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Substance Misuse Framework for Wales

Foreword

The implementation of a Substance Misuse Treatment Framework for Wales
Is a strategic policy commitment of the Welsh Assembly Government. It
reflects the vision contained in Wales: A Better Country The Strategic
Agenda of the Welsh Assembly Government of a sustainable future for
Wales where action for social, economic and environmental improvement
work together to create positive change. That vision recognises the need to
support people to live healthy and independent lives. In taking forward this
vision in the second Assembly term improving health is one of four key
areas and one of the top ten commitments of Welsh assembly Government
relates to delivering effective substance misuse treatment services

A key strategic aim of the Welsh substance misuse strategy is to increase
the participation of problem substance misusers in substance misuse
treatment programmes, which have a positive impact on health and their
inclusion in society and in the case of offenders, programmes which have a
positive impact on their offending. Mrs Edwina Hart AM MBE Minister for
Social Justice and Regeneration has allocated additional funding to increase
the capacity of treatment services across Wales. Improving the availability
of, and access to, treatment services remains a priority in Wales.

In September 2003 a Project Board was established to produce the
Framework. The Director of the Community Safety Unit chairs the Board
and its membership consists of Welsh Assembly Government officials,
members of the Advisory Panel on Substance Misuse and a representative
of the National Public Health Service for Wales Vulnerable Adults Team.
The individual components of the Framework are being developed by
specialist sub groups whose membership is drawn from across Wales and
reflects the diverse professions and organisations that make up the
substance misuse treatment community in Wales.

The complete Substance Misuse Treatment Framework for Wales will
reflect professional consensus on 'what works best' for substance misusers
and its development has been informed by Models of Care for the
treatment of drug misusers developed by the National Treatment Agency
for Substance Misuse in England. The complete Framework will contain the
range of substance misuse treatment services identified in the Models of
Care four tiers that should be available to substance misusers within Wales.
Each component will have associated Performance Standards to be
published separately. The Minister for Social Justice and Regeneration has
agreed that the Board completes the Framework in stages and that
individual components will be rolled out on their completion.

The Substance Misuse Treatment Framework for Wales is intended to:

. Set out a national pattern for the commissioning of treatment for
substance misuse which will meet the needs of diverse local
populations. It will also assist in identifying gaps in services and help
inform commissioning decisions in order to fill those gaps




. Support equity, parity and consistency in the commissioning and
provision of substance misuse treatment and care in Wales

. Support responsible authorities and their partners, commissioners and
treatment providers in advocating the provision of effective, evidence
based treatment and care for substance misusers

. Assist in identifying the links between services, thus enabling the
development of integrated care systems

. Identify key interventions for a defined service or care group
. Identify details of the expected level of provision

. Improve the quality of services provided and decrease variations in
services provided

. Assist in ensuring that the pattern of service provision is based on
assessed need

. Enable a contract for service, to incorporate a service specification
that details the expected level and quality of service delivered.

. Aid in developing responses to the increase in substance misuse, for
example the growth of substance misuse problems amongst young
people and changing patterns of misuse and the substances misused
and promote the development of services to hard to reach groups
based on language and/or lifestyle

. Assist in identifying priorities for development e.g. specialist GPs and
shared care schemes where they do not exist, and strengthening and
expanding where they do

. Be a template against which the Welsh Assembly Government can
undertake monitoring, audit and evaluation

. Improve service audit by assisting in the development and
implementation of minimum standards and indicators for
waiting/response times and level of provision.

The Substance Misuse Treatment Framework for Wales will assist
Community Safety Partnerships in coordinating the delivery of the Welsh
substance misuse strategy and support Responsible Authorities and other
partners in developing high quality needs based services.

B N O

Edwina Hart MBE AM
Minister for Social Justice and Regeneration







Service Framework for Residential Rehabilitation

1.  Overview

Residential rehabilitation is a Tier 4 service. Tier 4 services are specialist
drug and alcohol services offering intensive and structured programmes
delivered in residential, hospital inpatient or other structured environments.

These programmes aim to engender and maintain abstinence in a residential
setting. This is in recognition of the fact that some individuals with
complex problems related to drug and alcohol misuse may require respite
and an intense programme of support and care which cannot realistically be
delivered in a community or outpatient setting.

2. Context

There is a broad array of drug and alcohol residential rehabilitation services
across the UK that can be described on various levels, i.e. therapeutic
orientation and milieu programme structure, intensity and duration. The
degree of intensity of therapeutic support also varies quite widely across
the residential services sector. Residential rehabilitation services have been
pioneered and sustained mainly in the voluntary sector and by independent
providers on a not-for-profit basis often with a strong religious value base.
Local authority social services departments currently initiate access to
residential rehabilitation programmes with treatments paid for by
community care funding and supplemented from other sources (including
the NHS).

Commissioners should see residential rehabilitation as a national resource
with out-of-area referrals a key characteristic. Residential services may be
registered under the Registered Care Homes Act (1984), now the Care
Standards Act 2000, as registered nursing or care homes with or without
nursing. They must comply with appropriate registration controls
established by the new Care Standards Inspectorate for Wales. Residential
facilities in England will be subject to a different regulatory framework.

Recent changes to the service have resulted in some de-registering in Wales
and more reliance on Supported People funding opportunities enhancing
community-based provision. This has added complexity to the current
provider scenario in Wales.

The local assessment of need for Residential Rehabilitation should take
place within the context of LHB / LA Health Social Care and Wellbeing
strategies.

3. Philosophy and approach

Although the treatment philosophy, structure and intensity of residential
rehabilitation services can vary, there are three broad types of rehabilitation
provision:

. rehabilitation programmes based on Social Learning Theory




. 12-step programmes based on the Minnesota Model of addiction
recovery treatment

. faith-based therapeutic communities.

Residential rehabilitation providers may also manage, or have access to,
general houses promoting a less structured programme that favours a more
individually tailored package of care for each client as part of on-going
support for the client.

Residential rehabilitation programmes require their clients to be drug or
alcohol free on entry. Programmes usually run from the point of client
detoxification, or immediately after the completion of detoxification, and
last for a period of between six weeks and 12 months.

Residential services are abstinence based and have relapse prevention as
their major service outcome goal. This is accomplished by providing a safe
living environment supported by staff and peers and a therapeutic
programme comprising groups, lectures, individual counselling, and
sometimes, family involvement.

Residential Services will also need to be sensitive to issues of ethnicity and
culture.

4. Programme characteristics

Programme characteristics depend on whether the client is in the
preparatory stage (in-patient or community detoxification), the
rehabilitation phase (residential placement) or the support phase (low
intensity “half way house” or move-on arrangements).

