed discrimination to friends. Compared to this 

study o f  drug use, discrimination experiences related to drug use were less 

common in a study conducted by Link et al (1997) which was based on a 

sample o f dual diagnosis men who had completed one year o f  a treatment 

programme for drug or alcohol abuse and psychiatric problems in New York 

City.

Research has previously shown that illicit drug users are exposed to 

discrimination due to multiple stigmatised statuses in addition to their drug use 

including poverty, race, age, sex and sexual orientation. However, the 

discrimination due to drug use was reported as the type o f discrimination
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having the greatest impact on respondents' lives (Minior, Galea, Stuber, Ahem 

and Ompad, 2003; Young, Stuber, Ahem  and Galea, 2005). There are many 

outcomes o f  stigma including status loss and discrimination. Becoming angry 

as a result o f  stigma was associated with depressive symptoms; avoiding social 

situations was reported by those experiencing stigma which was also associated 

with more adverse health conditions; talking with friends and family about 

their experiences o f discrimination was associated with poorer physical health 

(Ahem et al, 2007).

2.5 The Recovery Process

A number o f theories o f dm g treatment and recovery processes have been 

proposed to explain how drug users exit a dm g using lifestyle or reduce dm g 

use in favour o f  a more stable and/or dm g fiee life. These theories have 

developed and changed over time. This section will discuss the key theories 

that have been proposed. Just as the previous section discussed the available 

literature on the association between dm g use and identity, this section 

discusses literature that explores the relationship between identity and recovery 

from dm g use.

2.5.1 'Natural Recovery'

A num ber o f  suggestions have been proposed describing the recovery process 

involved from dependent dm g use to dmg free status. Evidence supports the 

idea that recovery from dm g use without any formal treatment is possible and 

common (Granfield and Cloud, 2001). This type o f recovery has been referred 

to as 'natural recovery' (Waldorf, 1983; Biemacki, 1986) and as proposed by 

W inick (1962) the 'maturing out' thesis suggests that the majority o f addicts
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'mature out' o f  their addictions in their mid-thirties. A critique o f this 

understanding o f recovery is that ahhough it is widely cited in the literature it 

does not set out how this 'natural recovery' and 'maturing out' comes about and 

the necessary factors for its success. However, Biemacki (1986) proposes a 

link between natural recovery and the construction o f a non-addict identity.

Sobell, Cunningham and Sobell (1996) explored the prevalence o f recovery 

without treatment and found the incidence o f 'natural recovery' i.e. recovery 

without any formal treatment o f 77%. Vaillant (1983) followed alcohol users 

over an extensive period o f time and found that an impressive number o f those 

he followed overcame their alcohol problems without a treatment service or the 

support o f a 12-step programme. W aldorf (1983) in supporting this notion of 

'maturing out' identified five routes out o f addiction: drift; retirement; religious 

or political conversion, becoming alcoholic or mentally ill; and situational 

change. In their study o f 106 problem cocaine users who quit Waldorf, 

Reinemian and Murphy (1991) found that just over 71% stopped using without 

treatment. This study also revealed that untreated success was less common 

amongst those who were heavily involved in criminality. Walters (1996) found 

similar results in a study o f incarcerated drug users with only 25% achieving 

'natural recovery'.

2.5.2 Recovery and the 'turning point'

A 'turning point' experience (Simpson, Joe, Lehman and Sells, 1986; Shaffer 

and Jones, 1989; Prins, 1994) also referred to as the 'rock bottom' experience 

(Maddux and Desmond, 1980; Shaffer and Jones, 1989) has been cited in the 

literature on recovery from drug use. The literature suggests that the individual
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makes the decision to stop using drugs at a particular point in their drug using 

career, a pom t which may be accompanied by some experience or event which 

stimulates the decision, these events may be positive e.g. birth o f a child, or 

negative e.g. bereavement.

Walters (2000) refers to 'turning point' and 'rock bottom ' natural recovery 

precipitating conditions as “avoidance-oriented” and “approach-oriented” 

conditions. Avoidance-oriented conditions refer to the negative consequences 

o f events which stimulate the user's decision to stop using drugs e.g. 

bereavement, physical health issue. In their study o f untreated cocaine users 

who ceased their cocaine use without treatment W aldorf et al (1991) found that 

between 23% and 46% experienced work, financial or heahh problems. 

Similarly, Sobell, Sobell and Toneatto (1992) found that negative 

consequences o f  drug use related to physical, social, legal, and work and 

financial problems, precipitated untreated recovery. Approach-oriented 

conditions that precipitated treatment free recovery and the cessation o f drug 

use include an increased sense o f responsibility, the preservation o f social 

relationships, experiencing a religious conversion, having a child (Klingemann, 

1992); getting married (Saunders and Kershaw, 1979); establishing new 

relationships and forging new identities (Biem acki, 1986). These conditions 

contrast to the negative ‘rock bottom ’ experiences already discussed.

Stall and Biemacki (1986) propose a three stage model o f  untreated recovery 

that combines both the avoidance and approach oriented conditions. In the first 

stage, drug use is terminated, precipitated by avoidance experiences. In the 

second stage a public announcement is made about the cessation o f substances
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and finally, in the maintenance stage approach oriented assets are developed 

e.g. developing new relationships and engagement with institutions such as 

family, religion and education.

McIntosh and M cKeganey (2000), in common with a number o f  previous 

studies (Simpson et al, 1986; Shaffer and Jones, 1989; Prins, 1994) found that 

‘turning point’ or ‘rock bottom ’events motivated the decisions o f interviewees 

to give up using drugs. Some o f these events were negative e.g. risk o f  limb 

amputations and custodial sentences, and some were positive e.g. birth o f a 

child, forming o f new relationships. McIntosh and M cKeganey (2000) 

consider that these narratives were frequently developed in interactions with 

others including drug treatment workers.

Radcliffe’s study (2011) which focuses on pregnant drug using women's 

narratives o f change echoes McIntosh and M cKeganey’s (2000) finding in 

relation to ‘turning point’ events. In this study the interviewees’ revealed that 

their discovery o f  being pregnant was such a ‘turning point’. The study also 

revealed how this discovery precipitated the women's engagement with drug 

treatment services. For some women, this 'turning point' was represented by 

the loss o f children to care orders. In addition, some women revealed their 

deliberate attempts to become pregnant in order to create the 'turning point' 

they believed necessary to kick start their recovery. However, not all women 

managed to stop their drug use while pregnant resulting in feelings o f  shame 

(Radcliffe, 2011)
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2.5.3 Recovery and the 'Spoiled' Identity

As previously discussed, recovery without formal treatment has been 

evidenced but has been criticised due to the absence o f  an explanation as to 

how such ‘natural recovery’ comes about. Biernacki (1986) proposes that 

untreated recovery is associated with identity processes, suggesting that 

recovery without formal treatment can occur with the development o f a more 

positive sense o f  self and identity. This type o f  identity conflicts with the non

addict identity e.g. the identities o f  parent; worker and student. Thus, 

recovering drug users could seek to be treated as ‘ordinary’ by reverting to an 

old identity, not too badly ‘spoiled’ by their addiction; extending an identity 

that remained intact despite their addiction; or by forging a new identity not 

present before or during their addiction (Biernacki, 1986).

As previously discussed, Goffman (1963) proposed the notion that drug use 

can lead to a 'spoiled identity' which results in the experience o f  stigma. More 

recent research that has applied Coffman's (1963) theoretical perspective o f 

stigma and identity to drug treatm ent recovery has focused on the negative 

impact o f  drug use on identity and also considered how the development o f a 

more positive identity is associated with successful recovery (McIntosh and 

McKeageny, 2000).

Neale et al (2011) have critically reviewed the application o f Coffman's work 

to our understanding o f  recovery from drug use and addiction and propose a 

number o f reasons why the idea o f repairing a 'spoiled' identity is appealing in 

theorising recovery. Firstly, the authors argue that drug users frequently seek 

to divorce themselves from a negative drug user identity through processes
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referred to as 'd istancing' (M cIntosh and M cK eganey, 2000; G ibson et al, 

2004;), 'othering' (R odner, 2005) and 'dow nw ard com parison ' (S im m onds and 

C oom ber, 2009). Secondly, linking recovery to the repairing o f  a 'spoiled' 

identity is also popular as it is in line with a policy  discourse “w'hich prom ises 

a com m ittm ent to reintegrating drug users back into m ainstream  society” 

(N eale et al, 2011 A ) .  Finally, as recovery  involving the repairing  o f  a 'spoiled ' 

identity is a sim ple and easy to understand concept, the sim plicity  o f  the 

concept m akes it appealing to service providers, po licy  m akers and drug users 

them selves.

However, despite the above argum ents, follow ing their critical review , N eale et 

al (2011) proposed a num ber o f  challenges w hen attem pting to apply 

C offm an 's (1963) concept o f 'sp o iled ' identity to  our understanding o f  recovery 

from drug use. F irstly, they contend that i f  G offm an (1963) had defined the 

term  'spoiled ' identity  he w ould have argued that individual's do not have 

'spoiled' or 'unspoiled ' identities, but rather have m ultip le aspects o f  their social 

identity w hich can be discredited at particular m om ents and m  particular 

situations. Therefore, a stigm atising attribute in one situation m ay not be 

stigm atising in another context.

Secondly, they  critique the application o f G offm an's (1963) w ork on stigm a 

and identity to our understanding o f  drug recovery, by arguing that being 

labelled 'spoiled' is derogatory  and negative; therefore ‘spoiled’ is a d ifficu lt 

label to escape from  and one w hich m ay hinder the recovery process by 

trapping individuals into feeling hopeless and disem pow ered. N eale et al 

(2011) also argue that G offm an's (1963) language and use o f  exam ples in

63



Stigma: notes on the management o f  spoiled identity' are outdated and falls 

short o f contemporary standards o f political correctness. They conclude that 

the use o f the concepts 'spoiled' and 'unspoiled' presents an over simplistic 

perspective that is unhelpful when it comes to understanding recovery from 

drug use and contend that:

“Overly sim plistic binaries such as good/bad  and clean/contaminated encourages 

individuals to internalise stigma and accept that they are irredeemably and utterly 

spoiled. As a result the 'momentary’' spoiled identity which Goffman likely intended 

can rapidly be overtaken by a more 'totalising' spoiled identity, from which it 

becomes difficult to escape ” (Neale et al 2011 ;5).

Neale et al (2011) also argue that making the transition from a position o f 

'spoiled' to an 'unspoiled' identity in the recovery process is dependent on the 

individual achieving total abstinence and therefore drug users who are reducing 

and stabilising their drug use in the course o f their treatment plan may still be 

labelled as 'spoiled'. They contend that this is an unhelpful perspective on drug 

treatment and further argue that if  drug treatment is focused on the repairing o f 

a spoiled identity then this over-prioritises the role o f individual agency in the 

recovery process. Their view conflicts with the more recent recovery research 

literature which also emphasises the broader structural factors in the drug 

treatment recovery process (Biem acki, 1986; M cIntosh and McKeganey, 2000; 

Larkin and Griffiths, 2002; Gibson et al, 2004). The importance o f structural 

factors is also highlighted by Hughes who argues that recovery is an 

“embodied and profoundly social/relational process where opportunity and 

possibility are circumscribed by socio-economic context” (2007: 688).

Finally, Neale et al (2011) argue that Goffman's concept o f spoiled identity
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does not account for how recovery can be impeded by other factors e.g. 

negative childhood experiences; abusive relationships; ill health; limited access 

to social and cultural capital; poor or inappropriate treatment availability; or 

inadequate or unsuitable housing. Similarly, a fragile global economy, 

stigmatising service provision and public attitudes are not fully explored.

2,5.4 Recovery and Dramaturgy

As already outlined Neale et al (2011) consider that the concept o f the 'spoiled 

identity' and drug use is flawed, and in particular that the use o f this concept in 

connection with recovery is problematic. They propose that Goffman's broader 

dramaturgical work (1959) is a more effective contribution to our 

understanding o f recovery processes. Dramaturgy largely originates from "The 

Presentation o f  S e lf in Everx'day Life' (1959) where Goffman analyses social 

mteraction as if it were a theatrical performance with all social interactions 

consisting o f a 'performer' and an 'audience'. As 'performers' we enact different 

performances to different audiences.

According to Goffman (1959) all hiunan actions are intended to generate and 

sustain desired impressions o f the self to other's by conveying two distinct 

modes o f communication. These two distinct modes o f communication refer to 

the 'expressions we give' which are conscious and intended and the 

'expressions we give o ff  which are usually unintended. Regarding the two 

modes o f  communication we “generally seek to maintain congruence between 

expressions we give and expressions we give o ff in order to project a sense o f 

honesty and integrity about ourselves” (Neale et al, 2011: 11).
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Wolfe (2007) considers that the concept o f social identity through a 

dramaturgical perspective creates a double bind for drug users because if  they 

report their behaviours they are subjected to societal stigma and if  they deny or 

cover up their drug use and associated behaviours they are perceived as 

dishonest resulting in a modification o f the expressions they give off. 

Achieving congruence between the expressions we give and the expressions we 

give o ff is a more difficult process for chaotic drug users and therefore they are 

less likely to present a more socially acceptable self to the world (Neale et al, 

2 0 1 1 ).

Neale et al consider that;

“Dramaturgy which focuses on the performative aspects o f  selfhood and the 

relational and situational nature o f  identity, suggests ways that individuals can 

work on their identity (and recovery) projects without over-prioritising  

abstinence” (2011: 3).

So, whilst being labelled as 'spoiled' can lead to feelings o f hopelessness and 

disem powennent, dramaturgy highlights that we have multiple social selves. 

Thus, service providers can use dramaturgy to encourage their clients to 

explore the many identities available to them and how mishaps and poor 

performances are inevitable and rectifiable (Neale et al, 2011). This approach 

can be particularly helpful in the occurrence o f and working through relapse.

Like Goffman (1963) W aldorf and Biemacki (1979), W aldorf (1983), and 

Biemacki (1986) describe the process o f recovery from dependent drug use in 

terms o f the m anagement o f spoiled identity. According to Biemacki (1986) 

the road to recovery comes about when the drug using identity conflicts with 

other identities they possess that are unrelated to drug use e.g. parent, worker,
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student. The drug user must restore the damaged sense o f  self together with a 

re-awakening o f their old identity and/or the establishment o f a new one.

2.5.5 Recovery and the Construction of the Non-Addict Identity

McIntosh and M cKeganey (2000) also demonstrate the importance o f  the 

construction o f a non-addict identity in the recovery process from dependent 

drug use. They found that there were three key areas in which the recovering 

addict’s narratives could be seen to be constructing a new and non-addict 

identity. These three areas referred to the re-interpretation o f  the addict 

lifestyle, the reconstruction o f the individual’s sense o f  self and the provision 

o f convincing explanations for their recovery.

R e-interpreting the addict lifestyle

Re-interpreting the addict lifestyle involves the drug user in rem terpreting 

various elements o f their drug use in a negative light. By reinterpreting 

elements o f their drug using lifestyle, e.g. the effects o f the drugs, they come to 

view their drug use as something that was displeasurable rather than viewing it 

as something that was positive and enjoyable. Interviewee’s narratives describe 

using drugs in an effort to just feel 'normal', with no pleasurable effects 

expenenced. McIntosh and M cKeganey (2000) also found that interviewees 

contrasted the sense o f confidence they received from illegal drug use and the 

more authentic confidence felt that was associated with recovery. The 

distinction made between the synthetic and authentic confidence felt was 

evident in the restructuring o f the se lf The construction o f a new and non- 

addict identity was associated with a re-interpretation o f the interviewee’s 

relationships with other drug users which came to be viewed more negatively.
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By re-interpreting these elements o f  the drug using lifestyle, interviewees 

created a distance between themselves and the world o f  illicit drug use, a 

process which was important in the construction o f a non-addict identity 

(McIntosh and M cKeganey, 2000).

Reconstmcting the sense o f self

Interviewees highlighted three images o f the self through their narratives. 

These images referred to the sense o f self before drug use, the sense o f  the 

person they had become as a resuh o f  their drug use, and the sense o f the image 

they aspired to be. A distinction was made between the drug using se lf and the 

self they believed themselves to be at 'heart' by reflecting on the drug using self 

and recalling the activities they were involved in as a drug user. Through this 

process they reflected on the drug using self in a negative and critical manner. 

Interviewees believed that the drug using self prevented them from being their 

true se lf  This study found that reclaiming control over their lives, and 

fulfilling the potential they believed they had prior to addiction, was an 

important aspect o f drug users’ narratives o f recovery. Similar results were 

found by Gibson et al (2004) who found that interviewees attempted to create a 

distance between their drug using and non-drug using identities by viewing the 

drug using se lf in a negative manner.

Providing convincing explanations fo r  recover)’

According to M cIntosh and M cKeganey “the business o f identity formation 

also appeared to depend, at least in part, upon the individual’s ability to offer a 

convincing explanation for their recovery” (2000: 1506). If this explanation 

was strong and convincing, it promoted a more credible claim to have changed.
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The explanations for recovery were very often linked to particular ‘turning 

points’, which will be described in more detail in the next section. According 

to McIntosh and M cKeganey (2000) the explanations for recovery provided by 

recovering addicts in this study included impending court appearances; adverse 

health conditions; the death o f a partner and the birth o f a child.

2.5.6 The Recovering Addict Identity

Past research has shown that other identhies are available to drug users when 

they engage in a treatment programme or fellowship. Valverde (1998) found 

that Alcoholics Anonymous (AA) and other similar organisations allowed for 

its members to construct a 'recovering' addict identity. The recovering addict 

identity is an ahernative identity available to drug users if  they engage in the 

drug treatment process. Similarly, Larkin and Griffiths (2002) also found 

evidence o f the construction o f the recovering addict identity through 

engagement with a 12 step programme. Through this study they explored the 

significance o f identity in the processes o f addiction and recovery through the 

subjective accounts o f  members o f  a residential treatment facility which was 

based on the 12-step (Minnesota Model") o f addiction. The 12-step model 

typically includes a strong spiritual element which requires its participants to 

acknowledge the existence o f a 'Higher Power'. Larkin and Griffiths observed 

group sessions and noted that participants were often explicitly concerned with 

issues of identity. The construction o f a new 'recovering addict' identity 

followed which Larkin and Griffiths (2002) argue is an explicit outcome o f the 

12 step approach.

‘The Minnesota Model also known as the abstinence model was created in the 1950’s and 
focuses on the disease concept o f  addiction. The key element o f  the Minnesota Model o f  
Addiction treatment is the blending o f  professional and trained non-professionals (recovering 
addicts) around the principles o f  A lcoholics Anonymous (Anderson, McGovern and DuPont, 
1999).
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Through the 12 step programme and group sessions, members are required to 

initially adopt the 'addict' identity. Developing an understanding o f this 

identity was a relief to some m em bers as they could now identify with similar 

others. In this paper Larkin and Griffiths (2002) demonstrated that the 12 Step 

programme restored self-worth and provided its members with a new identity 

through the group process. This process worked best for those who could more 

easily subordinate their previous identities in favour o f the dominant identity 

offered by the group. However, owning and admitting to the 'addict' label was a 

pre-requisite.

Through the 12 step model the person is always in recovery, with the transition 

from 'addict' to 'recovering addict' occurring through two processes. Firstly, 

the individual is asked to share their experiences and secondly group members 

are asked to actively identify with these experiences. Larkin and Griffiths 

(2002) consider that asking group members to identify can offer comfort or 

provoke a further crisis o f identity. W ith the newly constructed 'recovering 

addict' identity the future is reviewed through a series o f  downward 

comparisons or a process o f distancing, as previously found in other studies. 

This is followed by a process o f reconstruction. The 12 Step Programme has 

also been found to facilitate the process o f  distancing previously discussed in 

this chapter. Such programmes promote the establishment o f the supportive 

social networks that can sustain positive identities (Kellogg, 1993).

By shrugging o ff the addict identity in favour o f a newly constructed identity 

or the re-emergence o f  a pre-drug using identity, drug users attempt to become
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'normal' through the adoption o f these alternative identities. Assuming the 

parental/mothering role is to assume the role o f 'normal'. Goffman (1963) 

discussed the notion o f  'normal' which refers to those individuals who do not 

possess stigmatising attributes and as such they do not need to manage the 

information about their stigma or to manage the tensions that may arise in 

social contexts due to this stigma.

2.5.7 Recovery and Employment

According to Sterling et al (2001) employment is often viewed as a potent 

indicator o f substance abuse treatment outcome and therefore it is important to 

consider the role o f employment in drug treatment recovery processes.Platt 

(1995) contends that employed drug users in treatment achieved a better 

treatment outcome than those who were unemployed with results o f the study 

indicating that the regularly employed had lower rates o f substance misuse. 

Despite the positive correlation between employment and drug treatment 

outcome, the employment rate in the addicted population before admission or 

at admission to drug treatment has remained relatively and stably low since the 

seventies ranging from approximately 15% to 35% despite the ever 

changingeconomic and labour market environment (Platt, 1995). Employment 

rates and patterns,irrespective o f the economic and labour market, for the non

addicted population are above that o f the addicted populations.Platt (1995) 

argue’s that studies demonstrating no relationship between employment and 

success in treatment is due to the fact that these studies use a single m easure of 

success i.e. abstinence or retention in treatment.
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According to Ross and M irowsky (1991) there is a link between positive 

physical and mental health and employment as drug users also reported that 

employment would bring self-esteem, pride, self-worth, a means o f avoiding 

stigma and a symbol o f ‘normal Hfe’. “For many problem drug users relapse is 

not simply the resuh o f physical craving or a lack in motivation but is a direct 

consequence o f a frustration and an inability to secure a position in nonnal 

community life and everyday routines” (Buchanan, 2004: 395).

Further benefits o f employment, also related to more positive treatment 

outcomes, have been identified. According to Jahoda (1981) employment 

possesses the manifest function o f earning a living but it also possess a number 

o f latent functions including structure, goals, social contact, a sense o f  identity 

and activity. These functions keep people in touch with reality and thus 

mentally healthy and therefore, increasing the employability o f drug users is 

vital in the recovery process particularly in m aintaining recovery. According 

to Klee at al (2002) the achievement o f  paid employment is one o f the most 

important factors involved in sustaining recovery from drug dependency as it 

enables the individual to fill his/her time. M acintosh and M cKeganey (2001) 

also supported this claim stating that employment and employment focused 

activities can “ fill the void” that develops when drugs are no longer used.

Despite the positive correlation between employment and recovery, it has been 

argued that the transition from drug user to worker is not a simple one as the 

drug user must engage in a cuhural transition from drug culture to the world o f 

paid employment (Platt and Metzger, 1985). However, increasing the 

employability o f drug users is important at a number o f levels including the
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employer, the community, nationally and for drug users themselves. At the 

level o f the employer, in order for businesses to be effective and successful, 

reliable, willing and competent employees are required (Effective Interventions 

Unit, 2003). At a community level, successful businesses impact on the local 

economy and the health and well-being o f  local communities (EIU, 2003). 

Promoting the employability o f drug users can also foster and promote more 

positive attitudes towards drug users within their local community as they are 

seen to be contributing to the community as opposed to being a burden on the 

comm unity’s resources. Employment also allows for the development o f drug 

free social relationships and a new peer group (M acintosh and McKeganey, 

2001). Nationally, unemployment rates impact on the social welfare system 

and economic growth. Therefore, when drug users become economically 

independent this results in less reliance on social welfare benefits or financial 

gains through criminal activity.

Despite the benefits set out regarding the close association between 

employment and positive treatment outcomes, people with a drug or alcohol 

dependency are still one o f the most marginalised groups particularly prone to 

experiencing labour market vulnerability. Individual and institutional barriers 

to employment for drug users exist. It is important to understand and address 

these issues if  we are to ftilly understand the role o f  employment in drug 

treatment and the repairing o f the ‘spoiled’ and ‘addict’ identity. There is a 

need to consider individual, social and employer factors when exploring the 

low levels o f employment amongst drug users as past research has suggested 

that a number o f factors are at play in the low levels o f  employment amongst 

drug users. According to Klee et al (2002) certain groups including drug users
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face exclusion from the labour market due to individual and institutional 

barriers. Individual barriers include low levels o f confidence, self-esteem and 

motivation, mental and physical health problems, social problems such as 

housing, lack o f educational qualifications, lack o f  work experience, 

daily/weekly visits to clinic, G.P. or pharmacist for methadone and a criminal 

record. In Ireland, barriers at the level o f  the employer and the economy also 

pose difficulties for recovering drug users to enter into and sustain 

employment.

According to Campbell (2000) employers may discriminate against certain 

groups in the labour market on the basis o f certain observable characteristics. 

A 2003 survey outlined that employers are reluctant to employ recovering drug 

users due to fears that they may not be telling the truth, that they may relapse 

or that they may have negative effects on customers (Scott and Sillars, 2003). 

Employer attitudes have also acted as barriers for drug users m aking the 

transition from drug use to employment. According to Scott and Sillars (2003) 

employers were less inclined to hire recovering drug users than any other 

m arginalised group e.g. the homeless and the disabled.

Employability skills can be promoted through vocational rehabilitation 

programmes which can enhance the human capital that the person possesses 

through the provision o f education, training, personal, social and vocational 

skills development, work placement and supported employment. A more 

detailed discussion o f human capital is included later in this chapter.
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2.6 Barriers to Treatment

As noted already not all people who use illicit drugs engage with treatment 

services, however, it is estimated that those accessing services at any one time 

are only a minority o f those who might benefit from treatment (Hall, 1999; US 

Department o f Health and Human Services, 2000; Office o f Applied Studies, 

2002). It is important to discuss drug users’ experience o f treatment and the 

challenges they face in entering treatment, as it represents a missed opportunity 

to reduce drug use and improve other outcomes such as health (Radcliffe and 

Stevens, 2010), Past research has proposed numerous and varying factors 

experienced by drug users that block their access to drug treatm.ent sen/ices. 

Barriers to treatment include client characteristics, service provider 

characteristics, treatment philosophies, and identity issues. This section will 

pay particular attention to barriers associated with the treatment centre's 

philosophies and those associated with the drug user's identity and related 

issues.

2.6.1 Client Characteristics

A British study on daig  treatment retention rates has shown that people who 

drop out o f treatment do so in the first few days and weeks o f treatment, with 

retention rates a gauge o f the quality and effectiveness o f treatment (Radcliffe 

and Stevens, 2010) . The issue o f early exit from drug treatm ent is one o f 

importance as research has identified four populations who are most likely to 

drop out o f  drug treatment. These populations include young people, male 

drug users, drug users whose prim ary drug o f  choice is stimulants, and 

individuals referred from the criminal justice system (Millar, Shepard, Colenda 

and Magen, 2001; Beynon, Beilis and McVeigh, 2006). Donmall, Watson,
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Millar and Dunn (2005) argue that it is the characteristics of services rather 

than service users which are important detenninants o f  treatment retention.

2.6.2 Treatment Philosophies

Burke and Clapp (1997) argue that attitudes and beliefs o f treatment staff can 

significantly affect treatment outcomes. Research conducted by Treloar and 

Holt (2006) explored the views o f  service providers, rather than those o f 

service users, regarding barriers to illicit drug users entering into and remaining 

in treatment. This study revealed two main themes termed the 'deficit model' 

and 'divergent philosophies'. The 'deficit model' o f  drug use proposes that 

treatment barriers originate in the personal and psychological deficiencies o f 

the client seeking treatment which resuhs in a treatment approach described as 

'deconstructing personality'. Efforts to get the drug user to accept their 

deficiencies are integral to this approach (Treloar and Hoh, 2006). Service 

providers described clients as lacking in adequate personalities and coping 

styles and as such required to be 'fixed'. However, if  the individual is seen to 

be solely responsible for drug problems and barriers to drug treatment, then 

they are also vulnerable to stigmatising community perceptions (Goffman, 

1963; Takahashi, 1997). According to Radcliffe and Stevens (2010) drug users 

were more likely to stay in treatment when they believed that drug service 

personnel had a personal interest in their well-being.

A further barrier to accessing and remaining in drug treatment refers to 

divergent treatment philosophies which proposes that if  drug users do not 

understand the philosophical base underpinning specific treatments or if  this 

does not match their own philosophy o f  drug use they were more likely to exit
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treatment early (Treloar and Holt, 2006). These findings are in line with a 

number o f other studies which have suggested that drug users who have a 

better understanding and knowledge o f treatment services are more likely to 

seek treatment (Hartnoll and Power, 1989; Oppenheimer, Sheehan and Taylor, 

1998),

Divergent treatment philosophies are especially evident in the case o f the harm 

reduction, abstinence debate. Harm reduction services such as needle 

exchange programmes have been found to be effective in facilitating entry to 

other forms o f drug treatment (Health Outcomes International Pty Ltd., 

National Centre in HIV Epidemiology and Clinical Research, and Drummond, 

M, 2002; Riley, Wu, Junge, Marx, Strathdee and Vlahov; Stancliff, Agins, 

Rich and Burris, 2003 and Wodak and Cooney, 2004). Despite this, abstinence 

based programmes have been the dominant mode o f drug treatment 

(Caplehom, Lumley, Irwig and Saunders, 1998; Goddard, 2003; Rosenberg 

and Phillips, 2003). Although clients may aim for a drug free lifestyle, this 

goal can be difficuh to attain and maintain. Caplehom et al's (1998) study o f 

Sydney Methadone clinics identified a clash in attitudes and philosophical 

orientations among staff in the clinics.

2.6.3 Stigma and Identity

Feelings o f shame and embarrassment experienced due to the stigma attached 

to dmg use were also described as a barrier to accessing dm g treatment. Dmg 

users reported experiencing negative and judgmental attitudes from service 

providers and believed that they were treated differently than other service 

users o f healthcare settings and "therefore stigma can be a significant
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stumbling block both in terms o f  the internalisation o f blame and the difference 

on the part o f the user in the stigmatisation o f users (and ex users) by 

employers and professionals" (Lloyd, 2013: 91).

Although the research previously discussed highlighted that attending 12-step 

programmes and other similar fellowships helped to restore self-worth through 

the construction o f a preferred 'recovering addict' identity rather than the 'drug 

addict' identity, these findings contrasted with those o f  an earlier study 

(Radcliffe and Stevens 2008) which showed that attending a treatment service 

was stigmatising in and o f itself for drug users and it was at treatment entry 

that they identified themselves negatively as a 'junkie'. This was particularly 

evident for female drug users, individuals using prescription medications, 

cannabis users and younger people. The fear o f being seen using a drug 

treatment service was a barrier to accessing continuing treatment as they were 

ashamed to see themselves using such services and to acknowledge that they 

were using such services (Radcliffe and Stevens, 2008).

The most often cited social barrier is the social stigma associated with being 

labelled as an illicit drug user (Cunningham, Sobell, Sobell, Agrawal and 

Toneatto, 1993; Copeland, 1997; Marlatt, Tucker, Donovan and Vuchinch, 

1997). This labelling o f  the stigmatisation process has also been widely noted 

in the substance use research literature as a potential barrier to the seeking o f 

drug treatment (Kushner and Sher, 1991; Fortney, Mukherjee, Curran, Fortney, 

Han and Booth, 2004) and the accessing o f  drug treatment (Ritson, 1999; 

Rasinski, Woll and Cooke, 2005). Semple, Grant and Peterson (2005) 

compared the experiences o f  a sample o f 292 methamphetamine users in
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California. Over 70% (210) o f the sample had never been in treatment while 

the remaining 28% (82) had previously been in treatment. The study 

demonstrated that those who had been in treatment were twice as likely to have 

experiences o f  rejection as those who had not been in treatment. The authors 

concluded that the increased experiences o f  rejection may stem from 'negative 

labelling' with entry into drug treatment signifying a serious drug problem and 

being labelled as a 'drug addict'.

The association between stigma and drug use has also been found to discourage 

societal support for needle exchange programmes (Capitanio and Herek, 1999) 

and to increase embarrassment among substance users (Luoma et al, 2007) and 

their family members (Corrigan et al, 2006). Fear o f stigma has been reported 

as a reason for not seeking drug treatment (Cunningham et al, 1993) and not 

seeking other health care (Cunningham et al, 1993; Link et al, 1997).

When they do seek care, substance users often experience discrimination in 

healthcare settings and subsequently receive lesser quality care; therefore 

highlighting the effect o f stigma and discrimination on the physical and mental 

health o f drug users (Miller, Sheppard, Colenda and Magen, 2001). According 

to Link et al (1989) the stigma process does not begin to impact on the 

individual until they enter treatment and have a diagnostic label applied to 

them. Kellogg (1993) also contends that cultivating identities that preclude 

substance use may be a common component o f  successful treatments for 

substance abuse.

Research conducted by Radcliffe and Stevens (2010) found that the typical
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client group accessing a drug service were injecting drug users (IDUs) in their 

late twenties and thirties. For those drug users who did not fit this profile and 

whose current identity conflicted with the traditional view o f a drug user that 

they held, accessing drug treatm ent was o ff putting. Research has suggested 

that injecting drug users form a distinct sub-culture that is more heavily 

stigmatised by both providers o f services and other substance users (Fulton, 

1999). As already noted past research has demonstrated how the experience o f 

stigma and its internalisation can prevent access to or prevent the full 

utilisation o f  available harm reduction services (National AIDS Trust, 2003; 

Fitzgerald, M cDonald and Klugman, 2004). This is particularly relevant to 

injecting drug users who through their drug using practices are potentially 

exposed to viruses such as HIV and Hepatitis C.

An Australian study carried out by Fitzgerald et al (2004) explored not only the 

stigma applied to IV drug users from non-drug users but also the stigma 

applied within the injecting drug using population. Results showed that once 

IV drug users became known as such they underwent a social identity 

transformation through which they became acknowledged as IDUs and were 

subsequently excluded from other broader social settings and networks. The 

outcome o f  which was that IDUs rejected drug services including Safer 

Injecting Services (SIS) (Fitzgerald et al, 2004). This study also demonstrated 

how IDUs stigmatised other IDUs who they viewed as 'lesser' due to some 

other stigmatising attribute, e.g. homeless IDUs were viewed most negatively 

as there was a commonly held perception within the IDU community that they 

irresponsibly shared and disposed o f needles (Fitzgerald et al, 2004). This 

within group stigmatisation was also demonstrated by Garfmkel's study in the
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1950s which noted “the propensity by drug user's to derogate other drug users” 

(1956:420) in an attempt to raise their own status. Thus, stigma is being used 

as a mechanism to displace acknowledgement o f IDUs own risky behaviour by 

focusing on the behaviour o f others, others not like them but worse in definable 

ways (Wills, 1981).

A study by Simmonds and Coomber (2009) demonstrated how the negative 

attitudes and the stigma applied by service providers such as phannacists and 

their support staff hindered IDUs access to drug treatm ent services such as 

needle exchange programmes in their pharmacies. When attending a pharmacy 

for methadone or injecting equipment, there is little opportunity to hide their 

drug user identity from pharmacy staff and other customers. Pharmacists 

stated that they viewed “IDUs as undesirable, scary and undeserving” 

(Simmonds and Coomber, 2009: 124). This research showed that IDUs picked 

up on the stigma from pharmacists and support staff, mentioning particular 

pharmacies they would not use due to the stigma experienced there. Simmonds 

and Coomber (2009) also found that drug users felt less stigmatised in a 

pharmacy setting with increased contact and familiarity with pharmacists and 

other staff.

In addition to pharmacists, IDUs also identified and internalised the stigma 

from other health and related professionals such as social services, this was 

particularly noted amongst female drug users with children (Fitzgerald et al, 

2004; Simmonds and Coomber, 2009). Problem drug users have a wide range 

o f health problems related directly and indirectly to  their drug use (Day and 

Crome, 2002). IDUs that experienced a general sense o f shame and
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embarrassment due to their drug use and were afraid o f being recognised and 

stereotyped when using a SIS were associated with failure to access, delay in 

access or not fully utilising the service (Fitzgerald et al, 2004). Research 

indicates that the considerable stigmatisation experienced by drug users is more 

prevalent in the general heahhcare settings where staff have not elected or been 

trained to treat the marginalised and the excluded (Merrill, Rhodes, Deyo, 

Marlatt and Bradley, 2002; Peckover and Childlaw, 2007).

The study carried out by Treloar and Hoh (2006) also found that societal 

attitudes on drug use and drug treatment also emphasised individual deficits as 

society generally tends to view drug use and users with negativity and hostility. 

Ormston et al (2010) carried out a survey o f public attitudes to drug use and 

drug users in Scotland and found that 45% o f respondents agreed with a 

statement that ’most people who end up addicted to heroin, only have 

themselves to blame'. Treloar and Holt suggest that community awareness and 

education on drug use and available drug treatment services is necessary as the 

stigma o f drug use is associated with decisions not to seek treatment (2006).

2.6.4 The Role of Treatment Services and Supports

A study carried out by Radcliffe (2011) shows the importance o f women's 

professional and personal support networks as they attempt to make the 

transition from drug use into 'normal' and non-stigmatised motherhood and 

family life. Professional supports referred to a range o f heahh and 

psychosocial services including drug treatment and antenatal care. Personal 

supports included personal relationships including friends, family, sexual 

partners and fellow drug users.The role o f 'turning points' in the drugs user’s
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path o f recovery and shrugging o ff the addict identity is not only linked to 

individual endeavour but also to professional and personal support networks. 

Accessing treatment supports was found to be an easier process for women 

who are part o f a two-parent partnership (Radcliffe, 2011).

In order to fully explore and understand the important role o f professional and 

personal supports with respect to female drug users’ drug treatment pathways 

and the construction o f  the non-addict identity, it is necessary to conduct a 

broader discussion o f female drug use. Elizabeth Ettorre (1992) an influential 

writer in this area adopts a femisinst perspective in understanding female drag 

use and contends that there is a need for approaches on substance use 

highlighting the social construction o f gender and argues that specific attention 

must be given to female drug use in the fields o f drug use research and drug 

treatment practiceif we are to fully understand why women use drugs but also 

to understand the supports and treatment approaches that are the most effective 

for women. Brownmiller states that “the female body has been mankinds most 

popular subject for adoration and myth and also for judgem ent, ridicule, 

aesthetic adoration and violent abuse” (1984: 12). Therefore when women 

abuse drugs they are seen to abuse their already abused bodies and are 

subsequently viewed as worse o ff than their male counterparts, “the 

quintessence o f a wicked woman defiling her body with harmful substances” 

(Ettorre, 1992: 10).

Graham (1983) argues that the general concept o f  dependency has a different 

meaning for men and women although this notion remains unrecognised as 

important.According to Ettorre (1992) substance dependence is seen to be
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more ‘social’ for women than for men who experience a greater predisposition 

to a ‘real’ dependence with indications o f a genetic factor highlighting the need 

to view, research and treat male and female drug use differently. This view is 

supported by Peluso and Peluso (1988) who argue that it is social factors rather 

than genetic or biological factors which can best explain the pattern of 

experiences for substance dependent women.

According to Ettorre (1989a; 1989b) there are tandem definitions o f 

dependency which refer to either ‘addiction’ or a ‘subordinate thing’. The 

former definition is the ‘unacceptable’ face o f dependency while the latter 

definition is the ‘acceptable’ face o f dependency. Ettorre (1989a; 1989b) 

explains this further by arguing that dependency o f the ‘addiction’ kind is 

unacceptable when it interferes with the w om an’s social role as homewife and 

mother. However, dependency ‘as a subordinate th ing’ is socially acceptable 

and valued when it involves being dependent on a male such as a husband or 

superiors.

Ettorre (1992) argues that due to the various meanings o f dependency we need 

to explore individual and social factors if  we are to fully understand womens 

substance use, factors which can be explained through the day to day 

experiences o f  substance using women. However, the field o f addiction studies 

has been resistant both theoretically and methodologically to an approach 

which is sensitive to the needs o f women as a social group (Ettorre, 1992).

2.7 Recovery and Capital

The term ‘capital’ refers to a set o f  assets which are capable o f generating
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future benefits for at least some individuals (Lachmann, 1978); various types o f 

capital have been proposed by researchers and theorists. In the literature, 

distinctions have been made between 'natural capital' and 'human made capital'. 

Bartkus and Davis define natural capital as the earth's resources that are not 

created by humans, whereas human made capital refers to capital “created by 

humans by spending time and effort to transform something into something 

else that they hope will increase benefits later on” (2010: 21). Four types o f 

human made capital have been proposed including physical capital, human 

capital, social capital, and cultural capital. A further concept referring to 

capital assets has been developed and proposed specifically in relation to 

recovery from drug misuse. This capital is termed recovery capital and 

incorporates the four previously set out types o f capital (physical, human, 

social and cultural). An overview o f  each type o f capital is presented below 

together with a discussion regarding how the different types o f capital are 

relevant to our understanding o f initiation into drug use and recovery from drug 

use.

2.7.1 Physical Capital

Cloud and Granfield provide the following definition o f physical 

capital'.“Physical capital typically referred to as economic or financial capital, 

includes income, savings, property, investments and other tangible financial 

assets that can be converted to money” (2008:1973). Physical capital includes 

investments in physical infrastructure and tools, e.g. roads, factories and 

computers (Bartkus and Davis, 2010). According to Ostrom (2000) this is the 

easiest type o f capital to measure, usually by monetary value. The concept o f 

human capital was introduced by Schultz in 1961 and is now recognised as a
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major factor in economic productivity (Becker, 1964; Hardin, 1999). 

Educational qualifications in the form o f a diploma and/or a degree represent a 

type o f  physical capital as they are tangible assets that can provide the 

individual with improved employment opportunities which can lead to 

improvements in income and living standards (Keane, 2011).

2.7.2 Human Capital

Human capital refers to the possession o f knowledge, skills, educational 

qualifications, experience and physical and mental health conditions. Cloud 

and Granfield note that:

“Human capita! embodies a wide range o f  individual human allhbtiles that 

provide one with the means to function effectively in contemporary' society, to 

maximise individual's benefits associated -with membership in that society’ and to 

attain personal goals"  (2008; 1974).

According to Becker (1964) human capital represents the investments people 

make in themselves that enhance their economic productivity. With human 

capital “an individual defers current consumption and pleasurable activities to 

acquire better skills and knowledge that can potentially increase future 

benefits” (Bartkus and Davis, 2010:21).

As Keane notes, “education can play a key role in increasing the stock o f 

human capital through empowering individuals in addiction recovery to 

function effectively in society” (Keane, 2011: 31). An Irish qualitative study 

carried out by Keane (2011) demonstrated how interviewees in recovery from 

drug use found that education played a role in their ability to function 

effectively in society. This effective functioning was demonstrated through 

their ability to materially provide for their children and to function as a parent
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and as a partner. Keane's study (2011) revealed that most o f the people 

interviewed had left school without acquiring any formal educational 

qualifications, and in some cases, they left school with underdeveloped 

numeracy and literacy skills, and learning difficulties such as hmited ability to 

retain information. However, some had acquired at least a Junior Certificate 

and a small number had acquired the Leaving Certificate. Keane’s findings are 

consistent with research results from a British study which reported that 54% 

of problem drug users had been excluded from school (Jones et al, 2004).

Some drug users in recovery from substance use who come from 

disadvantaged backgrounds may not think or believe that they are capable of 

going to university (Keane, 2011). Keane’s study indicated that such views 

may be the result o f negative perceptions o f self and abilities, negative early 

schooling experience and having grown up in socially disadvantaged areas 

where minimal value is placed on education. According to Keane (2011) 

returning to education to improve career options is an element o f developing 

human capital which can also improve the social functioning o f recovering 

drug users. The ability to increase human capital through education is 

influenced by stable housing, a person’s community and the opportunities 

within this community.

2.7.3 Social Capital

The concept o f social capital goes back to the 19th Century and is a term 

coined by writers across a number o f disciplines including politics, economics 

and sociology (National Economic and Social Forum, 2003). Earlier uses of 

the concept are synonomous with the writings o f  Loury (1977) and Bourdieu
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(1986) andparticularly in the writings o f Putnamet al (1993) in 'Making 

Democracry> Work’ which catapulted social capital research into a widespread 

and lively phase of development (Ostrom, 2009). As the concept of social 

capital is placed within multiple disciplines, varying definitions have been 

proposed to aid our understanding o f social capital with Putnam (2000) and 

Fukuyama (1996) giving particular attention to the idea of trust. Putnam 

(2000) defines social capital as the characteristics of a social organisation, such 

as trust, norms and networks, that facilitate actions that can increase societal 

efficacy. Similarly, Koo, Chitwood and Sanchez define social capital “as the 

existence of a certain set of informal values or norms that are shared among 

members of a group” (2007:1037).

As with human capital, the concept o f social capital can facilitate our 

understanding o f addiction and other personal problems and the solutions to 

these problems (Granfield and Cloud, 2001). Granfield and Cloud (2001) 

associated the concept of 'natural recovery' from substance use with social 

capital. As previously indicated the term 'natural recovery' refers to those 

individuals who achieve successful recovery from drug use without formal 

treatment or self-help groups such as the 12-step programmes. Granfield and 

Cloud point out that:

‘‘Social capital is differentially distributed among alcohol and dnig  

dependent individuals and those who are able to overcome their drug 

dependencies without form al planned or mutual help treatment, as a group, 

may possess more o f  this capital than those who are involved in treatment” 

(2001:1564).
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Linking 'natural recovery' and social capital emphasises the broader social 

context o f recover^' highlighting the crucial role that social relationships within 

which the individual is embedded play in the recovery process without 

treatment.

Stability, ideology and the maintenance o f relationships are three factors that 

have been found to assist in the creation o f and maintenance o f social capital in 

the lives o f drug users who achieve untreated recovery. Stability refers to the 

level o f stability in the individual's life prior to and during their substance 

dependencies. Ideologies in the form of obligations to others acted as an 

incentive to change. Finally, drug users who maintained their relationships 

with non-drug using family members and friends were more likely to achieve 

drug free status without treatment (Granfield and Cloud, 2001).

Buchanan (2004) asserts that a framework for understanding problem drug use 

needs to address structural disadvantages, limited opportunities, alternatives 

and resources. Therefore, it is important to place problem drug use in a social 

context to fully understand that a positive lifestyle change does not only 

involve overcoming physical and psychological drug dependence. This view 

was supported by Dole and Nyswander (1965) the pioneers o f methadone 

treatment who proposed that the social re-integration needs o f drug users must 

be afforded the same attention as their medical needs.

Keane not only proposes that education plays a role in developing an 

individual’s human capital, he also argues that adult education can improve an 

individual's social capital by opening up new opportunities to develop new
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networks o f friends that are outside the confines o f the addiction recovery 

network (2011; 16). According to Keane (2011) this is useful in breaking 

down the perceptions that people in addiction often hold about their differences 

to non-addicted individuals. This sense o f differentness is attributed to the fact 

that drug users form a distinct culture and even through their recovery they 

remain in close proximity to others in addiction.

2.7.4 Cultural Capital

Cloud and Granfield claim that;

“Ciiitiiral capita! embodies cultural norms and the ability to act in one's own 

interest within these norms to meet basic needs and maximise opportunities. 

Cultural capital includes values, beliefs, dispositions, perceptions and  

appreciations that emanate from  membership in a particular cultural group ” 

(2008; 1974).

Such cultural norms are pro-social and socially conforming, often the drug 

addicted lifestyle does not conform to such norms. Cultural norms are 

important to maximise the opportunity for sustained recovery (Cloud and 

Granfield, 2008).

2.7.5 Recovery Capital

Recovery capital is a term that has been developed and encompasses w ell

being, community engagement in addition to sobriety or abstinence from illicit 

substances. The process o f  mobilising recovery capital is far from passive. 

Presenting oneself as part o f a normal family is one strategy in mobilising 

recovery capital (Radcliffe, 2011). According to Cloud and Granfield (2008) 

recovery capital is the sum o f resources necessary to initiate and sustain 

recovery from substance misuse. Recovery capital consists o f  the previously

90



set out physical, human, social and cultural capital and refers to “values, beliefs 

and attitudes that link the individual to social attachment and the ability to fit 

into dominant social behaviour” (Keane, 2011: 8). The concept o f recovery 

capital was introduced in an effort to understand how substance users achieved 

'natural recovery' with the supports or help from formal drug treatment or self- 

help groups such as 12-step programmes.

Research by Granfield and Cloud (1999, 2001) and Cloud and Granfield (2004) 

suggests that an overlap between the four types o f capital (physical, human, 

social and cultural) produces recover}' capital. Drug users who possess a 

greater degree o f recovery capital are more likely to recover from substance 

use without formal treatment and supports. In contrast to this view, Keane 

(2011) found that recovery capital can be acquired by engaging with aduh 

education, which may be made feasible through and supported by drug 

treatment and rehabilitation programmes.

2.8 Conclusion

This chapter provides a broad overview and discussion o f the drug use and 

drug treatment literature and addresses drug use and drug treatment in the 

context o f identity and stigma. The chapter points to the relevance and 

importance o f our understanding o f  social identity and identity related issues 

when discussing drug use and recovery. The varied theoretical perspectives o f 

social identity are discussed and psychological models o f  social identity which 

propose the importance of the individual's identification with a group or 

category in an effort to meet particular needs are outlined. The need to 

enhance self-esteem (Tajfel and Turner, 1979; Tajfel, 1981), the need to reduce
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uncertainty, the need for assimilation and inclusion (Brewer, 1991; Brewer and 

Pickett, 1999; Brewer and Roccas, 2001) and the need for differentiation and 

distinctiveness (Aharpour and Brown, 2002; Deaux et al, 1999) are highlighted 

as important features o f the psychological models of identity theory.

The review of the sociological perspectives of social identity mainly pointed to 

the work o f sociologist Erving Goffman which was proposed in 1963 in his 

book Stigma: notes on the management o f spoiled identity’. Goffman (1963) 

distinguished between our 'actual' social identity and our 'virtual' social identity 

and proposes that when a discrepancy exists between the two types of identity, 

the individual's identity becomes 'spoiled' and as such a stigma is experienced. 

This review discusses Goffman's (1963) theoretical concept of'spoiled' identity 

and how this concept can be applied to our understanding of drug use, drug 

treatment and the associated stigma. Neale et al’s (2011) critical review o f the 

application of Goffman's work to our understanding o f recovery from drug use 

and addiction is also discussed. These authors not only propose a number of 

reasons why the idea o f repairing a 'spoiled' identity is appealing in theorising 

recovery but also highlight the difficulties and challenges encountered in 

theorising recovery from the perspective of a 'spoiled' identity.

The review of literature also highlights more recent research on the concept of 

stigma, outlining the different stigma models that have been constructed 

(Fumham and Bower, 1992; Angermeyer and Matschinger, 1994, 1996; Wahl, 

1995; Scheff, 1996; Katz, 1999; Link and Phelan, 2001). The discussion of 

stigma in this review places a particular focus on the stigma of drug use. The 

area o f stigma and drug use has been less widely researched than the stigma
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experienced by those with a mental health issue, despite the intense level o f 

stigmatisation experienced by drug and alcohol users. The review o f  literature 

not only demonstrates how stigma is experienced by drug users (Lloyd, 2013), 

as directed from individuals outside o f  this population (Ormston et al, 2010), 

but also how drug users stigmatise within the drug using population (Garfmkel, 

1956; Fitzgerald et al, 2004), and how drug users enter into a process o f  self

stigmatisation (Katz, 1999). This chapter reviews the ways in which drug users 

manage their 'spoiled' and stigmatised identities and their subsequent 

expenence o f discrimination in an array o f settings including the drug 

treatment setting (Radcliffe and Stevens, 2010) and other healthcare settings 

(Merrill et al, 2002; Peckover and Childlaw, 2007; Simmonds and Coomber, 

2009).

The previously described theories o f identity and stigma and their association 

with drug use are also discussed within the drug treatment recovery framework. 

In this chapter, recovery has been discussed in the context o f'natu ral recovery' 

(Waldorf, 1983; Biemacki, 1986; Granfield and Cloud, 2001), 'turning points' 

(Simpson et al, 1986; Shaffer and Jones, 1989; Prins, 1994) and identity 

including the drug addicted and recovering addict identities (Valverde, 1998; 

Larkin and Griffiths, 2002). The research focuses on the reverting back to 

previously constructed identities prior to their drug use and on the construction 

o f a newly formed and non-addicted identity and indicates that successful 

recovery is associated with a more positive identity (McIntosh and 

McKeganey, 2000).

The final section o f the chapter presents a review and discussion o f the role o f
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recovery capital, a term developed to describe the combination o f physical 

capital, human capital, social capital, and cultural capital. Research has argued 

that drug users who possess a greater degree o f recovery capital are more likely 

to recover from substance use (Granfield and Cloud, 2001). The importance of 

these types o f capital on their own and combined in the form o f recovery 

capital is once again discussed in the context o f identity and the importance o f 

identity in understanding drug use and recovery processes.

In chapter three a description o f the locations where the research took place is 

provided using key socio-demographic information. The chapter addresses the 

advantages o f  the use o f  qualitative research particularly in the field o f drug 

use, and gives a detailed account o f the m ethodology adopted in this thesis. 

The chapter goes on to describe the ethical issues to be considered prior to and 

throughout any research project, and provides a detailed description o f  the 

ethical challenges encountered by this researcher throughout the research 

process.
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3 Methodology and Ethics

3.1 Introduction

As stated in the introductory chapter, this thesis aims to explore the lives o f 

drug users located in two communities in the West o f Dublin. The thesis is an 

exploration o f their drug using and drug treatment careers and provides a 

description o f the stigma they experience and the identities they form 

throughout these careers. In describing the lived experiences o f  the drug users 

who participated in this study, the thesis draws from and applies Erving 

Goffman's sociological and theoretical framework o f stigma and identity as 

discussed in his book Stigma: notes on the management o f  spoiled identity’.

The chapter begins with an overview o f the locations where the research took 

place and gives a detailed socio-demographic description o f both communities. 

The chapter then addresses the issue o f research design, providing an overview 

and discussion o f  the issues that are o f particular relevance in the use o f  a 

qualitative approach to social research. An overview o f  the different traditions 

in qualitative research and its broad functions are also provided. The 

procedures used in the analysis o f qualitative data are outlined; this also serves 

to highlight the merits o f the use o f qualitative research. The chapter then 

discusses the importance o f research in the drugs field and the contribution it 

makes to furthering our understanding o f  the prevalence and practices o f  drug 

use and thus assists in efforts to develop more effective responses. The 

longstanding debate regarding the use o f  a qualitative versus a quantitative 

approach in drug use research is also discussed, and the chapter provides a 

rationale as to why the researcher chose a qualitative rather than a quantitative
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approach in this study.

The chapter then addresses the methodological issues encountered in research 

by firstly outlining the methodologies adopted in this study. The chapter gives 

a detailed description o f the methods employed through the processes o f data 

collection, data management and data analysis. The chapter then describes the 

research participants and the strategies used in the recruitment o f the research 

participants.

Following a detailed discussion o f the methodologies employed, the chapter 

describes the ethical principles and theories that guide qualitative research and 

the ethical dilemmas commonly encountered in qualitative research and how 

these ethical issues can constrain the research process. The process o f 

obtaining ethical approval is outlined along with the ethical principles that 

guided this thesis. The ethical issues specifically encountered in this thesis and 

how they were managed are also highlighted and discussed.

Finally, the chapter will outline and discuss the limitations o f  this study and the 

research methods employed and the strategies adopted to overcome these 

limitations.

3.2 Research Locations

The research was located within two suburban communities in the west o f 

Dublin which will be referred to as West Dublin 1 and W est Dublin 2. This 

section describes the broader socio-economic context o f W est Dublin 1 and 

W est Dublin 2 by providing some o f the key Census (2011) data relating to
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these communities. This data refers to geographical location; deprivation 

scores; population (including age structure); household structure; educational 

qualification attainment; employment and unemployment rates; and finally, 

social class categories.

3.2.1 Geographical Location -  W est Dublin 1

West Dublin 1 is located seven kilometres west o f the city centre, south o f the 

Horse Park, it is bordered on the north by Church Avenue, on the south by 

Walterstown, on the east by Mile Avenue, on the north-west by Rose Village 

and the south-west by West Dublin 2. The River Liffey lies to the north, and 

the Grand Canal, lies to the south. West Dublin 1 is designated as postal 

district Dublin 10, and is a catchment area for both the W est Dublin 1 Local 

Drug Task Force and the West Dublin 1/Church Avenue Local Area 

Partnership.

3.2.2 Deprivation -  W est Dublin 1

West Dublin 1 consists o f  seven District Electoral Division's (DED's): Apple 

Orchard A; Apple Orchard B; Apple Orchard C; Daisy's; Pear Tree; Rose A; 

and Rose B. All seven o f the DED's are designated as disadvantaged in Census 

2011, with one DED in West Dublin 1 in the top ten most deprived areas 

DED's in the Dublin region and with three amongst the twenty most deprived 

DED's in the Dublin region. Table 2 demonstrates the absolute deprivation 

index scores for each o f the seven DED's in W est Dublin 1 and the changes 

that occurred in the period between the 2006 and the 2011 Census. The most 

recent profile o f deprivation scores indicates that West Dublin 1 is a highly 

disadvantaged community. Even in the 'boom years' o f  the 'Celtic Tiger'
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period, the absolute deprivation index scores indicate that although the 

situation was not as bleak as more recently. West Dublin I was disadvantaged 

in comparison to the wider Dublin region and nationally. Since the economic 

climate has changed. W est Dublin I's deprivation scores have declined. As 

outlined in the review o f Ireland's national drug policy set out in the 

introductory chapter o f this thesis, the deprivation experienced in some 

communities has been associated with high rates o f drug use. Due to the level 

o f deprivation experienced in the W est Dublin 1 community and its association 

with high rates o f  drug use. West Dublin 1 was designated a Local Drug Task 

Force Area in 1997.

