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In the last briefing document presented to the group we
discussed the context within which the current debate
concerning approaches to drug and alcohol treatment in the UK
is being conducted. We cautioned against the polarization of
this debate and the consequent damaging effects on effective
interventions and treatment provision and made the case for an
impartial examination of the available evidence of effectiveness
in development of policy and services in the future. This paper
seeks to flesh out the case for this approach by referencing 2
documents, both available in full on the Conference Consortium
website.

The first is , Principl es o f
published in 2000 and updated in April last year, by the
National institute of Drug Abuse (NIDA) in the USA. The second
is,l nvesting in
Nations on Drugs and Crime (UNODC) in 2003.

Both documents are the product of a meta-analysis of the
available research conducted into the effectiveness of different
interventions and are designed as reference guides to those
developing policy and services. Whilst approaching the issues
from slightly different perspectives — the former from the health
and the latter from a crime reduction perspective — they both
describe an effective system as one which employs a balanced
approach, employing a range of interventions and treatments,
all supported by scientific evidence, driven by effectiveness and
consequently value for money. They don’t seek to ‘rank’ the
various models, but rather allow the evidence to speak for itself.

Each of the documents is quite long and detailed and it isn’t
possible to fully describe their contents in this short briefing.
However we believe it is worth highlighting here some of the
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main features to encourage members of the group to perhaps
read at their leisure the documents in their entirety.

With regard to the political imperative, perhaps the UNODC
report best sums up the rationale for interventions: ‘Regardless
of whether substance abuse is a sin, a crime, a bad habit or an
illness, society has a right to expect that an effective public
policy or approach to
drug-related crime, unemployment, family dysfunction and
disproportionate use of medical care.”" The investment made in
assisting those experiencing problems must also provide some
return to the community a whole.

Both documents are clear that there is no simple ‘one-time
cure’ iavaitable &rrd éhatttha ewidente shows many individuals
experience multiple episodes of treatment, including different
modalities, before significant change is effected and this is
cegamly the experience of the service providers who attend this

group.

In keeping with the rationale above, both documents are clear
that any treatment gains are best maintained through effective
aftercare and support, underpinned by a holistic approach that
includes stable accommodation, employment,
education/training, or other purposeful activity and establishing
and maintaining stable familial/social networks and support.
The experience of many providers in the UK — perhaps most
notable those working in prisons — is that this is an element of
work that is manifestly under-resourced.

Interestingly the UNODC report acknowledges that: , Ver y
addicted individuals are able to profit from a corrections-
oriented approach by itself. Relapse rates are over 70 per cent
from all forms of criminal justice interventions." With the
emphasis on criminal justice focussed interventions in the
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current UK Drug Strategy these might be seen as cautionary
words.

This paper also perhaps best sums up the context for
treatment:

“"The research evidence i s cd
forms of drug dependence, the best available treatments are:
e Ongoing, Il i ke treat ment s

* Able to address the
relapse—such as medical and psychiatric symptoms and
social instability;

*  Wimtkgrated into society to permit ready access for
monitoring purposes and to forestall relapse.”

The NIDA paper indicates the various pieces of research that
have examined the economic impact of treatment. Whilst
acknowledging ‘health warnings’ about such information —
principally because it is impossible to attribute ‘cause and
effect’ exclusively to a particular treatment episode — estimates
show a ration of between one to four and one to twelve
between investment in treatment and overall savings to the
public purse. One example quoted for the purposes of
comparison is the relative cost of providing a methadone
maintenance for an individual for one year ($4,700) against the
cost of one year’s imprisonment ($24,000). Other interventions
are also shown to be less expensive and we believe this type of
ratio would be applicable to the UK.

Also as significant as the stark economic data is the reality that
different people will require different lengths of engagement in
treatment. This applies across all modalities, from medical to
psycho-social, and may, as indicated previously, involve a
range of different interventions during this time.
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From their examination of the available evidence the authors of
the NIDA report identified a set of , Pri nci pl| @ve
Tr eat m&midt the terminology used in crafting these
principles is most appropriate to the US context, some of the
content may usefully serve as a benchmark for policy and
service development, including:

that, for those with sever
1. No single treatment is appropriate for everyone. Matching

f dreatmertt $ettings, iotbrvemtions, and iselrvices e @ars imdividual’s
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success in returning to productive functioning in the family,
workplace, and society.