41  Preparatory stage

These services usually follow a medically supervised withdrawal programme
in an in-patient or community setting (see previous section ‘Inpatient
substance misuse treatment’) as the first stage of a rehabilitation programme
that has a planned duration of 2 to 12 weeks.

Individuals referred from this preparatory phase to longer term
rehabilitation should be able to access appropriate residential rehabilitation
within a six week period.

4.2 Longer-term residential rehabilitation

These services generally do not provide medically supervised withdrawal
services as a first treatment phase. Although the planned duration of the
rehabilitation programme can vary quite widely the research evidence base
suggests the effectiveness of programmes that have minimum [2-week
duration.



4.3  Low-intensity residential rehabilitation and halfway house/move-on
rehabilitation

Low-intensity residential rehabilitation and halfway house/move-on
rehabilitation services denote forms of continuing residential care for clients
who have usually completed a long-term residential therapeutic
programme. Third stage and halfway houses are normally residential
services linked to the main programme. Clients maintain their alcohol and
drug-free status and live in a semi-independent context preparing for fully
independent living in the community.

The Supporting People programme has enabled service providers to provide
planned support programmes tailored to individual need for people
identified with particular vulnerability including the risk of relapse. This
support is given to individuals in their own home enabling them to maintain
tenancies and to improve their quality of life.

5. Location

Residential Rehabilitation services should be regarded as as a resource
provided in Wales. Whilst Commissioners should be concerned about
appropriate access for their users, they do not necessarily have to have
services provided in their geographical areas or within the Principality.

6. Service Components

Although residential rehabilitation programmes can offer diversity of
treatment regimes they should provide programmes that are structured and
offer the following key care components.

. maintenance of abstinence in a safe therapeutic environment

. sharing the use of facilities with other users in the rehabilitation
programme

. emphasis on shared responsibility by peers, individual counselling and
group therapy

. relapse prevention-oriented counselling and support

. individual support and promotion of education, training and
vocational experience

. improved skills for activities of daily living
. housing advocacy and resettlement work

. aftercare and support including harm reduction advice.




7. Client group

Individuals accessing residential rehabilitation must have drug and alcohol
problems and meet international Classification of Diseases
(ICD10)/Diagnostic and Statistical Manual (DSM-IV) dependence criteria.
They should be seeking abstinence from their main problem substance in a
controlled setting. They may also include misusers in rehabilitation or
individuals who have achieved a state of abstinence from their main
problem substances (or all drugs), usually through successful detoxification.

Admission to residential services is voluntary, but can be part of a
community sentence or post-custodial sentence from the courts. To
establish eligibility a community care assessment needs to be carried out to
ensure that the client meets admission criteria. Local authorities usually
perform this function and pay for these services, although the assessment
function may be delegated to another agency such as a community drug
and alcohol team or a voluntary sector agency.

Commissioners should ensure that residential rehabilitation is available to
the following groups:

. individuals who fail to achieve and maintain abstinence in a
community setting

. those who express a desire to maintain abstinence and express a
preference for admission to rehabilitation programmes or agree to
enter this type of programme

. those who are likely to have substantial problems maintaining
abstinence due to the severity of their substance dependence

. those requiring a programme of support and rehabilitation that is
most suitably delivered in a residential environment

. those who are living in an environment characterised by social
deprivation, including housing problems or instability, which
represents a threat to relapse

. those who lack social support

. those whose social environment contains people (e.g. partners,
friends) who are substance misusers and who are likely to hinder
resolve or ability to maintain abstinence.

These units are adult units, that is, patients must be over the age of 18 years.
Young people must be referred to child-centred programmes.

8. Access and Assessment
Access to residential rehabilitation is voluntary and has to follow on from a
full assessment. The Unified Assessment process should be followed in

Wales. This assessment should include, as a minimum:;

. information on how referrals are made/eligibility criteria



. the minimum and maximum timescales for response
. which staff are involved and how the referral will be managed

. how the referral process will be documented and referral outcomes
monitored and communicated

. costs of the service.
81  Assessment Criteria

Clients who are considered for residential rehabilitation will have received a
specialist assessment which will have taken into account the following
criteria;

. acute intoxication and/Zor withdrawal potential
. medical conditions and complications

. emotional/behavioural conditions and complications (e.g. psychiatric
conditions, psychological or emotional/behavioural complications of
known or unknown origin, poor impulse control, changes in mental
status, or transient neuropsychiatric complications)

. treatment acceptance/resistance

. relapse/continued use potential

recovery/living environment.

The client has to be evaluated on the criteria above, together with other
individual psychological, medical and social factors.

9. Management
The treatment stages are described in 4 above.

These stages should take place in the context of the integrated care
planning approach described elsewhere.

Individuals who are eligible for community care support should be
allocated a care manager from social services or the organisation
contracted by social services.

Departure from the programme and onward referral should be a planned
element of the programme. This should normally be overseen by the
keyworker, although some providers may have dedicated workers who
facilitate onward referral and aftercare support.

Housing is a particularly important issue in the rehabilitation and integration
of substance misusers who have achieved abstinence. For example "Tackling
drugs in rented housing: a good practice guide" (Home Office and
Department of Transport and Local Government Regions 2002) is available




as a useful point of reference.for Community Safety Partnerships. Patients
may be at particular risk of drug-related death due to overdose if they leave
residential rehabilitation and return to previous levels of drug and alcohol
misuse. All residential rehabilitation services should educate and work with
service users to reduce the risk of harm due to drug or alcohol -related
death — particularly those who are discharged or leave programmes prior to
completion.

Monitoring of residential care placements should take place within the
overall context of locally agreed community care monitoring arrangements.



10. Integrated care pathway: Residential
rehabilitation

Unified assessment indicates rehabilitation may be appropriate

!

Specialist assessment of substance misuse problems, including assessment as to
the presence and level of dependence; identification of other medical, social and
mental health problems; complications, risk assessment and the needs of
dependent children. Includes physical examination and urine testing.

!

