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Abstract 

This research study aims to draw comparisons on similarities and differences in how drug 

treatment practitioners perceive and conduct their therapeutic roles working in UK and 

Swedish drug treatment services. Previous research shows that global ideologies 

influence national policies that then influence drug treatment practitioners in how they 

conduct their work. To further explore the practitioners’ perspectives, four semi-

structured interviews were conducted with practitioners in both a Swedish and UK Drug 

Service. The interviews were analyzed through thematic analysis and three themes and 

three sub-themes emerged from the statements of the practitioners and were then further 

analysed to explore similarities and differences. The results show that there were 

similarities in that all practitioners emphasized the importance of creating a therapeutic 

alliance with the service users, they all had some form of internal and external 

collaboration and they all used evidence based methods. The same areas showed 

differences when explored in greater detail. The theoretical framework of Social 

Constructionism and Labelling Theory was used to explore the results. 
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1. Introduction   

My choice of topic for this research study, is to draw comparisons of how drug treatment 

practitioners perceive and conduct their therapeutic roles working in UK and Swedish 

drug treatment services. My interest in this area came from both my academic and 

personal experience. The topic of drug use was discussed on a few occasions whilst 

studying the International Social Work bachelor program at the University of Gävle in 

Sweden, and sparked an interest to look further into drug treatment responses. 

 

The issue of drug use has been a growing global concern for many years. Several 

International Conventions on drugs have tried to tackle the issue of drug use, and despite 

significant improvements in scientific research and an increase in the deliverance of 

evidence based methods and practice, the last decade of available data shows that personal 

consumption of illegal drugs appears to be escalating. (Kolind et al., 2017; Civil Society 

Shadow Report, 2018)  

 

The reason for looking into a Swedish and UK drug treatment service was due to the 

contrast of ideas on how to tackle drug use. The Swedish National Drug Strategy core 

objective was to reduce medical and social harm from alcohol and tobacco and to have a 

society free from narcotics and doping, promoting zero tolerance (ANDT Policy, 2016). 

On the other hand, the UK National Drug Strategy 2010 (updated 2017) core objective 

was to reduce harm, placing recovery at the center of reducing harmful drug use. (Paylor, 

2017). The zero-tolerance approach to drugs in Sweden was criticized by many. For 

example, Jay Levy (2018) argued that people who use drugs in Sweden experience 

difficulties with health, stigma, discrimination and social exclusion as a result of 

Sweden’s drug laws, policies and discourses. Paylor (2017) voiced concern about the UK 

Drug strategy, noting that although harm reduction is still included, it is no longer 

considered the primary focus, suggesting that drug treatment focused on assisting 

recovery has become more conditional.  

 

The various opinions found in the literature around the policies that guide a zero tolerance 

approach, or a more health orientated harm reduction approach, prompted me to look 

further into what are the similarities and differences in how drug treatment practitioners 

perceive and conduct their roles? I found that previous research appeared to be lacking in 
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terms of a comparison between drug treatment practitioners’ perspectives practicing with 

the same titles or specific roles.  

 

The interest further grew from my own personal and professional social work experiences 

working in therapeutic roles as a drug practitioner in UK and Swedish Drug Treatment 

Services. I perceived some general differences between them in societal norms, regarding 

the concept of drug use. Personal consumption of illegal drugs seemed to be less tolerated 

and was classed as more deviant in the Swedish society compared with the UK. Based on 

my own experiences, it seemed that different perceptions and conceptualizations of drug 

use, influenced alternative approaches to practice. This led to the idea of exploring the 

unique perspectives of drug treatment practitioners working on the front line in drug 

treatment services. 

  

Therefore, this study focuses on drawing comparisons on how drug treatment 

practitioners perceive and conduct their therapeutic roles working in UK and Swedish 

drug treatment services. It is important to consider the framework within which they work 

and how drug treatment policies are perceived and implemented into practice. The 

theoretical framework of Social Constructionism was chosen to explore how shared 

understandings associated with drug use, drug treatment and practice have been reached 

or influenced by social relationships and human interaction. Also Labelling Theory was 

used as it complements Social Constructionism, placing further importance on how 

perceptions of ‘deviance’ have been constructed and perceived to varying degrees across 

societal, cultural and environmental contexts.   

 

1.1 Aim  

The aim of this study is to draw comparisons on how drug treatment practitioners perceive 

and conduct their therapeutic roles working in UK and Swedish drug treatment services.  

 

1.2 Research question 

The research questions are divided into similarities and differences:  

- What are the similarities in how drug treatment practitioners perceive and conduct 

their therapeutic roles working in UK and Swedish drug treatment services? 

- What are the differences in how drug treatment practitioners perceive and conduct 

their therapeutic roles working in UK and Swedish drug treatment services? 
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1.3 Disposition  

This research study include six chapters. In the first chapter the introduction, the aim and 

research questions are presented. The previous research is explained in the second 

chapter, giving a short summary of perspectives around drug use. This section also 

describes policies and guidelines that guide drug treatment services from a global to 

national level, as well as practitioners’ perspectives in Sweden and the UK. Chapter three 

describes the selected theoretical frameworks of Social Constructionism and Labelling 

Theory that gives deeper meaning to the results of this research study. Chapter four 

explains the research design and the method of procedure as well as essay credibility and 

ethical standpoints. The results and analysis of the data collected is described in chapter 

five. Discussion of the findings in relation to previous research and theories as well as 

limitations and recommendations for further research can be found in the final chapter 

six.  

 

1.4 Explanation of concepts  

The term of practitioner is used throughout the research study. This refers to drug 

treatment practitioners working in a therapeutic role in a drug treatment service, also 

mentioned as participants A, B, C and D in the analysis.  

 

Therapeutic Alliance - the relationship between the practitioner and service user to ease 

engagement and improve the therapeutic outcome.  

Multiagency collaboration – working together with professionals and actors in other 

services and organizations. 

Evidence based method – means that the method is evidence based, supported by 

scientific evidence suggesting the methods’ effectiveness. 

 

 

2. Previous Research  

This chapter aims to provide a short summary of accounts and perspectives that offer 

some explanations and understandings of how international discourses on the topic of 

drug use may have influenced national level drug treatment policies and how these may 

guide practitioners’ work. This section will further highlight the difference in terms of 

policies between the zero-tolerance approach found in the Swedish society, and the harm 
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reduction and recovery approach found in the UK. Some aspects of practitioners’ 

perspectives will also be given and examples of methods commonly used in practice.  

 

The first International Convention on Drugs took place in 1912, aiming to 

comprehensively tackle drug control. Since then there have been several other 

conventions trying to tackle the issue of drug use, for example, the Single Convention on 

Narcotic Drugs of 1961 (amended 1972) and the United Nations Convention against Illicit 

Traffic in Narcotic Drugs and Psychotropic Substances of 1988 (UNODC, 2019). Despite 

significant improvements in scientific research and an increase in the deliverance of 

evidence based methods and practice, increasing drug related mortality statistics 

demonstrate how society at large still appears to be grappling to encounter effective ways 

to manage drug use, addiction and drug associated behaviors (Kolind et al., 2017). A 

global consensus towards drug use as such does not currently exist as there is no universal 

legal framework to create and implement policies (YSA et al., 2014). The former 

Administrator of the United Nations Development Program (UNDP), Helen Clark 

suggests in the Civil Society Shadow Report (2018) that there is not much appetite 

amongst countries for UN comprehensive evaluations or reports considering the efficacy 

of drug policy. Clark suggests that this is due to drug policies remaining mostly 

ideological, as opposed to a societal topic that should be considered through evidence 

based approaches, effective dialogue and building consensus. (Civil Society Shadow 

Report, 2018) 

 

These current global and international responses of political ideologies and different 

stakeholders influence constructions of national drug treatment policies (YSA et al., 

2014). This research study looks closer at two specific countries and their policies on drug 

treatment. The reason for looking into the Swedish National Drug Treatment Policy 

Framework and the UK National Drug Treatment Policy Framework was due to the 

contrast of ideas on how to tackle drug use within society. The Swedish National Drug 

Strategy core objective was to reduce medical and social harm from alcohol and tobacco 

and to have a society free from narcotics and doping, promoting zero tolerance (ANDT 

Policy, 2016), whereas the UK National Drug Strategy 2010 (updated 2017) core 

objective was to reduce harm, placing recovery at the center of reducing harmful drug use 

(Paylor, 2017).  

 



 

 
 

5 

The UK National Drug Strategy addresses “illicit drug problems with two overarching 

aims: to reduce illicit and other harmful drug use and to increase the rates of people 

recovering from dependency” (EMCDDA, 2019). The UK National Drugs strategy 

promotes both recovery and harm reduction advocating health oriented approaches by 

preventing and reducing risk factors associated with those who choose to use drugs. Areas 

of focus include reducing deaths, infectious diseases, comorbidity, as well as other health 

consequences. In the UK, harm reduction interventions involve information on safer 

injecting, provision of injecting equipment, infection counselling, support and testing, 

referral to drug treatment etc. (EMCDDA, 2018). The UK National Drug Strategy 

approach may be considered less radical than the zero tolerance approach (YSA et al., 

2014) but the focus on recovery is described by Paylor (2017), as a potential barrier 

towards service users receiving adequate support and information regarding their health, 

well-being and safety. Paylor (2017) states that although harm reduction is not absent 

from the drugs strategy recovery model, consequences such as time restrictions on 

practitioners and less emphasis on harm reduction, means the paramount focus has shifted 

further towards recovery. According to Paylor (2017) there is a need to pay equal attention 

to both harm reduction and recovery in order to not compromise the efficacy of provision.  

 

The Swedish National Drugs Strategy aims for a drug free society through a zero 

tolerance on drug use approach. It is stated in the Swedish Drugs Policy, that much 

emphasis is placed on early intervention and prevention, but the policy also acknowledges 

how human rights activists have criticized Swedish Drugs policy, opposing 

criminalization of drug users and suggesting that the lack of harm reduction initiatives 

compromises the rights of drug users to access appropriate healthcare (Ministry of Health 

and Social Affairs, 2014). In 2007 a United Nations Office on Drugs and Crime 

(UNODC) report was published stating that Sweden, with its more restrictive drug 

policies, was perceived and promoted as more successful than other countries. It was also 

proposed that societal attitudes towards drugs in Sweden clearly demonstrated a negative 

perception of illegal drugs, and drug abuse (United Nations, 2007). Since the report, 

authors of the UN appear to have changed their tone, criticizing Sweden for not meeting 

human right issues by not providing enough harm reduction measures and having a too 

restrictive drug policy (Berghstedt & Wicklen, 2015). The UN have now come to 

acknowledge that purely repressive drug strategies caused severe unintended 

consequences, including increased stigmatization against drug use and increased rates of 
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HIV and hepatitis transmitted disease amongst drug users (UNODC, 2019). Although the 

Swedish policy is criticized for not having enough harm reduction initiatives and aims to 

take a hard line with drug supply and personal use, it does include some harm reduction 

initiatives such as increasing the number of needle exchanges to prevent the spread of 

harmful diseases, providing access to evidence based abstinence based treatments and 

prescribing substitution medicine for opiate use. The policy document describes a more 

holistic approach that includes housing support, social interventions and employment. 

