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ABSTRACT
The focus of this research is in the area of drug addiction. Such a study if important in order to establish whether drug addiction is a choice or an illness. This research looks at many complex ideas and perspectives associated with drug addiction. By looking at varied ideas and perspectives it will determine whether addiction is a biological, neurological and environmental disease or is that of a choice often influneced be enviroment, surroundings and peers. Therefore the main aim of this research will be to determine whether addiction shouldbe  view as an illness which needs medical treatment or as an individual choice in which no treatent is needed.
This concludes that the debate reguaring drug addiction as a choice or an illness remains uncertain, Therefore further research is needed in the future.
ACRONYM 
EO

Education Otherwise

LA

Local Authority 
1. INTRODUCTION 
The main purpos of within this disseration will be to establish whether drug addiction is an illness or a choice. In order to successfully determine whether addiction it is that of an illness or a choice we will discuss and investigate several complex and challanging ideas relating to dug addiction. Initially the literature review will define what constitutes ‘drug addiction’ and how this impacts upon the individual, their family and contemprey society. Secondly the models of addiction, both the disease and medical model will be discussed, followed by the genetics of addiction, nature verses nurture and finally mind over matter. In addition, theories which help to inform, support and reduce dependency will be discussed whislt exploring both The Social Learning theory and The Sociocultural theory. The final section within the literature review will outline current best practices within the sector.
The results and discussion will consider the main themes from the literature review; these will include a definition and diagnosis, Social model versus Medical model, Drug addiction a disease or choice, social representation and stigma and finally interventions that work.
The final part of this dissertation will be the recommendations. The recommendations will outline and discuss the several themes and results discussed throughout. The final text will both conclude and outline what needs to change within society and policy as well as the support and interventions  needed to reduce substance misuse in the future.

2. LITERATURE REVIEW 
2.1. Introduction 

As previously stated the main focus within this dissertation will be to establish whether drug addiction is a choice or an illness. In order to make this piece of work as accurate and as critical as possible we will explore, review and discuss several different, and complex themes. To be as critical as possible we will be using a range of different research methods such as previously published work, articles, reports, journals and research papers. By using a range of different resources, it will give us a better understanding of the topic from different perspectives. In addition theory and poilcy concrning addicition will be included. 
2.2. Drug Addiction: Definitions and Diagnosis 
The issues of substance misuse use are high on the political agenda; Drug addiction is often recognised as a defiant and compulsive disease. Drug addiction causes changes to the brain and causes compulsive and abnormal characteristics of the individual involved (Gould, 2010). To ensure this dissertation is as methodically correct as possible we will be using an 

‘Evidence-based research to ensure all findings and statistics throughout this assignment are as accurate as possible. Evidence-based research combines individual scientific expertise with the best external clinical evidence from systematic research’ (Sackett, 1996). 

Drugs are defined as:
‘Chemical substance that, when taken into the body, alters the structure or functioning of the body in some way’ (Waynne, 2010).

It has also been suggested that
‘A drug is any substance which changes the way the body functions this can be mentally, physically, or emotionally’ (Smyth, 2006). 

Drug use becomes an addiction when an individual is no longer able to function without a certain pleasurable activity or substance (Dove, 2016). When the brain believes a harmful substance is beneficial it then becomes an addiction. This is a result of physiological connection. The brain considers bad habits to be fundamental to the users in certain events (Byrd, 2016). It is through learned prospects or association with others who support drug use that individuals learn the pleasures of drug taking (Becker, 1963). 
Addiction is defined as a ‘chronic, relapsing brain disease that is characterized by compulsive drug seeking and use, despite harmful consequences’ (Lewis, 2017). From a psychological and neurologist perspective, addiction is a disorder of altered cognition. Drugs alter the normal brain structure and function including aspects of learning, memory, attention, reasoning and impulse control (Pandya, 2017). When researching drug addiction twin studies are often awarded upon by psychologists, medical researchers and scientists. Twin studies are frequently being used to evaluate the extent to which occurrence of disorder is affected by genetic and environmental factors. The environment in which an individual grows up in plays an important part in addiction (Jones, 2005). Environmental factors can excessively increase an individual’s likelihood of developing a drug addiction. Child abuse, parental drug abuse, parental antisocial behaviour, traumatic life events, family breakdown and parental modelling of drug use as a coping mechanism are all contributing factors to drug misuse and addiction (Spooner, 1999). One particular study found that the association between drug dependence is higher for identical twins than those of non-identical twins. Identical twins who share 100% of their genes are at an increased risk of becoming drug dependant. ‘Not every addict will carry the same gene, and not everyone who carries, and addiction gene will exhibit the trait’ (Hanson, 2007). 
‘Twin studies explore the roles and interrelationship of genetic and environmental risk factors in the development of drug use, abuse, and dependence’ (Weinberg, 1999). 

Twin studies offers critical methods of studying questions of nature vs nurture in addiction research. Identical twins arise from the same fertilized egg, therefore share 100% of their genes. Fraternal twins however share just 50% of their genes, in contrast two unrelated individuals are far less alike from a genetic perspective (Beck, 2013).  Based on extensive twin studies there is clear evidence that a large quantity of genetic factors influences the addiction of drugs. Two independent twin studies reported that significant proportions of generic influences on addiction reported that a variety of illegal substances could be credited to common genetic vulnerability (Heath & Martin, 1994). 
Along with twin studies, Animal models are frequently used and play a fundamental role in the research of addiction. Animals, especially rodents are very similar to humans concerning their anatomy and physiology (Webster, 2018). Whilst animal models can never justify the complex social and personal reasons for addiction, they do however specify a severe means to correctly controlling environmental background, drug exposure and both social and cognitive presentation prior to drug management (Belin, 2015). Compared to other studies of genetic addiction animal models are one of the most liberal studies. This is a result of two main influences, Firstly, attempts to study voluntary alcohol drinking in rodents began in the late 1900s and were later followed by frequent studies in the 1960s. Both studies had a precise genetic orientation which has been supported ever since. The second influence being that drugs can be administrated logically by the experimenter or experimental animals providing an academic framework which attempts to understand their effects (Crabbe, 2002).
Frequently individuals abuse substances in hope of altering aspects within their lives (Durbin, 2018). Individuals who misuse drugs often consider drugs as the answer to their problem, though eventually drugs become the problem. Every addict will use drugs for different reasons, some will use drugs to self-medicate whilst other take it because they wish to do so. It is suggested that individuals with mental illness use substances to relief a specific set of symptoms and to counter the negative effect of their illness (Khantzian, 1985).  Social insulation, boredom, and difficulty coping with everyday situations all play a significant role in drug abuse (Meser et al, 1998). Other social factors such as poor social skills, poverty, and family dysfunction may also contribute to substance abuse (Gorski, 1994). 
2.3. Drug Addiction: The ‘Social Model’ versus the ‘Medical Model’  