Assessment to establish that client meets admission criteria. Funding may
be subject to agreement by Local authorities, butcriminal justice agencies may refer
and fund rehabilitation programmes

Care plan formulated and agreed with patient (and carer where appropriate) and
relevant members of multi-disciplinary team, with identified needs and targets for
outcome. Care plan may include stabilisation and detoxification (see relevant
pathways), preparation for rehabilitation, a programme of rehabilitation, and

after care planning

Application and acceptance at an appropriate rehabilitation programme

! :

Requires stabilisation Does not require stabilisation
and detoxification and detoxification

: i

Inpatient or community o
stabilisation and Arrange admission to
detoxification in rehabilitation unit
inpatient unit (see which provides
relevant care detoxification
pathways)

! , v

Admission to short-term or long-term residential rehabilitation

y
Regular review and formulation of after care plan, may include low-intensity
residentialrehabilitation and halfway house rehabilitation placements or community
based relapse prevention




Annex A

Research evidence base

The literature on the effectiveness of residential rehabilitation programmes
remains sparse, albeit growing. Only a small number of randomised
controlled trials have been conducted (see McCusker et al. 1995; 1996; 1997;
Nemes et al. 1999). A relatively small number of studies have evaluated the
impact of hospital inpatient units and residential rehabilitation programmes.
One early English follow-up study of clients who were treated by a
specialist inpatient unit found that 51% of patients were drug free at a
six-month follow-up (Gossop et al. 1989). The only controlled study of
inpatient and outpatient treatment of opiate withdrawal in the UK found
inpatient withdrawal to be four times more effective for the proportion of
patients who completed the withdrawal regime (Gossop et al. 1986).

The National Treatment Outcome Research Study (NTORS) showed that
clients entering residential rehabilitation and inpatient programmes made
substantial improvements in terms of abstinence from, and reduction of,
illicit drug misuse, criminal activity, levels of injecting and psychological
health. The study also showed that clients who stayed in treatment for a
critical time (more than three months) showed better outcomes than those
who left the programme at an earlier stage. It also showed that severely
dependent and problematic misusers could achieve positive outcomes as a
result of residential rehabilitation programmes (Gossop et al. 1999b and
2001a).

US studies have shown that outcome from longer-term residential
rehabilitation programmes is related to total time spent in treatment, with
episodes of at least three months associated with positive outcome
(Simpson 1997). The American Drug Abuse Treatment Outcome Studies
(DATOS) provided important information, especially in relation to primary
crack misusers. The studies found that long-term residential programmes
that retain clients for at least three months are particularly cost beneficial
for highly criminal clients with severe problems. In contrast, shorter-term
and less-intensive treatments appear to be adequate for most of the less
problematic users, even those who have left relatively early (Simpson et al.
1999).

The majority of US studies have evaluated therapeutic community (TC)
programmes. Programme length varies from short-term with aftercare to
long-term programmes of more than one year's duration. US data point to
the considerable success of these services for the recovering misuser.
Studies show that, on average, clients receiving TC treatment have enduring
post-discharge reductions in illicit drug use (DeLeon et al. 1979; Gossop et
al. 1999b; Simpson and Lloyd 1979). US and UK studies have shown positive
psychosocial benefits after treatment (Georgakis 1995; DeLeon and Jainchill
1982; Bennett and Rigby 1990).



Residential Rehabilitation
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Service Framework for Community Prescribing

1.  Overview

Community prescribing programmes are classified as Tier 3 services in Wales
and primarily (though not exclusively) involve the provision of a medically
supervised substitute. The prescribing programme is the basis for providing
medical and psychosocial counselling and support in an integrated
approach. There is a large evidence base supporting the benefits of a wide
range of harm-reduction and abstinence-oriented interventions. This
framework, however, focuses on the provision of an opioid substitute
(usually oral methadone, and increasingly buprenorphine) for illicit heroin, at
an effective level. (Further guidance on prescribing for alcohol specific
problems will be produced later). Community prescribing is increasingly
recognised as being effective when provided in a primary care setting.
Because of the inherent risks associated with inappropriate use of substitute
medication, supervised consumption is an important feature of programmes
of care.

2. Context

Community prescribing needs to take place within a context in which the
co-existing physical, emotional, social and legal problems are addressed as
far as possible. The provision of counselling or other psychological
interventions in partnership with specialist services must therefore
complement prescribing when GP led. Other services, therefore, should also
be available to the user if required. These would include welfare advice,
help with housing, employment and vocational services. Prescribing is,
therefore, an enhancement of psychological therapy, rather than an
intervention on its own. In this context the offer of integrated care is best
practice. The treatment of opiate misusers not using pharmacotherapy can
also be effective, especially — but not exclusively — for young people.

3. Philosophy and Approach

Dependent on clinical need, the following community prescribing regimes
need to be available to users:

. stabilisation on substitution opioids (e.g. methadone or
buprenorphine)

. withdrawal from substitution opioids (e.g. methadone or
buprenorphine)

. withdrawal from opioids with non-opioid medications (e.g. lofexidine)

. maintenance on substitution opioids (e.g. methadone or
buprenorphine)

. stabilisation and withdrawal from sedatives (benzodiazepines and
alcohol)

. relapse-prevention prescribing (e.g. naltrexone, disulfiram and
acamprosate)




. prescribing for stimulant users, including symptomatic prescribing.

Prescribing regimes for associated conditions, e.g. depression, will often
complement these programmes.

The aims for detoxification (withdrawal) regimes are to

minimise withdrawal symptoms
. achieve a safe detoxification programme

. engage users in treatment programmes and ongoing psychological
therapies

. reduce risk of overdose following detoxification
. achieve a healthy drug-free lifestyle
. reduce the danger of contracting blood borne viruses

. improve users’ overall personal and family functioning which could
include an element of education

. reduce risks to the wider community of blood borne viruses.
The aims of substitute prescribing are to:

. assist the user to remain healthy and achieve a drug-free life

. stabilise the user, where appropriate, on an apprpriate dose of
substitute medication

. reduce the use of illicit drugs
. address other drug-related problems

. reduce the risks, including risk of HIV, hepatitis B and C and other
blood borne infections

. reduce the need for criminal activity to finance drug use

. reduce the risk of prescribed drugs being diverted into the illegal drug
market

. Improve the user's overall personal and family functioning.
4.  Clinical Governance

Clinical Governance is a process of achieving and maintaining a high quality
health service for patients and is defined as a process to:

"assure and improve clinical standards at local level throughout the
NHS. This includes action to ensure risks are avoided, adverse
events are rapidly detected, openly investigated and lessons learnt,
good practice is rapidly disseminated and systems are in place to
ensure continuous improvements in clinical care”.

(NHS Wales; Putting Patients First - 1998)



Community prescribing for substance misuse has to take place within the
context of NHS Clinical Governance arrangements in Wales. Responsibility
for these is delegated to Local Health Boards and NHS Trusts who will have
to ensure adequate protocols are in place with voluntary sector
organisations when appropriate.