(Ministry of Health and Social Affairs, 2014) 

 

These contexts of Swedish and UK National Drug Treatment Policy Frameworks have 

been influenced by different roles of political ideologies and a range of stakeholders 

within the current global and international responses (YSA et al., 2014). Tham (2009) 

and Levy (2018) advocates for human rights, have criticized informants of Swedish Drugs 

Policies, suggesting an absence of empirical approaches, overshadowed by political, 

ideological and traditional dominance. Similarly, informants of UK’s drug treatment 

policies have been accused of neglecting science as well. David Nutt (a former chairman 

of the UK Home Office Advisory Council on the Misuse of Drugs) highlighted a degree 

of conflict between the interpretation and categorization of scientific knowledge verses 

political, ideologically informed views or agendas, claiming scientifically informed 

suggestions were recommended, advising the UK government that cannabis use was 

generally less harmful than drinking alcohol. The recommendation from the ACMD was 

never the less ignored (Nutt, 2008). John Watson (2012) wrote an article stating that the 

choice of using a harm reduction model, or an abstinence based approach, depended on 

the political party in power at the time and the evidence based research followed the 

political agenda. This demonstrates the need to look at the drug treatment policies that 

guide practitioners and implies that the underpinning guidelines and policies are products 

of their time, depending on what is seen as “correct” norms and accepted ideas in society 

at that time. These constructed policies are then shaping practitioners’ professional 

practice who have responsibilities to adhere to drug treatment policy frameworks. Only a 

limited amount of research seems to have been done into the specific field of drug 

treatment from a practitioner’s perspective, but two articles were found that highlight 

some interesting ideas.  
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Not only do policies and guidelines influence drug treatment practice but also, according 

to Samuelsson & Wallander (2015), previous studies indicate that perceptions have a 

fundamental and significant influence on practitioners’ therapeutic recommendations in 

their day to day practice. It was further mentioned that prevailing views and opinions of 

substance use issues and solutions have alternated across time and space.  

 

Samuelsson & Wallander (2015) compared views of drug treatment practitioners 

employed across 51 social service departments and 23 regional healthcare units in 

Sweden. Practitioners’ variations of educational backgrounds and knowledge base were 

described as factors that are likely to influence alternative points of view. In relation to 

this study, factors such as the practitioner’s educational status and professional 

backgrounds are therefore considered. It is important to capture the relational 

understandings and contextual perceptions of how drug use and drug users themselves 

are perceived. These factors are likely to influence responses towards approaches, 

therapeutic interventions and practice decisions. Samuelsson & Wallander (2015) drew 

attention to the importance of organisational contexts, suggesting that practitioners 

working in regional healthcare drug treatment settings seemed to have different 

perceptions towards the severity of substance use than practitioners at the municipal 

social services. They explain that this might be due to medical healthcare practitioners 

having medical educations, viewing drug use through a medical model lens as a disease 

needing specialised clinical intervention, as opposed to municipality drug practitioners 

who consider the importance of relationships between social factors and dimensions of 

drug users’ lives. This demonstrates that drug treatment practitioners within different 

contextual settings see the concept of substance use in different ways.  

 

When it comes to UK practitioners’ perspectives, according to a UK journal by Kothari, 

Hardy and Rowse (2010), they the importance of therapeutic alliances between 

practitioners and service users are mentioned. Key factors relating to practitioners that 

may influence treatment outcomes are said to include practitioners’ levels of competence, 

experiences and behaviours. The amount of complexities existing in drug users lives are 

seen as significant factors towards treatment outcomes. It has been suggested that there 

is an over emphasis on measuring drug user narratives in relation to their treatment and 

not enough attention placed on the practitioners’ perspectives and experiences. (Kothari 

et al., 2010). The complexities in drug users’ lives has also been addressed in the UK 
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Drug Strategy (2010) that mentioned the importance of collaborative work to address the 

needs of the service user for a more holistic approach, including services of local health, 

social care, family services, housing, education, employment services etc. 

 

Kothari, Hardy and Rowse (2010) mentions that their research on practitioner 

perspectives focused on the relationships of eight psychologists, delivering drug 

therapeutic interventions with drug users. Although the practitioners included in this 

study are therapeutic drug practitioners in the social field, as opposed to clinical 

psychologists, it appears that there might be potential to explore if these results could 

apply to a wider spectrum of professionals, including social workers and drug workers. 

This qualitative research revealed five core themes and the most applicable theme to this 

study was the theme “keeping connected” which stated that the ‘core’ component of 

therapy and therapeutic alliance was warmth, empathy and genuineness, as well as the 

importance of engagement, continual monitoring and maintenance of the therapeutic 

relationship (Kothari et al., 2010). Creating a reliable relationship for a client in substance 

misuse treatment is important as the clients are then more likely to engage, affecting the 

quality of their treatment experiences, influencing more progressive outcomes. As many 

drug users were suggested to have greater levels of insecure attachments, issues of trust, 

higher emotional reactivity and aloofness, it seemed particularly important to offer a new 

form of relationship based on a collaborative nature and shared goals. For a practitioner 

to establish a plan on how to best to work with the client, the practitioner needs to 

understand the function behind a client’s substance use. It is important to build a good 

relationship before beginning to use any interventions too early. (Kothari et al., 2010) 

 

The practitioners have various interventions to work with, and Feltham and Horton (2012) 

describe a few models and approaches in drug and alcohol counselling, for example 

Alcoholics Anonymous (AA) and Narcotics Anonymous (NA) programs, Cognitive 

Behavioural Therapy (CBT), Relapse Prevention and Motivational Interviewing (MI). 

CBT and MI are two commonly used methods where CBT explores how learning 

processes are linked with thought patterns, emotional reactions, and behavioural 

responses (Vaugn & Perron, 2013). MI has been growing in popularity and is increasing 

in many areas of social work practice (Boyle et al, 2019). MI was developed in part by 

Rollnick and Miller in 1983, with the core principles of promoting a non-judgmental 



 

 
 

9 

approach perceived to enhance the quality of professional relationships and therapeutic 

alliances, promoting the patient’s own desire to make a change (Rollnick et al., 2008).  

 

To summarize, we can see that global ideologies influence national policies and there is 

no uniform model for all. We can see there are different approaches between the UK harm 

reduction model and the Swedish zero-tolerance approach. These policies then guide 

social services and the drug treatment practitioners in their practice. The interest of this 

research is therefore to find out how the drug treatment practitioners perceive and conduct 

their therapeutic roles that have been guided by these policies. This research study focuses 

on exploring how drug treatment practitioners perceive and conduct their therapeutic 

roles working in UK and Swedish drug treatment services and to see what similarities and 

differences might appear. Practitioner perspectives are therefore the primary data source 

and crucially important in relation to this study. 

 

 

3. Theoretical Framework 

In this chapter, two chosen theories relevant to this research study will be described in 

general terms. These theories will be linked to the interviews and the perspectives of the 

practitioners in the discussion.  

 

3.1 Social Constructionism  

Social Constructionism Theory is associated with the post modernism of sociology and 

questions the basis of ‘reality’. Different versions of realities are viewed and interpreted 

in different ways, holding different meanings to different groups and individuals 

(Maclean & Harrison, 2015). The philosophy and use of Social Constructionism Theory 

seeks to explore and describe how groups’ or individuals’ relational meanings are 

attached through processes of social experiences and interaction between human 

relationships using language. These conceptualizations and points of view come to shape 

and influence the activities across political and structural dimensions of society, including 

municipalities and organizations such as drug treatment services. People are subjective to 

change but importantly have pre-conceptions of what reality means to them based on their 

own interactions, cultural dimensions, perceptions of norms and experiences. It can be 

argued that all meanings of things have been socially constructed. It is therefore important 

to consider the ways that alternative perceptions and meanings of things come to be and 
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how language is applied in ways that shape interpretations, symbolic meanings and 

understandings to describe perceptions of reality. This makes one wonder how would 

somebody know what is real? (Maclean & Harrison, 2015; Berger & Luckmann, 1991).  

 

In relation to identifying similarities and differences from practitioners’ statements in 

their interviews, social constructionism considers ways of how different constructed 

meanings of reality come to influence practice. Using social constructionism in this study 

explores contextual accounts of constructed ‘knowledge’. It also focuses on processes of 

how norms become accepted and how dominant discourses influence the social order and 

rules of society.  

 

In relation to this research study all practitioners deliver evidence based interventions in 

their day to day practice, guided by drug treatment policy frameworks. There were notable 

similarities and differences in guiding policy drug treatment frameworks which were 

constructed across different political, economic, social and environmental contexts. 

Practitioners work within different organisational structures, that create different ideas, 

influencing tones of values and principals through language and social interaction. To 

explore how practitioners construct their own roles as drug treatment practitioners within 

the relational contexts of their environments, many factors must be considered. Through 

social constructionism it is important to capture and explore the relational understandings 

which factors practitioners consider as important within their roles and how they perceive 

and conduct their practice. Their own ideas and connotations, surrounding the concept 

and behaviour of drug use for example as a criminal, health or social related issue are 

associated factors influencing how they construct their roles and perceive relationships 

with drug users. Social constructionism is useful when exploring perceptions of power 

dynamics, the associative value of knowledge such as evidence based practice, role 

capacities, professional working relationships and diversities associated with perceptions 

of individuals or groups such as cultural, age related or other constructed topics. 

 

3.2 Labelling Theory 

Labeling theory, founded by Howard Becker in 1964, complements social 

constructionism, placing further importance on how perceptions of deviance have been 

constructed and perceived to varying degrees across societal, cultural and environmental 

contexts. When certain labels with attached meanings are socially constructed and applied 
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to certain groups or individuals and treated in accordance, this is what causes deviancy, 

rather than a biological aspect of the individual (Slattery, 2003). 

 

Labelling theory states that concepts and behaviors considered with deviance, such as 

drug use, have been labelled and framed across dominant social, cultural, political and 

ideological processes within different contexts of environment (Cuff et al., 2009).  Labels 

generally are said to hold positive or negative meanings for groups and individuals. 

