Time for ¢otal

treatment

Where drugs and aleohol meet

BY THE END OF THIS YEAR, we should have a new
revised Orange Book — full title, “Drug Misuse
and Dependence: Guidelines for Clinical
Management”. However, in the past it has been
commonly known not by either of these names,
but as the ‘prescribing guidelines’. This is
because — although previous issues of the
guidelines have been innovative, important, and
excellent in their own way — they paid scant
attention to other specific treatments for drug
dependence apart from substitution prescribing.

In theory, the Effectiveness Review should
have paved the way to the inclusion of a wide
variety of other treatments for drug dependence
in the new guidelines. However, the 146 page
report only devoted half a page to specific
counselling approaches. This was partly because
of the lack of research into drug-related
counselling. The Effectiveness Review
commissioned researchers to review the literature
on counselling in the drugs field since 1975 but
they were only able to find six articles, and
concluded that “a formal review of such sparse
literature was hardly possible.”

The need to include alcohol

What a pity that alcohol was not included within
the Effectiveness Review’s remit, for there is a
wealth of relevant literature on a wide variety

of structured counselling approaches, stretching
back over the decades. Furthermore, research

on the treatment for alcohol problems and
dependence have been fully reviewed and
compared as to their cost-effectiveness by Miller
and his colleagues.' As some treatment
interventions have had many more research
studies conducted on them than others, Miller
calculated effectiveness according to the overall
number of studies which showed positive results,
and these were then computed with a figure for
the methodological quality of the studies
undertaken to give cumulative evidence scores
(CES). As can be seen from the table, drug-based
treatment (using disulfiram) came a low 13th

on the list.
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As the pages of
Druglink testify,
substitute prescribing
has dominated the
British response to
drug misuse for
decades. But all that
could soon change with
the publication of the
latest Orange Book of
clinical guidelines.
This could be the best
opportunity in years to
get ‘total’ treatment
on the books, an
opportunity with its
roots in a blindingly
obvious source —
the alcohol field

by
Tom Waller

Suffolk County Specialist
in Substance Misuse
and former GP

&

The publication later this year of
the new clinical guidelines could
provide the opportunity for the
drug field to embrace wider
treatment concepts. Much can be
learned from the alcohol field,
where years of research have
proved the efficacy of a wide range
of cost-effective counselling
modalities. The conclusion must
be that the success or failure of
substance misuse treatment is
not alcohol or drug specific.
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Crossover
How true is it to say that those interventions
which are effective for alcohol problems can
also be used to treat people with other drug
problems? Certainly, a classic 25-year-old study
found a striking consistency between relapse
rates for heroin, smoking and alcohol,’ while
others have concluded that “there may be
common cognitive, affective and behavioural
components ... regardless of the particular
susbstance”.* Can we therefore say that it is the
person and not the drug that is important?

There is a substantial and compelling body
of evidence that this principle encompasses all
effective psychosocial treatments. There is not
enough room here to go into the detail, but
during the last two decades it has become clear
that an increasing number of specific treatment
interventions are just as applicable to a wide
range of drugs as they are to alcohol.*>°

In America joint therapy programmes for
drinkers and all types of drug misusers have
already been set up, but the American way is
very abstinence-oriented. What is needed in the
UK is to convert this approach to fit in with a
harm reduction philosophy. The scene would
seem to be set for the establishment of common
treatment programmes for the misuse of drugs
and alcohol which can be accessed either
individually, or in separate groups of drug
misusers or drinkers, or in combined groups of
drug misusers and drinkers — whichever is most
suitable for the client.

Counselling as the key
The Effectiveness Review reported that:

“counselling is the most widely reported
treatment modality in UK drug treatment
agencies, with 94 per cent of the Community
Drug Teams surveyed listing counselling as a
key treatment.”

However, in spite of this, most drug workers
do not hold a counselling certificate or diploma,
although many have attended courses on
specific structured interventions. Thus it is fair
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THE TOP 13 CUMULATIVE EVIDENCE SCORES AND COSTINGS FOR ALCOHOL TREATMENTS

TREATMENT MODALITY

Brief Intervention

Social Skills Training
Motivational Enhancement
Community Reinforcement Approach
Behaviour Contracting
Aversion Therapy, Nausea
Client-Centred Therapy
Relapse Prevention
Self-Help Manual

Cognitive Therapy

Covert Sensitization
Behavioural Family Therapy
Disulfiram

Np = number of positive studies
Nn = number of negative studies

Brief Therapies: All successful brief
interventions have the same basic ingredients
which can be described by the acronym
FRAMES. This stands for: Feedback of personal
risk, emphasis on personal Responsibility,
Advice to change, a Menu of alternative
options, therapist Empathy, and client Self-
efficacy. The evidence from the alcohol field
suggests that it would be highly beneficial and
very cheap to give brief interventions to drug
users at an early stage of their drug using career
and as the standard initial treatment.

