TREATMENT

The reaction

Over the next six pages, three key figures from the drug
treatment field provide comprehensive responses to Mike

| Ashton’s explosive article, ‘The new abstentionists’, published in
the last issue of Druglink. Below, Neil McKeganey, director of
the Centre for Drug Misuse Research - and one of the key ‘new
abstentionist’ figures - gives his feedback. His article is followed

H by responses from Dr David Best, senior lecturer in addiction

at the University of Birmingham, NTA chief Paul Hayes and
other views from the field.

Recovery is key

Mike Ashton is to be congratulated for his article, ‘The new
abstentionists’, in raising one of the most important questions
facing the drugs treatment field today: what is drug treatment
for? In the last ten or so years the statement ‘treatment
works’ has attained an almost biblical authority. So prevalent
has been the agreement with that statement we have hardly
even bothered to ask which treatments work best, for whom,
in what ways and for how long and under what
circumstances? Instead we have signed up to the idea that all
treatment is good and more treatment is better.

In the period following BBC reporter Mark Easton’s series of
Today programme stories on the government’s drug treatment
record, much harder questions are being asked about whether
treatment is indeed worth the £500 million a year that the UK
government allocates to it. It seems now that we are either
going to have to persuade the government and the public that
drug abuse treatment is successful despite the fact over 90 per




cent of its clients continue to use illegal drugs, or we are going
to have to get much better at enabling drug users to become
drug-free.

The second of those options is going to be a tough
challenge for a world of drug abuse treatment that over the
last ten or so years has turned its face away from the issue of
recovery to focus instead on stabilising addicts continued drug
use. Sounds a harsh judgement? How else do you explain a
world of drug treatment meekly driven by government
performance targets that has focused first and foremost on
increasing the numbers of drug users in treatment while
paying scant attention to the quality of the treatment on offer
or the capacity of services to enable drug users to become
drug-free?

In Scotland, for example, while we have an estimate of the
number of drug users receiving methadone, we have no
information on the numbers of drug users becoming drug-free
on the basis of substitute drugs they are prescribed. Nor
indeed do we have a consistent measure of client progress.
What we have instead is an unwavering belief in the value of
methadone maintenance and a steadfast reticence in many
cases to even assess the progress of those receiving
methadone. On that basis it is hard to avoid the conclusion
that recovery, as the end point of drug treatment, has been
shunted off into some distant siding, in favour of increasing
the numbers of drug users in treatment.

Recovery, as the end point of drug
treatment, has been shunted off into
some distant siding in favour of
increasing the numbers of drug users
in treatment.

Recovery from drug dependency is an intensive, demanding
and in all probability long-term process. It is also a process
that is hardly amenable to dealing with over a hundred
thousand addicts at any one time. Within the world of
education we learnt long ago that increasing classroom size
resulted in a reduction in the quality of children’s educational
experience. In the world of drug treatment we have sought
instead to pack in the numbers of addicts in treatment
irrespective of the impact those numbers may be having on
the quality of the treatment provided.

It is likely that the new version of the UK national drug
strategy will place greater emphasis on requiring drug
treatment services to focus upon enabling drug users to
become drug-free. If that happens, the world of drug
treatment will face the enormous challenge of deciding how
to deliver high quality, abstinence-focussed treatment to drug
users counted in the tens of thousands. In all probability this

will come to be seen as an unattainable goal and we will be
faced by the choice of either reducing the numbers of drug
users in treatment or developing a two-tier world of drug
treatment, in which abstinence is the focus of treatment for
some drug users whilst maintenance is the focus of treatment
for others.

The trouble with that formulation is that it sounds awfully
like a kind of drug treatment apartheid and on that basis such
a division may well be a bitter pill for the world of drug
treatment to swallow. Indeed the idea that there are
individuals who we should accept will continue to be
dependent on methadone for the rest of their lives, who we
should not even try to get drug-free, is an appalling
acknowledgement of the past indiscriminate use of
methadone. The situation of these lost causes to recovery is
all the more concerning since in many cases they will have
been led down the road of perpetuel prescribing by doctors
convinced of the value of methadone maintenance, but who
in all probability never explained to their patients that the
treatment they were embarking upon may be a one-way road
from which they never recover.

If the world of drug treatment is going to belatedly
rediscover a sense of the importance of recovery, it is going to
arrive at a place that drug users seeking treatment never left.
That is a world in which they were seeking help to overcome
their drug dependency problems.

