TREATMENT CESSATION

HE END OF
THE ROAD?

Neil McKeganey argues that there should be standards
or guidance to help determine how long drug treatment, whether
a medical or psychological intervention, should continue

The world of UK drug treatment is being
influenced by two big ideas that, to an
extent, are pulling in opposing directions
—not ‘harm reduction’ and ‘abstinence’,
but ‘recovery’ and the view of drug
dependence as a ‘chronic relapsing
condition’.

In 2000, Professor Tom McLellan
and colleagues published an article in
the Journal of the American Medical
Association, which has had a profound
influence on the field of addictions
treatment in the UK - and almost
everywhere else. That paper — Drug
Dependence, a chronic medical illness.
implications for treatment insurance
and outcome evaluation — compared
drug dependence, Type 2 diabetes,
hypertension and asthma. The
authors made the case that because
of similarities between the various
conditions in terms of their genetics,
response to treatment, the role of choice
in the illness and the impact of the
environment, drug dependence should
be seen, and crucially should be treated,
as a chronic, relapsing condition.

The implications of that view for drug
treatment were profound, strengthening
the view of treatment as a long-term
and in some cases life long process:
“Like other chronic illnesses, the effects
of drug dependence treatment are
optimised when patients remain in
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continuing care and monitoring without
limits or restrictions on the number of
days or visits covered.”

Alongside the widespread acceptance
of the view of drug dependence as
a chronic, relapsing condition, the
current drug strategy emphasises
the importance of ensuring that drug
treatment services are working to
maximise an individual’s recovery. The
foreword to the current drug strategy
states that “a fundamental difference
between this strategy and those that
have gone before is that instead of
focusing primarily on reducing the
harms caused by drug misuse, our
approach will be to go much further and
offer every support for people to choose
recovery as an achievable way out of
dependency.” Recovery is now at the very
heart of drug treatment services in the
UK.

The tension between these two big
ideas is nowhere more evident than
in the question of determining how
long treatment should be provided
in response to drug dependence. The
view of treatment as a long-term and
possibly life-long process is now under
strain within the context of a concern
to ensure that clients are not remaining
in treatment for any longer than is
beneficial. The Medications in Recovery
(2012) report from the former National

Treatment Agency, while rejecting
the idea of time-limited treatment,
maintained that “the ambition for
more people to recover is legitimate,
deliverable and overdue. Previous drug
strategies focused on reducing crime
and drug- related harm to public health,
where the benefit to society accrued
from people being retained in treatment
programmes as much from completing
them”. The report goes on to emphasise
the importance of drug treatment
services ensuring that “exits from
treatment are visible to patients from the
minute they walk through the door of
(your) service”.

There is no doubt that the idea
of ensuring that individuals are not
remaining in treatment for longer than
is necessary gels with the political
priorities of the current government-
with some commentators like Jason
Luty writing a personal view in the
British Medical Journal (22 March 2013)
suggesting that the recovery agenda
itself has more to do with saving money
than delivering high quality drug
treatment services. However setting
aside the possible political attractiveness
of the recovery agenda, the challenge
facing drug treatment services is one of
squaring the circle between the provision
of long term treatment for a recognisably
chronic condition and the need to



ensure that clients are moving through
and out of services as their recovery
progresses. Importantly this is not an
issue that solely concerns prescribing:
as individuals can become physically
dependent on substitute medications,
they can also become psychologically
dependent on the provision of
counselling and support; coming to
view their engagement with treatment
services as a core part of their identity
and being reluctant to leave treatment.

It would be hard to overestimate the
importance for services of getting the
decision right as to when to scale back
the provision of treatment - get this
decision wrong and the consequences
could be tragic. For example, Cornish and
colleagues writing in the British Medical
Journal (2010) found that drug users
leaving opiate substitution treatment
were eight to nine times more likely
to die than their peers continuing
treatment. At the same time we know
from the range of research studies that
have tracked drug users in treatment
over extended periods of time (National
Treatment Outcome Research Study;
Drug Outcome Research in Scotland,
Drug Treatment Outcomes Research
Study) that the greatest progress in an
individual’s recovery most often occurs
within the first 12 to 18 months of their
engagement with services with many
individuals tending to plateau thereafter
in their recovery.

