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Paul Hayes
always a controversial figure, paul Hayes 
has nevertheless been a tireless champion 
for treatment. With the nta shortly to fold 
into public Health england, he reflects on 
the political realities of establishing and 
maintaining the treatment system in this 
specially extended interview with Harry 
Shapiro.

secretary, not by the Department of 
Health. 

the nta was announced before 
the 2001 election but didn’t start until 
after the election by which time David 
Blunkett was the Home secretary. 
the tsar had been shunted off to do 
international stuff, the tsar’s office had 
been closed down in the cabinet office 
and moved into the Home office. that 
was the point at which the Home office 
took control of drug policy. everybody 
thinks the Home office has always 
controlled drug policy, but they didn’t 
until 2001. prior to that, starting from 
the first drug strategy – John Major’s 
tackling Drugs together – control of 
the drug policy had been in the cabinet 
office. the Home office have always had 
an interest, but they weren’t the lead 
department until 2001. 

Did you share the same view 
as government, that the NTA 
was essentially there to deliver 
reductions in crime?

We saw the nta as multi-faceted; the 
theme of speeches at the time was 
‘three for the price of one’. there was the 
motivation from the government: what 
justifies it to the taxpayer is reduced 

crime, benefits to society of people 
getting back into work, reduced benefit 
payments and all that. But you’ve also 
got the investment that comes off the 
back of the crime link; it enables you 
to invest in harm reduction services to 
prevent public health risks and thirdly 
gives you a big enough treatment system 
to enable you to provide decent services 
for individual users. Wider societal, 
public health and individual benefit 
as long as you meet the government’s 
objectives on crime. if you do that, you 
trigger all the rest, otherwise the money 
tap gets turned off and you can’t do 
anything. You might then be ideologically 
pure, but you would be back to where we 
were when we came in which is people 
waiting months, most people being 
outside the treatment system, most of 
those coming in dropping out again in 
the first few weeks, drug related deaths 
escalating and so on. 

How would describe your 
relationship with government over 
the period?

relations with ministers were mostly 
good, but it always goes up and down. 
the key thing politically was the 
relationship with the prime Minister. the 
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Can you remind us of the political 
background to the setting up of the 
NTA?

the nta was the idea of the tsar’s office 
(more Mike trace than keith Hellawell) 
– and the Home office. the government 
believed that if you could get people into 
treatment, that would make a major 
impact on crime. they didn’t trust the 
nHs to spend enough money on drug 
treatment, even if they gave it to them. 
they thought the nHs would nick it 
and use it for hip replacements and 
they almost certainly would have done. 
What they wanted was a mechanism 
that would oversee the spend. the early 
period from 1997-2001, the new labour 
government was tied to the previous 
government’s spending plans, so there 
was no additional money. they then 
decided to increase investment across 
the whole of the public services and 
the increase in the treatment spend 
was part of that whole package. given 
that crime was the main driver here, 
‘tough on crime, tough on the causes 
of crime’, they didn’t want Milburn 
(Health secretary) siphoning it off and 
spending it on other things that were 
more important to the nHs. so the birth 
of the nta, unique among health bodies, 
was announced by Jack straw, the Home 
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because we levered in the extra Dip 
resource, which meant the entire system 
grew. so then everybody was getting 
into treatment in a few days. and that 
was always the whole point, to use the 
criminal justice resource to drive up the 
treatment system.

So the personal involvement of the 
PM was a critical factor then?

absolutely. the drug sector owes tony 
Blair a lot. it gave us leverage with 
officials because they don’t often see 
the pM and particularly in the Blair 
government, much of the business was 
run from number 10. so i could say, ‘i’m 
about to see the pM next week’ or ‘last 
week i saw the pM’ and credibly show 
that you knew what the pM wanted.

the only problem we had was once 
we had nDtMs up and running, we 
were the only people who had any 
numbers. that gave us clout, but it 
also meant that everything focused 
in on us. if there are no numbers that 
anybody trusts about supply or crop 
eradication in afghanistan and if the 
evidence base around prevention is 
weak, more attention is focused on 
treatment because it is the place where 
the evidence base is strongest, the 
place where the investment is going. 
i would go to massed ranks meetings 
in Whitehall to discuss the progress of 
the drug strategy, and they would gloss 
over everything else in five minutes 
and spend the entire meeting with the 
permanent secretary from the Home 
office giving me a grilling for an hour on 
what we were doing with drug treatment 
because there was no other game in 
town. Here was something they could 
performance manage. if you haven’t got 
numbers, you can hide. You have these 
important people from Foreign office 
talking about afghanistan, shrugging 
their shoulders and getting away with 
it – partly because they were important 
people from the Foreign office and partly 
because everyone knew they would get 
nowhere with it.