The term commonly known as ‘social model recent’ is commonly used in the field of addiction recovery or drug rehabilitation programmes. Social model rehabilitation programmes emphasise the process of relearning responses to challenges, stresses and anxieties through ‘doing’ and ‘experiencing’ new things in a new way by watching and imitating positive role models (Anderson & Boris, 2013).  The social model is often fostered in recovery homes as a way of encouraging addicts to make positive, long term changes to their lifestyles to help them cope better with the patterns and challenges which led to their addiction. The idea behind the social model is to demonstrate a positive, substance free, non-dysfunctional way of life within a recovery home (Dingle & Frings, 2015). 
The medical model views addiction as a biological, neurological and environmental disease. The model is one of the most commonly used models for addiction since it incorporates the most well-established information from other models. It is primality a descriptive model and does not lead to just one method for intervention. The medical model has one particular advantage, medical professionals will apply their own judgement to each individual case of addiction rather than following a set paradigm that my not work for all types of addiction (Thomas & Bergold, 2012). The medical model also tends to disallow addictions that do not involve chemical substances, this may involve working with other complex and varied addictions (Potenza, 2013).  Peer group support is one of the main aspects in the treatment process of the model. Sharing personal experiences of addiction and the recovery process is an important part of the treatment process as it provides inspiration and personal motivation for those dealing with addiction. The medical model claims that listening to those who have overcome their addiction can provide hope and motivation for those still in recovery (William, 2017).