Table 2: West Dublin 1: Absolute Deprivation Index Scores for 2006 and

2011

Area 2006

National 
Dublin Region 
Dublin City 
Apple Orchard A 
Apple Orchard B 
Apple Orchard C 
Daisy's 
Pear Tree 
Rose A 
Rose B

Source: C entral Statistics O ffice (2011)

3.2.3 Population -  W est Dublin

The latest Census o f Population conducted in 2011 revealed that the resident 

population o f the West Dublin 1 area (including the Church Avenue area) was 

25,114, representing a 5.2% increase from the 2006 Census. The population 

figure o f  W est Dublin 1 and Church Avenue accounts for 2.0% of the wider

2011

-0.2 -6.7
1.7 -3.3

-1.1 -4.9
-14.1 -20.6
-16.5 -23.6
-20.8 -17.4
-16.8 -22.6
-17.1 -22.7
-11.7 -17.0
-19.7 -24.9

2006-2011
Change

-6,5
-5.0
-3.8
-6.5
-7.1
3.4

-5.8
-5.6
-5.3
-5.2

98



Dublin region population, as presented in Table 3. Table 4 dem onstrates that 

the highest population is in the 25-64 age group (55.6% ), with the age structure 

o f  the W est D ublin 1 population sim ilar to that o f  the D ublin region.

T able 3: Population  C hange in W est D ublin 1/Church A venue and D ublin  

Region 2006 to 2011

Area 2006 2011 C hange 2006 - % C hange
2011 2 0 0 6 -2 0 1 1

23,870 25,1 14 1,244 5.2
W est D ublin 1/
C hurch Avenue

Dublin Region 1,187,176 1,273,096 85,920 7.2
Source: Central Statistics O ffice (2011)

in W est Dublin 1/Church A venue and

% 15-24 % 25 to 64 % 65 +

13.9 55.6 1 1.3

13.6 56.2 10.9

3.2,4 H ousehold Structure and Lone Parent H ouseholds -  W est D ublin  1

H ousehold structure refers to the ow nership o f  households, type o f  households, 

and persons in each household (CSO, 2006). The Central S tatistics O ffice 

(CSO) indicates that in 2011 the total num ber o f  households in W est D ublin 1 

was 4,782 (CSO, 2011). In com parison to the D ublin region a substantially  

h igher proportion o f  fam ily units in the W est D ublin 1/Church A venue areas 

are lone parents with children. In four o f  the seven D ED 's in W est Dublin 1, 

the m ajority o f  fam ily units w ith children are lone paren ts with children. In 

2011, 44.2%  o f  fam ily units with children w ere lone m others w ith children and

T able 4: A ge Population C hange 

Dublin Region 2006 to 2011

Area %  0 to 14

W est D ublm  1 /
C hurch A venue

D ublin R egion 19.3

Source: Central Statistics O ffice (2011)
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4.6% were lone fathers with children. As set out in Table 5 these rates compare 

to rates of 26.8% and 3.5% in the Dublin region.

Table 5: Family Units with Children in W est Dublin 1/Church

Avenue in 2011

Area
Couples with Lone Mothers Lone Fathers
Children with Children Children

West Dublin 
Church Avenue 51.20% 44.20% 4.60%

Dublin Region 69.70% 26.80% 3.50%

Source: Central Statist ics O ffice (2011)

3.2.5 Educational Qualification Attainm ent -  W est Dublin 1

A report commissioned by the West Dublin 1/Church Avenue Partnership 

Census 2006-2011 (WRC Social and Economic Consultants, 2012) indicates 

that studies have consistently shown that higher educational qualifications are 

associated with lower unemployment rates and higher incomes. The 2011 

census revealed an increase, albeit a modest increase, in the proportions of 

people from the West Dublin 1 area with Upper Secondary, Third Level Non- 

Degree, and Degree Level and above qualifications. In comparison to the 

Dublin region, the nature and size of change in educational qualifications is 

different.

The main difference between the two regions is that the major increase in 

educational qualification attainment in West Dublin 1 relates to an increase in 

the proportion o f people with at least Upper Second Level qualifications while 

in the Dublin region the major increase is in the proportion o f the population 

obtaining at least Degree Level qualification. Therefore, in comparison to the 

wider Dublin region. West Dublin 1 has far fewer people with degree level and
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above qualifications which puts the residents o f this area at a disadvantage 

when it comes to the securing o f employment. In five o f the seven DED's in 

West Dublin 1, over 60% of the aduh population who have completed their 

education are considered to be educationally disadvantaged.

3.2.6 Employment and Unemployment -  W est Dublin 1

This section provides an overview o f the employment and unemployment rates 

in the West Dublin 1 area and compares these rates to the Dublin region. In 

2011 the Census data revealed that the employment rate had fallen 

substantially and that the unemplojonent rate had risen substantially. The 

employment rate in West Dublin 1 was at 41.7% compared to 52.6% in the 

Dublin region. The unemployment rate for the community o f W est Dublin 1 

was 29% in comparison to 17.1% for the Dublin region, demonstrating a 

significantly higher rate o f unemployment in West Dublin 1 compared to the 

wider Dublin region (see Table 6).

Table 6: Rates of Employment and Unemployment in W est Dublin 1

Source: Central Statistics O ffice (2011)

3.2.7 Social Class -  W est Dublin 1

Census 2006 (CSO, 2006) identified seven social classes which have been 

collapsed into three categories identified as 'Professional Workers, Managerial 

and Technical Occupations; 'Non-Manual and Skilled Manual W orkers’; and 

'Semi Skilled and Unskilled Workers and Others Gainfully Occupied’. An

in 2011

Area
Dublin West 1 
Dublin Region

Employment Rate
41.70%
52.60%

Unemployment Rate
29,00%
17.10%
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analysis by social class categoryof the working population o f the West Dublin 

1 area and the greater Dublin area and based on Census 2011 data is presented 

below.

Professional Workers, Managerial and Technical Occupations 

In West Dublin 1, a small proportion o f  the working population (3.6%) fell into 

social class category 1. This social class category is represented by workers in 

the occupational categories o f professional workers and managerial and 

technical occupations. This is significantly less than the rate o f 38.7% in the 

Dublin region. Occupations in these fields are associated with a higher level o f 

educational quahfication attainment which therefore indicates an association 

between social class and educational qualification attainment.

Non-manual and skilled manual workers

In West Dublin 1, 44.3% o f the working population fell into social class 

category 2, representing a high proportion o f non-manual and skilled manual 

workers in the area. This rate was higher than the proportion o f non-manual 

and skilled manual workers in the Dublin region.

Semi/unskilled workers and others gainfully occupied

In West Dublin 1, 52.1% o f the working population fell into social class 3, 

representing more than half the working population. This rate is higher than 

the rate o f 30.8% in the Dublin region. This indicates a large proportion o f 

unskilled and low skilled persons in the West Dublin 1 area which is also 

consistent with the levels o f educational attainment in the area.
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Table 7: Social Class Categories in West Dublin 1 in 2011

Area

West Dublin 1 
Dublin Region

Social Class 1 
2011
3,60%
38.70%

Social Class 2 
2011
44.30%
30.50%

Social Class 3 
2011
52.10%
30.80%

Source: Central Statistics O ffice (2011)

The findings presented here present an outline o f the socio-economic 

conditions in the community o f  W est Dublin 1 and how they changed between 

2006 and 2011. Absolute levels o f deprivation have increased in six o f  the 

seven DEDs since the Census 2006. Similarly to changes at the national level, 

the rates o f  unemployment in W est Dublin 1 increased between 2006 and 2011 

while the rates o f employment fell. It is important to mention that although the 

increases and decreases in unemployment and employment respectively are in 

line with changes across the country, the rates o f  change are considerably 

higher and lower in West Dublin 1 when compared to the Dublin region. The 

considerable differences between West Dublin 1 and the wider Dublin region 

are also evident in the levels o f educational qualification attainment. A 

substantially larger proportion o f  people with at most Lower Second Level 

qualifications and a smaller proportion o f people with Degree Level and above 

qualifications live in W est Dublin 1 compared to the greater Dublin area. The 

level o f deprivation experienced in West Dublin 1 due to the poor attainment of 

higher education qualifications, high proportion o f lone parent households and 

high rates o f unemployment have made West Dublin 1 vulnerable to high 

levels o f drug use.
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3.2.8 Geographical Location -  W est Dublin 2

West Dublin 2 is located to the W est o f  Dublin City and is part o f  the 

administrative area o f South Dublin County Council. It is bordered to the 

North by Morcan, to the East by West Dublin 1 and the M50 and to the South 

by Southcoole and the Norway Road. W est Dublin 2 is comprised o f six 

District Electoral Divisions (DEDs) o f South Dublin County Council and 

similarly to West Dublin 1 is the catchment area for both the West Dublin 2 

Local Drug Task Force and the W est Dublin 2 Lorcan Handstown and 

Oldcastle Local Area Partnership. W est Dublin 2 is designated as postal district 

Dublm 22.

3.2.9 Deprivation -  W est Dublin 2

West Dublin 2 consists o f six DED's: W est Dublin A; West Dublin B; West 

Dublin C; West Dublin D; W est Dublin E; and West Dublin F. Table 8 

demonstrates the absolute depnvation index scores for each o f the six DEDs in 

West Dublin 2 and the changes that occurred in the period between the 2006 

and 2011 Census. Similarly to W est Dublin 1, the most recent profile o f 

deprivation scores indicates that W est Dublin 2 is a disadvantaged location. 

Three o f the DEDs in the West Dublin 2 area (West Dublin A, W est Dublin D 

and W est Dublin E), are among the most disadvantaged DEDs in the Dublin 

region. In 2011 no DED in the West Dublin 2 area was categorised as 'affluent'. 

Table 8 also indicates that deprivation scores in this location have declined in 

recessionary times.
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Table 8: West Dublin 2; Absolute Deprivation Index Scores for 2006 and

2011

Area 2006 2011

National -0.2 -6.7
Dublin Region 1.7 -3.3
Dublin City -1.1 -4.9
West Dublin A -11.2 -22.1
West Dublin B -10.2 -16.9
West Dublin C -0.7 -7.2
West Dublin D -12.8 -18.2
West Dublin E -17.9 -24.3
West Dublin F -1.4 -8.3

2006-2011
Change

-6.5
-5.0
-3.8

-10.9
-6.7
-6.5
-5.4
-6.4
-6.9

Source: C entral Statistics O ffice (2011)

3.2.10 Population -  W est Dublin 2

According to the latest C ensus (C SO , 2011), the population o f  W est D ublin 2 

is 39,083, accounting for 3.1%  o f  the w ider D ublin region population (see 

Table 9 below). Table 10 dem onstrates that m ore than 6 out o f  every 10 

persons (61.9% ) in W est D ublin 2 fall m to the age 25-64 age group, a 

significantly  h igher proportion than the sam e age cohort in the D ublin region.

Table 9: Population Change in West Dublin 2 and Dublin Region 2006 to 

2011

A -»nii Change 2006 - % Change
2011 2006-2011

W est D ublin 2 41896 39083 2813 -6.7

Dublin Region 1,187,176 1,273,096 85,920 7.2

Source: Central Statistics O ffice (2011)
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Table 10: Age Population Change in W est Dublin 2 and Dublin Region

2006 to 2011

Area % 0 to 15 % 16-24 % 25 to 64 % 65 +
W est Dublin 2 17.0 14.6 61.9 6.5
Dublin Region 19.3 13.6 56.2 10.9
Source: Central Statistics O ffice (2011)

3,2.11 Household Structure -  W est Dublin 2

According to the CSO (2011) the total num ber o f households in West Dublin 2 

IS 11,688. O f this, 3,474 (29.7%) are headed by lone parents which is very 

similar to the corresponding Dublin region figure o f 30,3%. 26.6% o f family 

units consisted o f  lone mothers with children and 3.06% were lone fathers with 

children compared to 26.8% and 3.5%>, respectively, in the Dublin region (see 

Table 11 below).

Table 11: Family Units with Children in W est Dublin 2 in 2011

Couples with Lone Mothers Lone Fathers with
Children with Children Children

West Dublin 2 64.9% 31.00% 4.1%
Dublin Region 69.70% 26.80% 3.50%

Source: Central Statistics O ffice (2011)

3.2.12 Educational Qualification Attainm ent -  W est Dublin 2

The 2011 Census revealed that 14.5% o f  the West Dublin 2 population 

achieved Upper Secondary Level education, 13.5%> achieved Third Level Non- 

Degree level education and 9%> o f the population received Degree level and 

above qualifications. These rates o f  educational attainment were significantly 

lower than the comparable rates in the wider Dublin Region. Similarly to the 

residents in West Dublin 1, lower levels o f educational attainment places the
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residents o f the West Dublin 2 area at a disadvantage when it comes to the 

securing o f emplo>'ment.

3.2.13 Unemployment and Employment -  W est Dublin 2

The unemployment rate in West Dublin 2 was 23% in 2011, a figure which is 

significantly higher than the Dublin region rate o f  17.1%. The rate o f 

employment in this part o f Dublin is 41.4%, a figure that is significantly lower 

than the Dublin rate o f 52.6%. As indicated in the discussion o f West Dublin 1 

set out above, the rates o f employment and unemployment in the West Dublin 

2 area improved throughout the 'Celtic Tiger' era but since the economic 

recession these rates have declined. Although, an increase in unemployment 

rates and a decrease in employment rates have occurred across Dublin and 

Ireland, it is important to point out that some communities like West Dublin 2 

have experienced more significant changes which makes these communities 

more vTilnerable to disadvantage and marginalisation.

Table 12: Rates of Employment and Unem ployment in Dublin W est 2

in 2011

Area Employment Rate Unemployment Rate
West Dublin 2 41.40% 23.00%
Dublin Region 52.60% 17.10%

Source: C entral Statistics O ffice (2011)

3.2.14 Social Class -  W est Dublin 2

As previously indicated, the 2006 Census identified seven social classes which 

have been collapsed into three categories. The working population o f West 

Dublin 2 in 2011 is analysed below into the three categories already outlined.
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Professional workers, managerial and technical occupations 

In 2011 20.7% o f the working population o f West Dublin 2 fell into this social 

class category. This rate is significantly less than the Dublin region figure o f 

38.7% indicating the smaller proportion o f professionals and managers in this 

area. The smaller proportion o f  professional and managerial workers is also 

consistent with the lower levels o f  educational attainment in this area.

Non-manual and skilled manual workers

In 2011 almost 4 in every 10 workers in West Dublin 2 (37%)) were non- 

manual and skilled manual workers. In contrast just 3 in every 10 workers in 

the Dublin region (30.5%o) were non-manual and skilled manual workers in 

2011. In 2011 the proportion o f non-manual and skilled manual workers in 

West Dublin 2 was therefore significantly above the proportion o f non-manual 

and skilled manual workers in the Dublin region.

Semi/unskilled workers and others gainfully occupied

In 2011 the proportion o f employed workers in West Dublin 2 that fell into this 

social class category was 41.3%>. This rate is significantly higher than the 

Dublin regional rate o f  30.8%>, which is once again representative o f the lower 

levels o f educational attainment in this area.

Table 13: Social Class Categories in W est Dublin 2 in 2011

Area

West Dublin 2 
Dublin Region

Social Class 1 
2011
20.70%
38.70%)

Social Class 2 
2011
37.00%
30.50%

Social Class 3 
2011
41.30%
30.80%

Source: C entral Statistics O ffice (2011)
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Similarly to the West Dublin 1 location, the main findings presented here 

demonstrate the absolute levels o f deprivation in W est Dublin 2. In common 

with West Dublin 1 and indeed the rest o f the country, the rates of 

unemployment in West Dublin 2 increased between 2006 and 2011 while the 

rates o f employment have fallen. Like W est Dublin 1, the rates o f change in 

deprivation scores and unemployment rates are considerably higher and lower 

in West Dublin 2 when compared to the Dublin region indicating that W est 

Dublin 2 is one o f the most deprived communities in the wider Dublin Region. 

Significant differences between W est Dublin 2 and the wider Dublin region are 

also evident in the levels o f educational qualification attainment; in particular 

the population o f West Dublin 2 has significantly lower levels o f  attainment o f 

higher educational qualifications. As in West Dublin 1, the levels o f 

deprivation experienced in W est Dublin 2, which are partially attributable to 

the poor attamment o f degree and above levels o f  education qualifications, 

along with the high proportion o f lone parent households and high rates of 

unemployment, have made the residents o f W est Dublin 2 vulnerable to high 

levels o f drug use.

3,3 Qualitative Social Research

Research design has been described as, “the plan for collecting and analysing 

evidence that will make it possible for the investigator to turn whatever 

questions he or she has posed into answers” (Flick et al 2004:146). When 

choosing a research strategy, the researcher needs to consider if  a fixed design 

or a flexible design is appropriate. Robson (2002) contends that the fixed and 

flexible research strategies represent different ways o f collecting and analysing 

empirical evidence. Fixed designs involve the collection o f quantitative data
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and include experimental and non-experimental designs. In contrast, a flexible 

design strategy involves the collection o f qualitative data.

Qualitative research gives a more concrete view o f  what life is like from the 

point o f view o f  the person concerned with the data acting as a source o f well 

grounded, rich descriptions and explanations o f processes in identifiable local 

contexts (Miles and Huberman, 1994). Thus as Flick et al note, “qualitative 

research claims to describe life worlds 'from the inside out' from the point of 

view o f  people who participate” (2004;3). Qualitative research can be 

conducted in many different ways and as such a wide range o f approaches to 

qualitative research have been proposed. Atkinson et al, (1988) outline seven 

different approaches to qualitative research; symbolic interactionsim; 

anthropology; sociolinguistics; ethnomethodology; qualitative evaluation; neo- 

marxist ethnography; and feminism. Jacob's (1987) identifies five major 

qualitative research traditions: ecological psychology; holistic ethnography; 

ethnography o f comm unication; cognitive anthropology; and symbolic 

interactionism. Despite the different traditions, there are some recurring 

features o f qualitative inquiry which include a prolonged contact with a “field” 

or life situation, the depiction o f  a holistic overview o f  the context under study, 

and attempts to develop a deep understanding o f  life situations and how they 

are managed (Miles and Huberman, 1994). Although these different 

approaches fall under the label o f qualitative research, the approaches differ in 

their theoretical assumptions, their understanding o f  their object o f 

investigation and their methodological focus (Flick et al, 2004). With 

qualitative research most analysis is done with words and not numbers, 

however, multi m ethod studies may combine qualitative and quantitative
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inquiry (Rossman and Wilson, 1984).

Ritchie (2003) identifies four broad functions of qualitative research; 

contextual/exploratory; explanatory; evaluative; and generative. 

Contextual/exploratory qualitative inquiry aims to “explore and describe 

participants understanding and interpretations of social phenomena in a way 

that captures their inherent nature” (Ritchie, 2003; 28). Explanatory research is 

“concerned with why phenomena occur and the forces and influences that drive 

their occurrence” (Ritchie, 2003; 28). Evaluative research looks at the 

dynamics of how things operate, while generative research is concerned with 

producing new conceptions or understandings of social phenomena (Ritchie, 

2003).

There is an ongoing debate with regard to the merits of qualitative research 

compared to the merits o f quantitative research. This occurs when addressing 

the issues of reliability and validity, with some theorists arguing that qualitative 

studies are unreliable and invalid (Kvale, 1996). With a qualitative research 

approach, it is not such a straightforward process to conduct the exact 

replication of an experiment or study and therefore different procedures for 

ensuring trustworthiness are called for (Kirk and Miller, 1986). The strategies 

adopted in this qualitative study to address the issues of reliability and validity 

will be discussed later in the chapter. Despite the difficulties encountered in 

the collection and management of data and through the analytical process it is 

argued that “words, especially organised into incidents or stories, have a 

concrete, vivid, meaningful flavour that often proves far more convincing to a 

reader, another researcher, a policymaker, a practitioner, than pages of
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summarised numbers” (Miles and Huberman, 1994: 1).

Until the latter part o f the 20th Century, the analysis o f qualitative data was a 

relatively neglected subject, both in the literature and in researchers’ accounts 

o f their methods. Sieber (1976) reviewed seven research papers and found that 

in these texts only 5-10% o f the pages focused on analysis. Since then,

research papers and texts place more o f an emphasis on outlinmg and 

explaining the analysis process undertaken in a qualitative research study 

(Spradley, 1979; Smith and Manning, 1982; Goetz and LeCompte, 1984; 

W erner and Schoepfle, 1987; Bernard, 1988; Merriam, 1988; Patton, 1990; 

Bogdan and Biklen, 1992). The difficulty with qualitative analysis and its 

description comes from the idea that, unlike quantitative analysis, there are no 

clearly agreed rules or procedures for analysing qualitative data (Spencer et al, 

2003). Other researchers have also stated that the unequivocal determination 

o f the validity o f  findings is impossible (Becker, 1958; Bruyn, 1966; Lofland, 

1971; Wolcott, 1992).

Different qualitative methods will be applicable to different qualitative 

research approaches. Miles and Huberman (1994) claim that the problem with 

qualitative research is that it is done with words and not numbers with the 

processing o f  numbers typically a more economical process. Despite this, it is 

argued “that although words may be more unwieldy than numbers, they render 

more meaning than numbers alone and should be hung onto throughout data 

analysis (Miles and Huberman, 1994; 56).

Managing the qualitative data collected is a key task in the analytical process.
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A procedure for managing the data refers to the coding process. Miles and 

Huberman describe codes as:

"lags or labels for assigning units o f  meaning to the descriptive or inferential 

information compiled during a study. Codes are usually assigned to 'chunks' o f  

varying size words, phrases, sentences or whole paragraphs connected or 

unconnected to a specific setting ” (1994: 56).

According to Miles and Huberman (1994) there are three types o f  codes -  

descriptive, interpretive and pattern. They consider that interpretive and pattern 

codes provide more explanatory information than descriptive codes. The next 

section will discuss the way in which the large amount o f data in this study was 

collated and analysed through the process o f coding.

According to Mason (2002) categories/codes can label and organise data in two 

main ways, through a cross sectional 'code and retrieve' method or a non-cross 

sectional method o f data analysis. A 'cross-sectional' code and retrieve 

method refers to where the “researcher devises a common system o f categories 

which is applied across the whole data set and used as a means o f  searching for 

and retrieving chunks o f labelled data” (Spencer et al, 2003: 203). Non-cross 

sectional data analysis “ involves looking at particular parts o f the data 

separately, each o f which may require a different conceptualisation o f 

categories” (Spencer et al, 2003: 203). Coffey and Atkinson (1996) have 

criticised the method o f grouping and comparing chunks o f data outside the 

context in which they occurred through the cross sectional analysis o f  data. In 

contrast, theorists such as Strauss (1987) argue that cross sectional analysis 

coding “fractures the data, freeing the researcher from description and forcing 

interpretation to higher levels o f abstraction” (1987: 55).
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3.4 Qualitative Drug Use Research

Research regarding drug use and drug users is necessary in order to further our 

understanding and knowledge o f  drug use prevalence and practices. This 

knowledge can then be used to develop more effective responses to drug use 

and related problems. The most effective means to gather this information has 

been debated; is it through quantitative or qualitative measures? According to 

Hammersley (1989) there is a long history o f the qualitative/quantitative debate 

within the social sciences with both approaches believed to produce different 

research outputs. Martin and Stenner point out that, “by capturing participants' 

lived experiences through language, qualitative approaches are either the 

antidote or the necessary complement to quantitative methods” (2004: 396). 

Others have argued that the use o f quantitative m ethodologies in the drugs field 

has been too narrow (McKeganey, 1995; Bourgois, 2002).

According to Agar (2002) 'qualitative' was not a term that was heard much in 

the drugs field in the 1960's with research in this field primarily quantitative in 

nature. Early qualitative research into illicit drug use was primarily through 

ethnographic measures which produced a picture o f the heroin addict that was 

quite different from the picture presented in the earlier drug use literature. This 

literature characterised addicts only in terms o f deficits, however, ethnography 

did not generate any new paradigms for policy or intervention (Agar, 2002). 

Agar (2002) points out that the amount o f drug related literature and research 

has vastly increased over the decades resulting in improved knowledge 

regarding drug use, a knowledge which is conceptualised from several different 

disciplines. However, in comparison to the amount o f  quantitative research 

papers available, there are fewer published articles in addiction journals based
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on qualitative dm g use research. This is evidenced by two reviews published 

in 2005 and 2010 and carried out by Neale et al and by Rhodes et al 

respectively. According to Neale et al (2005) the journal 'Addiction' had 

published only three qualitative research papers in the previous year. 

Similarly, Rhodes et al (2010) selected a number o f addiction journals and 

reviewed the number o f addiction papers that employed qualitative measures. 

They found this to be only 7% o f the overall addiction papers published. 

Rhodes et al (2010) explain the small proportion of papers on qualitative 

research by asserting that the field o f addiction science reflects the theoretical 

and methodological parochialism o f the biological and laboratory sciences and 

as a consequence most addiction journals publish little qualitative research. 

These authors argue that “we need qualitative research to capture how drug use 

and addiction is lived and represented according to time and place” (Rhodes et 

al, 2010:443).

3.5 Research Design

As indicated early in this chapter, this thesis is concerned with the experiences 

o f drug users in W est Dublin using Erving Coffman's (1963) sociological and 

theoretical framework o f  stigma and identity to explore and describe these 

lived experiences. This section provides a detailed discussion o f the research 

design and methods o f  data collection and analysis employed for this thesis. 

Following the discussion o f the methods adopted in this study, the ethical 

issues that were faced and managed will be discussed in the next section.

3,5.1 Information about Research Participants

Forty potential research participants were approached and invited to participate
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in the researchwith the final research sample consisting o f thirty three 

participants, twenty two males and eleven females. All research participants 

had a current or former history o f using illicit drugs, prescribed methadone 

and/or other prescription medications. Research participants ages ranged from 

27-42 years. The thirty three research participants took part in a sem i

structured interview. Research participants were at various stages o f the 

rehabilitative process, ranging from complete abstinence to opiate substitution 

treatment (mainly methadone) to relapse with illicit substances. All 

interviewees were currently residing in the communities o f  W est Dublin 1 and 

West Dublin 2.

3.5.2 Recruitment Strategies

Research participants were initially recruited through two drug projects 

providing service users with a daily rehabilitation programme consisting o f 

therapeutic, educational and life skills supports on a one to one and group 

basis. This was the initial recruitment phase, with access to research 

participants through the M anager and CEO o f each drug project (the issue o f 

gaining access and gate-keepers will be discussed later in this chapter).

Past research, as outlined below, has focused on the reasons why drug users 

participate in the research process and the benefits received through their 

participation. As discussed previously, some o f the ethical theories put 

forward by Kvale (1996) and Flinders (1992) propose that the research should 

be o f  equal collaboration with equal benefits. It can be said that the researcher 

and/or the body or organisation for which the research is being carried out 

benefits substantially more from the research than the research subjects. The
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benefits that can accrue to the researcher/research body include payment, 

increased knowledge and information, contribution to knowledge, authorship 

on papers, etc. This clearly describes the way in which researchers benefit 

from the research process but why is it that drug users get involved in drug use 

research and volunteer their information and their time to research studies? 

Research suggests that drug user participation in clinical intervention studies is 

motivated by the following incentives: information access (Smith et al, 1998); 

economic gain (Cunny and Miller, 1994); desire to help others and contribute 

to science (Hayman et al, 2001); expected therapeutic benefits (Cunny and 

Miller, 1994; Brody and Waldron, 2000) and interest in the research project 

(Farre et al, 1995).

Barratt, Norman and Fry (2007) conducted a study into the self-reported 

positive and negative aspects o f research participation for intravenous drug 

users. Findings revealed that 85% of the research sample nominated benefits 

to others and 19% identified benefits to self as the positive aspects o f research 

participation. The positive aspects identified included the potential to provide 

true information about drug use; their capacity to improve drug related policies 

and practices; benefits for the drug using community and general awareness 

raising (Barratt and Norman, 2007). More than half (56%) o f the sample 

identified a negative aspect to research participation. Negative aspects o f 

research participation identified included discomfort, inconvenience, and risk. 

In addition one o f  the 'worst things' about drug use research was identified as a 

perceived lack o f impact o f research findings (Barratt, Norman and Fry, 2007). 

In line with these findings o f the ‘worst things’ about drug use research, 

examples o f drug user representative groups withdrawing support for research
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due to concerns about negative impact have been identified (Fry, Madden, 

Broggan and Loff, 2006). Therefore, in order to encourage the continued 

participation o f the drug using population in drug use research, it is important 

to clearly comm unicate how particular research can influence policies and 

practices that can be beneficial to drug users and the wider community (Barratt 

and Norman, 2007).

3,5.3 Methods of Data Collection

The primary m ethod o f data collection was a series o f semi-structured 

interviews. Different types o f interviews may be conducted such as fully 

structured, semi-structured and unstructured interviews, focus group 

interviews, biographical interviews, narrative interviews and clinical 

interviews. Semi-structured interviews involve pre-detennined questions but 

the order can be m odified based on what the interviewer deems appropriate. 

Semi-structured interviews were conducted with thirty three individuals, 

twenty two males and eleven females. All thirty three interviewees had a 

history o f or were currently using illicit drugs, prescribed methadone and other 

prescribed medications. An interview schedule was drawn up and piloted with 

three interviewees, following which the suitability o f interview questions was 

determined. The questions asked were divided into eight main themes 

including individual and family background; current and past drug use; 

previous prison experience; drug treatment history; stigmatising experiences; 

experiences o f employment and unemployment, supports accessed and barriers 

to treatment and employment (see appendix 1 for the interview schedule). 

Interviews were conducted until data saturation was reached. All interviews 

were audio-taped and written notes weremade by the researcher during the
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course o f the interview. All semi-structured interviews, lasting approximately 

60-90 minutes, were transcribed verbatim within a few days o f conducting the 

interview.

3.5.4 Methods of Data Management and Analysis

As is characteristic with most qualitative research, there was a large volume o f 

data which needed to be managed through the analytical process, a key task in 

qualitative analysis. The data collected throughout this study was managed and 

analysed using qualitative research procedures. The analytical procedure 

em.ployed in this study consisted o f a manual coding process, which began 

following the process o f  transcribing. Following the transcription o f  the audio- 

taped interviews I immersed m yself in the data by reading and re-reading each 

transcript many times in order to become familiar and comfortable with the 

data collected. Following this process, codes were established. The next 

section will discuss the process through which the large amount o f data was 

reduced through a process o f coding.

3.5.5 The Coding Process

Codes were established through two different approaches, a deductive and an 

inductive approach. Based on a deductive approach, a list o f codes related to 

the research topic were created, prior to the fieldwork. The following pre

determined codes were generated with reference to Coffman's (1963) 

sociological framework o f  stigma and identity: ‘social identity ‘techniques o f  

information control 'passing ‘revealing/disclosing stigma 'recognition o f  

stigm a’; 'identity am bivalence’; ‘the w ise ’; ‘sympathetic o ther’; 

'transformation’; 'stigma visib ility’; ‘discreditable’; ‘d iscredited’; ‘spoiled
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identity ‘out group alignm ent ‘in group alignm ent ‘three ty’p es  o f  p laces  

‘m oral career ‘discrim ination ‘sham e ‘stigm a sym bol ‘consequences o f  

passing  ‘stigm a terms ‘ty’p e s  o f  stigm a ’ and ‘socia l acceptance

According to these codes, material was selected in the form o f  words, 

sentences and paragraphs, from the transcripts, and assigned to the relevant 

codes from the pre-determined list. For exam ple, a code established according 

to the concept o f  stigma and identity based on Coffman's (1963) theory refers 

to 'Revealing S tigm a’. The follow ing two quotes represent material assigned  

from two transcripts to this code

“I  told me m other and me fa th e r  m e s e f  they knew nothing about heroin, what is it, 

what does it do to you, they kind o f  knew the two o f  us [brother] were using and eh 

it was a couple o f  months later they got information about it, they go t leaflets, then 

they approached us about it they asked why, they were blam ing themselves about 

it, what d id  we do, d id  we do som ething wrong, you 's are our kids, it was like they 

were trying to f in d  reasons and  then they ended up blaming themselves fo r  a long  

time so it ju s t  brought more heartache I  w'ould have rather them not find  out  ”  

[Neil, 34[

“I  remember telling my oldest brother, see he wasn't living there [fam ily home], I  

remember telling me brother and I  think I  was going to ecstasy or som ething  

but I  remember saying heroin to him on the phone and 1 had paw ned all my 

jewellery- and  thats how it came up and  he was wondering where all m y bracelets 

had gone and where a ll my rings had  gone, so they d id  kind o f  know that I  was, I  

had nothing I  wasn't buying clothes em 1 rem em ber it was aw ful like ”

[Sarah, 30]

Through fiirther analysis o f  the transcripts, it became evident that some o f  the
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material from the transcripts did not fit with the already existing list of codes. 

Consistent with an inductive approach to qualitative analysis, codes outside of 

the pre-created list began to emerge, creating new additions to the list of codes. 

The following codes were established, in addition to the pre-determined list, 

within the coding process: ‘identity’; ‘se lf perceptions’; ‘change’;

‘aspirations ’; ‘drug nsing experiences ’; ‘drug treatment experiences ’; ‘worker 

experiences ’; ‘ familial drug and alcohol use ’; ‘drug use and pregnancy ’; ‘drug 

use and parenting’; 'current drug status’; ‘fam ilial experience o f  education’; 

'discrimination ’; 'family support ’; 'student ’; 'preparation fo r  shoplifting ’; 

'gendered responsibilities ’; 'gendered expectations ’; 'parenting skills ’; 

'criminality'’; 'prison experiences’; ‘mental health issues’; ‘physical health 

issues’; ‘childhood experiences’; ‘worker V ’s drug user’; ‘socio-economic 

status ’; ‘benefits o f employment ’; ‘benefits o f  unemployment'; ‘disadvantages 

o f employment’; ‘disadvantages o f  unemployment’; ‘unemployment 

experiences’; ‘form al and informal w ork’; ‘drug user and worker’; 

'employment aspirations ’; ‘work experience ’; ‘methadone user and worker ’; 

‘types o f jobs ’; ‘social welfare ’ and ‘professional supports ’.

As before, the codes were defined and a code name applied. The code names 

chosen were close to participants’ own language and understanding and close 

to the concepts they describe. As suggested by Blumer (1954) the initial codes 

were loosely defined and later developed into more analytical and definitive 

concepts. I went back through all the transcripts and assigned relevant material 

from the transcripts to the newly defined codes. I used standardised codes, to 

which material from the transcripts were consistently applied. This thesis 

adopted a cross sectional categorisation of data throughout the analytical
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process. However, if  a piece o f  material seem ed important and did not fit an 

already created category, a new clearly defined code was established and 

named.

Some o f  the transcribed material was applicable to more than one code. An 

example o f  an emerging code outside o f  the pre-determined list refers to 

'Gendered Expectations'. The following quotes from two transcripts 

demonstrate the material assigned from the transcripts to the code 'Gendered 

Expectations''.

“There were a lot o f different types o f responsibilities put on to me because I  was 

the oldest girl. Well basically I was twelve probably tw’elve and a half and because 

she [mam] was sick she was in and out o f hospital all the time, there was such a 

young family cos me youngest sister would have been only two em, and the one 

after that was six, and the one after that was a year and a half younger than me, so 

I took on a mothers role em when me dad went to hospital and went to work and 

tried to keep the hills going, I took over the role o f sort o f cleaning and cooking 

and going for the messages em a lot o f responsibilities that mother's have. 1 think 

because there was no one else there to do it was sort o f expected o f me to chip in 

that bit more than a normal child would do, hut I suppose because fjust got this 

sense that the kids needed to be looked after but it was actually fulfilling something 

in me doing it and not been in school 1 thought right 1 don 7 want to be in school I 

want to be at home doing this” [Siobhan, 33]

“...there was a lot o f heavy arguments you know, a lot o f abuse to me ma you 

know, that M'hy 1 had to leave school, cos me mother took a nen'ous breakdown 

so I had to leave school and look after the rest and do the look after the house ” 

]Cathy, 39]
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The next step in the coding process involved identifying themes from the 

already coded data. A theme is an implicit idea or topic that a group o f codes 

have in common. In this thesis, themes were identified and codes clustered 

together into categories through what Miles and Huberman (1994) refer to as 

pattern coding. Miles and Huberman explain that “pattern codes are 

explanatory or inferential codes, ones that identify an emergent theme, 

configuration, or explanation. They pull together a lot o f material into more 

meaningful and parsimonious units o f analysis” (1994: 69). In this thesis, I 

generated pattern codes by looking for themes that tied pieces o f data together. 

In generatmg pattern codes I was mindful however that it has been argued that 

caution should be adopted in looking for repeating regularities through the 

analytical process and such codes need to be subjected to skepticism (Guba, 

1978).

Following the completion o f the initial coding process for each transcript I then 

clustered information from each transcript together into categories by looking 

at the codes and the data assigned to the codes to see which are alike and 

similar and which pieces o f data go together. “W e're trying to understand a 

phenomenon better by grouping and then conceptualising objects that have 

similar patterns and characteristics” (Miles and Huberman, 1994: 249). Once 

categories were formed, similarly to the initial coding process, I assigned these 

categories a name. The following is the list o f  themed categories that were 

created: ‘support’; ‘iden tity’; ‘em ploym ent’; unem ploym ent’; ‘poverty’’;

‘gendered expectations ’; 'educational experiences ’; ‘criminalit}> ’; ‘drug using 

experiences ’; ‘drug treatment ’; ‘childhood experiences ’; ‘health ’; 

‘discrimination ’; ‘perception o f  self'; ‘drug using career ’ and ‘aspirations
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Unlike the names assigned to codes, the names assigned to these categories 

were more abstract. Once again, a vast amount o f data fell within each 

category. The coding and categorisation process continued until all the data 

was accounted for and until every category was sufficiently explained, 

therefore, until saturation was achieved. A number o f codes clustered together 

created the theme/category named 'Ding Using Experiences'. This category 

consisted o f  a cluster o f codes; 'own drug use'; 'familial dnig use'; 'current 

drug status'; 'drug use and pregnancy'; 'drug use and parenting'; and 'dtnig 

using relationships'.

3.5.6 Memos

Throughout the coding process, a memo writing system was adopted. Glaser 

describes a memo as follows:

“A memo is the theorising write-up o f  ideas about codes and their relationships as 

they strike the analyst while coding....it can he a sentence, a paragraph or a few  

pages....it exhausts the analyst's momentary ideation based on data with perhaps a 

little conceptual elaboration ” ( 1978; 83- 84).

For each piece o f transcript material assigned to a code, I attached a memo 

which stated why this particular material was attached to a particular code, 

which gave some added meaning to the code and the material assigned to it. 

Using the previously described code 'Revealing Stigma', the following quote is 

an example o f material applied to the code

“ /  think they’d  look at me like they w ouldn’t be able to trust me I  think the trust you  

know they probably be thinking i f  she was back on drugs you know i f  it was 

anything to do aroimd money like em they ju st 1 don  7 know they’ ju s t look at you in 

a different way ”  [Rosie, 36]
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The memo attached to the above piece o f material stated;

“Again as Mith other in ten iew s the interviewee is describing the conflict o f  being 

truthful in an inter\'ie^\' and the disclosing/re\’eaIing o f  past drug use is viewed as 

impacting on her opportunity to secure a job . She believes that employers will 

hold a negative view o f  her because o f  her past drug use. This material highlights 

an important issue o f  stigma and how the stigma impacts on progression to a more 

civic lifestyle through the gaining o f  employment. This has been a common and 

regular occurrence through the intenieM ing and transcribing process as it has 

been mentioned by a number o f  research participants throughout the in ten ’iew  

process ” [Researcher Memo]

The next step in the analytical process consists o f building a conceptual 

framework. Through the coding, categorisation and memo writing process o f 

data analysis, the next step was to move the analysis from a descriptive to a 

more abstract and theoretical level. The final step in the analysis involved 

retelling the participants’ experiences in terms o f Coffman's theoretical 

framework o f identity and stigma. It is at this stage o f the analysis, that the 

data comes alive and a better understanding o f the participants’ lives is created. 

In chapters four, five and six a discussion o f the findings at a theoretical level 

is provided.

3.6 Ethical Issues and Considerations

Before discussing the ethical issues encountered in the completion o f this 

study, it is necessary to consider the ethical issues and constraints often 

encountered in qualitative research and in qualitative research specific to the 

drugs field. Research constraints may take many forms such as limited 

resources, restricted access, lack o f willing informants and other ethical
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considerations. This section discusses the wide ranging potential ethical 

constraints that researchers are faced with in the conducting o f qualitative 

social research. Ethical considerations pose both a practical and theoretical 

challenge and how we apply the philosophical theories o f ethics to the 'doing' 

o f research is a dilemma encountered by social researchers (Edwards and 

Mauthner, 2002).

3.6.1 Ethical Principles in Social Research

Firstly, it is necessary to discuss the meaning o f the term 'ethics' in order to 

understand not only how ethics influence research but also how ethics can 

constrain the design, collection and analysis o f data in the research field. In a 

broad sense, it has been proposed that ethics concerns the morality o f human 

conduct (Edwards and Mauthner, 2002). According to Birch et al (2002) the 

term ethics has traditionally been associated with the philosophical and 

theological disciplines, however, the importance and emphasis placed on ethics 

in social research has grown. The greater emphasis placed on the ethics o f 

social research practice brings with it advantages and disadvantages. With 

respect to the advantages, ethical guidelines have provided greater emphasis on 

the privacy and confidentiality o f the research participant and the protection 

from harm for the researcher and the researched. However, Hammersley 

(1999) argues that the rise in concern with ethics in social research has resulted 

in the neglect o f  research technique with the primary focus on ethical issues 

rather than the quality o f the research undertaken and the knowledge 

potentially generated.

The consideration o f a range o f  ethical issues precedes and continues
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throughout any research process and researchers must follow particular ethical 

guidelines regarding research design, data collection, data analysis and report 

write up. Prior to the commencement o f  the research, the researcher must seek 

approval from a professional or an academic body prior to entering the field 

and the collection o f  data. Despite the importance o f the consideration o f 

ethical issues in all research, Birch et al (2002) argue that less attention has 

been paid to ethics in the conducting o f  qualitative research as opposed to 

quantitative research. This is because qualitative fieldwork and analysis are 

quite unpredictable and situation specific (Punch, 1986).

A greater importance is now placed on ethical issues ensuring that ethics are a 

key consideration prior to and throughout the research process. This is 

evidenced through the development and/or revision o f  ethical guidelines and 

statements from a wide range o f professional bodies and associations such as 

the Irish Sociological Association, British Sociological Association, British 

Educational Research Association and the British Psychological Society. In 

particular, the ethical guidelines and statements issued by these various 

professional associations “emphasise the researcher’s responsibility to ensure 

informed consent to the research participant, protecting research participants 

from potential harm and ensuring privacy by maintaining confidentiality and 

anonymity” (Edwards and Mauthner, 2002; 17).

Over the decades, various ethical models and theories have been proposed 

through which researchers can reflect on ethical issues. Steiner Kvale (1996) 

proposed three ethical models; the deontological model; the utilitarian model; 

and the virtue model o f  ethics. The deontological model proposes that research
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is driven by honesty, justice, and respect with the researchers actions judged by 

intent rather than consequences. The utihtarian model o f ethics prioritises the 

outcome o f  the research such as increased knowledge. The virtue ethics model 

emphasises the researcher’s ethical intuitions, feelings and reflective skills 

(Edwards and Mauthner, 2002). Flinders (1992) has proposed the 'relational 

ethics' model which emphasises issues o f attachment, caring and respect and 

equal status collaboration between the researcher and the researched. The 

'ecological ethics' model (Flinders, 1992) emphasises the meaning o f local 

culture to avoid any wrong or harm doing. This ethics model also emphasises 

that the researchers should act responsibly not only throughout the data 

collection and analysis process but also during the report writmg process.

Sieber (1992) proposed three core principles to guide ethical choices in the 

research process. These principles refer to beneficence, respect and justice. 

The principle o f  beneficence states that the researcher must at all times 

maximise the positive outcomes o f  research while at the same time avoiding 

any harm, risk or wrong doing to the research participants. The principle of 

respect suggests that the researcher should “protect the autonomy o f 

(autonomous) persons, with courtesy and respect for individuals as persons 

including those who are not autonomous e.g. infants, mentally retarded and 

senile persons)” (Sieber, 1992: 18). Finally, the principle o f justice proposes 

that the researcher must ensure that the research is conducted in a fair and just 

manner and that the costs and benefits o f  the research should be fairly 

administered. These principles as set out by Sieber (1992) are linked to the 

deontological and utilitarian theories o f  ethics. The next section will discuss 

the ethical principles o f  infonned consent, confidentiality, anonymity and the
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avoidance o f risk or hami to the researched.

3.6.2 M easures Adopted to Protect Research Participants

Professional and academic research guidehnes and committee structures have 

been available to researchers for many years and are widely used to guide the 

early stages o f the research process (British Sociological Association, 1993). 

Issues o f consent and access are bound up with questions o f  ethics (M iller and 

Bell, 2002). Research participants can be protected through the research 

process by ensuring that consent to participate in the research is informed and 

voluntary, by keeping their participation anonymous and confidential. 

Through these measures the risk o f harm to the research participant may be 

reduced.

3.6.3 Informed Consent

Participants need to be informed o f  what they are consenting to and where 

participation begins and ends. Who is giving the consent and to what must 

always be considered (Miller and Bell, 2002). Miles and Huberman (1994) 

pomt out that it can be argued that informed consent is impossible in 

qualitative studies as all events in fieldwork cannot be anticipated. Also, the 

major topics o f a study may shift during the course o f the research (Deyhle et 

al, 1992). Ethics committees require, according to their guidelines, that 

potential research participants are informed in writing e.g. research infonnation 

sheet, o f  the research purpose, design and data collection. Ethical guidelines 

also normally stipulate that research participants sign a consent form 

confirming that their participation in the research is infonned and voluntary 

(see appendix 2). Infonned consent should be considered throughout the
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research process and not just at the beginning. Asking research participants to 

give their consent to participate in writing has implications for research into 

hidden groups or difficult to access groups (Renzetti and Lee, 1993).

3.6.4 Anonymity

Ethical guidelines require that research participants are assured o f anonymity 

i.e. that any information that they share will not be identifiable as something 

that they said. Anonymity encourages objectivity and allows participants’ to 

express their true feelings (Oliver, 2003). By assuring research participants of 

anonymity this allows for the greater exploration o f  sensitive issues.

3.6.5 Confidentiality

According to O liver (2003) discussion o f  confidentiality is part o f the informed 

consent process and the researcher should ensure the following steps are taken 

to ensure confidentiality; an explicit statement about who will have access to 

the data; information on how the data will be retained; information on who will 

have access to the data and what measures will be taken to ensure the research 

participants identity remains anonymous (Oliver, 2003).

3.6.6 Harm and Risk

McCall and Simmons (1969) claim that real or feared harm will always occur 

to someone in a qualitative study, this harm can be to the researcher or the 

researched. Sieber (1992) argues that it is more important to think o f varying 

vulnerability to harm e.g. the stigmatised, the institutionalised and those 

involved in illegal acts. Ways o f reducing the likelihood o f harm throughout 

the research process is an important consideration. According to Craig et al
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(2000) there are four main types o f potential risk for the research participant 

and the researcher. These risks refer to risk o f physical threat or abuse, risk o f 

psychological trauma, risk o f accusation of improper behaviour, and increased 

risk o f exposure to general risks o f everyday life e.g infections or disease. 

Oliver (2003) argues that research conducted in an ethical manner greatly 

reduces the chance o f adverse consequences to the research participant and the 

researcher.

3.6.7 Gaining Access

Gainmg access to a particular group for research purposes is an important 

consideration as it is only through this access that we can gain information. 

Feldman et al (2002) view the access process between the researcher and the 

researched through a relational lens. They propose the access process consists 

o f three stages; initial contact; the building o f rapport and exit. According to 

Feldman et al (2002) there is an absence o f theoretical models for thinking 

about access. Accessing potential research participants requires that 

infonnation about the research is provided but also that individuals can 

experience choice around whether or not to give their consent to participate 

(Miller and Bell, 2002). Ethical guidelines propose that all participation is 

voluntary and that coercion has not occurred. According to Miller and Bell 

(2002) accessing potential research participants requires that information about 

the research is provided and that individuals can exercise choice around 

whether or not to give their consent to participate.

3.6.8 'Gate-Keepers'

Previous sociological and anthropological research (Whyte, 1955; Liebow,
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1967; Burgess, 1982) has discussed the notion of'gate-keepers'. “Gate-keepers 

are cited as those who are in a position to 'permit' access to others for the 

purpose o f interviewing. This is important from an ethical perspective because 

it suggests the potential exercising o f power by some individuals over others” 

(M iller and Bell, 2002: 55). The issue o f consent is an important ethical 

consideration particularly where gate-keepers are involved. The term ‘gate

keeper’ is often used to describe the person who controls access to a location 

where it is hoped to carry out research (Oliver, 2003).

3.6.9 'Practitioner-Researchers'

'Practitioner-Researchers' are defined as “those who have responsibilities as 

health/social care practitioners and who are conducting research” (Bell and 

Nutt, 2002; 70). Ethical dilemmas are likely to occur when 'practitioner- 

researchers' have multiple responsibilities. Responsibilities may extend to 

clients/service users; fellow practitioners; other researchers; and organisational 

bodies. All o f the various responsibilities must be managed in an ethical 

manner (Bell and Nutt, 2002). One way o f  managing these responsibilities is 

through reflexivity. Through the reflexive process the researcher can learn to 

self-regulate (Mauthner, 2000).

Performing the dual role o f practitioner and researcher, within the research 

setting, the researcher will have to make professional as well as research 

judgem ents. This raises many questions and ethical dilemmas for the 

researcher. How will the researcher decide which role, the role o f the 

practitioner or the role o f the researcher, should be emphasised? Bell and Nutt 

(2002) argue that there is the potential for conflict or tensions between these
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roles.

In the role o f 'practitioner-researcher' a difficulty can emerge with issues o f 

confidentiality and informed consent. As previously discussed, in the research 

setting and in line with ethical guidelines, the research participant must be 

assured o f  privacy, confidentiality and anonymity. Failure to offer this 

assurance will most likely result in considerable difficulties in gaining access 

to research participants and in securing their willingness to engage in the 

research. In addition, as outlined below an ethical dilemma arises with respect 

to confidentiality when in the dual role o f  the practitioner and the researcher.

As a practitioner in the health and social care field we can never assure 

clients/service users o f absolute confidentiality. So, an ethical dilemma arises 

when as the 'researcher' we have assured the research participant o f absolute 

confidentiality, however, as the practitioner we have been given information 

that our professional discipline requires should be acted upon. According to 

Bell and Nutt (2002) when working with clients/service users as research 

participants, the practitioner-researcher will need to clearly acknowledge 

specific aspects o f the relationship between the practitioner and the 

client/service user. The researcher's daily contact with research participants in 

a professional capacity also suggests an ethical issue surrounding the ethical 

principle o f anonymity. Brannen (1988) has suggested that it is safer for 

participants if  they never again meet the researcher as this maximises the 

chances o f secrecy and anonymity.

These issues highlight the conflicts faced by this 'practitioner-researcher’ in
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conducting research. It is difficuk to fulfill this dual role, which requires that 

reflexivity perm eates throughout the research process and in some instances 

may require further ethical guidance. For example, the Royal College of 

Nursing suggests that “nurses who have a research role in a clinical area should 

seek clarification about the division between their research role and their 

professional obligations” (1998: 19). W ise (1987) notes that many 

professional bodies produce and issue guidelines that provide guidance on what 

is required regarding professional conduct and research practice. Difficuhies 

combining the dual roles o f researcher and practitioner were experienced and 

addressed in this thesis. These difficuhies are discussed later in this chapter.

3.6.10 Privileged Access Interviewers

Accessing drug using populations is notoriously fraught with difficulties for 

researchers (Gurdin and Patterson, 1987; Griffiths, Jossop and Strang, 1993; 

Renzetti and Lee, 1993; Spreen and Zwaagstra, 1994; Goode, 2000; and Elliott 

et al, 2002). Accessing such groups for research purposes is particularly 

difficult due to the high level o f stigmatisation attached to the act o f drug use 

which results in the concealment o f  such behaviours (Elliott et al, 2002). The 

concealment o f  drug use is particulary evident among the population o f drug 

users who are also parents due to fears o f their children being taken into care or 

the experience o f  a negative reaction to them or their children (Kearney and 

Taylor, 2001).

It has been argued that one solution to accesing hidden populations such as 

drug users and drug using parents, is with the use o f  privileged access 

interviewers (PA I’s) (Griffiths, 1993; Keubler and Hausser, 1997 and Elliott et
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al, 2002). “The key requirement is that the interviewer has privileged access to 

the study population, a level o f access that is not available to orthodox research 

s ta ff’ (Griffiths, Gossop, Powis and Strang, 1993). Many benefits o f the PAl 

method have been cited including the potential to conduct large numbers o f 

interviews which can be carried out in a short space o f time; drug users not in 

contact with services can be contacted (Griffiths et al, 1993). Further benefits 

identified include the way in which PA l’s were able to estabhsh trust and 

rapport with interviewees that university researchers could not, which led to a 

more frank discussion and a more detailed account o f the drug users lives 

(Taylor and Kearney, 2005). However, the PA.I method is not without its 

challenges. These challenges include the time and energy involved on the part 

o f the researcher in building up a network o f  PA l’s and PAI’s must receive 

intensive training on how to select research respondents and how to conduct 

interviews (Griffiths et al, 1993; Power and Harkinson, 1993; Power, 1994 and 

Keubler and Hausser, 1997).

Further challenges to the PAI method have been proposed regarding research 

reliability and validity. According to Keubler and Hausser (1997) the most 

important concern regarding the validity o f the data collected through the PAI 

method is uncontrolled sampling bias as representativeness o f the data can only 

be guaranteed in a random sample (Campbell and Stanley, 1963). It has been 

argued that issues o f validity can be addressed and improved by multiplying 

the types o f social networks and milieus in which PA I’s recruit their 

respondents (Griffiths et al, 1993; Power, 1994). With respect to the reliability 

o f data collected by PA I’s, Keubler and Hausser (1997) found that the data 

collected by PAI’s are more likely to produce reliable information as they are
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less likely to induce untrue answers due to the mutual empathy and respect that 

existed between the respondent and the PAI due to the PA I’s personal 

experience.

From the perspective o f  the PA I’s themselves they identified the process o f 

being a PAI as a positive experience as they felt rewarded, worthwhile, 

important and trusted. However, there were also negative experiences 

documented as they described feeling threatened and in some cases they 

actively received threats; dealing with potential threats to confidentiality as 

they knew their interviewees well; in some instances feeling that they were not 

trusted and feeling disappointed that interviewees were only involved for the 

payment (Taylor and Kearney, 2005).

Ethical issues must also be considered when research and researchers employ 

the PAI method. It is important to consider if the role o f PAI as part o f the 

research process has the potential to cause them hann or put them at risk. 

Power and Harkinson (1993) questioned if the use o f PA Fs to gather research 

data is exploitative as they do not hold the same employment rights and benefis 

as other research staff Elliott et al (2002) questioned if  PAFs might become 

unstable in their own recovery simply by being around active drug users and an 

active drug using culture. Power and Harkinson (1993) argued that the PAI 

method is not problematic in an ethical respect, however, having an exit 

strategy in place when the research is coming to an end can ensure that 

appropriate and relevant safeguards are in place (Taylor and Keamey, 2005).
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3.7 Further Ethical Issues in Qualitative Drug Use Research

As already discussed, ethical guidelines in research practice sets out how the 

researcher is required to ensure the anonymity o f the research participant and 

the confidentiality o f the information obtained throughout the research process. 

Therefore, if  we cannot assure research participants o f absolute confidentiality 

can we knowingly put them at risk by asking them to reveal information that 

may potentially incriminate themselves. According to Fitzgerald and 

Hamihon (1996) research into illicit drug use has become increasingly more 

difficult to conduct primarily due to the issue o f  confidentiality and the extent 

to which confidentiality can really be assured to research participants. 

Researchers in the drugs field may be legally vulnerable in three areas. Firstly, 

where the researcher is present during illegal drug transactions. Secondly, 

situations can arise where the researcher comes into the possession o f 

knowledge regarding illegal activities. Does bemg in possession o f such 

infonnation without reporting it constitute aiding and abetting? And finally, 

where there is no legal protection for information collected (Fitzgerald and 

Hamilton, 1996).