Negative meanings are often attached to what is considered ‘deviant’. It is the ideas and 

expectations to conform in any given society that frame the measure of deviance. Becker 

and Lemert formed a concept of deviance that included criminality, but also considered 

actions and behaviors that violated social codes (Cuff et al., 2009). Becker argues that 

deviance is not as simple as considering individuals’ biological, psychological or social 

deficits. He placed more value on analyzing how people are treated within the agencies 

of social control (Ibid). Lemert suggests that international surveys show how a drug user 

may have normal lives and in some cases drug use may be secretive. If their drug use 

becomes more public and others begin to perceive this person as a drug user, they may 

inflict a negative, socially unacceptable connotation. The effect of this suggests that a 

drug user may progressively acquire a ‘deviant’ identity. Labelling someone as deviant 

might lead them to becoming deviant (Slattery, 2003). This deviance process, associated 

with identity, could turn into a self-fulfilling prophesy, acting as a double negative, 

conversely hindering the drug users’ quality of life and further opportunities (Cuff et al., 

2009). 

 

In the context of this study, considering the practitioners working in a Swedish and British 

drug treatment services, drug use continues to be a controversial subject with the potential 

to be perceived with more or less deviance. Furthermore, Becker mentions that the ways 

in which service users are treated by practitioners could have significant impact on their 

own self perceptions and identities (Cuff et al., 2009). Understanding how practitioners 

have come to construct and describe their own roles are therefore important factors, as 

the nature of these constructions and associated contextual factors guide practice and 

influence drug treatment experiences through relationships with service users. These 

factors make labelling theory applicable to this particular study and facilitates a link 

between the background concerning drug treatment policies and guidelines with the 

practitioners’ experiences of drug treatment working within stated policy frameworks.  
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Labelling Theory is appropriate to use as it considers seemingly stark contrasts in political 

and societal perceptions concerning drug use and treatment responses of Swedish and 

British drug policy makers. Previous research guided the direction of the study, drawing 

attention to dominant political ideologies which influenced and shaped common 

perceptions and acceptable norms of drug use. Political changes, policy statements and 

other significant events appear to have shaped and influenced common societal attitudes 

towards drug use. These attitudes appear to have changed across time and space. (Cuff et 

al., 2009) 

 

Becker (1963) highlights that any social group creates their own rules through social 

agreement that comes to define what is said to be ‘right’ or ‘wrong’. Becker highlights 

how the individual or group who may be framed as ‘deviant’, have their own view on 

what is seen as ‘acceptable’. Some of these societal rules may be enforced by law and 

carried out by professionals. This can be seen in this research study when the practitioners 

have to adhere to the guiding policies that were derived through social rules. Drug users 

can be seen as a deviant as it is classed as illegal, yet alcohol users are seen as more 

acceptable as it is legal. This outlook might not be shared by everyone in society and they 

might therefore be classed as ‘outsiders’. (Becker, 1963) 

 

In any social work environment, labels are applied as common practice to define client 

groups and their behaviors, staff title roles, procedures and interventions. 

 

 

4. Method 

This chapter gives explanations of the research design, offering clarity and demonstrating 

the types of methods chosen for this particular study. The mode of procedure provides 

information regarding the chosen literature, sampling method and data collection. Tools 

of analysis explain how the analysis was conducted. Essay credibility will provide more 

information on the validity and reliability of this particular study, as well as considered 

limitations. The final section of this chapter refers to ethical standpoints. 
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4.1 Research Design 

This study is empirical and uses qualitative research methods in the form of four semi 

structured interviews with two drug treatment practitioners from a Swedish service and 

two practitioners from a UK service. Selecting a qualitative research method with semi 

structured interviews allows for collection of richer data, such as individual perceptions 

from a small target group (D’cruz & Jones, 2010). This comes with some limitation in 

the ability to compare the answers, but is deemed a suitable method as the aim was to 

explore the specific perspectives of the drug treatment practitioners, allowing relatively 

free communication without deterring from the specific topic (Brinkmann & Kvale, 2009) 

 

The most effective way to meet the formulated aim and research questions of this research 

study was to collect information by using face to face semi-structured interviews with 

open-ended questions. This allowed for the option to ask the participants follow up 

questions. The existing literature gave pre-knowledge and a deeper understanding of the 

research topic (Brinkmann & Kvale, 2009), which then informed what questions were 

relevant to ask in the interviews to find out the perceptions of the drug treatment 

practitioners in a Swedish service and a UK service.  

 

4.2 Mode of Procedure 

The first part of this section describes the chosen reviewed literature in this study. The 

aim of the literature review was to gain pre-knowledge and deeper understanding of the 

research topic, which was useful in guiding the interview questions. The following 

sections will describe the sampling method in selecting the participant, how the research 

study was conducted and the actual investigation process. 

 

4.2.1 Literature review  

In relation to this study, the identification of chosen literature involved a wide analysis of 

data sources, including peer reviewed journals retrieved from databases, such as 

“SocIndex” and “SAGE journals”, found through the University of Gävle library 

homepage. The articles were found using various keywords, for example “practitioners’ 

perspective”, “therapeutic relationship”, “drug treatment”. Many of the articles found 

were not of relevance to this particular research study and only a limited number of the 

articles found were directly linked to the specific aim, especially on practitioners’ 

perspectives in Sweden or the UK. The nature of this study required exploring both British 
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and Swedish drug treatment policy frameworks. As both countries are part of Europe, 

additional data retrieved from The European Monitoring Centre for Drugs and Drug 

Addiction in the format of 2018 National Drug Reports, provided a useful data source, 

contributing towards a deeper knowledge of drug treatment provision, policy and 

response. Academic text books were chosen, including previous course literature around 

the research methodology and practice, as well as relevant sources covering drug policy, 

treatment and provision in the contexts of the UK and Sweden. The Sage Handbook of 

Drug and Alcohol Studies, Sage Publications 2017 was a useful source in comparing 

relevant drug related issues specific to this study across the UK and Sweden. The Sage 

Handbook guided the literature search further to include The Governance of Addictions 

European Public Policies, Oxford University, Press 2014.      

 

4.2.2 Sampling  

Purposive Sampling was considered most appropriate to this study as participants were 

selected according to their professional therapeutic roles working in drug treatment 

services in social work (D’cruz & Jones, 2010). There were some unexpected barriers, as 

four drug treatment services declined participation. This was apparently due to 

practitioners having busy caseloads and seemingly the management felt they were not 

able to justify permitting workers the allocated time for interviews. This meant that the 

optimal selection of participants could not be achieved as the two participating drug 

treatment services, one from the UK and one from Sweden, did not target the same age 

group of clients, but both did work in a community based setting where clients 

predominantly accessed their services voluntarily.  

 

4.2.3 Selection of Interviewees  

First preferred services were identified, young people services working with community 

based drug therapeutic interventions in either the UK or Sweden. The initial contact was 

made via telephone calls to the UK services and email or face to face to the Swedish 

services. Due to the time scale and size of the research study, service managers were 

contacted in two organization in the UK and four organizations in Sweden. Unfortunately 

the majority of services declined due to time constraints. The initial expectation was to 

interview one practitioner and one service manager, this proved to be slightly unrealistic, 

as finding a service manager and practitioners who would agree or had the capacity to 

honor one hour for an interview was more difficult than expected. One of the managers 
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approached in the UK service did recommend two participants within their service, who 

agreed to take part in this study. As all approached Swedish services declined, a further 

contact was made via email to a community based adult service working with drug 

therapeutic interventions and finally one practitioner agreed to be interviewed and then 

recommended a colleague that also agreed to take part in this study. In the end four 

practitioners agreed to be interviewed, two in a UK service and two in a Swedish service. 

The two organizations, one in the UK and one in Sweden, that agreed to participate were 

similar in that they both worked with community based drug therapeutic interventions in 

a predominantly voluntary therapeutic context, but differed as they targeted different age 

groups of clients. This fact that the two services that agreed to take part, did not target the 

same client age groups was not ideal and is described further in limitations of this research 

study. It was decided that some levels of comparisons could still be drawn from the two 

services that agreed to take part in this study, based on how drug treatment practitioners 

perceive and conduct their therapeutic roles.  

 

It was important to be as organized, flexible and as punctual as possible. Once an interest 

was shown, ethical guidelines were sent formally via email, explaining the purpose, 

protocols and procedures, including confidentiality and a clear and transparent descriptive 

account of participants’ rights, expectations and conditions of the research study 

(appendix 9.1 and 9.3). The participants also received the interview questions via email 

before the interview so that they could prepare themselves if they wanted to (appendix 

9.2 and 9.4).  

 

4.2.4 Research Process and Data Collection 

The nature of this research study required the method of semi structured interviews using 

open-ended questions, allowing the drug treatment practitioners to give an account of 

their perspectives on their roles and responsibilities. The semi-structured approach 

allowed practitioners enough space to speak more freely, capturing relational meanings 

of importance from their own perspective. Fifteen questions were listed under three sub 

headings that were selected to try and capture relevant information to draw on similarities 

and differences from the drug treatment practitioners’ own perceptions. The subheadings 

were influenced by previous research showing, for example, that background, education, 

evidence-based methods and collaboration were relevant areas to investigate in regards 

to drug treatment work.   
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The interview questions were sent in English to the two practitioners in the UK service 

and translated into Swedish for the two practitioners in Sweden, as they wanted to be 

interviewed in their native language. All answers were transcribed in the participants’ 

own respective language but translated into English for the purpose of this research study.  

 

4.2.5 Conducting Interviews  

Four face to face semi structured interviews were conducted. Two participants were 

interviewed in English and the other two interviewed in Swedish. The interviews lasted 

on average between 30-45 minutes. All participants worked in a community based setting, 

where clients predominantly accessed their services voluntarily, as drug treatment 

practitioners. The participants varied in age between 20-50 years of age and in gender as 

well as in educational background and years of experience within the field. Three of the 

participants had a higher educational background, whereas one participant had a 

background of personal experience and then gained education once in the job. The 

participants had a variation from 1-15 years of experience within the field of drug 

treatment interventions. 

 

All participants were made aware of ethical considerations in writing via e-mail and then 

again face to face, and had given their consent to be interviewed. Times and locations 

were arranged by participants and as a result all were conducted in the participants’ office 

in both the UK and Sweden. On arrival, participants were reminded that their own views 

were anonymous and that they could skip any questions at any time if they wanted to. 

They were also informed that the interviews would be recorded, but that the recordings 

would be destroyed after transcription, which all participants agreed to. They were also 

informed that they could pull out at any time and that the information they provided would 

be used only for this research study.  

 

How the two interviews were conducted with participants in the UK service presented 

differently from each other. Participant A was interviewed in front of several work 

colleagues as an available room was apparently not made available. This was unexpected 

and was not ideal circumstances as the potential for the participant answers to be 

influenced by others listening in could be a possibility. On the other hand, it was most 

important that the participant felt comfortable and empowered to reduce the unavoidable 
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power balance between interviewer and respondent. Having others in the room during the 

interview felt a distraction for me as the interviewer, in comparison to participant B who 

was interviewed in a private room. It seemed a more relaxed environment for both parties 

and provided an adequate more intimate space for active listening, paraphrasing, 

undisturbed thought and discussion. Both Swedish interviews were conducted in private 

rooms. All four interviews took place at practitioners’ offices to allow as much 

convenience for them as possible.  