The nature of addiction means that the addict is obsessed with using drugs, they ‘chase’ the effect that the substance provides. If an individual could simply stop taking drugs then they wouldn’t be an addict (May, 1991). In truth, an addict is not choosing anything as their behaviour and need for substances is reflexive and involuntary based on the physical and psychological need for substances (Sack, 2018). Drugs deluge the brain with dopamine, teaching the brain to rely in the relief they provide and assign greater value to drugs than a need for other things like happiness and survival. All an addict’s decisions are based on their need for the drug and therefore ‘choosing’ drugs are not really a choice, and it certainly isn’t personal. (Sack, 2018).
Normative rational perspective about addiction has traditionally been divided among two main aspects, a medical model which views addiction as a disease characterised by obsessive and deteriorated drug use over which the individual has no self-power (Bernstein, 2015). On the other hand, a moral model which views addiction as a choice characterized by intended conduct under the control of the addict. The view of addiction as a disease characterized by obsessive and deteriorating drug abuse has come under criticism by many psychologists (Schaler, 2000). Their criticism is both experimental and conceptual. One criticism of the disease view is that it is not supported by evidence. This refers to biological evidence of changes to the normal brain function caused by excessive drug misuse as well as observational evidence of addicts reoccurring self-damaging behaviour. However, the critics claim that this is inadequate to guarantee an idea of addiction as a disease. The biological evidence is of neurobiological relates to drug misuse such as increased levels of the neurotransmitter dopamine, but these associates are widespread among pleasurable experiences (Foddy & Levy 2010). 
The second kind of experiential evidence relates to the alleged neurotic patterns of self-critical behaviour often observed in addicts and frequent supplemented by robust uncertainty: the addict expresses need not to consume drugs proceeding to or even throughout the drug intake (Charland, 2002). The statement is that this reveals the neurobiological effects of the drug use to be significantly different since the seemingly similar effects of other preferred activities or goods. There is a lot of evidence which proposes that addictive behaviour engages voluntary and rational behaviour. Through close study the drug orientated behaviour of addicts is proven to be less unusual that it appears, Addictive behaviour is influenced by a range of incentives like financial troubles and family conflict (Heyman, 2009). When drug addicts explain the loss of power and control depends variously on the arrival and nature on the individual examining them (Davies, 1997). Evidence suggest addicts can be encouraged to exercise their capacity for self-control of they are given what seem to them to be adequately optimistic reasons and statements regarding loss of power are to some extend accurately mistaken and motivated by the desire to shift acknowledgement of behaviour from choices to circumstances. Of course, few people would challenge that addicts participate in risk taking behaviour and willingly associate themselves with deviant individuals, risky environment and behaviours, yet so do those who choose to overeat, to drive over the recommended limit. It seemed extreme to debate that all instances of dangerous and destructive behaviour were triggered by a result of benefit effects overshadowing the negative effects of risky behaviour. The contradiction that habits have regarding their addictive, deviant behaviour is less usual of those who regular chase these risky behaviours (Foddy, 2010). 
Many critics of addiction as a disease consider that addicts do not really exists they are individuals who make frequent bad decisions, partaking in daily risk-taking behaviours to get themselves through to the next day, week, month (Schaler, 2000). The critics of the disease model of addiction challenge what it means to say that addiction is a disease that is characterized by obsessive and relapsing behaviours (Pickard, 2015). Critics also argue that we must not view addiction as a disease when we view behaviour in general as a personal choice (Henden, 2013). One clear variation is that those who show addictive behaviour report to feel a sense of ‘loss of control’. Critics of the disease model believe that the notions of the disease model shows clear similarities to the non-intended end of the band whist the experiential evidence proposes it to be more like the rational band (Heyman, 2010). The disease model is often not supported, and some would suggest that this model should be put to one side as the view presents addictive behaviour as an obsessive act because it counterfactually (Griffiths, 2015). Addiction varies on the motivational mechanism that causes detachment in the addict’s decision-making process (Laranjo, 2016). Such mechanisms include drug related immune homiletic anaemia (Garraty, 2009). Whist the mechanism does not remove the addict’s capability to control drug positioned behaviour it dramatically increases the effort they have to take advantage of substitute drugs compared to non-addicts. This view relates to current evidence of neuroscience which is not only consistent with the claim that addictive behaviour is characterized by neurosis and makes it more likely that individuals revert to drug use (Henden & Melberg, 2013). Also, the claim that addiction involves voluntary, deliberate performance motivated by the addict determination making process impacts upon an individual’s ability to make safe and practical choices (Sullivan & Fleming, 1997).
Viewing addiction as a specific model of lucid choices avoids the need for a theory of addiction (Heather, 2017). One argument is that addiction generally involves a set of substances and behaviours, these behaviours and substances must have a shared similarity which gives them their addictive properties. Yet not all individuals who misuse substances become addicted (Bushak, 2014). Research had found that some individuals are more likely to become addicted than others as a consequence of high risk and low risk individuals (Barber, 2013). Home life can be one of the biggest risk factors that can result in addiction, Statistics suggests that children who came from abusive households are much more likely to become addicts (Mordey, 2015). Peer pressure among young people is another likely factor of addiction. Even when peer pressure is not aggressive, pressure from peers to fit in can create an environment of experimentation with substances which can result in addiction. Age can also make an individual more likely to become an addiction. A survey conducted by the National Institute on Alcohol Abuse and Alcoholism found that young adults between the age of 18 and 24 were at an increases risks of developing both drug disorders and drug addiction.(Tyler, 2016). Dissimilarities among these individuals are due to differences in preferences, a set of choices or even doubt if drug effects varies across individual’s and are uncertain about which effects they should anticipate, they are more likely to make rational choices under uncertainty, this then increases their risk of using and developing addiction to the immoral substance, creating a situation where high levels of drugs become the only way they know (Orphandies & Myopia, 1998). 
In recent years there has been an increase in the presented in an attempt to understand and explain addiction. In recent years scientists have discovered an increased genetic and biological factor associated with alcoholism and drug addiction (Grison, 2018). One of the primary models for addiction and one that set the standard for decades to come was the moral model. The moral model was first staged in the eighteens and early nineteenth century when addiction was viewed as a sin (Pickard & Foddy, 2015). Drug resilient individuals were portrayed as ethically weak, and addictive behaviours were a fault of one’s personality (Department of Health, 2004). The moral model frames addiction as a result of human weakness, a flaw in an individual’s personality a moral failure to do what is correct (Welsh, 2012). The moral model is often referred to as the ‘Bio-Psycho-Social Spiritual (BPSS) model (Cooper, 2015). According to the model an ethical failure causes affection and increases the prospect of addictive conduct, suggesting the recovery of addiction should demonstrate supporting and strengthening an individual’s incentive to behave in an upright manner. Rather than proposing treatment methods for addiction the moral model viewed punishment as a more appropriate response (Chandler, 2009). Studies show that previously this approach has been used in the criminal justice system. The moral model is frequently used for addiction related crimes as a way of punishing those who are addicted with the intent to motive people to behave better (Horvath & Cooper, 1995).
Moral Reconation Therapy (MRT) is an evidenced based addiction treatment supported with the moral model, this specific treatment however is not a common or renowned therapy. The programme was developed and implemented by Kenneth Robinson and Gregory Little (1989). Moral reconation therapy works by increasing the moral level of one’s determination (Horvath & Misra, 2018). The therapy uses a systemic treatment strategy seeking to decrease reoffending adolescents and adult criminal offences by increasing ethical logic. Its cognitive behavioural method combines components from a range of psychological traditions to progressively address personality, social, ethical and positive behavioural development. The treatment focuses on sixteen impartial defined units of current relationships, reinforcing optimistic behaviour and habits, positive identify creation improvements of self-concept, reduction of hedonism and growth of frustration, enhancement of self-concept; decrease in pleasure seeking and development of frustration tolerance, and finally development of advanced phases of ethical analysis. (Department of Health and Human Services, 2013). The programme also anticipated nine personality stages based on the development patterns advanced by Kohllberg and Piaget (1979).
Overall, evidence suggest that MRT has successfully reduced crime. A review of systemic studies found that the level of reoffending amounts offenders who received MRT was 28% compared to 44% un-control groups (McGuire, 2008). This difference was statistically significant and represents a drop of one third in future criminal offending.  The moral reconation therapy programme attempts to move its participant to advanced stages in the hierarchy outlines by Little and Robinson (1988). This agenda focused upon conflict of both thoughts, behaviour and the use of verbal and semantic involvements as well as behavioural interventions was described by its authors as a cognitive behavioural approach with strong moral analysis emphasis (Arif, 2014). The agenda aspires to enhance an addict’s self-esteem, self-motivation and are taught how to improve their decision-making skills. With these skills addicts are taught how to delay immediate satisfaction related with drug use in favour of the internal gratification that comes from making moral decisions and helping others. Goal oriented actives are intended to bring the addict a higher state of moral reasoning, with the objective being to encourage them to make choices that cause less harm to themselves and others (Department of health and human services, 1999). The programme seeks to re-educate clients morally, socially and behaviourally to increase the chance of a positive outcome. With clients being morally, socially and behaviourally skilled addicts are able to safely return to society able to make morally correct decisions rather than displaying risky and deviant behaviour (Semin & Fiedler, 2014). 
Based on previous studies, learning is defined as ‘A persisting change in human performance or performance potential as a result of the learner’s interaction with the environment’ (Driscoll, 1994). Social learning theory is one of the most influential theory of learning and development, the theory has frequently been referred to as a bridge between behaviourist learning theories and cognitive learning theories because it incorporates attention, memory and motivation (Muro & Jeffery, 2008). The principles of social learning are assumed to operate in the same way throughout life. It suggests that individuals learn from one another through observation, modelling and imitation, Behaviourists state that learning has to be represented by a permanent change in behaves, whilst in comparison social learning theorists say that because individuals can learn through observation alone, their learning may not necessarily be shown in their performance, and therefore learning may or may not result in performance change (Bandura, 2006). Classic conditioning and operant conditioning describe how we learn from direct experience. However, humans usually lean by observing others. This is called social learning and is the most common way that individuals learn. As addiction progresses there are fewer opportunities for the addict to interact with non-addicted persons. Gradually the addict’s entire social circle becomes people who are associated with drugs and addiction. (Horvath, 2015). It is argued that individuals become addicted to drugs because of modelling. If an individual observes that other people are getting pleasure from these activities it can make them appeal (Satel, 2013). A therefore the social leaning theory suggests that if an individual witness another indusial getting pleasure from taking substances they are then likely to do so.  
In 1961 Bandura conduced a famous experiment recognised as ‘the bobo doll experiment’ the study focuses on the patterns of behaviour, and the idea that similar actions are learned by individual’s shaping their own behaviour after the actions of models. The results from this experiment changed the course of modern psychology and were generally acknowledged for helping shift the emphasis in academic psychology from pure behaviourism to cognitive. The study became so significant because it departed from behaviourism insistence that all behaviour is directed by reinforcement or rewards (Roediger, 2004). During the experiment children received no inspiration or motivation to beat up the doll, they were simply imitating the behaviour which they had previously seen and observed, Bandura (1986) termed these phenomena observational learning and the characterized components of effective observational learning like attention, retention and motivation. He demonstrated that children learn and mimic the behaviours which they have observed by those around them. The bobo doll is often used when exploring drug addiction. The findings of the bobo doll experiment showed that certain behaviours can be socially learnt by those around us. By witnessing the behaviours of those around us we are likely to replicate similar behaviours especially if the person we are observing is getting pleasure from the activity. Addiction is shaped by biological, social and psychological factors and therefore the experiment suggest that addiction is rooted in the way we observe and learn from those around us.   Social learning is one of the most prominent sociological explanations of deviant behaviour, the theory suggests that deviance is learned through associations with social groups who model, and reward deviant behaviour (Akers, 1985). Many modern theories of drug use and dependence assign central prominence to the role of craving in drug use and relapse, yet some theories continue to discuss whether drug craving has any motivational significance in terms of drug using behaviour (Niaura, 2000). Studies of addiction that have accessed elements of social learning theory suggests, there exists an inverse relationship between efficacy and craving, there appears to be an association between affect and craving, but the precise nature and strength of this association is unclear (Tanguay, 2014). Finally, the relations between outcome and expectation and craving is generally unknown, the motivation to use drugs are often learned through close association with significant others in small, informal groups such as peer groups and families (Tracy, 2016). It is in these intimate settings that individuals obtain attitudes regarding drugs and their use and observe the behaviour of others (Bahr & Hoffmnn, 2016). This type of communication involves learning specific motives, techniques and appropriate meaning that are commonly enclosed to types of drugs. Once an individual has begun using drugs, continuing the behaviour involves learning the following sequence (Winger, 2005). Recognising where and from who the substance can be purchased, maintaining stable interaction with the supplier of the substance, upholding the confidentiality of use from authority’s figures, evaluating personal experiences with drugs as pleasure and finally replacing non-drug using peers with drug using peers. After a pattern of drug use has been established the learning process plays an extremely important role in withstanding drug taking behaviours (Sutherland E, 1947). In applying Sutherland’s (1947) perspectives on social learning, which he called differential association theory, to drug use the emphasis is on how other members of social groups reward criminal behaviour.  It is also important to explore under what conditions the deviance is perceived as important and pleasurable. Essentially his theory states that the use of drugs is learned during intimate interaction with others who serve as a primary group.
‘The work of the sociocultural theory is to explain how individual mental functioning is related to cultural, institutional, and historical context; hence, the focus of the sociocultural perspective is on the roles that participation in social interactions and culturally organized activities play in influencing psychological development’ (Vygotsky, 1931). 
Whilst the majority of the sociocultural theory was put forth by Lev Vygotsky (1997) additions and refinements of the theory can be found in writings regarding activity theory. According to the model of sociocultural the cultural standards of a society and the negative effects of culture and society on individual behaviour can cause addiction (Horvath, 2010). Many cultural norms are subtle, yet the effects are powerful nevertheless. Addiction may also be an effect of culture, research shows that there are entire communities within the United Kingdom living in poverty, these communities have fewer opportunities to advance in life and as a result are more probable to commit offences, and to become involved in crime (Cooper, 2012). Lacking basic safety and opportunities for a better life, irritation and boredom run high. Daily living becomes increasingly stressful as day to day existence becomes more problematic creating circumstances that allows addiction to succeed (Misra, 2010). 
Thomb (1999) outlines that the use and abuse of drug can be seen as functioning four purposes in society; to facilitate social communication, to provide a release from social duties to promote group unity and finally to rebel against society’s standards. Studies of adolescent alcohol and drug abuse reveal that the social situation is a better analysis of substance abuse than their personality or their expectancies (Gladwin, 2015). In addition, there has also been what has been called the ‘time out’ hypothesis. This says that in most cultures allowances are made for those who become drug dependant, this being that the rules may be relaxed or overlooked, suggesting that the occurrence of these addictive behaviours are regulated by the rules and traditions of the wider society. Another vital contribution of the socio-cultural perspective is the focus on how a society chooses to accept certain creation of addiction, In the US over the past decade, addiction has been both medicalised and demonized however the concept of addiction has become enlarged. Peele (1987) takes this position even further, suggesting that the viewing of addiction as illness has in face contributed to the problem and not to its solution. 