Within this environment, responsibility for prescribing lies with the
prescriber who signs the prescription. This responsibility cannot be
delegated. A decision to prescribe and how much to prescribe depends on:

. the overall treatment plan of the individual client

. Department of Health clinical guidelines

. locally agreed protocols and prescribing guidelines

. the doctor’s experience and level of training

. discussion with other members of a multidisciplinary team

. advice, where necessary, from a specialist in drug misuse.
(Department of Health et al. 1999).

Prescribing will be in line with the Department of Health's clinical guidelines
and will take into account the recommendations for the reduction of drug-
related deaths identified in the report of the Advisory Council on the
Misuse of Drugs (ACMD) (2000). Prescriptions must be written in
accordance with the Misuse of Drugs Regulations Act (2001) which also
applies to pharmacy practice. (A Home Office licence is required for the
prescribing of diamorphine).

5.  Location

Community prescribing has to be carried out by specialist substance misuse
multidisciplinary teams or by general practitioners in shared care schemes
with specialist services.

51  Specialist Substance Misuse Teams

Specialist teams should be multidisciplinary and be resourced to offer
specialist treatment and referral. Although these teams are predominantly
located in the statutory sector they can be successfully provided by the
independent sector if the clinical governance issues are satisfactorily
addressed. Community prescribing in these teams has to be undertaken by
specialists who provide expertise, training and competence in drug and
alcohol treatment as their main area of clinical activity. They will work in
multidisciplinary teams and provide, or have access to, a full range of
treatments including prescribing. Specialist teams will be expected to deal
with more complex cases or with individuals with chaotic lifestyles.




52  GP-led prescribing and shared care

General practitioners and primary care can in Wales play a pivotal role in
the treatment of substance misusers. There is an increasing evidence base
as to the effectiveness of the success of primary care interventions. Their
target population should be misusers whose severity of problem at contact
is mild to moderate, although some GPs offering a National Enhanced
Service can treat misusers with severe and complex needs.

The contractual context for the development of GP-led community
prescribing has now been set for LHBs/Community Safety Partnerships in
the National Enhanced Service Framework - Drug Misuse (May 2003). (See
Annex B). This offers a new, resourced pathway to a substantial engagement
of primary care practitioners in substance misuse treatment.

GP prescribing potentially offers more accessible services for stable users,
"normalisation” of treatment in the mainstream NHS and more effective use
of secondary care specialist time.

GP-led prescribing should be:

voluntary
. guided by individual GP competence and experience

. subject to the establishment of formal written protocols with the
specialist services - particularly if contractual payments are to be
made

. involve a team-working approach with rapid access/referral to
specialist service/teams if appropriate

. involve GP knowledge of wider service provision

. subject to the maintenance of practice registers, audit and locally
agreed monitoring arrangements.

The following schemes indicate a range of options for commissioners and
should be considered as priorities in 2004/5:

. the provision of substitute maintenance prescribing to opiate misusers
in a formal shared care scheme by individual practitioners who have
undertaken the agreed hours of additional accredited training

. the provision of substitute prescribing by individual general
practitioners to patients of neighbouring practices under the National
Enhanced Contract. These GPs will be expected to have undertaken
the RCGP certificate course or equivalent

. the provision of home detoxification programmes in formal
partnership with specialist teams or specialist agencies where the
local clinical governance requirements are met



. GP practice based "specialist drug and alcohol clinics' provided in
partnership with specialist teams or agencies where the local clinical
governance requirements are met.

53 Rurality

The location of community prescribing schemes in Wales will be
conditioned by rurality. GPs entering into shared care schemes may find
themselves at some geographical distance from specialist services. In these
circumstances new arrangements may have to be considered, e.g. different
models for supervised consumption, to provide support to GPs including
the use of mentoring and telemedicine schemes.

6. Supervised Consumption

Because of the risks associated with the misuse of opiate substitutes
(particularly methadone) and because of the benefits to users, every
Community Safety Partnership has to have contractual arrangements in
place with community pharmacists for the provision of supervised
consumption. Whilst decisions on the need for supervised consumption
regimes are part of the clinical risk management assessment process, they
are subject to key overall requirements. These are:

. all patients should be on daily-supervised consumption for the first 3
months of treatment as a minimum with consideration given during
planned reduction programmes. (The framework recognises the
challenges to the provision of this standard in rural areas where
balanced decisions have to be taken in the care plan and other user-
friendly approaches to supervision may be appropriate)

. agreements must be in place between specialist team, client and
pharmacist (shared care) before any prescription is written or
dispensed

. personal contact with the pharmacists should be made to encourage
team working

. agreements must include regular feedback from pharmacist to the
team which is a precondition for any remuneration

. the dispensing arrangements have to be patient-centred with
particular regard to the issue of privacy and confidentiality. This may
include the creation of discrete areas /Zrooms etc if required

. the numbers of patients receiving supervised consumption at each
pharmacy should be determined locally in line with their local needs
assessment. Capping could be deemed appropriate in some
circumstances, e.g. if large numbers were creating an inappropriate
environment

. the eligibility of pharmacists and designated pharmacy staff to
participate in supervised consumption schemes is dependent on their
completion of appropriate training




. where parties other than community pharmacists carry out schemes,
protocols should be in place to ensure clinical governance
requirements are met.

7. Client Groups

Community prescribing service users are individuals who have substance
misuse problems and meet ICD-10/DSM-IV dependence criteria. While
prescribing programmes are geared to the needs of opioid, alcohol and and
other drugs, they should be able to supervise the prescribing for primary
users of other drugs and provide adjunctive prescribing for medical
complication and conditions (psychological and behavioural).

Depending on local need, commissioners, in conjunction with service
providers have to ensure that they also address the requirements of the
following groups of individuals who may have special needs:

. pregnant women

. those with severe physical co-morbidity

. those with mental health co-morbidity

. young people, especially those identified as vulnerable

. other locally defined groups, such as where there are child protection
issues

. those on specific criminal justice initiative

. individuals discharged from prison.
8. Access

Rapid access is essential to community prescribing programmes. They are
voluntary (i.e. through self-referral, GP or criminal justice referral, or through
other agencies such as social services, GUM clinics, antenatal clinics,
community pharmacists etc). Children and young people under 16 must
receive treatment in, or in shared care with, child-centred services.

Each Community Safety Partnership will need to ensure that the
geographical access to community prescribing schemes is appropriate to its
user population.

9. Management

There have to be written and available protocols for agencies providing
community prescribing.