 

Adherence to core guiding principles of conducting interviews was maintained, including  

the avoidance of leading questions, validating what was said, paraphrasing and 

summarizing to avoid misinterpretation or understanding (Brinkmann & Kvale, 2015). 

 

4.3 Tools of Analysis 

The chosen method of analysis for this study was thematic analysis, which meant 

formulating the subject matter and purpose of the investigation, finding common patterns 

in the statements and linking them into themes. Thematic analysis can be used in both a 

top-down (deductive) and bottom-up (inductive) way. In an inductive approach the 

gathered data decides the themes whereas in an deductive approach the author has 

preexisting themes based on theory and then looks to find these themes reflected in the 

gathered data. (Maguire & Delahunt, 2017) 

 

This research study reflects some aspects of both approaches in that the previous research 

and research questions guided the interview questions, which in turn impacted on what 

information was gained from the participants and the themes that emerged from their 

interviews. Maguire and Delahunt (2017) explains a six-phase guide of thematic analysis 

(by Braun and Clarke, 2006) that was used in this research study  

 

1.Become familiar with the data.  

2.Generate initial codes.  

3.Search for themes. 

4.Review themes.  

5.Define themes.  

6.Write up.  
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First the recorded interviews were transcribed and reviewed several times to minimize 

misinterpretation. The two Swedish interviews were transcribed into Swedish to avoid 

losing valuable information, and then translated in parts into English for the purpose of 

this research study. The transcripts were color coded to find patterns of common 

reoccurring expressions and then grouped and presented into three main themes, and three 

sub-themes. The first main theme was Job title, the second theme was Relationships and 

Collaboration with the sub-themes of Collegial and Managerial Support and Supervision, 

Therapeutic Alliance and Multiagency Collaboration. The third theme was Drug 

Treatment and Evidence based methods. These themes were further analysed to identify 

contrasting statements of relevance in similarity or differences, from the practitioners’ 

perceptions.  

 

4.4 Essay credibility 

When it comes to essay credibility, it will be described in the forms of validity, reliability 

and generalisability. Effort was made throughout the whole research process to ensure as 

much validity and reliability as possible, taking into consideration the risks of biases and 

other contributing factors.  

 

Reliability refers to the trustworthiness of the research findings. Would another researcher 

be able to reproduce the research with the same type of findings? (Brinkmann & Kvale, 

2010) The reliability of this study can be difficult as the analysis is based on personal 

statements from the participants, reflecting opinions and statements that can change 

depending on situational factors. For example, one of the interviews took place in a room 

full of people and that could have changed both the author’s approach and the answers 

given by the participant. The author tried to ensure that the research process was described 

in detail to increase reliability. The interviews were recorded to ensure a high level of 

trustworthiness in analysing the participants’ statements.  

 

Validity refers to if the method investigates what it is supposed to; if the observation 

really reflects the area of interest. It is important that validity is considered throughout 

the entire process of the research study, to continually check, question and theoretically 

interpret the data. (Brinkmann & Kvale, 2010). Using a qualitative research method with 

semi-structured interviews meant that there was capacity for the author to crosscheck the 

understanding of the answers. The questions were purposely open-ended to avoid leading 
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the participants in any way and recorded to increase the chance of fair representation. The 

data was analysed with an empirical method of thematic analysis following the 6-step 

guide to minimize bias, but the findings were never the less stated from the author’s own 

perception. There was a risk of potential biases in that participants working in the same 

services could have discussed the interview questions beforehand and therefore answered 

in a more collective and uniformed way. 

 

Generalisability refers to if the results in one study could be transferred to another 

situation - other subjects, contexts, and situations - or if the findings are valid only within 

its own remit (Brinkmann & Kvale, 2010). It is up to the reader to assess the “soundness 

of the generalization claim” (Brinkmann & Kvale, 2010). In this particular research study, 

using such a small sample of participants, the author does not aim to describe the findings 

of this study as a general truth to be applied to other drug treatment services in the UK or 

Sweden. The results and findings should be seen as relevant to the participants and 

services presented in this particular research study, as the results are based on a limited 

source of participants and interpreted by the author’s own perception and should therefore 

be critically interpreted.   

 

D’Cruz & Jones (2010) describes how Fetterman (1989) suggests that researchers must 

understand the limitations of ‘official knowledge’. This means that the author had to 

remain cautious, open minded and neutral, allowing for alternative perspectives. To 

maximize credibility in relation to this study, the author had to self-reflect on their own 

preconceptions and experiences of the topic as well as being mindful not to lead the 

research study at any stage. This meant acting with transparency, considering and 

acknowledging personal biases or assumption. It was also important whilst conducting 

the research that the author remained conscious of contextual narratives that differ, 

keeping a neutral and open mind and allowing for multiple accounts and relational 

perspectives. There were also unavoidable cultural differences, including diversities in 

language, as well as styles of communication and questioning. The author had 

preconceived understandings of work related systems, terminology and approach which 

were helpful during interview to understand the statements, but it also increased the 

likelihood of assumption or misinterpretation. These ambiguities required the author to 

have a cautious and mindful approach, especially during the interpretation of data 

analysis.  
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4.5 Ethical standpoints 

This study was conducted in accordance with the four ethical requirements recommended 

by the Swedish Research Council, which include: information about the research study, 

consent, confidentiality and data utilization (Swedish Research Council, 2017). The 

information was given both in writing via email and verbally before the interviews. The 

General Data Protection Law (GDPR) was adhered to in protecting the privacy of the 

participants and data collected. 

 

Gaining informed consent from participants involved giving an accurate and clear 

explanations of the purpose and value of the research, as well as offering guidance of 

confidentiality procedures and explaining what information would be used and destroyed. 

It was also important to discuss expectations and modes of procedure regarding 

participation. Ensuring confidentiality included discussing anonymity, assuring that 

protection of practitioners’ identities and their organizations would not be disclosed. To 

ensure their anonymity, limited personal information was given in this research study and 

participants were only referred to as participant A, B, C or D.  Participants were also 

informed that information would only be shared with the course supervisor and examiner. 

 

Aiming to reduce the power imbalance between author and participant, a decision was 

made to show the semi-structured questions prior to interview. In this way participants 

were prepared to answer the questions without hidden expectations or surprises. Most 

importantly, in relation to ethical standpoints, participation was explained as voluntary 

and participants were informed of being able to skip questions or pull out of the study if 

they wished to do so.  

 

 

5. Presentation of results and analysis 

In this chapter, the results that emerged from the semi-structured interviews will be 

presented in the form of three main themes, and then broken down into three sub-themes. 

The themes will be analysed and similarities and differences will be drawn based from 

the author’s perceptions and interpretations of the interviews conducted with the four 

practitioners, two working at Swedish service and two working at a UK service. The 

analysis will also be linked to information found in the previous research as well as the 



 

 
 

21 

theoretical framework. The first theme that emerged was the practitioners ‘Job title’. The 

second theme was ‘Relationships and Collaboration’. The three sub-themes were 

‘Collegial and Managerial Support and Supervision’, ‘Therapeutic Alliance’ which 

described the practitioners’ relationships between themselves and service users and the 

third sub-theme described practitioners’ perceptions of ‘Multiagency collaboration’ with 

other practitioners in various organizations. The third theme explored the practitioners’ 

perceptions on which ‘Drug Treatment and Evidence Based methods’ they used. The 

themes will be illustrated with quotations from the four practitioners referred to as 

participant A, B from the UK service and C, D from the Swedish service.  

 

Participant A is a female qualified social worker, currently working in young peoples’ 

drug treatment service, working specifically with young people at risk of sexual as well 

as criminal exploitation and associated vulnerabilities. Participant A has gained 11 years 

of professional experience in drug treatment work in a variety of roles both in adult and 

young peoples’ drug treatment service in the UK. Participant B is a male worker who 

did not have a formal education as such but received professional training on the job in a 

range of specific evidence based methods. The core of the job is around motivational 

interviewing and collaborative work with young people. Participant B works in the same 

UK young people’s service as participant A and has 20 years of experience working in 

various roles of adult and young peoples’ drug treatment services. The young peoples’ 

UK drug treatment service where both participants work, exists in a community social 

work setting. The organization works collaboratively as part of a wider integrated 

approach with both voluntary and statutory partners, such as local authorities, private and 

public healthcare services, including Child & Adolescent Mental Health Services, schools 

and education providers, Social Services and other social welfare department 

organizations and services. Participant C is a male qualified social worker working in a 

Swedish open care adult peoples’ drug treatment service which is a community based 

municipality service. Participant C works mainly with conversational one-to-one 

psychosocial support, and has 2 years of professional experience in drug treatment work. 

Participant D is a female qualified social worker working in the same role and service 

of adult peoples’ drug treatment service as participant C. Participant D has gained 19 

years of professional experience in a variety of roles within adult drug treatment settings 

in Sweden. The Swedish adult peoples’ drug treatment service is a municiple, open care 
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service that supports adults with some form of drug misuse, and seeking support in a 

voluntary capacity, as well as their family members.  

 

5.1 Job title 

The practitioners’ job titles varied between the two drug treatment services. It appeared 

that both practitioners working in the Swedish Adult Service had the same generic title 

of Social secretary (Socialsekreterare), whereas practitioners working at the UK Young 

Peoples’ Service had alternative job titles with specialized divisions in the context of their 

practice. These titles were created through social agreement in accordance with specific 

diverse client groups, such as Young Peoples’ Substance Misuse Practitioner and Child 

Sexual Exploitation and Looked After Children Substance Misuse Worker.  

 

Practitioner C: ”…den jobbtitel vi ska ha nu det är Socialsekreterare…” 

 

Practitioner A: “It is the Child Sexual Exploitation and Looked After Children Substance 

misuse worker.”  

  

These differences in job titles could be perceived with varying values as ‘specialized’ 

divisions of practice, implying a perception that client group identities have diverse 

situations, needing more selected or targeted responses. In another instance, maybe 

having  specific more specialized titles could be considered more of an obstacle than a 

practitioner working in a wider more generic drug treatment role. It depends on 

perceptions and ideas of how ‘knowledge’ is perceived to exist or valued. As social 

constructionism focuses on the role of language, it is important to consider the ways that 

alternative perceptions of concepts, such as specialised job titles with attached meanings, 

are created in ways that shape interpretations, hold symbolic meanings and 

understandings (Maclean & Harrison, 2015). These more specialized job titles could 

appear to suggest a value of ‘expert knowledge’ of the practitioner associated with the 

title.  