We set up nDtMs because we wanted 
to improve stuff, not just to demonstrate 
things were improving but to actually 
drive improvements and nDtMs, i think, 
is probably the most important legacy. 
the target in the 1998 strategy had 
been to double the number of people 
in treatment, pre-nta. We inherited 
that target; it quickly became apparent 
to us that it had been framed as it was 

because nobody knew how many people 
were in treatment, nobody knew what 
the baseline was, nobody had defined 
treatment, and there were half a dozen 
different definitions of what ‘in’ meant 
as in ‘in treatment’! if you are going to 
start allocating money, start trying to 
work out if people are getting better, are 
they doing as well in Manchester as they 
are in leeds, you have got to understand 
what’s going on and define it in some 
detail. You’ve then got to collect data to 
support that. 

And does this partly account for 
the often fractious relationship 
between the NTA and the treatment 
sector?

everybody screams about bureaucracy, 
but without the means to count 
anything, you are handing out £700m a 
year for people to do what with? look, 
nobody likes to be told what to do. i don’t 
think the nta could have had anything 
other than a fractious relationship with 
some in the sector because a lot of the 
sector was letting service users down. 
there is a potent myth being propagated 
that pre-2001, treatment was difficult to 
access but of high quality for the lucky 
few. anyone who thinks that should 
read the audit commission’s 2002 
report ‘changing Habits’, which paints 
a damning picture of the reality. so 
when we came in, people were waiting 
an average of nine weeks to get in, the 
quality of interventions in many places 
was very poor, leading to very high early 
drop out. i knew that because i had 
worked in and around the sector for 
many years, as had most of the other 
people working in the nta. and we 
talked to service users and they told us 
what was happening – too many people 
in the sector were happy with that, were 
complacent. they told us ‘you can’t get 
people in quicker’. there was a big row 
that waiting times have to be that long. 
and there was a row that once we had 
people in, we couldn’t retain them – 
because you can’t have a big open door 
and keep people in. some people in the 
sector resisted every single improvement 
we tried to instigate. some of them 
because they didn’t like central direction, 
but some because they were quite 
comfortable being left alone to provide 
a terrible service to people that no-one 
else gave a toss about.

Blair government did business through 
dedicated funding streams, targets and 
what they called prime Ministerial stock 
takes. so for an issue that was important 
like drugs, there was a quarterly meeting 
at number 10 with the pM that i went 
to with cabinet ministers, Home office, 
Health and the Foreign office. You’d sit 
around the table and talk about supply, 
about afghanistan, and you’d talk about 
treatment. and the focus was usually 
on treatment; what we were doing, how 
well we were doing, and in the early 
days, they had to take an awful lot on 
faith. there wasn’t any nDtMs, there 
was no way to actually account for 
what was going on, we had to lash up 
systems in order to count waiting times 
with some degree of approximation 
and it wasn’t until nDtMs properly 
came on stream in 2005-06 that we were 
able to account with some clarity and 
confidence and appropriate speed as to 
what was happening. 

Ministers are always impatient 
for delivery, they always want more 
than you can give them. But generally, 
the pM was very supportive and he 
demonstrated that support through 
continued investment. Dip came out of 
one of the stock takes; we pitched the 
notion of joining the different bits of 
what we were doing with the criminal 
justice system; we had arrest referral, 
Drug treatment and testing orders (as 
they were then). But people were still 
being referred from arrest referral to the 
back of the queue. the pitch was that we 
should join all the different bits of the 
system together; we could then identify 
a much bigger pool of resources and 
expand the treatment system itself, not 
just the routes in. 