The key stages in the management of community prescribing are:

. confidentiality and information sharing

. completion of National Drug Monitoring Form



decision on type of access (routine, priority, emergency/crisis)
access management (e.g. waiting list)

assessment including physical and psychiatric complications of
substance misuse and referral on to appropriate specialist services

risk assessment

preparation of individual for substitute prescribing (e.g. advice and
written information about methadone, risks of overdose, etc)

development of a care plan with full involvement of all participating
services

identification of a care co-ordinator/ linkworker etc

provision of practical social support (e.g. housing, welfare benefits and
legal advice)

provision of counselling and other psychological interventions where
appropriate

review of treatment and care plan, and ongoing assessment (at least
fortnightly initially and then at least monthly for all patients on
substitution). The status of clients/patients on methadone and
buprenorphine maintenance programmes must also be reviewed every
three months to review what has been achieved, set new goals where
appropriate and review service users' requirements

provision of health promotion

HIV testing where appropriate

hepatitis testing and immunisation

consideration of tuberculosis risk

relapse-prevention as a component part of all treatment programmes
access to aftercare programmes after successful detoxification

where appropriate the provision of antagonists e.g. naltrexone for the
prevention of relapse in clients who have achieved abstinence.
(Psychological methods of relapse prevention and specific, focused
behavioural relapse prevention approaches, which have proved to be
effective, should also be available where appropriate. Individuals who
have achieved abstinence are given appropriate support through
further outpatient attendance, community projects or self-help
groups)

links to rehabilitation programmes

case closure/departure planning where service user has achieved
abstinence or left the programme

data collection.




91  Aftercare and support

The development of an appropriate package of aftercare and support
should take place in the final phase of the treatment episode for service
users aiming to achieve abstinence. Relapse prevention must be a
component part of the substitute treatment programme. Where
appropriate, there is a change in care co-ordination and referral to other
services such as residential rehabilitation, specialist housing etc. Positive
outcomes are also engendered by contact with housing agencies and
vocational agencies specifically aimed at substance misusers.

10. Care Pathways

The care pathways process for community prescribing has to be consistent
with the specifications detailed elsewhere in the framework.



Integrated care pathway: Diagram 1
“Stabilisation on substitue medication”

Contact/Initial assessment of drug and

alcohol misuse problems identifies dependence
(or probable dependence) on one or more Develop a contingency
substance (incuding alcohol). plan in relation to every

aspect of a patient's care
Y l

Refer to appropriate serve (for example Think about discharge
community drug team) with access to planning.
prescribing interventions and inpatient beds.

Y
Specialist assessment of drug and alcohol
misuse problems, including assessment as
to the presecne and level of dependence;

A

Y

identification of other medical, social and
mental health problems; complications and
risk assessment and needs of dependent
children. Includes physical examination and
urine testing.

il v

Dependence syndrome or probable
dependence syndrome but contraindications
to community stabilisation, for example
chaotic polydrug use with complications such
as withdrawal seizures.

Dependence syndrome present and
eligible for community stabilisation.

v +

Care plan formulated and agreed with
patient (and carer where appropriate) and
relevant members of multi-disciplinary team,
with identified needs, including targets for
outcome. Care plan includes community
stabilisation, adjunctive treatments (e.g.
psychological therpaies) and longer-term
care planning, for example community
maintenance or detoxification programmes,
residential rehabilitation etc. Regular review
dates for care programme identified.

Care plan formulated and agreed with
patient (and carer where appropriate) and
relevant members of multidisciplinary team,
with identified needs, including targets for
outcome. Care plan includes inpatient
stabilisation and longer-term care planning,
for example, community maintenance or
detoxification programmes, residential
rehabilitation, etc. Regular review dates for
care programme identifed.

v -

When appropriate, admission to inpatient
unit for satabilisation programme on
substitute medication.

Community stabilisation programme
on substitute medication.

v v v

Unsuccessful completion Successful completion Unsuccessful completion
of stabilisation. of stabilisation. of stabilisation.

‘ T

Community maintenance
prescribing programme.

Community detoxification
prescribing programme.

Detoxification on
inpatient unit.




Integrated care pathway: Diagram 2
“Community detoxification”

Contact/Initial assessment at any venue suggests that

prescribing intervention may be appropriate. —p- | Develop a contingency plan in

relation to every aspect of a
+ patient's care

Refer to appropriate prescribing service, for example <«—| Think about discharge planning.

community drug team, specialist generalist working with
support of multidisciplinary team offering adjunctive

therapies.
+ Indications for admission
Specialist assessment of drug and alcohol misuse problems, for inpatient stabilisation and
including assessment as to the presence and level of —» detoxification (see inpatient
—p» | dependence; identification of other medical, social and mental detoxification care pathway).
health problems; complications and risk assessment and needs

of dependent children. Includes physical examination and
urine testing.

Care plan formulated and agreed with patient (and carer where
appropriate) and relevant members of multidisciplinary team,
with identified needs and including targets for outcome. Care
plan includes stabilisation (see relevant care pathway),
community detoxification and adjunctive treatment
(eg psychological therapies). Regular review dates for care
programme identified.

v

—) | Stabilisation on appropriate substitution medication (see
relevant care pathway).

v v v

Appropriate detoxification

I | I |
v v

Patient fails to complete detoxification Patient successfully completes
programme (drops out, relapses, detoxification programmes
discharged due to non-compliance).

Aftercare plan (eg rehabilitation
programme, community-based
relapse prevention programmes).




Integrated care pathway: Diagram 3

“Community maintenance prescribing for opioid

dependence”

Contact/Initial assessment indicates that prescribing intervention may be appropriate.

—

v

Refer to prescribing service, for example, community drug team, specialist generalist
working with support of multidisciplinary team offering adjunctive therapies.

v

Specialist assessment of drug and alcohol misuse problems, including assessment
as to the presence and level of dependence; identification of other medical, social
and mental health problems; complications and risk assessment and needs of
dependent children. Includes physical examination and urine testing.

v

Establish dependence on opioids via history, objective signs of opioid withdrawal,

A

Develop a
contingency plan
in relation to
every aspect of
a patient's care.

Think about
discharge planning.

A

investigations (eg urine toxicology).

Establish treatment goal of obstinence or maintenance. |—>

Detoxification programme
(see relevant care pathways).

v

Care plan formulated and agreed with patient (and carer where appropriate) and other
relevant members of multidisciplinary team, with identified needs and targets for
outcome. Care plan includes stabilisation on substitute medication, maintenance
prescribing, and adjunctive treatment (eg psychological therapies). Regular review

dates for care programme.

Stabilisation on appropriate substitution medication (oral methadone mxture).