Social constructionism is the idea that knowledge is socially constructed relative to the language, concepts and apparatus used to create (Hacking, 1999). For topics like addiction the traverse the biological and the social, simplistically there are two versions of social constructionism. Social constructionism proposes that if we were to talk, write and speak about addiction differently, then it would exist as a logical concept. Weak social constructionism however proposes that nay of the concepts and approaches to addiction are socially formed (Peele, 1990). There are few persuading arguments that drug addiction is mainly a myth based on society’s selective attention to some drugs, properties’, serotypes and behaviours associated as deviant or wicked (Davies, 1997). Davies (1997) has shown that addiction is speciality to attribution faults including the ‘fundamental attribution error’ which is to attribute individual’s undesirable substance use to their stable, internal characteristics. The myth diverts attention away from the social difficulties reinforcing addictions, According to the myth consuming addictive substances clues to addiction. Where as in reality pathways to addictions are long and diverse and dependence is not unavoidable. Addicts supposedly have markedly diminished control over their own thoughts and behaviours and are not fully accountable for their own acts and their bad behaviours are a consequence of their addiction, however those who are highly resilient on addictive drugs such like heroin and cocaine persist to have wishful control over their actions and scope for making healthier choices when circumstances permit (Hannersley, 2014). 
Currently is it almost impossible to control what drug addiction would look like if addiction were thought about differently. Over the past six decades, sociology has made a major influence on addiction research. Because addictive behaviours are socially constructed in part at least, they can be changed under appropriate circumstances even if they superficially appear like non-volition results of a compelling, uncontrollable, biological addiction (Robertson, 1987). Cognitive behavioural therapy is another treatment used for addiction, as well as cognitive behavioural therapy, allied therapies like motivational enhancement, mindfulness and contingent management all share the idea that how an individual think about themselves and forms their problems affect the extent of their problems and consequently demanding thoughts and actions can lead to increased performance (NIH, 2007). 
2.4. Drug Addiction or Choice 
Mind over matter is defined as ‘The use of willpower to overcome physical problems’ (Urban Dictionary, 2018). 
As indicated in the generalist dictionary above many would support this popularist’s view. Mind over matter is a phrase that essentially refers to one’s ability to use will power over physical limits. Mind over matter refers to how the thought process can influence our physical reality. Mind is 
‘The element of a person that enables them to be aware of the world and their experiences, to think, and to feel; the faculty of consciousness and thought’ (Oxford Dictionary, 2018). 
Psychologicst consider that our mind is the space that contains all potential and manifestoed feeling (REF). We as individuals choose the thoughts and feelings which create our physical life experiences. For most addicts, the compulsive desire to use is a complex process. The urge is often triggered by environments, thoughts and experiences. (Peele & Alexander, 2010). Mind over matter is often associated with drug abuse and drug recovery. When an individual becomes reliant on a substance the body almost stops functioning when they body isn’t getting the substance that it needs, as a result the body begins to experience withdrawal symptoms because it is not getting enough of the substance it once depended on to function (Dombeck & Nemade, 2009). 
Some physical withdraw symptoms are so intense they cannot be altered by the mind. Similar the vomiting and hypertension that occur is almost impossible to control. (Mind, 2013).  Studies have found that mind over matter can be very effective in helping an addict in recovery. (Hall, 2008). If an addict can assert enough self-control over his mind to realise that recovery is better than addiction, then his chances of recovery are increased. 