The rise of the new abstentionists is about a sea
change in the answer to the question “what is
treatment for?” Treatment is about enabling some of
the most damaged members of our society to get
better, to cease their drug use and to build lives that
are not focussed on sourcing, financing and using
illegal drugs. Nobady thinks for one minute that it is
easy to get people off drugs. But now very few people
buy into the idea that it is good
enough for a drug treatment
industry absorbing around a half a
billion pounds a year to leave over
90 per cent of its clients still using
illegal drugs when their treatment
concludes. The world of drug
treatment faces an interesting and
demanding future. Out of that
future, however, we may see the
development of a world of
treatment that more effectively
meet clients’ needs and aspirations
and which aims to do more than
stabilise individuals’ continuing
drug use.

I Neil McKeganey Director, Centre for
Drug Misuse Research, University of
Glasgow




Why would anyone claim to
be a ‘new abstentionist’?

Mike Ashton’s article uses two main arguments in attempting
to challenge the basis for the call for increased provision of
abstinence-oriented treatment in the UK. Firstly that
abstinence-focused interventions carry a significant mortality
risk, and that the evidence for treatment effectiveness is
much weaker for abstinence-oriented treatment than for
maintenance, a position that can be supported by the most
cursory assessment of international treatment effectiveness
literature.

Furthermore, Ashton argues that maintenance prescribing
is consistent with a good, productive life. Under these
circumstances, why would any well-meaning and well-read
individual possibly subscribe to a high-risk, low-success,
poorly evidenced form of intervention such as detoxification
followed by rehabilitation (either in the community or in
residential settings), particularly when such treatments are so
expensive, and the availability of places so limited?

The response to that question is partly about patient choice
and patient goals, as well as the implications of having a
treatment system that believes in the ‘chronic, relapsing
condition’ mantra that has come to pervade treatment service
provision in the UK.

Of course, this should not be seen as an either-or
argument, but as a re-balancing of treatment systems so that
clients have a realistic prospect of accessing abstinence-
oriented services and in doing so to access a treatment
journey that supports the achievement of abstinence. The key
concern is that we have created a system of failure in the UK,
that does not allow any form of intervention with drug users
to achieve its maximum potential, whether that be
maintenance or abstinence-oriented.

Many drug users aspire to be abstinent from all drugs,
albeit with varying and shifting timetables. When we
conducted the National Treatment Agency (NTA) user
satisfaction surveys, around half of those on methadone
prescriptions - primarily maintenance - in each of 2005 and
2006 reported that they would like to stop using methadone.
The point is that, both among new entrants to drug treatment
and among those already engaged, there is often a goal of
abstinence that should be respected by clinicians and which
clinicians should attempt to work with. We are entering
dangerous territory if we start to promote a ‘we know better’
line, particularly given our paucity of knowledge around what
makes people kick their habit.

Some drug users do become abstinent and manage to
sustain that abstinence over long periods of time, in spite of
the limited treatment options they are presented with around
abstinence pathways. Whatever the statistics bear out, there is
little question that some drug users do become drug-free. And
in spite of the evidence around motivation and severity of

problems, those that do become drug-free include those with
complex co-occurring disorders and high levels of dependence
and problem severity.

There is a substantial literature on ‘natural’ or ‘untreated’
recovery, which suggests many of those who achieve lasting
abstinence do so without engaging with treatment services.
The factors associated with achieving abstinence are not the
same as those associated with maintaining an abstinent state.

The key concern is that we have
created a system of failure in the UK
that does not allow any form of
intervention with drug users to
achieve its maximum potential

Thus, clients aspire to recovery in many cases and at least
some of those clients successfully kicking habits, often
without treatment. Our problem is that many of those who
overcome addiction problems are never seen by treatment
providers and, of those who are seen, those who succeed,
almost by definition, don’t come back. This latter group has
been referred to by Mike Gossop, of the National Addiction
Centre, in a commentary last year in Addiction. He said the
group was part of a ‘clinical fallacy’, where an exaggerated
salience is given to treatment failure by clinicians in acute
drug services, because that is the population they continue to
see and whose demands on services are greatest.

The question of the proportions of drug users who will
achieve lasting abstinence and at what age and stage of their
substance-using careers is an empirical one, requiring a far
more sophisticated taxonomy system for all drug users,
including those in treatment, than we currently can produce.

However, it is important to note that the treatment system
is not purely responsive in this respect. The philosophy and
structure of drug treatment services will impact on the
proportion of the treatment population (and, as a
consequence, the proportion of all users) who attempt to
achieve abstinence and who receive enough of the right kinds
of support to sustain it. The problem with the predominance
of maintenance prescribing as part of a ‘chronic, relapsing
condition’ treatment philosophy is that we may maintain
users through their window of opportunity for viable recovery




and create a treatment system that is self-fulfilling in its
prophecies.