And in the process, gave birth to 
the notion of the two-tier treatment 
system where it was perceived 
that the best chance of getting into 
treatment was to heave a brick 
through a window?
Yes. that’s where that myth came from. 
i spent years saying to people ‘find me 
somebody who has looked on the Home 
office website, found where the intensive 
Dip areas are, has worked out that there 
is a trigger offence that isn’t going to get 
them sent to prison, looked where the 
beat bobbies are going to be and then 
gone out and timed it so he gets nicked 
in order to get into treatment.’ nobody 
did. and that has ceased to be an issue, 
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Can we talk about 2007 which was 
something of an annus horribilis for 
the NTA?

peoples’ memory of what happened 
that year is often wrong. the interviews 
that myself and Dawn primarolo [Health 
Minister] gave to the BBc came first 
and that was about an nta report on 
contingency management. the Mark 
easton thing about treatment data came 
afterwards. 

But just stepping back; the story 
of 2007 really starts in 2005. that year 
we unveiled something that now 
everybody’s forgotten about called the 
Treatment Effectiveness Strategy, launched 
by tony Blair at a high profile event 
in alan Milburn’s constituency (some 
blogger accused me of making it all up, 
well if i did, i did it big time!). We said 
in 2005 that getting everybody in isn’t 
enough, that what we need is a system 
that has a back door as well as a front 
door because if you don’t, we will very 
soon silt up and we then either need 
shedloads more money – which even 
before the credit crunch we knew was 
not sustainable – or we have to shut 
the front door and we are back where 
we started. We got nowhere with that; 
nobody wanted to know. the doctors 
were saying that the key is to get people 
in and retain them, and yes a trickle 
will go out the back door but that’s not 
the point. commissioners were ok with 
that because it was delivering a system 
they wanted; fewer people dying, crime 
was down, so the cops were happy with 
it, the politicians were happy with it, 
everything was aligned to access and 
retention, not completion. What we 
wanted eventually came out in the 
strang report [in 2012] – which made it 
clear that heroin users should not be 
parked indefinitely on substitute drugs 
and all prescribing treatments should 
be regularly reviewed. But the Treatment 
Effectiveness Strategy was five years too 
early, the sector was not prepared to go 
there. 

the big mistake we made was to 
frame it as a management problem, 
‘we’ll run out of money, we need to build 
a back door’. the service users were still 
stabilising; the doctors wanted to protect 
maintenance, which had only been 
formally endorsed by the Department of 
Health as late as 1997, and quite rightly 
too. if we had aligned it more with 
service user aspirations we might have 
had more chance, but then again the 
service user movement at that time was 

more focused on access and retention 
and having the right dose of methadone. 
Maybe we should have revisited it a bit 
earlier, but that’s why the 3% furore of 
october 2007 was so potent. We thought 
it should be the next big thing and we 
were right, but too early. 

So what happened in 2007?
the train wreck interview focused on a 
report that we published on contingency 
management that i had never seen. 
there is this myth that if you are doing a 
job like mine, you see every bit of paper. 
Mark easton starts asking me detailed 
questions about this stuff and i didn’t 
know. so instead of me taking the flak 
for government, which was the way it 
was supposed to work, Dawn primarolo 
had to come on the today programme 
and take the flak for me. later she made 
it clear that that wasn’t going to happen 
again! What that did was to damage the 
nta’s reputation with the media and 
that made us more vulnerable for what 
happened later that month.

there were no interviews with us at 
the time of the Mark easton piece about 
the 3% drug-free figure, that was all done 
by emails and phone calls because Mark 
easton had misinterpreted the numbers 
which he subsequently admitted to us 
privately. You can cut the data to come 
up with the 3% figure, but the actual 
figure was more like 6%. no-one is saying 
there was not an issue with the system – 
which is why we were raising it in 2005. 
the whole ‘parked on methadone’ thing 
is simplistic, but the system had not 
been as ambitious as it should have been 
and that’s the whole basis of strang – 
and the 2008 drug strategy says the same 
thing. unfortunately it was the case that 
you could come into treatment and be 
actively dissuaded from leaving by the 
people delivering the treatment and 
we have heard that from far too many 
service users for it to be a total myth.