‘We are shaped by our thoughts; we become what we think. When the mind is pure, joy follows like a shadow that never leaves’ (Buddah, 2015).
Gene Heymans Addition: A disorder of choice (2009) advances the important, though debated view that addiction is not chronic, reverting brain disease but instead is a sample of typical ordinary choices that can be both voluntary and self-destructive. Contrary to a concept of addiction as a chronic physical disorder like diabetes or asthma. Heyman (1986) views addiction as a voluntary function behaviour that results from a temporally narrow-minded view of the available alternatives in a choice situation. The temporally myopic drug user diminishes and postponed collective better wellbeing, financial stability and secure relationships that supplements self-denial and predictably chooses to use drugs. Heyman (1986) notes that compulsion is the only disorder associated with both an actual and symbolically marital action. In addition, addiction is the only psychosocial disorder with symptoms that can be punished by law. After pointing out people’s tendency to dichotomize the causes of addiction for example either a chronic, deteriorating brain illness or as a headstrong, societally harmful behaviour. He states that if addiction is a disease and if disease should be treated, then punishing addicts for drug use will be relatively ineffective. Conversely if addiction is a choice, then treating addicts in agendas that fail to impose consequences for addiction linked behaviours will be moderately unsuccessful (Appendix 1). 
2.5. Drug Addiction: Social Representations and Stigma 
Stigma is defined as ‘A set of negative beliefs that a group or society holds about a topic of a group of people’ (World Health Organization, 2005). According to the World Health Organization (2005) stigma is a major cause of discrimination and exclusion and contributes to the abuse of human rights. When an individual experiences stigma they are viewed ad ‘less than’ because of their real or perceived health status. Stigma is rarely based on facts but rather the assumptions, preconceptions and generalizations and therefore its negative impact can be prevented or lessened through education (Herrman, 2005). Stigma often results in avoidance, rejection and discrimination against those who have a socially undesirable trait or who engage in behaviours which are seen to be deviant and culturally marginalized such as drug use. (Link, 2001). 
A major challenge for those who have an addiction to drugs is facing and overcoming stigma. Addiction is a disease that can be treated with appropriate treatment, however many individuals believe that addiction is a character, flaw or weakness in one’s personality (Satel, 2013). As a result of these misconceptions addicts face daily stigmatisation and discrimination from those within society. There are various stereotypes that those dependant on alcohol and drugs face. The majority of these stereotypes are negative assumptions about the lifestyles that those dependant on alcohol and drugs hold. Individuals who misuse substances are typically viewed as deviants who do not engage in society like the rest of the population and therefore are seen as powerless, and annoyances. (Mengesha, 2009).  Addicts embody different values and often behave very differently to most within society and because of this variation they are vulnerable to false assumptions (Little & McGivern, 2015).  However, these assumptions are often incorrect, the reality is that the majority of addicts are just like everyone else however some will fail to manage their addiction and therefore become entrenched in a lifestyle which often influences the individual to engage in deviant and dangerous behaviour and therefore become vulnerable to these stereotypes (Lloyd, 2010). Stigma can prevent individuals with drug problems recognizing their problem and seeking help (UK Drug Policy Commission, 2010) For those who face stigma seeking support would mean admitting to both themselves and others that they are ‘hopeless addicts’ and obtaining the label and all that goes with it. Not only does stigma prevent an addiction seeking help but it also has a big impact on their recovery once in treatment (Livingston, 2012). The low self-esteem of those in treatment prevent beliefs in recovery which reduces their chance of long term recovery. Employment and housing are other areas where stigma can be a huge obstacle to recovery from addiction (Lloyd, 2012). The importance of employment, for wellbeing and more importantly participation in society s well established. However, a study of employers found almost two thirds would not imply former heroin and crack users even if they were fit for the job. Former drug users also reported having job offers withdraw once their previous dug using status was disclosed (Gold, 2008). Previous research has suggested that the media conveys a mainly negative impression which marginalises and drug addicts and misrepresented dug users (Malone, 2003), Other research from has shown that ‘64% of adults agreed with the statement that People with a history of drug dependence are too often demonised in the media’ (UKPDC, 2016). 
The media plays a vital role in the portrayal and understanding of drug users. The constant reports of drugs and drug use occur daily through out a wide range of media sources. (Human Rights Commission, 2013).  The media consists of not only newspaper and magazine prints but also radio, television and many other broadcasting formats In recent years there has been an increased interest in the role of mass media and its influence on adolescents (Strasburger & Sonnerstein, 1999). The media has a great influence on the way and the representation of drugs and drug user. Daily exposure to onscreen drug use increases an individual’s probability to start using drugs themselves, especially those of a young age. (Elkin, Thomson & Wilson, 2010). Some research proposes that the mass media are instrumental n generating moral panics, societal reactions against certain drugs and drug users (Murji, 1998) 
Drug use was first shown onscreen in the 1930s (Daily Mail, 2013). The on-screen representations of drug use were very much anti-drug propaganda films with several relations made to the dangers of recreational drug use (Drug Abuse, 2016).  This negative portrayal of drug use was intended to scare young individuals into abstaining from these hazardous substances (Johnson, 2016). These on-screen representations rarely gained any traction, and it was not until the 1980s and after they the counterculture had already emerged and that the issue of substance use was taken more seriously. Scareface (1983), The Wold of Wall Street (2013) Trainspotting (1996) and the pineapple Express (2008) are just several films which show drug use (Carter, 2017). Although drug use was not portrayed as a serious issue until the late 1980s the media and the portrayal of drug use is now very different, the media often glamorizes drug use making it seem appealing to younger audiences (Demabogte, 2013). Media research shows that in the 200 most popular film rentals in 2007 illicit drug use appeared in 22% of them. Since serval studies demonstrate that drug use often occurs at a young age, the media often shape one’s perception and value system concerning substances (Warner, 2018). More recently, various television shows have come to the forefront representing addiction in a more accurate light. One of these shows is House, featuring a Dr who is highly reliant on drugs (Boyd, 2014). He is about to go about his daily routine and perform duties while high on Vicodin. He is still highly respected with other doctors on the show with or without opiate addiction. Dr. House then goes back to his job once he has recovered from his addiction, this is a perfect representation of what those in recovery are capable of.  It is not the qualities of the person afflicted with addiction that is to be questioned, it is the drugs themselves (Gold, 2015).  So, whilst stigma in the media, especially that in popular films and television shows remains, it is being broken part piece by piece. 