There are several, linked arguments why it is crucial that
we promote abstinence when it has a realistic chance of
SUCCess:

[bullet points]

" Methadone maintenance may lead to benefits at the level
of public health and safety. But, if provided on an indefinite
basis, there may be a price, of diminishing returns for the
individual. Since Barry Spunt’s 1986 analysis of methadone
maintenance clients in New York, “It takes your heart”: the
image of methadone maintenance in the addict world and its
effect on recruitment into treatment, concerns have existed
about the impact of long-term maintenance prescribing on
status, self-esteem. The consequent evolution of alcohol
problems, learned helplessness and deteriorations in cognitive
functioning in at least a proportion of long-term maintained
opiate addicts.

* The use of methadone maintenance as the ‘evidence-
based’ intervention is a consequence of a significant lack of
investment in research in ‘non-medical’ interventions in the
drug addiction field - not only around residential
rehabilitation and day programmes, but around mutual aid
and other activities that would broadly be grouped together as
‘aftercare’. The rationale for both the Cochrane Review and
NICE guidelines is a ‘hard science’ model of evidence, that
relies on randomised control trial experiments which make
assessment of long-term recovery journeys problematic ~
particularly when the groups who have decided on research
evidence expenditure in the drug addiction field in the UK
have consisted primarily of those clinicians interested in
sticking with the same evidence model.

* As Tom McLellan’s 1993 study, The effects of psychosocial
services in substance abuse treatment, pointed out,
methadone maintenance plus psychosaocial interventions are
much more effective than prescribing alone. Yet, as McLellan
subsequently pointed out, evidence-based psychosocial
interventions are rarely delivered in community adult drug
treatment services. In our recent analysis of what actually
goes on in substitution treatment services (from our own
ongoing research on activities in drug treatment sessions) we
found that drug clients in one UK city typically were seen
every two weeks for 45 minutes, of which 10 could be labelled
broadly as ‘therapeutic’. Thus, if both client and worker turns
up for every session, total contact time is 18 hours a year, of
which four hours per annum is some kind of ‘structured’
intervention. Thus, the only places evidence-based
psychosocial interventions may actually be delivered, in
practice, are in day programmes or residential rehabilitation
settings.

*The adverse effects of the ‘chronic, relapsing condition
approach’ not only act as a barrier to delivery of evidenced
psychesocial interventions, it also takes a toll on the services.
One of the key effects of the maintenance and chronicity model
is the effect on staff: low morale, lack of clarity of mission and
instrumental working were characteristic of statutory treatment
provision, primarily in NHS community services. Staff in
maintenance-dominated services often did not see a realistic
opportunity for the use of clinical skills, and in general provided
a poorly specified form of key working which neither suited
them nor the clients they had contact with.

YGossop's ‘clinical fallacy’ has led to many of the lead
clinical academics in the UK adhering to a ‘chronic, relapsing
condition’ model for clients who have not yet thrown off the
yokes of treatment and addiction. The lack of available
examples of those who have achieved abstinence in

professionally-run addiction services and the salience of
complex clients with multiple morbidities, has created a view
of addiction based only on those who do not escape the NHS '
treatment model. Yet as the US psychiatrist Lee Robins argued |
as far back as 1993, addicts who turn up at treatment services
are not typical and many will by that point have problems
that would not be resolved by addressing their drug use alone.
So our rationale for maintenance is based on the partial view
generated by those who are willing to be engaged and
retained in that form of intervention. As a researcher, it is also
worth noting that our research is disproportionately
based on this group because they are quick, cheap and
easy to access! In contrast, our evidence base for
abstinence treatments is patchy, particularly when we
look at the UK. Yet what is consistent between the
National Treatment Outcome Research Study (NTORS)
and Drug Outcome Research in Scotland (DORIS) studies
is that most residential clients have at least as high levels
of dependence at treatment intake as those not going
into rehab, yet achieve markedly higher
rates of abstinence after completing
treatment. And this in spite of us
having limited evidence of what are the
key components of effective treatment
in residential settings.

The DORIS study also makes the
point, as we did in the NTA Tier 4 needs
assessment in 2005, that residential
services are perceived to be
inaccessible, with demand considerably
exceeding supply. Thus, one reason for
supporting any ‘new abstentionist’
movement, is to address the needs of those clients who are
ready for and motivated to make the substantial commitment
that attending rehab will require.