Another ethical issue o f particular concern in drug use qualitative research 

refers to the ethics o f informed consent. In drug use research, the infonned 

consent process may be compromised if  a research participant is 

intoxicated/under the influence o f  a substance. “Intoxication involves being 

under the influence o f the effects o f  one or more psychoactive substances that 

may alter the emotional state, perception, judgem ent and performance o f the 

user” (Aldridge and Charles, 2008: 192). Aldridge and Charles (2008) claim 

that the alcohol and illegal drug use research literature provides little
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discussion or guidance in relation to carrying out research with intoxicated 

participants. The main suggestions are to exclude intoxicated participants or to 

exclude participants deemed 'too' intoxicated. It is necessary to consider how 

an assessment o f intoxication or being 'too' intoxicated may be conducted. 

Such m easures can include biochemical detection measures such as blood test 

and urine sample or behavioural approaches to detection. But these measures 

to assess intoxication are problematic. Firstly, researchers may not have 

biochemical detection measures available to their research and secondly, the 

method o f observing behaviour is often not a very accurate predictor o f 

substance use level. For example. Brick and Carpenter (2001) found that 

police officers, watching a video recorded interview, were able to identify that 

alcohol intoxicated subjects had been drinking only at relatively high levels o f 

blood alcohol concentration.

With respect to the ethical issue o f informed consent, it is an easy assumption 

to make that if a research participant is intoxicated that they may not fully 

understand important information about the research such as the research 

purpose, m ethodology and what type o f participation is expected. Aldridge 

and Charles (2008) argue that intoxication is less likely to lead to informed 

consent and more likely to lead to uninformed consent, reluctant consent or 

consent that is later regretted.

Measham et al, (2001) revealed in their drug use research that respondents who 

agreed to take part had consumed more alcohol (8.3 units) than those who 

refused to participate (6.6 units). However, instead o f excluding those who are 

intoxicated due to concerns about whether participation is based on informed
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consent, it is important that those who are intoxicated can demonstrate their 

understanding o f the research purpose, methodology and their participation. 

This can be achieved through extending the time to give consent and through 

the continuous reminder to participants throughout the research that they can 

withdraw their consent at any time. Rodgers (1999) also suggests that the 

researcher should be aware o f  non-verbal signs that indicate the participants 

wish to withdraw from the research. These non-verbal signs include 

distraction, disinterest, agitation and irritation.

Aldridge and Charles (2008) also argue that research with intoxicated 

participants should be guided by the ethical principles of autonomy 

(participants should be free to participate); non-malificence (participants 

should be protected from harm); beneficence (the benefits o f research should 

outweigh the risks) and justice (people should be treated equally) (Beauchamp 

and Childress, 2001). These principles still raise questions in drug use 

research. Aldridge and Charles (2008) argue that intoxication could 

compromise the participant and uhimately put them at harm. However, 

research with drug using groups can potentially increase our knowledge but 

does this improved knowledge outweigh the risks to the individual? Finally, if  

we exclude intoxicated drug users from the research process is this 

discrimination, and if so, this conflicts with the principle o f justice.

3.8 Obtaining Ethical Approval for this Thesis

As already outlined a num ber o f ethical issues must be considered when 

carrying out qualitative social research. This chapter has also discussed further 

considerations when conducting qualitative research in the drugs field. Despite
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the ethical dilemmas that can arise throughout this type o f research and the 

potential impact on not only the researched but the researcher, this research did 

not encounter any difficulties in gaining ethical approval from the Research 

Ethics Approval Committee. This section will outline the procedures followed 

and the issues encountered prior to and throughout the research process.

3.8.1 Ethical Issues Encountered and Managed

In adopting a qualitative approach to the exploration o f drug users’ lives and 

experiences, their families and their communities the researcher was 

confronted with some ethical dilemmas regarding the collection and analysis o f 

data. The ethical issues considered in this thesis refer to informed consent, 

anonymity, confidentiality, the protection from harm and risk for the 

researched and the researcher and gaining access to potential research 

participants and gate-keepers. The way in which these ethical issues were 

managed in this thesis will now be discussed.

3.8.2 Informed Consent and Voluntary Participation

Potential research participants were provided with a written research 

information sheet which contained information about the purpose o f  the 

research, method o f data collection (sem i-structured interview), estimated 

length o f the interview time and the number o f  research participants. The 

information sheet also stated that participation in the research was voluntary 

and that consent to participate could be withdrawn at any time throughout the 

research process. When participants agreed to take part in the research, they 

were again verbally informed o f the research purpose and method o f data 

collection and analysis and o f what was expected o f them through their
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participation. There was an opportunity to ask questions and seek clarification 

about the research and its process. WTien in agreement to take part in the 

research, all participants signed a consent form (see Appendix 2) that was also 

signed by the researcher before engaging in an individual interview or focus 

group.

3.8.3 Confidentiality

The information sheet described above also outlined how all infonnation would 

be treated confidentially. Confidentiality was assured in a number o f ways. 

Firstly, research participants were assured that their decision to participate 

would not be disclosed to any outside party by the researcher. Secondly, 

research participants were assured that all information discussed in the semi- 

structured interview would only be used for the purpose o f the thesis. The 

issue o f confidentiality was linked to that o f anonymity.

3.8.4 Anonymity

In this study, research participants’ anonymity was assured through the 

generation o f research numbers as identifiers for each research participant. 

Research participants were assured that any information used and quoted in the 

finished and written up piece would be assigned a pseudonym.

3.8.5 Harm and Risk

At the outset, it was not envisaged that this study would pose any physical or 

psychological distress or discomfort to the research participant as participation 

is voluntary and well informed. Also, the research did not pose any risk o f 

physical or psychological danger to the researcher as all interviews were
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conducted in an agency that had been previously negotiated and agreed.

3.8.6 Gaining Access and 'Gate-Keepers'

Research participants were accessed through two different drug services. This 

raised the ethical issues o f  ‘gate-keeper’ and insider status as one o f the 

projects was managed by the researcher at the time o f data collection. In this 

study, the ‘gate-keeper’ refers to the manager and CEO o f the two drug 

services that potential participants attended for supports around their own 

current or fonner drug use.

As a way of facilitating access into these services the gate-keepers (manager 

and CEO) were contacted and fully informed o f the proposed research, its 

methodologies and desired outcomes through a research information sheet. 

Access into these projects and their service users was not a difficult process. 

This was due to the fact that the researcher was known to the 'gate-keepers' in a 

professional capacity. Through this professional relationship and also the 

purpose o f  the research itself, the 'gate-keepers' allowed the researcher to meet 

with their service users, inform them o f the research and seek participation. 

The researcher was eager to make the potential participants aware that consent 

to participate was voluntary as the supported access into the organisation by the 

gate-keeper could imply that service users were obliged to participate. As 

previously discussed, the researcher informed potential participants that 

consent to participate was voluntary and that consent could be withdrawn at 

any time with all participants agreeing to participate signing a consent form.

W ith respect to the issue o f insider status, consent to approach service users
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from the researcher’s place o f work was sought from her line manager, the 

CEO o f the service. Upon access, the same guidelines o f providing 

information and obtaining written consent were followed as discussed above. 

The issue o f insider status also leads to another ethical dilemma experienced in 

this study, that of'practitioner-researcher'.

3.8.7 'Practitioner-Researcher'

As a researcher, I accessed research participants through the drug service I 

worked in and managed. Therefore, the research participants were also 

clients/service users. !n my dual role as both a researcher and practitioner, ! 

attempted to conceptualise my research and my work as two separate entities. 

As a professional worker in the drugs field and as an employee required to 

comply with the policies and procedures o f my employer, I was bound by a 

confidentiality statement based on which I could not as a practitioner guarantee 

absolute confidentiality. An ethical dilemma arose for me because as a 

researcher and at the initial stages o f recruiting and accessing participants I 

assured them o f the confidentiality o f their disclosures, asked them to sign a 

consent form and stated that through the research and interview process I was 

there in the capacity o f  researcher and not as key worker and project manager.

The dual role process o f 'practitioner-researcher' presented a number o f other 

challenges. As a 'researcher' it was challenging to sit and listen to the research 

participants’ stories rather than reacting pro-actively to the information I heard 

as I would do as a worker. In reality, this was not an easy task and I found my 

boundaries blurred, unsure o f how I should act -  as a researcher or as a 

worker? If  I was often unsure about my role throughout the research process, I
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questioned if  the research participant was also unsure. Did they see me as an 

'insider' or an 'outsider' or did they find my role as ambiguous and not readily 

definable (Song and Parker, 1995).

Did the fact that the research participants knew the researcher in a professional 

capacity elicit more information, or less, as they assumed that through our 

already existing professional relationship that I might already know some 

information and therefore omit the greater detail. Therefore, because the 

researcher wanted them to be more explicit, the researcher asked for 

descriptions and explanations which threw up two further dilemmas. Firstly, 

did this undermine me, my skills and my knowledge as a worker? And 

secondly, was I, as Punch (1994) has described, feigning non-comprehension, 

and if I was, is this ethical?

A further ethical issue related to my role as 'practitioner-researcher' refers to 

the sampling technique I employed in this study. I used a snowball sampling 

technique and I knew some o f  the research participants I contacted in a 

professional capacity. The ethical issue for consideration here refers to the 

issue o f consent. As I knew the potential research participants, I am led to 

consider if  those who did participate really did so on a 'voluntary' basis or did 

they feel 'obliged' to participate?

I attempted to separate out my 'practitioner' and 'researcher' identities in the 

following ways:

• I wrote to participants inviting them to be a research participant on non

headed paper, therefore, suggesting that this was not a work related piece o f 

research
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• When giving a contact number, I found it difficuh to separate out my two 

identities. As a practitioner I did not want to disclose my private phone 

number and to do so would have been against organisational policy. 

Therefore, I gave my work contact number even though this did not assist 

m y efforts to separate my 'practitioner' and 'researcher' roles.

• I attempted to meet outside the workplace, however, some research 

participants requested to meet in the workplace as it was more convenient 

for them

• I found it difficult not to empathise with the research participants stories as I 

would do in my professional capacity. Two questions arose as a result o f  

this. Firstly, is this typical o f all researchers? Secondly, does empathising 

with research participants open them up to disclose more information and 

due to my professional relationship with them did they disclose more than 

they would have disclosed to a researcher they only just met for the first 

time?

3.9 Limitations

There are limitations to the semi-structured interview method used in this 

research. According to Robson (2002) interviews may pose limitations such as 

insider status (an issue that emerged throughout this thesis). Qualitative 

methods such as interviews are limited in their ability to provide research 

validity and reliability, unlike quantitative methods where validity and 

reliability are assured. Validity in qualitative research refers to the research 

being accurate, correct or true. As this assurance is not feasible when a 

qualitative method o f data collection and analysis is adopted, different 

procedures for ensuring trustworthiness are called for (Kirk and M iller, 1986).
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However, some theorists argue that reliabihty and validity are not relevant to 

qualitative inquiry (Morse, 1989).

According to Lincoln and Guba (1985) threats to the validity o f a qualitative 

research design refer to reactivity, respondent bias and researcher bias. 

Reactivity refers to the way in which the researcher presence interferes with the 

setting or behaviour o f  research participants. Respondent bias refers to the 

withholding o f infonnation because the researcher is seen as a threat or when 

the participant gives answers that they feel the researcher wants to hear. And 

finally, researcher bias refers to when the researchers assumptions and 

preconceptions affect how the participants behave in the research setting 

(Lincoln and Guba, 1985). Respondent bias and researcher bias were issues for 

consideration in this thesis, particularly due to the researcher’s insider status, as 

has been discussed in detail.

There are strategies to deal with the above outlined threats to validity some of 

which were used in this research. These strategies refer to triangulation, 

member checking, negative case analysis and audit trail. Triangulation “is a 

widely used strategy and involves the use o f multiple sources to enhance the 

rigour o f the research” (Robson, 2002; 174). According to Denzin (1978) there 

are four types o f triangulation which consist o f data, observer, methodological 

and theory trianguiation. Data Triangulation involves collecting data through 

the use o f more than one method o f  collection. Observer trianguiation 

involves using more than one observer. Methodological trianguiation involves 

the combining o f  qualitative and quantitative approaches and finally, theory 

trianguiation refers to the use o f multiple theories or perspectives. According
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to Robson (2002) triangulation can help to counter all the threats to validity. 

However, it has also been argued that the 'security' that triangulation provides 

is through giving a fuller picture o f  phenomena, not necessarily a more certain 

one (Ritchie, 2003).

In addition to triangulation, member checking, negative case analysis and an 

audit trail are strategies to manage threats to research validity. Member 

checking involves presenting respondents with interview transcripts to have 

them check that it is accurate. Negative case analysis involves searching for 

instances which disconfirm the theories you are developing. Negative case 

analysis was adopted in this thesis. Both member checking and negative case 

analysis are useful in reducing the threat o f researcher bias. An audit trail 

involves keeping a full and accurate record o f all your research activities. 

According to Robson (2002) keeping an audit trail is a way o f  showing that 

your research methods and practices are reliable, honest, careful and thorough. 

In this thesis, the researcher kept an audit trail to show the reliability o f the 

research.

3.10 Conclusion

This chapter places the research within a contextual framework by providing 

an overview o f the locations where the research took place, giving a detailed 

socio-demographic description o f the communities where the research 

participants are currently residing using key Census 2011 data. Using this data, 

it has been possible to paint a picture o f the communities where the research 

participants act out their daily lives.
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The chapter distinguishes between the use o f qualitative and quantitative 

research in the social research and the drug use fields, highlighting the merits 

and the disadvantages o f both approaches which have been greatly debated 

over the years. The reasons why this study adopted a qualitative approach to 

the collection, management and analysis o f data is discussed within the context 

o f the merits o f the qualtitative approach to research in the field o f drug use. 

The chapter also provides a detailed description o f how transcripts were coded 

using pre-determined codes according to Goffman's (1963) stigma and identity 

theoretical framework and the establishment o f new and emerging codes 

outside o f the pre-determined Hst.

The chapter highlights the ethical issues that need to be considered prior to and 

throughout the research process. The chapter discusses the ethical issues that 

may be encountered, particularly in drug use research, and how these ethical 

issues may constrain or prevent the conducting o f research in this field. An 

issue that was o f particular concern throughout this thesis was the researcher’s 

ability to separate out the dual role of'w orker' in the drugs field and 'researcher' 

in the drugs field, a task that greatly challenged the worker/researcher. The 

ethical issues encountered in the course o f this study and how these issues were 

managed are discussed in detail.

The findings presented in the following three/four chapters provide the reader 

with a theoretical understanding o f the lived experiences o f  drug users from 

two communities in West Dublin. Chapter four provides a detailed description 

o f  Goffman's (1963) concepts o f social identity and 'spoiled' identity and how 

these concepts are applicable in aiding our understanding o f  the experiences o f
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daig users from childhood through to adulthood. Coffman's (1963) concepts 

are also applied to our understanding of their drug using initiation pathways, 

drawing from his work Stigma: notes on the management o f  spoiled identity.
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4 Drug Use and the ’Spoiled' Identity

4.1 Introduction

In this chapter, Coffman's (1963) concepts o f social identity and spoiled 

identity, and how these sociological concepts can be used to understand the 

drug using experiences o f thirty three drug users from two location in the west 

o f Dublin is discussed. This chapter draws on the theoretical framework o f  

stigma and identity as proposed in Coffman's (1963) work - Stigma: Notes on 

the management o f  spoiled identity’, to describe the interviewees’ experiences 

o f identity and stigma and considers how these concepts and processes are 

relevant and applicable to our understanding o f  drug using initiation pathways.

In the past, literature that has focused on the application o f Coffman's theories 

o f stigma and identity to drug use research, has primarily focused on how 

Coffman's (1963) theories and concepts can aid our understanding o f drug 

treatment and recovery processes (Radcliffe and Stevens, 2008; Neale et al, 

2011; Radcliffe, 2011). This study applies Coffman's theoretical framework o f 

stigma and identity, not only to drug treatment and recovery processes but also 

to drug using initiation pathways and pathways into dependent drug use.

The next four chapters will discuss the findings from this study in relation to 

the identity issues facing drug users and how  through their drug use they 

experience what is termed by Coffman (1963) a 'spoiled' identity. This chapter 

will firstly discuss Coffman's (1963) concepts o f identity and stigma and how 

due to the possession o f a stigmatising attribute, the identity o f an individual 

becomes 'spoiled'. This thesis reveals that drug use is not the only stigmatising
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attribute that the interviewees possessed, and points out that the majority o f 

interviewees had experiences o f other stigmatising attributes that also resulted 

in a 'spoiled' identity. The many stigmatising attributes experienced by the 

research participants in this study from their childhoods through to adulthood 

will be highlighted through a discussion o f  the experiences and circumstances 

they encountered as young children. These stigmatising experiences include a 

range o f childhood experiences, drug use and other associated experiences 

interviewees described as shameful including drug overdose; psychiatric 

assessment and hospitalisation; learning difficulties; and criminality. This 

chapter will then describe the interviewees’ initiation into drug use and the 

circumstances surrounding their entry pathways into a drug using lifestyle. 

Their further progression into dependent drug use will be described including 

their current drug status and drug using identity.

4.2 Social Identity -  'Actual' and 'Virtual'

According to Goffman (1963) an individual's social identity consists o f a 

'virtual social identity' and an 'actual social identity'. Virtual social identity 

refers to the assumption we make about the person's social identity, an 

assumption based on what we see in front o f us i.e. the individual's appearance. 

From this we make an assumption about the attributes they possess and the 

category they belong to. Based on appearance an individual can be seen to 

possess an attribute that makes him different to others in his category and due 

to this difference he is seen to have less desirable attributes refened to by 

Goffman (1963) as stigma. According to Goffman (1963) the term stigma 

refers to a tainted attribute or a failing that has a discrediting effect.

151



W ith respect to actual social identity, this refers to the attributes the individual 

is proven to possess and the category he is proven to belong to on the basis o f 

these attributes. Goffman (1963) contends that social occasions where stigma 

can be evident create a shameful gap or discrepancy between virtual and actual 

social identity. The discrepancy between ‘actual’ and ‘virtual’ identity arises 

when the person possesses a stigma which makes him different to others 

around him. Wlien the discrepancy is apparent this spoils the individual's 

social identity and “ it has the effect o f cutting him off from society and from 

him self so that he stands a discredited person facing an unaccepting world” 

(Goffman, 1963; 31). Therefore, as a resuh o f a 'spoiled' social identity the 

individual becomes a discreditable or a discredited person.

When discussing social identity and its relationship with stigma, it is necessary 

to discuss the idea o f discreditable and discrediting effect. 'Discredited' refers 

to when the person with the stigma assumes that his different and less desirable 

attribute to the category is already evident and known about. If  the person with 

the stigma assumes that his difference i.e. less desirable attribute is not known 

about or immediately perceivable, his difference is said to have a 'discreditable' 

effect. The stigma makes the individual different from what Goffman terms 

'normals'; ’norm als’ being those individuals who do not possess the 

stigmatising attribute.

In this study, the stigmatising attribute possessed by interviewees is drug use 

which gives rise to the 'spoiled' identity o f  'drug user'. Through this study the 

research participants spoke about their desire to be what Goffman (1963) 

termed 'nonnal' and to have a normal life. According to Goffman (1963)
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'normals' are those people who do not possess a stigma and therefore are not 

discreditable or discredited. For the participants who took part in this study, 

normal life was described as being represented by the ability to attain 

educational qualifications, to secure employment and to perform the many and 

varied responsibilities o f a m other and father. Although this study primarily 

focuses on the interviewee’s experience o f  stigma due to their drug using 

experiences it found that interviewees experienced numerous and various types 

of stigma. In addition to the stigma associated with drug use interviewees also 

experienced stigma related to learning difficulties and to physical deformities, 

stigma due to the community they grew up in, and stigma due to familial 

experience o f drug use and criminality. Often these other types o f stigma 

proceeded or were experienced in conjunction with the stigma o f drug use. 

For some there was a gap between the social identity that they had actual 

experience o f and the social identity that they longed for. with interviewees 

expressing a desire to achieve a 'normal' identity.

4.3 Childhood Experiences and Early Formed Identities

The pathways to drug use for the thirty three aduh men and women in this 

study can be traced back to their early experiences in childhood. Therefore, 

prior to a discussion regarding how the individuals in this study came to 

embark on a career o f drug use it is necessary to discuss their childhoods and 

the factors believed by the interviewees to be associated with their initiation 

into drug use and their further developed drug using careers. For the vast 

majority o f those interviewed their early life experiences were characterised by 

difficult, and often traumatic, times and circumstances. These difficulties were 

experienced within the family home, w ithin their communities and within their
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school environments. Difficult and often traumatic events were related to 

numerous and varied circumstances including parental absence, which in some 

cases was due to relationship breakdown and in others due to parental illness, 

death and imprisonment. Other familial circumstances were identified as 

sibling illness and death; family conflict; parental drug and alcohol use; sibling 

drug and alcohol use; the witnessing o f  physical violence and emotional abuse 

directed from one parent to another; the actual experience o f physical, 

emotional and sexual abuse themselves; poverty; difficulties in school; and 

exposure to and involvement in criminal behaviour from a young age. For 

many, the impact o f  experiencing these difficulties at a young age continued to 

be felt throughout their adolescent and adult lives. The next section provides 

an overview o f  the themes that emerged in this study, related to the 

interviewees’ childliood experiences.

4.3.1 Parental Absence

Some interviewees spoke about the impact o f  not having a parent around when 

they were growing up. The reasons for the absence o f a parent were varied and 

included marital breakdown, illness, death, and imprisonment. Three 

interviewees, Paul, Dave and Karl, spoke about the absence o f a parent from 

the family home and what it was like as a young child to grow up in a single 

parent home. In these three cases, a father and two mothers were absent from 

the family home. As children, two research participants remained in the care 

o f the remaining single parent and one was placed in the care o f his 

grandmother by the remaining parent. All three interviewees discussed the 

negative impact that the absence o f a m other or father had on them as a child 

growing up. They described feeling different to their friends and also being
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confused because it was not clearly explained where the absent parent was or 

why that parent was absent from their lives. Paul’s father left the family home 

when he was a young boy, returning for infrequent and unplanned visits. In the 

interview extract below Paul describes his pride at having his father present on 

his communion day;

A major factor in my life was not having me father around, I  remember one 

particular time where it was me communion 1 felt so proud, me da vim  a huge big 

man, f fe l t  so proud walking up the aisle like tipping me friends saying there’s my 

da, and he looked great... and then h a lf way through the day when we were going 

around he Just said hang on I ’ve to go in here for a minute to see a fella, and there 

was no kids allowed in the pubs and ever}’ five  minutes he w m  coming out to me 

saying give us your money for a minute and taking money out o f  it and basically 

left me outside the pub fo r  the whole day, all day on me communion left me in the 

porch o f  the pub - jPaul, 34/

Dave described what it was like for him, being reared by his grandmother, in 

the absence o f  his mother, describing his childhood as one o f  great difficulty. 

From an early age he displayed behavioural issues and difficulties which he 

attributed to his mother’s absence. He went through numerous psychological 

and psychiatric assessments based on the behavioural issues he displayed.

Em I  found it very’ difficult in the house growing up . .. I  w'as very’ aware at a young  

age that in the house things were different, I  suppose not having a mother there 

and seeing other people with mothers... as a child I  hated the granny I  know that's 

a strong word bale hut we just clashed, we clashed an awful lot, and I  think maybe 

she was a bit angry and bitter... I  think that she m v s  after bringing up her own kids 

and now she has another three kids to bring up so she didn't have the patience 

anymore you know, she was getting o ld ...I was brought to psychologists and 

psychiatrists as a kid as I  said and I  didn 7 get on with me parents, so I  was brought
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to all them when I  was tMelve, 1 fell so hurt ...m aybe that was the abandonment 

fro m  m e m other and  then feeling 1 was being abandoned again cos 1 was p u t into a 

home with psychiatrists and  counsellors and things... so I  became very’ closed to 

even'body that was trying to help me - [Dave, 37]

One male and two female interviewees experienced the loss o f  a parent; in two 

o f  the cases it was the mother and in one the father. In all three cases, the 

parent’s death was the result o f  a long illness. The three adults spoke about the 

impact the illness and subsequent death had on their childhood, which  

continued to have an impact on them into later life. Illness alone can cause 

great disruption to the family unit and its functioning; the disruption is further 

exasperated when death is the outcome. Siobhan lost her mother on her 

fifteenthbirthday, follow ing a two year battle with cancer. She discussed how  

this significant and traumatic life event resulted in her early drop out from 

school and initiation into childhood drug use

Em well me own fam ily going  through some problem s a t the time m e mother 

had become really terminally ill and  I  suppose the parenta l control wasn't there the 

same as what it was before she go t sick... me ma died the day o f  me 15'^birthday... 

I  would have been ju s t about 13 [when she go t sick] and em I  was doing norm al 

sort o f  teenage things as in fancying boys... they' rang to say she had died... we 

went up and the fir s t thing 1 wanted to do was to get out, go home and take 

som ething tha t's all I  M'anted to do, that was the only thing really that vim on me 

m ind em ...so it ju s t  it progressed  fro m  that... when I  took that drug fo r  the firs t  

time it w'as like nothing was Mrong in the house anym ore nothing was go ing  wrong 

- [Siobhan, 33]

Brian, Josh and N oel spoke about the impact o f  the loss o f  a sibling through

illness, accidents and suicide on their lives. Brian and N oel lost two siblings
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each and Josh a sister. The impact discussed was directly related to their own 

grief and sadness at the loss o f a sibling but also how their parents’ grief 

disrupted their ability to parent them and their remaining siblings:

/  have four brothers that a re  a live  an d  four sisters that are a live  an d  one o f  each  

broth er and sis ter  is dead. S ister d ie d  n early eleven y e a rs  this y e a r  a n d  my brother  

M'as bu ried  the d a y  I  was born - [N oel, 32]

Parental involvement in criminal behaviour and time spent in prison also 

accounted for the absence o f  a parent from the family home. Kevin relayed 

how the time spent by his father in prison caused his mother and sibling’s great 

hardship and poverty and impacted on the family's ability to attain the basic 

needs o f food and warmth:

. . .grow ing up in West D ublin  I in m y tim e w as w e were ver}' p oor, m e fa th er was 

alw ays locked  up, m e fa ther  vtm se n  ing an eighteen y e a r  sentence, when I was 

only ten he g o t that eighteen y e a rs  down to seven yea rs  hut em during me 

confirmation, I'm a trip let yeah  an d  he g o t out fo r  that an d  g o t the p re ss  out an d  

they took our p ic tu res a n d  w e w ere in the p a p ers ... so  life w as g o o d  up till 1 was 

about thirteen, fourteen an d  then when me father wasn't there f  foun d it hard  and  

vie weren't eating righ t an d  there was no co a l fo r  the fire, the Mindow w as broken  

on the front d o o r  an d  there was a lo t o f  breeze  com ing in and I  rem em ber the hard  

tim es - 1 Kevin, 3 9 /

4.3.2 Physical Abuse

Other accounts o f childhood disruption centred on difficuh relationships within 

the family unit. The accounts charted difficulties with one or both parents and 

between parents. The difficulties relating to family relationships ranged in type 

and severity. A significant number (twenty five) o f the research participants
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interviewed lived in a home where there was abuse o f  a physical, emotional 

and/or a sexual nature. This abuse was directed towards one parent by the 

other or towards the interviewee them selves from a parent or extended family 

member. Physical violence in the home was experienced by a number o f  those 

interviewed, who primarily attributed this physical violence as a measure taken 

to discipline children and teenagers, or as a direct resuh o f  a parent’s alcohol 

consumption. In the interviewee extracts set out below N eil and Kerri express 

the frequent fear they felt due to the physical abuse they experienced by their 

father:

/  d id n '/ get on with me da e ither... then m e da as M’e/11 Mas afraid o f  him a ]ot fo r  a 

long time, you  h io w  what I  mean, he thought that hitting a child was the best Mvy 

to teach them manners and  I  think it just m ade me worse at the end o f  it, you  know  

what I  mean - [Neil, 34]

I  was never hit by any partner o f  m ine but me fa ther hit me like you  know', so like it 

was only a couple o f  years ago, I ’d  say about fiv e  six years ago, when I  go t a 

severe beaten o f f  him and that was because a remark that his friend  had made that 

I  was after losing weight, and  he was I  think h e ’d  taken cocaine cos his eyes were 

black, and  f ju s t  woke up to him, he dived on top o f  me when I  was in bed and  

punching  me and it was only me sister was in the other room and  the kids were 

with their das... that i f  she wasn 't there... he was tr\>ing to beat m y head o f f  the 

telly, he was p icking the telly up to hit m e in the head with it, and h e ’d  actually said  

to me ma downstairs, 7 think I ’ll ju s t  go  up and kill h e r ’, and  me ma said  ‘right 

then ’, she was drunk, locked drunk, she d id n ’t know the next m orning... we ran out 

o f  the house that night, it was in the m iddle like in the morning, one or two o ’d o c k  

in the morning, and the only p lace that I  knew to go  to the nearest p lace tome was 

m e e x ’s... and  when I  cam e back, when we cam e back to the house the next 

m orning w e 'd  no shoes on our feet em, all he sa id  was what about m e em when we
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explained what he d id  he was like well, ‘what about what yo u 's  p u t me t h r o u g h -  

[Kerri, 32]

4.3.3 Sexual Abuse

Two interviewees, (one male and one female), reported experiencing sexual 

abuse during their childhoods. In both cases, the abuser was a family member. 

Both Lizzie and Eddie attributed their initiation into and continued drug use to 

their experience o f sexual abuse.

/  had a great childhood, well I  thought I  had  until I  go t o f f  the drugs... I  thought I  

had a great norm al childhood... we were never hit apart from  I  was abused when I  

was young... I  had a normal childhood but grow ing up I  was just a norm al kid, I  

thought everx’one was the same as me - 1 Eddie, 39j

Me da was an alcoholic and I  was abused, I  was sexually abused by me father, so 

that was we've only kind o f  noticed, 7 d id n ’t think it was an issue, hut two weeks 

after it came out we noticed that I  was 16 when I  start using drugs so I  kind o f  

realised that there was a bit o f  a coincidence there... but I've started to deal with 

that lately now  - [iJzzie, 32]

4.3.4 Familial Alcohol and Drug Use

Parental and sibling drug and alcohol use was an emerging theme with respect 

to disrupted family relationships and childhoods. A total o f ten interviewees 

reported exposure to parental drug and alcohol use. Two interviewees reported 

living with an alcoholic mother, five reported living with an alcoholic father, 

one had both an alcoholic mother and father, one had a drug using m other and 

one had a drug using father. According to the research participants, the 

incidence o f parental drug and alcohol use disrupted their parent’s ability to
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parent effectively and also accounted for the physical and emotional abuse and 

neglect within the family home. Both Kerri and Cathy witnessed physical 

violence between parents under the influence o f  alcohol:

To grow lip in West Dublin I em I  would say there wasn 7 much fo r  us to do, I  had 

a happy not I  wouldn 7 say a happy childhood, hut at the time it seemed happy, but 

behind the scenes behind dosed  doors it wasn 7 really as me fa ther was an 

alcoholic, so that was hard em, I  would have constantly fought with me sisters on a 

regular basis like on a Sunday night Saturday night as to whose going to get up to 

them when they come in shouting, they would never come in and ju st go to bed or 

sit doM'n they always argued... I  remember when me ma didn 7 drink and me da did 

drink and she there was domestic abuse there, like she hit him, I  never .saw him lay 

a finger on her, but she actually broke his hand one time - [Kerri, 32]

Me da was a bit o f  a drinker, well at the time we never seen him fa ll through the 

door or anything, he was never like that... he was kinda always we sort o f  didn't 

realise it untillater... you there was a lot o f  heavy arguments you know, a lot o f  

abuse to me ma you know, that's why I  had to leave school cos me mother took a 

nen'ous breakdown, so I  had to leave school and look after the rest and do the look 

after the house - [Cathy, 39]

In addition to parental drug and alcohol use, twenty two interviewees, spoke 

about being exposed to a sibling’s or an extended family member’s drug use. 

Gary describes how he looked up to his drug using brother and how he aspired 

to be like him

I mean I  had a good childhood really I  think, I  ju st as I  said there me brother was 

in addiction you know em, like I  w'ould have seen him I  kinda looked up to this 

brother you know and eh he used to come into the house with his friends and h e ’d 

be using in the house and I  kinda wanted to be him you know- [Gary, 29]
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Inter-generational drug use and addiction w as also an em erging them e and it 

was not uncom m on to hear that those interview ed had a parent and/or an aunt 

or an uncle in addiction, and also that they  them selves now had nieces and 

nephew s who had initiated a career o f  drug use. Josh describes the drug use 

am ongst the next generation o f  his fam ily and the tensions it is causing w ithin 

the fam ily unit:

One's eighteen and the other one is fourteen... she's on the clinic, like she's on the 

crack... I  can see it in the house... can't even sit in the house cos she's sitting there 

goofing, do you know what I mean like that causes triggers, I could go off and use 

on that, that's why I don't sit there, fju st say fuck you and shut the door... there's a 

lot o f  tension in the house that’s m 7? v  I'm mad... early this morning I fust got up 

and walked out, felt like just snapping, that's the fucking problem in the house now, 

M'here the house was me safe place you knoM- what I mean butgoing up to meroom 

is now me safe place... I have to lock me room so they don't rob me you hiow, 

they’d fuchng rob the eye out o f your head - \Josh, 2 |̂

This section has highlighted and discussed the early childhood experiences o f  

the in terview ees w hich have played a role in the construction  o f  their early 

identities. The next section describes the in terv iew ees’ initiation into drug use 

and the circum stances surrounding their early  introduction to drug and alcohol 

use.

4.4 Drug Use Initiation Pathways

C offm an 's (1963) concepts o f  'd iscreditable' and 'd iscredited ' is relevant to  our 

understanding o f  the drug using initiation pathw ays o f  the research participants 

in this study. As G offm an explains: "an individual w ho is discreditable and not 

discredited refers to one such individual w ho has a stigm a that is not
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immediately apparent or known beforehand" (1963: 57). In contrast, an 

individual who is discredited is an individual in whom the possessed stigma is 

apparent and therefore known about. The 'discreditable' and 'discredited' 

nature creates two different situations. When 'discreditable' the individual must 

manage the infonnation about his stigma through particular techniques in an 

effort to keep the evidence o f the stigma concealed. These techniques of 

managing information about the stigma are discussed in detail in chapter five. 

When the stigma is known about, in this case the drug use, this makes the 

individual 'discredited' and the stigmatised individual then has to manage the 

tension associated with his drug use.

Coffman's (1963) concept of'd iscreditable' is relevant to our understanding o f 

the interviewees’ initiation into drug use as it refers to when the individual's 

drug use began, and they became a stigmatised individual and in turn 

'discreditable'. For most o f those interviewed the stigma o f  their drug use 

began in their early teenage years with different initiation journeys and 

pathways. Interviewees typically described their drug use as starting from their 

early teenage years and with substances including alcohol, cannabis, solvents, 

prescription type tablets and methadone.

This section will describe the accounts offered by the thirty three interviewees 

with respect to their initiation into drug use and how they became 

'discreditable'. The type o f  drug or drugs first used and the age o f  first use are 

described here. The transition to illicit and more problematic drug use is also 

described in the context o f age o f use and progression and the circumstances 

associated with their drug use. The accounts o f  the thirty three interviewees
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with respect to the type o f substances used, the age o f initiation into licit and 

illicit substance use and the explanations for or reasons given for their drug use 

revealed a lot o f similarities, however, there were some variations in the 

accounts narrated.

4.4.1 'Discreditable' - Age of First Use and Type of Substance Used

All participants who took part in the study described themselves as addicted to 

a substance at some point during their drug using career. Thirty one 

interviewees described themselves as addicted to one or more licit and illicit 

substances with only two (one male and one female) describing addictive 

alcohol use. Other than nicotine, alcohol was the first drug used by the 

majority o f the interviewees with first age o f alcohol use ranging from an age 

as young as eight to fourteen years. Both Noel and Eddie described becoming 

'discreditable' from a young age through their stigmatising alcohol and drug 

using initiation from a young age:

Cigarettes and that I  tried them out when I was about eight or nine. Alcohol, ten. 

Ever\'thing then probably from twelve onwards. Heroin mainly from thirteen 

onwards. Smoking heroin and then at about fourteen I w'as using injecting" [Noel, 

32]

I go t a first pump out when I was ten. f  found a half bottle o f  whiskey up in West 

Dublin 2 with [friend] god  rest him, he's dead  as well, and we drank it and I  was 

over there puking me ring up and then when I  went in [home] I stuck me head in to 

say 1 was going to bed but I must have been slurring and me da came out and put 

me up against the wall, I slid  down and he got the police and they said gel him 

down the hospital and he got me down the hospital cos I was only after drinking it 

and I thought 1 wasn 't getting dmnk. Before I took sips o ff me da but this time I
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drank it and I  was ten and I got brought down the hospital and 1 was pum ped out - 

[Eddie, 39]

For two interviewees, their primary drug o f use was alcohol and they did not 

progress onto any other longer terni illicit drug use. The age o f problematic 

alcohol use for the two interviewees who reported alcohol as their primary drug 

o f use (one female and one male) was thirty two and forty respectively.

Some people  might think alcohol is nothing com pared to heroin and cocaine, now 1 

have done cocaine, there was a patch where I  had done a few o f  those things, I was 

hicky enough to not get addicted em, that vtm a ll p art o f  going through my 

depression, but I  don  7 know, I think I'm hick) I ’m coming out the road o f  recovery 

- [Abbey, 42J

Cannabis was the most common first illicit drug used by the thirty three 

research participants with sixteen interviewees naming this substance as their 

first illicit drug o f use. The age o f first cannabis use across all research 

participants ranged from eight to seventeen years. Cannabis continued to be a 

drug o f use for the majority o f the sample, with daily use reported by some, 

and in conjunction w'ith other substance use. Cannabis use was regarded as the 

norm, something that everyone did, and its use tended not to be viewed as 

illegal or harmful. Based on this view, interviewees tended not to view 

themselves as 'discreditable' when using cannabis only. For one female 

interviewee, cannabis was the only illicit substance she used throughout her 

drug using career. In the extract below she describes her initiation into and 

continued cannabis use:

/  was eleven when I  start smoking hash. Hash was me f irs t drug and alcohol. The 

younger times M'ere the fun times, but when I go t older I started smoking hash more
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regularly from when I  was seventeen. At the time it was fun hut now' when I  look 

back it wasn't. I  didn't move on to anything else... 1 was still smoking cannabis but 

I  was Just smoking more and more o f  it. I  didn't want to go to school, I  didn't want 

to do anything like that. I  was sitting around all day nothing to do your actually 

waiting to put the kids to bed so you can sit down and smoke hash you know really 

i t ’s M'orse sitting at home [Man', 27]

Alcohol, solvents, LSD and ecstasy use were typical drugs o f  use amongst the 

majority o f  the sample in their early to late teenage years. The accounts 

revealed that drug use was typically undertaken with friends and to a lesser 

extent with siblings:

...smoking hash like th a t’s basically what it started at, but I  would have been 

sniffing glue and blowing gas like at the weekends... it was more boredom, there 

was nothing out there you know what I  m ean... I  would have been about 15 when I 

started sniffing glue and blowing gas but there was nothing out there for kids you 

know what I  mean-INeil, 34]

...solvents, sniffmg solvents, aerosols, at twelve or thirteen em, then LSD I  would 

have been taking, then J went on to E going into the raves - [Cathy, 39]

The un-prescribed use o f  medications such as valium, sleeping tablets and pain 

killers were also com m only reported as typical drugs used in their early 

teenage years. Five interviewees reported tablet use as one o f  the first drugs 

they used in their childhood years or their early teenage years. Two 

interviewees described how they by-passed experimenting with alcohol, 

cannabis and solvents and instead their introduction into drug use began with
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the use o f  D Fl 18'̂  tablets. Similarly to the use o f  cannabis, with the use o f  

such medications, interviewees described feeling less 'discreditable' than the 

users o f  illicit substances as the use o f  these substances were not as 

stigmatising as the use o f  other illicit substances such as heroin. Tablet use 

was initiated from the age o f  twelve to fourteen years. Paul describes his 

initiation into tablet use and the impact this use had on his social standing and 

self-confidence;

I ’ve been on dnigs since I  was fourteen, thirteen or fourteen, and went head on 

collision straight onto hea\y dnigs, there was really no heroin been sold around 

the area so they were actually morphine tablets that I  started on... it was the 

confidence I  was getting out o f  them... I ’d  talk to people and I  noticed even the 

slagging had stopped cos I  was able to stand up fo r  m eself you know, I  from  

basically from  straight o ff the confidence I  got out o f  them was unbelievable and I 

could communicate more, everyvne seen a big difference in me, I  would have been 

only going thirteen when I  was taking the tablets at first but at this stage the weight 

literally fe ll  o f f  me and everybody was saying you look great and I  was getting 

loads o f  attention o f f  girls and I  thought it was great you know... f j u s t  really 

wanted drugs, f ju s t  really wanted drugs to feel better, to feel ever)’thing... the 

confidence that I  got out o f  taking them [D Fl 18'sJ M'as unbelievable - [Paul, 34J

For some, un-prescribed methadone use was the first step into illicit drug use. 

One female interview ee’s initiation into illicit drug use was with methadone 

that was prescribed to her ill mother. Siobhan was thirteen when she first 

experimented with methadone as she had free access to large doses o f  her 

mother's pain relieving medication. The free availability o f  methadone allowed  

Siobhan to embark on a career o f  drug use leading her to becom e

■’D F l 18 is a seini-synthetic opioid analgesic prescribed for pain. Opioid painkillers work by 
mimicking the action o f  naturally occurring pain reducing chemicals called endorphins.
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'discreditable'. The free availability o f methadone allowed for Siobhan to 

remain 'discreditable' and not 'discredited' as she could manage the visibility of 

her drug use. As methadone was available to her within her family home she 

didn’t have to ‘score’ drugs on the street, at this early stage o f her drug using 

career;

...me ma and da went to Lourdes the following May after I had turned thirteen and 

there was I had brought a few friends into the house and because they had older 

brothers and sisters who were addicts me mam’s medication in the medication 

press and ever\'one seemed to know what the different medication was, so one o f  

them, a guy, said to me 'that’s methadone ’, obviously been given to me ma as a 

painkiller for the cancer, but he said, 'take SOmIs o f  that and you'll be on your 

w ay’, so from that then we all took 30mls at that time and that was me first 

experience o f drugs [Siobhan, 33]

Another male interviewee, Kevin, discussed methadone as his drug o f  choice 

and his subsequent dependency on street methadone before becoming a 

methadone maintenance patient in the local HSE Addiction Service methadone 

clinic. This movement from street user to clinic patient represented his shift 

from a 'discreditable' to 'discredited' individual as the stigma o f drug use is no 

longer concealed throughout the drug treatment process. Coffman's (1963) 

theoretical concept o f  'transformation' through the drug treatment career o f  the 

'discredited' drug user is discussed in more detail in chapter six.

/  would have been about tM'enty years o f age and what I got into at first were these 

tablets called DFI 18s. I start buying them for a pound each and I used to take 5 

here and there, say I ’d  do it every week first, then it was coming twice a week and 

before I knew it 1 was doing it four times a week... my addiction developed when I
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got out in the mid 9 0 's right and I  was buying sups o f  phy^ o ff people that were 

getting their take aways^ out o f  the Lily Clinic and selling them... I've never took 

heroin in me life - fKerin, 39]

Lynn and Siobhan described how they became 'discreditable' and how their 

drug use started and progressed and the types o f  substances they used. Once 

again, they identified them selves as becom ing 'discreditable' in their early 

teenage years when their drug using careers were initiated

/  started to mess around really when I  was about twelve Mith hash, drink, thinners, 

glue and stu ff like that. I ’d  get extra tablets o ff the doctor and then sell them and 

go to another doctor making up stories and getting more tablets and selling them 

[Lynn, 27]

I was thirteen at this stage, yeah I continued taking the methadone,! continued 

taking the 30m Is o f  methadone (dad wasn't aware) probably fo r  every' day fo r  six 

or seven months and it helped me at the time... I  didn't realise it was helping me to 

cope with what was going on in the house it... looking back now I  knoM' that but it 

was taking the edge o ff  how worried I  M’as, how frightened I  was, how alone I  was 

with tn'ing to look after the kids, trying to help me da trying to not think about 

what was going on, but yeah it was probably six months to a year then Napps^ and 

Dalmane different s tu ff with tablets... no one noticed any effect on me [Siobhan,

33]

After cannabis use, stimulant drug use, mainly ecstasy, in raves were

"'Phy is the shortened name for physeptone. The chemical name for physeptone is methadone 
hydrochloride which is a synthetic opiate. Methadone is used as an opiate substitution 
treatment
'Take aways refer to when a methadone client is given one or more days methadone to take 
away from the clinic rather than attending the cHnic daily for methadone 
^Morphine Sulphate Tablets
^Dabnane is a hard capsule that contains flurazepam monohydrochloride. It is a 
benzodiazepine type drug that is prescribed for mild to moderate insomnia.
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com monly described by interviewees as their next step into illicit drug use. 

The rave scene culture provided its users with a closed environment; drug use 

was evident only to other 'discreditable' drug users, and concealed from their 

non-drug using peers and families. Typically, interviewees described how they 

were introduced to the rave scene and stimulant drug use mainly as weekend  

use which ultimately progressed to daily use. N eil and Niamh describe their 

experiences o f  being 'discreditable' within the rave scene culture:

I  started going  to a night club in town... started  taking ecstasy then acid as well... 

any time I  didn't have the money to go into the night club I'd  go gasing^ at the 

weekends ...and then, it mot a horrible drug  when I  look hack at it, you  fe lt  

horrible the next day after taking it... and then I'd  sm oke hash and a sleeping tablet 

to start com ing down o f f  it or... and then it progressed then after that onto harder 

drugs, eh heroin then, that was actually the dow n... that's when everything went 

wrong for me you  know what I  mean fNeil, 34]

I was twenty one, well I  started o f f  with ecstasy M'hen I  was fifteen  going out 

clubbing like, I  was old before my time, as I  sa id  I  was going out clubbing and I  

started taking E  and then that kinda phased  out when I  went to Ibiza and done all 

that, that all phased  out with it then 1 started o ff  M'ith cannabis and I  was aware 

that I  vim- on drugs and I  never liked d ings th en ... like I  use to get him help and he 

went through treatment in all but then when we fin ish ed  I  was curious, so I  was 

twenty nearly twenty one when 1 started dabbling in it and I  was strung out fo r  me 

twenty fir s t th a t’s how  I  can identify fo r  that age when it happened fN iam h, 27]

4,4.2 'Discreditable' -  Heroin Use Initiation

Thirty out o f  the thirty three interviewees transitioned to what they described as 

problematic and dependent heroin use, describing them selves as 'addicted' to

*‘Gasing’ refers to the use o f  gas as a drug.
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heroin. O f these thirty interviewees, their progression pathways into heroin use 

can be divided into two main groups. Firstly, those who began their heroin 

using journey in their early and mid-teens and secondly those in their late teens 

to early twenties. Both N oel and Gareth describe their heroin use from their 

early teenage years:

/  was sm oking heroin mainly fro m  thirteen onwards. Sm oking heroin and  then at 

about fourteen I  was using (injecting) - [Noel, 32]

...there was four o f  us who were really, really close, who hung around together 

and  we all sa id  on your birthday we'll gel a bag between us and back then it was 

very, very hard to get, like I  think it took like six hours to gel it, it was on my 

fourteenth birthday we go t it (heroin) and I  was real n e n v u s ... we went into me 

fr ie n d ’s house, his ma and da were gone away, his older brother was out, 1 think he 

was in work, I  can rem em ber it as d e a r  as day... I  was sitting there sm oking it you  

know, the fir s t line 1 ju s t started getting sick but still 1 kept on sm oking it and 

sm oking i t ... we had to go down to Dolly's Place cos Dolly's P lace was the only  

place you  could get it a t the time and  we were waiting for this guy fo r  h o u rs” - 

[Gareth, 36]

The majority o f  interviewees described how they became more 'discreditable' 

as the other drug and alcohol use which was initiated during their early teenage 

years and in their later teens progressed to heroin use. It was typically in this 

progression to heroin use, particularly injecting heroin use that the interviewees 

recognised them selves as 'discreditable'. Keith described his heroin use from 

his young teenage years;

...about fourteen I ’d  say I  was drinking like but I ’d  say 1 was thirteen when I  had  

had a drink but drinking every week when I  was probably about fourteen. Well, 

like E 's  and  cocaine not every' night but maybe once a week hut hash constantly
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even ' day. Well then it m v s  a sort o f  every week thing, you  b lo w  like, so it was ju s t  

a weekly thing then... I ’ve always had access to heroin since I  was young  like, we 

used to sort o f  do a bit o f  running around fo r  other peop le  like so M'e had access to 

large amounts o f  heroin and 1 rem em ber one time f j u s t  took a bit out and tried it 

M'ith a friend , not like all me mates, me and this fe lla  used to go o f f  on our own and  

do it but I  never got strung out on it at this tim e [Keith, 28]

For those who were introduced to heroin in their later teenage years and early 

twenties, it was not unusual to hear them describe them selves as a ‘late starter’. 

Although a Mate starter’ with respect to their first introduction to heroin use, 

they had initiated other drug use in their early teens:

/  M'as late starting eh about thirteen I  w ould have been about fourteen, fifteen, 

sixteen starting to drink and  taken tablets and  I  didn  7 even know what tablets I  

was taking, anything that sa id  may cause drowsiness I ’d  take it, I  wouldn 7 know  

what they were and I start taken E  at twenty one and heroin at twenty one I  took  

p h y  before I  took heroin... I  was late starting [Rosie, 36]

Two o f  the female interviewees fell outside these two categories and described 

their introduction to and first time heroin use occurring in their late twenties at 

twenty seven years and twenty nine years. This was believed to be an unusual 

occurrence with most interviewees claim ing that first use o f  heroin usually 

occurs from a much earlier age

“/  only go t into it there what two years ago, go t into drugs very- late in life in 2005 

[29 years old] " - [Emer, 36]

It was not until I  was 27 yeah their da w'as on drugs and  died o f  an overdose and I  

ju s t  couldn  7 cope... I  had the baby, I  Mas pregnant when he died, and I  go t talking  

to this g irl and ju s t  start doing it fro m  there, ju s t  go t strung out [Rebecca, 35]
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For the majority o f  the interviewees in this study the rave scene and stimulant 

drug use not only marked their initiation into regular illicit drug use it was also 

associated with their introduction to heroin use. For many they described it as 

a drug that went hand in hand with ecstasy use and although they were aware 

o f  it and often in the presence and company o f  those using heroin, they 

managed to avoid the use o f  heroin for a period o f  time;

...the rave scene cam e along... this rave in town, we were only kids when we were 

going in and Jesus Christ it was ju s t like another world, we hadn  7 taken E ’s at the 

start, we were just go ing  in fo r  the hash and  p h y  like you  know and we were 

looking around and everyone was sweating up all night and they were all on a real 

love buzz, all M'ith their tops o f f  and there was three different floors and  we went up 

to another floor, people were sm oking gear and we sa id  w e ’re in the right place  

and  on the th ird  floor everyone was just fla k e d  out so em that became the next big  

thing... y o u 'd  be going  to work on M onday morning saying jaysus I  can 7 M'ait till 

Friday going  to the club [Gareth, 36]

A  significant number o f  interviewees spoke about their heroin addiction as 

being interconnected with ecstasy use and the club and rave scene. For some 

heroin was initially used to com e down from the stimulant effects o f  ecstasy: 

...there was a girl I  knew  she was sm oking heroin and I  didn't know M'hat it was, 

they M'ere saying it was hash oil, because 1 knew  nothing about it, it's no t like we 

were taught about it in school, not like today', yo u r warned about it, but em she 

actually to ld  me it was hash o il and  y o u ’d  com e down quicker o f f  the ecstasy using  

it, and I  ended up sm oking it then and it became like a weekend thing... then it 

became once a w eek with the weekends then gradually built up like to every day  

then you  know, M'hile I  was in school as well like - [Billie, 32]

...over the years it progressed you  know, progressed into taking E ’s and  going
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hack to a flat sm oking gear to com e dow n o f f  the E. .. by the time I  was eighteen I  

was actually s tn in g  out on hero in ...!  done the coke buzz and the E  buzz and  the 

heroin ... I  ju s t  found  the heroin so great it gave me a little bit o f  peace and  

relaxation - [Karl, 29]

All interviewees described how they believed they were in control o f  the drug, 

that they could use heroin once or twice and then leave it. However, this did 

not prove to be the case for the thirty out o f  the thirty three interviewees who 

used heroin. N eil and Josh describe their progression to heroin use from 

stimulant drug use;

/  thought I'd  be able to control the drug and  still handle me life and  smoke 

heroin... it was Just all these thoughts I  had that I'd  sm oke it once or t^vice, but it 

didn't end up like that, I  was badly strung out on it [Neil, 34]

I was ju s t  drinking and it went from  drinking to sm oking hash, then 1 M'as sm oking  

hash then I  start going out to nightclubs dancing and doing E 's  and then eh went 

hack to a party  and was laid i t ’s ju s t a few  lines this will get you down o f f  your  

high like have a few  lines o f  gear ...got into a routine o f  fucking  doing it every day 

then you  know. Well I  was going  to nightclubs fo r  about a year fu ll stop doing E ’s 

in all and then m ingling with other people  and  then going back to parties, you  

know parties in houses, and then th a t’s when I  was introduced to it and  ju s t  went 

on a m ad one after that and start hanging up gear in all... didn  7 give a fu ck  like 

from  there from then to now... it's  a bleeding blackout. I  didn  ’/  care, I  d idn 't give  

a rats once I  had me gear, 1 didn  7 care do you  know what I  m ean‘s I  didn  7 give a 

fuck, the gear came first, once I  had  that ever\’thing follow ed [Josh, 28]

Although, the majority o f  interviewees described their initiation into drug use, 

particularly illicit drug use, from a young age mainly in their teenage years,
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some described how their initiation was associated with an inabihty to cope 

with life problems that occurred later in life. Emer described how the stress o f  

life and bills in adulthood and her inability to cope with such pressures led to 

her becom ing involved in drug use and therefore to becom e ‘discreditable’. 

Eddie described how his marriage breakdown played a significant role in 

becom ing ‘discreditable’:

I  was using crack as w’ell, anything to ju s t  block even ih in g  away and  I  was ju s t  in 

a, th a t’s how  I  fe lt, ju s t like in a bubble, and I  ju s t didn  7 w'ant to know bills were 

com ing in the door... I  alv>’ays vi’a.? great at organising everything and I  ju s t didn  7 

want to know and  then like even som eone would com e in and I  ju s t  didn  7 want to 

know th en ... like I  fecked him [husband] out... I  d id n ’t even think h e ’d  go but I  ju s t  

had enough. I  was on me own, ah talk about hitting rock bottom, it was ju s t unreal 

and he [husband] go t out [prison] there at Christmas and so much on me m ind I  

couldn  7 express m ese lfto  him and  I  had a hit o f  a relapse there at Christmas... hut 

that ju s t  shows you  after a yea r how  easy i f  you  can 7 cope with yo u r life and yo u r  

surroundings and your behaviours it can happen ju s t  like that to go back [Emer, 

36]

I didn  7 take any m ajor like I  took E  and  acid up to the age o f  19 but I  didn  7 touch 

any m ajor heroin until after I  broke up with me wife and  it was p u t down as gear... 

I  kneM' what it was but I  ju s t  didn  7... it looked so harmless you  know what I  mean, 

a little p iece o f  toffee on a p iece o f  fo il. 1 think I  was I ’d  say about nineteen, I ’m 

sure it was after I  separated fro m  me wife, but I  took every’ other drug up until 

then... I  took napps^, I  took DFs^^, I  took every^thing before it but I  ju s t  didn  7 take 

the heroin cos f j u s t  thought th ey ’re tablets you  know what I  mean and I  probably

^Morphine Sulphate Tablets
*°DF 118 Tablets are a seiTii-synthetic opioid analgesic prescribed for pain. Opioid painkillers 
work by mimicking the action o f  naturally occurring pam reducing chemicals called 
endorphins.
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would have snorted coke twice before that as well [Eddie, 39]

Bereavement issues were described by some interviewees as being linked to 

their drug use. Rebecca described how the death o f  her husband led to her 

'discreditable' identity

“I would have smoked hash when I was younger that was it and then it M'as kinda 

just heroin. Well I  started on alcohol first when he [husband] died and then moved 

on to heroin but 1 don 7 drink now at all I  would have been drinking e\'ery day. It 

was just once a week and then the weekend and after a M'hile it got into every day 

then I was hooked and that was i t ” [R ebecca , 3 5 /

This section has described the accounts narrated by the thirty three 

interviewees with respect to their initiation into drug use and how they became 

what Goffman (1963) describes as a 'discreditable' individual. The life 

accounts narrated by the interviewees describe their pathways into initial drug 

use and later addictive drug use. The type o f  drug or drugs first used and the 

age o f first use are described here in the context o f age and circumstances 

surrounding their drug use. The next section describes the interviewees’ 

relationships with significant others at the beginning o f their drug using 

careers.