Media campaigns regarding substance misuse are becoming the norm however trying to determine whether individuals have changed their drug taking habits because they saw a campaign as nearly impossible to measure (Wakefield, 2010). Serval surveys and reports show that most individual main source of information on drugs is through the media (Morgan, 2013). The media is often relied upon for any new phenomenon. As previously mentioned the media often misrepresents reports of drug use and drug users. For example, when portraying some individuals who misuse heroin, they often use stereotypical images such as a skinny, unwell and deceitful user living a life of crime and poverty (Barnados, 2000). This stereotype evident in the campaign in January 2000 by Barnados, who uses a heroin use as a means for shocking people. In asking why a young man injects heroin due to a lack of care early on in his life, the poster shows a baby injecting himself with heroin while sitting in his own faeces in a dirty back street. The combination of a young vulnerable aby and drug use is a common tool for eliciting horror, sympathy and abhorrence. Showing such images in these campaigns are a deliberate attempt to use the media as a tool for preventing drug use by communication the potential horrors of addiction (NSPCC, 2016). However, research confirms that the effect of scare campaigns can be very different. Scare campaigns give massive prominence and visibility to drugs such as heroin as a result this increases experimentation of these illicit drugs (National Drug Prevention Alliance, 1998). In 1984 a report was conducted by the Government’s advisory body and the Advocacy Council on the Misuse of Drugs. The report warned 
‘Whilst we accept the need, in appropriate circumstances, for education to include information about drugs and their effects, we are concerned about measures which deliberately present information in a way which is intended to shock or scare. We believe that educational programmes based on such measures on their own are likely to be ineffective or, at the very worst, positively harmful’ (World Health Organisation, 2014). 
This for some young individuals branding the use of a dangerous substance as antisocial and deviant may provide a focus and new outlaw through which their frustrations may be vented, and their resistance demonstrated. Campaigns, if targeted properly can however be useful. Campaigns that draw attention to dangerous injecting techniques and ones which draw attention to services that can give useful information of support can help change an individual’s drug using behaviours (Quah, 2018)
2.6. Drug Addiction: Interventions that Work
An intervention is a professionally directed education process resulting in face to face group meetings with the family and friends of the addict. (National Council on Alcoholism and Drug Dependence, 2018) Those who abuse substances are often in denial about their situations and are often reluctant to seek treatment. They often do not recognise the negative effects that their behaviour id having upon themselves and others around them. The goal of the intervention is to present the user with a structured opportunity to accept help and to make positive changes before the problem intensifies. (Mauro, 2007). 
The majority if the intervention process is education and information for the relatives of the users (Scottish Government, 2004). The intervention is primarily an opportunity to support one and other. During the intervention each member of the family will outline the way in which they have been negatively affected or harmed by the addict’s action and behaviour. The will often family urge the user to seek treatment, and may, also lists the consequences for not seeking treatment (Donovan, 2013). Interventions are emotionally charged, and family members are encouraged to be specific about the challenges they have encouraged as a result of the user’s deviant behaviour. Specific breakdown of the exact type of pain they have experienced is an attempt to help the addict see the intense effects their behaviour has on others (Young, 2014). 
There is little research available on the effectives of interventions. However, research shows that an addict is more likely to seek treatments when they undergo an intervention. The National Council on Alcoholism and Drug Dependence report a higher than 90% success rate of interventions involving trained professional result in the addict agreeing to seek treatment (NCADD, 2018). For an intervention to be successful the user mist be fully committed to a life without substances. On one hand there is strong evidence that correlates familial involvement in addiction treatment to successful outcomes (Murthy & Nattala, 2010). However, an intervention without the guidance of a professional interventionist can potentially strain the relationship between the user and his or her family. The user may feel a sense of disloyalty and hurt resulting in family conflict and potential alienating the addict from his or her family (Young, 2014).  When reviewing research interventions, it is important to remember that no two addicts are the same, no two groups of interventions and the same and each addict comes with differing levels of severity depending on the type of substance and the length of time in which the addict has been abusing the substance. And therefore, a variation in these factors make it virtually impossible to isolate all possible variables to achieve a true result.
2.7. Conclusion

· Throught this dissertation I have explored several complex and debated many ideas cocerning drug addiction. The first concept discussed was the definition and diagnosis of drug addiction. Drug addiction is defined as a causes brain disease which causes compulsive and abnormal characteristics whilst researching this particular concept it was clear that both twin stuides and animal models are being frequently as research methods concerning the genetic og addiction as the antonomy of animals especially that of rodents are very similar to humans. In addition it is evidenct that the debate regarding addiction is still a challenge when treating individuals for addiction . The critics of the disease model consider addicits as individuals whom make frequent bad decisions, partaking in daily risk-taking behaviours to get themselves through to the next day, week or month (Schaler, 2000). Where as critics of the social model view addiction as voluntary and deliberate performances motivated by an addicts determination making process (Sullivan & Fleming, 1997). A major challenge for those who have an addiction is facing and overcoming the stigma associated with drug users. The stigmatisation associated with addiction can often deter indivdials from seeking the help and support they need in order to overcome their addiction. Addiction is a disease that can be treated with appropriate treatment, however many individuals believe that addiction is a character, flaw or weakness in one’s personality (Satel, 2013)  Howver for those who do seek help there are many interventions which are effective, Statistics from The National Council on Alcoholism and Drug Dependence reported a higher than 90% success rate of interventions. There are serval recccomendations which can be made from the findings of this dissertation, especially concerning the things that need to change. The first reccomendation would be to develop the research used within the social and medical model. As it is clear that the divide among both models make the treatment available to drug users ineffective. Another reccomendation which can be made is to investigate the causes and implications concening esulting in drug realted deaths. The final recommendation is the need to There is a need to apply several effective drug identification programs and methods to improve drug prevention programs and services within the community to improve long term addiction recovery rates

3. RESULTS AND DISCUSSION 
3.1. Introduction
During the results and discussion we will discuss three main themes these being medical versus choice: Does it matter? The Social Context of Substance Misuse and finally Interventions that Work: Challenges and Possibilities. The result and discussion section will outline the key results of the research, as well as including the findings, challanges and debates found throught.
3.2. Medical versus Choice: Does it Matter?
The current position on Medical versus Choice is still unclear, although there is frequent research being carried out resulting in more up to date research and evidence the divide between both opinions continues to challenge the current position. Recently the supremacy of the disease model was highlighted by an article in the New England Journal of Medicine. The article proclaimed that 
‘research has increasingly supported the view that addiction is a disease of the brain’ however Although the brain disease model of addiction has yielded effective preventive measures, treatment interventions, and public health policies to address substance-use disorders, the underlying concept of substance abuse as a brain disease continues to be questioned’ (Lewis, 2016). 
The ongoing debate regarding addiction as Medical versus Choice has an impact on both induvial and services. The way an induvial is treated for addiction has a substantial impact on their recovery, however with the no clear explanation regarding whether addiction is a choice or a disease the treatment and possible outcome for the induvial is also unclear. Generally, there are induvial on the mild end of the spectrum who have the ability to choose to stop or reduce their drug intake. Some induvial with a pattern of unhealthy drug use who meet the criteria for a diagnosis of substance use disorder may also ‘mature’ out of it without formal treatment. However, the more sever the diagnosis the less likely it is to happen (Bierer, 2016).  
There are several reasons why referring to addiction as a brain disease may be efectice and useful for medical professionals when treating users. However, referring to addiction as a brain disease may be unhelpful for untreated induvials mental health literacy. Changing the definition of addiction from a disorder where personal and environmental factors play a vital role in the early stages of addiction (Department of Health England and the devolved administrations, 2007) to a fatalistis disease implies that addicts of all substances will struggle to free themselves from addiction. (Smith, 2007). Addiction is similar to other common mental health illnesses like bipolar, schizophrenia and depression, because these otter pathologies will arise in spite of the patients desire to be well and currently cannot be fully cured (O’Neill & Denning, 2008). ‘Some clinicians suggest that addiction can be cured whilst others state that drug dependency can be cured but the person will always remain an addict’ (Gov, 2007, p.x.). And therefore, the varied opinion can hugely impact upon an induvial treatment and recovery.
3.3. Social Context of Substance Misuse
Addiction is a complex and increasing problem in the United Kingdom.  is a condition that deeply affects an induvial mind and body, but it also has a serious effect on society and the idivuals social connection. The increasing drug problem is also having an effect on the health and wellbeing of users seeing an increase in drug related death rates (Gov, 2017). ‘The rising number of deaths from dug bue s an issue for concern’ says the Deputy Prime Minister and minister of Interior. The number of cases incresed to reach a death rate of 6.1 out of every million people; last year, a figure which while not as high as other counties is still a problem that affects the whole of society (Zayed, 2016). A new government drug strategy sets out how the government aim to tackle the complex issue of drug misuse. The UK government ar supported by the Home Office in developing a prevention and recovery strategy. The strategy is important because it signals the government continuing commitment to the drug misuse prevention and treatment agenda.
‘Our ambition is for fewer people to use drugs in the first place for those that do – and who then experience problems – we want to help them to stop and to live a life free from dependence’ (DrugWise, 2017).