 

Considering through a Labelling Theory perspective, specialized titles may serve as a 

deterrent for some individuals or groups accessing the service. The service user could 

potentially feel a greater sense of exposure or moral stigmatization about a personal 

situation or circumstance they might be dealing with. For example, the explicit title,  Child 



 

 
 

23 

Sexual Exploitation and Looked After Children Substance Misuse Worker, could leave 

somebody feeling disempowered when approaching a service for support. They may not 

want to disclose why they seek support or have a completely different perception of the 

situation altogether.  

 

The title of substance ‘misuse’ worker, suggests a negative connotation with the behavior 

of using drugs. This could maybe evoke feelings of shame or guilt for the service users 

and create an engagement barrier for the practitioner to reach the service user. Labelling 

Theory supports further how the use of languages can have discursive tones which are 

associated with deviance and can evoke different types of emotions. The socially attached 

meanings through the use of language therefore require some critical awareness and 

reflexivity. They are not only influenced by human ideas and perceptions of reality, but 

are in a continuum of existence to shape new perceptions of meanings and symbolic 

values.  

 

5.2 Relationships and Collaboration 

There are many forms of relationships to be considered in the practitioners’ therapeutic 

roles, not only with the service user but also with work colleagues and other organisations. 

When it comes to collaboration with colleagues, all participants described working 

together with colleagues within their own organization, but there was a difference in what 

types of roles existing within their services. Participant A described a range of specialist 

practitioner colleagues working in their organization, for example, a specialist in mental 

health issues and a hidden harm worker, specializing in young people who have been 

affected by parental or others’ substance misuse. In contrast, participant C described 

professional colleagues as having the same roles and responsibilities. 

 

Participant A:“… I have that specialist role, but we also have another worker, J …who 

takes a lead and has a specialism in terms of mental health, and then we have another 

worker…she’s a hidden harm worker, so she works with young people who’ve been 

affected by parental or significant others’ substance misuse.” 

 

Participant C: ”We are 6 workers that work here with the same role as me.” 
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In a setting with multiple competences in various roles, there could be a potential of 

greater knowledge being shared amongst co-workers, but it really depends on factors of 

individual practitioners’ experiences and competence, not on the actual job title, where 

the meaning was created through social agreement. The relationships between different 

roles can sometime be different in their approach. For example as Samuelsson and 

Wallander (2015) mentioned, there were variations in views between drug treatment 

practitioners in a medical setting and a Social work setting. They explain that this might 

be due to medical healthcare practitioners having medical educations viewing drug use 

through a medical model lens as a disease needing specialised clinical intervention, as 

opposed to municipality drug practitioners who consider more the importance of 

relationships between social factors and dimensions of drug users’ lives. Social 

constructionism explains how practitioners may look at the same situation through 

different lenses and have alternative ideas, resulting in different outcomes.   

 

This indicates that practitioners could really benefit from working in collaboration with 

various colleague as they provide multiple angles of perception and approach of the same 

situation, but this is not necessarily related to the job title itself, but rather the individual 

knowledge and experience of the practitioners.  

 

5.2.1 Collegial and Managerial Support and Supervision  

Another form of relationship relates to the support and supervision that  the practitioners 

have with their colleagues and mangers. All the participants’ comments were mainly 

similar in that they all received continuous collegial and managerial support and 

supervision, as well as recurring support from a therapist. All the participants stated that 

they had the opportunity to speak to their colleagues for support when needed, on a more 

daily basis.  

 

Practitioner B: “We got one to one supervision with my manager… access to an 

occupational therapist… We also have peer supervision, so every four weeks the whole 

team meet and we have an opportunity to share practice, listen to each other… ask for 

advice or just ask someone to hear you out, and that´s really useful, but also just every 

day, we´re a really supportive team…”  
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Practitioner C: “I have my colleagues here… and we have a unit manager here as well, 

part of the time anyway. So we can use each other. Once a week we have for example a 

treatment conference…and then we also have supervision every other week with a 

psychologist or a psychotherapist” 

 

This aspect of support and supervision helps to develop the practitioners’ ‘competence’ 

and experience in their work, as they are given several angles and interpretations from 

other members off staff. Kothari, Hardy and Rowse (2010) mentions that key factors such 

as practitioners’ levels of competence, experience and behaviour may influence treatment 

outcomes. This shows the importance for the practitioners to  receive support from their 

peers and guidance from managers to further their own perceptions on what would be the 

most effective way to support the service user. In Labelling theory, Becker mentions that 

the ways in which service users are treated by practitioners could have significant impact 

on their own self perceptions and identities (Cuff et al., 2009) which further impacts on 

how effective the service user might be in their own treatment. 

 

Collaboration does not only include working together internally with colleagues, but also 

with other services and organisations, as well as the importance of creating a good 

relationships with service users. The following sections will further explore the 

therapeutic alliance with service users and  multiagency work with external organisations. 

 

5.2.2 Therapeutic Alliance  

All participants in both the UK and Swedish drug treatment services, mentioned that it 

was important to meet every service user with respect and to employ a non- judgmental 

attitude to ease engagement and enhance professional relationships. Both the participants 

in the Swedish service stated the importance of creating an alliance with the service user, 

to create trust and avoid a power imbalance. This was similar to the statement from 

participants B in the UK service who said it was important to be equal and not to make 

judgement. This demonstrated the similar views that to be able to reach a service user, 

the practitioner needs to build a relationship based on respect and trust to help the service 

user make a change in their lives. This outlook was supported by Kothari, Hardy and 

Rowse (2010) who mention the importance of creating a reliable relationship, as the 

service users are then more likely to engage, affecting the quality of their treatment 

experiences, which in turn influences more progressive outcomes. 
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Participant A: “when you go out and meet a young person , or even an adult and you meet 

them for the first time and you are non-judgmental, then you can almost see their 

shoulders dropping, and actually this person wants me to get to where I want to be, not 

telling me where that place should be. You know they’re sitting alongside me and for me, 

that’s the key you know.” 

 

Participant B: “Equal… we don´t make a judgement at all.” 

 

Participant C: “That you have an alliance or a treatment alliance, the relationship you 

get with the client. That can almost be equally as important or more important than what 

method you use. The importance is that you have a good relationship with respect and 

not judgmental in any way… and try to avoid creating  a power difference.” 

 

Participants C from the Swedish service and B from the UK service, also mentioned the 

importance of getting to know service users before deciding on therapeutic interventions 

or programs. The same idea was mentioned by Kothari, Hardy and Rowse (2010) in the 

previous research, suggesting  it is important to build a good relationship before beginning 

to use any interventions too early.  

 

Participant C: “To get the person first… find out a little more information and work with 

motivation and then maybe think if we should work with a program.” 

 

Participant B:”… sometimes just meet for a hot chocolate and not have to jump in with 

the heavy stuff straight away…” 

 

This makes one reflect that it is important to get to know the service user first under more 

general terms to understand them, and then to try to find which method or approach will 

be the most relevant to use for each service user. Everyone has individual situations and 

personal needs that should be considered and the practitioners’ competence is therefore 

an important factor in deciding on the right intervention. Through a social constructivist 

perspective personal experiences influence our perceptions and views of reality. The 

policies that guide the practitioners provide an overview on recommended methods and 

approaches, but it is up to the practitioners’ perception of the situation that might make a 
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difference. The practitioners through their own perceptions and ideas on what is a 

respectful and non-judgmental approach, try to create a bond with the service user to be 

able to help them in a meaningful way to make a change.  

 

5.2.3 Multiagency collaboration 

In relation to multiagency collaboration and integrated approaches, there appeared to be 

some similarities as well as notable differences described by practitioners. All 

practitioners in the UK and Swedish Services mentioned working in collaboration with 

other organizations and various services, but they differed in the extent and which 

services they collaborate with. For example both the participants in the UK Service 

mention working with a wide range of services in the community, whereas the Swedish 

participants did not mention any specific project work within local communities.  

 

Both the practitioners of the Swedish service described working together with 

professionals from Social services, as well as medical practitioners working in addiction 

wards at a local hospital. Although the Community Reinforcement Approach was 

described, the Swedish practitioners did not mention specific details of collaborative 

community intervention. Both the practitioners in the UK service discussed multiagency 

collaboration of a wider scope, mentioning collaboration with mental health services, 

education, housing, criminal justice and promotional events in local communities, 

engaging with diverse cultural groups and individuals. Participant A mentioned trying to 

build relationships through engagement within communities where there had been a 

limited organizational presence before, such as work in mosques and the South Asian 

Community.  

 

Participant C: ”It is really with the other sections of the Social services… and the 

”Socialförvaltningen” where the children and young people service is and also the adult 

addiction… and to some extent the hospital care.”  

 

Participant B: ”…we´ve got relationships with schools… links between our services and 

mental health services.” 

 

Participant A: “…We do a lot of promotional events in the local community and we’re 

just trying to break into kind of different communities that potentially we might not have 
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had much of a presence with before so, you know my colleague … he’s recently done a 

couple of training events… at mosques and south Asian community…” 

 

This is a difference that could be explained in that the practitioners meet with different 

types of client groups and have unique perceptions of constructed meanings and values, 

influencing different types of responses, such as focus towards young people or adult 

service users or differences amongst cultures. When working in a wider setting with other 

agencies and when considering various client groups, it is beneficial to understand that 

both culture and age are socially constructed. Culture is socially constructed in that the 

people within the specific culture decide on which norms and values will guide their 

actions, so the norms, values and behaviors differ between various cultures. Age and what 

is seen to be young or old is also socially constructed, where different cultures have 

diverse perceptions on when a young person becomes old. There is no universal 

understanding on age in terms of young and old as this is not naturally determined. 

(Maclean & Harrison, 2015; Berger & Luckmann, 1991).  

 

It is important to remember that meanings of drug use are socially constructed and may 

be perceived and viewed differently by groups and individuals within diverse 

communities. Structural institutions were also constructed through social relationships 

and agreements based on dominant perceptions of ideas. Therefore ideas and perceptions 

of all concepts with socially attached meanings through human languages, become 

relational and may hold different symbolic values. Social constructionism highlights the 

value and importance of service user perspectives. Practitioners therefore need to be self-

aware of their perceptions, assumptions or pre conceptions.    

 

All participants worked in collaboration with others but they mentioned different 

variations of collaboration. For example participant B mentioned that they worked closely 

with other multi-agency services. Sometimes they undertook and shared each others’ 

roles if a positive relationship was already established with the service user. This 

consideration of working across services was not mentioned by the Swedish participants 

but both participants in the Swedish service mentioned that they worked with family and 

friends support, as they also get effected by the service users’ drug taking. This was not 

mentioned by the participants in the UK services. Both aspects of collaboration hold value 
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for the service user and the role of the drug treatment practitioner becomes wider in its 

responsibilities by trying to work in a more holistic approach.  