4.5 Drug Use Initiation and Significant Others

Past literature and research has focused on gender issues and drug use paying 

particular attention to female drug use (Taylor, 1993; Ettorre, 2007; Finnegan 

and Kandall, 2010). The theme of female drug use was explored in this thesis 

in the context o f  drug use initiation and significant others. According to 

Ettorre (1992) in the field o f addiction there is the notion that men are socially
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dominant and active participants in the drug using culture and women are 

socially subordinate and relatively passive participants which has resulted in 

the needs o f  wom en being largely unacknowledged and unrecognised within 

both the treatment and the research fields. In this thesis, the findings 

highlighted that the wom en did not describe that it was a male drug user or a 

male drug using partner that encouraged their drug use, setting them on the 

road to addiction but rather a decision that they made by them selves.

Findings fi-om this thesis indicate that a minority o f  the female cases described 

how a boyfriend or spouse encouraged them to initiate and continue heroin and 

or other substance use. This phenomenon is described here by Kerri and Lizzie: 

I  started using heroin through a boyfriend em and I  would have been only going  

fifteen, asweU he was twenty- and  em he was selling heroin or napps, one or the 

other, and he was doing it fo r  a while in fro n t o f  me... one night he said, ‘here do 

you  want to try it ’, and  I  did  and I  never fo rg e t it. Another bloke came along and I  

fancied  this bloke and I  didn  7 think he took anything and em he told me he d id  and  

I  sa id  well I 'v e  tried it but I ’m not going down that road again you know and he 

said, 7  bet ya  i f  I  brought som e down yo u  wouldn  7 say n o ', and I ’m not saying it 

was fo rced  upon me, I  had a choice to say  no but I  didn  7 ... /  met him and I  d id  go 

and  1 sm oked it and th a t’s where it really snow balled -  [Kerri, 52 ]

/  turned seventeen at the time and em like I  dabbled a fe w  times but I  wasn 7 

actually addicted but because I  was m inding the kids everyday he ju s t walked past 

m e handbag one day and it was weird so it was kind o f  backw’ards fo r  me and he 

threw a needle with it all in it into me bag and  I  can remember later on he was 

going to p u t it in fo r  me and two others who 1 knew  was addicted came in and  

really started  begging me not to do, it but m y attitude then was you  do it... I  didn ’t 

realise they were trying to not get m e to g o  dowv the road they d id  -  [Lizzie, 32]
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These narratives demonstrate that the female interviewees played an equal part 

in the decision making process to try heroin for the first time with their 

partners. They also describe how through their drug using relationships that 

males and females play an equal part in how they provide heroin to each other:

I  was in a relationship since I  was about tM elve, well it woulcin 7 have been a 

relationship that young but we thought we were so grown up, m'c M’ere like any 

teenagers at that time going out drinking at the weekends, typical teenagers I  

suppose doing everything M’e shouldn 7 have been doing and em then as it came out 

about me dad there was an argument in the house, and em he was an alcoholic, he 

didn 7 remember anything so he kinda shouted at me ‘what did I  do to desen'e this 

kind o f  treatment’, and tha t’s when it came out‘‘ ...and me brother was there when 

he was in the priesthood and he asked fo r  an extra year he was already meant to be 

ordained, he asked fo r  an extra year, it M-as all coming out about the church at this 

time and he ju s t looked at me and said, ‘sh e ’s telling the truth ’, and then a couple o f  

weeks later there was kind o f  it was weird, I  noticed that me and me partner were 

arguing a lot when we Mould he drinking, then it was a conscious decision that we 

both made to try it and I  automatically wasn 7 saying anything but I  was feeling  

guilty that me dad was losing his family, his home ,everything, so I  pushed a lot o f  

guilt dow n... buried e^'erything - [Lizzie, 32]

...they were partners, drug partners, tha t’s all exactly what they were and they 

were different groups that you move around through... I  ended up going with 

fellas, anyone that wvs dealing or selling. I ’d  be their girlfriend fo r  a M'hile... I  

knew they were using me and I  was using them you know -  [Rosie, 36]

In addition to the accounts offered by the women regarding their drug use 

being provided for by their male partners, or an equal partnership, Niamh

"Sexual abuse by her father was revealed
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described how she 'looked after' her partner by providing heroin to him. She 

sourced and fianded the drug use o f  not only herself but also her partner:

I  was with a new boyfriend who was as bad as me so 1 didn  7  help that I  had to look 

after m eself and  him ... so 1 had double the addiction  -  [Niamh, 27]

Ahhough, som e women described how their boyfriend provided drugs to them, 

they were already using drugs at this stage and stated that their initiation into 

first time drug use was not encouraged or coerced by their partner:

I  M m - quite luck}' in that way I  didn't have to go out and do things, I  didn 't have to 

go out and shoplift or sell m ese lf where I  had a lot o f  fr iends M’ho d id  have to do 

things like that. M e partner had three jobs, so with his 3 jo b s  he was able to 

provide fo r  both o f  us, so I  was very’ lucky in that way at that young  age that I  

didn't have to go out and do anything like that then ...when I  d id  get back addicted  

after having the baby, I  think she was nearly one, he's old fash ioned  like that he 

thought it was fo r  the man to provide - [Lizzie, 32]

Interviewees also described fam ily members and their peer group as a reason or 

explanation for their drug use initiation while others acknowledged that they 

could not blame their peer group and instead curiosity was the main factor as 

Gary and Lynn describe:

The people I  was hanging around with, the fr ie n d  I  was pa ling  with at the time, he 

was after doing it and telling me that it was brilliant in all and because I  was kind  

o f  curious about it, because me brother was doing it, we'd go down to the train 

station, that was his idea cos I  didn't have a d u e  about it, there was tin fo i l  left 

around and traces o f  som ething on it and  I  started sm oking som e o f  the traces but 1 

didn't get anything out o f  it and  then a couple o f  weeks later we decided to get 

heroin and  ended up getting about 6 hags our f ir s t time and  sm oking it - [Gary, 29[
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I grew up between me m a’s and me nanny’s house and all me uncles were addicts, 

so 1 was surrounded by it a lot - [Lynn,34]

4.6 Stigma and 'Spoiled' Identity

A variety o f factors were revealed in the accounts narrated by the thirty three 

interviewees regarding the context for their 'discreditable' nature and the 

circumstances surrounding or the reasons proposed for their initiation into and 

continued drug using pathways. This research found that the interviewees were 

not only discreditable due to the stigma o f drug use but also that they possessed 

other types o f stigma that added to their 'discreditable' nature. As already 

described earher in this chapter, family difficuhies including parental absence 

and personal development issues including lack o f confidence were factors in 

interviewees’ lives that impacted on their experiences o f growing up and was 

also associated with the interv iewees’ initiation into drug use and addiction.

in Stigma: notes on the management o f  spoiled identity', Goffman (1963) refers

to three different types o f stigma; physical deformities; blemishes o f  individual

character; and tribal stigma. This thesis primarily focuses on the stigma o f

drug use. This type o f stigma derives from what Goffman (1963) terms

'blemishes o f individual character'. However, despite the fact that the thesis is

focused on the stigma o f drug use which has blemished the individual's

character, the majority o f those interviewed had also experienced other types o f

stigma directly related to their own experiences or related to the experiences of

a family member. This stigma was sometimes experienced prior to their drug

using career, and in other instances experienced simultaneously or as a result o f

their drug use. The other types o f  stigma experienced also fell into the

category o f blemished character but also that o f physical deformity. This
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research found that research participants reported an array o f  experiences 

which resuhed in their stigmatization; these included learning difficulties; 

abuse; exclusion; relationship breakdown; physical and mental health issues 

(depression, anxiety, panic attacks), familial drug using; and prison life 

experiences. In this section o f  the chapter, the types o f stigma experienced by 

the research participants, in the categories o f 'blemish o f individual character' 

and 'physical deformity' as proposed by Goffman (1963) will be discussed. 

The stigmatising attribute o f drug use, and the possession o f other stigmatising 

attributes resulted in their identities becoming 'spoiled'.

4.6.1 Stigma - Learning Difficulties

With respect to learning difficulties, literacy issues and dyslexia were common 

place among the experiences o f those who participated in the research. These 

difficulties put the interviewee at a disadvantage in early childhood, a 

disadvantage that continued right through to adulthood. As young people who 

found it difficult to learn and engage with teachers and peers they became 

'discreditable' and 'discredited' from an early age, and tried to manage and 

conceal the information about their learning difficulties from those around 

them. Paul described how although his attendance in a special class aided his 

learning in early primary school attending a special class was also stigmatising 

with labels such as 'slow' applied to him and similar others:

“I was slow, I  was slow a! reading, Mriting, everyihing else, 1 was always slower, 

there was a group o f  us that was slower, M'e didn 7 all hang around together we 

went to this special class half way through the day and that’s about the only thing I  

learned in primar}' school was going to that class ” [Paul, 34]

Some o f those interviewed, having experienced learning difficulties, feh that
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they were not supported to learn despite their difficulties which resulted in their 

early exit from mainstream schooling and entry into non formal schooling such 

as Youthreach. This led to further stigmatisation and 'discreditability'. Tom 

associated the learning difficulties he experienced in early primary school with 

later drug use; describing his drug use as a mechanism for coping with the 

challenges he faced within the school setting and a mechanism to hide this 

stigma from those around him;

I went to school in Holy Angels, Church Avenue, cos 1 have reading and writing 

difficulties. When I was eight or nine years o f  age the teacher and the principal sat 

in the office with me ma and me and they turned around and said, ‘we don 't know 

how to teach him So what’s an eight or nine year old going to think then, w hat’s 

the point in trying, so I gave up then and start smoking hash in everything... that's 

one o f the big reasons that I went on drugs, it still hurts do you know what I mean 

fTom, 26]

Interviewees also discussed the impact that dyslexia and other learning 

difficuhies had on their educational experience from an early age although for 

many the diagnosis was not made until later into aduh life. Some described 

feelings o f being let down, by their parents and the schooling and educational 

system, as supports were not put in place at an earlier time. Interviewees 

identified the educational and personal development progress they made even 

in adulthood when appropriate supports were provided to them. Tom and 

Martin describe their experiences here:

Yeah me ma should have really sent me to a dyslexia school in town hut she said it 

was too far... even me brother in all till this day says that me ma should have done 

more for me... probably wouldn 7 have ended up as bad as I was you know what I 

mean [Tom, 26]
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when I  found out I  was dyslexic it took that M'hole ‘I'm stup id’ away from me you 

know eh it opened up whole new doors fo r  me cos when I  went into the dyslexic 

place I  thought I  could only work on building sites, labouring you know, now I've 

learned how to read and write through colours... i t ’s ju st unbelievable, I  can fill 

out forms, I  can do this and that, loads o f  things I  couldn't do when I  was in school 

you know that way [Martin,39]

Expulsion from mainstream school and other services again were a common 

experience for those interviewed. Expulsion led to their stigmatisation and 

becoming 'discredited' as described here by Niall:

/  did me Junior Cert and failed me Junior Cert. I  went to West Dublin I school 

told them I  didn 7 want to go ended up getting expelled after about t\vo weeks. 

They [parents] were disgusted like you know, they were brought down to the 

school and told I  was after printing up loads o f  letters about these girls saying 

obscene things about them, I was after photocopying ]00's o f  them, they were all 

over the school, I  demoralised the poor girls you know... they brought me in and 

expelled me over it [Niall, 33[

4.6.2 Stigma - Mental Health

Mental health issues related to anxiety, depression and panic attacks were 

experienced by the majority o f  those who were interviewed. Mental health 

preceded drug use in some cases and in other instances was the result o f the 

interviewee’s drug use. The presence o f mental health issues resulted in their 

stigmatisation. Abbey describes her battle with anxiety and depression;

I t ’s still a struggle... i t ’s not a struggle with the alcohol or anything, it's a struggle 

because I  have an awful lot o f  anxiety! attacks, i t ’s a struggle because 1 won 7 go 

outside the door because I  get this feeling o f  suffocation, so most o f  the time I  don 7 

go out. 1 do figh t it on the occasion and when I  do I  fee l great afterv,'ards. I t ’s bad
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enough dealing with depression bid when you star! having anxiety attacks 1 think 

they are even worse. I  don  7  know' when they are going to com e on but at least with 

your depression you  b io w  when yo u  ’re slipping down a slope or yo u  ’re having a 

good  day... you  can learn, i t ’s not that you  ju g g le  it hut I ’ve learned to realise that 

i f  I ’m going down a slippery slope i t ’s up to me to pu ll m eself up, but with the 

anxiety attacks they come on out o f  nowhere and  they used to last 15 minutes but 

now they can last twenty fo u r  hours... its horrible [Abbey’, 42]

4.6,3 Physical Stigma

Experiences o f  physical deformity in the form o f  a scarred face, being 

overweight and having a stammer were described by some interviewees. Paul 

described how he became 'discreditable' at a young age and the difficulties he 

experienced due to being overweight as a boy in his early teens and Brian 

describes his misuse and overuse o f  prescription medication in an effort to 

overcome and conceal a speech impediment:

...when I  was thirteen and I had a weight problem  I  bad, it was basically p u p p y  fa t  

that I  had  , but eh but even fr iends o f  m ine would be messing around w e ’d  be 

slagging each other and it would always be fa t  this and that... drive me crazy. It 

M'as basically over the weight, the weight thing was really why I  couldn  7 when I 

went to secondary school I  ended up in secondary school fo r  about eight weeks and  

I  couldn  7 I  ju s t  couldn  7 hack it... I  couldn  7 hack the like being slagged fo r  being  

so overw eight... I  basically couldn  7 hack that [Paul, 34]

I  get two dalmane 3 0 ’s^' and three DIO ’s ‘  ̂ the reason why I  start taking them M'as I  

used to have a very bad  stammer, now it wouldn  7 be Gareth Gates but it was 

there, and  I  fo u n d  that the valium used to get rid o f  it [Brian, 33]

’‘Dahnane is a hard capsu le (30  m g) that contains flurazepam  m onohydrochloride. It is a 
benzodiazep ine type drug that is prescribed for mild to m oderate insom nia  
'■’D iazepam  lO’s (lO m g). D iazepam  is the active ingredient in valium  w hich is used to treat 
anxiety and nervous disorders
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4.6.4 Stigma - Suicide

Two interviewees experienced the loss o f  a child and a husband through 

suicide and one interviewee had a son who attempted suicide when 

experiencing a mental health difficulty. All three described the intense stigma 

attached to suicide, attempted suicide and mental health issues:

I've three kids eh going through a bad time at home ha lf M'ay through a separation, 

eh I've a son sixteen year old which tried to commit suicide twice, which I  think is 

h a lf the problem with me drinking. I  think it was around last May when it all 

started, well nearly a year and a ha lf ago actually, me son tried to commit suicide 

the day after his Junior Cert, he got his exams and he we found out he'd 

aspergers'^, we've two kids diagnosed with aspergers, so he didn't take to fin d  out 

till he was sixteen, so he tried to commit suicide... he ended up in hospital fo r  a few  

weeks then when we got him home he, I  mean he smashed the place up, he'd take 

these fits... he was bullied in school [Johnny, 42]

4.6.5 Stigma - Psychiatric Treatment

Psychiatric treatment from an early age and its attached stigma was associated  

with m oving from a ‘discreditable’ to a ‘discredited’ individual. Dave 

described how early behavioural issues resulted in psychological and 

psychiatric treatment:

Treatment well I  M'as very dosed o ff to stu ff like that I'll tell ya now, basically I  was 

brought to psychologists and psychiatrists as a kid as I  said and I  didn't get on with 

me parents so I  was brought to all them when I  was tM elve and em I  realise now  

they couldn't handle me and they were trying to get me help, but I  didn't look on it 

like that as a child. I  remember them sitting around and talking about me, there's 

something wrong with him he's always causing trouble he's always bad, so I  

thought they were going to say there's something Mrong with me and I  took on that

'■^Asperger Syndrome/Disorder is an autism spectrum disorder
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persona... i f  they say I'm bad. I'll be bad... I  becam e defensive then to everything  

and ever\'one, a lot o f  brick walls went up a lot o f  shutters, I  fe l t  so hurt, maybe 

that was the abandonm ent fro m  me mother and then fee ling  I  was being abandoned  

again cos I  was p u t into a hom e with psychiatrists and  counsellors and things so I  

became very d o se d  to every’body that was trying to help me 

I Dave, 37]

4.6.6 Stigma - Physical Health Issues

Physical health issues related to drug and a lcoh o l use w ere also reported and 

also added to the already experienced  stigm a o f  drug use. Health issues w ere  

primarily related to H epatitis in particular H epatitis C and HIV w hich  w ere 

described as being deeply  discrediting and stigm atising attributes resulting in 

them becom ing a 'discreditable' or 'discredited' individual:

/  have got Hepatitis C but how  I  go t that was the hospital told me when I  vi’a.? 

pregnant I  had jaundice and  they tested me fo r  it, it came up positive and  negative 

so they wrote positive to be on the safe side f o r  them, but telling me that and  back  

when they told me that I  think it was in ’96 it was like being told I  had fu l l  blown 

AID S cos I  knew  so little about it, nobody knew  anything about it at the time. I  

remember coming home fro m  the hospital on me own and I  was in a heap, I  

thought I  had the biggest disease going and the baby was going to be effected, 

there was so little knowledge out there at the time and  I  found  out on the second  

child that I  never had it but I  pu t m eself in danger all the time cos I  thought you  

c a n ’t catch it twice... but now  I ’m a lot Miser and  1 know people  have different 

types so you have to be careful because o f  the different genoty>pes you  can catch 

[Lizzie, 32]

I had  Hep and I  go t rid o f  it then genotype l ‘ .̂ 1 went on the treatment for

'^Infectious disease affecting prim arily  the liver

185



eleven monlhs and I ’m nearly P>vo years clear o f  if. I ended up getting rid  o f  it, it 

was a nightmare hut it w'as worth it in the end it was... it ended up working on me 

so me health would be go o d  I look after meself, 1 see dieticians 3 times, what not to 

eat and w h a t’s good  fo r  this and that, different herbs [N iall,33]

4.6.7 Stigma - Socio Economic Status

In this thesis, all interviewees were born and reared in areas o f a lower socio 

economic status and had experienced a variety o f  social and economic 

disadvantages including poverty, poor housing, poor educational attainment, 

poor opportunities for employment and exposure to a criminal and prison 

lifestyle. As adults, interviewees continued to reside in and raise their own 

children in the same or similar stigmatised communities. As Goffman (1963) 

proposes an 'actual' and a 'virtual' social identity, interviewees believed that 

their 'virtual' social identity was formed based on other people's assumptions o f 

who they are, an assumption based on where they grew up and lived. On the 

basis o f these assumptions, interviewees described being further stigmatised 

and discriminated against. Interviewees believed that they were 'discredited' on 

the basis o f the communities they resided in and described instances o f reduced 

fairness and opportunity in relation to education and employment, which was 

based on the assumptions that are made about the category they belong to. 

They described how growing up in communities that had experienced high 

levels o f drug use and crime firstly limited their opportunities for access into 

education and employment and in turn their quality o f life and secondly further 

diminished their opportunities on the basis o f the opinions and views formed 

about them and their capabilities.

'^The specific arrangements o f  genetic inaterial within a vim s is called the genotype. There are 
six main genotypes o f  the Hepatitis C virus. Genotype 1 is the most common.
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In some instances it was clear that interviewees believed that coming from 

areas with high levels o f  drug use limited their life opportunities. Drug use and 

crime was a part o f their community and their lives and at times for most it was 

difficult to abstain and not to have drugs and crime as integral parts o f their 

lifestyle. Choices, options and opportunities were limited with drug use and 

criminality the norm for some o f those interviewed.

It can affect you like coming from  an area like West Dublin 2... you don 7 have a 

lot o f  opportunities, like years and years ago growing up it was a nice p lace but as 

the years went on it was just ravished in drugs and crime, i t ’s hard like when i t ’s 

all around you like you know some o f  your friends are getting into it like you know  

you don V knoM- what to do whether to say yeah or no or stay out o f  it, i t ’s ju st hard 

on some people like you  know it's what you r being brought up into like you know it 

around you  like whether i t ’s going to take you  in or whether you ’re going to get 

away from  it like you know [Nathan, 29]

Nathan went on to say that although the identities o f those living in these 

communities were perceived m negative terms due to the community they grew 

up in and lived in there was also an acknowledgment that people had gone an 

and had better experiences, experiences which involved third level educational 

attainment and employment, a lifestyle that was unrelated to drug use, 

addiction and crime:

Some people like from  West Dublin 2 have gone on to he brilliant, i t ’s really up to 

you rself like you can say no a t the end o f  the day, turn you r back and walk aw ay... 

but som e people  can 7, it ju s t gets the better o f  some people  like [Nathan, 29]

The less affluent communities lived in by the research participants were also
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characterised by early school leaving, early pregnancy and lone parent 

households primarily headed up by mothers. Interviewees believed that these 

factors contributed to the negative view  held o f  such communities and the 

people who lived within these communities by those outside o f  these 

communities and within the wider society. This created a negatively viewed  

'virtual' identity:

They think we 're all cos i t ’s a council housing estate and most o f  the mothers were 

all young having their kids... my ma is only fort}' and  I ’m twenty se^'en so my ma 

was only a k id  when she had all us... so I  think people look down on the council 

estate and say, ‘let them rot i t ’s a ll fu l l  o f  junkies a n y^w y’, so I  d o n ’t fe e l  we get a 

good let o f f  there anyway. 1 do think that when anyone thinks ‘council estate ’ they 

think th ey ’re this and  that no one is going to go out and work, but i t ’s totally 

different, people  will go  out and work i f  they want som ething [Niamh, 27]

Interviewees described how they believed that their opportunities for 

employment could be enhanced if  they lived in more affluent communities and 

how they believed they were discriminated against due to the community that 

they lived in as described here by Niamh and Niall. This discrimination again 

resulted in less educational and em ployment opportunities, opportunities that 

could have been available if  they resided in a less negatively viewed  

community:

Yeah definitely because my brother was going fo r  the arm y and he gave my ma's 

address they done a Garda check, which was grand my brother  vi’05  ne\'er in 

trouble, none o f  me fa m ily  were, and  I  think it was the address that stung  him cos 

he was refused it they sa id  M-e'll get back to you  blah blah blah and then he 

chanced it fro m  me n a n n y’s address a feM' months later and he got it [Niamh, 27]

...it would be a big difference i f  I  was living out in Dungrass or something, I  could
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ge! a jo b  like that, there was a fella only telling iis the other day he was from Barn 

Street he applied for a jo b  six times or something the same jo b  but a fe lla  said, ‘you  

can use my address he was from  Dungrass, used the address and got the jo b  

straight away you b io w  what 1 mean... that goes to show you in itse lf that the area 

does matter when you  're going for a jo b  [Niall, 33J

The way in which the communities in which the intendewees were reared and 

resided in were portrayed and presented in the media was also believed to have 

an effect on their employment opportunities. These portrayals usually 

consisted o f gangland activity, shootings, other criminality, drug taking and 

drug dealing:

In West Dublin 2 you would yeah now an estate where me ma is it probably  

wouldn't but West D ublin! does he all over the papers with shootings in a ll last 

week... so i f  you say West Dublin 2 I ’d  say it would be hard to get a job , i f  I was 

looking fo r  a job I'd probably use me ma's address [Rebecca, 35]

Interviewees described the range o f stigmatising attributes they possessed 

which gave rise to a ‘spoiled’ identity. The most prominent o f these 

stigmatising attributes that ‘spoiled’ their identities was drug use and their later 

addiction to drugs. The next section will describe the interviewee’s 'spoiled' 

identity as a drug user.

4.7 The 'Spoiled' and 'Drug User' Identity

Research participants described how they encountered numerous spoiled 

identities throughout their lifetime including the 'drug user' identity. All 

interviewees spoke about how they identified themselves as a 'drug user' and a 

'drug addict' at some point in their drug using career. Interviewees described
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themselves as currently or previously addicted either to heroin solely or in 

conjunction with other licit and illicit substances. Interviewees described how 

throughout their drug using careers and as a 'drug user' or 'drug addict' they 

were not able to function without drugs and as such their day was consumed 

with drug use, drug selling and other criminality:

The first thing when you go t up was you think o f  drugs, that was the fir s t thing... I 

couldn't function without dnigs, literally couldn't function without drugs, 1 couldn't 

even eat till 1 go t something into me as in drugs, till 1 go t drugs into me em so the 

first thing, it depends on what I was doing, if  I  was selling drugs 1 could support 

the habit at that time, if  I  wasn't selling drugs the first thing I'd do is get up. I'd 

always keep something fo r  the next morning because I didn't want to wake up sick, 

i f  I woke up sick I'd fin d  it hard then to make money but i f  I  woke up em I had 

something there I'd get that into me and then I'm thinking o f  how to get money, how  

am I going to get money to get the next fix  [Dave, 37]

O f those interviewed, twenty two were currently maintained on an opiate 

substitution medication. O f these twenty two, twenty one were on a methadone 

maintenance programme and one was on subutex'^. O f the twenty one 

methadone maintained interviewees, there were discrepancies with respect to 

how they viewed their current drug status and the terminology they used to 

describe that status. This is relevant to Coffman's (1963) concept o f'spo iled ' 

identity as it raises the question o f repairing the social identity. Is identity only 

repaired when the drug user has achieved a completely drug free status or is the 

identity repaired or repairing when the individual has entered onto a journey o f 

reduction and stabilisation? This discussion o f  repaired social identity in the 

context o f drug status emerged within the interview context. Interviewees

'’Subutex is a form o f  buprenorphine. Buprenorphine is a semi-synthetic opioid used to treat 
opioid addiction.
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believed it was important to be able to apply a label to the self that represented 

their current drug status and current identity as this often represented a shift 

away from the 'drug user' and 'drug addict' identity. Interviewees referred to 

themselves as 'drug free', 'clean' and 'stable'. However, how they applied these 

terms to their current drug status varied across the interviewees’ accounts.

Nineteen interviewees used the term 'stable' when describing their current drug 

status. This term was frequently applied to those who were on a methadone 

maintenance programme only or in conjunction with other prescribed 

medications;

I ju st m e  the term eh stable at the moment... I ’m on 8Umls o f  methadone [Philip,]

I ’m stable in drug use, me doc always says i f  y o u ’re not topping up on methadone 

and taking the same amount every day that's stable, 1 don 7 know hut I d o n ’t really 

think about m yself as clean cos I ’m on methadone [Josh, 28]

Two of the interviewees on methadone and the one on subutex referred to 

themselves as 'clean' or 'drug free' even though they were currently prescribed 

and taking an opiate substitution medication. The use o f  the term 'clean' when 

taking such medications was disputed with others who argued that you cannot 

be 'clean' while taking an opiate substitution treatment. For others they 

believed that the term 'drug free' is applicable so long as you are only taking 

prescribed medication and doses and not an illegal substance:

I ’ve been clean since about October gone. I ’m on 50 mis o f  methadone I ’d  he 

stable I  would. I ’ll be clean M'hen I ’m not taking methadone, but I am clean from  

heroin. I ’m not clean from  methadone... but it is only a medication to gel you off 

the stuff to help you like [Gary, 29]
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Well I ’d  consider m eself dnig  free cos I  d o n ’t use any heroin, I  d o n ’t take any 

illegal drugs at all only what I'm  prescribed and I ’m dropping me methadone at 

the moment which is giving me that little boost [Niamh, 27]

Some interviewees who were reducing the level o f methadone they were 

prescribed referred to themselves as 'detoxing':

...now I ’m on a maintenance and detoxing you know', I  was on lOOmls, I ’m on 75 

mis now'. I  was on 6 diazepams I ’m on 3 noM\ I  was on a dalmane 45 and I ’m on a 

30 now [Josh, 28]

O f the thirty three interviewed, eight referred to themselves as 'drug free' using 

the tenns 'clean' and 'recovering addict' intermittently to describe their status as 

can be seen from the accounts o f Gary and Karl:

I'm clean now,I'm drug free the past 6 months, o ff  all substances the last 6 

months... a recovering drug addict - [Gary, 29]

I'm completely drug free... I  won 7 smoke hash or take a fucking painkiller - [Karl, 

29[

O f the three remaining non opiate user’s one continued to smoke a reduced 

level o f cannabis and two referred to themselves as occasional drinkers:

I ’m pretty stable, especially with the alcohol, I  have my drinking under 

control ...it’s great cos I  don 7 have that craving anymore - [Abbey’, 42]

The majority o f the research group was prescribed medications for anxiety and 

to aid sleep. Sixteen were taking prescription medication in conjunction with 

methadone and two interviewees were solely taking prescribed medication as 

described by Emer and Brian:
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I ’m on 70 [mis o f  m ethadone] and  I'm  on an anti-depressant in the mornings and  

at night I ’ve to take a sleeping tablet[Emer, 36]

I ’ve been drug fre e  for maybe a year and  came o f f  me methadone 3 years ago after 

16 years on a m aintenance so I  ju s t  have to get rid  o f  the benzos ‘^now [Brian, 33]

4.8 The 'Junkie' Identity

'Spoiled' identity was also associated with the way in which the interviewees 

referred to them selves and how others referred to them as a drug user, applying 

stigma terms such as 'junkie'. Am ong the drug using population the term 

'junkie' is a particularly negative and stigmatising label. The realisation o f  a 

'spoiled' identity throughout the career o f  drug use was usually at the time o f  

being labelled either by the se lf or others as a 'junkie'. All interviewees had 

experienced the application o f  the negative and stigmatising label o f  'junkie' 

from those within and outside the drug using community:

/  would have... not at the start but through the m iddle ju n k ie  by the time 1 reached 

h a lf  way through it I  seen what drug addicts were like after years o f  using, I  

realised then I  was a heroin addict ...a ju n k ie  [Noel, 32[

I  actually d id n ’t think anything o f  m eself like its only when I  think back now I  think 

o f  M'hat I  was like or when I  see other people on it now  I  think what I  must have 

been like and  places where I  would have been in a ll like and  its only sort o f  

aftervi'ards when I  got o f f  it that 1 w ould have looked and thought what I  was 

l ik e . . .I  was a ju n k ie  you know M'hat I  mean  ” [Keith, 28[

Interviewees also spoke about how despite making significant changes and 

transfonning their illicit drug using lifestyle to one o f  stabilisation or to one o f

'^Shortened and street tenn  for benzodiazep ines w h ich  is a tablet to treat m ild to moderate 
insom nia
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being drug free that their identity still remained 'spoiled' through being branded 

a 'junkie' by others around them

I w'ouldn 7 have even cared about meself then even’one around you is calling you a 

junkie and still they do even now walking down the street ...so you 're always going 

to he branded even when you ’re off it [Rebecca, 35]

As the quotes below highlight, interviewees described how they viewed 

them selves as being set apart from other people with a low level o f self-worth, 

self-esteem and self-confidence. They believed themselves to be 'discredited' 

and less than others around them due to the application o f the 'junkie' label by 

others and the self and the perceived identity as a ‘junk ie’;

/  was a junkie even though I wasn’t using a needle I was taking every'thing. I was 

lower than low even though I might have had lovely clothes nice clothes, I always 

had new runners, any new runners that came out I got, I always had dean clothes I 

never let meself go till 1 became homeless a good few  years later... but I did I 

looked at meself as the scum o f  the earth [Gareth, 36]

An addict, a junkie that was it... no self-worth, nothing. If someone said hello to me 

I thought they were real nice just because they said hello to me you know, I had no 

self-worth at all, you think people are nice just because they say hello to you. I t ’s 

not nice at all I can 7 even explain it its hard [Lynn, 34]

W hen discussing their drug using and drug addicted identities, interviewees

described that they wore a mask. The mask allowed them to conceal the drug

using and addicted identities and to portray themselves as something different

to how they actually were. The mask allowed them to give o ff a particular

impression o f the self, a self not identifiable as a 'drug user', a 'drug addict' or a
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'junkie':

I t ’s hard, its hard work em because I  suppose i t ’s like being on the street trying to 

be something that you ’re not you know, having to constantly be on guard em and 

constantly going around wearing a mask is hard work you know eh and then as 

well you wouldn't have dnigs all the time when you were in prison can't be seen to 

be M'eak cos i f  you are you can be used and abused in a way I  suppose... so you 

have to put on a pretence all the time [Dave, 3 7]

A lthough, interview ees discussed how  their involvem ent in crim inality and 

tim e spent in custody created a 'discredited' and 'spoiled' identity, interview ees  

did suggest that the crim inal identity w as less ‘sp o iled ’ than the 'drug user', 

'drug addicted' and 'junkie' identity. Involvem ent in crim inality gave them  a 

different identity an identity that w as m ore favourable than the drug using  

identity:

/  wouldn’t say benefits but I had a separate identity a different identity than a drug 

addict junkie... I was a criminal, I was good at what I was doing you know. I ’d  get 

phone calls o ff other people that heard I was good at this thing and that's what I  

became known as you know what I mean [Gareth, 36]

See I  thought cos I wasn't going out robbing see it was only the last year that I 

realised that I wasn 7 the person who M'as going into people’s houses and robbing 

physically I  justified what I done. I  don 7 rob houses I  don 7 rob people’s handbags 

I don 7 do jump overs’  ̂ I ’m selling so I didn 7 put meself down as any o f those 

people... when I started taking DFs years ago me and me friend did rob handbags, 

but I  didn 7 rob them, I ’d stand there and h e ’d  rob the bags so me in me own self 

well I  didn 7 rob the bags so I ’mnot that person. I always used to distance meself 

from doing the bad things making out as if  I ’m better thinking in me omii head that

'^Refers to jumping over a counter in a shop/'bank, etc, to carry out a robbery
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I ’m better cos I ’m not doing those things [Eddie, 39]

Eddie also described here how presenting a tough image and creating a 

particular identity o f  strength was important as weakness could be taking 

advantage o f  on the streets:

you can 7 let people take advantage o f  you, i t ’s just you can ’/ be vulnerable, you 

can’t show that you 're vulnerable cos people take advantage ofya, they’d  tear you 

apart you know what I  mean. I  always went the gym no matter what I  went to the 

gym, I had to look strong because I  was weak through me addiction, I  was strong 

because I went to the g\'m and I  would push hard so they would not think they 

could take advantage[Eddie, 39]

4.9 Stigma Symbols

Goffman (1963) referred to the term stigma symbol to describe the signs that 

were available to show evidence o f an individual's stigma. In this research, 

interviewees described a number o f  signs or symbols that gave o ff the 

information about their stigma, in this case their drug use. Interviewees 

identified a number o f drug using stigma symbols; these included withdrawal 

symptoms; attending a methadone clinic; getting arrested and appearing in 

court; serving a prison sentence; attempting suicide; evidence o f injecting 

behaviours and needle marks; infections such as Hepatitis and HIV; dental 

problems; involvement in drug dealing; and their homes being raided by An 

Gardai.

The most prominent o f all these stigma symbols was that o f injecting 

behaviours and needle marks. All interviewees discussed that their initiation 

into drug use was not through injecting drug use, however, as they continued in
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their progression to dependency and addiction their heroin use changed from 

smoking to injecting behaviours. Interviewees discussed their experiences o f 

injecting behaviour in the context o f their age o f  first injecting and the rate at 

which they progressed from smoking to injecting heroin. Interviewees m ainly 

engaged with first time injecting drug use in their late teenage years with a 

small number reporting first time injecting drug use in their early to m id- 

twenties. Niall described how his injecting career began in their early teenage 

years and Brian's began in his early twenties:

Fifteen, sixteen an d  then s ta r ted  injecting, then I  vim' into tab le ts as w ell valium, 

diazepam , benzo's, any so rt o f  tablets, napps, ph ysep ton e toppin g  up but I  was 

drinking large am ounts to g e t a stone [N iall, 33]

I didn  7 start in jecting till I  w as p ro b a b ly  abou t tw enty one [Brian, 33]

Rosie and Niamh both described their fairly rapid progression to injecting drug 

use following their introduction to heroin which was a common occurrence 

amongst the female interviewees. Different factors were put forward as to why 

this was. For Rosie it was associated with her relationship with an injecting 

drug using partner and for Niamh it was about the lack o f effect fi'om smoking 

heroin as her drug use progressed:

Within a couple o f  weeks cos the person  that I  s ta r ted  the heroin with they w ere  

lon ger using it before I ever  m et him ... he u sed  to burn it f o r  me, even to this d a y  1 

can  7 bu m  the thing, and he s ta r ted  using the needle an d  a t the beginning, f o r  the 

firs t w eek or so, h e ’d  cook  it up f o r  h im se lf an d  do the tinfoil an d  bu m  it f o r  me 

an d  then he sta r t goofing'^ so  it en ded  up that I h ave to sa y  yo u  know skin pop~‘ so 

th a t’s  how  1 en ded  up go in g  on the needle really, really, quick, 1 couldn  7 ro ll the

■°Refers to the state that the individual is in directly fo llow in g  the use o f  a substance  
■'hijecting o f  a substance under the skin and not into the vein
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thing, 1 still cotildn 7 roll it now [Rosie, 36]

Yeah ven ’ quick and  it started o f f  it was heroin I  w'as sm oking it then I  started  

injecting and  I  wasn 7 getting  sorted out that morning it was only getting me by so I  

was kind o f  starting on tablets I  was on valium in all and  I ’ve been o f f  valium since  

four months now [Niamh, 27]

Tom highlighted a similar rapid progression from smoking to injecting 

behaviours throughout his drug using career with som e interviewees describing 

an overlap between the two methods o f  use, smoking and injecting such as that 

experienced by Gareth:

/  can 't rem em ber to be honest but I  know  I  wasn 7 long into me sm oking days 

before I  started  injecting [Tom, 26]

1 started injecting when I  was 19 yeah but I  injected and sm oked at the sam e time 

you  know what I  mean... I ’d  have a turn on fir s t and then have a sm oke [Gareth, 

36]

Within the drug using culture it has been determined that drug users them selves 

have created differences between heroin smoking and heroin injecting 

behaviours with injecting behaviours looked upon in more negative terms. 

Once injecting drug use began the drug user becom es 'discredited' and the view  

the drug user holds o f  the se lf and the v iew  held by others is more negative. 

Within the drug using culture there tends to be a greater stigma attached to 

injecting drug use as described here by Eddie;

I  was always told not to inject, there was always the separation o f  sm oking and  

injecting, it was ju s t  don  7 inject gear so I  go t through a ll me teenage years except 

fo r the hash and I  didn  7 see that as a drug w'here I  do know [Eddie, 39[
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For some the first sign o f their 'spoiled' and 'discredited' identities was 

associated with injecting drug use. Through the injecting behaviour and the 

attached stigma, interviewees even began to apply stigma terms such as 'junkie' 

to themselves as within the drug using culture injecting heroin is regarded as a 

worse o ff state than smoking heroin:

I used to see them as, I hate this word but Junkies you know what 1 mean, they were 

using needles in all and even though we were probably smoking more than them 

like I d idn ’t class us as junkies... I classed people who were using needles as 

junkies [Gareth, 36]

/  thought if I touched a needle I ’d be a real junkie that was me looks around it you 

h w w  people would look down on me you know a lot worse if  I was on the needle... 

eventually I did go on the needle you know and eh I lost me job, I ended up living 

in England I was living in a crack house with a few  prostitutes /Karl, 29]

For some interviewees injecting drug use was associated with another stigma 

attached to drug use behaviour, namely the contracting o f infections such as 

Hepatitis and HIV. Therefore, they are ftirther stigmatised as described here by 

Gary:

I started using the needle so I have Hepatitis C you know', so that kind o f eats me 

up a hit, that I let it go that fa r  [Gary, 29]

Being homeless through their drug use again led to further feelings o f stigma as 

not only being a drug user but being a homeless drug user. Research (Radcliffe 

and Stevens, 2010) has previously pointed out that homeless drug users like 

injecting drug users are among the most stigmatised drug using populations, 

with stigma applied not only from the general public but also from within the
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drug using community:

You know at this stage I  was Just going along with it you know, this was life, but 

then I  started to get really pissed o f f  with it you know like cos I  would have ended 

up homeless, robbing, breaking into cars, sheds, s tu ff like that... never got as far as 

muggings or breaking into houses, ju st shoplifting and stu ff like that shoplifting 

[Gary, 29]

Experiences o f  being arrested, charged, being brought to court and spending 

time in prison were also termed a stigma symbol as they led to the visibility 

and in som e cases the exposure o f  the interv iew ee’s drug use. Drug dealing, 

shoplifting and burglaries were the criminal behaviours linked to the reasons 

why they were being arrested, charged and incarcerated;

I used to do shoplifting in all but I  never got caught I  was ju st lucky’. 1 would have 

had to rob the nappies and the baby fo o d  in all otherwise I  wouldn't have been 

able to get anything... I  wasn ' I  going to leave the kids with nothing. Probably two 

times a week I ’d f i l l  the bottom o f  the ba b y’s pram. I ’d  pay fo r  one or two things, 

and I  ju st never got caught . . . I  was lucky I  never got caught j  Rebecca, 35]

I was took to the police station and that was the first ever charge I  had so they 

charged me on shoplifting [Gareth, 36]

Many o f  the interviewees had experiences o f  drug dealing. Drug dealing was 

at different levels from a level o f  selling to feed their own habit to larger scale 

dealing and quantities being sold and distributed. Due to the visibility o f  drug 

dealing, it revealed information about their drug use and therefore acted as a 

stigma symbol:

...when 1 was selling drugs it was a means to an end 1 always thought it Mvuld be 

drugs I ’d  go to prison fo r  [Eddie, 39]
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For som e the 'discredited ' nature o f  prison life and institutionalisation was 

associated with their drug dealing lifestyle as the m ajority  o f  interv'iewees had 

experience o f  prison life as a result o f  their drug dealing activities. H ow ever, 

for som e interview ees, drug dealing was not considered to be a crim e as it was 

ju st a part o f  the drug using lifestyle:

/  wasn 't seeing any crime, 1 was selling hash, I didn ’f see it as crime selling hash 

for years like [Gareth, 36]

The visibility o f  court appearances also acted as a sym bol o f  the stigm a o f  drug 

use and crim inality  as experienced by Gary;

I was only up in court there on Tuesday fo r  something going back a year and a half 

ago. There would have been a few  times when I would have been up in court and 

in custody for a few weeks. I sold heroin to an undercover police officer and yeah I 

was caught with another t\m  hags so I ended up going to prison. I got a four or 

five months in Mountjoy [Gar}-, 29]

E xperiencing physical w ithdraw als was also identified as a stigm a sym bol and 

also attending a m ethadone chnic. As the clinics are typically  based w ithin a 

com m unity setting and are obvious to all around, in terview ees felt that by 

attending the clinic and queuing up for their m ethadone that this w as also an 

added stigm a to their already experienced stigm a as a drug user. By attending 

a m ethadone clinic your drug using background becom es a visible attribute. 

This will be discussed in m ore detail in chapter six.

O ther signs that sym bolised their drug use referred to the visibility  o f  their 

physical appearance. V isible signs o f  their drug use included w eight loss, teeth 

loss and other dental problem s as described here by Philip and N iam h.
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...luckily I've no hepatitis, I  never used needles and never say never hut I  hope I 

never do, hut I've had sexual partners that I  would have caught stuff o ff and I 

didn't so I'm feeling lucky in that way although I need false teeth hut it's s till not as 

bad as having fa lse  teeth [Philip]

I ’m not real skinny and I  don  7 have the tell-tale marks all over you r arm so no one 

really knows so I'm treated equally [Niamh, 27]

4.10 Conclusion

This chapter has explored the research participants’ initiation pathways into 

drug use and the circumstances surrounding their entry pathways into a drug 

using lifestyle, with a drug using trajectory from childhood to adulthood having 

been outlined and discussed. For the vast majority o f those interviewed, their 

early life experiences were characterised by difficult and often traumatic times 

and circumstances; these included parental absence; sibling illness and death; 

family conflict; parental drug and alcohol use; sibling drug and alcohol use; 

physical violence; sexual abuse; poverty; difficulties in school; and criminality. 

Interviewees typically described their drug use starting from their early teenage 

years and with substances like alcohol, cannabis, solvents, tablets and 

methadone which for most later progressed to heroin use.

The chapter explores identity issues facing drug users and how through their 

drug use they experienced what is termed by Goffman (1963) a 'spoiled' 

identity which results in the construction o f the stigmatised and negatively 

viewed 'drug user' and 'drug addict' identity. The drug users in this study were 

also found to be an already stigmatised group, even prior to embarking on a 

career o f drug use due to the prevalence o f other stigmatising attributes such as
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learning difficulties, socio-economic status and speech impediments.

All interviewees described themselves as a drug addict at some point during 

their drug using careers. As a drug addict they were subjected to the 

application o f negative labels such as 'junkie' which is a highly stigmatising 

term and label amongst the drug using population. This stigmatising label was 

applied to them by the general public but also by others within the drug using 

community itself and eventually by themselves. Stigma symbols revealed their 

'spoiled', 'drug using' and 'drug addicted' identities with the most prominent of 

all these stigma symbols referring to that o f  injecting behaviours and needle 

marks.

In chapter five, the point in their drug using careers with which they recognised 

their identity as a drug user and the shame felt by drug users as they identified 

as a drug user is explored. Chapter five also describes the 'techniques of 

information control' employed by the interviewees to conceal their drug use 

and ‘spoiled’ identities and pass themselves o ff as 'normal'.
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5 Drug Use and the Moral Career

5.1 Introduction

The previous chapter outUned and discussed the drug using careers o f thirty 

three drug users, highlighting their lived experiences from childhood through 

to aduhhood. The stigma experienced as a result o f  their drug use was also 

described and discussed. Due to the stigmatising attribute o f  drug use, this 

resulted in a ‘spoiled’ identity. The identity as ‘spoiled’ was often described as 

the 'drug user', the ‘drug addict’ or the ‘junk ie’ identity. This chapter will 

discuss how interviewees first came to recognise their identity as ‘spoiled’ and 

how they attempted to conceal their ‘spoiled’ identities within their various 

social settings. In an attempt to conceal their drug use the research participants 

employed a num ber o f strategies referred to by Goffman (1963) as ‘techniques 

o f information control’ and ‘passing’. However, there were some interviewees, 

who decided not to conceal their drug use but instead to disclose their 'spoiled' 

and 'drug using' identities. All participants in this research disclosed their 

'spoiled' and 'drug using' identities at some point during their drug using 

careers.

This chapter explores how the interviewees firstly view the world as 'normal' 

and therefore do not recognise their stigma. The chapter goes on to describe 

how the interviewees came to recognise the self as stigmatised and 'spoiled', 

and how they concealed their 'drug using' and 'spoiled' identity from some 

people and disclosed their 'drug using' and 'spoiled' identities to others. This 

selective disclosure is discussed in the context o f Coffm an’s (1963) theoretical 

framework, ‘The Moral Career’.
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5.2 M oral Career -  The Recognition of the ‘Spoiled’ Identity

Goffman explains that “persons who have a particular stigma tend to have 

similar learning experiences regarding their plight and similar changes in 

conception o f  self -  a similar 'moral career' that is both cause and effect o f to a 

similar sequence o f personal adjustments” (1963:45). He describes two initial 

phases o f the moral career. In the first phase, the stigmatised is unaware o f his 

or her stigma and therefore acquires the identify beliefs o f 'nonnals'. As 

discussed in chapter four, Goffm an’s (1963) concept o f  'normal' refers to 

individuals who do not possess a stigma. As the stigmatised individual who 

does not yet recognise that he possesses a stigma and that his identity is 

'spoiled', he therefore learns the general view o f  possessing a stigma like other 

‘norm als’. The second phase o f the moral career is where the stigmatised 

learns that he does in fact possess a stigma and later on learns the consequences 

o f possessing the stigma. This chapter will pay particular attention to the 

second phase o f the moral career, the phase when the drug user comes to see 

the self as 'spoiled' and identifies the self as a 'drug user'.

There are four different patterns available to the stigmatised through which the 

stigma can be recognised (Goffman, 1963). According to Goffman (1963) the 

first pattern o f  moral career refers to inborn stigma. With an inborn stigma, 

“the stigmatised become socialised into their disadvantageous situation while 

they are learning and incorporating the standards against which they fall short” 

(Goffman, 1963; 46). Goffman (1963) identifies the second pattern o f moral 

career as the time when the stigmatised can no longer be protected by family, 

friends, and neighbourhood, from the consequences o f  possessing the stigma. 

According to Goffman (1963) the third pattern o f moral career refers to those
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who become stigmatised late in life and learns that he is 'discreditable'. This 

results in a shift or a change in their identity to one o f 'spoiled' which is 

associated with a disapproval o f se lf The fourth and final pattern o f moral 

career “is illustrated by those who are initially socialised in an alien community 

whether inside or outside the geographical boundaries o f  the normal society, 

and they m ust learn a second way o f being that is felt by those around them to 

be the real and valid one” (Goffman, 1963:49). Goffman (1963) proposes that 

at whichever phase the stigmatised learns that he possesses a stigma he is likely 

to be thrown into a new relationship to others that also possess that stigma.

5.2.1 Recognition of the 'Spoiled' Identity

This thesis explores the themes o f when and how the drug user comes to realise 

that he does in fact possess the stigma o f drug use. This recognition o f the 

stigma o f drug use is particularly relevant to G offm an’s (1963) second and 

third pattern o f  moral career. These patterns refer to those who become 

stigmatised late in life or to those who learn late in life that he has always had a 

‘spoiled’ identity and therefore that he has always been discreditable. Such 

persons have learned what it is like to be normal before recognising themselves 

as stigmatised and they have therefore adopted the normal view point o f the 

stigma. In this thesis, interviewees described how as they did not yet recognise 

their 'drug user' and 'spoiled' identity that they adopted the view o f  'normals' 

towards other drug users:

/  mean I really looked down on people who took drugs, couldn't believe that I 

ended up friends with these people paling around with them in later life... at one 

stage I looked at them like they were a piece o f  dirt [Lizzie, 32]

When I was at my worst about tM'enty, twenty one or twenty’ tM'o but em yeah the

206



crowd like the drugs circle yeah 1 would never identij}' m yself as like them, they 

used the word junkie, and i t ’s not a nice word like i t ’s a horrible M'ord, hut I would 

have never identified m yself as a Junkie and other people on drugs I'd never call 

them a Junkie and I know that this is going to sound really bad hut there are some 

people now that I  would call a Junkie and I don't know if  that's me forgetting  

[Sarah, 30]

When the stigmatised recognise their 'spoiled' identity they then experience an 

identity shift; a shift from ‘norm al’ to stigmatised and ‘spoiled’ and in doing so 

the stigmatised is likely to experience a disapproval o f self. In the context o f 

this research, the shift in identity is recognised as a shift from ‘norm al’ to the 

'spoiled' identity o f 'drug user’, ‘drug addict’ and 'junkie'. The extract set out 

below from the interview with Nathan illustrates this point;

fju s t hated like y o u ’d  hate being identified as a Junkie... but th a t’s what you are. I 

didn 7 see m eself like that and I used to hate it i f  people sa id  it to me but tike deep 

down th a t’s M'hat you are, really like in the height o f  it it's terrible like the things 

that you do, you d o n ’t think about anybody hut yourself, you 're Just thinking about 

your next fix  basically [Nathan, 29]

This shift in identity can sometimes lead to an identity ambivalence which will 

be discussed later in this chapter. Particular events can have a bearing on 

moral career and the shift from ‘norm al’ identity to the identity o f  'drug user'. 

In this thesis, a number o f events were described as leading to the recognition 

o f the self as a drug user, events which were relevant to the second and third 

pattern of moral career. The second pattern o f moral career and specific events 

will firstly be discussed. With regard to the second pattern this referred to how 

interviewees described that their stigmatising drug use was no longer protected
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by those around them including family members and partners. Interviewees 

described how other people challenged or confronted them about their drug use 

and in some cases did so using derogatory stigmatising terms such as 'junkie'. 

These confrontations came from family members and peers. The application o f  

this negative and stigmatising label was identified by som e interviewees as the 

point o f  realisation or recognition o f  the se lf as a drug user and the associated 

stigma:

People were saying it to me and I  v im  denying it fo r  a long time but it was one 

evening we were sitting in me mates house and vte were all smoking heroin and his 

mother came in and said, ‘get out y o u ’s fucking junkies’, I just realised then to 

meselfl am a junkie, even like I don’t like the name junkie but I  am an addict [Neil, 

34]

I first realised it was a problem I suppose I remember me sister actually catching 

me one time using drugs and her telling me that’s it you 're an addict fo r life... I 

didn't believe it at all, I  can give this up when I  want to you know, hut em I  suppose 

it was the first time I  went into withdrawals that I knew it [Dave, 3 7[

Martin described how when he was in prison that he was confronted during a 

visit by his partner about his drug use and the priority that drug use had taken 

within his life above his partner and children. It w as at this point in his drug 

using career, that he recognised h im self as a 'drug user';

/  didn’t even turn around and say to her on the [prison[ visit where’s the kids fjust  

wanted to get the drugs passed over to me and when 1 got them passed over to me, 

the minute 1 had them, it M'as kind o f  where’s the boys she says they don't want to 

come up and see you anymore and still I  had the drugs and I  was kind o f why don't 

they want to come up and see me you know and she turned around and said to me, 

‘they ’re old enough now they know you ’re taking drugs, they come up to see you
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and they can see it like you're in h its’, that was the first time she ever said to me 

you're in hits you know she'd he always making excuses fo r  me and that night it 

was the night before Christmas and I rang her she turned around and said, 'don't 

ring this phone anymore I don't want anything go t to do with you don't come back  

to this house’ [Martin, 39]

Sim ilarly, o ther in terview ees discussed how it was also a partner who 

challenged them  about their drug use and how  it was through this confrontation 

that they cam e to realise the extent o f  their drug use. As d iscussed in chapter 

four, cannabis users and prescription m edication users did not view  them selves 

as 'discreditable' or 'discredited ' in the sam e w ay as heroin users and therefore 

it took a longer period o f  tim e for these drug users to recognise the 

'discreditable' nature o f  their cannabis and prescription m edication use. M ary ’s 

narrative illustrates this point:

. not until like last year, last February, when 1 wanted to give it up I went to the 

West Dublin I Project'' and I was going to the group and I  came home one day 

and I sa id  to me husband I don't like that group it's not fo r  me cos they w'ere all 

like on different kinds o f  drugs and he said  to me, ‘you'd wanna come down off 

your pedestal like you're a drug u ser’, and it was only when he sa id  that that it took 

me back [Mary, 27[

Interview ees described that it w as their children w ho noticed the increased 

frequency o f  and the im pact o f  their drinking. It w as w hen their children 

confronted them  about their excessive alcohol use that they cam e to recognise 

their addiction to alcohol:

I ’d  love you know eveiy  Friday... F d  fwish work it was such a re lief and F d  have a

■"Day reh ab ilita tio n  p ro g ram m e  lo ca ted  in W est D ublin  1
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drink... it got to a stage I was drinking tM'o nights a week then it got to three nights 

a week and it just increased and increased and it got to a stage it was four nights a 

week... hut it had gone from nine o ’clock to seven to five when it got to three

0 'clock in the day 1 knew I  had a problem. When it got to 11 o 'clock in the morning 

and I  had a craving I knew I had a problem. My sons seen it for about 6 months 

they were saying it to me you 're drinking again kind o f  try'ing to hide it but em 

when f  finished work, I think I  was about twelve weeks unemployed it just kept 

getting worse and worse [Abbey, 42]

Well I realised once the children said it to me I  realised what was happening you 

know because when a child says it to you it's completely different... it might be for  

someone else that the wife is nagging you they say right that's it but once the 

children actually say it to you it is time to stop cos there actually is a problem then 

[Johnny, 42]

The moral career described by interviewees in this research was predominantly 

related to the third pattern o f  moral career and referred to how their drug using 

identity was recognised in association with particular events and 

circumstances. These events and circumstances included withdrawals, 

psychiatric hospitalisation and referral to a drug treatment clinic. A number o f  

interviewees described how they first recognised their spoiled identity and how  

they were in fact a 'drug user’ or a 'drug addict' when they first experienced  

symptoms o f  withdrawal. Som e interviewees, with the experience o f  

withdrawal symptoms, and the recognition o f  the se lf  as 'spoiled', also 

embarked on a career o f  crime to feed their drug use:

/  had heard other people talk about them and in a mad way, in a weird type o f  way,

1 was welcoming these type o f withdrawals, I  m'qs like why aren 't these withdrawals 

happening to me and when they did begin to start happening to me it was such a
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shock because then I  biew 1 was completely addicted [Siohhan, 33]

I ’d M'ake up that day rattling cos I ’d be sick and I ’d some mornings I  woiildn 7 even 

have the price o f a fucking pack o f  chewing gum let alone heroin and I ’d have to 

go over to the shopping centre that was near me and go shoplifting cos I wouldn’t 

have the courage to do anything else, but I ’d  be constantly over there robbing and 

I ’d get meself sorted out, it would be about half ten by the time I'd  rob and sell it 

on and then when I ’d get that sorted out it would be half ten and I ’d be 

concentraiing on gelling another one and then by five o ’clock I ’d probably be a bit 

happy..I’d  probably get three bags o f  heroin and I ’d have to have one for that night 

cos I wouldn 7 sleep and then I was on tablets and drinking so most o f me days 

M e r e  a blur [Niamh, 27]

A number o f  research participants described how they did not even know what 

withdrawal symptoms were until their first experience, an experience which 

usually had to be explained by someone else who was more familiar with this 

feature o f  the drug using process;

/  was using over the space o f  I ’d say three months and then it became an every'day 

thing but I  never forget it, it was a Sunday morning and I  woke up and thought 

Jesus, I  was sweating and I was like I  have to go the toilet, have to go the toilet, 

and I went up to Jim and said Jesus Jim I don 7 feel well, he said, ‘you ’re dying 

sick ’, and I  said what’s that he says, ‘eh you ’re stning out now ’ and I  said I'm not 

strung out ]Gareth, 36]

I Just woke up a few  months later actually I  couldn 7 sleep one night I  m v s  tossing 

and turning and I  got up one o f me friends knocked on the door and I  went down 

with a duvet around me shaking and said what’s the story' and he just looked at me 

and said, ‘you ’re dying sick you ’re going through withdrawals ’, and I  said what no
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way, I  didn V imderstand what was happening to me [Gary’, 29]

Hospitalisation in a general hospital or psychiatric unit following an overdose 

was another event in the moral career o f those interviewed. It was through the 

experience o f  non-fatal overdose that interviewees realised the extent o f their 

drug use and how their identity had come to be ‘spoiled’:

There was one day I was after been smoking heroin and I was after been drinking 

and taking tablets as well and I ended up in Seaview it's a home in Salis, like a 

psychiatric hospital, and eh I didn't even know what happened... I  woke up in the 

hospital and I was strapped to the bed didn't know how I ended up there and then 

eh... I  knew I needed help [Neil, 34]

I was like but w e ’re not addicted cos I d id n ’t think we were, then I ended up 

overdosing. I didn't know what they were, ju st something me ma was taking but 

they ended up giving me palpitations so I was in intensive care fo r  f ive  days 

[Lizzie, 32]

Using C offm an’s (1963) ‘moral career’ framework, the research participants 

experiences o f coming to recognise their identities as ‘spoiled’ through the 

stigmatising attribute o f drug use has been discussed. The next section will 

discuss the shame the interviewees felt when they recognised themselves in 

this way and identified themselves as a 'drug user' or a 'drug addict'.