The task of deciding when enough
treatment has been provided is made
all the more difficult by the absence of
consensus amongst practitioners as
to when to scale back treatment, the
lack of clear guidelines on determining
an appropriate treatment duration,
and the scarcity of studies reporting
on the changing cost-effectiveness
and cost-benefit of different treatment
modalities and services over time. It
is understandable why some services
may be inclined to hold on to their
clients long after their progress has
leveled off, perceiving the null effects
of this extended retention to be better
than the potentially fatal consequences
associated with premature departure
from treatment. There may be a concern
that an individual leaving treatment
early might simply revert back to his or
her past former drug use thereby losing
the ground that has already been won in
their recovery. Some treatment providers
may be of the view that treatment

should continue for as long as the

client wishes - irrespective of whether
there is evidence of any progression

in their recovery. Whilst this is a view
that gels with the notion of “client-
determined recovery”, in other areas

of medical and health care practice it
would be unusual to cede the decision
on how long to continue treatment to
the individual patient or client. Within

a world of shrinking healthcare budgets
and pressure to increase service’s value
for money, there may be many cases
where an individual’s wish to continue
treatment has to be set aside in the face
of the knowledge that the treatment
itself is now no longer cost-effective.
Similarly the National Institute for
Health and Care Excellence has provided
guidance in other areas of treatment
and health care provision as to why a
treatment that is known to be effective
should nevertheless not be provided

by the NHS because the costs of the
treatment exceed the monetary value of
the benefits that are achieved from the
treatment. Like it or not, such analyses
form a key part of optimising the
allocation of limited healthcare budgets.

IN THE FACE OF THE
INEVITABILITY OF
THINGS GOING WRONG,
IT1S IMPORTANT

TO ENSURE THAT
INDIVIDUALS CAN
EASILY RESUME THEIR
CONTACT WITH DRUG
TREATMENT SERVICES

In the absence of clear guidelines as
to how long drug dependence treatment
should be provided, there are several
things that services can do to meet
the challenge of determining when
enough treatment has been provided in
individual cases. Perhaps the first thing
to emphasise here is the importance
of regularly reviewing clients’ progress,
drawing upon both treatment providers
and clients’ views of the progress
they are making in their recovery and
hopefully coming to a consensus on the
case for continuing, discontinuing, or
modifying treatment. The second thing is

to recognise that with the best will in the
world, services will occasionally get the
decision wrong with regard to holding
on to clients for longer than is beneficial
or prematurely scaling back the
provision of services. In the face of the
inevitability of things going wrong, it is
important to ensure that individuals can
easily resume their contact with drug
treatment services. Within a climate that
is likely to be increasingly influenced

by a “payment by results” agenda, there
may be a tendency to view such resumed
service contacts as a mark of failure
rather than an inevitable feature of the
uncertainty of recovery.

No less important is the need to
ensure that wherever possible those
leaving treatment are able to access
a network of informal peer or family-
based support. The use of virtual support
networks is also likely to be important
for those who do not wish to continue to
engage with face-to-face services. Finally
there is a need for services to pool their
positive and crucially their negative
experiences in deciding when enough
treatment has been provided. Within the
UK there are relatively few fora where
such discussions of current practice can
be considered and enhanced between
services.

The priority that is now being given
to ensuring clear pathways into, and
crucially, out of treatment is welcome.
The goal of policy in ensuring that
individuals do not remain in treatment
for longer than is appropriate and
beneficial is important, however that
goal is likely to achieve less than
was intended if services are unable
to identify ways of reducing the risk
associated with treatment exits. In the
absence of a wide-ranging debate and
shared positive practice, there will be a
strong inclination on the part of some
treatment providers to remain in the
comfort zone of continuing treatment,
even when this incurs considerable
unnecessary expense to the service and
ceases to benefit clients’ recovery.

M Neil McKeganey is Director of the
Centre for Drug Misuse Research,
Glasgow

Have your say on treatment retention.
What are the key issues for your
service? What are your experiences
as a current or former service user?
Email Harry Shapiro at
harrysfddrugscope.org.uk
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