 

Participant B: “It might be that actually the mental health worker has already got a good 

relationship with them and I can show them how to deliver interventions around 

substances that they can do it on our behalf… we find ourselves delivering things that 

sidestep from what we do from day to day.”  

 

Participant D: ” We also see the people closest to the client, family and friends of the 

person with the drug or alcohol problem, so you could say it is two groups of people that 

we see.”  

 

This shows that the network around the service user is important to look at, not only the 

family but also other services, to create a more holistic approach. The UK Drug Strategy 

(2010) mentioned the importance of collaborative work to address the needs of the service 

user for a more holistic approach including services of local health, social care, family 

services, housing, education, employment services etc. Finding similar links to the 

importance of collaboration in Swedish literature was more limited, and practitioner C 

mentioned that collaboration was limited and was mainly with the rest of Social Services.  

 

There were obvious differences in the contexts of organizations and diversities of service 

users in which they work with. That being said, concerns around economical strain and 

lacking resources were mentioned, impacting on the quality of an integrated approach.   

Practitioner A in the UK service mentioned that effective collaboration could at times be 

compromised by economical constraint and lack of resources. This was not mentioned by 

the Swedish practitioners but one can imagine that the practitioners may have relational 

perceptions about what is needed to collaborate effectively to improve practice, but the 

possibilities to fulfill their ideas are constrained by political and economic factors.  

 

Participant A: “According to my analysis this person might benefit from A, B or C and 

guess what… A’s  not available, B’s too much money and… you know”.  
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5.3  Drug treatment and Evidence based methods 

All participants appeared to value, promote and deliver evidence based approaches within 

drug treatment work. Practitioners A and B in the UK service mentioned using methods 

such as Motivational Interviewing (MI), Cognitive Behavioral Therapy (CBT), care 

planning, risk assessments, goal setting, ITEP maps, harm reduction, solution focused 

approaches, trauma based and attachment work. Practitioners C and D in the Swedish 

service mentioned using methods such as Community Reinforcement Approach (CRA), 

Motivational Interviewing (MI), cognitive behavioral therapy (CBT), relapse prevention 

and a specific Cannabis detoxification program (Haschavvänjningsprogramet). All four 

participants explained how selected intervention would be guided by the needs and 

situations of service users. Practitioner A mentioned using International Treatment 

Effectiveness Program (ITEP) maps, describing ITEP as a wealth of visual aids of 

interventions that can be tailored to young people’s situations depending on the different 

stages of their journey. For example if a young person’s drug use is considered 

experimental, or if a young person has reached abstinence and would still value some 

support specific ITEP, resources can be chosen together by young people and 

practitioners. Community reinforcement Approach (CRA) was described by practitioners 

C and D as a manual based treatment program that includes twelve structured sessions. 

First an assessment is conducted together with the service user, considering why they 

drink alcohol and which function alcohol may serve in their life. The outcome of the 

initial assessment then guides and informs how further sessions are based. Using 

Community Reinforcement Approach aims to help identify clients’ interests and increase 

activities in the lives of service users e.g. going to the gym. The thought is to replace the 

importance of drinking with other activities that are based on the service users’ needs and 

wants. Service users are encouraged to take small steps, building their confidence, also 

providing structure and routine to clients lives. 

 

Though all the participants of both the Swedish and UK services mentioned structured 

evidence based interventions, there appeared to be some contrast in how certain evidence 

based models were implemented, which will be further discussed in Motivational 

Interviewing. Both the participants in the Swedish service referred to working within 

national guidelines, policy frameworks and evidence based standards set out by the local 

authority. Participant D appeared confident describing the ‘known effectiveness’ of 

evidence based approaches whereas the participant A from the UK service appeared to 



 

 
 

31 

place more emphasis on using creativity in their work and were more open to trial and 

error. 

 

Participant D: “We have the municipality that decides what guidelines we should work 

by… it is like a task that we get and then work with. I know my colleague mentioned this 

too … national guidelines, where we need to work with evidence based methods. So I 

mean relapse prevention has evidence, MI has good evidence, CBT has also it, so we use 

what we know works”  

 

Participant A: “…there’s good and bad in all sorts of models…” 

“…We also do kind of all the bog- standard substance misuse interventions, using 

motivational interviewing with young people, care planning, risk assessments, also goal 

settings. In terms of interventions, we are quite creative as well. I think it’s about building 

relationships with young people first and foremost, and then the interventions…” 

 

Considering the methods highlighted from participant statements above, it would seem 

that some evidence based methods are used in both countries, such as Motivational 

Interviewing and Cognitive Behavioral Therapy, but there are differences in methods 

used as well. The two methods used by all practitioners were also supported by the 

previous research by Feltham & Horton (2012), stating that CBT and MI were commonly 

used in a wide range of social work settings. One of the Swedish practitioners referred to 

the evidence base of specific methods, emphasizing the value of “what we know works”. 

On the other hand, one of the UK practitioners stated how there are good and bad in all 

models and they mentioned the scope for creativity when delivering interventions. The 

terminology “bog standard substance misuse interventions” could suggest a need for 

something more than just evidence based methods. The contrast between the statements 

suggests a more linear and robust approach towards practice in the Swedish service, 

placing emphasis on the importance of evidence based methods. Whereas the 

practitioners in the UK Service appear to place less emphasis on “bog-standard 

interventions” and in addition to using these evidence based approaches, highlighted the 

diversity of workers within their own service and place value on creative interventions to 

enhance engagement. Having the option to choose method depending on the service 

users’ needs, is an important factor to individually adapt support in helping the service 

user making positive changes. These different views could be explained through social 
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constructionism in that different versions of realities are viewed and interpreted in 

different ways, holding different meanings to different groups and individuals (Maclean 

& Harrison, 2015).  

 

To further explore similarities and differences in the evidence based methods used, the 

example of Motivation Interviewing (MI) will be analysed in closer detail. MI was the 

only method that reoccurred in all practitioners’ statements in both the Swedish and the 

UK services, who placed much emphasis and value on the method. The popularity of MI 

could also be seen in the previous research, that stated that MI has been growing in 

popularity and is now dominating in many areas of social work practise (Boyle et al, 

2019). 

 

Participant B: “So, I guess the core of everything that we´re doing is around motivation 

and interviewing and all part of that sort of collaborative relationship with the young 

person…” 

 

Participant D: “A base that we stand on is MI, motivational interviewing which is like a 

foundation…” 

 

This was a core similarity but in relation to how motivational interviewing was being 

applied in practice, there appeared to be some notable degrees of contrast. In the UK 

service, there seemed to be no conditions attached to receiving advice and support for 

drug or alcohol use, apart from receiving a young person’s own consent to participate. It 

was therefore the choice of the service user to engage or not. In contrast to this, judging 

from the statements from practitioners in the Swedish service, it seemed that there was a 

difference in what support the service user got depending on what substance they used. 

Support was offered for alcohol use without any conditions, but to receive support for 

drug use there were conditions and the expectation to be committed towards total 

abstinence. This demonstrates the different ways of how drug use is perceived between 

practitioners in the Swedish service as an act of criminality and the UK service as more 

of a social and mental health related issue.  
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Participant B: “…you can´t tell a teenager what to do because they´re an expert, so 

there´s no point us sitting here and saying, “you´ve got to stop doing what you´re doing?” 

cos that´s just going to have the opposite effect.” 

 

Participant D: “If you would like help from me when it comes to drugs, then I can only 

help if you want to stop completely. I cannot help somebody to use ”normally”. No, that 

doesn´t work, you would need to stop completely in that case. It is criminal to take drugs 

so that is part of why we can´t help. To continue with a criminal act by continuing to take 

drugs and helping someone to take a little less, that doesn´t work, I can´t help with that.  

 

Participant C. “We do not ask the client to have decided if they would like to be abstinent 

from alcohol for the rest of their lives but maybe they would like to drink in a more 

controlled form.  It is different with drugs that are illegal, so we cannot  work to use a 

little less drugs. There you need to have the goal to stop taking drugs completely.”  

 

The above statements demonstrate how participants C and D in the Swedish service were 

restrictive in their perceptions towards drug use. Their perspectives seemed to echo 

Sweden’s ideological zero tolerance approach towards a drug free society as mentioned 

in previous research. This provokes an interesting question – How much flexibility can 

the Swedish drug practitioner offer who works in accordance with value based drug 

treatment policy guidelines as stated by the Swedish Ministry of Health? It was argued in 

the previous research how Swedish policy was more based around moralism and 

acceptably perceived norms than empirically informed guidance. The Swedish 

participants mentioned harm reduction methods less than the UK participants, who in 

their current job roles working with young people, were first and foremost concerned with 

the safety of service users, whether it is drugs or alcohol. Participant A mentioned having 

experience working in adult drug treatment services, where more focus was placed on the 

recovery model, that was very much abstinence based, and therefore maybe more 

comparable to the Swedish service, but harm reduction is still included in the recovery 

model. There also appeared to be some variations in the expressions between 

practitioners’ A and B perceptions of the UK service in relation to their perceptions of 

the recovery model agenda. Practitioner A suggested some positive value for service users 

who would themselves welcome the recovery model approach as a useful means towards 

more positive outcomes. Practitioner B expressed how they liked the autonomy of being 
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able to offer a harm reduction approach without attaching the idea that somebody would 

have to recover and become abstinent, further arguing that telling a service user to stop 

doing what they are doing was likely to have the opposite effect.  

 

Practitioner A: “…when the recovery model came in, they wanted a piece of that and as 

they did, they reached some goals when they never even had goals before. So, there were 

a lot of positives that have come from it as well.”  

 

Practitioner B: ”The harm reduction is important, but it has to be delivered in a way that 

makes the young person feel empowered to be making those choices for themselves and 

not told what to do.” 

 

As mentioned earlier culture is an evolving construct and is shaped through social 

influences by the people within the specific culture in which norms guide their actions. 

Norms, values and behaviors differ between cultures and sub cultures of societies which 

evolve throughout time (Maclean & Harrison, 2015; Berger & Luckmann, 1991). These 

norms are then influencing guidelines for how society should function. The policies that 

guide the practitioners provide an overview on recommended methods and approaches 

but it is the practitioners’ perception of the situation that might make a difference. The 

practitioners through their own perceptions and ideas on what is a therapeutic alliance 

and a respectful approach, try to create a bond with the service user to be able to help 

them in a meaningful way or to make a change. This might be where a conflict may arise 

for the Swedish practitioners. If the policy advocates a zero-tolerance approach where a 

service user might not receive support if not committed to total abstinence to drugs, then 

the practitioners own perception on what they see as most valuable might not be relevant. 