2. Treatment needs to be readily available. Because drug-
addicted individuals may be uncertain about entering treatment,
taking advantage of available services the moment people are
ready for treatment is critical. Potential patients can be lost if
treatment is not immediately available or readily accessible. As
with other chronic diseases, the earlier treatment is offered in
the disease process, the greater the likelihood of positive
outcomes.

3. Effective treatment attends to multiple needs of the
individual, not just his or her drug abuse. To be effective,
treatment must address the individual's drug abuse and any
associated medical, psychological, social, vocational, and legal
problems. It is also important that treatment be appropriate to
the individual’s age, gender, ethnicity and culture.

4. Remaining in treatment for an adequate period of time is
critical. The appropriate duration for an individual depends on
the type and degree of his or her problems and needs.
Research indicates that most addicted individuals need at least
3 months in treatment to significantly reduce or stop their drug
use and that the best outcomes occur with longer durations of
treatment. Recovery from drug addiction is a long-term process
and frequently requires multiple episodes of treatment. As with
other chronic ilinesses, relapses to drug abuse can occur and
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should signal a need for treatment to be reinstated or adjusted.
Because individuals often leave treatment prematurely,
programs should include strategies to engage and keep
patients in treatment.

5. Counselling - individual and/or group - and other
behavioural therapies are the most commonly used forms
of drug abuse treatment. Behavioural therapies vary in their
focus and may involve addressing a patient's motivation to
change, providing incentives for abstinence, building skills to
resist drug use, replacing drug-using activities with constructive
and rewarding activities, improving problem-solving skills, and
facilitating better interpersonal relationships. Also, participation
in group therapy and other peer support programs during and
following treatment can help maintain abstinence.

6. Medications are an important element of treatment for
many patients, especially when combined with counselling
and other behavioural therapies. For example, methadone
and buprenorphine are effective in helping individuals addicted
to heroin or other opioids stabilise their lives and reduce their
illicit drug use. Naltrexone is also an effective medication for
some opioid-addicted individuals and some patients with
alcohol dependence. Other medications for alcohol
dependence include acamprosate, disulfiram, and topiramate.
For persons addicted to nicotine, a nicotine replacement
product (such as patches, gum, or lozenges) or an oral
medication (such as bupropion or varenicline) can be an
effective component of treatment when part of a comprehensive
behavioural treatment.

7. An i ndi vidual 6s t r plant mustnite
assessed continually and modified as necessary to ensure
that it meets his or her changing needs. A patient may
require varying combinations of services and treatment
components during the course of treatment and recovery. In
addition to counselling or psychotherapy, a patient may require
education, medical services, family therapy, parenting

instruction, vocational rehabilitation and/or social and legal
services. For many patients, a continuing care approach
provides the best results, with the treatment intensity varying
according to a person’s changing needs.

8. Many drug-addicted individuals also have other mental
disorders. Because drug abuse and addiction—both of which
are mental disorders—often co-occur with other mental
illnesses, patients presenting with one condition should be
assessed for the other(s). And when these problems co-occur,
treatment should address both (or all) including the use of
medications as appropriate. to plan better meet his or her
needs.

In  addition the report points to the need for
effective/independent outcome monitoring and review of
services. We would argue that this requires a method
developed and agreed by all stakeholders — policy-makers
purchasers, providers and users of services — and implemented
consistently.

Overall the approach adopted by both UNODC and NIDA
allows for innovation and creativity in the development of policy
and interventions/treatment, but also requires a disciplined and
consistent approach to the evaluation of all work undertaken.

We would encourage members to take the opportunity to read
the two papers in some more detail. We also have a unique
opportunity to discuss their contents and other issues with

a nPdofessoe Thomas &lclLellan, one of the principle contributors

and currently the Deputy Director of the US Office of national
Drug Control Policy (Deputy ‘Drug Czar’) when he visits
Parliament on Monday 8" march, at the invitation of this group
and the All Party Parliamentary Group on Drugs.

Paddy Costall (Director)-Conference Consortium January 2010