See relevant care pathway.

Review (initially weekly, fortnightly, then reduced frequency as indicated). Review
of needs, and whether treatment programme meeting needs, particularly in areas

of risk.

K v R
Continuation of Detoxification. Non-completion of
treatment with programme due to
transfer to GP if drop out, or
appropriate and discharge due to
ongoing review. non-compliance

v

Aftercare programme
(eg rehabilitation,
community-based
relapse prevention).







ANNEX A

Research evidence base

Treatment environment and holistic treatment and care

Drug misuse is associated with a wide range of personal, social, economic
and potential health problems. Individuals may require several different
types of support over time (i.e. a continuum of care with, for example,
housing support, legal advice, access to vocational agencies, etc) and these
are important elements in an effective package of care. There is evidence
of the importance of providing support services, especially in the first three
months of treatment. However, the intensity or comprehensiveness of
services, per se, is not consistently associated with improved outcomes
services (Simpson et al. 1995).

A US study (Ball and Ross 1991) found that the most successful maintenance
programmes had the following characteristics. They:

. did not enforce detoxification after a period of maintenance
. provided better counselling and medical services

. achieved a good level of clinic attendance by clients/patients
. maintained a close long-term relationship with patients

. had low rates of staff turnover.

Research also shows that therapeutic involvement (measured by rapport
between a client and a programme counsellor, and the service users rating
of the extent to which they are committed to treatment and believe it to
be effective) and counselling session attributes (as measured by the number
of sessions attended, the number of health and other topics discussed) have
direct positive effects on retention in, among others, outpatient methadone
treatment (Joe et al. 1999; Fiorentine and Anglin 1996).

There is evidence that it is important to assess the extent to which clients
are ready and motivated to make changes in substance-use behaviours.
US-based research has shown that treatment readiness is related to early
therapeutic engagement and retention for outpatient methadone treatment,
among other factors. Treatment readiness was not only a significant
predictor of engagement and retention, but was more important than
socio-demographic, drug use and other background variables (Simpson et al.
1997).

Research on predictors of treatment retention in methadone treatment
programmes has also shown that care management was one of the factors
associated with a higher probability of retention, particularly in the first 90
days. Other factors include group participation, psychiatric services,
contingency-based reinforcers and transportation assistance (Grella et al.
1997).




There is evidence of the effectiveness of psychological treatment for
people on methadone treatment. In particular, those who suffer from
depression can benefit from cognitive therapy and interpersonal therapy.
Some of the most needy people (e.g. suicide borderline) can benefit from
dialectical behavioural therapy.

Effectiveness by treatment setting

NTORS follow-up data show that overall, significant improvements in
drug-related problems, health and social functioning were made among the
clients of GPs and primary care services as well as those in specialist
services (Gossop et al. 1999a). Other research showed that a positive
treatment outcome was equally likely in either setting (Hutchinson et al.
2000b; Lewis and Bellis 2001). Effective specialist services as well as
high-quality primary care have retained service users engaged in treatment.

Prescribing for opiate dependence

There is well-established research in the UK and internationally into
substitution, especially with oral methadone. A meta-analysis has shown
the effectiveness of methadone maintenance, across a variety of contexts,
cultural and ethnic groups and study designs (Marsch 1998). For example,
methadone maintenance is associated with lower levels of heroin use,
reduced levels of crime, improved social functioning and a lower risk of
premature mortality. Substitution programmes have also contributed to the
prevention and spread of HIV. In the UK, results from NTORS show that, on
average, methadone substitution programmes are positive across a broad
range of substance use, injecting and sharing behaviours, health and crime
(Gossop et al. 1998a). Improvements in drug taking and other problem
behaviours were substantially maintained at one and two-year follow-ups.
Data show substantial reduction in rates of criminal behaviour and also
show improvements in psychological and physical health. There were
substantial reductions in illicit drug use, injecting and sharing injecting
equipment. Abstinence from heroin was more than twice that at intake and
the number of regular heroin users was considerably reduced. Similar
improvements were also noted in the use of stimulants and
benzodiazepines (Gossop et al. 2000a, 2000b; Stewart et al. 2000).

There is evidence of greater benefit in maintaining individuals on daily
methadone doses of between 60mg and 120mg. Larger doses may be
required in some instances. There is evidence that under-dosing and poor
initial assessment often undermine the success of English methadone
programmes (Findings 2001). Research has also shown that higher doses of
methadone are associated with a greater likelihood of cessation of injecting
(Capelhorn et al. 1993; Lagendam et al. 2000).

Most prescribing in the UK is for oral methadone, although a national survey
carried out in 1995 showed that 10% of all methadone prescriptions were
issued for injectable (Strang et al. 1996b; Strang and Sheridan 1998). No
outcome study has been carried out in the UK on injectable methadone



prescribing. However, an observational study has been carried out
(Metrebian et al. 1998) and there are encouraging reports from clinical audit
of this practice (Ford and Ryrie 1999). Injectable methadone maintenance
can be suitable for more severely affected heroin addicts (Strang et al.
2000), and most particularly those who have failed to achieve change
through oral formulations. There are no simple universal criteria for
prescribing injectables; rather, such prescribing requires a complex clinical
decision based on the suitability of the individual. Whatever criteria for
injectable prescribing are identified at local levels, it is necessary that this is
managed by specialists, who may need additional training.

Diamorphine is only rarely prescribed in the UK (a licence from the Home
Office is needed) as a maintenance regime for a minority of people who
have not been stabilised through methadone. It is estimated that 300 to
500 people currently receive a prescription of diamorphine (Sell et al. 1997
Gabbay et al. 2001). The Department of Health and the National Treatment
Agency for Substance Misuse (NTA) are currently hosting an expert advisory
group on diamorphine prescribing. The NTA guidance on diamorphine and
other injectable opioid prescribing based on the recommendations of this
group, concludes that injectable diamorphine and injectable methadone
maintenance prescribing, in principle, is an appropriate drug treatment for a
minority of entrenched injecting heroin misusers who do not respond to
optimised oral drug treatment. Injectable diamorphine (and methadone)
maintenance should therefore be part of the range of potentially available
drug treatment options in each area, provided it is part of a comprehensive
drug treatment system and is in line with eight key principles outlined in the
guidance document (NTA 2003). An implementation strategy will be
required to achieve this.

A variety of other substitutes are also used for the treatment of opiate
dependence in the community. They include codeine-based substitutes,
especially dihydrocodeine, currently not licensed for withdrawal but used
by some clinicians and described (Department of Health et al. 1999;
Macleaod et al. 1998).