Social Skills Training: After brief
interventions, social skills training was rated by
Miller and his colleagues as the second most
effective treatment intervention for alcohol
misuse, and the most effective treatment
intervention for the severely dependent
drinker. lt is a broad spectrum approach which
focuses on coping skills in three areas:
communication skills, mood management and
cue exposure/coping skills.

Aversion Therapy and Covert
Sensitisation: Aversion therapy seeks to
condition drinking with a negative response
such as nausea or a painful electric shock.
Although such treatments have been shown to
be moderately effective, they sabotage the
professional empathetic relationship and have
been discarded as a method of treatment.
Covert sensitisation is a method of inducing
conditioned aversion to drink or drugs by
associating unpleasant imagined events with
drinking, but there has been only limited
research as to its possible effectiveness.

to say that, although there is some
structured individual casework, quite
often the counselling given by CDTs is
unstructured and reactive, responding to
individual client need. The same is true
for many Community Alcohol Teams.
But the question has to be how useful is
unstructured counselling ? The results of
several studies on the effectiveness of
unstructured ‘general alcoholism
counselling’ and on unstructured
counselling by social workers’ and

Np Nn CES Cost
17 6 +239 46
I 5 +128 270
5 2 +87 46
4 0 +80 492
4 0 +73 164
3 3 +34 1380
3 I +34 738
3 4 +34 433
2 I +33 20
3 4 +22 433
3 5 +18 328
3 2 +15 513
10 I +09 637

CES = Cumulative Evidence Score
Cost = Estimated cost of treatment in 1990 US dollars

Source: Miller, et af, 1995

Motivational Enhancement: Motivational
interviewing is widely utilised throughout the
substance misuse field and should be a basic
structured counselling skill held by every drug
worker. It has also been used together with
methadone maintenance treatment, where it is
known as motivational milieu therapy. In this
particular case the motivated client decides
when the dose of methadone will be reduced.

Community Reinforcement Approach:
This is a broad-spectrum behavioural treatment
approach for substance misusers which focuses
on restructuring or strengthening community
structures to support behavioural change
towards an alcohol or a drug-free state.

Cognitive Therapy: Many substance misusers
have distorted belief systems (which AA and NA
call “stinking thinking”) and have automatic
thoughts such as “| need to score now” or |
must have a drink before | hoover the stairs”,
The way to counter such thinking is an
important and hitherto a much neglected area
which should be part of every drug counsellor’s
basic skills.

Behavioural Family Therapy: This differs
from the most common family therapy in which
the whole family is viewed as a system and the
drug user as a fault in its dynamics. That type of
family therapy is often unhelpful in the treatment
of drug misuse, increasing guilt among family
members. In contrast, Behavioural Family
Therapy concentrates on promoting behaviours
which reinforce sobriety and countering
behaviours which reinforce substance use.

probation officers,® have almost
universally shown it to have no useful
effect. Quite correctly, the Effectiveness
Review concluded:

“There is no strong evidence that an
inadequately trained counsellor offering
only information and advice significantly
impacts on drug misuse outcomes”.

Thus in designing a treatment pro-

gramme it would seem reasonable and
more cost effective to free up drug

July/August 1997 »

workers from the time-consuming
business of unstructured individual
counselling and replace this with the
delivery of a structured programme as
recommended for the alcohol field by the
American Institute of Medicine.® In doing
so we must also recognise that drug
misusers are often chaotic, and so a key
worker will still be needed for regular
follow-up and crisis work.

The key worker’s role will thus change
from therapist to facilitator, and it could
very well be possible that a practice
nurse, a probation officer, a youth justice

| worker or even a well-trained volunteer

(in other words, someone spreading the
multi-agency word) could take over much
of this role. Specialist drug workers will
then be able to concentrate on structured
treatment interventions and reducing
waiting lists.