The practitioner might find themselves limited in their practice. Both the Swedish 

practitioners mentioned that they could not condone a criminal act of drug taking. One 

could say that in the Swedish Adult service, judging from this study, that more 

responsibility seemed to be placed on individuals to conform and become abstinent for 

the greater good of society. In the UK young peoples’ service, drug use was perceived as 

more acceptable and described as part of adolescents who were known to experiment. 

With these factors in mind, where the practitioner perceives drug use as either a form of 

experimentation or as a criminal act, Becker’s labelling theory seems all the more relevant 

in exploring the different ways labels are applied in practice and how labels have been 
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socially constructed in societies and which type of responses may be associated with 

labels impacting on service users feeling shame and deviance or acceptance and not 

judged. This will be further explored in the next chapter Discussion. 

 

 

On reflection, many of the drug treatment practitioners’ statements within the same 

services seemed similar. This could be seen as a coincidence but could also be due to the 

practitioners working in the same organization, experiencing similar events, guiding 

factors and work-related culture. There was also the potential that the participants had 

discussed the interview questions beforehand and therefore gave a more uniform answer. 

These similar statements could also to some extent be due to the fact that they adhered to 

the same guiding policies and were therefore reflected in the perceptions of the 

practitioners. It would then be a factor to consider that all the underpinning guidelines 

and policies were socially constructed and were products of their time depending on what 

was seen as “correct” norms and accepted ideas in society. This is a form of labelling in 

that what is seen as “correct” or “deviant” depends on what society at large thinks, how 

policies are shaped and how the practitioners perceive their roles, as well as the 

recommendations the practitioners make in their day to day practice (Samuelsson & 

Wallander, 2015). 

 

 

6. Discussion 

This chapter will first give a short summary of the analysis and then explore a deeper 

discussion of some of the statements and expressions made by the participants in the 

analysis linked with the selected theoretical frameworks. The discussion focuses on 

exploring the narratives of similarities and difference, considering how perceptions of 

reality are conceptualized, which factors are  considered valuable influencing the unique 

ways that on how drug treatment practitioners perceive and conduct their therapeutic 

roles. At the end there will be a discussion highlighting limitations of the methods used 

and drawing recommendations for further research that may be valuable in the future.  

 

6.1 Summary of the results 

From the analysis we found that were some similarities in the UK and Swedish 

practitioners’ perceptions of their work, but also that the differences that emerged were 
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in many of the same areas but more in how they apply their work, to what extend and the 

room for flexibility in their approaches towards practice. Practitioners mentioned that 

they all work in accordance with guiding policies but the policies were different in 

Sweden and UK in relation to focus on zero tolerance approach or harm reduction. This 

impacted on the practitioners’ perception of what support they could offer the service 

user. All practitioners used evidence based methods, for example MI, but they used it in 

different ways since the Swedish practitioners could only offer support with MI if the 

service user would chose to be totally abstinent from drugs. When it was regarding 

alcohol they could offer support with MI even if the service user only wanted to minimize 

their use. The practitioners in the UK service made no difference between drugs or alcohol 

and support with MI was offered without any demands of total abstinence. Other 

similarities that all practitioners mentioned was that they all receive collegial and 

managerial support in their roles and they highlighted the importance of building a 

respectful relationship with the service users. The analysis also showed that all 

practitioners did collaborative work both with their colleagues and also with external 

partners, but differed in the variety of roles and organisations that they collaborated with. 

The practitioners in the UK service were engaged in a more varied collaboration, both 

internally, with various colleagues in different roles and also in working together with 

other actors in the community e.g. schools, mental health and mosques. The Swedish 

practitioners mentioned a more uniform collaboration, with colleagues having the same 

roles in their organizations, mentioning only a limited collaboration with external actors, 

such as the local hospital or Social Services.  

 

6.2 Interpretation of findings  

The aim and research questions of this study was to draw comparisons on similarities and 

differences in how drug treatment practitioners perceive and conduct their therapeutic 

roles working in UK and Swedish drug treatment services. Some examples of the findings 

will be described below, highlighting the aim with regard to how practitioners perceive 

and conduct their roles. 

 

All the practitioners expressed the importance of having respectful and non-judgmental 

approaches towards service users. In previous research Kothari, Hardy and Rowse (2010) 

mentions that the ‘core’ component of therapy and therapeutic alliance is empathy and 

genuineness as well as the importance of engagement and maintenance of the therapeutic 
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relationship. This can then be seen in practice through the statement of all four 

practitioners in this study as a fundamental base to work from. There are elements of 

stigmatization attached with being a drug user that the practitioners need to take into 

account. For example, the practitioners in the Swedish service confirm the importance of 

creating a non-judgmental relationship as “there is a lot of shame and guilt attached with 

drugs, alcohol and addiction and it is not so easy to talk to others about it”. This statement 

implies that stigmatization exists for drug and alcohol users in Swedish society. Kothari, 

Hardy and Rowse (2010) mentions that many drug user might have issues of trust and 

insecure attachments and the need for a therapeutic relationship based on a collaborative 

nature and shared goals is very important. Practitioners from the UK service mentioned 

having witnessed discrimination towards adult drug users in hospital settings, being 

judged negatively as criminal drug users as opposed to healthcare patients. This statement 

implies that although language used in UK, Drug Treatment Policies and Services 

advocate terminology such as harm reduction and recovery, there are wider instances of 

stigmatization and negative perceptions towards drug users both within collaborative 

organizations as well as the wider UK society. Unlike Sweden, illegal substances are 

classified as A, B and C in the UK and the categorizations are arguably made according 

to scientific research suggesting differentiations of potential harm. This could be 

perceived as having more tolerance than placing all drug use in the same category as in 

Sweden, but since drug use is classified as illegal in both Sweden and the UK, some 

people find it difficult to look further than the law and therefore a lot of judgements are 

constructed on this basis. The laws regarding classifications of drugs were socially 

constructed, with claims of empirical knowledge but Nutt’s (2012) scientific argument 

about cannabis being less harmful than alcohol seems to have been neglected due to 

societal norms of acceptance. This could also be seen in participant C’s statement that 

alcohol use is more socially acceptable and therefore more tolerated across the Swedish 

society than drug use (including cannabis) because of the law.  

 

Becker suggests how negative connotations such as shame or guilt are connected with 

labelling (Cuff et al., 2009). A societal acceptance of a dominant drug free vision is likely 

to increase a drug user’s perception of their own deviance. Another example of negative 

connotation was one of the practitioners in the UK service mentioned that “…if they try 

to get information on substances, say for example, in an educational setting, then the 

message is just say ‘No’ about substances. Drugs are bad.” “You’re getting a response 
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based maybe on fear. Or maybe on what society thinks…”. A similar idea was mentioned 

by Samuelsson and Wallander (2015) that the practitioners’ perceptions of drug use are 

likely to influence practice, carrying potential to impact on how drug users perceive their 

own identity in relation to deviance. Becker suggests that it is not the behaviour (drug 

use) itself that is a measure of deviance, but others’ perceptions, categorizations and 

acceptabilities of that behaviour.  

 

All of these aspects can be considered as social constructs. They are subject to change. 

People are also subjective to change but importantly have pre-conceptions and ideas of 

what reality means to them. In relation to this discussion how practitioners perceive their 

constructed roles within the contexts of social relationships, appears to inform elements 

of practice, based on cultural dimensions, power dimensions, perceptions of norms and 

experiences.  

 

One of the most obvious differences noticed in this study was the notable differences 

between the recommendations of national drug treatment policy frameworks between UK 

and Swedish services. In the section of previous research, global level concern was voiced 

by Helen Clark (UN development program) suggesting that drug policies remain mostly 

ideological, as opposed to a societal topic that should be considered through evidence 

based approaches, effective dialogue and building consensus (Civil Society Shadow 

Report, 2018). Tham (2009) suggested that Sweden’s constructed zero tolerance approach 

towards achieving a drug free vision of society was based on political ideology as opposed 

to scientifically informed. Levy (2018) supported this argument and has accused the 

Swedish drug treatment approach as not paying enough attention to the potential 

empirical value of effective methods towards pragmatic health and evidence orientated 

policies and furthermore neglecting harm reduction initiatives based on social and 

traditional constructed norms. Practitioners described how socially constructed national 

guidelines, have significant influence guiding and informing their practice, advocating 

from a standpoint of ‘evidence’. Practitioners’ perceptions appeared to echo the aim of a 

zero tolerance approach towards a drug free society, perceiving drug use morally as a 

criminal act and supporting the Local Authority Drug Treatment National Guidelines 

Policy.  
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Judging from the two practitioners’ statements working in the Swedish service, most 

emphasis appeared to support previous research on practitioner perspectives, placing 

most importance on building a relationship of trust with service users and conducting a 

non-judgmental approach. Secondly, practitioners in Sweden advocated the importance 

of evidence based initiatives in relation to the perceived efficacy and scope towards 

reaching positive service user outcomes. Social constructionism theory offered capacity 

to capture practitioners’ relational meanings acquired through the social relationships 

between how they view and perform their roles and the social relationships between 

influencing factors such as constructed policy frameworks and the implications towards 

practice. Analyzing the expressions made by practitioner statements prompted a deeper 

analysis of the Motivational Interviewing (MI) method and it drew attention to a paradox 

that there was a conflict in the way the Swedish practitioners used the method, according 

to guiding policies, and how the authors described the empirically informed ideas and 

core principles of MI. 

 

6.2.1 Motivational Interviewing 

The empirical method of Motivational Interviewing was developed by Rollnick and 

Miller in 1983. MI is first and foremost a particular way of having a discussion about 

change (Miller & Rollnick, 2013). The core principles of MI promote a non-judgmental 

approach perceived to enhance the quality of professional relationships and therapeutic 

alliances (Rollnick et al., 2008). The Swedish practitioners’ perceptions of delivering MI 

in practice were explained as - unless service users were totally committed towards 

abstinence from drugs, therapeutic help and support became more restrictive. This did not 

include alcohol users. The quote below from the authors of MI seems to contradict their 

outlook on how to apply this method. “Honoring patient autonomy, MI also requires a 

certain degree of detachment from outcomes – not an absence of caring, but rather an 

acceptance that people do and can make choices about the course of their lives. Clinicians 

may inform advice, even warn, but ultimately it is the patient who decides what to do. 

There is something in human nature that resists being coerced and told what to do. 

Ironically it is acknowledging the others’ right and freedom not to change that makes 

change possible.” (Rollnick et al., 2008, p. 7)   

 

Judging from the above statement and applied to practice in the Swedish organizational 

context, MI appears highly applicable if working with alcohol users who can choose to 



 

 
 

40 

reduce their consumption, but not if considering drug use when it is perceived as a 

criminal act in the Swedish service. A drug user’s ambivalence was described as 

insufficient. Drug users must demonstrate a clear one directional motivation towards 

abstinence to be accepted for treatment and support. The statement from Rollnick, Miller 

and Butler (2008) “Ironically it is acknowledging the others’ right and freedom not to 

change that makes change possible” contradicts this conditional approach in the Swedish 

service where focus is placed on abstinence from a moral standpoint. 