But you can understand how that 
happens. Many drug workers have 
become dazzled by the mantra of the 
chronic, relapsing condition and of 
course that can be true in a lot of cases. 
keeping people scripted on methadone 
is the cheap and easy option especially if 
you have a service where the workforce 
is poorly managed and trained, yet you 
are expecting them to approach each 
client, day in and day out as a fresh 
opportunity demanding their highest 
professional skill and motivation. the 

sector grew very quickly, and suffered in 
terms of quality because of that, not as 
able to respond to these subtleties and 
complexities as we would have wished. 
this meant that we got criticised for 
building the system too quickly, but 
given the thousands of people out of 
treatment and all the misery and chaos 
that was causing, we had a moral duty to 
open the door as wide as possible – and 
then try and drive up the quality. so it 
would have been morally wrong, for us 
to just to build a pristine system for 25% 
of the people and say the rest of you can 
get stuffed.

So apart from the deep divide that 
opened up in the sector, what were 
the political repercussions?

the 1998 strategy had run its 10 years. 
the 2008 strategy presented the 
opportunity to say that Mark easton 
was wrong in the specifics but right in 
the thrust. so the message to the sector 
was ‘if you don’t want the ‘parked on 
methadone’ critique from the centre for 
social Justice [csJ] to lead to abstinence 
only, you have to respond to the bits 
of it that are right.’ and we persuaded 
ministers of that.

another reason for the lack of traction 
we got in 2005 was we didn’t have as 
much access to ministers then as we had 
in 2001. Firstly, because we had been a 
success and had therefore slipped down 
the priority list. and Blair was distracted 
by foreign affairs, so he couldn’t drive it 
as much and it was seen to be going in 
the right direction. at the time, there was 
John Birt’s thing to make consumption 
illegal and have compulsory treatment 
for all heroin users which was seen off 
by Blair, Blunkett and John reid because 
they said we are backing the nta to 
deliver this for us, so we don’t need this 
radical stuff – and more resources had 
been committed to it following the 2005 
election. 

come to 2008, ministers were re-
engaged because the tories had made it 
a political issue. the csJ had undermined 
the labour argument that they had got 
a grip on the drugs problem by using 
treatment to drive down crime. the 
csJ were saying this is the wrong kind 
of treatment and people aren’t being 
enabled to recover. the benefit of this 
to us was that it re-engaged ministers, 
enabling us to rework the 2005 treatment 
effectiveness strategy for 2008, now with 
ministerial support.
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 So how did the political landscape 
for drug treatment pan out between 
2008 and 2010?

While the word recovery doesn’t appear 
in the 2008 strategy, the aspirations 
of it are very similar to 2010. the key 
difference is that 2008 is focused on 
societal benefits/harms; and these are 
addressed by helping the individual. the 
2010 strategy is driven by the individual, 
so that by helping the individual, there 
are wider benefits for society. But back in 
2008 and 2009, the doctors still weren’t 
buying into it. i had a very angry meeting 
up in Manchester where i genuinely felt 
physically threatened because i was 
saying to them, that they were not doing 
the best for every single patient they 
saw, which caused great resentment. 
our concern was that if they didn’t 
voluntarily buy in to recovery, we ran 
the risk of an unevidenced, ideologically 
driven, abstinence-only agenda being 
rammed down our throats which was 
doomed to fail. two years later, with 
both psychiatrists and gps having new 
politically astute leadership, they are 
signing up to strang which is saying 
much the same thing. after the election, 
they finally got real and realised they 
had to start delivering in line with the 
evidence, otherwise they would be faced 
with delivering something driven by 
ideology not evidence. We were able to 
go to the new ministers and demonstrate 
how we were going forward with this. to 
their credit, not only did they keep the 
money going, in very difficult financial 
circumstances, but were willing to have 
a conversation that took the 2010 drug 
strategy to a different place than you 
would have anticipated on the basis of 
some of the things that were being said 
before the election. From the ideological 
purity of opposition, ministers have to 
adjust to the reality of being in power; 
you are privy to information you didn’t 
have before, you’ve got pressures on you 
to make it work. then you have to work 
with people to decide how you deliver 
the essentials rather than the froth in a 
way that will work and is consistent with 
the evidence.