Buprenorphine has recently been licensed for substitution, and there is
increasing evidence of its effectiveness and relative safety as a partial
agonist in comparison with full agonists such as methadone, especially in
relation to overdose and drug-related death (Ling et al. 1998; Barnett et al.
2001, Petitjean et al. 2001; Auriacombe 2001, Eder et al. 1998; Strain et al.
1996). Guidance on the instalment prescribing of buprenorphine was issued
by the Department of Health in March 2001 (Department of Health 2001c).

Lofexidine is prescribed for community detoxification programmes. It has
been suggested that lofexidine is most suitable for patients using up to
50mg methadone or one gram of heroin daily, for those with shorter drug
histories, and for non-polydrug users (Department of Health et al. 1999; also
see Gowing et al. 2002). Maintenance treatment with the opiate antagonist
naltrexone is available to those who have completed opiate withdrawal and
require pharmaceutical assistance to maintain a drug-free state (see also
Inpatient substance misuse treatment).




Benzodiazepine prescribing

The use of benzodiazepine is common among opiate users (see ‘Inpatient
substance misuse treatment’), but benzodiazepine prescribing is
recommended only for withdrawal. Guidelines state that longer-term use
of benzodiazepines requires adherence to the general principles of
management of controlled substances (Department of Health et al. 1999).
There is no evidence that the long-term prescribing of benzodiazepine
reduces the harm associated with dependence on that drug. In fact, there is
increasing evidence that the long-term prescribing of more than 30mg daily
causes harm (Department of Health et al. 1999). When taken with opiates,
benzodiazepine prescribing is a significant risk factor for drug related deaths.

Prescribing for primary stimulant users (cocaine, crack-cocaine and
amphetamine)

There is concern over the use of cocaine, crack-cocaine and illegally
manufactured amphetamine sulphate in the UK. There is still, however,
little accurate information available about the misuse of stimulants in the
UK, and especially about the nature of services required or the
effectiveness of those provided. The prevalence of cocaine misuse appears
to have increased greatly in the last decade, with official notifications of
cocaine dependence having more than doubled between 1990 and 1995
(Marsden et al. 1998). It is estimated that the national prevalence of cocaine
use is greater than that of heroin (Gossop et al. 1994b). There is also
widespread use of amphetamine sulphate (Pates and Mitchell 1996).

NTORS data show that drug users who approach treatment services
commonly use stimulants: 88% had used stimulants and 59% were current
stimulant users. A substantial percentage of the NTORS cohort, although
primarily dependent on heroin, were also frequent users of stimulants. For
those clients, it is appropriate to target their stimulant use as part of the
wider cluster of substance misuse problems that require treatment (Gossop
et al. 2000a). Other research has found the use of cocaine by methadone
maintenance clients to be associated with higher rates of criminality, health
risk behaviour and other problems (Grella et al. 1995; Des Jarlais et al. 1992;
Kosten et al. 1988).

For 7.5% of the NTORS cohort, stimulants were their main problem drug.
Although these clients were mostly polydrug users, they were much less
likely than other stimulant users to use heroin or other opiates and less
likely to inject. They were, however, more likely to be heavy drinkers. The
differences in substance use patterns are likely to require different clinical
management (Gossop et al. 2000a).

There is evidence that dexamphetamine sulphate is currently prescribed in
England and Wales for the treatment of primary amphetamine use (Fleming
1998; Bradbeer et al. 1998; White 2000; Klee et al. 2001). The Task Force to
Review Services for Drug Misusers (1996) stated that there might be a place
for amphetamine substitute prescribing in some cases, but further research



is needed as there is little scientific evidence for its efficacy. Department of
Health guidelines suggest that such prescribing should be restricted to
particular groups (Department of Health et al. 1999). There are dangers
associated with stimulant prescribing and the evidence suggests that
psycho-social interventions are the management of choice for stimulant
misusers (see ‘Stimulant users in Chapter 3).

The Department of Health's clinical guidelines state that there is no
indication for the prescribing of cocaine or methylamphetamine in the
treatment of stimulant misuse. The guidelines also recommend that
methylphenidate or phentermine not be prescribed (Department of Health
et al. 1999). Similarly, there is currently no supporting evidence for the
clinical use of carbamazepine for cocaine dependence (Lima et al. 2000).
Antidepressants, such as Fluoxetine, can be effective in the management of
major depressive episodes associated with stimulant use. However, care
must be taken if selective serotonin re-uptake inhibitors are prescribed
while cocaine or amphetamine is still taken, as toxic reactions have been
described (Department of Health et al. 1999).

There is some evidence of the efficacy of disulfiram for treatment for
cocaine dependence and alcohol dependence or abuse, although the use of
alcohol and disulfiram could potentially cause serious physical adverse
effects. There is also some evidence that disulfiram may be an effective
pharmacotherapy for cocaine misuse among methadone maintained clients,
even those without co-morbid alcohol misuse. Disulfiram may work with
buprenorphine to reduce cocaine use in opiate users (Carroll et al. 2000;
George et al. 2000; McCance-Katz et al. 1998; Petrakis et al. 2000) (see
‘Stimulant users’ section in Chapter 3).

To date, research shows that abstinence-based psychological treatment
approaches, linking counselling and social support, have had the greatest
impact on cocaine misuse (Department of Health et al. 1999).
Complementary therapies, such as acupuncture, are commonly used,
despite limited evidence of their effectiveness. Nonetheless, they are
capable of attracting drug users to treatment settings and it is suggested
that they are explored (Department of Health et al. 1999). However, the
main problem remains that drug services in the UK are primarily geared to
opiate dependence and there is little information about the outcome of
treatment for stimulant users.




Annex B

National Enhanced Service - patients suffering from drug
misuse 2 May 2003

Introduction

All practices are expected to provide essential and those additional services
they are contracted to provide to all their patients. This enhanced service
specification outlines the more specialised services to be provided. The
specification of this service is designed to cover the enhanced aspects of
clinical care of the patient, all of which are beyond the scope of essential
services. No part of the specification by commission, omission or
implication defines or redefines essential or additional services.

Background

Drug misuse and its complications pervade every part of society and social
classes and are a problem found across the whole country.

The number of drug users in the general population is estimated to be in
the regions of 150,000 — 200,000, though since the demise of the Home
Office Addicts Index, exact prevalence rates are difficult to estimate
accurately. Based on current estimates however, it would be expected that
almost every general practitioner would have patients with drug misuse
registered with them, though prevalence rates in inner cities and urban areas
will be significantly higher than in rural areas.