5.3 Shame

Interviewees described feeling shameful about their drug use and drug using 

identity. Their drug use was also associated with other behaviours that also 

resulted in feelings o f shame. These associated behaviours included
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criminality which led to charges, court appearances, convictions and prison 

sentences. As a drug user attending the clinic for methadone, the visibility o f 

this and having to give urine samples was also described as a degrading, 

embarrassing and shameful process. Homelessness and begging for money to 

feed their drug habit, unemployment and being in receipt o f a social welfare 

payment were also described as shameful experiences, again, because o f the 

visibility o f begging on the street and queuing up for a payment.

Experiencing shame through drug use and associated behaviours resulted in 

withdrawing from family and community and becoming more and more 

isolated. This isolation was also associated with depression and suicide 

attempts. Feelings o f shame were not only described by the interviewees 

themselves, they also described how their families were also ashamed o f their 

drug using identities. Interv iewees described how their feelings o f shame were 

minimised through educational qualification attainment, recovery through drug 

treatment and work experience opportunities. Each o f these will be discussed 

in turn, firstly paying particular attention to the shame felt through drug 

addiction and the negative stigma terms applied such as 'junkie'. Interviewees 

described how they still felt quite emotional when they looked back on and in 

some way re-lived and narrated the shame they felt through their drug using 

careers. Interviewees described feeling unworthy and insignificant as a result 

of the shame they experienced and the impact this had on them throughout 

their lives. This is described below by Siobhan and Sarah:

I t ’s I would pu t the word horrendous on it, i t ’s horrendous and 1 fee! quite 

emotional about it..., i t ’s lonely its isolated i t ’s the world is against you or so we 

think, it's you against all the so called nonnal people  out there cos e\er\'one else 

is nonnal and you 're not normal, you ’re a drug user you  ’re a scumbag, you ’re not
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seriously listened to cos that's how  I  felt fo r  them years and  as time went on it was 

ju s t  it got, it go t worse and worse and  even in the periods o f  time 1 was clean I  still 

felt like that person. I  might have been clean from  a substance but I  still felt 

unworthy em low in m ese lf really it vi’<75 a time when it was ju s t  hoirendous... dark  

p lace th a t’s what it fe lt like fSiohhan, 33]

f ju s t  had no identity, I  suppose I  was a daughter and  a sister but not a very’ good  

daughter and sister, I  was a g irlfriend who was dependent and  it wasn't a 

relationship the way a partnership should  be it was ju s t  more o f  a dependence 

thing that went on. I  had no jo b  no qualifications and ] was very isolated at that 

time. My identity . .. I  was ju s t nobody, 1 was ju s t  ashamed. I  used to sit on buses 

everywhere and  look a t all the people  and say that girl doesn't have to get up in the 

morning and  take m ethadone it wasn't like it ju s t  was som ething that I  was 

asham ed fSarah, 30/

As previously described, different events and circumstances in the 

interviewees’ drug using careers led to the recognition o f  the se lf as ‘spoiled’. 

It was at this point, that interviewees felt most stigmatised and shameful. 

Interviewees described the shame they felt on recognition o f  their drug user 

identity, an identity that surpassed or replaced their other identities such as that 

o f  sister and partner. The shame experienced was particularly intense with the 

application o f  negative labels such as ‘junkie’ to them from people around 

them:

/  w ouldn’t go around saying I ’m a ju n k ie  but to m eself I  was a junk ie ... dirty and  

asham ed and em barrassed and  really walking around in a state fee lin g  that people  

were talking about you ... really, really, em barrassed but once yo u  had the drug  

inside you  you  could very easily p u t yo u r  head up and walk around fRosie, 36]

To me i t ’s really degrading i t ’s a nam e that people are calling you as i f  it is
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som ething you  want to he but you  don  7 i t ’s a process it doesn  V happen overnight. 

I  think i t ’s the most sham eful and  degrading nam e that anyone can he called  

[Lynn, 34]

Some interviewees described that there were particular times throughout their 

lives as a drug user that they felt so ashamed that they wanted to die and even  

contemplated suicide as a result o f  the shame they felt:

I  Mm' like a p iece o f  shit, I  felt crap... 1 ju s t  I  fe l t  like that everytime 1 ju s t  wanted to 

die... everytime I  was having a hit I ’d  say I  m ight he lucky this time I  might die, 

which was sad cos I  was only young. I  ju s t  fe lt I  was never going  to get by with me 

life at all [Niamh, 27]

1 ju s t wanted to be dead like I  even once o r  tM ice tried taking a h a d  o f  valium in 

all and the kids going out to school it was ju s t  horrible it was ju s t horrible... I  hate 

even thinking back on when things were that bad I ’d never, never, let it get that bad 

like i t ’s all about coping mechanisms like I ’m more aware now  it's  not even 

addiction cos like i t ’s  easy to get clean hut staying clean [Emer, 36]

Other issues associated with drug use such as criminal behaviours were also 

described by the research participants as a shameful experience. Research 

participants described how they not only felt shame resulting from their 

recognition o f  the se lf  as ‘spoiled’ and addicted but also due to the recognition 

o f se lf  as a shoplifter and drug dealer, behaviours they engaged with to 

maintain their drug use;

/  d id n ’t give a fuck., I  done tetrih le things when I  think back I ’m not proud  o f  what 

I  did. I ’m asham ed more than anything like yo u  know but it was to fe e d  me habit... 

when I  look back it was m ad shit, fu c k e d  up, th a t’s where addiction takes you  to 

dark and horrible places like you  know  [Josh, 28]

215



1 Just fell like a scumbag you know I felt like for someone that like throughout me 

addiction I tried me best to look after m eself and eh I never thought I was as bad as 

other people  hut when I got that bad I  had m eself down as a scumbag and thought I 

was going to die from dnigs and thought I was never going to get dean  that this 

was the end fKarl, 29]

Previous research has highlighted the specific issue o f female drug use and 

how this warrants special attention (Taylor, 1993; Ettorre, 1992; 2007 and 

Finnegan and Kandall, 2010). One o f the specific issues explored in the drug 

use literature exploring female drug use is the stigma attached to women drug 

users (EMCDDA, 2009). Similarly in this research the female interviewees 

described the specific issue o f shame associated with female drug use. They 

described how as not only a drug user, but a drug using woman and mother that 

this resulted in more intensified feelings o f shame. They believed that female 

drug users are even more stigmatised than their male counterparts because the 

traditional view o f  women and mothers is not that o f  a drug user but o f a care 

giver particularly with respect to emotional support. These findings related to 

the stigma and shame experienced by the women in this study, and are in line 

with the feminist writings o f  Ettorre (1992). Ettorre (1992) proposed that 

substance use by women is seen as an attack on wom en’s nature as it conflicts 

with the view o f the female body as the embodiment o f w om en’s reproductive 

nature.

The female interviewees in this study described how as a female drug user, and 

especially a female drug user with children, their drug use became a very much 

hidden activity, hidden away from family, neighbours and the community. The 

extract from Lizzie’s narrative set out below refers to the furtive nature o f her
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drug use:

It ’.S ' the most degrading feeling you will ever have yon know what 1 mean. I never 

did hang around the streets cos I  had a child I  was eighteen again I  had her, the 

first child. Then two and a half years later I  had a second child so I  didn 7 become 

the type that hung around with buggies you know what I mean me addiction was 

hidden behind closed doors but people that knew /  was still an addict [Lizzie, 32]

Interv'iewees described how the feeling o f  shame resuhing from their drug use 

caused them to become isolated from family and friends. Episodes o f  

depression and paranoia and attempts at suicide were also prevalent among the 

interview group:

When I was doing drugs you use to hide away and you'd lose all your friends like 

and you'd be hiding from people so they couldn 7 see ya in all cos yo u ’d be 

ashamed o f what they’d be saying about you ..so it does knock your confidence a 

lot like you know... you don 7 even want to look in the mirror at yourself [Nathan, 

29]

Some interviewees also described the most shameful time o f  their drug using 

career as the time when they disclosed their drug use to their loved ones. 

Further issues associated with the revealing or disclosing o f  their drug use will 

be discussed later in this chapter

I M'asjust totally embarrassed, fju s t ran in, I  couldn’t face it you know, totally like 

get away from me, get away from me... so 1 eventually ran into the bedroom and 

got under the duvet I  mean I  wouldn 7 come out you know what 1 mean and we just 

talked about it and talked about getting me help in all then the next day me 

girlfriend’s sister was on heroin but she totally turned her life around she’s a born 

again Christian dead against drugs doesn 7 touch anything so the next day she 

came up to me but 1 was still embarrassed about it when I  was talking to her
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through a duvet.-, like I m v s  under the duvet talking to her I was just very’ 

embarrassed about it [Keith, 28]

There were mixed descriptions from the interviewees regarding the association 

between shame and drug treatment (Radchffe and Stevens, 2010). In line with 

previous research, some interviewees identified increased feelings o f shame 

when they entered into drug treatment as this is the time when they actively 

pursue a shift away from being a 'discreditable' to a 'discredited' individual with 

a visible recognition to those around them o f  their ‘spoiled’ and dnig user 

identity'. This issue is discussed in greater detail in the chapter six.

Horrible... the shame... not at the time you don't feel the shame until you stop 

using and you notice your head isn V pointing at the ground anymore so you hold 

your head up high whether pride in yourself or what you ’re portraying and years 

ago yon ’re not doing it consciously looking at the ground you ’re just... your life is 

that low you can ’I  look it in the face hut now I can... you just feel worthless you 

feel as if  there’s nothing worth doing, what's the point in me trying, I ’ve tried 

before I can 7  get it what's the point in trying to get people to look me cos in the 

hack o f their head they 're thinking I ’m a junkie he 'II rob ya you just [Eddie, 39]

However, some o f  the research participants described how the shame they felt 

throughout their drug using career, can be relieved following a period of 

treatment and recovery as treatment allowed them to begin the process o f 

transformation from the 'drug user' and ‘junk ie’ identity to identities including 

‘drug free’, ‘stable’ and ‘recovering addict’. As discussed in the previous 

chapter, these labels and identities were believed to be less discrediting than 

the ‘junk ie’ and ‘drug user’ identity

I'm dean now. I'm drug free the past six months off all substances the last 6
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m onths... how d o  I  see  m ese lfyo u  I  te ll you  w hat m e identit}’ w as I  looked a t m ese lf  

as a bit o f  a low' life I  couldn't look p e o p le  in the eye I  very ash am ed o f  meself,

em barrassed  with m ese lf  N ow  w h a t’s me identity! how  do  I  see  m e se lf  1 w as to say  

what kind o f  person  I  am  cos I've h id  it fo r so  long it was h ard  fo r  me to sa y  that 

I'm ver}' sen sitive I  rea lise  n ow  that I ’m very  ̂sensitive em, I'd say  I  try- to be honest 

em very in touch with m ese lf  I  w'as to ld  and 1 su ppose cou rage fD ave, 37]

Taking prescribed methadone and attending the chnic was associated with 

shame for two reasons. Firstly the visibihty o f attending the chnic in the local 

community revealed the stigma to all around them o f being not only a drug 

user but a drug user requiring drug treatment. Secondly, urinalysis is part o f 

the dnig treatment process and as a methadone patient, service users are 

expected to give urine samples, at least weekly. All the research participants 

who described this process, considered it to be a degrading and humiliating 

process, particularly for female drug users. Lynn describes below how she felt 

throughout this process in her pursuit to achieve the construction o f a ‘norm al’ 

identity:

The clinic  vim' ok I  su ppose cos they trea ted  yo u  with respect but its degrading  

having to g ive  urines in front o f  peop le . Just to f e e l  n on n al yo u  have to degrade  

yo u rse lf  constantly a ll the tim e once a week an d  i t ’s not rea lly  nice [Lynn, 34]

The act o f injecting drug use was described as a particularly stigmatising act 

and as such was described by injecting drug users as a significant time in their 

careers as drug users. It was at this point o f their initiation into injecting drug 

use that interviewees described feeling the most ashamed throughout their drug 

using careers:

I think the sham e to b e  honest I  was alright with the tin f o i l  a t p a r tie s  but when it
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came to the syringe it was something I  swore I ’d  never do and you know I  used to 

be in tears sometimes putting the syringe into me arms but thinking back now it 

was like what in the name o f  god m v s  I  doing, but eh yeah i t ’s like one o f  them you 

keep moving the goal posts back further you know, it was I ’ll never go near gear 

and then I ’ll never inject and I ’ll ne^'er use more than a gram a day then you start 

using more than a gram a day so I  was constantly moving the goal posts back... 

then the denial hits in. I ’m not as bad as him the usual like so yeah I  kind o f  em 

[Richie, S3]

As discussed in the previous chapter, hom eless drug users like injecting drug 

users are amongst the most stigmatised and marginalised drug using 

populations (Radcliffe and Stevens, 2010). Interviewees who had experienced 

hom elessness reported feeling most ashamed regarding their identity as a 

hom eless drug user. This is similar to the shame feh by injecting drug users. 

Also, street begging can be a com mon occurrence amongst the hom eless drug 

using population, with many o f  the interviewees in this study describing how  

their drug use resulted in begging on the city centre streets. Begging was also 

identified by the sample as a very shameful experience:

Horrible, I  ju s t fe lt crap but I  didn 7 care when I  got stoned tha t’s when I  started 

pity-ing m eself but w'hen I  was dying sick it didn ’t bother me who passed me, I  

didn 7 want to talk to anybody but when I  sat and thought about it i t ’s horrible... 

and having to be in a hostel at nine o 'dock I  fe lt like I ’d  wasted all me schooling to 

sit in a fucking hostel with a h a d  o f  women who were older than me and I ’d  be 

looking at them saying this will be me i f  I  don 7 snap out o f  it, and it took me the 

guts o f  what 4 years after that to really get settled I  done detoxes [Niamh, 27]
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/  used to he tapping'^ in town to feed  me habit. Tapping was like a jo b  but I  used to 

go into m e se lfl  used to say to m eselj I  have to get this done please G od may no one 

see me, 1 used to sit down and pray  that no one would see me that p art I  wouldn't 

have told m any peop le  me ex and when I  got on the clinic counsellors and  s tu ff em 

yeah that was horrible... it was like a job but I  m ade a lot o f  money doing it 

[Sarah, 30]

Identification as not only a drug user but also an unemployed drug user was 

once again described as a shameful time in their lives, particularly when being 

a worker was highly regarded within the fam ily and the family expected its 

members to work:

/  don  7 know cos I  was asham ed (to be unemployed) cos me da owned a business 

and I  was the only one out o f  me fam ily  who brought sham e on the fam ily, and he 

ran the post office at the time so I  claimed money from  the post office that me da 

ran so it wasn 7 a nice experience [Noel, 32]

The word degraded was used by a lot o f  interviewees to describe how it felt to 

be unemployed and signing on for unemployment benefit. Similarly to the 

drug treatment process, the visibility o f  unemployment through the process o f  

signing on and queuing up for a payment added to the feelings o f  degradation, 

shame and embarrassment that they already experienced as drug users:

f ju s t  don  7 know' f  just fe l t  degraded when you  have to get up and  sign on every’one 

sees you  in all up there, now some people don 't fee l degraded but I  do [Keith, 28]

It just feels real embarrassing queuing up and peop le  staring at you, now I  get 

mine through the bank I  don  7 even go in the post office it just feels degrading  

standing there when you  ’re used to working you  're standing on a queue... I  know

"’a  street term for begging.
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that people have to do it they probably all feel that too you could he standing there 

for any reason I suppose [Rebecca, 35]

Gareth described how he often chose to return to criminal activities to 

financially provide for h im self and to feed his drug habit rather than signing on 

for unemployment benefit. This was for tw o reasons. Firstly the shame felt at 

being seen by others to be signing on and secondly he felt that the process 

involved in signing on and the questions asked by the Department o f  Social 

Protection staff was also degrading, particularly when he could earn more 

m oney through crime. Lizzie felt that for her it was important that the 

community did not see her as being short o f  m oney as this also added to the 

embarrassment and shame already experienced as a drug user;

Degrading, degrading, it felt degrading, that’s what it did it felt like you were 

begging for money’ you know what I mean I  had to go through a rigmarole o f  

living in me auntie’s for two weeks cos they wouldn 7 pay and show up when you 

knew the social welfare inspector M'as going to show up and the\’’d ask you where 

you 're sleeping and blah de blah... and y o u ’d say to yourself is this fucking worth 

it do you know what I mean... and there was plenty o f  times when I  wasn 7 working 

that I wouldn 7 sign on, just go back to criminal activity' and say fuck them you 

know what 1 mean they’ can keep their money so I put a 150 or whatever they were 

giving me at the time and say fuck them i t ’s not worth y o u ’d spend it in half an 

hour [Gareth, 36]

I  Mm always there was always this one hatch that was for signing on and there 

was always this long queue i t ’s probably quadrupled at this time you know it was 

horrible standing in that line and signing on. I  would have been signing on for a 

little while even when you 're not signing on when you get so fa r  in your pregnancy 

they send it out to you by cheque like how embarrassing you go into a shop and get
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your social welfare paymenl yeah its embarrassing. I  used to go into a shop, this is 

one thing I  had to change about meself I ’d  have 50 pound and change but I 'd  

always give them the 50 pound note em they all from  around the area worked in the 

same shop I  thought they’d  be looking at me saying ah she had to pick at her 

change it was always on me mind that they’d  be thinking I  coiddn 't afford it that 

I 'd  be counting me pennies so I ’d  always give them the note over the change where 

the shop would rather the change [Lizzie, 32]

As already noted, interviewees discussed how they engaged in criminal 

behaviours including shoplifting, robbing and drug dealing in an effort to 

sustain their drug using lifestyles. For many, criminal charges, court 

appearances and prison sentences were the outcom es o f  these behaviours. 

Similarly to the identity o f  the drug user, the criminal identity also resulted in 

feelings o f  shame for the interviewee and their families:

It was embarrassing because I ’d  be say i f  they found  me on a warrant I ’d  be held 

over night say in Robbieslown Garda station. I ’d  be held there fo r  the night they’d 

have to get me a doctor and I  w asn’t even stable on methadone at the time so the 

doctor would Just give me 40mls methadone which d id n ’t do anything fo r  me then 

cos 1 was destroyed with heroin and tablets. So 1 was sort o f  sober then going to 

court and I  was embarrassed and ashamed but all I  could think o f  was getting out 

o f  there to get another fix  [Niamh, 27]

Interviewees discussed not only the shame they felt as a drug user but also the 

shame and embarrassment felt by their fam ilies due to their drug using 

identities and the criminal behaviours they were involved in. Interviewees 

particularly described the shame experienced by their mothers and fathers as 

they attended courts, treatment services and GPs with their children, as an 

outcome o f  their drug use:
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/  never forget one time we were standing outside the court house and me aunty and 

unde drove by and me da jumped over the bush, just over the hush you know what 

I mean..- he didn 7 w'ant anybody in the family knowing it was like everybody kinda 

just I  woiildn 7 say idolised me but they all loved me cos I  was real close to me 

family like [Gareth, 36]

When me ma brought me to the doctor like me da went down cos the doctor 

wouldn 7 give us the phy or anything we had to go down and stand outside Brien's 

chemist in Miles Village M'hich was humiliating... that’s where I  felt i f  for me da as 

well, such a proud man having to stand outside a chemist and buy drugs for his 

son... I seen the pride kicked out o f  that man that day [Eddie, 39]

This section has described the feelings o f shame experienced by interviewees 

in association with tlieir drug use and criminal behaviours which ultimately 

resulted in the construction o f ‘spoiled’ drug using and crimmal identities. The 

next section will highlight and discuss the strategies used to conceal the drug 

using and criminal identities and the associated feelings o f shame.

5.4 Techniques of Information Control

According to Goffman (1963) an individual’s social identity and personal 

identity divides up his world o f people and places. Daily routine is important 

as this is what links the individual to his several social situations. The social 

situations referred to by the interview respondents in the research included 

situations o f home, school, college and place o f work. 'Techniques o f 

Information Control' refers to how the stigmatised individual uses techniques 

to manage information about themselves in order to be accepted in the varying 

social situations in which they find themselves (Goffman, 1963). According to
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Goffman (1963) we divide our world up into a large group to which we tell 

nothing and a smaller group to w'hich we tell everything. The interviewees 

revealed a number o f situations in which and certain people with whom they 

had to manage information about themselves and their drug use. As a way of 

concealing the shame associated with their drug use and drug using behaviours, 

interviewees attempted to pass as ‘normal’ through the employment o f a range 

of'inform ation techniques' and ‘passing’.

5.4.1 'The Little Mother’ as a 'Technique of Information Control'

For many o f the females who participated in the research, the fulfillment o f the 

'mothering' role in the household and the ability to continue to carry out 

household responsibilities even from a very young age, despite ongoing drug 

use was a technique employed to manage information about their drug use, 

associated behaviours and drug using lifestyle being revealed. The role o f 

mother and the parental responsibilities placed on the shoulders o f the female 

interviewees was an emerging theme throughout this study. Female 

interviewees described how they performed the mothering role within their 

families from a young age. Siobhan described how she stepped into the role o f 

mother in her household when her mother was ill with cancer and receiving 

treatment:

I'd get up and I'd help get me three younger sisters o ff to school I'd go hack and  

me da would go to work me ma would be in bed or going through chemo, at 

different stages she'd spend long periods o f  time in the hospital so there was times 

when she wasn't there at a ll  I'd come home and I'd start from  the top. I'd dean  the 

house make all the beds tidy up downstairs, me dad be after leaving money so I'd 

go down do the daily shop whatever I'd plan the dinner get the daily shop before I 

would do that... a t about ha lf ten after I  cleaned up I'd take 30mls o f  methadone
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and that would sort o f  spur me on to continue on through the day and as things 

progressed me da would come in about six everything was done kids had dinner 

done the washing did  different things which I fe lt totally overwhelmed with at the 

time... f ju s t  Mas like how am I doing this doing the washing cleaning up em but 

the fa c t that I  was taking the methadone was helping me to continue doing that at 

thirteen years o f  age [Siobhan, 33]

5.4.2 Attending School as a 'Technique of Information Control'

Engagement with and attendance in formal primary and secondary schooling 

was another technique employed to conceal drug taking and drug dealing 

behaviours. Interviewees discussed the efforts they made to continue to attend 

primary and secondary schooling not necessarily to gain educational 

qualifications but mainly as a technique to conceal their 'discreditable' drug 

using behaviours:

I finished school and did me leaving cert, I  passed  it hut the only reason I went to 

school was to sell drugs, school was a great p lace to sell drugs it was the senior 

college and they were all kinda hippies they were from  all over the country', 1 was 

selling loads o f  drugs and they'd go home fo r  the weekend and I'd be after making 

a fortune [Gareth, 36]

5.4.3 The Worker as a 'Technique of Information Control'

Similarly, other interviewees spoke about the role that employment played in 

their ability to manage information about their drug use. In discussing their 

reasons for seeking out, securing and sustaining employment, interviewees said 

that being a worker allowed them to manage information about their drug use. 

As a worker the stereotypical view o f the drug user hanging around the street 

com er was diminished. Also, interviewees described how they were able to
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keep their dnig use hidden as through employment they were in receipt o f a 

weekly wage and therefore could fund their drug using habit without resorting 

to visible criminal activity such as drug dealing, shoplifting and burglaries. A 

working life also allowed interviewees to manage the physical appearance they 

portrayed to those around them. This appearance and image was one that once 

again conflicted with the view o f the unemployed drug user and drug addict. 

Tom described the reasons why he worked and how as a worker this benefitted 

him in the way in which he could manage information about him self in his 

daily interactions:

IV/j]' d id  1 w ork cos m e ma d id n ’t know that I  w as an add ic t and sh e didn  h iov:  

that I was se llin g  drugs yeah  an d  then I  was ab le  to fucking g o  ou t and buy m eself  

ninners and tracksuits an d  w hatever I  w an ted an d  I wouldn  ’/  have to explain  

where I  g o t the m oney from yo u  know what I m ean... cos a t the sta r t I  h ad  to 

explain where I  g o t the m oney from  stu ff like that. When me bro th er in law  offered  

me that job  I thought I ’ll take the jo b . . .  the n iggling thing in the back  o f  m e m ind  

that I M'as a junkie an d  I  was on ly do in g  it fo r  a co v er  up yo u  know  what I  mean, 

som e bro th er in law  was g iv in g  ou t because I wasn  7 working p ro p e r ly  an d  stu ff  

like that ...[Tom , 26]

Brian described how being a worker and being able to support his drug habit 

through the financial gains achieved through employment resulted in the 

stigma symbol and stigma term 'junkie' not applicable to him at that given time. 

Brian believed that if  he didn't look like a drug user or a drug addict then other 

people would not know he was using drugs:

/  w orked through a g o o d  p e r io d  o f  m e drug addiction  up until I  w as abou t 25  and a 

reason ab ly g o o d  jo b  as w ell... so  a t that tim e 1 cou ld  afford  to su pport me habit so  

I wasn 'I rea lly  seen as em a Junkie and a robber o r  anyth ing like that I  suppose...
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just to be able to even though I was addicted to heroin to be able to get up do a 

d a y’s work and come home even though there used to be bad battles with getting 

me up out o f  bed and turning in some days [Brian, 33 J

Their capabilities to secure and sustain employment or to engage with an 

educational programme in school or a further education institution while using 

drugs was another technique used by some respondents which allowed them to 

manage information about their drug use being revealed. Respondents 

described their own surprise at how they sustained employment and education 

throughout their drug using career or at least for some part o f it, performing a 

number o f identities i.e. drug user, worker and student, at the same time:

/  don't know how I did it I just managed it and then when I left school I got a job 

and I was still the same, I held me job  and I don't know how I managed to get 

through college while I was on it like and I was on the streets at the time because I 

was kicked out o f the house but I still held me jo b  hut they never seemed to cop it 

like on the building site [Billy, 32[

The ability to hold down a job meant that as they were receiving a weekly 

wage they didn't have to turn to criminal activity such as shoplifting, burglaries 

and prostitution. Avoiding such criminal activities, activities commonly 

associated with drug use, again allowed for the concealment o f their drug use. 

The techniques o f securing employment and education and ftjlfilling household 

and 'mothering' responsibilities allowed for the reduced visibility o f the 

interviewees drug use and again offered a mechanism to manage information 

about their drug use and addiction to that larger group o f people in their lives 

and in their social situations that they didn't want to know about their drug use. 

These techniques ensured that symbols or signs that displayed the visibility o f
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and evidence o f  their drug use w ere m inim al or lacking.

5.4.4 Physical Appearance as a 'Technique of Information Control'

In d iscussing the techniques em ployed by in terview ees in the m anagem ent o f  

inform ation about their identity it is im portant to highlight and discuss physical 

appearance. M aintaining the physical appearance o f  a non-drug using 

individual was another technique em ployed to conceal inform ation about their 

drug using and ‘spo iled ’ identity from  those around them . Rebecca described 

how paying careful attention to her physical appearance was ver>' im portant to 

ensure that she did not draw  attention to h erse lf by looking like a drug user. 

This was particularly  im portant for those involved in shopliftm g to feed their 

drug habit. Interview ees described how  their appearance and what was 

physically evident about them  was a priority  issue in concealing their drug use. 

W eight loss, dental issues and other drug related heahh issues w ere cited as 

m atters o f  concern by in terview ees as they believed that their physical 

appearance w as a m ain factor that could reveal their 'spoiled' and 'drug using' 

identity but also a factor that they could attem pt to control in order to m anage 

infom iation about their identities:

You y get yourself all done up so y o u ’d look well so no one would look at you, your 

hair in all so no one would look at you cos usually they’d be looking out fo r other 

people I  had to get meself ready to do it [shoplifting] [Rebecca, 35]

I must have looked a fucking state at this stage, I ’d no teeth, all me teeth were 

gone, I was after losing me dentures [Gareth, 36]

5.4.5 Physical Distance as a 'Technique of Information Control'

Physical d istance w as another technique that w as used by interview ees as a
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way o f  managing information about their drug use and associated behaviours. 

Avoiding contact with those they would usually come into contact with almost 

daily made it easier for them to manage the signs that might reveal their drug 

use. Physical distance was primarily kept with family members, partners, 

work colleagues and employers. Sarah and Darren described keeping a 

physical distance from their parents, to reduce the visibility o f their drug use 

and to limit opportunities for their drug use and using behaviour being 

revealed:

It was ju st horrible I'd wake up in the morning feeling sick I don't even know how I 

used to get out o f  bed but I ju st had to leave in the morning to avoid me mam and 

dad  you know because they you know ju st to avoid the questions or them seeing me 

[Sarah, 30]

Well you get up at whatever time maybe twelve or one, have murder with me ma 

over not being out o f  bed and not looking fo r  a jo b  I ’d  ju st try to get up try to get 

money... that would be basically your whole day trying to get money you 'd  ju st 

spend the rest o f  the day in the bedroom or come down fo r  a few  minutes and ask 

me ma was she alright. I ’d  try' to cover up ju st do anything to stay out o f  the 

room... then I ’d  go back up to me room... most o f  the day was ju st spent sitting in 

me room smoking gear [Darren, 36]

5.4.6 The 'With' Relationship as a 'Technique of Information Control'

Techniques employed to manage information about themselves was also 

related to Coffm an’s (1963) concept o f the 'with' relationship. This concept 

refers to how the stigmatised individual's relationship with others, whose 

visibility o f drug use was evident, could result in information about their own 

drug use being revealed. Sarah and Kerri both referred to their relationships
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with boyfriends as being a crucial factor in the disclosing o f evidence o f their 

drug use. Sarah and Kerri's perceptions o f  the men they were in relationships 

with resulted in them keeping their boyfriends at a distance from their parents. 

This is consistent with the idea o f the ‘w ith’ relationship as outlined by 

Goffman (1963):

I was going out with this new fella that I never brought to the house cos he looked 

like he vim' on drugs. 1 was a bit ashamed now that I think o f  it I was ashamed to 

bring him to the house and I didn't know with my dad what he would say, he had no 

job and stuff like [Sarah, 30]

Me da knew a lot o f  people in West Dublin I that would have told him previously  

before your daughters are up there looking the\’'re with as my da would say bogies 

which is not nice people who are taking drugs so he b ie w  that I never introduced a 

boyfriend to him and that was because they M  ere a ll either on drugs or selling them 

jKerri, 32j

5.5 Challenges to the Concealing of the 'Drug User' Identity

The visibility o f the interv iewees’ drug use resulted in a variety o f techniques 

being employed in order to manage the information available which could 

reveal their drug use. As already discussed, the visibility o f drug use was 

associated with the concept o f the 'with' relationship i.e. those who the 

interviewees used drugs with. Visibility and evidence o f drug use was also 

described by interviewees in relation to the following experiences: withdrawal 

symptoms; attending a methadone clinic and treatment centres; experiencing 

homelessness; criminal charges and court appearances; custodial sentences; 

admission to hospital and psychiatric units; suicide attempts and overdose; 

drug selling; and changes in physical appearance including weight loss. These
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visible signs o f  the drug using identity presented challenges to the research 

participants’ efforts to conceal their drug use.

Involvement in criminal behaviour resulting in criminal charges and 

subsequent court appearances and prison sentences provided visibility o f their 

drug use for most interviewees. For some, other people's knowledge o f their 

drug use was not until their criminal behaviour was noticed. Interviewees 

described the criminal activity they engaged in as resulting from or associated 

with their drug use. Niamh described her experiences o f shoplifting to fund her 

drug habit and how she attempted to conceal her identity as a shoplifter:

Yeah I ’d  have to clean m ese lf  up look  different cos I  was barred  fro m  shops but it 

s till didn  7 sto p  m e gettin g  in an d  g e t p a s t som ehow , I  d o n 't know  how  g iv in g  the 

sta te  I w as g o in g  around in but I ’d  have to ge t up I ’d  do  m ese lf  up a bit, I  was a 

horrib le little skinny thing I ’d  be pu ttin g  clo thes on me that were hanging o f f  me 

try ing to look a b it respectful an d  I ’d  have to  have m e bag  with m e lined with tin 

fo il so I  cou ld  g e t ou t with the bugs'"* on them then I ’d  have to g o  over sn ip  them  

bugs o ff  then se ll the s tu ff on which is not h ard  to do  cos everyon e w as buying the 

stu ff it w as f o r  little o r  nothing an d  then I ’d  have to g o  looking f o r  a d ea ler  to buy  

m e stu ff [Niam h, 27 ]

However, for some, despite the visibility o f their drug use and associated 

criminal activity and prison life and risk o f  or actual overdose and suicide 

attempts and admission to hospital for physical and mental health treatment, 

their drug use was not spoken about, addressed or challenged. A variety of 

reasons were proposed for this namely other emerging and prevalent issues 

within the family including illness, bereavement and grief Siobhan described

’''The alarmed tag on clothes in a retail outlet
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how despite the changes in her physical appearance and the obviousness o f  her 

drug use and addiction, her father did not address this with her. She believed  

this to be due to her father's grief follow ing the loss o f  her mother after a long 

illness. Similarly, Sarah described how she suspected that her parents knew  

about her drug use and how her neighbours knew but didn't discuss with or 

disclose to her father as he suffered with anxiety problems. Sarah's mother was 

also ill at this time

/  was still going out with the chap I  had met... we M'ere using drugs together I  was 

losing weight rapidly hut because me da was so wrapped up in drinking and his 

own grief em he was actually completely paralysed with grief that he just didn't... it 

/addiction]Just wasn't noticed 

/Siohhan, 33/

...see this was the mad thing they had to o f  known but it Mas never, me ma and da 

never addressed it with me neither... they knew cos my brothers knew but 1 think it 

was Just harder when I think o f  it i f  I had a child 1 would Just slap her in the face 

hut I  think it was harder to deal with the truth they would have still been in denial 

about it, people were telling him you know there mvs neighbours in all who knew 

my next door neighbours dad woidd have been very street wise and people would 

have told him things and he didn’t tell my dad and I  know why cos o f his anxiety 

and stuff like that he told my brother and he would have told my oldest brother who 

I'd be more close with /Sarah, 30]

Some interviewees described how a parent's own drug use was associated with 

the lack o f  response to their children's drug use. Karl discussed his mother's 

own drug using career and how she knew about his drug use:

Em I think I  was about probably well heroin would have been about eighteen I  

would have hid it pretty well for about two years... friends would have found out
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first and would have seen that I  was getting real skinny you know that kind o f  talk 

going around a few  people would pu t it to you, you know, you ’re on the gear. Em 

she [mother] M’as a little hit easier to the idea cos she lived in the fla ts fo r  years 

and seen a lot and was into drugs herself and couldn 7 really say anything to me 

you know I  was a! the stage where I  got o jf the boat, she was after moving to 

England, and I  got o ff  the boat with a bag o f  heroin, f ju s t  took out the fo il and 

started smoking in fron t o f  her and I  ju st said ah I ’m sick ma and she accepted it. I 

could see she was hurt she knew heroin was a different ball game altogether she 

knew people that had been on heroin and what they needed to not be sick so I  kind 

o f  manipulated her in that way she wouldn 7 really say anything [Karl, 29[

Interviewees described how during their drug using careers that they ‘slipped 

through the net’. Siobhan described how despite numerous indicators about her 

drug use and difficult home life that she slipped through the net with social 

serv'ices as her drug use and associated behaviours occurred when she was a 

minor;

Well an tisocia l behaviour and stu ff like that and hanging around I  would have 

been up in court for driving around without any tax and insurance stu ff that 

directly happened because I  was on drugs there was no charges brought forward... 

and because I  was always a minor for the most o f  it nothing really came o f  it and I  

suppose that's another reason why I  slipped through the net... nobody seemed to be 

bothered about this person who was fifteen sixteen year old presenting to hospitals 

with an overdose presenting to mental hospitals and stu ff like that [Siobhan, 33]

Attending a com munity based HSE methadone clinic and pharmacies posed a 

challenge for many regarding the management o f  information about their 

addiction and drug using history due to the visible nature o f  clinics within the 

community and the visibility o f  those who attend. A lso, having to attend
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clinics, pharmacies and their GP during work and school hours posed an 

additional challenge for interviewees. Attendance at the clinic during the hours 

of 9-6pm posed a difficulty to those attempting to keep their drug using and 

treatment experiences and history hidden from their current social interactions. 

Requesting time off work and college to attend the clinic, pharmacy or GP for 

a prescription posed a challenge for many in managing information about their 

drug addict identities. Interviewees described feeling conflicted between the 

disclosing or concealing o f their drug use from an employer, with potential 

consequences to both:

That's the problem you see that’s the problem, that’s probably my barrier... I  go 

see me doctor at ten every Wednesday you know and like what excuse do you use 

every week you can 7 use the same excuse every Wednesday, you know evety 

second Wednesday, no job would accept that you M'ouldn’t get away with it i t ’s just 

the whole part o f  being on methadone if you lied to them you know i t ’s catch twenty 

two you could he caught, be caught out for lying and then you just think... should I 

be honest and just tell them I'm on methadone [Josh, 28 J

Yeah yeah it does be yeah M'hat happens is the doctor will probably give you a 

certain day and he mightn 7 give you a weekly script so y o u ’d have to go ever}' day 

that would be a thing were you'd have to leave your job a lot I had to do it meself 

you know people don 7 be happy like you know [Karl, 29]

Some interviewees described that this was not an issue for them as they were 

only required to attend the community based methadone clinic or their GP on a 

weekly basis and if they could do so after working hours through the evening 

time clinic. However, attending the clinic or GP only once a week was not an 

option for all as it requires a certain level o f stability which generally occurred
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over a period o f  drug treatment time.

I probably could like you know but i t ’s handy for me tike cos I ’m only collecting it 

[methadone] once a week like you know and that would be a late night pick up so I 

can ju s t p ick  it up after work on a Wednesday you know [Nathan, 29]

Yeah fo r  peop le  who are on clinics m aybe cos a lot o f  people  are on clinics even i f  

its weekly i t ’s at a certain time then they do cater fo r  people  who are working and 

have an evening hut th a t’s fo r  like the really stable people who are working and  

i t ’s like th ere’s a timeframe around them all even the ones who are working doing  

shift work things like that ... i t ’s still a barrier you know what I mean so you would  

need to not he on a clinic and be on a private doctor twice a month... 1 see me 

doctor so its not too bad [Lizzie, 32]

This section has applied C offm an’s (1963) concept o f techniques o f 

information control to aid our understanding about how drug users manage to 

conceal information about their drug using careers and lifestyles in an effort to 

conceal and cover up their ‘spoiled’ and 'drug using' identities from within the 

many social contexts they encounter daily. The next section will describe the 

drug users’ attempts to further conceal their drug using identity through 

C offm an’s (1963) theoretical concept o f ‘passing’.

5.6 'Passing'

According to Coffman (1963), the concept o f'passing ' comes into effect when 

there is a threat to the individual's virtual identity i.e. the perception others 

have o f  him that are not entirely correct and accurate with respect to his actual 

identity. 'Passing' is part o f the process whereby the stigmatised has learned 

the normal point o f view and is aware that he is disqualified from this normal
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point of view and leams to cope with how he is treated (Goffman, 1963). The 

concept of'passing ' as described by Goffman (1963) is closely associated with 

other techniques o f infonnation control. Similarly, research participants 

described instances of'passing ' throughout their drug using careers.

Throughout their moral careers, drug users have learned the nonnal point of 

view and how they are disqualified from this normal point o f view. As a result, 

the drug user has to learn to cope with their stigmatised situation. 'Passing' is a 

method o f  dealing with this stigma in new situations particularly where people 

do not know about his situation and do not have a pre-existing knowledge o f 

his personal situation. Through the process o f passing the drug user does not 

disclose the information about his drug use. Based on this non disclosure he is 

faced with instances which he will have to manage. This can result in exposure 

which in turn results in consequences such as conflict with those with which he 

has entered into a position o f  passing. As the process o f passing is concerned 

with the concealing o f information about his drug use from those with which 

he has a social relationship, this in turn can have an impact on these 

relationships. The next section will discuss the reasons proposed by the 

research participants, to enter into a process o f passing; the situations and 

people they mainly engaged in passing with; and finally the consequences of 

passing and not passing as identified and experienced by the drug user.

5.6.1 Reasons for 'Passing'

Interviewees described the ways in which they entered into a process o f 

passing and they also identified a variety o f situations in which they passed i.e. 

concealed their drug use and associated behaviours, and the people with which
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they passed. Fear was the primary reasons proposed for passing. The fear they 

described referred to the fear o f people finding out about their drug using past 

and the subsequent views and opinions they might form about him. 

Interviewees identified employment, educational and familial situations as the 

three main social settings where they entered into a process o f passing. The 

stigmatising view o f drug use and drug users were described as a reason they 

entered into a process o f passing in these social situations.

5.6.2 'Passing' in E m ploym ent and E ducational C ontexts

In an employment or job interview situation interviewees believed that 

disclosure about their previous identity as a drug user would result in the 

forming o f negative opinions about them. Interviewees stated that they would 

lie in such a situation in an attempt to conceal their previous drug using 

identity. All interv'iewees believed that if they were taithful and honest about 

their drug use that they would not get the job in the first place or if  they lied 

and their drug using past was later discovered that their contract o f 

employment would be terminated:

I ’d  say no because there’s a stigma around it and em you know some people tend 

to think once an addict always an addict and eh you ’re seen as unreliable [Brian,

S3]

I ’d  lie and say no cos you M'ouldn 7 stand a chance would ya cos there’s a stigma 

to drug use, I  think they ’II think that y o u ’d rob them you know you couldn 7 be 

trusted. I ’d  lie about the charges as well yeah I  wouldn't say that either, same 

reasons i t ’s not a nice thing to say have you ever been in trouble with the police 

yes stealing you knoM' isn 7 going to look very! well fo r  getting a jo b  [Rosie, 36]
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Interviewees described how they beheved that due to employers' lack o f 

understanding and awareness about drug use and related issues and their only 

understanding o f drug use being from the ‘norm al’ view o f the stigmatising 

attribute o f  drug use they believed that this would block their entry or 

progression into employment. Eddie described how he feared that an employer 

might feel that he is likely to relapse and therefore will not trust that he can do 

the job effectively and Sarah believed that employers would not trust a former 

drug user with the same level o f  responsibility as another worker with no 

history o f drug use. Interviewees believed that due to the lack o f trust around 

drug users that people with a drug using background have to do more and work 

harder in order to prove themselves in the workplace;

I think that an employer will ask do we want and addict or a prisoner working for  

iis'̂  Trust is mainly an issue. Will he let people down‘d Is he going to go back to 

dn/gs? What if  we put five years investment into him and then he goes back using‘s 

There’s a lot o f  stuff he could say why I wouldn't be suitable [Eddie, 39]

I don't think they would give you as much responsibility... I think you will have to 

prove yourself and work a lot harder than the others in order to do that now Vm 

thinking to go hack to the places where I did do placements because they never 

knew this before and if  they did find out now they will know that it doesn't make a 

difference cos they would have never o f guessed it. So many blocks are put in your 

way I haven't disclosed to a potential employer but 1 have to the registration board 

you have to register with in order to start work and I don ’t b iow  they are not going 

to give share that information with employers or 1 hope not cos I don 7 think that it 

is relevant [Sarah, 30]

The majority o f  participants in this research were early school leavers with

some having experienced learning difficulties from a young age. As early

239



school leavers, the majority did not attain educational qualifications and did not 

secure employment and work related experience. As a drug user, some 

experienced minimal if  any work related experiences and for those who did 

work, it was typically due to their drug and alcohol use that they did not sustain 

these employment opportunities throughout the entirety o f their drug using 

careers. Therefore, it was not unusual for interviewees to describe having a 

lack o f  employment and educational experience on their CV and m any gaps in 

their CV. Interviewees described how passing was entered into as a way o f 

explaining gaps in their CV and the fears associated with explaining these CV 

gaps:

I ’d  say the gap there from when I was in me addiction, there is a pretty  big gap  

through my addiction, so i f  I was asked how would I answer ah I ’ve been homeless 

in and out o f  prison whacking drugs into me . .  I ’m hardly going to say that you  

know [Gary, 29]

...like when I'm going fo r  an intenieM-, and I have gone fo r  a fev,' in teniew s, i t ’s 

like what have you done fo r  this length o f  time and I went fo r  an inten'iew in the 

college fo r  addiction studies and this was when I was on the Soilse D ay Programme 

eh I didn't know what to sa y l didn't know whether, to he honest cos I didn't knoM- 

which M-ay they '̂d take it or whether to say I was in England tell a He like these are 

the things that were fly in g  through me head at that inten'iew 1 didn't think they'd 

go through the p ast you know that M'ay. I  told a He I  ju st sa id  I  was in England 

straight away [Martin, 39]

As interviewees embarked on a career o f drug treatment, they described how

they wanted to move on from their past and to form a new life with new

relationships, friendships and socio-economic opportunities. Essentially they

wanted to identify as and live a life as 'normal', a life that was very different
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from and not impacted upon by their previous drug use and using behaviours. 

To construct the life o f  'normal', many interviewees believed that this could 

only be achieved through passing in em ployment and educational situations. 

Prior to being placed in these situations, interviewees had already made the 

decision to ‘pass’, as to not do so would result in them being judged and 

excluded from these contexts:

That was a decision that I had made because me addiction I  believed was in me 

past, it wasn't because I  thought I  just didn't want to tell people a bit o f  it... 

probably was now that I  think about it I  didn't want to tell people about it I  d idn’t 

want people judging me but it was more so got to do with me addiction was in me 

past and I  wanted to move fonvard to something new and I  didn't want to bring it 

with me [Siobhan, 33]

I blew  I  had to forget me past and I  know sometimes it's hard you know what I  

mean like if  you make friends you kind o f  have to like I  met a few  friends in college 

and you kind o f  have to keep that past to the hack o f  your head and even like a 

conversation could come up when they 're saying I  did this as a kid or I did this a 

few  years ago... when I'm asked I've told a a few  white lies I ’ve said ah yeah I've 

done this and that hut I've never mentioned prison or no one in college knows 

about me being on methadone or knows about me drug habit... that I  was an addict 

or that I was in prison and as I  said i t ’s me past... I  tr\' to forget about it now I  try’ 

to leave it there now 

[Neil, 341]

5.6.3 ‘Passing’ in Family Relationship Contexts

In addition to educational and employment contexts, family relationships were 

also identified as relationships where the research participants entered into a 

process o f  passing and concealing o f  drug use. As with the other techniques
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employed to manage information about their drug using identity, they mainly 

described entering into a process o f  passing to conceal their drug use and the 

shame and embarrassment they feh as a drug user and a drug addict;

/  think I probably would have taken 15,000 euro on me da at that time to fund my 

drug habit. He never really believed in hanks or stu ff and he used to hide different 

amounts o f  money around the house, I  used to go and take the money and he didn 7 

notice fo r  like until I  sa id  I  was taking drugs or he found out after I  tried to commit 

suicide he eh he found out that vim’ that all that money was gone and I  hadn't been 

paying the rent I  bought all the messages to cover m eselfthat he thought I was still 

doing what I was doing [Siobhan, 33]

5.6.4 'Passing' and its Consequences

In some cases, ‘passing’, had a considerable impact on the psychological state 

o f the interviewees who in most cases decided to lie about their past. Such 

situations were described as stressful and anxiety causing by many o f the 

interviewees. As previously indicated, interviewees engaged in ‘passing’ in 

many situations due to the anticipated fear o f the revelation o f their drug using 

identities. Martin described how having ‘passed’ in an interview situation, he 

feared being later found out and the potential consequences o f telling lies, 

covering up and not disclosing his drug using history:

...and then when 1 left it was kind o f  like me head was just wrecked right th ey’re 

going to fin d  out, th ey’re going to check this and that because o f  the course I was 

going fo r  they check with the police all this was going through me head but eh and  

then that fea r  o f  getting a phone call saying you were in prison and then which way 

to tell another He this is what I w’as p laying in my head [Martni, 39]

According to Goffman (1963), 'passing' can also have an impact on the psychic
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state o f  the stigm atised because, essentially, they are living a double life. 

Interviewees described feeling stressed and pressured w hich resulted in their 

w ithdraw al from  social situations and becom ing isolated from  family, 

neighbours and the w ider com m unity  and society. This isolation is described 

by Lynn;

It's a nightmare i t ’s not what you call living its heartache and pain, I never wanted  

to come out to Jet people  see me. When I had to go to the clinic I ’d  get a taxi there 

and hack... my blinds would he pu lled  all day I couldn't look after the kids 

properly it was horrible 1 was really, really, really, depressed. I was isolated  

[Lynn, 34]

For those who didn't en ter into 'passing' or for those w ho did not lie and cover 

up their past, there w ere reported consequences w hich often left interview ees 

regretting their disclosure. The consequences o f  disclosing their drug use will 

be discussed in m ore detail later in this chapter.

This section has outlined the techniques w hereby the stigm atised individual 

covers up his 'spoiled ' identity and the particular contexts in w hich this is m ost 

likely to  occur. A ccording to  G offm an (1963) there are a sm all proportion o f  

people to w hich the stigm atised reveals his stigma. The next section will 

highlight and discuss the category o f  persons and the contexts in w hich the 

stigm atised is m ost likely to disclose his stigm atising attribute.

5.7 Disclosing of Stigma and 'Spoiled' Identity

G offm an (1963) states that the stigm atised individual divides his w orld into 

two different categories, a large proportion to w hom  they conceal their stigm a 

and a sm all proportion to w hom  they disclose or reveal their stigm atising
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attribute. Goffman's (1963) concept o f  the revealing or disclosing o f the 

stigma is associated with some o f his other concepts that have been discussed 

in the previous and the current chapters, such as 'visibility', the 'with' 

relationship, 'passing', and 'techniques o f  information control'. In discussing 

Goffmans (1963) concept o f the disclosing o f  the stigma it is necessary to 

discuss the categories o f person to whom the disclosure might be made.

Interviewees identified the following categories o f persons to whom they made 

disclosures: family members including parents and children; partners and 

spouses; employers; school and college authorities; and drug treatment and 

rehabilitation service providers. Another emerging issue when discussing the 

disclosure o f the 'spoiled' identity refers to whether the disclosure was 

voluntary or involuntary. Involuntary disclosures typically referred to how it 

was someone else and not themselves, who revealed their drug use. In the 

context o f this research, the anxiety experienced when making the decision to 

disclose or not to disclose their drug use was discussed and the potential 

consequences o f making a disclosure about the stigma o f drug use. Having 

used m any and varied 'techniques o f information control' and 'passing' to give 

off the impression o f 'normal' and not that o f the stigmatised drug user, 

interviewees described the circumstances and situations where they disclosed 

their drug use.

5.7.1 Involuntary Disclosure o f the Stigma

Interviewees described situations where the stigma o f drug use was revealed by 

other people and not themselves. Interviewees described three categories o f 

people, including the Gardai, medical professionals and the family o f friends.
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who revealed their drug use to others. Gardai were identified by some 

interviewees as the people who disclosed their addictions to their parents:

M e m other kneM- w'hen they found  out I  was after getting on to a doctor ah no it 

was the police raided the house and said your son is a drug dealer and a gun 

runner and he's this and that-., they thought I  was m aking the m oney from  the 

horses that I  was buying and selling, the officer pu lled  the bottle o f  m ethadone out 

o f  my pocket and  the disappointm ent on me da's face... the po lice  fo u n d  nothing [in 

the house] they never d id  and from then it v i m  ju s t leave him to his  o v i 'w  devices 

/Philip, 34]

I  started selling hash in the p a rk  and  me house started getting  raided so me ma 

started to f in d  out every'thing... the copper told her your son is hanging around  

with these people  and  they ’re involved in crime and  i f  they 're involved in crime 

yo u r son is involved in crime [Gareth, 36]

Medical professionals were also named as those who revealed the drug use o f  

the interviewee to a family member. Gareth describes how his mother 

discovered the extent o f  his drug use when it was revealed to her by her GP:

When I  M'ent to the clinic me ma was with me and  the doctor said look your son is a 

chronic chronic d m g  user h e ’s a chronic drug user h e ’s been using fro m  a very 

young age and using a lot o f  heroin. I  was nineteen, he said, ‘h e ’s using a very 

large amount o f  heroin fo r  one person I  don  V know how' h e ’s still alive ’. I  was 

after crashing me car I  had two cars I  crashed [Gareth, 36]

Interviewees described how their own family members and the parents o f  

friends were also included in the categories o f  people who revealed their drug 

use. Brian and Rosie described how it was the family member o f  their friends 

who revealed their drug using identities to their mothers:
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Eh it took them over a year maybe a yea r and a half to find out... they got a phone 

call o ff  a friend's mother, then I went to them to see i f  they could get the doctor to 

give me the ph y and he did  reluctantly, me ma basically had to beg him for it a t the 

start [Brian, 33]

How they fou n d  out was the person I started the drugs with I M'as after being up in 

his bedroom and I scribbled down me name messing when I was Just sitting there 

and his sisters found it and went up to my parents and told them, they were very’ 

supportive o f  me [Rosie, 36]

5.7.2 Voluntary Disclosure of Stigma

According to Gofftnan (1963) the 'discreditable' person might voluntarily 

disclose his stigma and as a result no longer has to manage information about 

h im self but instead has to manage uneasy social situations. Through this 

voluntary disclosure the stigmatised individual moves from being a 

'discreditable' to a 'discredited' individual. According to Goffman (1963) the 

stigmatised might disclose the stigma by wearing a stigma symbol or by 

providing evidence o f the stigma deliberately through purposeful slips. 

However, it was more typical for interviewees to make their own disclosure 

about their drug use to family members and partners.

5.7.3 Disclosing of Stigma -  to Family

Interviewees described how they disclosed their drug use to parents, partners 

and spouses and their own children. The disclosures tended to be at a time 

when their drug use was problematic and they identified themselves as 

addicted. Neil and Richie described how they disclosed their drug addicted 

identities to their fathers:
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I  told me mother and me father m eself they knew  nothing about heroin what is it 

what does it do to you  they’ kind ofknev,' the two o f  us [brother] were using and eh 

it was a couple o f  months later they go t information about it they go t leaflets then 

they approached us about it they asked why, they were blam ing themselves about 

it, what d id  we do, d id  we do som ething wrong yous are our kids, it was like they 

were h y in g  to f in d  reasons and then they ended up blaming themselves fo r  a long  

time... so it ju s t  brought more heartache, I  would have rather them not f in d  out 

[Neil, 34]

It was a Sum m er 1 think maybe back in I  think let me think it was a Summer when I  

was eighteen and  eh I  was particularly bad 1 couldn ’t hide it anymore... I  was in 

the house and  1 vta.s dying sick [withdrawals] on the sofa and me da came in took 

one look at me and knew I  wasn 7 right and eh I  suppose ju s t  all the emotion came 

to the surface and I  eh walked in and  basically ju s t  told him out straight sa id  eh 

I ’m after getting in over me head with drugs da so like it vi’a ?  him I  was speaking to 

more so than me ma and we sat down and eh the whole time I  was shaking, he said  

w h a t’s wrong with ya  and I  said th a t’s what it is I  need drugs I  need heroin... at 

the time he knew  next to nothing about what heroin was at f ir s t  he thought it was 

tablets or hash, to him smoking dope was sm oking hash so eh it was a learning  

process fo r  him as well hut telling him that was really daunting and coming to 

terms with it [Richie, 33[

Interviewees like Karl described how they denied their drug use for years

before they eventually made the revelation about their drug using identities.