So what about the future?
opportunities and risks – and they are 
the same things; payment by results, 
localism, local authority leadership 
and public Health england (pHe). 
local authority leadership has a great 
opportunity to deal with issues like jobs 

and houses which we have never got 
right. local authorities as ‘custodians 
of place’ which is their jargon, are more 
interested in playing the long game. 
But that has to be traded off against 
political short-termism and increases in 
democratic accountability. similarly with 
the police and crime commissioners; 
a real opportunity to champion the 
criminal justice benefits of treatment 
and therefore retain the investment. 
the crime agenda hasn’t gone away; 
our analysis together with the Home 
office is that ready access to treatment 
keeps the lid on just under five million 
crimes a year. now if you are Home 
secretary, you don’t want to take that 
lid off. But if you are a Director of public 
Health, you might be very interested in 
diverting drug spend towards alcohol 
or obesity; drug addiction doesn’t kill 
many people compared to alcohol 
or tobacco. if you are going to spend 
money from a narrow public health 
perspective, you are not going to spend 
money on drug treatment. so we still 
have to talk about those broader issues 
of unemployment and crime, inter-
generational transmission – selling the 
societal benefits but more localised. and 
if you don’t, then the money will dry up. 
it can’t just be seen as a health problem 
otherwise you are at the back of the 
queue – and you can talk about stigma 
until the cows come home, but you’ll still 
be at the back of the queue. Without a 
sense of drug addiction as a threat to the 
rest of society, the rationale for spending 
money on it is much diminished. people 
don’t like that; and that’s why we have 
been happy to defend ourselves against 
all the aggro. and that goes back to 
where we started; the nta would not 
have been created if not to fill that space. 
From Day 1, we knew there would be 
pressure from both sides on that, from 
the politicians and the sector. so we 
didn’t need to harden ourselves; that 
was part of our fitness for purpose. 

increasingly in terms of the political 
agenda around drugs, it will become less 
important what the Home secretary or 
the Health Minister thinks and more 
important as to the views of the leader 
of local councils – and local media 
are going to matter more. there is a 
tension though; governments tend to 
like localism in opposition and early 
in the parliament. the extent to which 
the government will allow local areas 
to go to hell in a handcart and be 
accountable to their electors for that 
will be interesting to see. and pHe, for 

example, will be in that space. it will 
have an entirely legitimate role to say, 
for example, to leicester, ‘you’re doing 
this, but they seem to have sorted that 
out better in Derby, do you want to 
have a word with them?’ that’s hardly 
micro-management, but it is keeping a 
watching eye on what’s going on, having 
an influence, being able to enable people 
to learn from each other. none of that 
is undermining the local authority’s 
ability to spend its money and make its 
own decisions. But it is giving them a 
wider range of better informed choices. 
and to a large extent that’s how the 
nta has always done business. We have 
never been a formal part of the nHs 
management structure, so we have never 
actually been able to tell people what 
to do. We just persuade them forcefully. 
somewhere between a gentle reminder 
and a money-driven instruction, the new 
world will land.

treatment still needs advocacy; 
whether it needs protecting is another 
matter. and there will still be a body 
of people advocating strongly both for 
drug and alcohol treatment within 
pHe. the risk is that they won’t be able 
to be as focused because it will be an 
over-arching public health approach. 
and my big fear is this phrase, ‘narrow 
public health’, focussing on the five big 
killers. there is nowhere in the public 
health mindset that thinks crime and 
welfare dependency. and that for us 
is core business, and if it ceases to be 
core business, then we cease to justify 
the investment because in strict health 
terms you cant justify spending four 
or five times more money on drugs as 
you do on alcohol. alcohol has had to 
survive in an nHs-driven environment 
– and how did it do? Badly. How would 
drugs do in the same environment? even 
worse. if i talk to pHe people, they get it 
and they genuinely commit themselves 
to a broad public health perspective 
embracing poverty, crime, employability 
etc. But the default ‘narrow public 
health’ mindset is powerful and resilient, 
particularly when no one with a drug/
alcohol perspective is in the room. the 
treatment sector and the service user 
and carer movements need to stay active 
to keep local authorities and pHe alive 
to a world that isn’t part of their mental 
map.