Our aims as providers and policy makers should be around
creating a balance of evidence and intervention, and to move
away from an orthodoxy of ‘methadone is the treatment of
choice’ (unless the client really kicks up a fuss), to a model
that is sufficiently sophisticated to incorporate severity,
choice, career stage and options, as part of the foundation for
abstinence treatment. There is no question of suggesting that
abstinence is appropriate for all clients, or that abstinence will
be sustained after the first attempt (carrying with it a risk
overdose), but that there is a clear demand for this form of
treatment and our goal should be around maximising its
safety, utility and effectiveness.

The initial work our group at the University of Birmingham
has done recently on ‘end of addiction careers’ has now
generated sufficient momentum that we have recruited a !
cohort of over 300 former addicts who work in the addictions i
field, who are, on average, eight years drug or alcohol-free. Yet
this is a group whose successes are not reported in the
literature. To many commissioners, users and farnily
members, their existence appears to come as a shock. Their
pathways to abstinence are varied. But it is critical for the
future and morale of our field that their voices are not
drowned out by the methadone pump, a cosy alliance of
prescribers and a minority of vocal clients, who would have us
believe there is no escape from drug addiction. |

M Dr David Best Senior Lecturer in Addiction, Department of
Psychiatry, University of Birmingham 1

For more info and references for this article email:
D.W.Best@dbham.ac.uk




Evidence over ideology

Drug dependency brings in its train a range of problems for
individuals and society: death, illness, child neglect, crime,
unemployment etc. The purpose of drug treatment is to
overcome dependency and assist people to regain control of
their own lives, whilst minimising the harm their drug misuse
causes to themselves and others.

Some individuals, particularly those who engage with drug
treatment before their dependency has become entrenched,
may be able to pass through the treatment system
successfully relatively quickly. Others, particularly those with
long term entrenched problems with heroin and crack misuse,
often take years to overcome their dependency and regain full
control of their lives. Drug treatment needs to be structured to
respond to the different range of needs presented by service
users, drawing on evidence to deliver a personally tailored
package of care, which maximises each individual’s chance of
success.

For many individuals, for example primary crack misusers
or those experiencing problems with cannabis, the
appropriate evidence-based responses endorsed by NICE and
described in the new clinical guidelines, are abstinence-based.
The increasing proportion of the treatment population who
are dependent on both opiates and crack cocaine present a
challenge to services to provide interventions aimed at
abstinence from crack alongside drug-assisted substitute
opiate prescribing regimes, usually methadone or
buprenorphine maintenance, for which there is very powerful
evidence.

Maintenance prescribing of methadone remains the
bedrock of treatment for opiate dependency, both for the
declining minority of individuals presenting for treatment
with heroin as their exclusive drug of dependency, and the
increasing proportion of poly-drug misusers. Maintained on an
adequate dose of methadone or buprenorphine, supported by
skilled psychosocial interventions and support, opiate
dependent individuals can achieve stability and begin to
realistically contemplate and plan towards leaving treatment
free of dependency. This often requires detoxification and
ongoing support to prevent relapse either in the community or
by a stay in residential rehabilitation.

Inevitably, the “chronic relapsing” nature of addiction
means that many individuals will require a number of
attempts at treatment before they eventually succeed in
overcoming dependency. Evidence tells us that, for drug
dependency involving heroin misuse, this is typically five or
six separate engagements with the drug treatment system
spread over six or seven years.

Whilst in treatment, individuals are much less likely to
come to harm themselves and cause harm to others. Illicit
drug use, crime, and other risk taking behaviour such as

sharing injecting equipment are likely to decline significantly
when individuals are in treatment, whilst social stability,
physical and mental health, employability, and parenting
competence are likely to improve. Recent evidence indicates
being on methadone maintenance increases a heroin
misuser’s life expectancy by seven years. The benefit to
individuals and society of treatment is therefore not confined
to the eventual outcome following treatment completion but
accrues every day an individual remains in treatment.

The NTA has always espoused a balanced treatment
system equally able to route people quickly through to
abstinence if that is realistic, and comfortable with retaining
other individuals in treatment indefinitely, if that is the best
way to protect them and society from drug-related harm.

The success of drug treatment should

be judged by the extent to which it
ve i ts individuals’
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aspirations and
society

It has been well documented that, 25 years ago, drug
treatment was too reliant on abstinence-based approaches
and detoxification or methadone reduction regimes, which
pushed many individuals too early into abstinence that they
could not sustain. It is equally true, however, that in too many
places today drug treatment systems are commissioned
without sufficient access to detox and residential
rehabilitation. And too many services still place too much
reliance on routinised methadone maintenance, without
adequate keyworking or psychosocial interventions. The effect
of this is that too frequently service users experience
treatment systems dominated by methadone maintenance,
with insufficient challenge and support to encourage them to
progress through abstinence routes to overcome their
dependency.