It is the person, not the
drug, which responds
to treatment

Training needs
Clearly all drug workers need to have
a basic training in some specific
counselling approaches, particularly so
that they become skilled at motivational
interviewing and relapse prevention work.
A course qualifying people for a basic
certificate in counselling should be a
basic requisite for all professional drug
workers. It is also clear that it would be
helpful to have some drug workers with
a higher level of counselling training.
But here we start running into
difficulties, for there appear to be no
counselling diploma courses which on
their own would adequately qualify
people to do the sort of specialist work
that is needed for substance users. This
can include the extinction of craving by
cue exposure, coping/social skills
training, cognitive therapy, even
psychodynamic psychotherapy. Clearly
the leaning needs to be towards specific
cognitive-behavioural interventions
relevant to the substance misuse field, but
in addition drug workers need to have
sufficient skills to work eclectically and
integratively with clients, utilising different
approaches as necessary. Therefore,
specialist diploma courses for workers in
the drug and alcohol field need to be
developed specifically for this purpose
and to be available on a regional basis.
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A possible framework for specific treatment interventions, which should be useful for the
treatment of drug misuse, is shown below. Although in this case it has been adapted for

opiate misusers and includes the prescribing of methadone, the non-medical elements
should help clients overcome any drink or drug problem. The model starts with simple
interventions, moving on to progressively more intensive psycho-social treatments.

N

mlnitial assessment (to include HIV harm reduction advice):

- Methadone treatment programme, perhaps initial stabilisation then detoxification.

- One to four sessions of brief therapy possibly combining motivational interviewing with solution-
focused counselling and goal-setting by drug agency worker. Solution-focussed therapy is
particularly useful because it concentrates on a client’s current strengths, rather than his or her
weaknesses. If abstinence is achieved then discharge planning and encouragement to join self-help
group.

- Practical problem solving — financial, housing, employment, legal, etc. Enabled by volunteers, who
should be supervised by the key worker.

- Employment training for the unemployed.

- Buddies to facilitate educational and leisure pursuits for the socially isolated.

- Family/significant others network with drug services and encouragement to adopt behaviours

@ich reinforce abstinence and move away from behaviours which reinforce substance use.

three monthly review and new goal setting

If relapse or the methadone programme is prolonged beyond three months then:

- Reinforce harm reduction advice.

- If in methadone programme, perhaps move to a reducing script.

- Group work for interpersonal and intrapersonal coping skills training.
- Continue networking with family, significant others, and buddies.

- Continue practical problem-solving using volunteers where possible.

three monthly review and new goal setting

mf relapse:

- Reinforce harm reduction advice. Then, EITHER:

- Methadone maintenance or motivational milieu therapy, with abstinence as the final goal.
- Group work on relapse prevention (urge surfing, practising a lapse, high risk situations, etc).
- Non-NA self-help group (eg, rational recovery group)

OR:
- Methadone treatment programme with abstinence as the final goal.
- Twelve step counselling (individual or group work).

KNA self-help group

o

three monthly review and new goal setting

Continue HIV harm reduction counselling and the above dual programme monitoring,
setting new goals every three months to ensure progress. But if the client fails to continue to make
progress and becomes stuck then:

- An in-depth assessment by a drug team worker, followed by a team discussion of the problems and
how to overcome them. The following are examples of possible assessments and solutions:

Poor motivation — 6 sessions motivational interviewing

Uses drugs to cope with anxiety — anxiety management training

Uses drugs to cope with past sexual abuse —  psychotherapy

Uses drugs to cope with anger - anger management training

Suffering from depression —  cognitive or drug therapy

Social isolation —  provision of buddies

Entrenched criminality - cognitive-behavioural therapy

Unemployment - employment training/further education
Q’hrital conflict - behavioural marital therapy j

three monthly review and new goal setting

If again a stage is reached where no progress is made:

- Reinforce harm reduction advice.
- An in-depth assessment over several days by different professionals, followed by a case conference
to determine what is holding up recovery and how to remedy this. The GP should be invited to
attend and receive the same fee as if attending a childcare case conference. The following people
might be also involved: psychologist, psychiatrist, probation officer, drugs worker.
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A possible way forward

So, although there are gaps in the
evidence base, the general picture is now
overwhelming that (apart from medical
treatment) the success or failure of
substance misuse treatment is not alcohol
or drug specific. Rather it is the person
and not the drug which responds to psycho-
social treatment interventions. Consequent-
ly, there is now sufficient cause for us to
put in place a treatment framework for
drug misusers based on what we know to
be effective in the alcohol field.

If we stick with a system
dominated by prescribing,
people will remain trapped

in dependency

We cannot afford to wait another 10
or 20 years for more research to be
completed before we do this. If we set up
the right framework now, in time, with
the help of the NTORS studies and other
research, any gaps in our knowledge will
be filled. The results will either validate
the framework which we have instigated
or they will lead us to modify it. They
cannot at this stage lead us to drop it
altogether. If we do not do this, but stick
with a treatment system dominated by
substitute prescribing, the cost will be
huge in the number of people who remain
trapped in dependency. O
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