Like most interviewees, Karl described the negative impact the disclosure o f

his drug using identity had on his father:

I ’d  deny it to the ground  in a ll you  know so I  think eventually after two three years  

I  went to me da and told him you  b io w  waking up sick [withdrawals] in all I  sa id  I
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needed a methadone course. He M'as broken up like you know me brother and 

sister never went on it, they’ve mortgages and done all that, he probably just 

couldn’t understand why I  was after failing [Karl, 29]

Tom described how his mother became aware o f  the extent o f  his drug use 

while they were on hohdays in another country and he was going through cold 

turkey. When he revealed his identity as addicted, and his experiencing 

physical withdrawal symptoms, his mother brought him to the hospital A&E 

for medical treatment:

Me ma knew... me ma knev,' for ages cos I  went over to em I went over [abroad] 

and went through cold turkey there I thought I  would have been grand cos 1 was 

over there a couple o f months before hand and I  was brand new I  was... I thought I 

would have been alright over there but I went through a bad sickness over there so 

me ma ended up fwding out she knew before that i f  you biow what I mean... you 

know the way they know hut they pretend that they don 7 like... I had to tell them 

cos the doctor on the third day had to give me a shot o f morphine because the 

withdrawals were so bad [Tom, 26[

It was not uncommon for interviewees to describe how they made the 

disclosure o f  their addiction to one parent or fam ily member but not the entire 

family. Despite the fact that he had made the disclosure and revealed his drug 

addicted identity to his mother and to other family members, Tom continued to 

conceal his drug addiction from his father. He explained that this was because 

he didn’t believe that his father could understand what was happening for him 

in the same way as other family members could:

Me da, me da only found out just before I  got dean this time... the only one’s who 

knew were me sister and me ma, me brother in law had a due cos I  was working 

with him and his partner that works with him used to run he used to work in a
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prison so he knew what I  was going through like [To/n, 26]

In the beginning o f this chapter it was discussed how some o f the participants 

in this research study came to realise or recognise their ‘spoiled’ and drug user 

identities following confrontation by someone else, usually a family member, 

partner or peer. It was often at this point o f confrontation, that some 

interviewees described how through the visibility o f  their drug use and being 

challenged by a family member that they revealed their drug use although they 

had not intended on doing so. In some situations, the interviewees believed 

that their parents knew about their drug use without their disclosure as 

described here by Niamh:

They found out they kinda noticed it in me that there was something different but 

they couldn’tpin  point it... me ma didn 7 want to accept it that I w'as on drugs to he 

honest and it was me ma said it to me in an argument, T know you ’re on 

something someone said it to her and phis I was going around in bits so I ’d  say 

she blew  already and it was a big letdown fo r  her [Niatnh, 27]

For some interviewees, disclosures about their 'spoiled' and drug user identity 

were not made to parents but to siblings. Sarah describes how she disclosed 

the stigma o f her drug use to her brother first before making the disclosure 

about her drug using identity to her parents:

/  remember telling my oldest brother, see he wasn't living there, I remember telling 

me brother and I think I was going to say ecstasy or something but I remember 

saying heroin to him on the phone and I had pawned all my jew el iy  and that’s how 

it came up, and he was wondering where all my bracelets had gone and where all 

my rings had gone so they did kind o f know that I  was I had nothing I wasn't 

buying clothes em I remember it was awful like [Sarah, 30]

249



Billy described how following the calling o f  a family meeting by his siblings 

due to their concerns about his behaviour and physical appearance, he made the 

disclosure about his drug use to his whole family together:

There was a big family meeting like, well I  told them everything like told them 

every’thing like that I'd done you know, it was a big shock to them as they didn't 

really... me mother's side o f  the family like there was addicts on me mother’s side 

o f  the family like and one o f  them died in a lane o ff Diver Street and was ate alive 

by rats like and through that she didn't explain anything like that to me she kept me 

away from  it she tried to keep me safe and keep me wrapped up in cotton wool 

[Billy]

Interviewees described feeling mainly supported by their loved ones once the 

initial disclosure o f  their drug use was made, this w ill be discussed in more 

detail in chapter seven. They described how their fam ilies were shocked, 

confused and concerned about what this really meant for them. Interviewees 

typically described that their parents did not have a good knowledge, 

understanding and awareness about drugs and drug use:

They were very’ supportive once I  went and told them that I needed help cos they 

kinda had an idea and they were fighting with me over it in all but I  ju st wouldn 7 

admit it but when I  did admit it they were saying th a t’s what they wanted... they 

kinda knew and even me da said to me you ’re lucky’ your ma was going to throw 

you out, so it M'as a good thing that I  did come out with it... I  ju s t came to the end 

o f  me tether and I  ju st said listen I  need help [Darren, 33]

I  didn 7 tell them [parents[ until I  got on a methadone programme so M'hen I  got on 

that I  told them then. They d id n ’t really say much I  think they were shocked... me 

ma used to think I  was tired cos I ’d  be in her house and sh e ’d  say ah look sh e ’s 

tired she didn't want to believe it so she only linked in in the last year to the West
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Diihlin 2 Centre to f in d  out a ll about drugs and to get a hit o f  support fo r  herself... 

I  think she 's only beginning to com e to terms with it even though I ’m not doing it 

anymore [Rebecca, 35]

Disclosure o f  drug use to their children was also a consideration o f  this thesis. 

As previously discussed, the female interviewees described how they felt even  

more stigmatised than male drug users, believing that women and mothers who 

use drugs are viewed more negatively than their male counterparts. Emer and 

Lizzie spoke about how as mothers and drug users they were always very 

aware o f  concealing their drug use from their children, however, there came a 

time in their drug using careers that their children became aware o f  their drug 

use and began to ask questions. Initially they covered up their drug use or 

‘passed’ but later on they believed that honesty with their children about their 

drug use was best and by being honest and open about drugs and addiction that 

their children would be less inclined to follow  the same path into a life o f  drug 

use as they had done. These points are illustrated in the extracts below:

I ’ve been honest with them [kids] about where I ’ve come fro m  so that they don  7, 

thank god, my eldest is fourteen  she wouldn ’t smoke or anything like that cos s h e ’s 

in to her Gaelic and things like that em, she 's  got grades in school s h e ’s really  

good grades in school like she only go t p layer o f  the year yesterday, fo r  her  

football, she was delighted we all were delighted she loves it she does s h e ’s totally  

different to me... so I ’m g lad  I  d idn 't hide fro m  her M-hat was going on. The 

Principle o f  her prim ary school knev,' cos the school was right fa c in g  us and me da 

was a key holder o f  the school so she knew me history' and things like that she ju s t  

constantly tells me your kids are just such a credit to y a  [Lizzie, 32]

T hey’re after seeing a lot th ey ’ve been educated more... some people  would hide  

d m g s from  their kids where it can be a dim e a dozen i t ’s hypocritical in som e way
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COS I ’ve seen like friends o f  m ine with their kids upstairs and  they know there's  

som ething going  on upstairs. M y daughter seen her fa ther sm oking heroin but 

didn  7 see it as an issue in her life cos I  kept the ball rolling over all the years, cos I  

go t the worse o f  it when I  was doing it and things were changing in the house me 

daughter resented me fo r  it and 1 couldn 7 accept that like yo u r fa th e r ’s on heroin, 

do you  love him do you  know what I  mean... it can be ju s t  it can he wrong but i t ’s 

the way i t ’s handled as well not saying i t ’s acceptable i t ’s not cos y o u ’d  go 

nowhere I  can  7 make his choices fo r  him but fo r  me doing me ju stice  and th a t’s 

what f  focus on now' i t ’s ju s t me i t ’s ju s t strange me daughter doesn 7 resent her 

fa th er  in any  vim’ she actually looks at him as a go o d  fa th e r  actually idolises him  

[Emer, 36]

5.7.4 Disclosing of Stigma -  to M edical Professionals

Interviewees also described making disclosures about their drug use to medical 

professionals and drug treatment and rehabilitation providers. Siobhan 

described revealing her addiction and attending a day rehabilitation programme 

and the benefits received in doing this. D isclosing their drug use to drug 

treatment and rehabilitation providers will be discussed in greater detail in the 

next chapter

When I  went into [rehabilitation program m e] and after doing the meetings, 

som eone had told me in the meetings about Soilse, I  w'ent up knocked on the door 

and  sa id  I 'd  like to start this program m e... so I  went in and  they assessed me and  

done different things and they started me... it was like it was because I  had routine 

I  fe l t  a little bit norm al because I  had somewhere to go every’ day I  was able to get 

out o f  me da's house, I  wasn't being ju d g ed  [Siobhan, 33]

Siobhan also made the disclosure in a mental health institution follow ing an 

attempted suicide and described the feeling o f  being let down by the system

252



when despite her disclosure at sixteen years old she and her family were not 

offered any further support for her drug habit:

I  ended up going fo r  an appoinlineni in Si. Ann's cos som eone thought I  was crazy’ 

and o f f  me head and the whole lot, and St. Ann's heard I  was a heroin user and  

taking methadone fro m  the age o f  thirteen and  they’ ju s t  didn't want to know and  I 

was referred nowhere else sent back out and  then that was the end o f  that 

[Siobhan, 33]

Interviewees also discussed how other medical professionals were the first 

people that they revealed their drug use to. Lizzie described how her initial 

disclosure about her drug using identity was made to her GP when she 

discovered she was pregnant with her first baby and later on to hospital staff in 

a maternity hospital:

I  didn  7 think I  was pregnant cos every time I  thought I  was I  w a sn ’t and em I  

thought the baby was kicking in all but I  ju s t  thought it was the side effects fro m  the 

heroin f j u s t  p u l it down to the side effects o f  the heroin and  went to the doctor who 

told me I  was four months pregnant... but he didn  7 know that I  was addicted and  

how he didn  7 realise cos o f  the extent 1 was addicted so I  said it to him cos I  was 

really scared he ju s t said, ju s t  stop taking i t ’, so I  d id  1 went through cold  turkey 

and on the fourth day when I  went through the worse o f  it I  had me scan and  they 

said the baby  vim  in distress is there any reason fo r  it and  I  told them. 1 was sent 

into Near}' Street straight away and  I  hit the bang on po in t to be able to be detoxed, 

a day earlier or later and I  w'ouldn 7 have been able to detox, so 1 M'as caught right 

in the m iddle so ju s t at twenty weeks when they can detox you  1 w'as able to be 

detoxed'^ [Lizzie, 32]

■'it is suggested that the safest tim e during pregnancy for pregnant drug using w om en  to 
attempt a detoxification  is in the second trimester as this is the time w hen the pregnancy is 
m ost stable
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5.7.5 Disclosing of Stigma - to an Em ployer

The UKDPC’s report ‘Sinning and Sinned Against: The Stigmatisation o f 

Problem Drug Users (2010) concluded that methadone treatment is widely 

stigmatised and that those on methadone and other medications may conceal 

their status for fear o f  not being hired, being fired and or the reactions from 

colleagues. In this thesis, interviewees mainly described concealing their drug 

using identity from an employer or potential employer due to the stigma 

experienced and the potential consequences as set out in the previously 

mentioned report. However, research participants did discuss instances where 

they disclosed their ‘spoiled’ identities to an employer. Billy described how in 

the third year o f  an electrician apprenticeship he revealed his heroin addiction 

to his boss. Billy described the supportive approach o f his employer who gave 

him time off from work to access drug treatment:

In me third year I went in and told the hoss I was an addict and I needed time o ff to 

go into treatment, so they ju st sa id  fa ir  enough your jo b  will still he here, so I  wen! 

into treatment 

[Billy, 32]

However, this supportive approach was not to be experienced by all 

interviewees who opted to disclose their past addiction rather than to conceal it. 

Kevin described how when he was asked in an interview situation if he had 

ever used drugs he was truthfiil with the employer and how following the 

disclosure about his drug use, that this resulted in him not getting the job. 

Other consequences o f  disclosing drug use have been discussed earlier in this 

chapter

This person really wanted me to work in his company, he really wanted me badly 

and 1 was being honest with him and I  really thought that being honest with him
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would have made it alright... hut it made it all wrong [Kevin, 39]

5.7.6 The Consequences of Disclosing Stigma

The consequences o f  revealing to family members, partners, children, medical 

professionals, drug treatment and rehabilitation providers and employers were 

also discussed by interviewees. Although all interviewees concealed their drug 

using and ‘spoiled’ identities throughout their drug using careers, they also 

described feeling fearful about doing so. Fear o f  not making the disclosure and 

being found out later and the potential consequences o f  this was a primary 

motivator to disclosing their drug use:

I 'd  he honest with him I  would I ’d  say I ’ve used in the past hut I ’m dean now and 

that I've heen doing a course fo r  the last year and giving dea n  urines every week 

and I  can give you evidence o f  it i f  you have any problems like or i f  you ’re afraid 

or anything ahout it. It could go against you I 'd  prefer to he truthful than 

somebody to fm d  out hut they probably wouldn't fw d  out... it's very hard to know 

what you 'd say i f  you were put on the spot I  probably would say yeah now that I ’m 

o ff  drugs I  try' to be as tnithful as I  can cos you 're trying to build everyone's trust 

back up cos you've ju st Hed constantly for the last eight years or whatever... so it's 

hard for them to trust you and hdieve what y o u ’re saying like you know that's 

what I'm  trying to do at the moment anyway is to he as honest and truthful as 1 

possibly can, nothing to He ahout any^vay [Nathan, 29]

I'd  have to tell the truth cos i f  they found out it would he horrible and sure 1 d o n ’t 

like lying to anybody but in a M'ay I  f e d  it stops me in certain things cos I  don't like 

talking ahout being on dnigs... I  feel that people ju s t see you as once a drug addict 

always a drug addict so I ’d  he a hit n en ’ous, really ner\'ous [Niamh, 27]

Sarah who recently completed a Social Work Degree Programme described her
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fear not disclosing her previously 'spoiled' and 'drug using' identity

...the consequences are I  wouldn’t be registered or allowed practice [Social 

Worker] cos you have to sign it in fron t o f  a solicitor and it is all about 

misrepresenting you rself or lying on the application and then they have the Health 

and Social Care Professional Workers Act which outlines that so I had to kind o f  

disclose it... there was so many questions going through my head and I think with 

the Gardai thing I knew it m’os going to come up that I fe lt they would run more 

checks on me so that's why I  disclosed it [Sarah, 30]

With respect to employers the perceived potential consequences mentioned 

referred to not getting the job, being seen to be untrustworthy, being seen to be 

irresponsible and unreliable. The fear o f these consequences resulted in the 

ambivalence experienced about disclosing or not. Despite these consequences, 

whether experienced or anticipated, the majority o f interviewees still claimed 

that they would disclose their drug use to a potential employer as they feared 

that if  the truth came out at a later stage that the consequence might be worse. 

This fear is described below by Mary. Also fear o f a random drug test and 

their methadone use being evident was a factor that spurred their decision to be 

truthftil and disclose their drug use as described by Mary and Lizzie;

I'd have to say yeah cos I tell the truth yeah he mightn't want to take you on but if  

you He it vmuld be worse down the line, th a t’s ju st how I fe e l about people  being 

on drugs [Mar}']

I ’d  have to be honest. Em most jo b s  now can have the right to do a random drug  

test so like I  said  you ’re only foo ling  you rself [Lizzie, 32]

Having to lead a double life and the fear o f  having to look over your shoulder
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were also described as a motivating factor to be truthful:

Yeah probably not getting the jo b  you  know what I  mean you  know the other 

consequences are always having to hide things always having to be totally aware 

watching over your shoulder instead o f  having that monkey on yo u r back a ll the 

time. I ’d  say I  had an addiction and I ’m stable. I ’ve been stable for I I  years now, 

where I  was probably a hit more chaotic 1 wouldn  ’/  say totally stable fo r  I I  years  

but em on paper 1 would be [Lizzie, 32]

Despite this fear som e interviewees stated that they would lie and then when 

they have been in the job for a period o f  time and having formed a relationship 

with the boss and shown them selves to be a good worker that they would then 

disclose their drug using past:

I f  I  felt that I  was a good  worker, com ing in on time maybe doing a bit o f  over time, 

i f  I  felt that I  was a good worker I  would fe e l confident to approach the boss and  

say look I have a confession to make I'm  a recovering addict but I ’m stable on 

m ethadone and I ’m going to need every second week to collect me script so what 

do you  think [Gary, 29]

Some interviewees believed that there wouldn't be any consequences to 

disclosing their drug using past to a potential employer due to the current high 

prevalence rate o f  drug use and addiction in Ireland which has resulted in many 

people's lives been touched by addiction either directly or indirectly:

I  d o n ’t think it would... I  think i f  I  told the tnith and said I ’m clean noM' I  don  7 

think it woidd have an effect you  know. Em I  to be honest 1 d o n ’t think i t ’s had  

these days yo u  know I  think a lot o f  employers have had kids who have gone  

through d n ig  addiction, I  sit in the pub  with me da and som e o f  them are employers 

in there and I  know their kids, you  ’re talking 9 out o f  10 men sitting there, their 

kids have been on drugs you know and  a lot o f  them are people who employ I  think
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i t ’s a lot more open now I  think... I  heard a friend  o f  mine eh I  think he went I  

don't know fo r  what Job I  think eh u friend  o f  mine went fo r  a Job and he was open 

and they Just took him on I  think it w'as ok there I ’d  fee l a hit different about it i f  

they asked me [Karl, 29]

Also, for those interviewees planning to work in the addiction and wider social 

care field they believed that their life experience and the disclosure o f their past 

would be advantageous as opposed to having a negative consequence as 

described here by Dave:

I'd tell him yeah cos o f  the line o f  work I  want to get into I  actually think it would 

benefit me. Because o f  the line o f  work I'm going into it might benefit me it might 

benefit me cos like the line o f  work I  want to go into is around all that kind o f  stu ff 

working with people who are in addiction or prior to addiction so I  think it would 

benefit me, but i f  I  was going fo r  a different type o f  Job... Yeah 1 think because its 

life experience its what's going on out here, this is the real stu ff yeah, because I 

think personally meself that you should hare more people from the type o f  

background I  come from  working in that sort o f  fie ld  that's Just my personal 

experience well I'd rather personally meself as an addict and a convict I'd rather 

sit down and speak to someone who has been through the same stu ff cos at least I 

could be more open and honest towards them cos they would understand me 

[Dave, 37]

5.8 Conclusion

This chapter has explored Goffman's (1963) theoretical concept o f the 'moral 

career' and it's relevant application to our understanding o f drug using and drug 

treatment careers. Through the concept o f moral career, this chapter has 

detailed how the drug user comes to recognise their identity as 'spoiled' and to 

recognise that they are in fact stigmatised and not 'normal'. Recognising
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themselves as a 'drug user' was a significant event in their drug using careers. 

A number o f events and circumstances were proposed as significant in the 

recognition o f their identities as 'spoiled' with the m ost prominent event 

described as the time when they experienced physical withdrawal symptoms 

for the first time.

This chapter has also detailed how drug users found that this was a particularly 

shameful and embarrassing tim e in their lives which often resulted in their 

exclusion and isolation from their peers, their families, their communities and 

the wider society. The participants in this study described feeling particularly 

shameful when they were labelled as a 'junkie' from within and outside the 

drug using community. In an effort to cover up the shame felt and to conceal 

their drug using identities, the participants in this research engaged in the 

processes referred to by Goffman (1963) as 'techniques o f information control' 

and 'passing'. However, there were a small number o f people namely, their 

parents, their partners and their children, that they did disclose their drug using 

identities to.

In chapter six, the drug treatment careers o f  the stigmatised drug user is 

explored. The chapter details the drug treatment experiences encountered by 

the participants in this research and how through these recovery journeys they 

transformed their identities from 'drug user' to 'normal' through the construction 

o f the following identities, 'worker'; 'student'; 'mother' and 'father'.
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6 Transforming the ‘Spoiled’ Identity

6.1 Introduction

In Stigma: notes on the management o f  spoiled identity’, Goffman (1963) 

describes how the stigmatised individual attempts to undergo a process o f 

transformation in an effort to correct his/her stigma. In going through this 

process, the stigmatised can transform from an individual who previously 

possessed a stigma to one who is 'normal'. Goffman (1963) describes the 

concept of'norm al' as those individuals who do not possess a failing or stigma. 

As discussed in the previous chapter, interviewees described how they used a 

number o f strategies to conceal their drug use and to conceal their feelings o f 

shame. Through these techniques, inter\'iewees attempted to 'pass' and to give 

o ff the impression o f 'normal'. As previously indicated throughout the thesis, 

the stigma experienced by the research participants refers to drug and alcohol 

use. As stigmatised drug and alcohol users the interviewees in this research 

described their identities as 'spoiled' identifying the se lf as a ‘drug user’, a 

‘drug addict’ and a ‘junk ie’.

This chapter focuses on Goffman’s concept o f  ‘transform ation’. It is through 

the drug treatment and recovery processes that Goffman's (1963) theoretical 

concept o f ‘transform ation’ is evident, as interviewees described how their 

identity was transformed from ‘drug user’ to 'nomial'. Through the process o f 

recovery, participants in this study demonstrated their aspirations to transform 

their identity o f a drug user and a drug addict to one of'norm al'. In the context 

o f  this research, participants described a life o f  'normality', a life where they 

were not dependent on licit and illicit drugs and a life where they could adopt
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the more ‘norm al’ identities o f parent, worker and student and fulfil the 

responsibilities attached to these identities.

This chapter will discuss the findings from the research which highlights and 

discusses the experiences o f the research participants with respect to their drug 

treatment careers. In doing so, this chapter will discuss the reasons and 

circumstances which precipitated their exit from illicit drug use, the exit 

pathways from illicit drug use as experienced by participants in this study and 

the way in which participants transformed their drug user identities and 

constructed a new identit>' or returned to the previously held and more 

favoured identities o f 'worker', 'student', 'mother' and 'father'.

In discussing the treatment careers o f those who participated in this study, 

Coffman's (1963) concepts o f 'transformation', 'three types o f places', 

'sympathetic other' and 'wise' can aid our understanding o f how the research 

participants in this thesis made the transfonnation from drug user to 'normal'.

6.2 The ‘Three Types of Places’

Coffman's (1963) concept o f  the 'three types o f places' is particularly relevant 

to our understanding o f the journey from drug use to drug treatment. 

Coffman (1963) identifies three types o f  places where the stigmatised may find 

themselves. The ‘three types o f places’ refer to forbidden places, civil places 

and back places. Forbidden places refer to those places where the stigmatised 

are forbidden from; places where if  the stigma is revealed they will be 

expelled. Civil places are places where the stigma is known about and they are 

partially treated as if  they are not disqualified when in fact they are. And
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finally, back places refer to those places in which the stigmatised can expose 

their stigma and therefore they do not need to conceal it. Despite the stigma 

they possess, they are accepted because other people in the back place share the 

same or similar experiences (Goffman, 1963).

The interviews revealed that interviewees found themselves to be in all three 

places throughout their drug using careers. However, Goffman's (1963) 

concept o f the ‘back place’ is particularly relevant to this thesis as interviewees 

mainly found themselves spending significant amounts o f time in such places. 

The back places where the interviewees as drug users spent their time included 

drug treatment and rehabilitation support services. This chapter will discuss 

the types o f back places interviewees found themselves spending time in, their 

reasons for and experience o f being there, the number o f times they accessed 

these places, the barriers they experienced in accessing drug treatment and any 

future plans they had to access such back places.

It may seem that the concept o f a "back place' has a negative connotation as it is 

a place that is occupied mainly by a group o f  similarly stigmatised individuals, 

however, interviewees expressed the positive experiences o f spending time in 

'back places' as they claimed to feel comfortable in such places. This was due 

to the fact that they occupied these places with similar others and didn't have to 

conceal their drug use with the use o f techniques to control the information 

they gave o ff about the drug using se lf  As previously suggested the majority 

o f 'back places' experienced were associated with different types o f drug 

treatment, rehabilitation and support services. These services were o f a 

statutory, voluntary and community nature; they included residential and day
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programme treatment and rehabilitation centres; methadone clinics; psychiatric 

units; mental health centres; and AA and NA meetings.

6.2.1 ‘Back Places’ -  Drug Treatment and Rehabilitation Centres

The thirty three interviewees’ experiences o f  drug treatment and recovery 

processes varied, however, all interviewees had experienced some form o f drug 

treatment or support for their drug and/or alcohol use. The types o f treatment 

and supports received included counselling; key working and addiction 

rehabilitation day programmes in community based and statutory funded drug 

projects; outpatient and inpatient detoxification through a medical service; 

opiate substitution treatment; and a self-detoxification (cold turkey). As 

previously indicated, the pathways into and reasons for drug treatment and 

recovery were varied. For some the histories o f their drug use that they 

narrated described that they simply had enough o f using drugs and the lifestyle 

that accompanied their drug use. Their exit from a life o f drug use was 

associated with a desire to construct a new and non-drug user and non-addict 

identity, keeping in sight what they aspired to be, in particular aspiring to be a 

good parent, a worker and a student. For others, their exit from a drug using 

lifestyle into drug treatment was influenced by other people such as family, 

partners, children, the courts and the probation service.

All interviewees had experienced counselling or key working throughout their 

drug treatment careers. For the majority o f  interviewees counselling and key 

working was in conjunction with some other form o f  treatment and support, 

however, three interviewees named counselling and key working as the sole 

treatment they received for their alcohol and cannabis use:
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Treatment was counselling, m ostly key w o rk in g .. I  w as go in g  once fo r  an ti-abuse  

tablets, I  was go in g  f o r  them an d  I  ju s t  felt I  don't take tab le ts but i f  they can g iv e  

m e it in an injection I ’ll take it yo u  know, but its tablet fo rm  - [Johnny, 42]

Six o f the thirty three interviewees were treated through an outpatient 

detoxification scheme operated in a number o f the HSE Addiction Service 

Centres located in the W est Dubhn area. Experiences o f this form o f drug 

treatment were mixed with interviewees expressing that following this form of 

detoxification that they didn't manage to sustain any long term recovery. Some 

felt that the detoxification process was too quick and subsequently resulted in 

relapse or a request for a longer term methadone maintenance programme:

/  d id  a few  detoxes before in Connolly H ouse but they n ever w orked out fo r m e... 

I 'd  g e t dow n to the en d  o f  the detox  an d  everyth in g  w ould  he go in g  g ran d  an d  you  

ju s t  yo u 'd  b e  asking up in the clinic to g e t a sm all am ount o f  m ethadone - [Neil, 34]

/  s ta r ted  on a detox program m e now  I'm unsure w hether that was before I went 

through co ld  turkey in m y b ro th e r’s house. I  d id  a six w eek detox program m e in 

Connolly H ouse yeah  an d  I g o t frien d ly  M-ith a g ir l there and the two o f  us we 

s ta r ted  com ing down o ff  the m ethadone but it was so  quick it was a detox o r  a 

m aintenance fo re v e r  it was ju s t  one extrem e to  the o ther - [Sarah, 30 ]

Twenty two o f the research participants are currently on an opiate substitution 

treatment. Twenty one o f these twenty two are on a methadone maintenance 

programme; just one is on subutex. The opiate substitution treatment is 

accessed through an addiction service clinic provided through the HSE 

Addiction Service or through a prescribing community based GP and 

Pharmacy:

It wasn  7 som eth ing I  g o t into ligh tly cos eh w here I w as a t I was rea lly  s tartin g  to
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use more and more so like the maintenance at the time the maintenance felt like the 

right choice -[Richie, 33]

Through the course o f their drug treatment careers, eighteen interviewees 

experienced residential treatment. Residential treatment was accessed in 

statutory or voluntary treatment centres and a HSE after care rehabilitation 

programme:

/  went into treatment in Kellys'^, I was in w hat’s the name o f that place Variety' 

Street there the ones who go into the NA houses, I was in there, I  was only in that 

fo r  a month or so and I got meself clean in all and me counsellor got me into 

Kellys then I went from there to TuUow... 1 was only in TuUom'"̂  fo r a month that’s 

a year programme but I was only in that fo r a month or two months - [Tom, 26]

I needed to get out o f  Dublin this was just I had this inkling that this wasn't what I 

Man ted fo r  m eself what 1 wanted from  life from  being so young and the drugs had 

took such a toll on me and f  just fe lt physically and emotionally battered that I 

couldn't take anymore and then I went down to Bniree'^ fo r  an initial tw'elve M'eeks 

and ended up staying on fo r  a fiw ther twelve M-eeks and then I went into Grover St"  ̂

I went into that half-M'ay house and it was all just about building up the supports 

around m eself [Siobhan, 33]

Residential treatment was not the preferred option for all, with some preferring 

to access supports through non-residential community based rehabilitation 

programmes which operate on a daily basis. Some interviewees believed that a 

day programme within their community, as opposed to a residential

■^HSE post detoxification  residential rehabilitation centre 
■ R esidential detoxification  centre based on the principles o f  Christianity  
‘^Voluntary residential rehabilitation programme 
■^Voluntary residential detoxification  centre 
■^°Half w ay house located in D ublin’s c ity  centre
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programme, was the best option for them as it supported them to address the 

structural issues that they would continue to face on their return to their homes 

and communities. These rehabilitation programmes were mainly Department 

o f Social Protection funded Special Status Community Employment 

Programmes which were attended by twenty four interv'iewees throughout the 

course o f  this study:

Yeah cos I  still have to face all the obstacles outside so not that hopefully I  won 7 

fa il ...different strokes fo r  different folks, some people m ight want to go to 

treatment but I  think that with the support 1 have out here in West D ublin I Project 

I  should be well able to do it [Darren, 33 j

Interviewees spoke about how attending such rehabilitation programmes was 

associated with many benefits, not just stabilisation and abstinence, but the 

introduction o f  routine, structure and socialisation in their day as opposed to 

the chaotic lifestyle they experienced and described when using drugs. In 

addition to routine and structure, interviewees described feelings o f  

achievement and a sense o f  purpose as a result o f  attending a rehabilitation 

programme;

Just to get up in the m orning i t ’s a purpose to get up in the m orning em, i t ’s haring  

the structure going  there and  having different people and all the support that you  

need, having som ething to do to get up in the m orning so you  ’re not lying around  

so yeah yo u  ’re doing som ething constructive every' day. Yeah, i t ’s very' important 

because I  get very bored very’ easy so this is helping me a lot and then it breaks the 

day so much fo r  you so you  ’re not clim bing out o f  bed at tw'o o 'd o ck  and  going ah 

yo u r day is wasted, at least you  ’re getting  up early going to work and  then you  

come hom e you  fe e l much brighter, much better, and  y o u ’re able to do things then 

...cos yo u r  day is gone i f  you  ju s t  stay in bed i f  you  get up at twv you  're saying the 

day is gone and then you  stay up all night can 7 sleep and you can 7 get out o f  the
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bed [Darren, 35]

Well i t ’s a rehabilitation programme it is so i t ’s like getting up in the mornings, 

getting ready and going out and once 1 know I ’m going to work I  fee l happy in 

meself I  fee l I ’ve achieved something... w e ’re learning how to do all different 

things on the computer and it's kind o f  like a start to get you used to going back to 

work. The only thing that 1 will miss about it when I  start working is that I  w on’t 

have all the novelties that I ’ll have here like going in and speaking to me 

keyworker in all, I ’m going to have to really knuckle down when I  do go to work 

but I  fe e l prepared fo r  it where I  would have been kinda knocked back i t ’s like 

preparation [Niamh, 27]

Interviewees described how attending a rehabilitation programme was likened 

to being a worker and fulfiling the responsibilities o f  employment. Their 

ability to identify them selves as a worker and to function as a worker was also 

associated with an improved quality o f  life and the setting and achievement o f  

goals:

At the moment I ’m a participant in West Dublin I Project and I  see that as a job ... 

I know the programme is designed to help people who are stable or drug free to get 

some quality o f  life back and go forward with your education and to get back into 

mainstream employment but I  view that as a job, or I  look upon it in the same way 

cos I  d o n ’t think I ’d  get the same rew'ard from it or the same feeling going in doing 

a d a y ’s work, applying yourself as best you can trying to reinforce the bonds you 

have with people cos I  love people, being around people, I  Just love socialising 

with people or even i f  it 'sjust a nod to someone throughout the day [Richie, 33]

Some interviewees attending a day rehabilitation programme discussed their 

fiiture plans to voluntarily access residential drug treatment centres in the
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future as part o f  their detoxification plan and recovery plan:

Nom' that I ’m reducing I  feel much better, I ’m going to go into treatment anyway 

even though I ’m not using illegal drugs hut I  am going to go to treatment when I  

detox down to 50 mis methadone. I ’m going into Kelly's in the Park and I ’m going 

to do the six week there cos I  do feel I  need to do a hit o f  work... I ’m dying to go in 

and they only do eight heds or something i t ’s not as i f  i t ’s packed you get all the 

attention you need [Niamh, 27]

Me treatment plan is as I  said to go into Cara Treatment^\ I  M'ant to get into 50mls 

I  want to get down to SOmls and from  Cara treatment go on to Kellys and then try 

and get transitional housing any'where outside the area... I  ju s t want to get out o f  

the area, I  know too many drug dealers in all, ju st to get out o f  the area, i t ’s in my 

hest interest to get out o f  the area i f  I  want to stand a chance o f  getting clean get 

out o f  the area cos there’s always hegrudgers out there you know... do you want 

gear, do you want gear, you knoM' even when you 're clean they do still offer it to 

you

fNiall, 33J

Two interviewees discussed their experiences o f  drug detoxification treatment 

outside o f  Ireland. One interviewee accessed drug treatment in the UK and 

Portugal and one in the UK only. They both spoke about how they believed  

that once the drug left their system they would be recovered and therefore they 

did not access any aftercare supports which resulted in relapse:

/  went over to Detox 5^' in England and I  went over to Portugal to get the chip^\.. 

spent six grand going to England and six grand going to Portugal... the chip was 

alright like the chip was working ok - [Nathan, 29]

■” H SE  residential detoxification centre
F ive day m edica lly  supervised residential detoxification  program me that treats opiate  

addiction  
O pioid receptor antagonist
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O f the twenty two interviewees on an opiate substitution programme, the 

majority aspired to successfully detoxify o ff methadone or subutex. The 

majority o f interviewees described the fear they felt in seeking to detoxify. 

They feared relapse to illicit drug use and a return to the chaotic lifestyle that 

they had experienced as an illicit drug user. Some were more confident in their 

ability to achieve this goal than others:

I ’d like to be off the methadone but at the moment I wotddn’t think em no I don 7 

know I can 7 see meself coming off the methadone no not now and down, doM n the 

line I do n ’t ktww... o f  course it is what I want but at the moment with the 

methadone I ’m ok on it and I'm about it - [Rosie, 36]

Self-detoxification (cold turkey) was experienced by all at some stage o f their 

drug using career. For some this was a deliberate choice in an effort to become 

drug free for others it was a decision imposed on them as a resuh o f  having no 

money to pay for drugs. Family members were commonly cited as those who 

supported them through a cold turkey detoxification:

...then I tried detoxing meself on numerous occasions... that didn't work and I 

started going to NA meetings, he [brother]brought me out to his house and I stayed 

there for a week and I went through cold turkey [Sarah, 30]

Three female interviewees gave their accounts o f becoming pregnant while 

using a substance and subsequently entered into a HSE Addiction Service 

medically supervised stabilization programme for the duration o f their 

pregnancy. Interviewees, in particular the women who were interviewed, 

discussed the barriers they experienced in accessing some o f  the previously 

described 'back places' and treatment centres. Barriers to accessing some back
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places were experienced due to fam ily commitments, care giver responsibilities 

and other influences:

...yeah Cara Treatment in 1997 for the six weeks and  when I  was pregnant with 

Lynn in 1999 but Brian the kids fa th er  wasn 7 getting in contact so I  d idn 't buckle 

down and  do the six weeks, I  was m ore worried about w hat's he doing out there 

you  know, so I  d id  the six weeks cam e out and I  was ju s t couldn 7 keep it together 

and  get me head where it needed to be, I  was constantly wanting to leave and  fin d  

out what he was doing and then when I  d id  come back out I  don 7 know whether I  

went back on drugs but I  do know about a week later they brought me back into 

Cara Treatment and I  was nearly and  wanted me to stay there till 1 had M olly but 

about three days fo u r  days into it I  left again on the third time cos 1 Mas after 

hearing he was with som ebody else yo u  know so 

[Rosie, 36]

For many, the decision or decisions to enter into drug treatment and exit the 

life o f  a drug user were arrived at because they were tired o f  the lifestyle and 

aspired to becom e som eone else, someone different, by constructing a new  

identity, an identity very far removed from the drug user identity:

Yeah all through me addiction I  wanted to get d ea n ... I  used to say to m ese lf I 've  

had enough o f  this crap I  ju s t  couldn  7 do it. I ’ve done a ll that, done about seven 

different m ethadone courses here and  in England and benzo courses you  know  

[Karl, 29]

However, entry into drug treatment support services were not always a 

voluntary decision and on the basis o f  personal choice. Interviewees revealed 

how in som e instances their drug treatment careers were initiated as a result o f  

conditions placed on them by fam ily members in return for being allowed to 

remain living in the family home. Interviewees described how they complied
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with this condition and entered into drug treatment despite feehng unready for 

drug treatment or unwilling to acccss treatment on a voluntary basis at that 

particular time. Som e o f  those interviewed described how their previous 

experience o f  drug treatment and detoxification was unsuccessful as a result o f  

conditions:

The first treatment centre I  went into I  was about 17 V: and 1 had to he signed into 

Lily house, me da signed me into Lily House^‘*... me back was against the wall 1 

was put out o f  the house so many times I  had experienced withdrawals so many 

times and having been so young and having funded a drug habit em ju st being 

alone it was so hard for me to stay on drugs I'd get two days three days o f  a period  

o f  taking heroin and then I'd have two days o f  withdrawals cos I  had no money. At 

17 '/: I  went into Lily house and it was back then you 're talking its changed a lot 

since then but back then it was really, really, focused on confrontation and you are 

this and I  suppose that reinforced what I  thought I  was anyway ju s t to come down 

on you so hard... it wasn't long, I wasn't going to stay anyway hut I had a game 

plan going in and I  had to give enough time so that I  could get back into the house 

so by giving it enough time, I  was letting me da see I  tried and that this didn't work 

fo r  me, now let me hack into the house and it didn't work out that way... I  think I 

gave it four weeks and I  split then and I  wasn't allowed back into the house cos I 

suppose they had told me da that he was enabling me by letting me back into the 

house so that meant I  M'as homeless again - [Siobhan, 33]

I  was in Cara Treatment and the Maters'’̂  hut I  M'asn 7 ready for recovery when I  

M'as in the Maters I  was there for me family I  think I  was in there fo r  about five 

months I  was very' closed in on meself very depressed and Cara Treatment kind o f  

the same em a hit kind o f  closed in on m eself and I  ju s t wasn't ready for recovery’ - 

[Gary’, 29]

F em a le  o n ly  resid en tia l treatm ent and reh ab ilita tion  cen tre  
In-patient and ou t-p a tien t ad d ictio n  treatm ent centre
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Some interviewees discussed how their aspirations to enter into drug treatment 

were motivated by their children and their desire to be the best parent they 

could be. As discussed in the previous chapter, interviewees spoke about how 

they didn't want their children to find out about their drug and methadone use. 

They wanted to give it up before they came to an age that it would be more 

difficult to conceal it:

1 definitely want to do it down the road, to come o ff the phy, ju st not right now. .. 

hut I don 7 want the kids growing up with that they don't know about it now, but 

one day they will -[Rosie, 36]

Lizzie described how her attempt to make the identity transformation from 

drug user to 'nornial' was also not sustainable as she entered into drug treatment 

as a condition of the Irish Courts Service. As a drug user, she was involved in 

criminality, and was recommended for treatment. Court mandated engagement 

with the Probation Service and the submission of reports to the Courts Service 

were also described as factors which motivated interviewees to enter into 

treatment. This is described here by Lizzie:

At the time it happened I knew we were going to court I went into a p lace called  

Variety Street, I ’m sure y o u ’ve heard o f  it, I  was there fo r  six weeks, I  was well 

over the cold turkey I was looking much better em but the other g irl and my partner 

had done it but at home so the ju dge looked at me as the one who had addressed  

her addiction even though they had addressed their addiction by getting clean the 

only reason the ju dge pu t me in fo r  a probation report was cos they didn 7 do 

urines cos you were under twenty fo u r hour super\'ision [Lizzie, 32]

A custodial sentence in prison also presented some interviewees with an 

opportunity to initiate their drug treatment career. Two interviewees described
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how they detoxed in prison with Martin describing the process he went through 

to kick start his recovery. In contrast to Martin's experience, Keith stated that 

although he started his drug treatment and recovery process in prison, mainly 

through a methadone maintenance programme, that release from prison led to 

relapse due to a lack o f  sufficient and appropriate community supports being in 

place upon his release:

I  -went down the block^^ I  stayed there and I  had to be punished to get sent down  

the block, you  don't ju s t  go down... so I  asked to see the Governor it was the f ir s t o f  

January' and  I  said to him I  want to go down the block I  want to ge t o f f  these drugs, 

he sa id ,‘ah m’c can't just p u t you dovtv the b lo ck ’, so I  started threatening the 

officers and  he was saying, ‘go  back to yo u r cell, go hack to your cell'. Som ething  

clicked in me head threaten him the governor so I  did  and got sent down the block, 

so I  was happy with that a n d  that was being honest at the time and  I  was down 

there and the Governor came down and said, ‘yo u r  punishm ent is over you 're back  

up on the landings 1 said I'm not going back up there he sat on the bed with me 

and  I  sa id  I'm clean I  sa id  i f  I  go back up there I'm going  to take drugs and he said, 

‘you ca n ’t slay here I  said I'm not moving you can pu t me in the padded  cell i f  you  

want he goes, ’ I ’ll be back to you  in a m inute when he says that he usually comes 

back fiv e  hours later so he was back in a few  minutes and he said, 'will you  see a 

d m g  counsellor for me and  I  turned and said yeah no problem. I ’ve been out o f  

prison now eh me last seven yea r sentence I  go t clean in prison I  went to the block  

into twenty three hour lock up away from  every’one else and  the landings I  was 

there fo r  f iv e  months I  went to a treatment centre so I'm  clean... I ’m out o f  prison  

two and  a h a lf years and I'm clean three years [M artin, 39]

I d id  a detox up in Cloverhill prison and they’ let me out then when I  M 'a5 nearly  

fin ished  it. I  actually had loads o f  heroin when I  was going  in I  thought I  was going

’’’This is the section o fth e  prison referred to as The Base which is located under the main 
prison and accommodates prisoners on punishment.
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to be in fo r  a while when 1 usually went into prison it was fo r  a while hut I  got a 

week in custody and I  well had enough heroin to do me fo r  a week cos 1 thought I  

M’as going to be in f o r  a while... so I  got r id  o f  a ll the heroin, gave it  to people that 

I  knew, got r id  o f  it  a ll and d id  a detox but w ith the dose they give you up there i t ’s 

not even a p roper detox they only give you like i t ’s a mickey mouse detox, they only 

give you a small amount fo r  the habit that you have but I  was actually after getting  

through it, I  went through three o r  fo u r  days o f  bad, bad, sickness but I  was over 

the worse o f  it and I  was up in court then say it was on the F riday and like on the 

Friday m orning say I  was only after getting say 20mls o f  methadone and I  went to 

the court not expecting to get out at a ll and I  ended up getting out... looking back 

on it noM' they d id n ’t set anything up fo r  me, F d  nowhere to get methadone so I  

went back to heroin you know what I  mean, so I  actually th ink it would have been 

better i f  they had o f  kept me in there t i l l  f  fin ished me detox do you know what I  

mean [Keith, 28]

Interviewees described how experiencing physical and psychological cravings 

to use drugs were described as posing a difficulty to maintaining their initiated 

drug treatment and recovery processes in the early stages of their drug 

treatment careers. However, as time progressed and the cravings lessened, 

interviewees described their abilities to maintain their recovery:

/  s til l would because 1 know how much it took contro l o f  my life  i f  1 could let it 

happen again, I  could easily go back down that road again but fo r  some reason I  

d o n ’t have a longing fo r  it anymore, I  don 't have a craving and sometimes it 

annoys me cos 1 would actua lly like a d rink  but i f  you don ’/  like coffee you ’re not 

going to d rink  it so i t ’s go t to a stage that I  physically d o n ’t like the taste o f  it... so 

i t ’s pretty' hard  to have a d rink  when you don 7 like the taste o f  it  [Abbey, 42]

As interviewees described the physical and psychological cravings they
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experienced they also described how their drug using and drug treatment 

careers included cyclical episodes o f  drug use followed by treatment and 

periods o f  stabilised drug use, abstinence and relapse to illicit substances. It 

was typical for interviewees to highlight how they accessed numerous types 

and episodes o f  treatment and relapse throughout their drug treatment careers. 

Many described how the desire to change their lives did not tend to happen on 

the first attempt, with their transformation an on-going process that required 

continued work and effort over a number o f  years:

Ah Jesus I ’ve been on wilh loads o f  clinics, I ’ve been on with Connolly'' House 

three times. I've been on with the Lily Clinic^^ once, I ’ve been on with Deanstowri^^ 

twice. I ’ve been on with Doctor Bastille now ah I  was on with Doctor O 'Byrne in 

between and I ’m on with Dr. Bastille now, h e ’s had me on with him the last three 

or fo u r  year now ever since I  got on with Dr. Bastille. I  was in Riveniew^'^ fo r  tivo 

years when I  was seventeen it was great I  went through Phase one. Phase tMv and 

Phase three and I  was back living at home in all and then yeah back out fucking  

drinking and they said to me you have to go back to the start o f  the course... I  got 

sent from  prison to R iveniew  and then I  had an outstanding warrant and I just 

fucking ended up going back on the gear after being clean fo r  two years... I  fucked  

all that away you know what I  mean [Niall, 33]

I've been to Riveniew, ten years ago I  was there fo r  seven months, I  was doing 

very well till I  got involved in a relationship and it wasn't too long after that I  

relapsed and then carried on with the drugs for another ten years and I  went into 

treatment six months ago in Edenfteld^‘. I  got dean in me sisters house first and 

stayed in Edenfteld fo r  thirteen weeks and then stayed in Kelly's fo r  ten weeks I'm

■’^USE out-patient detoxification  clinic
■’*HSE m ethadone chnic
^^Methadone satellite clin ic in W est Dublin 2
’̂’Residential treatment and rehabilitation centre w hich operates trom the Therapeutic 

Com m unity m odel
■*' Total abstinence residential rehabilitation centre
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finished in Kelly's now [Dave, 37]

O f the eighteen interviewees who had experienced drug treatment in a 

residential treatment centre, the majority described this time and treatment as a 

positive experience:

I go to me meetings, NA meetings, which I can 7 faidt either first and foremost 

what’s helping me to stay dean is Riverview and I do say it i t ’s the catalyst to 

everything if  I didn 7 do me life story’ I woiddn 7 realise where I  went wrong even 

looked at me life you know what I mean like if  I didn 7 do that I know I wouldn't be 

here I could have been going around to NA fo r  years and still not got M’hat 1 got in 

there fo r  six months which was constant therapy ...eh I ’m graduating from there 

tomorrow night, I  got clean sixteen years ago but I wasn 7 really clean 1 was still 

drinking and still smoking hash and I done the NA thing [Eddie, 39]

Ahhough 'back places' represented those places where the interviewees were 

comfortable as they were in the company o f similar others with similar 

experiences, there came a time for most of those interviewees that they wanted 

to leave the back places and return to 'normal' living. Through the drug 

treatment process and their reduced drug use or abstinence from drug use they 

began to view themselves differently, beginning to see themselves as returning 

to 'normal'. Interviewees discussed how they attempted to leave these back 

places as continuing to stay in such environments they continued to view 

themselves as ‘spoiled’ and stigmatised:

I was trying to get away from fo r  the -whole treatment in the clinic [Sarah, 30]

Interviewees also described ambivalence about their identity when they ceased 

illicit drug use but were maintained on a daily dose o f methadone and other
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prescription medications. The ambivalence was concerned with their drug 

using status -  am I still a drug user, or am I 'normal'?

Em it's weird like I  am on methadone and benzo's but I don't see m yself as a drug 

user... I knoM' that sounds weird 1 ju s t see the term stable you know cos 1 a couple 

o f  years back I  used to wrestle with it you're still on methadone you still have a 

long way to go  but you're still on benzo's so you  still are an addict as such but it's 

like the contrast between what I am now to what 1 was then [Brian, 33]

6,3 The Transformed Identity -  From Drug User to 'Normal'

Goffman (1963) identified the concept of'norm al' and throughout this research 

interviewees also discussed the concept o f  normality and what it meant for 

them to be normal. Interviewees frequently discussed their aspirations for the 

achievement o f normality in their lives. They described how the idea o f being 

nonnal was typically represented by the ability to achieve being free from 

illicit drug use; or stabilised drug use through an opiate substitution 

programme; attaining educational qualifications; securing employment; and 

being able to fulfil their role and responsibilities as a mother or a father. The 

construction o f the 'normal' self, resulted in a transformation in how they 

viewed and described themselves as individuals, however, achieving 'normal' 

identity status was met with difficulties and challenges; these are discussed 

later in this chapter.

Changes made to their drug use included reducing their level o f use, opiate 

substitution treatment and abstinence was a crucial factor in the shaking o ff of 

the drug user identity and the construction o f the 'normal' identity. In addition 

to the changes made to their drug use, changes to everyday routines with a 

more structured routine in place o f the chaotic drug using lifestyle. It was
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through their engagement with the previously outlined and discussed treatment 

and rehabilitation programmes that interviewees began to identify them selves 

as ‘normal’ and began to view  them selves in non-stigmatic terms, like the 

'normals' Goffman (1963) described:

I'm completely drug free... I  won ’t smoke hash or take a fucking painkiller at this 

stage... when I  see someone else smoking hash who was on heroin what I ’ve 

learned through treatment and me fucking experience with people is that going to 

any drug eventually they ’re going to go back, tha t’s just me but i f  I  see other 

people but i f  I  ask someone else who isn ’t doing anything they ’II tell me look your 

chances are a lot lower than what mine would be so kinda keep it like that for 

meself not to do anything... I  have a drink on a Saturday with me mates, let me 

hair down or whatever and go out and have a good time but that's about it you 

bwM' [Karl, 29]

As previously discussed, when the interviewees in this study attempted to make 

changes to their drug use, it was generally associated with entering into some 

form o f  'back place' for drug treatment and rehabilitation or due to engaging 

with some fonn o f  professional or personal supports. Siobhan describes how  

her engagement with and attendance at a rehabilitation day programme was 

part o f  her process o f  transformation from where she identified herself as a 

young drug using woman to one where she identified herself as 'normal' and 

N oel describes how he made the transformation to a ‘normal’ man:

When I  went into Solas'*' and after doing the meetings someone had told me in the 

meetings about Solas, I  went up knocked on the door and said I'd like to start this 

programme, so I  went in and they assessed me and done different things and they’ 

started me.It was like it was because I  had routine I  felt a little hit normal because 

I  had somew’here to go every’ day I  was able to get out o f  me da's house... I  wasn't 

A ddiction rehabilitation  day program m e
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being ju d g ed  [Siobhan, 33]

. . from  heroin use I  thought o f  m eself then as an addict a ju n k ie  but after prison  

like and still o f f  the heroin I  seen m ese lf as being not ordinary’ cos I  was still on 

m ethadone but I  was try-ing to do som ething with me life. I  seen West Dublin I 

Project as an opportunity to better me life an deal with things that I  couldn  ’/  in the 

past... but ju s t  trying to get on, hold down a jo b  and ge t on with life. I  want to be  

totally drug free and  alcohol free and have another couple o f  kids... me own 

house... me OMn  jo b ... me o m v  car... and maybe i f  I ’m lucky a business... and ju s t  

be happy and have holidays every'year [Noel, 32]

As previously discussed, attending a day rehabilitation programme allowed for 

the introduction o f  structure and routine into the interviewees’ daily life which 

in turn allowed for the everyday tasks and activities o f  life to be achieved. The 

ability to get up in the morning, eat, shower, get children ready for school and 

attend the programme on a daily basis allowed interviewees to feel 'nomial', to 

feel that they were living a 'normal' life:

A typical day is ju s t coming in here... its good, I'm  ju s t  really enjoying life at the 

moment living a norm al life, ju s t  coming in here going  home having som ething to 

eat maybe ju s t  go ing  on the internet, talking to friends, watching a bit o f  telly, 

going on Facebook, ju s t  kind  o f  looking fo n \'a rd  to the weekend [Gary’, 29]

I  ju s t  want the norm al things I  want eh you know I  want to be able to ge t up in the 

morning go to work hit the gym nothing else really th a t’s it you  know look after me 

kid probably ask him does he want to live here in a while i t ’s up to him like you  

b lo w  [Karl, 29]

Throughout their drug using careers, interviewees expressed feelings o f
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isolation and exclusion as they disengaged from family, peers and community 

life. Interviewees described that throughout their drug use, their social 

networks were mainly made up o f  other drug using peers. Forming and re 

forming new social networks consisting o f friendships and relationships with 

non-drug users were also described as important in achieving the 'normal' 

status:

/  can 7 even remember the last time I left the house, well I have a mate next door 

and I do go into him hut he does smoke hash so I don 7 really like going...I’ve one 

friend that I lost through addiction and I ’m trying to get him hack he was never on 

drugs and a lot of things happened but if  I got hack hanging around with him I ’d  

get an awful lot back, he was the friend who used to help me you know what I mean 

so when I got meself back together there’s a lot o f  mending bridges still to do i t ’s 

hard to forgive meself fo r  a lot o f  stuff that happened I know I'm doing well and 

getting on with stuff just [Tom, 26]

Interviewees described that through the transfonnation process o f drug 

treatment and recovery and the subsequent changes in their lives that they felt 

less a part o f  the stigmatised drug using group and more a part o f the 'normal' 

group which involved being a partner, a mother, a father, a worker and a 

student. Previous literature (Larkin and Griffiths, 2002) has highlighted the 

positive role o f group programmes and in particular fellowship programmes 

such as AA as they allow those attending to identify with others in the group 

and through this process self-worth can be restored. However, the 

identification as 'normal' occurred for some interviewees like Siobhan when 

she distanced herself from NA meetings and began to re-establish her 

relationships with non-drug using family members and peers. Through this 

'distancing' process she reformed or reconstructed the previously held identities
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of 'mother', 'partner' and 'student'. Interviewees questioned which groups their 

alhances were with. This changed over the course o f their drug using and 

treatment careers. Siobhan described how having attended NA meetings for a 

number o f years she no longer wanted to be part o f the NA group and circle. 

She wanted to be part o f  the 'normal' groups, which for her were those groups 

attached to that o f motherhood and student:

At that poin t I had left NA em ju s t because I fe lt being in that room fo r  three years I  

was going as fa r  as I was going to go... 1 knew I M'as going to stay clean at that 

stage I had no desire to use drugs, I  suppose me life was taking a different turn and 

I didn't want to he sitting in that room when I'd hear people  say I'm fifteen years 

dean  five  days a week. I  didn't want to do that, I  wanted to pu ll hack from  that at 

that stage... I was a mother, someone's partner, before I went hack to college I was 

doing the young mother's group I was putting more o f  a focus on being a mother 

being a sister being a daughter and rebuilding those relationships that got 

destroyed in me addiction [Siobhan, 33]

Following on from drug treatment, interviewees described providing a distance 

between themselves and other drug users as a technique employed to live a 

'normal' life. This was not always an easy process particularly if  other family 

members were also using drugs and living in the same household as discussed 

in chapter four (section 4.3.4).

6.4 Identity Transformation

Throughout and on completion o f the drug treatment process, interviewees 

described the construction o f  new identities particularly that of 'worker', 

'student, 'mother' and 'father'. Transforming the drug addict identity to 'normal' 

was described by interviewees in this study as achievable through the securing
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o f employment, the attainment o f educational qualifications and the performing 

o f the responsibilities associated with the identity o f mother, father and partner. 

The next section will describe the processes involved and the outcomes 

associated with the formation o f the 'worker', 'student', ‘m other’ and 'father' 

identities.

6.4.1 The Worker

Interviewees spoke about the role o f employment and educational 

qualifications and how having an education or a job gave them a positive social 

identity and how unemployment and a lack o f educational qualifications 

‘spoiled’ their social identity. The majority o f interviewees spoke about how 

gaining employment and forming their identity as a 'worker' gave them an 

opportunity to identify themselves as someone other than a drug user. Through 

their ability to identify as a 'worker' they moved ever closer to becoming 

'normal' like their families, peers, neighbours and the general public. Being a 

worker also allowed interviewees to identify themselves in a more positive 

m anner and to attach the label o f factory worker, keyworker and youth worker 

as opposed to ‘drug user’, ‘drug addict’ or ‘junk ie’. It was very important to 

interviewees that they were able to describe themselves and their identity with 

respect to what they do for a living:

Eh as a worker when I'm working Id o n 'lfee l thal me identity is as an alcoholic cos 

when I'm not drinking and as an alcoholic when I'm not working it's the boredom  

that can bring you back to the drink you know' but 1 don't fee l that way when I'm 

working cos I'm not ju st sitting at home [Johnny]

Now my identity^ is I'm a professionally qualified social worker and 1 have gotten 

on very’ well and made good positive working relationships with everyone I worked 

M'ith and they have all given me very’ go o d  references and I think that every' one o f
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them would have me hack Marking with them em yeah... I'm a Trinity graduate that 

is a big identity' and I'm a girlfriend in a great relationship, happy, very- 

happy...and a good  daughter and a good sister [Sarah]

The majority o f interviewees had aspirations o f seeking and securing 

employment mainly in the fields o f youth work, social care and addiction. 