 

In Labelling Theory, Becker argues that deviance is magnified based on the legal status 

of a substance. Becker also suggests that cannabis use has not been perceived as more 

deviant because it is a more dangerous substance than alcohol (Cuff et al., 2009). One of 

the practitioner statements in the Swedish service discusses the greater degree of 

stigmatization regarding drug use in comparison to alcohol use, which is described as 

more socially acceptable because it is not illegal for adults. This statements support 

Becker’s comments that deviance is magnified, based on the legal status of a substance. 

Drawing from previous research, David Nutt (2012) reported how the UK government 

refused to accept results of empirical research suggesting cannabis as less harmful than 

alcohol. The non-acceptance of Nutt’s research reflect politics rather than science. 

However, the impact of this would suggest a direct influence towards the legal 

classifications of drugs and alcohol which influence societal perceptions and fuel 

definitions of deviance.             

 

Becker highlights that the people who are responsible for enforcing rules might not be the 

same people who created them (Cuff et al., 2009). This can be seen in the zero tolerance 

approach in the Swedish policy that the practitioners must promote and adhere to. The 

fact that drug use is seen as a criminal act and service users can only receive support if 

they chose to be abstinent, could clash with the practitioners’ views that a respectful and 

none judgmental approach towards service users is one of the most important factors in 

making a positive change. The practitioners cannot override the policy that guides their 

work and have to say ‘no’ to supporting a drug user who wants to cut down their use but 

not stop completely. This raises many questions of how conflicting perceptions and 

agendas can be merged into a workable framework for the practitioners, including a need 

for flexibility to meet the service user, depending on their diverse and individual needs.  
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Furthermore, Sweden is considered a universal welfare state. But judging from the above 

discussion, does this universalism extend to all welfare services? It seems that in the 

context of working with ambivalent drug users in the Swedish service, a paradox appears 

to emerge reflecting the political vision. The moral influence of the drug free vision means 

that accessing drug treatment provision is not universal but selective. The reason for this 

is arguably more politically informed than scientific. The policies that underpin the 

practitioners’ work in Sweden appear contradictive by both stating an ideological idea of 

zero tolerance to drugs and still advocating the promotion of using evidence based 

methods such as MI, which recommends drug users to make their own decisions, 

promoting a value of having the choice regarding their commitment towards reaching 

abstinence without attached conditions or expectations.  

 

6.3 Limitations and suggestions for further research  

There were several limitations in this research study that need to be highlighted, such as 

finding an appropriate Swedish service as well as conducting and translating the 

interviews with a slight language barrier which increased the risk of misinterpretations. 

Another limitation was the author’s own experiences in drug treatment settings that 

existed within different organizational contexts, and who therefore must be cautious of 

any preconceptions, assumptions and relational understandings throughout interview 

discussions and analysis, to minimize the potential compromise of validity. However, not 

all preconceptions are conscious, which presents as a limitation in itself. To improve the 

degrees of credibility in relation to a follow up investigation, native Swedish speaking 

researchers would be optimal as appropriate authors.  

 

Time constraint was another limitation and the limited sample of only four interviews. 

This meant that the results could only be based on the participants’ views and 

organizational contexts existing within this study and not as a wider judgement. For that 

a larger sample would be needed. The degrees for  some comparability between the 

practitioners’ perspectives of therapeutic roles amongst the two chosen services were 

limited in that the services targeted different ages of client groups -  a Swedish adult 

service and a UK young people’s service. For a more optimal level of comparison, the 

services should have targeted the same age group of clients. This something to 

recommend for further research. It may have also been valuable to ask beforehand the 

ages of the practitioners, as well as years of experience in their roles. The participants in 



 

 
 

42 

the Swedish, as well as the UK service, came from the same services and their answers 

were therefore similar in many ways. It could have been more beneficial to have had 

different services within Sweden and the UK to see if the participants’ perspectives 

differed within the same service. A recommendation for further research might be to look 

at comparison within one country.  

 

Although open-ended questions in semi-structured interviews is a strength to find out 

what the participants think, it was also in some ways a slight limitation in this particular 

research with regard to the aim, as the statements were not always comparable and 

attention was focused on not leading questions. The open-ended questions were 

constructed for semi-structured interviews in accordance with the functional capacity of 

the method (capturing practitioners’ own relational perspectives from a neutral standpoint 

of the author), but on reflection, a greater need emerged to ask more narrowly about 

specific factors and areas of practice, to capture a closer degree of comparison. Many 

descriptive statements were retrieved that were pertinent to the study, however there were 

some instances where factors were referred to by UK practitioners and not mentioned by 

Swedish or vice versa.  This could be an area to improve for further research. This thesis 

study could not be considered anything greater than a small-scale snapshot investigation 

of an extremely complex subject area existing within diverse contexts of multiple 

influences and systematic dimensions. All factors acknowledged, a number of points were 

identified that may add value to a larger scale drug treatment study considering drug 

treatment practitioners’ perspectives of roles working within UK and Swedish services. 

The discussion of this thesis focuses on what was said as opposed to what was missing. 

There are however further questions left open in order to capture a more holistic deeper 

level of comparison, increasing creditability. The study could therefore be considered 

with some potential as a preliminary screening tool, informing further lines of 

investigation.  
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7. Abbreviation list 
 
ACMD – Advisory Council on the Misuse of Drugs 

ANDT – Alcohol, Narcotics, Doping and Tobacco 

CBT – Cognitive Behavioral Therapy 

CRA - Community Reinforcement Approach 

EMCDDA – European Monitoring Centre for Drugs and Drug Addiction 

IDPC – International Drug Policy Consortium 

MI  - Motivational Interviewing  

UK – United Kingdom 

UN – United Nation  

UNDP –United Nations Development Program 

UNODC – United Nations Office of Drugs and Crime 
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9. Appendices  

 

9.1 Letter to UK Service 

Hi XX,  
 
Thank you for showing interest in taking part in this research study! The purpose of this 
thesis is to explore the similarities and differences within young people’s drug treatment 
services in the UK and Sweden - considering drug practitioner perspectives.  
 
To meet the requirements of this study. I plan to conduct two interviews, lasting 
between 45 -60 minutes. I hope to be able to interview one drug service manager and 
one drug specialist practitioner if possible. 
 
If you and your colleagues would be kind enough to take part, participation would be at 
your own discretion. I plan to send our questions prior to interview. The study is 
anonymous meaning that your organization would not be named. In regards to 
confidentiality, information would be made accessible to the thesis supervisor and 
course examiners. Your staff have the right to end the survey at any point in time if they 
wish.  
 
I would like to be able to record the interviews with your consent. Doing this would be 
useful for me during data analysis.  
 
To inform you of the dates I will be arriving in the UK early in the morning on Tuesday 
16th April and leaving in the afternoon on Wednesday the 24th. I appreciate that you 
must be very busy. If you decide to take part I am flexible and would be able to come at 
a time that would suit best for you and your colleagues. If you require any further 
information about the study please don’t hesitate to ask. 
 
I look forward to hearing from you!  
 
Best Regards,  
Alistair Waterhouse  
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9.2 Interview questions in English 2019 

Part 1, Background 

1. What is your background and education?  

2. How long have you been working in this field?  

Part 2, Roles and Responsibilities  

  3. What is your job title?  

4. What does your job role involve?  

5. What kind of interventions do you deliver?  

6. Which types of strategies and methods are used in the day to day 
practice?  

7. Which types of factors do you consider in relation to intervention?  

8. Which policies, protocols and procedures guides your profession?  

9. Do you collaborate with other actors? How is this done?  

10. What are some of the common issues encountered in your profession? 
How do you deal with them?  

11. Do you receive support in your job? If yes what kind of support.  

Part 3, Practitioner’s perspective  

12. What do you feel is important to consider in relationships between 
professionals and service users?  

13. In your own experience what do you feel is important to consider 
working in drug treatment services?  

14. In your experience have you noticed any specific changes in approach 
or strategy in your organisation?  

15. What do you feel could be most important in drug treatment work 
through service user perspectives?  

16. Is there anything else you would like to add?  
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9.3 Letter to the Swedish Service 

 

Hi XX 
 
Thank you for showing interest in this research study. It is very much appreciated! The 
purpose of my thesis is to explore the similarities and differences within drug treatment 
services in the UK and Sweden - including drug worker perspectives.  
 
To meet the requirements of my study. I plan to conduct two interviews with 
professionals in each country, lasting between 45 -60 minutes. 
 
If you and your colleagues would be kind enough to take part, participation would be at 
your own discretion. I have attached the semi structured interview questions below. I 
have written them in English but if you prefer I can translate them into Swedish and 
conduct the interview in Swedish if you wish? The study is anonymous meaning that 
you and your organization would not be named. In regards to confidentiality, 
information would be made accessible to my thesis supervisor and course examiners. 
Your staff have the right to end participation in the survey at any point in time if you 
wish.  
 
I would like to be able to record the interviews with consent? Doing this would be 
useful during data analysis. If you have any further questions please don't hesitate to 
ask.   
 
Kind Regards,  
 
Alistair Waterhouse 
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9.4 Intervjufrågor på Svenska 2019 (Interview questions in Swedish 2019) 

 

Del 1, Bakgrund 

1. Vad har du för bakgrund och utbildning? 

2. Hur länge har du jobbat inom detta yrke? 

Del 2, Arbetsuppgifter 

3. Vad har du för jobbtitel? 

4. Vad innebär ditt arbete? 

5. Vad erbjuder ni för interventioner (metoder)? 

6. Vilka strategier och metoder använder du i ditt dagliga arbete? 

7. Vilken typ av faktorer behöver du ta hänsyn till när du använder de 

olika metoderna/interventionerna?  

8. Vilka riktlinjer och processer ligger till grund för ditt/ert arbete? 

9. Hur ser samverkan med andra aktörer ut? 

10. Vad är de vanligaste problemen du/ni stöter på och hur hanterar du/ni 

dem? 

11. Får du stöd i din roll? Vilken typ av stöd? 

Del 3, Den anställdes perspektiv 

12. Vad tycker du är viktigast att tänka på i relationen mellan dig som 

anställd och klienten? 

13. Utifrån din erfarenhet vad är viktigt att ta hänsyn till i arbetet med 

drogberoende och behandling? 

14. Har du lagt märke till någon förändring i arbetets strategi sedan du 

började? 

15. Hur tycker du stödet till dig som anställd fungerar? 

16. Något mer du vill tillägga? 

  
 