The strategy has a unique and balanced approach to achieve their goal of reducing drug use. The first approach is to reduce the demand for drug use, by acting to prevent the onset use of drugs. The second approach will be to restrict supply by adapting the approach to reflect changes in criminal activity using innovate data and technology. The two final approaches are to raise ambition for full recovery by improving both treatment quality and the outcome for different user groups ensuing the correct intervention is given to people. And finally taking a leading role in during international action, and new initiatives e.g. on new psychoactive substances, sharing best practice and promoting accident-based approaches to prevent due harm. (DrugWise, 2017).
3.4. Interventions that Work: Challenges and Possibilities
As previously mentioned there are several interventions that work however they are not always used or provided. Most of the intervention available provide education and information for the relatives of the users (Scottish Government, 2004). Intervention are primarily used as an opportunity to support drug users. However, though there is clear evidence that many interventions are successful in treating addiction An intervention often used to treat substance abuse is Cognitive Behavioural Therapy. An intervention refers to an action taken to improve a medical disorder Cognitive behavioural therapy was introduced in the 1970s and is an effective therapy for the treatment of substance addiction or other mental health disorders such as anxiety, depression, and eating disorders (Cole & Brooks, 2009). Cognitive behavioural therapy combines aspects of behavioural therapy and cognitive theory, it is a goal orientated, therapeutic approach, aimed at rectifying maladaptive through patterns and behaviour in order to improve emotions and promote positive change (Centre for Substance Abuse Treatment, 2005). CBT is frequently used when treating individuals for drug addiction. CBT is brief and focuses on empowering the individual, encouraging them to rely on themselves and their own abilities (Brooks, 2009). 
Though CBT is an effective intervention, it does not stop the action from happening or arising. Drug prevention programmes and strategies are vital to the recovery of addiction, drug prevention programmes intend to prevent or reduce the risk of developing a behavioural health problem. Research based programmes that feature a variety of strategies have proven to be effective when treating drug addiction. Universal, selective, indicated and tiered pogroms are all research-based programmes which are evident to being effective. Each program focuses on one particular group of people and has a particular strategy when doing so (Sussman, 2016). And therefore, when treating drug addiction, it is important to remember that though interventions are proven to be efectice they do not prevent or stop the addictive and obsessive behaviours from returning and therefore drug prevention programmes need to be in place for the best chance of recovery. 
3.5. Conclusion

Whist writing the result and discssuin section it is clear that additional research is needed within both medical and psychological aspects of addiction in order to end the debate regarding whether addiction is a choice or an illness to impove the effectivlness of the treatent options givrn to users to improve their chance of full recovety. In addition to reduce the increasing drug realted deaths the government should provide prevention and recovery strategys in order to support and put effective stratgoes and policies in place for those whom are struggling with addiction acting to prevent the on set use of drugs. Finally when evaliating the effectivlness of effective interventions it is important to remember interventions there is evidence to support the effectiness of certain inverventions, invervetions alone do not prevent or stop the addictive and obsessive behaviours of an addiction and therefore there is a high possibility that these behaviours will retuen with out addictional drug prevention prograames.
4. CONCLUSION AND RECOMMENDATIONS 
Whilst researching this subject there will be a wide range of methods used throughout to collect the best research possible, using a wide range of methods will allow us to look at addiction from more than one perspective giving us a broader understanding of the topic. The methods likely to be used in this assignment will be the following, Reports, journals and articles, Books, relevant websites and documentary analysis. Though there are a wide range of different methods likely to be used whist researching, there are other possible research methods which may be of help data research would allow me to collect data from previous findings e.g. observations and trials (Anderson, 2010). 
When considering the themes in the discussion and results section it is evident that the current position on Medical versus Choice is still unclear and as a result is impacting upon the treatment available to those who need it. This suggest that there is a need to improve and update the research concerning addiction as a disease or a choice thus the following recommendations can be made: We have debated whether addiction is a disease or a choice since the early 1700’s. Regardless of how induvial want to categorise the nature of addiction, there is a solution. (Williams, 2014).  The disease versus choice dichotomy does have some value because it leads to the emphasis on treatment over intervention, however it deemphasises the kind of treatment which works best. Neurobiological and psychological research will give us a better understanding of personality traits like anxiety, in increased addiction risk, so we can finally recognise whether the traits of addiction are linked with that of a disease or personality (Satel, 2016)

Recommendation 1:

· To end the conflicting debate researchers should investigate more about the neurobiological and psychological elements of addiction.
When considering the themes in the discussion and results section it is evident that drug addiction is complex problem which deeply affects one’s mind and body. Drug-related deaths are rising and are a major concern to councils and our health partners. Deaths have increased sharply over the past five years and are now at their highest levels since records began. (Local Government Association, 2027). With the rise in drug related deaths, PHE granted a national summit with LGA and Drug Scope. The summit explored the complex causes bending the rise in deaths and produce practical messages for key decision makers who may be able to prevent future drug related deaths. Increased funding should be spent to reduce avoidable deaths by giving additional support to those with complex physical and mental health needs, to educate those who are not yet engaged in drug use about the dangers associated with drug taking, To maintain a balanced approach to risk and ambitions for recovery and finally to educate and share important information to services whom work or have constant with vulnerable individuals e.g. the homeless. This suggest that there is need for local governments to act upon the rise in drug related deaths; thus the following recommendations can be made:

Recommendation 2:
· To end the rise in drug related deaths, researchers should investigate the causes and implications resulting in drug realted deaths.
When considering the themes in the discussion and results section it is evident that there are several effective interventions in place for those with a drug addiction, however drug prevention stratifies need to be present in addiction to interventions to make sure addiction is prevented in the long term. This suggest that there is a need to apply several effective drug identification programs and methods to improve drug prevention programs and services within the community; Program planning, developing and implantation should incorporate all potentially affected individuals, including agency administrators, court administrates and important community representatives such as substance abuse mental health and other medical treatment providers. Any programme used must have written policies and producers. The document should detail areas such as agency authority to perform drug testing for example state statuses, court orders or agency policy. Clearly defined rationale and procedure for identifying youth should be included in all programmes. Drug testing in probation agencies should be used with sufficient and randomness to identity and deter continued substance abuse. And finally, all drug identification measures should be followed by an intervention (Crowe, 1998) thus the following recommendations can be made:
Recommendation 3:
· There is a need to apply several effective drug identification programs and methods to improve drug prevention programs and services within the community to improve long term addiction recovery rates
“The mentality and behaviour of drug addicts and alcoholics is wholly irrational until you understand that they are completely powerless over their addiction and unless they have structured help, they have no hope.” Russell Brand, 2016).
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6. APPENDICES
6.1. Appendix 1: Stages of Response to Interventions
The first stage of the program was disloyalty which was typified by extremely self-centred behaviour and the willingness to be dishonest and to blame other people. The opposition stage appeared to differ from the disloyal stage in degree rather in kind. Individuals in this development stage did everything a disloyal individual would do expect they would do it less often. In the uncertainty stage, individuals "are not sure how they stand with others or how they feel about other people" (Little & Robinson, 1988). At the injury phase individual’s still tend to engage in behaviour that is destructive to themselves and others however they usually recognize that they are the source of the problem. The nonexistence phase was the likely location for those who often felt alienated from things but usually had few relatively pleasing relationships, individuals in this phase inclined to drift between making choices based on pleasure and pain. Person’s in the danger stage dedicated to gaols and grounded their decisions mainly upon societal values and law and order. For those in the emergence stage decisions are based mainly upon social considerations however a strong element of idealized moral values assess their judgement. Those individuals reverted to pleasure or pain decision making on fairly infrequent occasions but "when this occurs . . . usually they will seek to bring it into the open and correct the situation"(Little & Robinson, 1988). The normal stage was demonstrated by moderately happy, content individuals who were considered that they had chosen the correct goals for themselves and that they were fulfilling them in the right manner. The final stage of the program was the grace stage, the characteristics of the normal stage were subsumed. The main different was that the great majority of decision making was founded upon ethical principle. According to Little & Robinson (1988) only a small minority of adults reach the grace stage of moral development. 

6.2.  Appendix 2: Ethics Form
In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  
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If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants

	Who are the intended participants:
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	NO

	Students or staff at the University?
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	Adults (over the age of 18 and competent to give consent)?
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	Information for participants:
	YES
	NO
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	Will participants be paid?
	☐
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	Is specialist electrical or other equipment to be used with participants?
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	Are there any financial or other interests to the investigator or University arising from this study?
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SECTION H: Anticipated Risks

	Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	Full risk assessment completed and appended? 
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 No                                   ☒


	Risks to participants
For example: emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	Non-applicable 

	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	Searching websites which puts me at risk of being accused of supporting substance misuse 


	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	Non-applicable


	University/institutional risks
For example: adverse publicity, financial loss, data protection

	When undertaking the research, the risks to the university may be giving them a negative publicity

	Adverse outcomes

List measures put in place to limit any adverse effects or outcomes of research activity where appropriate. Include any emergency protocols. 

	Searching websites which puts me at risk of being accused of supporting substance misuse

· Clarity of purpose

· Openness with supervisor

· Completion of ethics form as a paper trail
Some measurements that could be put in place would be regular one to one sessions with a dissertation supervisor or the help and support of student services


	Disclosure and Barring Service

	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES
	NO
	N/A

	Has a DBS certificate been obtained?
	☒
	☐
	☐


SECTION I: Feedback, Consent and Confidentiality

	Feedback
What feedback will be provided to participants, how will this be done and when? 

	Non-applicable 


	

	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded.

	Non-applicable 


	

	Confidentiality / Anonymity

Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	Non-applicable 



SECTION J: Data Protection and Storage

In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	
	YES
	NO

	Does the research activity involve personal data (as defined by the Data Protection Act)?

“personal data” means data which relate to a living individual who can be identified—

(a) from those data, or

(b) from those data and other information which is in the possession of, or is likely to come into the possession of, the data controller, and includes any expression of opinion about the individual and any indication of the intentions of the data controller or any other person in respect of the individual.
	☐
	☒

	If YES, provide a description of the data and explain why this data needs to be collected:

	

	

	Does it involve sensitive personal data (as defined by the Data Protection Act)?

“Sensitive personal data” means personal data consisting of information as to –

(a) the racial or ethnic origin of the data subject,

(b) his political opinions,

(c ) his religious beliefs or other beliefs of a similar nature,

(d) whether he is a member of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),

(e) his physical or mental health or condition,

(f) his sexual life,

(g) the commission or alleged commission by him of any offence, or

(h) any proceedings for any offence committed or alleged to have been committed by him, the disposal of such proceedings or the sentence of any court in such proceedings.
	☐
	☒

	If YES, provide a description of the data and explain why this data needs to be collected:

	


	Will the research activity involve storing personal data on one of the following:
	YES
	NO

	Manual files (i.e. in paper form)?
	☒
	☐

	University computers?
	☒
	☐

	Private company computers?
	☐
	☒

	Home or other personal computers?
	☐
	☒

	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☐
	☒

	“Cloud” storage or websites?
	☒
	☐

	Other – specify:


	☒
	☐

	For all stored data, explain the measures in place to ensure data confidentiality, including details of password protection, encryption and anonymisation:

	In order to secure all data stored I will make sure all  data is stored securely and safely by making sure password protection is used to keep the data confidential 

	Will the research activity involve any of the following activities:
	YES
	NO

	Electronic transfer of data in any form?
	☐
	☒

	Sharing of data with others at the University?
	☐
	☒

	Sharing of data with other organisations?
	☐
	☒

	Export of data outside the European Union or importing of data from outside the UK?
	☐
	☒

	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	Publication of data that might allow identification of individuals?
	☐
	☒

	Use of data management system?
	☐
	☒

	Data archiving?
	☐
	☒

	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the Data Protection Act (and/or any international equivalent):

	I will be sure to follow the rules and regulations of the data protection act when using any sort of technology e.g. laptops


	List all who will have access o the data generated by the research activity:

	The university lecturers and university staff will have access to the date collected



	

	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	The university lecturers and university staff will have control of the data collected 



	

	Give details of data storage arrangements, including where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	The data will be stored on the university turn it in web page for as long as needed by the university, Once the data has been looked at by the university it will be achieved



SECTION K: Declaration

	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice
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	Date:
	20/11/2017


For students:

	Director of Studies/Supervisor:
	Dr Caroline Lohmann-Hancock

	Signature:
	Dr C Lohmann-Hancock



	Date:
	20/11/2017


For staff:

	Head of School/Assistant Dean:
	

	Signature:
	

	Date:
	


	Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

☒
	I have read the guidance notes supplied before completing the form.
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