Most people come into treatment wanting to be free of
dependency and not wanting to stay in the treatment system
indefinitely. We have a responsibility to use our resources and
expertise to harness their aspiration, temper it with the reality
of experience if necessary, but not crush it under the weight of
institutional expediency, professional complacency or
ideological prescription.

In 2002, the Audit Commission’s report ‘Changing Habits’
criticised the drug treatment system for being driven by belief
rather than evidence. The current debate about the purpose of
treatment shows this tendency has not been entirely
eradicated. The success of drug treatment should be judged by
the extent to which it can prove it meets individuals’
aspirations and reduces harm to society, not by the extent to
which it matches the pre-packaged ideological stance of any
particular lobby group.

I Paul Hayes is Chief Executive of the NTA




THE ‘'NEW ABSTENTIONIST' DEBATE:
VIEWS FROM THE FIELD

Penny McVeigh,
Chief Executive of Norcas

We have recently had a long internal debate about
abstinence and what it is and decided many may be
‘vulnerably abstinent’ - ie still need a vast amount of
support of all sorts - a great deal of which it is not the
primary task of a commissioned drug service to provide
but which we attempt anyway. However the way forward
is not necessarily a way back as so many of our clients,
as Mike highlighted, have never had a chance and in fact
require basic education, parenting skills and anger
management. If it has taken all someone’s adolescent
and adult life to arrive at the place they are when they
start treatment a few weeks is not going to change all
that.

We are now in a situation where the NTA is deciding
resources for future years on the basis on NDTMS
statistics - figures which do not in any way reflect the
varieties of awfulness many individuals are trying to cope
with when they come to a service and which certainly do
not take into account the effort of staff in agencies on the
quality of life front. A further unfortunate consequence of
this has been the numbers game played by
commissioners who too often have no idea what they are,
or indeed why they are commissioning, and certainly no
power to influence DAT partners in the provision of
integrated approaches.

Mike has accurately defined much of the problem as
resources across society. Not only are housing,
employment etc distant goals, too often partnership
working is simply words, for example mental health
services are stretched leaving drug workers to cope
beyond their experience and brief

This is a society of the instant solution and choice,
both of which are not options for the marginalised who
come to drug services. The answer is holistic
individualised care - front line staff try their best to
deliver this in a world where doors close, where access
to all sorts of other services, often including basic
primary care, is increasingly the subject of eligibility
criteria and triage of one form and another. The drug
service has the open door, it seems no one else does. If
the resources to provide a genuine package of care are
not available, if society continues to be encourages to
blame and demonise then things will get worse.

| can hardly wait for procurement through tendering.

Karen Beggs,
Chief Executive, Phoenix Futures

Mike has set the sector a laudable challenge, one that
we can't ignore: to see our primary purpose as drug
treatment providers to deliver services that respond in a
meaningful way to the individual needs and wants of
some of the most excluded and judged peaple in our
society; to see our role extending beyond treatment to
address housing, employment, health and relationship
issues; and to do that in a way the fosters a ‘recovery
friendly environment’ in wider society.

Of course there are lots of obstacles we can find to
trip us up or present as reasons to support the view that
this is an idealistic and unachievable goal. As providers
we need the agility and force of will to use our talent,
skill and influence to rise to the challenge.

I fundamentally believe it is our responsibility as
providers to ensure that when people want to address
their drug use they have the opportunity available to
them to access tailor made packages of support to
address their individual situation and ambition.

Tailor made treatment, flexibility to try different
approaches and long term support to achieve a
sustained improvement in individual life experience.

| see the personal challenge for us as leaders of the
field is to cut through the ideology and focus on creating
an environment in which optimism and creativity can
thrive.

Andrew Horne,
Director of Operations, Addaction Scotland

Mike Ashton’s analysis expertly explores the debates,
discussions and beliefs that are held the length and
breadth of the country and the often flawed statistics
that are held up to support them.

However what he describes are polar positions. The
reality from Addaction’s point of view is that there is a
growing consensus among both policy makers and
providers that harm reduction and abstinence are in fact
inclusive and part of the same continuum of recovery.
They compliment rather than compromise each other.
Those, especially in Scotland, who see them as
exclusive are a vocal yet isolated minority.
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