However, the current social identity o f  some interviewees conflicted with this 

aspiration. Interviewees questioned if  due to their past and in some cases their 

continued use o f  methadone and other medications that they were suitable 

candidates for jobs, particularly in these caring professions. They questioned if 

due to their previously ‘spoiled’ identities that they could be accepted in these 

employment contexts:

Just fac tory  jo b s  like that you ju st have to go in and do  that like I ’d  be grand hut if  

I wanted to do the jo b  o f  a youth worker things like that I don't think it would he 

appropriate fo r  me to he standing up talking about things like drugs M'hen I'm on 

drugs m eself like you know what I  mean like even though they ’re prescribed you  

know what I mean [Keith, 28 /

As the research participants pursued ‘norm al’ identity status through the 

gaining o f employment, they described how having a job and the identification 

as ‘worker’ was associated with feelings o f responsibility, respect, pride, 

security and stability. These findings were consistent with that o f previous 

research exploring the role o f employment in drug treatment and recovery 

which put forward the link between positive physical and mental health and 

employment as drug users also reported that employment would bring self

esteem, pride, self-worth, a means o f avoiding stigma and a symbol o f ‘normal 

life’ (Ross and Mirowsky, 1991):
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I  suppose you have responsibilily you have il was a lot better than what I ’ve been 

doing the last few  years you know to fee l like you ’re going somewhere you know so 

it feels good... I  wouldn ’t get back into roofing I ’m going to do something different 

hut like i t ’s great you know the kind o f  work I ’m going to take on is with people 

and I  was never good at mingling with people you know so it gives me confidence 

to come here and do the drama class in all i t ’s good fo r  me you know  

[Karl, 29]

Security, yeah security' and ju st you know what I  mean like responsibility as well 

i t ’s a nine to five  you could think about it like that but i t ’s your identity’... your job  

is your identification. I t ’s basically the first thing when you are talking to someone 

new ah what do you work at . . . i t’s ju s t its part o f  you... you need to have it [Neil, 

34]

InteiA'iewees described the way in which employment not only allowed them to 

construct the identity o f  worker but as a worker they were also provided with 

an opportunity for fun and socialisation. This was important as those 

interviewed had experienced isolation, loneliness and sadness throughout their 

drug use as their relationships with fam ily and non-drug using peers had 

becom e damaged and broken;

I ’d  love to have a job  ...your man I  was doing the window's with I ’d  love him to 

ring me. I'm  going to ring meself in anyw'ay ...but a hard grafter and the tM'o o f  us 

got on like a house on fire  w e’d  have a laugh it was like I ’m going to work and I ’m 

going to have a laugh cos we enjoyed what we were doing so we were going to 

have a laugh ]Gareth, 36]

Socialising with different people, i t ’s not only the money i t ’s socialising and 

learning different things feeling like you can do something [Rebecca, 35]
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In addition to the construction o f  the ‘worker’ identity, socialisation, routine 

and structure, employment also promoted the sense o f  independence felt by the 

interviewee. As a working man or wom en in recovery from drug use 

employment also allowed for the fostering o f  respect from other people around 

them in their social settings such as family, partners and neighbours:

Just independence like I  know I  was a drug dealer in all hut even the Garda use to 

say it at least he w'orks do you know w'hat I  mean even they respected me fo r  it 1 got 

more respect than some o f  the other lads I  was with [Tom, 26]

I get up I  get up now and I  go to West Dublin 1 Project... I ’m more positive, I  get 

more positive feedback by ju st different people even me ma, me brothers have a 

better atmosphere towards me like yeah they do they have a better atmosphere, 

more kinda more probably more respect for me now and I  have more respect for 

them. Just getting up and supporting your fam ily and just when you see every'one 

else gelling up and going to work and having cars just sort o f  a sense o f purpose... 

yeah you can have things and afford things you ’re not lying sitting around saying I 

wish I  had this feeling sorry for yourself at least i f  you ’re up doing something you 

can earn the money yourself [Darren, 33[

Employment was also reported to be associated with the promotion o f  a more 

positive mental heahh. Mental health issues and addiction are often described 

as going hand in hand with the concept o f  dual diagnosis“̂ \ As poor mental 

health such as depression was often described as experienced by interviewees, 

the role that employment played in improving mental health was significant;

. . .for me sanity you know cos all me life I  never wanted to work, never cared about 

work you know, but one the work I  want to do is helping people talking to people

■‘’The term used when a person suffers from both a substance use issue and another mental 
health issue such as depression or anxiety.
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listening to them, tMv its responsihilit}’, and three i t ’s great for me kids to see me 

out going to college even at this age you know that really it is you know [Martin, 

39]

Interviewees discussed their aspiration o f securing employment and the 

importance o f being a worker throughout their drug treatment careers. 

Employment provided intervdewees with an activity to fill the day therefore 

leaving less tim e for boredom and risk o f  drug use and relapse. All 

interviewees were in receipt o f some form o f  payment from the Department of 

Social Protection. As discussed in chapter four, many interviewees viewed 

registering for and receiving social welfare payments as a degrading process 

that impacted upon their sense o f self, a stark contrast to the previously 

described personal and social benefits that the securing and sustaining o f 

emplo>Tnent provides to workers. Interviewees described experiencing 

numerous benefits from employment; these included independence; 

socialisation; financial gain; respect; pride; and for some most importantly an 

ability to carry out gender role responsibilities:

I think em independence, knoM'ledge; I ’m trying to think o f  words independence, 

knowledge em satisfaction em happiness and em that’s all 1 can think o f  at the 

moment. I ’d  rather have a jo b  than he on the labour. At least you ’re going out 

and earning you r way in the world rather than ju st sitting around [its[ degrading  

[Keith, 28[

I t ’s ju st the boredom gets to you, the depression ... my partner works you know and  

it makes you fe e l useless like i f  s h e ’s working and y o u ’re thinking it should be me 

supporting the fam ily like you know I should be putting an input into it. Kids learn 

by their m other and father i f  they see you going out to work then they know th a t’s 

what they have to do when they get to that age... but I ’ll encourage them to stay in
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school my young one is saying she wanis to be a vet and I'm  saying you have to go 

to school and then you have to go on to college then you have to do your full term 

in school i f  you want to do that... the tMo o f  them I ’m saying stay in school fo r  as 

long as you can i f  you want to get the job  you want [Josh, 28]

6.4.2 The 'Student'

The role o f  education and the lack o f  education that the majority o f  those 

interviewed had was an issue for consideration and was frequently raised by 

those interviewed. As previously discussed the majority o f  those interviewed  

were early school leavers with a proportion having experienced leaming 

difficulties. Interviewees identified that other factors such as educational 

difficulties and their lack o f  educational qualifications needed to be considered 

and addressed prior to their ability to secure employment:

I ’d  like to he employed and have a job  i f  I  have me em me reading and writing 

sorted out [TomI

...you see this is this is what I  know is lacking in some households, you need an 

education... my oldest brother would have went to university and it was the culture 

in the fam ily and we were pushed to go to university like my mum and dad never 

did but they would have been strongly fo r  you going to 3rd level education, so 

when I  dropped out it kind o f  was like I  suppose a bit disappointing fo r  them and 

then all my cousins they are all nurses and there is a Garda and they all do 

different things, accounts and stu ff [Sarah, 30]

As discussed in the previous section, the construction o f  'normal' identity was 

achievable through the securing o f  employment with the interviewees 

describing their ability to identify them selves as a worker and not a drug user. 

Similarly, the construction o f  'normal' identity was also associated with their
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progression into educational courses at different levels on the National 

Framework o f  Qualifications. Interviewees described a variety o f courses that 

they were currently engaging in or had previously engaged with. The majority 

o f interviewees initially opted for mainstream educational courses at FETAC"*** 

level and level 4"® in subjects such as maths, communications and 

computers, with the majority o f  these interviewees achieving these 

qualifications through an addiction rehabilitation programme:

...in Solas I  go t FETAC level 4 in maths, computers, drama, English and when I  

went up there [West D ublin 2 Project] I'm doing personal development and I'm  

hoping to get a merit in that [Martin, 39]

“Here [W est D ublin 2 Project ] I  have to say here is brilliant anything that comes 

up they let you  know, like addiction studies I  d id n ’t do it this time but I  will do it, I  

knew that 1 couldn  7 I  think it was Tuesday evening in West Dublin 2, I  kneM- I  

Mouldn 7 he able to do the commute that was the thing there I  will definitely he 

looking fo r  addiction studies that's another avenue I  would look at to go down that 

road em like you  know give back,you know kind o f  give back . . . I ’d  like to work with 

juveniles and  catch them before they spiral into that lifestyle I  know whatever I  pu t 

to them they [W est Dublin 2 Project staff] would hack me up 100% [Lizzie, 32]

In addition, addiction studies courses at FETAC levels and 6'̂ * 

HETAC'^^level 7 °̂ were common amongst some o f the interviewees as

■'^Further Education and Training Awards Council. Since 2013 FETAC is now called QQI 
(Quality and Qualifications Ireland)
'*■' Level 3 standard equates to Junior Certificate level and is recognition for specific personal 
and practical skills and knowledge

Level 4 equates to Leaving Certificate standard and is recognition for the achievement o f  
vocational and personal skills achievement

Level 5 is also Leaving Certificate standard and is a vocational skills achievement requiring 
a general understanding o f  the subject matter 

Advanced Certificate -  vocational specific
Higher Education and Training Awards Council. Since 2013 FIETAC is now called QQI 

(Quality and Qualifications Ireland)
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previously they expressed a desire to work in the addiction field as a 

professional keyworker or counsellor or in the broader social care field in 

settings such as youth and community work:

O bviou sly I  like to I ’d  like to g o  fu rth er on with m e education  an d  I ’ve been  

deba tin g  this now  fo r  a while I ’d  like to see  m ese lf  w orking in the community' in 

som e M'ay sh ape o r  form  w hether i t ’s em I d o n ’t knoM' w hether i t ’s  Just a su pport 

w orker o r  whether i t ’s som e fo rm  o f  coim selling o r  w orking with kids or adults o r  

addicts o r  whate\'er yo u  know  what I mean, w orking in som e capacity' like that 

where I  em a skill that was g iven  to me when I was com ing up i f  I  f e e l  like I  want to 

g iv e  som eth ing back... ju s t  from  being around and walking the streets I  can  see  the 

prob lem s that are on the street, you  kinda see w h a t’s lacking and yo u  say I  know I 

mightn  7 he the m ost edu ca ted  person  in the w orld  but I  know I  have som eth ing to 

g ive  so  yeah  that w ou ld  he I ’d  love to be som e so rt o f  community' w orker [R ichie,

33/

As with the securing o f employment and work experience, the attainment of 

educational qualifications served a number o f purposes including allowing for 

the enhanced development o f the interviewees’ sense o f self and self- 

confidence, self-esteem and self-belief Interviewees described how attending 

a community based educational programme and a college course allowed them 

to see and acknowledge their own progression and identity transformation from 

‘drug user’ to ‘student’ and ‘norm al’. Through the transformation o f their 

identities they described how they could now see themselves in a different light 

with more hope for their futures. Interviewees also identified that taking up a 

fijrther education course allowed family members to see the changes they were 

making in their lives through their drug treatment pathways;

/  couldn't believe it an d  every' da y  I  thought look how f a r  I have com e... look a t me

(3rdinary Bachelors Degree level on the National Framework o f  Qualifications

289



now... sitting in class in West Dublin I College, I sort o f never ever seen meself 

there but I  was [Siobhan, 33J

...doing the course^ ‘ I  swear that was the start fo r  me it was only three days a week 

but they give you the incentive... you 're out there mixing and there is light at the 

end o f the tunnel and there is a road and even i f  you make one step on that ladder 

but something M'hen I  look in the past year and a half how fa r  I ’ve come tvm years 

even coming on leaps and bounds even I  done nothing about it god knows where 

I ’d be god knows were me kids would be... I  probably would have had nothing 

[Erne, 36r]

Some interviewees had not yet attended college or an educational institution, 

but as part o f  their treatment plan they expressed their aspirations o f  attaining a 

college life:

/  don 7 plan on staying on methadone, no its one day, I'm taking one day at a time 

that’s one thing I ’ve learned not to run before I can walk, take one day at a time 

em I ’ll address one thing at a time you know what I  mean... me doctor keeps my 

file and i f  there’s anything going on that I  haven't told her she ’11 ask me she ’11 say 

on file you look ready to come dow'n a hit and she ’11 ask me i f  there’s anything 

going on that she doesn ’t know about cos as I  said you 're only fooling yourself. I 

intend on going to college and doing college courses in payroll and things like that 

because you can just be a receptionist doing nothing or you can have something to 

do while you ’re sitting at reception, I  just think it would be good to do something 

like payroll in college definitely 

[Lizzie, 32]

Many o f  those interviewed believed that the attainment o f  educational

Educational, personal and social skill developm ent course designed by a community based 
project and targeting drug users for participation
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qualifications and work experience were important if  they were to embark on a 

journey o f  changing their identity from addict to 'normal' and to maintain this 

desired 'normal' status. As previously identified with employment, a career 

allowed interviewees to identify them selves in a way different to and more 

appealing than the identity o f  the drug user. Interviewees described what it 

was like for them to be in college, getting a qualification and with aspirations 

o f  employment;

I 'd  love to have me career and he one o f them working women [Niamh, 27]

I'd fee l totally better about m ese'f i f  I  knew I  could leave college, I  hwM' I  have to 

look fo r  a job  in all but i f  I  knew then like I'd he dedicating meself to getting a job  

with the qualifications that I  hope to get you know what I mean... as I  said like 

security I  told me kids when I  was starting college why I'm doing this course and to 

he able to turn around in two years ’ time or three yea rs ' time and say I have a job  

from  doing this and to prove people wrong, to prove them doubters wrong that I  

can do something with meself you know what I  mean [Neil, 34]

The typical day for the majority o f  interviewees now engaging with 

educational and college courses was a more structured day in comparison to 

their previous days consumed with buying drugs and using drugs. Replacing 

the drug using lifestyle with college life protected some from the vulnerability 

o f relapse which many claimed was a risk due to boredom and having too 

much time on their hands:

A typical day now is that I  get up in the morning, 1 can wash meself I'm able to get 

me kids up fo r  school, sometimes I  don't want to get up but 1 go down and make 

their brealrfast I  head o ff  to college meself with the group I'm in up in 

Squarebridge and get stuck in try educate m eself a bit more about dyslexia and 

other courses that we do up there. I  love working with a group o f  people. I  come
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home sometimes I  make the dinner sometimes she goes the g\ m or is doing 

something else so I  make the dinner, after that I  usually go to a meeting every 

second night every’ third night ,sometimes I  go out with me friends for snooker or 

bowling [Martin, 39]

Ah i t ’s completely different... get up in the morning go to work come home from 

work em dean the house get the dinner ready, have the dinner ready fo r  the kids 

coming in and dean up after dinner and sit down and watch the telly and bed... 

peace o f  mind is what 1 have peace o f  mind 

[Cathy, 39]

Identity as a worker or student had many beneficial effects in particular, acting 

as a role model to children, an improved quality o f  life and the ability to 

perform gendered role responsibilities:

See M'ith college I'm preparing m eself to get a Job and I'm going to have that like 

them qualifications behind me to say yeah I'm qualified to do this i t ’s like I'm 

giving meself a foundation like a wall to get up on the next level, th a t’s the way I  

look at it. For me future, for me kids future and basically I  want to be a role 

model to me kids. I  want to show that you know what 1 mean this is what you do, 

you go to school, you get an education you go out and get a jo b  do you know what I  

mean say like... I  opened an account, I  never had a savings account when I  was an 

addict I  would have dipped right into it, now I  know that I  haven't got loads but I've 

a few  quid there to fa ll back on... things like that just make you f e d  better about 

yourself you know what I  mean [Neil, 34]

In this thesis, mterviewees described how throughout their drug treatment 

careers they embarked on a journey o f  constructing these identities. In doing 

this they were spending less time with their also stigmatised drug using peer
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group and began to see themselves from a non-stigmatic point o f view, 

essentially they began to view themselves in the same way as 'normals'. 

However, in engaging with drug treatment and educational programmes and 

transforming their identities from drug user to normal, in some cases this 

caused a state o f ambivalence about their identities. Interviewees described 

how when they made an identity transformation, for example from drug user to 

student, they were ambivalent about how they compared themselves to other 

students. They questioned if  they really belonged to this group as they had 

previously adopted the stigmatic view o f themselves;

I don't know, I though t other people had more o f  a right to be a student and to be 

there learning even back there being there doing assignments getting the M'ork log 

finished and still being a mother and the whole lot I just wasn't giving meself the 

credit to say look at what I've done [Siobhan, 33J

Repairing the ‘spoiled’ identity they possessed was not an easy process. 

Interviewees expressed some challenges and barriers in adopting this change in 

identity, with feehngs o f intimidation being a frequent occurrence. Karl 

described how while undergoing a process o f transformation from drug user to 

normal that he often felt intimidated in his encounters with other 'normals' and 

how this experience o f intimidation may block the desire for change in identity: 

It does intimidate me you know because o f school and stuff you know I ’ve a few  

friends who are doing youth work from Bodentown and that they’ve been through 

the same as me and they have to get a lot o f  help with stuff you blow  like staff 

meetings in all there will be all staff sitting around and you ’U feel a little hit lower 

than them you know because o f  your background and theirs is probably different 

and they ’re sitting there in a suit, 1 wouldn 7 wear a suit, and it would be a little bit 

intimidating for them and it would for me that would be a little barrier fo r  me...
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but I ’d  fucking get through it you know [Karl, 29]

6.4.3 The 'Mother' and 'Father' Identities

The idea o f wanting to be normal and to have the normal things in life was 

what most o f  those interviewed aspired to. The idea o f normality included 

having a job and doing an honest day's work which was a fit with what was 

expected o f them as a m other and a father. Being able to fulfill the traditional 

view o f the male and female roles and responsibilities was important to those 

interviewed. Being a good m other and father and perfom iing the attached 

responsibilities was both an influence o f  and a desired outcome o f  their identity 

shift with interviewees describing how good it felt to be a mother and a father 

and to carry out all the responsibilities attached to the mothering and fathering 

roles:

I like meself now you know... /  get up in the morning and I  know life is still 

stressful raising kids having a home paying bills in all that but I'd rather be doing 

that than out trying to score... its nice I  know who I  am I  want to he something, i t ’s 

a pity I  didn't know this when I  was a kid but like the sort o f  the way I  look at it is 

that I've been given a second chance you know what I  mean and I  intend to take it 

[Neil, 34]

You feel good about yourself you ’re earning your money like instead o f  being on 

the dole like and then you have more money to spend on yourself and the kids 

instead o f  saying no I  can 7 get you that I  haven’t got the money at least you can 

get them something i f  they need it [Rebecca, 35]

Female interviewees described how their identity as a wife, a mother and a 

worker was important, identities that they strived to construct in replacement of
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the drug user identity. As a mother they did not want to identify as or be 

identified by others as a drug user and in particular as a drug using mother, 

they just wanted to be identified as a normal mother fulfilling the 

responsibilities expected o f  a mother. Making the identity transformation from 

drug user to mother was not only important for them but also for their children; 

To think o f  the kids w'hen they’ 're older hearing that their m other is a drug user is 

horrible. D n a wife and a m other and  I  was a drug user. It fee ls  horrible you  have 

no proper income fo r  yo u rse lf no proper stability fo r  yo u r children... you 're bored  

sitting at home all day looking fo r  things to do, you  don't fe e l like a good person, 

well I  don 't anyway sitting a t home is ju s t  horrible it didn't fe e l nice still doesn't 

fe e l  nice and  especially like it was the week before I  got m arried I  wanted to he 

there as a mammy who was working and married [Mary, 27]

Just as a m other now Just getting  on with things and that you  know... a mother 

lhat's who 1 am yeah a m other and a daughter yeah m other and a daughter the 

both o f  them mean an awful lot to me and me fam ily [Rosie, 36]

Interviewees discussed the expectations o f  them as a male or female 

particularly with regard to their parental and care giving responsibilities as a 

mother and a father. The expectations o f  a mother and father were formed on 

the basis o f  their own experiences o f  parenthood as modelled by their parents 

and the wider society. Interviewees discussed how through their drug 

treatment careers, and shifting their identity from drug addict to 'normal' that 

they were better able to perform the role o f  a mother and father and essentially 

retumed to what they believed was expected o f  them;

The M m ’ 1 seen it grow ing up with me mother, me m other was always the house 

worker and  me da always went to work, th a t’s the way I've seen it so I've inherited  

that p a rt o f  it you  know  but I've no I  mean it doesn  7  bother me i f  a woman goes out
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to work yo u  know  it wouldn't bother me you know, but that part o f  it that would  

bother me is whose m inding the children whose picking the children up from  

school whose feed in g  the children you  know so you 'd  hare to sort o f  like i f  my wife 

v t 'a .?  to go out and  get a jo b  during the day with me doing nights so it would sort o f  

suit cos I'd  be there during the day and  she'd be there during the night you  know  

which she had  a jo b  there a couple o f  years ago and th a t’s the M’ay it worked which 

was grand  you  know [Johnny, 42]

Like you  ’re back out doing what you  ’re supposed to be doing th a t’s what I  think 

most men should  be doing... be out there supporting their fam ilies like you  know  

well that's what I  think they should be doing th a t’s what I  think I  should be doing  

and what I  want to start doing now [Johnny, 42]

Demonstrating to other people that they can fulfill the mothering and fathering 

role was very important as this again was an opportunity to represent a turning 

point in how they view ed them selves and how other people they encountered in 

social settings view ed them also:

Stability in yo u r life and i f  you  have kids it makes you  able to provide fo r  your  

fa m ily  and  give them the best they desen 'e and seeing me get on with my life shows 

people  that I ’m not such a bad person and that I  can do it [Noel, 32]

The construction o f  the 'mother' and 'father' identity was not only achievable 

through drug treatment but was also achievable through educational 

engagement which allowed research participants to attain qualifications to 

further their prospects o f  attaining qualifications higher up the National 

Framework o f  Qualifications, which not only improved their opportunities for 

employment but also had the purpose o f  allowing the interviewee to be seen as 

a role model to their children and to be better able to provide for their children.
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Acting as a role model to their children was a knock on effect from the 

construction o f  the 'worker' and 'student' identities:

I'm doing a Diploma in Drug and Alcohol Studies part time and I'm hoping when 

that's done to keep going forward the only way to keep yourself M'ithin things and 

within good career prospects and opening doors fo r  me is through constantly 

educating meself and plus being a role model to me kids they 're able to see M'ell me 

ma is still in college that is really important to me [Siobhan, 33]

Again, their aspirations about how to achieve drug free status was associated 

with their children, fam ilies, education and career and employment hopes. 

Interviewees discussed their desire for a transformed life to allow them to be 

with their kids and perform the responsibilities attached to their parental role:

I don 7 know just to have me kids back living with me, do a Diploma in Addiction 

Studies and get a job helping people. I'm content with being drug free, me and me 

kids being back together and a job... I ’m not asking fo r  loads [Lynn, 34]

Interviewees described how performing the role o f  mother and father was 

associated with the transformation to a normal identity and being able to live a 

normal life. The idea o f  being normal was associated with a lifestyle that did 

not involve drugs and instead was focused around their discussion o f  what their 

typical day now involved. This typical day was primarily associated with their 

care giving responsibilities. The idea o f  being normal was also associated with 

their aspirations o f  being a good parent with a home, a car, and holidays:

A typical day is just like everybody else i t ’s great it is I  get up in the morning i f  I'm  

staying in me girlfriend's house me baby is over there, M'ell she's not a baby now 

she 'II be four in July. I  get up in the morning get the baby up get her dressed like 

leave her with the nanny probably come home then for work well fo r  here like I  just 

have loads o f  time on me hand’s cos you're not running around behind anyone’s 

hack. I can drop into a mate me old mates like mates from the past that you lose
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throughout your years o f being up to no good eating proper dinners like breaJrfast 

and dinner like you know... i t ’s just good like you know [Johnny, 42]

To be able to look after the kids and live a nonnal life without it having to revolve 

around drugs [Rebecca, 35]

By working they believed they were also acting as a positive role model to 

their children. Throughout their drug using careers interviewees would not 

have identified themselves as a positive role model instead they experienced 

shame and guilt about their parenting throughout their drug use which often 

resulted in their children being cared for by another family member or the 

State:

/  think i t ’s good for the children fo r  them to see me getting up and doing something 

cos if  they just see me sitting at home they'll think when they grow up that that's, ok 

cos me ma did it my ma didn't work it was only when I did it meself that I realised 

ok right you have to get out and work I don't have I need college behind me to get 

the jo b  I M'ant. Me daughter even says that mammy is going to college this year... 

she does be telling people she thinks that’s great [Mary, 27]

6.5 ‘Normar Identity Status

Through the drug treatment process, attainment o f educational qualifications, 

gaining o f  employment and work experience, interviewees identified as 

'normal' with the typical day no longer centering around drug use and 

criminality. The research participants cited many benefits having achieved the 

transformation o f  identity from 'drug user' to 'normal'. These benefits mainly 

included a more positive sense o f self, a sense o f self-belief and self-respect. 

Research participants described how they no longer felt inferior in comparison
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to other people but instead felt equal to those around them. Eddie described 

how his transformation resulted in a new identity where he now felt that he was 

on an equal footing with other people;

I ’m hack in the g jw  now again cos I  feel like I ’m letting meself go I  go out and eat 

meals where I  d o n ’t feel when I  came into recovery first I  felt as i f  I ’m not good 

enoiigh to eat in this restaurant where now I  can go into any restaurant and feel 

comfortable and fit in 1 never used to he ahle to talk to people like yourself cos 

you 're in a higher place M'hen 1 came into you first to start West Dublin I Project I 

was so ner\'ous, I ’m not n en vu s now... I ’m equal there’s no one lower than me 

and no one higher than me and I  fee l equal, I  don 7 have to put people down 

sometimes I  fall short sometimes I  slag people and I  fall short you know what I 

mean I  don 7 mean it maliciously or anything i t ’s Just to make me laugh or them 

laugh and sometimes they don 7 take it right and I  apologise [Eddie, 39]

Some interviewees, like Karl, described their changing identity and the 

corresponding change in how they viewed them selves. Having once feU 

ashamed about his identity he now describes h im self in a more positive 

manner. The recovery process allowed interviewees to begin to experience 

feelings o f  being normal and through this they regularly described themselves 

as being a somewhat different person to how they were previously while using 

drugs and alcohol. Some described them selves as being a different person to 

how they were previously, as i f  the life they previously lived was someone 

else's life:

Em I  think I ’m a decent person you know' I think I ’m I  remember through me 

addiction I  do have flashbacks looking in the mirror I  wouldn 7 say I  couldn 7 look 

in the mirror I  could. I ’d  see a fucking skeleton standing in the mirror now I  say 

hold on a minute you ’re not a fucking bad person you know the things I  do every 

day builds me confidence you know, i f  I don 7 do something le t’s say I  miss work I
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want to know why, why didn 7 I  turn in today is there a reason fo r  it am I  slacking 

o ff you know but before I  didn 7 give a fuck you work what's that so me identit}’ is a 

lot more confident and a lot more able fKarl, 29]

I've actually come that far that to think that that actually happened in me life is 

surreal, the fact that it was happening in me life was surreal but now that it did 

happen i t ’s like describing someone else's life it feels like a million miles away and 

I  suppose I  stay grateful for what I  have all the time... I  don't. I've lost I  suppose 

the desire to use drugs, I  don't desire to use drugs anymore... that part o f  me life is 

gone em do I  still work on m eself yes I  do, do I  still work on me inner strengths me 

personal inside, yeah all the time I  constantly work on meself to see how I  can he a 

better person to see M'hat I  can give to other people and I  do that as well for me 

ju st so that I  will never go hack there fSiohhan, 33J

Having com e through drug treatment and made the transformation from drug 

user to 'normal', interviewees now described them selves as being a different, 

and a totally different person. As previously discussed, interviewees described 

how when using drugs they were living a double life, making it difficult to 

have a clear sense o f  se lf  and identity:

Well life is ju st so much easier you know you're not hiding. When you're a drug 

user it's like being tM'o different people, one person when you're aroimd every'one 

and then a different person when you're not around them doing your own thing... 

like I  ju st f in d  life a lot easier, people have a lot more respect for me, a lot more 

time for me you know and I'm ju s t a lot happier now I  can look forward to life 

instead o f  being stuck in a rut I  can look forw ard to me life set down me goals and  

do what I  want to achie\'e fRobert, 27]

Not only did they view  them selves differently and more positively but they
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also described the change in other people's opinions o f  them. The sense o f  se lf  

belief and self-respect plus a sense that others particularly family, children and 

neighbours, also had belief in their abilities was one such outcome. Also the 

idea that they now had a positive identity peg in being able to say that they had 

a job, an occupation and a more positive label or peg that they could describe 

them selves as. Interviewees described here how their engagement in a job or 

programme allowed people around them to see them in a different light which  

led to increased feelings o f  respect and support:

I ’m com pletely different now  you  hwM' i t ’s great ever\'body says it to me and  

everybody has so much more respect fo r  me yo u  know i t ’s ju s t great like you  know  

yo u r family, yo u r  girlfriend everybody you  know fN athan, 29]

When I  was on drugs the neighbours you b io w  they..- they are completely different 

now towards me now where when I  was on dn igs I  wouldn  7 even get a hello out o f  

them, I ’d  get dirty looks now  there like you  knoM' they'd be standing out talking to 

me f  Cathy, 39]

How the interviewees changed their identity and reformed their 'spoiled' 

identity was also linked to their self-belief, the belief in their own abilities and 

in who they were as people:

Self-belie f  w m  always a big thing fo r  me do you  know what I  mean like people  

always said you  can do it but 1 didn ’I believe in m eself that I  could even get into 

college go ing  fo r  that in ten iew  like that was three or fou r months before it and I  

was shaking you  know what I  mean. I  ju s t w’anted to achieve som ething I  wanted  

to ju s t  the feeling o f  knowing yeah I've done that, the feeling o f  se lf-be lie f was 

great, m ore se lf-be lie f believe in m eself m ore that I  can do it and I'm able to do it, 

people  seem to believe in me very' easily but fo r  a long time I've knocked m eself 

down hut it's got better but there still would be som e things that I  w ould say could 1 

do that or would I  be able to do that... so I  need to believe in m eself more and give
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meself that chance [Neil, 34]

Those who have achieved the transformation from the drug user to 'normals' 

described what it meant to them to have made the transformation from the 

stigma o f drug use. Interviewees perceived and described themselves 

differently as did other people when they stopped using drugs. They had 

returned to a previous identity or constructed a new identity. They felt better 

about themselves and no longer felt that they had a 'spoiled' identity:

Looking back now I don 7 know how I  done half the things I d id  completely me 

sister now does say to me now when 1 firs t stopped go t off drugs like they were all 

saying the real Cathy is back your back to yourself you b iow ... but em I was that 

young when I was on drugs 1 can 7 remember what I was like you know before 

drugs I don 7 know what I was like [Cathy, 39]

In discussing their drug treatment, interviewees reflected on their progress 

through drug treatment and rehabilitation and how their lives have changed 

substantially in that time. Interviewees described feeling better about 

themselves, feeling more confident and believing that they are in a better place. 

This is described here by Cathy;

I t ’s three years now eh strange different I ’m only really getting to know m eself and  

you know the kids and that are now at f irs t it was mad it was mad like you know  

ju st your natural feelings in me whole body everything Just where I ’m at now... I ’m 

in a good p lace ]Cathy, 39]

6.6 Social Acceptance

Interviewees spoke about their desire to be accepted and the importance o f 

being accepted within various social settings including family, college.
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em ploym ent and com m unity. Being accepted  m eant that they held a place in 

society, a social standing. As discussed in this chapter, treatm ent centres, 

clinics and rehabilitation program m es represent in this thesis C offm an 's (1963) 

concept o f  'back places' and in such places drug users share an environm ent 

w ith sim ilar others and w ith sim ilar experiences. However, C offm an's (1963) 

idea o f  the 'forbidden place' is also relevant and applicable in this thesis. 

Interview ees identified that the construction o f 'n o rm a l' identity w as achievable 

not only through abstinence from  and reduction in illicit drug use and opiate 

substitution treatm ent but also through their ability to secure em ploym ent and 

attain education qualifications. C offm an 's (1963) concept o f  the 'forbidden 

place ' refers to  those places that the stigm atised person is forbidden from. In 

this study, m any interv iew ees believed that due to their drug using and drug 

addicted pasts or current use o f  m ethadone and other prescription m edication 

that the w orkplace w as a forbidden place and as such this was a place where 

their drug using history could not be revealed or else they w ould be forbidden 

from this environm ent. C oncealing past drug use and current m ethadone use in 

the em ploym ent sector was identified as posing a m ajor difficulty  in the 

transform ation from  drug addict to 'normal'. Securing em ploym ent was 

identified by in terview ees an indicator o f  social acceptance:

I feel as i f  because I've worked before in offices, I like i f  people need or want me 

input it makes me feel I think important and that my input is important and that 

people  are willing to g ive me a chance cos I  know well I'm always saying it's very' 

important to me [Kerri, 32]

Due to the stigm a associated w ith illicit drug use and m ethadone use they 

believed that they had to conceal this past and current use from  an em ployer if  

they w anted to  be accepted as ‘no rm al’ in an em ploym ent context. They
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believed that employers viewed them negatively due to their previously 

‘spoiled’ identities. Being on methadone and revealing this was a fear that 

some people had with respect to being accepted into a work environment as 

described here by Gary and Paul:

You see th a t’s it 1 d o n ’t know I  d o n ’t know whether they'd accept me being on a 

methadone programme f  G an’, 29]

I f  I  was to answer the application honestly they’d  look at it and say right he's on a 

maintenance for drug taking there's nobody in their right mind Mould take 

somebody on like that because it doesn't look I  wouldn 7 take somebody on that 

was a drug addict basically because i f  I  was in there position and I hiow  a lot o f  

people who are stuck with once a junkie always a junkie. That they ’re not going to 

be on time, not going to be reliable or punctual they will be fo r  the first week the 

first two weeks maybe i f  I  was looking to employ someone it would not be an addict 

I would be looking to employ i f  1 had fen applications there is no way I ’d choose 

the addict even i f  he was more suitable except fo r  the addiction part [Paul, 34]

In the previous chapter, interviewees described the lack o f  knowledge about 

addiction on the part o f  their families which sometimes impacted upon the 

supports they received from them. Similarly, interviewees described the 

inaccurate and stigmatising perceptions o f  employers to be based on a lack o f  

knowledge, awareness and understanding o f  drug use, addiction, methadone 

and drug treatment recovery processes:

You see the stigma o f  people in addiction a lot o f  people don 7 understand it. 

The)’’re sly, robbers, not dean about themselves, all over the shop, no drive, 

nothing... the usual [Lynn, 34]

Interviewees also believed that being on methadone also added to the
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discrimination they experienced and expulsion from the labour market:

Well at the moment it would he me methadone that would definitely I  mean whose 

going to give someone a jo h  tha t’s on methadone telling you to get your act 

together and this and that they’d  say fuck her she's on the stu ff herself so I  think 

that would stop me now and with me previous charges that would definitely stop so 

there is yeah I  think with all those things when 1 come o ff me methadone it will he 

me charges really and me past I  c a n ’t change it there’s nothing I  can do 1 get 

better every' time and 1 do feel it would stop [Emer, 36]

Em well I  think like i f  you ’re going for a job  as a youth worker or something like 

that and you ’re on methadone it doesn 7 send out a good message fMartin, 39]

Interviewees described how attending a methadone clinic at designated times 

posed a barrier in the securing o f  employment and formation o f  a new ‘worker’ 

identity and in turn their acceptance within mainstream society;

I think it could be with their hours... it depends on what hours they have to go to 

cos some people are on the night clinic and that 1 think goes from four to seven 

o ’dock, i f  they were working I ’m sure that the boss would have something to say 

about their hours and mostly they would be hiding that, they would be definitely 

hiding that, so for them to get o ff work a bit early and make it up there and get 

their methadone maybe make it back to work too I ’m not really sure ...it definitely 

could be a problem fKevin, 39]

Interviewees described wanting to be socially accepted within the educational 

and college sphere. Being accepted onto a college course was identified as 

being a significant time in their drug treatment careers and identity 

transfomiation process as it was at this time they were recognised and accepted 

as ‘normal’:
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WJien I knew then I  was being accepted into college that made a difference as well. 

The inten iew was good I  got the little sheet saying 1 was accepted and I  was on 

child  nine coming out... delighted with meself. They said ‘right w e’re accepting 

you I  was shocked I  walked out and said to meself like when I  filled in the 

application with me keyworker 1 said I  actually said to meself after filling in the 

application I  won V get accepted do you know what I  mean [Neil, 34]

Neil went on further to describe what this meant to him:

/  was actually going to be something that I enjoy doing that 1 want to learn and 

then 1 don't know after leaving school I  had a lot o f  doubts about meself I didn 7 

believe in meself that I could get it the self-belief was a big thing for me and when 1 

was told I  had it I was nearly going to ask them again, are you sure'^When they 

gave me the piece o f paper saying I  was accepted I  just walked out with a smile on 

my face and then I  got the bus back to me course and told me keyw orker and 

everyone on the course was very happy for me... it's a big thing you know accepted 

into 3"̂  ley-el education after leaving school [Neil, 34]

Sarah described how the surroundings o f  the university she attended daily 

motivated her to continue on her path o f  recovery as this was the sign that she 

was also accepted as ‘normal’ in mainstream society:

/  used to walk through Trinity every’ day... that Mas a big thing that spurred me on 

]Sarah, 30]

Although, attending college or further education courses and the attainment o f  

educational qualifications represented a significant time in the identity 

transformation process, there was still a challenge posed to this identity shift 

for some as they continued to feel at a disadvantage due to their drug using 

history despite their acceptance in a variety o f  educational contexts:
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/  have to prove myself all over again I feel like the past four years at this moment 

to go through this the past four years are kind o f  just being brushed aside and i t ’s 

kind o f like what did you do before it in the past four years you are being trained 

its long days and a crazy’ amount o f work you have to do em and you ’re being 

trained like in skills and becoming more professional and its like that doesn't 

matter that has been taken av>’ay now I had to go back to like when I was 

wlnerahle so i t ’s taking me longer cos o f that cos I have to go for medicals em 

which they' can't arrange fo r  a month so i t ’s going to take me about four months 

longer than other people to get registered plus I have to get character references 

[Sarah, 30]

6.7 Conclusion

This chapter has provided an overview of and a discussion o f the drug 

treatment careers as experienced by the interviewees in the context o f 

Goffman’s (1963) theoretical concepts o f ‘transform ation’ ; ‘norm al’ and ‘three 

types o f places’. All interviewees had embarked on a career o f  drug treatment, 

mainly on a voluntary basis but in some instances the time spent in drug 

treatment was involuntary and on the basis o f conditions placed on them from 

family and the Irish Courts Service. The drug treatment places encountered by 

the research participants were many and varied and included residential 

treatment centres; day rehabilitation programmes; in-patient and out-patient 

detoxification; opiate substitution treatment; and self-detoxification. 

Coffman's (1963) concepts o f ‘transform ation’ and ‘three types o f  places’have 

been utilised to highlight and discuss the varied recovery processes 

experienced by the research participants. Interviewees described feeling 

comfortable and at home in the often negatively viewed ‘back places’, as these 

places were occupied by similarly stigmatised others. Due to this, the research
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participants described how, as drug users they did not have to conceal or cover 

up their drug use. Despite the feeling o f comfort in the encountered ‘back 

places’, they were also often described as further stigmatising and some of 

those interviewed made a deliberate effort to break away from such places.

Exit from a drug using career and entry into a career o f drug treatment was 

associated with a desire to shake o ff their identification as a drug user and to 

replace this identity with more 'normal' identities. The 'normal' identities 

strived for included the identities o f  'worker' through the securing o f 

employment and work experience; 'student' through the attainment of 

educational qualifications; and 'mother' and 'father' through the ability to 

perform gender specific roles and responsibilities. The processes involved in 

the adoption o f these identities has been outlined and discussed. Through the 

construction o f these identities, interv iewees adopted the non-stigmatic view of 

themselves, identifying themselves as ‘norm al’ with indicated benefits for 

themselves and others around them following the transformation. As a 

‘norm al’ they longed for acceptance in a variety o f social settings including the 

family, neighbourhood, educational and employment.

Chapter seven discusses the professional and personal supports that the 

research participants received throughout their drug treatment and 

‘transform ation’ process. These supports are described in the context o f  the 

concepts termed the ‘w ise’ and ‘sympathetic other’, proposed by Goffman 

(1963). Chapter seven also discusses the stigma that research participants 

experienced while engaging with treatm ent and other healthcare providers.
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7 Professional and Personal Supports

7.1 Introduction

Chapter six has described and discussed how drug users, as stigmatised 

individuals, underwent a process o f ‘transform ation’ through the varied 

processes o f drug treatment. Through the process o f  ‘transform ation’ the drug 

users in this thesis attempted to shake off the ‘drug user’ identity and to 

construct new identities in the form o f the ‘worker’; the ‘student’; the ‘m other’ 

and the ‘father’. In Stigma; notes on the management o f  spoiled identity, 

Goffman (1963) discussed two categories o f  people in the lives o f the 

stigmatised, who mainly supported and treated the stigmatised as ‘norm al’. 

These people are referred to by Goffman (1963) as the ‘w ise’ and the 

‘sympathetic other’. In the context o f this thesis, the ‘w ise’ people in the lives 

of the interviewees included family members, partners, friends and 

professionals. The ‘sympathetic other’ included those people in their lives who 

also experienced the stigma o f drug use and mainly consisted o f friends and 

siblings.

This chapter will discuss G offm an’s (1963) concepts o f the ‘w ise’ and the 

‘sympathetic o ther’ in the context o f the professional and personal supports 

that the research participants received throughout their drug treatment and 

‘transform ation’ process. This chapter will also discuss the stigma that 

research participants experienced as drug users while engaging with treatment 

and other healthcare providers.
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7.2 The 'Wise'

Goffman (1963) refers to two categories o f person who treat the stigmatised as 

‘norm al’. The two categories are referred to as the 'wise' and the ‘sympathetic 

other’. According to Goffman (1963) the concept o f the 'wise' refers to people 

who do not share the stigma or the associated experiences o f the stigmatised 

but through their connection with the stigmatised do not treat them any 

differently and in fact they treat them as normal. In treating the stigmatised in 

this way, the stigmatised in turn feels normal and therefore does not feel any 

shame about their stigma and does not have to cover up their stigma or enter 

into a process o f ‘passing’ or the use o f  any ‘techniques o f information 

control’.

The concept o f the 'wise' as proposed by Goffman (1963) was also evident in 

this study and can aid our understanding o f the role o f personal and 

professional supports in the drug treatment process o f the drug user. In this 

research the 'wise' tended to be people who were closely connected to the drug 

user and included family members, partners and friends. In addition, 

professional addiction service providers working with and advocating on 

behalf o f the drug user were also identified as 'wise' as they treated the drug 

user as ‘norm al’ and the drug user could be themselves in the presence o f these 

professionals.

Goffman (1963) suggests that before becoming 'wise' the nonnal person must 

pass through a heart changing personal experience. In doing this, the 'wise' 

shares some o f  the discredit o f  the stigmatised person. This can lead to two 

different responses. Firstly, the 'wise' experiences the world o f the stigmatised
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but with diminished intensity, and secondly, the 'wise' might avoid or terminate 

connections with the stigmatised (Goffman, 1963).

In this section, the types o f 'w ise ' encountered by interviewees in this study will 

be discussed. In this thesis the types o f 'wise' included family members, 

friends, partners and drug project workers including keyworkers, counsellors 

and after care workers. This thesis will also discuss the 'wise' that lived within 

drug users’ worlds and shared their experiences and also those who terminated 

contact. The benefits o f the interviewees’ relationships with the 'wise' included 

being treated as normal, and therefore reducing or eliminating feelings o f 

shame, they did not have to deliberately pass and they did not have to employ 

techniques o f information control.

7.2.1 Professional Supports -  The 'wise'

Professionals and service providers formed a type o f 'wise' that the 

interviewees developed relationships with. Professionals seen to be 'wise' 

included teachers, Gardai, counselors but were mainly treatment and 

rehabilitation keyworkers, project workers and support workers. The 

relationships formed were described as playing a crucial role in the 

interviewees’ recovery processes. Interviewees described their experiences o f 

engaging with professional support structures as mainly positive, but for some 

these relationships acted as the source o f further stigma, negative attitudes and 

discrimination. This issue will be discussed later in this chapter. The bonding 

o f the relationship with the worker was described as an important factor in the 

recovery process o f interviewees and one that has long been rem embered by 

some. Interviewees described the importance o f  bonding with counsellors and
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doctors when accessing an addiction service in their efforts to become drug 

free. The positive supports counsellors and keyworkers offered to research 

participants throughout their drug treatment careerswere specifically  

mentioned;

I ’m working on it with my counsellor hut it's been a really tough year em i t ’s you  

know I ’ve suffered with severe anxiety attacks I  don  7 go outside the door unless 

I ’m going fo r  me counselling but I ’m making good progress you  know its sm all 

steps hut I  can see it in maybe the last tw'o months even [Abbey, 42]

Research participants also spoke about how having built up a relationship with 

one worker, that when the worker moved on or left the organisation and was 

replaced by others, this effected their recovery from drug use. Unfortunately, 

this was a com m on occurrence described by the majority o f  interviewees;

Sometimes I  can 7 click with counsellors I  wouldn  7 open up properly to them I had  

one counsellor who I  really opened up to and go t on with. She M'as an American  

girl and  I  had an appointm ent one Wednesday in the Ainsley^' [clinic] I  had an 

appointm ent one Wednesday and I  went up to meet her and then all o f  a sudden she 

was gone went back to Am erica and  1 was lost. Then they tried to give me another 

one and I  couldn  7 ...she M’as really cheeky like you  shouldn  7 be doing this and you  

shouldn  7 be doing that, y o u ’ve to do this and y o u ’ve to do that, and  it ju s t  didn  7 

f t  with me like where she M'as letting me take baby steps you  know' to get to me 

goal eh she actually go t me clean with the doctor I  had at the time Mr. M ullen he 

was brilliant and  like between the two o f  them they got me clean fo r  about a year  

]Billy, 32]

In contrast, the research participants in this study also described the forming 

and maintaining o f  relationships with professional workers over a number o f

’"HSE methadone clinic
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years. Gareth described the relationship he formed with a worker from a 

residential centre which was maintained over a number o f  years although he 

had completed treatment and since relapsed. Gareth continued to be offered 

the supports from this worker and the service he worked with despite a relapse 

to illicit drug use:

I  was homeless about three m onths and  I  was sitting in Failte^^ it mvs about seven 

o'clock in the m orning I  was on m e phone even though 1 was strung out... I  could  

always get gear, peop le  still trusted me to give me gear on tick... but I  was sitting  

there having me breakfast saying what am I  going to do now I ’m sick o f  this 

fucking  shite year in year out i t ’s the sam e I  was about 28 an eh next o f  a ll me 

phone rang hello hello Gareth i t ’s Father D avid and  Father D avid  runs 

Edenmarsh^"* and he goes Gareth look I  seen you  walking down the main road in 

West D ublin I the other day and I'm  really, really, w oiried  about you  and I  know  

all the times you  ’v f  been here he says I ’ve grown really fo n d  o f  you  and so have 

the s ta ff he said and we 'vt; made a decision he said that i f  you 're willing to do it 

w e ’ll be willing to take you  in. I  said yeah thanks a h i  D avid what do I  have to do  

how long do I  have to wait he said, 7  tell yo u  what leave yo u r phone on a ll day', 

and at three o ’d o c k  that day he rang me and  said, 'where are you  make yo u r  vim ’ 

up to the headquarters o f  Edenm arsh beside the train station make yo u r  m o v  there 

fo r  fo u r  o ’clock w e ’ve a bed here fo r  y o u ’. I  couldn 't believe it so I  went up and  

had me bags with me [Gareth, 36]

The building o f  trust was also described as an important factor for 

consideration in the relationship building between the drug user and the 

professional worker. Interviewees described how the development o f  trusting 

relationships in their pasts was not a common occurrence for many and how

’̂Homeless agency located in Dublin’s city centre 
'"'Total abstinence residential rehabilitation centre
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they had to leam  to develop this trust with a worker over time and through their 

recovery from drug use:

Not totally open cos I  was a bit in denial m eself at the start saying I  had a slip then 

maybe another week 1 had a slip and before I  knew it they suspended me. They biew  

what was happening hut you know me 1 was trying to duck and dive but it was a 

relapse and I'm  sorry now after being there that I  d id n ’t ju s t tell them straight 

away I ’m starting to relapse I  could have prevented m eself being suspended 

without pay or whatever between here and I  started linking back in with me 

counsellor up in the project [Emer, 36]

The majority o f  interviewees stated that their experiences with the 

professionals who supported them throughout their drug use and recovery were 

mainly positive and supportive in nature with professionals supporting them to 

recognise their drug use and their addiction and to make changes to their drug 

using behaviours and lifestyle. Interviewees also described how the supports 

they received from their counsellors allowed them to identify the problems 

associated with their initiation and further progression into problematic drug 

use and to subsequently enter onto the road o f  recovery:

Yeah like again I  know they say addiction makes you very' selfish but I  mean I  could 

see the hurt I  was causing other people and I  don 7 know I  think em it was when I  

started linking in when I  started talking to counsellors and when I  started saying 

things out loud and I  started hearing meself speaking y o u ’d  kind o f  M-alk o ff  then 

and go Jesus cos i t ’s like when you ’re in fid l blown addiction i t ’s like you have 

your fingers in your ears and you don 7 want to hear h a lf the stu ff that's being said 

but when you speak to a counsellor or you speak to anyone and you can hear your 

voice and then later on I 'd  hear meself saying it again and I ’d  go ah something has 

to change I  can 't keep going on like this [Richie, 33J
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What helped me change was people and people saying you know you hare gol a 

problem you're on a methadone programme and 1 remember being disgusted like 

with her [keyworker] that’s how 1 got started she got me linked in with a drug 

project and 1 always ju st wanted to be... 1 biew  that I  didn't want to be isolated or 

a bad person but when I  started getting more positive people around me tha t’s 

when I  began to shift and then just getting stronger and stronger and getting a bit 

o f  power over my own body like with the methadone you know I  used to detox o ff 

quicker than what the doctor was detoxing me em [Sarah, 30]

The majority o f  interviewees not only echoed the above responses regarding 

their positive experiences with professionals and how they positively impacted 

on their drug treatment plan and programme but even went further to say that 

the supports o f  the community based special status community employment 

rehabilitation projects that they attended saved their lives as described here by 

Josh and Billy:

Life is ju s t much better without this place I ’d  be lost I ’d  be dead you know without 

this place I ’d  be dead or something cos i t ’s all I  have . . as I  said things aren 7 good 

at home, I  c a n ’t even sit in the same room as them [nieces[ i t ’s very awkward it is. 

The programme is great I  think it saved a couple o f  lives to he honest [Josh, 28[

Well I'm still active like I  don't use as much like as M'hat I  did before I  came here to 

the Drug Project like i f  I  hadn't been here I  reckon I ’d  he dead I  would have been 

found  dead but since I  came here it's ju st gone down [level o f  drug use] [Billy, 32]

Robert described how he attempted treatment and recovery without the 

professional supports o f  rehabilitation services and workers, and did not 

achieve any long lasting change. His ability to maintain recovery was 

enhanced with the professional supports he later received through an aftercare
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programme:

I  never got any supports, no I ’d  ju st go over by m eself get it done and come back 

and try' and beat it all meself like you know' you need supports after it though you 

know. The difference is the aftercare programme basically you know i t ’s a lot o f  

help the aftercare programme having people to talk to and the support tha t’s one 

thing I  never done was got the aftercare support cos it does help you a lot like 

never like this is the best I ’ve been doing through all me years as a drug user you  

know like I  have a keyworker who I  talk to and I  do acupuncture in all on a 

Monday night so I ’m in with good groups and I  have loads o f  support doing 

everything the proper way [Robert]

Relapse management was another and very important professional support 

received through treatment and rehabilitation keyworkers, counsellors, project 

workers and aftercare workers:

Horrible you ’re just like so easy fo r  you to fa ll  back and no one to challenge you 

on it but i f  you even nearly slip and you ’re somewhere like this em one o f  the sta ff 

or one o f  your peers will ask you are you alright so even before it happens you can 

be saved you can be caught before it even happens i f  you ’re not somewhere like 

this or employed the chances o f  you relapsing are much, much, bigger [Lizzie, 32]

Interviewees spoke about how the service and supports provided by workers in 

drug services helped to instill a sense o f  confidence and belief in their potential 

to achieve the desired life o f  'normals'. Interviewees described this as an 

important role fulfilled by the professional workers. Interviewees also 

described the role o f  professional support structures in helping the recovering 

drug user reconstruct their sense o f  self, supporting them to aspire to and 

achieve a different and more productive lifestyle than the lifestyle associated  

with their drug using careers:
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By helping me to see me potential, 1 never thought I  had any well... I  could do 

simple Maths and English at first /  thought I Just wanted help with Maths and 

English and Computers fo r  helping me kids hut then after a couple o f months I 

wanted more [Lynn, 34]

That’s why people like me keyworker give us the confidence to ask questions even if  

I don 7 like the answer rather than making them up meself that’s what being off 

drugs has given me a chance to do. It's important to be encouraged I  know when I  

was in the prison my whole life I w'as told you can 7 do this you can 7 do that and in 

prison the praise you got for reading a word six letters long, addicts like to be 

praised on what they do and I knoM- that from personal experience the simplest 

little thing to be told that was good you did a good job cos you've been told your 

worthless most o f  your life and that you 're not good... the more you 're told you did 

something good the more you want to better you know what I  mean [Eddie, 39[

Interviewees had mixed view s on the supportive relationships they had buih 

with their doctors, particularly the methadone prescribing doctors. Although 

some interviewees described that they believed the doctors were slow  to 

detoxify them o ff  methadone which often created a difficult relationship, some 

interviewees did identify their doctors as playing an important role in offering 

professional supports to research participants during the course o f  their drug 

treatment. Some interviewees spoke about the positive and supportive 

relationship they had with their doctor:

/  had a great doctor, he even tried to get me into treatment didn 7 like giving me 

methadone or tablets or anything he biew he wasn 7 helping me, he was a great 

doctor like you know I ’ve probably heard o f  people saying that doctors just give it 

to you cos they get paid in all but my doctor I don 7 think he did it for the money, I  

think he took on and did the job  whatever it was about me he tried to help me a lot
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you  know although he had to g ive me m ethadone and tablets he phoned  treatment 

centres in all fo r  me I  dan  7 know how many times... he was good  you  know [Karl, 

39]

In saying that my doctor is grand  I  get on great with him he never turns his nose 

down on me I ’ve a good  relationship with him I  know him three or fou r yea r  h e ’s 

been great I  w ouldn't say a bad word about him he 's been great to m e [Josh, 28]

The majority o f  interviewees were participants in education and/or 

rehabilitation projects and the role o f  the professional supports offered by 

education, training and rehabilitation providers was specifically highlighted. 

Interviewees described how a community based rehabilitation progiamme was 

not only a place to be supported around their addiction issues such as 

stabilisation and detoxification but also a place where they were treated as 

'normal' and where they felt respected and understood, a place where they 

weren't judged or stigmatised as a drug user. The supports received in such 

programmes allowed the interviewee to transform from drug user to 'normal':

I  got offered a p lace in the pro ject up in West Dublin and that's basically what 

turned me life around it was ju s t  there was peop le  there to listen peop le  there who 

understood you were given a chance you were treated like an adult yo u  were 

treated with respect even i f  you  were using heroin you  were still treated with 

respect, you  weren't called ju n k ie  or anything like that you  were treated like a 

p roper person and there's different program m es on up there which is go o d  but 

there was one to ones you  were given a keyM'orker and you  could talk about 

anything you  know  what I  mean no matter w hat was bothering you, you  could talk 

about [Neil, 34]

R ehabilitation day program m e located in a business park in W est D ublin 1
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As previously discussed, many o f  the interviewees were also involved in 

criminality in conjunction with their addiction to drugs and as a resuh they 

were in regular contact with the Gardai. A  small number o f  interviewees 

described how they were surprised to identify the Gardai as supportive through 

their drug using careers:

] have to say the Garda was actually brilliant like he said, ‘look are you  sure you  

want this I  can sort out another date and I  said no I  have to get o f f  it I ’ll have no 

choice in there I ’ll have to get o f f  the drugs and at that age coming up near fifteen I  

was told P a trick’s^^ co u ld n ’t take you  hut M ountjoy could so I  ended up in 

M ountjoy they kept me with the priest working in the church with him constantly 

and when I  went into court a week later I  was going  through withdrawals and the 

Garda cam e down to me do you want to get out o f  the cells this week no I  retract 

that he actually p icked  me up at the prison and brought me to court h im self which 

is very unusual cos usually you ju s t  get pu t in the van and brought to court hut he 

collected me h im self and brought me to court and on the in he wa.v saying how  

did  yo u  f in d  it and I  said basically it was hell and  he said, ‘how do you  fe e l  n o w ’ 

I Paul, 34/

Some interviewees identified their primary school teachers as 'wise' and 

highlighted the connections they made with them and the supports they 

received from them at an early age. Teachers were identified as people who 

showed a particular interest in them as children and teenagers, giving them 

extra time and attention. Gareth describes how his teacher was the first person 

he opened up to and discussed his drug use with:

M e English teacher noticed she was the one thing I  could really you  know she 

understood me we were real d o se  fo r  a student teacher thing do you know what I  

mean she used to always say to me Gareth i f  yo u  ever have any problem s come and

closed medium security place o f  detention for 17-21 year old males
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talk to me about them. 1 went back to school and Miss O ’N eill said Gareth w h a t’s 

going on fo r  ya  and 1 told her everything I ’m taking heroin and she said I kinda 

had a feeling you  were taking something th ere’s days you come in here and you do 

be Just asleep you do be ju s t on another planet and em I opened up to her and I 

told her what M'as going on [Gareth, 36]

One thing I  d id  enjoy was there was one teacher who kind o f  took a liking to me 

and he'd give me loads o f  his time he used to bring me to his room and I'd be 

playing gam es he learned me at an early age how to p la y  chess I  took to that 

quickly fo r  some reason or another eh that was the only thing I d id  like about 

school you know [Martin, 39]

7.2.2 Personal Supports -  The 'wise'

As previously discussed there are two types o f  'wise' person. The first type of 

'wise' person discussed are those individuals that understand the experience of 

the stigmatised and are accepted not because they share the stigma but instead 

because they work in an establishment that caters to the wants o f the 

stigmatised or that caters to the actions that society takes against the 

stigmatised (Goffman, 1963). A second type o f  ‘w ise’ refers to those 

individuals “who are related through the social structure to the stigmatised 

individual -  a relationship that leads the wider society to treat both individuals 

in some respects as one” (Goffman, 1963:43). This type o f wise might include 

the spouse, partner, other family members and friends who are 'normal' but 

“whose special situation has made them intimately privy to the secret life o f the 

stigmatised individual and sympathetic with it and who find themselves 

accorded a measure o f acceptance, a measure o f courtesy membership in the 

clan” (Goffman, 1963:41).
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Similarly to professional supports and service providers, interviewees also 

spoke about their parents and other family members as 'wise' and supportive 

people in their lives. Through these relationships they were offered support 

and respect which allowed them to believe that they were able to recover from 

drug use and helped them in the process o f  transforming their identity from a 

drug user or a drug addict to a recovering or recovered drug addict. Gary 

describes how his drug use and addiction impacted on his family and the 

support he received from them in helping him address his drug use and Sarah 

describes the relationship with her parents and how they later on supported her 

even though she felt they failed to intervene at the earlier stages o f  her drug 

using career:

They' [family] were they were devastated tiow em they done loads fo r  me they really 

tried their best to get me to stop and to help me and it just took its toll on them so 

much I just kept throwing it hack in their faces I  done some crazy stuff in me 

addiction I can remember when I was still at home and they went on holidays I  got 

up into the attic, like they used to lock their bedroom door, and got in through the 

ceiling stuff like that you know I can remember I used to go into their room they 

kept money under the mattress there must have been five grand there under the 

mattress and I can remember taking all that... I can remember going in one day 

and there was only 40pound left [Gary, 29]

I had a good family, like they didn't intervene probably when I  was crying out for  

help so it took a little longer fo r me to come around to it but they were there, I  had 

a good family and that's what brought me back and I do feel very lucky cos I  look 

at some girls and I  say i f  I  had more siblings who were drug using or I  grew up in 

a more dysfunctional environment I  wouldn't have stood a chance [Sarah, 30]

The majority o f  interviewees described their parents lack o f  awareness,
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knowledge and understanding o f  drug use and addiction, however, some had 

experienced their own or a family member's addiction which gave them some 

insight. Eddie described how his mother's experience o f  heroin addiction with 

her brother gave her an insight into his addiction. Based on this previous 

knowledge and familial experience o f  addiction his mother advised him against 

drug use from an early age:

M e other friend  D ylan used to take the cough bottles and the Napps M'e didn  7 me 

m a ’s brother d ied  from drugs so our whole lives me ma used to say, ‘don  7 touch 

drugs, don  7 take drugs it was always heroin like don 7 take heroin it wasn 7 don  7 

take tablets it was always don  7 take heroin, so we were always told not to do it 

[Eddie, 39]

Some interviewees described how the support they received from their parents 

even extended to giving them money to buy drugs such as heroin and 

methadone. Parents did this in an effort to help their children to feel better as 

they were experiencing withdrawal symptoms and also due to their lack o f  

understanding about the process o f  addiction and recovery:

She [mam] d id n ’t want me going  on methadone cos she ju s t  thought it would  

prolong the use she ju s t wanted me better but it didn  7 work out that way cos I  had  

to go  on methadone. She was supportive while I  vtwi' w aiting on the clinic sh e 'd  

give me money’ to buy methadone but I  wouldn  7 buy methadone now but I ’d  say 

she knew that cos she never sav,' me M’ith m ethadone in all that time [Niamh, 27]

Well It depends som e well I  suppose that vi’a5 a bit later on em there was maybe 

one or two dealers around that you  could run up a bill with and then p a y  them at 

the end o f  the M’eek and em after a while I  was able to manipulate me ma into 

leaving 20 euros beside me bed every' day before she went out.She thought she was 

doing the right thing and maybe she was cos I ’ve never been in prison ... came
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dose to it a couple o f limes but I'm just hick}' that I ne\'er ended up in prison 

[Brian, 33]

Similarly, Lizzie described the support she received from her family in dealing 

with her drug use. However, she also described the support her mother and 

others in a similar position to her provided to other drug users in their 

community. They embarked on their own educational journeys and attained 

qualifications in the addiction, community development and social care fields 

and even established a new community based drug project to respond to local 

need:

She's [mam] in the community centre now so all over the area i t ’s only really since 

my addiction she decided to work in the community herself I think she does feel had 

fo r  what I done she shouldn 7 /  was a grov,v woman going into addiction I think 

she does feel guilty and she tries to make up for it in her own ways [Niamh, 27[

I had quite a supportive family devastated obviously but I ’m the youngest in the 

family and the only girl but there's eight years between me and the youngest boy he 

was already addicted you know what I mean em the way the family reacted was 

weird it wasn't shock but it was support they just jumped into support mode, me 

mam went and became a counsellor straight away she became a drug counselor, 

they were looking fo r  people in the area nobody was aM'are o f how bad it w'as in 

our area most o f the parents were the ones who started o ff that’s why there’s a 

place called Donal's community’ centre that's how that started all the parents came 

together and got their addiction studies and that done in college and became 

counsellors and that [Lizzie, 32]

However, while some research participants pointed to the supports offered by 

their family, others discussed how their parent’s ability to support them was
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impacted upon by their parents own drug and alcohol addictions. Tom 

described how his father's own addiction to alcohol resuhed in him being less 

able to support his son through his drug addiction:

No I  only started talking about stuff in the last year since I  started coming o ff it 

like. Me two sisters and me ma did [support me] yeah me da wouldn 7 because 

he’s in active addiction himself like [Tom, 26/

Although, the majority o f those interviewed in this study described supportive 

relationships with their parents and other family members, this was not the 

experience o f all those interviewed. As highlighted by Goffman (1963), there 

are some instances where the friends and family members o f the stigmatised do 

not treat the stigmatised as normal but rather they terminate contact with the 

stigmatised. This was demonstrated in this thesis as some intervdewees 

described how when their drug use was revealed that their parents terminated 

contact with them and in some cases this represented their first step into 

homelessness as described here by Gareth and Paul. They describe how on 

revealing their drug use or through the associated lifestyle and behaviours that 

they were asked to leave the family home;

She [mam[ threw' me out and I  went to live with me nanny, she didn 7 see any 

wrong in me at all so she took me in and she put me up fo r  a couple o f months, and 

her and me ma kinda fell out they weren 7 talking, and I  felt bad so I  got a flat I  

was looking in the paper and I  got meself a flat [Gareth, 36]

It got to a point that me ma couldn 7 have me in the house cos she knew as soon as 

I  got out o f prison I ’d be back on drugs [Paul, 34]

Interviewees described how their parents avoided or terminated contact with
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them not only due to their spoiled and addicted identities but also when they 

were sentenced to prison. N eil describes how up until the point o f  

incarceration his parents were supportive o f  him;

/  would have been twenty, twent}' one ending up in prison, I was in and out o f  

prison in custody here and there before that but that was actually the first sentence 

I ever done and I  always had me ma and da to bail me out you know' w'hat I mean 

when I  ended up for a few  weeks just in custody but then when I  got that sentence it 

was just that’s it leave him there let him learn his lesson and I believe it taught me 

a valuable lesson I never went back [Neil, 34]

Neil went on to describe how as 'wise' people in his life, this created a divide 

within the family unit. As previously indicated, Goffman (1963) described 

how the ‘w ise’ can offer continued support and treat the stigmatised as 

‘normal’ or in contrast the ‘w ise’ might terminate contact with the stigmatised. 

Neil recalls how his mother continued to offer him support and maintain a 

relationship with him while his father created a distance between him self and 

his son:

Me ma was supportive yeah me mother was she M-as supportive me da no ah I knew 

he'd end up like that when he was a kid you should have let me hit him harder he 

should have been left longer in prison and me da thought I  don't know 1 think me 

da looked on it like I suppose the w'ay I  looked at it was I  was just going out to get 

stoned cos there was nothing else to do hut then later on then I  learned that I  had a 

problem like and I had to solve it. Me da had no sympathy he was just like you've 

done it yourself look after it yourself do you know what I mean, you've put yourself 

in this hole get yourself out o f this whole me ma even like would throw me the odd 

lend like i f  she knew I  was sick you know which is horrible seeing your mother put 

her hand into your handbag taking out twenty pound or whatever saying here go 

get fixed up get yourself a fix  rather than seeing you like that you know [Neil, 34]
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Philip shared a similar experience whereby his father was supportive up to a 

point but when Phihp's drug use was on-going with no evidence o f sustaining 

treatment or entering into recovery he pulled back and created a distance:

I'll do a detox yeah right I think me da brought me once I gave a dirty urine I had 

to go down the next week gave another dirty he said, ‘I'm not fucking coming down 

here again hut he ne^'er threw me out o f  the house on to the streets, I never had it 

rough... but upstairs in me head was always rough you know [Philip, 34J

7.3 Personal Supports -  ‘Sympathetic Others’

As previously outlined, there are two categories o f person who accept the 

stigmatised as normal despite his ‘spoiled’ identity. The two categories refer to 

the 'sympathetic other' and the 'wise'. As previously discussed the 'wise' person 

although not sharing the same stigma and experiences as the stigmatised treats 

the stigmatised individual as ‘norm al’. The second category refers to the 

‘sympathetic o ther’ who unlike the 'wise' does in some way currently share or 

previously shared the stigma and associated experiences with the stigmatised 

individual.

In this study, interviewees described how 'sympathetic others' were influential 

and supportive in their recovery processes. This influence was based on the 

modelling behaviours o f sympathetic others, through observing changes made 

by sympathetic others in their drug and alcohol use and associated behaviours. 

Examples o f  these behaviours included those sympathetic others who attended 

similar programmes and professional supports through their own process o f 

recovery:

A friend o f  mine that 1 used with I seen him that day I was on crack cocaine in all 

at the time I  had no veins and diseases and M'hat have ya  and eh he seen me and I
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used to use [inject] with him and he was clean he was clean about tw 'oyear and he 

seen m e and got me in his car one day and bought me a bottle o f  methadone, I  was 

after doing about ten methadone courses at this stage ju s t  to get me o f f  the heroin  

and the crack you  know so he was a great help to me [Karl, 29]

Then he [friend] w’as leaving the treatment centre and  he used to ring the treatment 

centre to talk to me, s tu ff like that and  I'd  be like what you  up to me thinking he's 

going to say I'm  doing this I'm  doing that [related to drug use] but he said he  vi’a^ 

doing a day program m e and  I  thought this is unbelievable, so I  started going into 

group and  to he honest a little bit a t a time [Martin, 39[

Karl went on to describe the support and guidance that his friends, also in 

recovery from drugs, have given him around his educational and employment 

aspirations, describing how he would like to work in the Youth Work sector 

following the attainment o f a professional youth work qualification;

No I  think I  don  7 really know hut so far I 'v e  a lot o f  fr iends in youth work and  I  

have here like you  know and  these kinda career guide yo u  and I ’ve a fe w  friends in 

youth work who have said it's  great you know so I  think i t ’s great to have it there 

and I  w ou ld n ’t say I ’m lacking in any o f  that it's  great like yo u  know  I  met all these 

people through addiction, I  was kinda ju s t pu t on me path  you hw w ' [Karl, 29[

Other interviewees spoke about the supports offered by attending group 

programmes including N A  and AA fellowship meetings. Such group 

programmes supported and benefited their recovery through the shared 

experiences o f  those attending the group:

/  think the group is a m ajor support and you  can have the crapiest week and go 

there and  someone else will have had the sam e week and you  look at someone 

going through it and you  feel their pain  and the amount o f  support is unbelievable
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and I  would certainly continue going there as long as I  can [Abbey, 42]

Belief in their ability to transform their lives was influenced by observing 

similar others who have achieved a similar transformation. This inspired them 

to progress and to continue to make the changes they wanted to implement but 

also in their belief in themselves to achieve the changes as modelled by 

sympathetic others:

Yeah I  Mas never in these places but I ’ve heard good things about them and one o f  

me friends has gone through it he went to K elly’s ah he went to Cara Treatment 

and then he went to K elly’s now h e ’s been an addiction studies counsellor he's 

been through college in all when I  see him doing it I  think why can 7 I  do... it he 

was strung out the two o f  us were running around all day you know [Josh, 28[

7.4 Stigma and Discrimination

The stigma associated with entry into drug treatment is discussed in chapter 

five and has been described as resulting from the visibility o f  the stigma 

through attending a clinic for methadone and giving supervised urines. Despite 

the positive and influential relationships with professional supports and service 

providers as previously discussed, interviewees also identified the stigma and 

discrimination directed towards them by service providers. Like other studies 

(Simmonds and Coomber, 2009), attending the pharmacy for methadone and 

other medications was also identified as an environment where the 

interviewees experienced stigmatising treatment by professionals. 

Interviewees described being left waiting till last to receive their methadone in 

the pharmacy. They also described being discouraged from bringing anyone 

with them to the pharmacy when collecting their methadone as it was off 

putting to other customers. Darren and Brian describe their experience o f
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being treated differently to other patients and customers in phannacies:

Yeah a few times the chemist you see the chemist a few times I  always fe lt like that 

when you b w w  you ju st bring somebody in with you ah you can 7 bring someone in 

cos y o u ’s are going to start robbing and you ’re ju st standing there what do you 

mean y o u ’s they kinda won 7 say it but you kinda know just things like that when 

people know you have a dnig history’ I  think yeah they ’re kinda prejudice against 

ya [Darren, 33]

I  had a problem M'ith a chemist one o f  the chemists 1 was on down here in the 

village and eh I  say I  handed me prescription in and four other people came in 

after me they'd be all looked after before me, so I  let it go for a couple o f  weeks 

and then I  was really starting to get pissed o ff about it I  said it to the girl I ’ve to be 

in work by nine o ’d o ck  and you have me bleedin sitting here fo r  an hour telling me 

to go out and wait outside in all she said, ‘we don 7 want to embarrass you ’, I said 

you 're not embarrassing me. They had no place to go just used to give it to me in a 

cup and I  said have you got an up to date medical journal behind the counter she 

says, ‘w hy ', and I said well i f  you look up under addiction you ’II see it's an illness 

to he treated like any other customer with that 1 was thrown o ff  the chemist... and 

eh actually 1 actually rang a solicitor about it i t ’s discrimination and she wanted 

me to come down and talk to her more about it but the main doctor here in the 

village who nins the clinic em I  had to go and see him and in a matter o f  one phone 

call he had me back on a chemist. I ’m glad 1 got a solicitor onto it or else it would 

have ruined the chemist for everyone [Brian, 33]

Interviewees made suggestions as to ways o f  overcoming the discrimination 

they experienced. Education and awareness about addiction and related issues 

was once again suggested, similarly to raising awareness among fam ily 

members and employers. Emer believed that education and awareness is
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necessary for fam ilies, employers, Gardai and the general public if  drug users 

are to be treated as humans and ‘normals’ and to be given the best opportunity 

o f  successful recovery:

I f  other people knew more about it, like my ma and da wouldn 7 have had a due  

about it, they know a little bit more now, understand it a bit more, they more so feel 

sorry), hut before my ma and da especially me ma i f  she's up in the [shopping 

centre] sh e ’ll see the difference and she be kind o f like, ‘oh Jesus ’ and she’d be 

afraid she might hold her bag or whatever that old fashioned M'ay I  do try' talk to 

her about it as well [Emer, 36]

Fear and lack o f  understanding about addiction by the general public was 

suggested as possible reasons for discrimination. Gareth and Niamh felt that in 

general, people do not understand the process o f  drug use, addiction and 

recovery;

I ’d say h e ’d he saying I don 7 want an ex drug user jaysusis he in recovery there's 

a chance there that he might still he using drugs or he could go hack using drugs 

and I  don ’t want that cos yeah they just kind o f you'd be looked down on and 

there's a bit offearjaysus an ex prisoner even though I'm a big softy [Gareth, 36]

I  doing cleaning jobs M'orking with me ma, I  was all over the place cleaning I 

didn 7 like it and that was only at the start o f me addiction but when I  got bad 1 

wasn 7 employed and no one else would have employed me because they would 

have been afraid. A horrible person that would rob ya, I  don 7 know it just feels 

horrible even to think about it when people think bad o f you cos it already puts you 

on a downer... so you kinda set yourself up cos you ’re used to it [Niamh, 27]

According to Lizzie, there is a lack o f  knowledge about how people using 

drugs can change and enter into a process o f  recovery, instead believing that
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once a drug user always a drug user:

Em some people think a leopard never changes it spots, even though it was when I 

was 18, it was a long long time ago hut em I still have that fear that peop le  would 

think a leopard never changes its spots [Lizzie, 32]

A bad experience with a drug user was also suggested as a possible reason for 

discrimination against drug users:

I suppose it depends on the experiences o f  the employer i f  he has had a drug user 

that has robbed him or if  he has had an ex prisoner or drug addict em ployed who 

is on time [Josh, 28]

7.5 Conclusion

This chapter has highlighted how, for many, the drug treatment process itself 

was a stigmatising event with some narratives o f experienced stigma and 

discrimination from treatment providers mainly pharmacists. This seems to be 

an area that requires further attention if drug users are to be supported to 

engage in the process o f  drug treatment and successful recovery from drug use. 

Interviewees described how making the transfonnation from the 'drug user' to 

'worker', 'student', 'mother' and 'father', through their drug treatment careers 

was facilitated by their 'wise' and 'sympathetic other' relationships. The ‘w ise’ 

relationships were described as those relationships that mainly supported their 

recovery from drug use. Through these relationships they received personal 

and professional supports from people who treated them as normal despite their 

stigmatising drug using careers. The ‘w ise’ people identified were mainly 

family members and drug project workers; people who did not directly share 

the stigma themselves. In contrast, the identified ‘sympathetic others’, who 

also supported the research participants in their recovery, shared the stigma o f
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drug use.

In the final chapter o f this thesis the key findings are summarised and 

discussed. The chapter outlines and discusses the conclusions reached and the 

contributions to literature that has been made by this thesis.
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8 Conclusion

8,1 Introduction

This thesis presents an exploratory study o f the lives and experiences 

throughout their drug using and drug treatment careers o f thirty-three drug 

users from two communities located in the West o f Dublin, The thesis pays 

particular attention to the stigma experienced by drug users and the identities 

they form. In exploring the stigma and identity issues faced by drug users 

throughout their drug using and drug treatment careers, the thesis adopts the 

sociological and theoretical framework proposed by Goffman in 1963 in 

Stigma: notes on the management o f  spoiled identity^ Drawing on Goffman's 

theoretical perspective o f stigma and identity, this thesis sets out to explore the 

research participants’ early childhood experiences and the stigma associated 

with such experiences; their drug using pathways; the stigma experienced due 

to their drug use; the concept o f the 'spoiled' identity as experienced by drug 

users; repairing the 'spoiled' identity through their drug treatment careers; the 

transformation to 'normal' through the construction o f 'normal' identities; and 

the professional and personal supports made available to and received by the 

research participants throughout their drug using and drug treatment careers.

The research focus shifted somewhat from its conception through to 

completion. W hen the thesis began, it was initially concerned with the 

application o f Goffman's theoretical framework o f stigma and identity to our 

understanding o f the drug user’s shifting o f  identity from 'drug user' to 'worker' 

in their pursuit o f  securing gainful employment. The original proposal sought 

to explore how drug users make the transfomiation from a drug user identity to
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a worker identity and the barriers they experience in making the transformation 

from a drug using lifestyle to their re-integration into mainstream society. 

However, through the course o f the thesis, particularly in the early stages o f 

data collection through semi-structured interviews, it became apparent that it 

was necessary for the thesis to concentrate on the identity issues and the stigma 

experienced prior to and throughout their drug using careers and on through to 

their recovery and drug treatment careers. As the thesis evolved the securing 

o f  employment and repairing o f the 'drug user' identity and the construction o f 

the worker identity continued to feature, although it became a secondary 

consideration. It is envisaged that a return to this specific research focus will 

ensue at a later date.

The primary research participants were current and former drug and alcohol 

users, methadone users and prescription medication users who were all residing 

in suburban communities in the W est o f Dublin. The communities in this part 

o f Dublin were typically established in the late 1970's and occupied by families 

and tenants migrating from Dublin's inner city. These communities have 

expanded in geographical space, development, infrastructure and population 

since then and have been characterised by high levels o f drug and alcohol use, 

high unemployment rates, a high proportion o f lone parent households and 

poor infrastructure. The combination o f  these characteristics led to certain 

communities in this part o f Dublin being designated as Local Drug TaskForce 

areas. In this context, Dublin W est was an ideal location to study the lived 

experiences o f  drug users in Dublin.

In this, the final chapter, the central propositions o f  the thesis are set out and
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the contribution to know ledge provided by this thesis is outlined and discussed. 

The chap ter begins by discussing the m ethodological approach adopted and 

outlining the purpose o f  the thesis and the theoretical perspective, w hich has 

inform ed this thesis. C hallenges to how the thesis is theoretically  inform ed are 

also discussed. The chapter concludes with a discussion on how  this thesis 

contributes to know ledge.

8.2 A Qualitative Approach?

The research was essentially  exploratory  in nature w ith data collected, analysed 

and interpreted using a purely qualitative approach; the qualitative procedures 

em ployed have been clearly  defined and are set out in detail in chapter three. 

In Ireland, drug use research is m ainly quantitative in nature, providing us with 

an abundance o f  statistical inform ation on the prevalence o f  drug use in Ireland 

and related socio-dem ographic inform ation. This type o f  epidem iological 

research and analysis provides us with detailed  in fonnation  about drug use 

trends and characteristics and drug using p ractices and is an im portant 

reference point for use in the form ulating o f  national drug policy; it is how ever 

lacking in other respects. Q uantitative data does not provide us w ith a thick 

description o f  the lived experiences o f  drug users and does not give drug users 

a voice. Q ualitative research studies in the field o f  drug use in Ireland have 

been conducted by researchers (M ayock, 2002, 2005; V an Hout, 2009, 2009, 

2009, 2011; King, 2011; Keane, 2011; M cD onnell and V an Hout, 2011; Van 

Hout and B ingham ), and provide us w ith a p icture o f  the lived experiences o f  

drug users in Ireland. This thesis endorses the valuable role o f  quahtative 

research on drug use and in particular research w hich portrays the voice and 

experiences o f  the drug user. Through the m ethods o f  qualitative drug use
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research, it is possible to gain a greater understanding o f  the lives, practices 

and experiences o f drug users. With this greater understanding, qualitative 

drug use research can inform drug policy and in turn the nature and types o f 

drug services provided in Ireland.

As the number o f published articles in addiction journals that stem from 

qualitative drug use research is considerably more limited than the number o f 

articles that relate to quantitative research we can infer that quantitative 

research is the dominant form o f  research used to study drug use. This is 

evidenced by two reviews published in 2005 and 2010 and carried out by Neale 

et al (2005) and by Rhodes et al (2010), respectively. Neale et al (2005) point 

out that the journal Addiction had published only three qualitative research 

papers in the previous year. Addiction  is a peer reviewed monthly international 

scientific journal publishing peer reviewed research reports on alcohol, illicit 

drugs, tobacco and gambling. The lack o f  published qualitative research in this 

journal is significant as Addiction  is one o f the most prominent and 

longstanding addiction journals. Addiction has been in continuous publication 

since 1884 by the Society o f  Addiction and is the number one journal in the 

2010 ISI Journal Citation Reports Ranking in the Substance Abuse Category 

(Social Science Edition). Similarly, Rhodes et al (2010) reviewed the 

number o f addiction papers that employed qualitative measures by selecting a 

number o f addiction journals. They found that only 7% o f  the overall addiction 

papers published were based on qualitative research. The authors argue, “we 

need qualitative research to capture how drug use and addiction is lived and 

represented according to time and place” (Rhodes et al, 2010: 443).
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In light o f  the resuhs o f  such review s and the lim ited qualitative drug use data 

available, this thesis has set out to explore drug use, not in statistical and 

epidem iological term s but qualitatively, in an attem pt to consider drug use and 

its m any and varied im pacts on the drug user, from  the perspective o f  the user 

and in their own words. This thesis has therefore not been concerned so m uch 

w ith  the num bers o f  people using drugs, the types o f  drugs used and other 

socio-dem ographic characteristics but instead has attem pted to sim ply offer a 

description o f  the research partic ipan ts’ lives prior to their drug use, throughout 

their drug using careers and on into their drug treatm ent and recovery careers. 

T here are tw o m ain reasons for the adoption o f  a qualitative approach to this 

thesis. Firstly, as ju st described there is a lack o f  this type o f  available research 

m aterial, a type o f  m aterial that is rich in explanation and description. This 

thesis seeks to m ake a contribution to the Irish research literature in the field o f  

drug use and addiction by adopting a qualitative research approach w hich aim s 

to address the gap in the literature currently available regarding drug use and 

drug users in Ireland. Also, as a w orker in the field I had experienced hearing 

the narratives o f  drug users and believe that this is pow erful infom iation  that if  

m ade available can be o f  benefit to service providers, academ ics, researchers, 

po licy  m akers and drug users. By adopting qualitative research m easures and 

processes this thesis has allow ed the research participants to narrate their life 

stories, giving a voice to those individuals who in Irish society are largely 

m arginalised  and unheard.

8.3 Purpose of the Thesis

This thesis describes and discusses the lived expenences o f  drug users using a 

sam ple o f  drug users from tw o suburban com m unities in W est Dublin. In
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exploring the hved experiences o f drug users their early childhood experiences 

are described and discussed. These early childhood experiences were very 

often characterised by difficuhies and challenges including parental absence; 

bereavement; family conflict and abuse; and parental and sibling drug and 

alcohol use and addiction. Due to these early experiences they described being 

marginalised and stigmatised from a young age. These early experiences were 

associated with early drop out from the formal schooling system and were also 

associated with their introduction to licit and illicit drug use. As outlined and 

discussed in chapter four, the majority o f  research participants described their 

initiation into drug use from a young age, even as young as eight years old. 

Through their drug use and associated drug using behaviours they became 

known as what Goffman has tenned 'discreditable' and 'discredited'. In 

describing their lived experiences, this thesis not only describes their early 

initiation into drug use and later progression to addiction but also explores how 

through their drug and alcohol use their social identities became 'spoiled' and 

they in turn became 'discreditable' and 'discredited' individuals. Their 'spoiled' 

identities led to the application o f negative and derogatory terms like 'addict' 

and 'junkie' by the self, family, peers and the wider public.

As drug users research participants described how they employed numerous 

and varied strategies to conceal their drug use from parents, partners, peers, 

teachers and employers. The drug user identity was described as associated 

with feelings o f  shame as negative labels and opinions are typically applied to 

and associated with drug users. Interviewees also experienced a number o f 

challenges in concealing their drug user identity and achieving a ‘normal' 

identity. Interviewees discussed the overwhelming fear o f being 'found out' in
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educational and em ploym ent settings w hich resulted  in feelings o f  stress and 

anxiety as to w hether they should disclose their drug using history or not. This 

thesis also explored the barriers to drug treatm ent services and recovery 

experienced by the research participants. They described that by attending 

drug treatm ent services that w ere m ainly located w ithin a com m unity setting 

they w ere ultim ately m aking the discreditability  o f  their problem atic drug use 

know n and visible to family, neighbours and friends w ithin their own 

com m unities.

S tigm atisation and discrim ination w ere often experienced w hich for m any 

resulted in their alienation from their fam ilies and com m unities. The 

individuals interview ed in this thesis strived for an ordinary  life; a life lived 

according to G offm an's concept o f  'normal'. T he in terview ees desired to  be 

'norm al' and to live a norm al life; they defined a norm al life as perform ing the 

parental role and its associated responsibilities, having a ro o f over your head, 

attaining educational qualifications and securing em ploym ent. Being a good 

m other or father, a w orker and a student contributed to the achievem ent o f  the 

construction o f  the 'norm al' identity and to discarding the stigm atised drug 

using identity.

At a point in their drug using careers, the research participants described how 

they disclosed their drug user and 'spoiled ' identities to people around them . 

As a drug user they also described how there cam e a point in their career as a 

drug user that they entered into a process o f  transform ation, to transform  their 

'spoiled' and 'drug user' identities to other m ore socially accepted and 'norm al' 

identities. The ‘no rm al’ identities described by the research participants w ere
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‘worker'; 'student'; 'mother' and 'father'. Their narratives described their desire 

to be normal and have a normal life, which consisted o f fulfilling the 

responsibilities attached to the above roles. The drug treatment process 

allowed for the identity transfom iation to occur and for the repairing o f the 

'spoiled' identity.

8.4 Applying Goffman's Theoretical Perspective

The first consideration o f this thesis was that o f the identity processes o f drug 

users. In the Hterature, a number o f psychological and sociological theoretical 

perspectives that seek to provide an explanation o f social identity processes are 

highlighted and discussed. Various psychological and sociological theorists 

have provided us with a selection o f frameworks which explain the processes 

involved in the formation o f our identities. The psychological perspectives 

explain social identity as a psychological group process and as a relationship 

between self-categorisation and inter-group discrimination (Tajfel, 1978; Tajfel 

and Turner, 1979). In contrast, sociological models focus more on individual 

agency. The theoretical framework for this thesis was provided by Goffman's 

theoretical perspective o f stigma and identity as outlined and discussed in his 

book Stigma: notes on the management o f  spoiled identity’.

As an employee in a service for drug users, and listening to the narratives o f 

drug users on a daily basis, it was evident that the narratives of their identities 

and drug using and drug treatment careers were relevant to Goffinan's 

theoretical framework o f stigma and identity. From this I developed an 

appreciation o f Goffman's work and through becoming familiar with his work, 

I could see how his work was applicable to advancing our understanding of
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drug use and drug treatment. In addition, the rehabihtation strategy (W orking 

Group on Drugs Rehabilitation, 2007) proposes the importance o f the re

integration o f drug users into mainstream society. In order for this mainstream 

re-integration to occur, identity work with drug users is crucial. In terms of 

aiding our understanding o f identity processes and the need for identity work 

prior to the re-integration into mainstream society, the work o f Goffman is 

relevant and applicable.

Goffman proposes that when an mdividual possesses a stigmatising attribute a 

discrepancy between 'actual' virtual identities and 'virtual' social identity 

emerges creating what has been termed a 'spoiled' identity. The theoretical 

understanding o f the link between social identity and in particular 'spoiled' 

identity and the career o f drug use has been expanded on and developed further 

in more recent years particularly with regard to drug treatment careers 

(McIntosh and McKeganey, 2000; Neale et al, 2010; Radcliffe, 2011). This 

thesis provides an understanding o f drug users and how through the 

stigmatising attribute o f drug use they have a 'spoiled' identity. Past research 

has argued that in order for drug users to make a successful recovery from their 

stigmatising addiction that they must repair their 'spoiled' identities and 

construct a new and non-addicted identity (McIntosh and M cKeganey, 2000).

Previous drug related research has drawn on Goffman's work to understanding 

recovery from problem drug use, particularly with respect to the concept of 

'spoiled' identity (McIntosh and McKeganey, 2000; Larkin and Griffiths, 2002; 

Gibson et al, 2004). However, the focus o f  this thesis although similar, is also 

somewhat different. The outlined previous research studies focused mainly
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onunderstanding Goffman's concept o f 'spoiled' identity and its application to 

how drug users recover from drug use and addiction. Although, this thesis also 

focuses on the concept o f 'spoiled' identity and the repairing o f the 'spoiled' 

identity through drug treatment the focus o f  the thesis extends beyond this 

issue. This thesis not only applies Goffman's theoretical framework o f stigma 

and identity to our understanding o f recovery, but also to our understanding o f 

how individuals are first initiated into a drug using career and progress on to 

further and more problematic drug use. In doing so, this thesis not only 

discusses recovery from drug use and addiction, but in addition explores the 

relevance o f Goffman's (1963) theoretical formulations to the drug use research 

literature in a much wider context.

Using G offm an’s theoretical framework the thesis also explores and discusses 

the various stigmatising experiences o f the drug users in this study that have 

'spoiled' their identities, often from childhood; it explores how as a drug user, 

they have come to recognise their identities as 'spoiled'; it explores how they 

come to recognise that they are in fact not like 'normals'; it explores how have 

they attempted to conceal their 'spoiled' and drug user identities form others 

around them in their daily social interactions; and it explores how they finally 

disclose their spoiled and drug user identities to others around them.

8.5 Applying Goffman's Theoretical Perspective - Challenges

The application o f Goffman's theoretical perspective o f stigma and identity to 

the exploration o f the lives o f drug users has previously been challenged. Neale 

et al (2011) critically reviewed the application o f Goffman's work to our 

understanding o f  recovery from drug use. Neale et al (2011) highlight the
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reasons why the idea o f  repairing a 'spoiled' identity is appealing in theorising 

recovery but also propose a number o f challenges in the application o f 

Coffman's theories to understanding drug treatment recovery. Chapter two 

provides a detailed discussion o f the critique offered by Neale et al (2011). 

The next section will review the critique proposed by Neale et al (2011) and 

discussed in chapter two, in the context o f  how C offm an’s framework has been 

applied to this thesis.

Neale et al (2011) propose that understanding recovery from the perspective of 

a 'spoiled' identity is a simple process, making it appealing to service users, 

service providers and policy makers. On the basis o f the wider scope o f this 

thesis than that adopted by Neale et al (2011), this thesis contends that the 

theorizing o f recovery from drug use from the perspective o f Coffman's 

'spoiled identity' is not in fact such a simplistic process. Neale et al (2011) 

only adopted one concept from Coffman's framework that o f 'spoiled' identity 

and only applied this one concept from his overarching theory o f stigma and 

identity to one aspect o f the drug use research literature, that is the drug 

treatment process. In contrast, this thesis has adopted a number o f Coffman's 

concepts, these include 'discreditable' and 'discredited'; 'normals'; 

'transformation'; 'moral career'; the 'wise'; 'sympathetic others'; 'types o f  

stigma'; 'stigma symbols'; 'three types o f  places'; 'techniques o f  information 

control'; 'passing'; 'shame'; ‘social acceptance’; 'discrimination'; in addition 

to that o f  'spoiled' identity. Together, these concepts are applied not only to the 

understanding o f recovery from drug use but are also applied to our 

understanding o f  drug use initiation pathways. In contrast to the argument 

proposed by Neale et al (2011), this thesis, using Coffman's theoretical
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framework o f  stigma and identity, does not offer a simplistic view but instead 

quite a complex view and understanding o f not only recovery but drug using 

initiation and progression to problematic drug using pathways.

Neale et al (2011) further argue that Coffman's concepts o f 'spoiled' and 

'unspoiled' provide an overly simplistic perspective o f  social identity and argue 

that Goffman most likely intended a 'momentary' rather than a 'totalising' 

'spoiled' identity. However, it is not evident from his work that Goffman did in 

fact intend a 'momentary' perspective o f social identity. The examples given 

by Goffman in Stigma: notes on the management o f  spoiled identity cannot be 

described as momentary. For example, Goffman describes tribal stigma, the 

types o f stigma that are transmitted through lineages and therefore this type o f 

stigma could not possibly be momentary, m fact they tend to be attributes that 

cause stigma throughout a lifetime. Goffman also proposed stigma associated 

with physical deformities some o f  which could not be as Goffman suggests 

'corrected' and therefore this type o f stigma is not momentary. Again with 

respect to stigma associated with blem ishes o f character, he related these types 

o f stigmatising attributes to addiction, suicidal tendencies and imprisonment; it 

is contended that these are not types o f  stigma that can be described as 

‘m omentary’.

In this thesis, research participants described a more 'totalising' spoiled identity 

as they described how when consumed by their drug use this impacted on all 

other areas in their lives making it difficult for them to sustain any 'normality' 

in their lives. Research participants described how they found it difficult to 

and in most cases could not manage themselves as a drug user and a worker; as
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a drug user and a student and as a drug user and a parent. Even for those 

research participants who did achieve successful recovery and identity 

transformation, some still described a difficulty in shaking o ff the stigmatising 

and derogatory label of'junkie'.

Neale et al (2011) argue that Goffman’s language and use o f examples are 

dated and fall short o f contemporary standards o f political correctness. 

Although I agree that the use o f language is not always appropriate, it is 

important to remember that these concepts were fonnulated and wrote in the 

early 1960's and the same criticism could be extended to the language o f other 

literature written at this time. However, with regard to the examples given to 

explain the concepts, although they may be dated, they clearly explain the 

concepts and are transferable to today as is demonstrated throughout this thesis.

As discussed in chapter two, Neale et al (2011) argue, “the focus on needing to 

repair a spoiled identity can over-prioritise the role o f individual agency in 

recovery processes” (p.5). However, throughout his work, it is not evident that 

Goffman over emphasises the role o f individual agency in the repairing o f 

'spoiled' identity. Instead, he clearly identifies and discusses the importance of 

social relations in the context o f the proposed concepts o f  the 'wise' and 

'sympathetic others'. This highlights the role o f structural factors. This thesis 

also demonstrates the important role o f professional and personal supports 

which is consistent with previous research carried out by Biemacki (1986); 

McIntosh and M cKeganey (2000, 2001a, 2001b) and Larkin and Griffiths 

(2002) “who all make reference to the role o f material resources, supportive 

relationships and meaningful social roles” (Neale et al, 2011:5).
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Finally, Neale et al (2011) argue that Coffman's concept o f  'spoiled' identity 

does not account for how recovery can be impeded by other factors e.g. 

negative childhood experiences; abusive relationships; ill health; limited access 

to social and cultural capital; poor or inappropriate treatment availability; 

inadequate or unsuitable housing; a fragile global economy; and stigmatising 

service providers and public attitudes are not fully explored. However, in the 

context o f the 'spoiled' identity concept proposed by Goffman, this thesis does 

in fact explore and discuss some o f  the above highlighted issues in the 

narratives o f the research participants and includes negative childhood 

experiences; abusive relationships; limited access to social and cultural capital; 

and stigmatising service provider and public attitudes.

It seems therefore that the critique o f  the application o f the stigma and identity 

framework o f Goffman to understanding recovery is quite weak. Neale et al 

(2011) argue in favour o f  the application o f  Goffman's dramaturgical work; I 

agree that this also has a place in our understanding o f recovery from drug use. 

However, I do not think that it is necessary or conducive to furthering our 

understanding o f  drug use and recovery and further developing our service 

provision to drug users to create an either/or situation. This is ably 

demonstrated by Polly Radcliffe in her paper Motherhood, pregnancy and the 

negotiation o f  identity’: The moral career o f  drug treatment. In this paper 

Radcliffe (2011) applies and integrates the concepts from Goffman's work to 

our understanding o f  recovery. Radcliffe proposes that Goffman's notion o f a 

'moral career' is evident in the trajectory from problem drug use into 

motherhood discussing how the “moral currency o f motherhood as an identity 

and a cultural category presents particular difficulties for the 'presentation o f
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self for drug using women or women who are recovering from problem drug 

use” (2011:984), thus combining C offm an’s work on stigma and dramaturgy 

rather than positioning them in opposition to each other.

8.6 W hat does my thesis say?

This thesis set out to achieve a num ber o f aims. First and foremost this thesis 

gives a 'thick’ description o f the lives and experiences o f drug users from 

childhood through to adulthood. The commonly held view o f drug users and 

how they are typically portrayed is one o f criminals, wasters and demons, a 

group o f people that we should fear and run away from. Contrary to this view, 

this thesis portrays drug users as not unlike anyone else in society, not unlike 

ourselves. This thesis shows drug users as they are, and in their own words, 

giving a voice to a group o f people in society who are largely unheard. These 

words and voices do not concur with the demonised and criminalised view that 

is typically put forward about the drug using population; instead we get a 

picture o f them as individuals and o f their lives and their experiences, which 

were very often difficult and challenging.

The portrayal o f  drug users in this study is not one that demonises, criminalises 

or stigmatises them, rather it humanises them, as despite their difficult life 

experiences and negatively viewed drug using experiences, drug users are 

striving for the nonnal things in life, just like the rest o f us. In this thesis, drug 

users were not revealed as the ‘wasters’ they are frequently perceived to be, in 

fact, this thesis demonstrates how they strive to secure a job, to achieve an 

education and to be the best parent they can be, so like the rest o f us they can 

identify themselves according to their qualifications, their occupation and their
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parental roles. These findings contradict previous portrayals o f  the drug user 

as the waster hanging around the street comer with no motivation, no interest 

and no inclination towards qualifications and hard work. This was evident in 

the ways in which they described the shame they felt when signing on for 

unemployment benefit and queuing up at the post office for a social welfare 

payment. The reality o f their experiences as described contradicts the 

commonly held societal view that drug users do not want to work, that they are 

happy to take from the State with little if  any desire to contribute to the State.

In telling their stories, we get an insight into drug users’ plans, goals and 

desires in life which mainly revolved around wanting to be a worker like their 

own parents, to be a role model to their children, and to financially provide for 

their partners and children. They wanted to be respected within their families, 

their communities and society. This thesis portrays how the drug users in this 

study did not deliberately seek out their drug using identity nor did they enjoy 

or relish the lifestyle associated with the drug using identity. In fact, what this 

thesis has revealed is that drug users feel very shameful about their 

experiences, which conflicts with the view o f the drug user as a person who 

does not care about him or herself, their behaviours or other people around 

them.

With an increasing number o f  individuals experimenting with drugs, and using 

drugs more frequently, and with increasing demand for drug treatment services 

each year, it is important that we develop an understanding o f the drug using 

population in a way that is more than just just about the numbers and 

percentages. This study allows us to do that from the perspective o f the drug
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user and in their own words. An understanding o f drug users’ own 

perspectives on their hves is important as it can help policy makers and service 

providers to deliver more effective responses, responses that are really meeting 

their many and complex needs.

The majority o f studies that have based drug use research on Coffman's (1963) 

theory o f stigma and identity did so with particular reference to drug treatment. 

This thesis not only enables us to understand the drug treatment processes of 

drug users in Dublin but also allows us to understand their initiation into drug 

use.

This thesis also clearly highlights the identity issues drug users are faced with 

throughout their drug using careers and the importance o f identity work in our 

approach to drug treatment and rehabilitation. Identity work in drug treatment 

and rehabilitation refers to treatment and rehabilitation providers supporting 

the drug user to explore their identities as a drug user and as they now enter 

into a process where they are starting to construct more 'normal' identities. 

Identity work explores the often negative and stigmatising identities that drug 

users possess and what events, circumstances and experiences have led to the 

construction o f these identities. Identity work also focuses on working with 

drug users and asking what identities they strive for. It is necessary to make a 

case with regard to the importance and necessity o f identity work and to ask 

whether it is being offered sufficiently by drug treatment and rehabilitation 

services in Ireland.

The literature discussed in chapter two suggests that 12-step programmes like
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AA and NA provide their members with self worth and a process through 

which to identify with similar others. This review of literature chapter also 

proposes that there is an opportunity to construct a new identity on the basis of 

the development o f their self worth and identification with similar others. 

However, such programmes also argue that recovery from drug use is a 

lifetime process, working from a ‘once an addict always an addict’ philosophy. 

Does such a message allow for the construction o f a new and non addict 

identity, one that is based on other normal identities like 'worker', 'student', 

'mother' and 'father', identities that most other non drug using adults strive to 

construct? Rehabilitation programmes such as the Department o f Social 

Protection Special Status Community Employment Rehabilitation Programmes 

are carrying out identity work with their service users. These programmes 

provide their drug using service users with the opportunities to gain 

educational qualifications, to gain work experience and to progress on to 

further education courses and institutions in mainstream settings. Through the 

provision o f such services drug users are provided with an opportunity to 

construct the identities of'w orker' and 'student', identities which enable them to 

act as role models and provide for their children in their roles o f  'mother' and 

'father'.

8.7 Contributions to Knowledge made by this Thesis

This thesis provides a number o f  contributions to our existing knowledge. 

Although the research has taken place within a small area o f  Dublin, the 

contributions made may extend beyond drug users in Dublin to the wider Irish 

context. The contributions made are discussed below.
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8.7.1 Knowledge Regarding Drug Use

As has been described previously in this chapter and in previous chapters, the 

number o f qualitative studies that have been carried out in Ireland and abroad 

in the field o f drug use are less than that o f the vast array o f quantitative 

research that has been conducted. This means that there are very limited 

accounts o f the lived experiences and the voices o f drug users in the existing 

literature. As a qualitative study this thesis offers the narrated accounts o f the 

lives o f drug users and provides an important contribution to the existing drug 

use research literature in Ireland and in particular to the existing qualitative 

literature. This thesis also differs from previous research which in the main has 

been policy and strategy driven and not theoretically infoniied. In contrast, this 

thesis is a qualitative study that is theoretically informed by Erving Coffman's 

theoretical perspective o f stigma and identity and draws largely from his work 

Stigma: notes on the management o f  spoiled identity (1963). This study 

provides detailed, personal, and often intimate revelations which enable readers 

to understand their experiences and their lives. We see how they manage life as 

a drug user and how they reconfigure their lives towards normality and 

transform their identity to the 'normal' identity. In this thesis, research 

participants described 'normal' in the context o f being a 'worker', a 'student', a 

'mother' and a 'father'. This study simply allows us to hear their voices and 

understand their lives in the context o f Coffman's (1963) stigma and identity 

theoretical framework.

8.7.2 Knowledge Regarding Drug Treatment

Research studies that have applied Coffman's work to drug use research have 

applied his work mainly to drug treatment and recovery. In contrast, the scope
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o f  this study is larger, applying Goffman's work on stigma and identity not 

only to recovery from drug use but also to our understanding o f initiation into 

drug use in the first place and secondly the trajectory from introduction and 

experimentation to problematic drug use. With respect to drug treatment, this 

thesis contributes to our knowledge regarding the relevance and importance o f 

identity construction and re-construction in the processes o f drug treatment and 

recovery.

Identity work in recovery from drug use is not a well-researched or 

implemented feature in drug treatment centres and programmes in Ireland. 

This thesis has highlighted the importance o f the transformation o f identity 

from drug user to more favoured and 'normal' identities. This thesis has also 

highlighted the identities that drug users strive to construct in an effort to view 

themselves in more normal terms. These identities referred to the 'worker', the 

'student', the 'mother' and the 'father'. The need for identity work to be 

undertaken in treatment and rehabilitation centres has been considered in this 

thesis and the way in which drug users can be supported to construct these 

identities in drug treatment has also been addressed. Drug treatment that 

provides education and the opportunity to attain educational qualifications, 

vocational qualifications and the opportunity for work placement and 

experience and the opportunity to develop life and social skills have all been 

highlighted as approaches that can support the recovery o f drug users through 

the construction o f non drug user identities.

8.7.3 Knowledge Regarding Stigma

O ur understanding o f stigma has been developed and enhanced by multiple
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disciplines such as sociology, psychology, anthropology and political science 

(Link and Phelan, 2001). It has been argued that the m ain challenge to the 

stigm a concept is that it tends to be studied by theorists w ho do not belong to 

the stigm atised groups and are often ill inform ed by the lived experiences o f  

the people they study. This thesis provides an im portant contribution to the 

stigm a literature and has attem pted to  overcom e this challenge by providing 

detailed extracts from  the transcribed interview s w hich docum ent the lived 

experiences o f  drug users as narrated them selves. In doing this, this thesis 

contributes to the existing know ledge o f  stigm a from  the perspective o f  the 

stigm atised individual and not the theorists.

8.8 Conclusion

This thesis set out to present a detailed and theoretically  inform ed account o f 

the lived experiences o f  drug users from  suburban com m unities in the W est o f  

Dublin. This thesis, in contrast to the largely quantitative approach to drug use 

research in Ireland to date, instead, considers drug use and its im pact on the 

users them selves through the lens o f  Erving G offm an's sociological perspective 

o f  stigm a and identity. The narratives o f  the research participants give a 

sociological account o f  the totality o f  their lives not sim ply their initiation into 

drug use. These narratives describe the in terv iew ees’ experiences o f  school 

and education, their fam ilial and peer relationships, parental guidance and early 

exposure to drug and alcohol use and addiction w ith in  the fam ily hom e or 

extended family. Through these narratives, the in terview ees contextualise their 

progression into problem atic and addictive drug and alcohol use and their later 

adulthood experiences o f  drug use and drug treatm ent. This thesis includes 

num erous extracts from  the transcribed interview s w ith the research
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participants; these extracts provide a thick description o f their hves and allow 

the voices o f  a largely stigmatised and powerless group to be heard. The 

analysis o f the transcribed interviews presented in this thesis provides an in- 

depth understanding o f the experiences they encountered from childhood 

through to adulthood.
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Appendix 1 
InterviewSchedule

I am currently carrying out research in order to attain a higher degree (Ph.D).
The aims o f  the research are to explore and document;

• current and former drug users experience o f employment and 
unemployment

• how current and former drug users define employment and 
unemployment

• the interaction between drug use and employment/unemployment
• the interaction between current and former drug users and drug service 

and rehabilitation providers
• the experience o f employment and unemployment within a family 

where there is a history o f addiction
• employers’ perceptions o f current/fom ier drug users as employees

Section 1: Individual and Family Background Information

Would you like to tell me a little about yourself and your life to date?

What age are you?

Where are you from? Where were you born, where did you grow up, where 
are you living now?

Did you like were you lived/live?

How many were in your family of origin? Where did you come in the family? 
What was that like'j’

Are your parents living?

Are your siblings living?

How would you describe your family when growing up?

How would you describe your family now?

Did you get on with your family?

Are you in a relationship now? (married, separated, cohabitating, single)

Do you have children? Girls/boys?

How many?

What ages are your children?
How old were you when your children were bom?

Where are they living? If not with you who with? why ?
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What age were you when you left school?

Did you do any exams or assessments? FETAC/Junior Cert/Leaving 
Cert/University?

Did you like or dislike school?

What was it that you liked or disliked?

Did you like any subjects? What subjects were they?

Section 2: Drug Use

What age were you when you started using drugs?

Were you in school/education/training/work at this time?

Tell me about how you started using drugs?

Who did you start using drugs with"^

What was it like?

Did you enjoy it? What was it that you enjoyed?

How did you raise the money to use drugs?

When did your parents/siblings find out about your drug use?

How did they find out?

How did they react?

Were they supportive? How?

Did they punish you? How?

How would you describe your drug use now? Active/Stable/Drug Free?

W hat’s it like being a drug user?

Describe a typical day when you were using?
Tell me what a typical day is like now?

W ere/are your parents’ drug/alcohol users?

W ere/are your siblings’ drug/alcohol users?

Is/was your partner a drug/alcohol user?

Are any o f  your children drug/alcohol users?_________________________
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How do you describe or identify yourself? 

W liat’s your health like?________________

Section 3: Prison History

Have you any charges? W hat for?

Have you ever been to prison? W hat for? 

How long have you spent in prison?

How many times have you been to prison? 

W hat’s it like to be in prison?

W hat’s it like to have a prison record?

Section 4: Drug Treatment History

Have you ever been in treatment? How many times?

Were have you been for treatment?

What age were you when you first went for treatment?

What made you seek treatment? Parents, school, work, courts, partner, 
children, self?

What was it like?

Would you go into treatment again? Why/why not?

What supports do you need to enter into treatment?

Did you have those supports?

Do you have those supports now?

Who, what, where are those supports?

What model/approach was used in your treatment?
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Section 5: Employment/Unemployment

Do you work now?

Have you ever worked?

How do you define employment?

What kind o f work have you done?

Did you like/dislike working/being employed?

Can you describe for me what your experience o f being employed has been? 

Would you describe this work as formal or informal?

Part-time/Full-time?

Cash in hand/Taxable?

Can you describe for me what your experience o f being unemployed has been']’ 

How do you define being unemployed?

Would you like to be employed now or in the future?

W hat kind o f job/career would you like to have‘s

What do you think about people who are employed and work for a living?

Do you think your drug use affected your view o f employment and 
unemployment?
Do you think your drug use affected your opportunities for employment? How?

What was the family view o f  or attitude towards employment and 
unemployment?

Do/did your parents work?

W hat did/do they do?

Did/do your siblings work?

W hat did/do they do?

Do you think the family view and attitude towards employment affected your 
opportunity o f employment?

Is drug use a career?
What initiated you into a drug use career as opposed to formal employment?
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Section 6: Supports

What skills and abilities do you feel you have to enter into work? 

Where did you develop those skills?

How did you develop those skills?

What skills do you feel you are lacking?

How do you think you could develop those skills?

Who could support you?

How could you be supported?

Has this service supported you towards employment? How?

How could they support you towards employment'^

What has your experience o f services been like?

Good experiences?

Bad experiences?

Section 7: Barriers

Why do you think you haven’t been able to get a job in the past?

What do you think has blocked your move towards employment?

Do you think your drug/prison history has blocked this progression?

What do you think can still block your ability to get a job?
How have or can you overcome these barriers?
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Section 8: Experiences of Stigma

Your experience o f Stigma?

Your experience o f assumptions?

Your experience o f views?

Your experience o f prejudice?

What do you think society thinks about you? 

Drugs workers?

Social workers?

Doctors?

Nurses?

Community?

Families?/Partner?/Children?
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Appendix 2 

Research Participant Consent Form

1 confirm that I have read and understand the information form for this study 

and that I have had the opportunity to ask questions. I understand that my 

participation is voluntary and that I am free to withdraw at any time and 

without giving any reason. I agree to take part in the study and that my 

participation will involve participating in a one to one interview and/or focus 

group. I agree that any information gathered through my participation can be 

recorded through written notes and audio tape. I also agree to the use o f 

anonymised quotes in the completed PhD thesis.

Name o f Participant Date Signature

Name o f Researcher Date Signature
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Stigma and Identity: An Exploration of Drug Use in West Dublin

Abstract 
Laura O’Reilly

This thesis presents an exploratory study of the lives and experiences of thirty three drug 
users from two locations in the West of Dublin throughout their drug using and drug 
treatment careers. In exploring the lives and experiences of drug users, the thesis adopts 
the framework of stigma and identity proposed by Erving Goffman (1963). The thesis 
pays particular attention to the drug users 'spoiled' and drug user identity and the stigma 
associated with drug use. Using Goffman's (1963) framework, this thesis contextualises 
drug using initiation pathways and later adolescent and adult experiences of drug use and 
drug treatment.

The thesis demonstrates the shame experienced as a drug user and highlights how drug 
users, as stigmatised individuals, employ strategies to conceal their drug use in different 
social settings. The thesis describes how these strategies are consistent with Goffman's 
(1963) theoretical concepts of'passing' and 'techniques of information control'.

This thesis addresses how drug users strive for an ordinary life and attempt to shake off 
the drug user identity in place of the more favourable identities held by 'normals'. This 
thesis draws on Goffman's (1963) theoretical concept of'transformation' to evaluate the 
drug treatment experiences of the research participants. Through the 'transformation' 
process the forming of the identities of 'mother', 'father', 'worker' and 'student' contributed 
to the achievement of the 'normal' identity and the discarding of the stigmatised drug 
using identity.

On the basis of Goffman's (1963) theoretical framework, the experiences of stigma and 
identity, through drug use and drug treatment are discussed. The thesis provides a 'thick' 
description of the lives of drug users, allowing them to tell their stories; it gives a voice to 
a group who are stigmatised and largely unheard.