Service outline

The following elements of the service would need to be in place already for
the purpose of this NES:

. an accurate register of patients
. a sequential review as appropriate

. safe and secure practices, appropriate for the provision of such
services

. a good knowledge of, and effective liaison with, local drug services
and other agencies, including non-statutory services

. links between local pharmacies, primary care drug support workers,
social services (including the Child Protection Service) and local
mental and clinical health teams.

This national enhanced service will fund practices to be able to:

. develop and co-ordinate the care of drug users and develop practice
guidelines. Practices must have knowledge of local detoxification
procedures



. treat dependent drug users with support. This will be with support
from, for example, shared care drug service, GPswSI, nurses with
specialist interest and specialist providers. It includes the prescribing
of substitute (opiate and non-opiate) drugs or antagonists using best
practice as outlined in the Department of Health's drug misuse clinical
guidelines or equivalent

. ensure that prescribing takes place within a context in which the co-
existing physical, emotional, social and legal problems are addressed
as far as possible

. participate in audit of prescribing practice
. act as a resource to practice colleagues in the care of drug users

. demonstrate additional training and continuing professional
development. This should be commensurate with the level of service
provision expected of a clinician in line with any national or local
guidance to meet the requirements of revalidation

. maintain the safety and training of clinical and non-clinical staff

. provide care for patients outside their own registered list (if the
practice has agreed to look after such patients). These patients must
have an effective means of communication with the registered doctor.

The NES will be subject to the following audits on a six-monthly basis:

. audit of prescribing of substitute medication if appropriate and
adherence to the minimum standards laid out by the PCO / shared
care monitoring group

. audit of hepatitis B screening and immunisation data relevant to this
patient population.

An annual review of service will be made to include the following:

. attendance rates
. non-attendance rates
. review against outcomes

. financial review.
Accreditation

Those doctors who have previously provided services similar to this
enhanced service and who satisfy at appraisal and revalidation that they
have such continuing medical experience, training and competence as is
necessary to enable them to contract for the enhanced service shall be
deemed professionally qualified to do so.




A practitioner providing enhanced services in drugs and substance misuse
should have the skills to:

. identify and treat the common complications of drug misuse
. carry out an assessment of a patient's drug use

. provide harm reduction advice to a current drug user or his or her
family

. test (or refer for testing) for other viruses, including HIV, and
immunisation for hepatitis B to at-risk individuals

. provide drug information to carers and users as to the effects, harms
and treatment options for various common drugs of use

. assess and refer appropriately, patients for drug misuse substitution
treatment

. utilise the range of commonly used treatment options available for
treatment including pharmacological interventions

. be aware of local policy
. work in an appropriate multidisciplinary manner.

Appraisal criteria

The appraisal criteria will include both the generalist and special interest
aspects of the work.

CPD requirements

It is expected that the level of training required for a GP providing an
enhanced service is identified in the GP's personal development plan and,
where additional training is required, local mechanisms are found to address
this.

Costs

In 2003704 each practice contracted to provide these services will receive
a £1,000 annual retainer, £500 withdrawal per patient per annum, and £350
maintenance per patient per annum, paid quarterly in arrears. These prices
will be uprated by 3.225 per cent in 2004/05 and again in 2005/706.
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Service Framework for Inpatient Treatment

1.  Overview

Inpatient drug and alcohol treatment is a Tier 4 service in Wales. Inpatient
drug and alcohol misuse treatment programmes are "specialised" units or
beds for people with drug and alcohol misuse disorders. They provide
medically supervised assessment, stabilisation and detoxification with
access to 24-hour medical cover and a multidisciplinary team. Programmes
need also to include a range of additional provisions such as relapse-
prevention work and aftercare referral services. Inpatient provision for drug
treatment can be delivered by either, designated drug and alcohol misuse
beds in psychiatric wards, or in specialist inpatient units. In whatever setting
the care is provided successful treatment is very dependent on pre-
admission preparation. Inpatient care has also to satisfy clinical governance
arrangements that in Wales are delegated to Local Health Boards and NHS
Trusts. (See paragraph 4 in Community Prescribing Service Framework.)

2. Philosophy and approach
21  General

Many individuals with substance use dependence have difficulty achieving
abstinence in the community. Inpatient programmes are therefore intended
for those substance misusers whose needs require supervision in a
controlled medical environment. Inpatient programmes primarily provide
medically supervised withdrawal i.e. detoxification. These programmes can
continue in the community as aftercare (with adjunctive prescribing such as
naltrexone). Alternatively, clients can be referred to a residential
rehabilitation facility where they may receive short-term programmes of
counselling and relapse prevention support. (See service framework for
residential rehabilitation).

2.2 Specific Prescribing Programmes

The following specific prescribing interventions need to be available in
specialist inpatient treatment beds:

. stabilisation on benzodiazepines for alcohol withdrawal
. alcohol relapse prevention (e.g. disulfiram and acamprosate)
. treatment with Thiamine for alcohol misuse

. stabilisation on substitution opioids (e.g. methadone and
buprenorphine)

. withdrawal from substitution opioids (e.g. methadone and
buprenorphine)

. withdrawal from opioids using non-opioid medication (e.g. lofexidine)




. opioid relapse prevention (e.g. naltrexone)
. stabilisation on benzodiazepines for sedative withdrawal

. symptomatic treatment for stimulant withdrawal.

The programme duration for a withdrawal regime is essentially short term
and should be between one and seven weeks with an average of about four
weeks.

3. Location

Inpatient drug and alcohol misuse treatment services can be based in
hospital general psychiatric units, in general hospitals (general medical beds)
or in specialist dedicated inpatient units. They can also be legitimately
provided by the voluntary/independent sector in partnership arrangements
with the NHS where the clinical governance arrangements for medical
supervision are clearly defined. (There is, however, some limited evidence
that suggests that patients may achieve better outcomes for opiate
dependency in dedicated inpatient units than those treated in other
facilities.

Community Safety Partnerships need to ensure users have appropriate
access to inpatient facilities, although they do not necessarily have to be
provided from within their partnership geographical areas.

4.  Aims and objectives

Prior to admission patients should be assessed using the Unified assessment
Process including a specialist assessment with a full risk assessment and any
issues relating to dependent children.

The key aims of the inpatient treatment regime following this are:

. to fully assess the degree of dependence using the appropriate
assessment instruments

. to define a programme of care, ensure that a care co-ordinator is in
place from community services or the inpatient facility, and develop a
care plan

. to prescribe medication where indicated, according to clearly defined
written protocols as part of a comprehensive programme of care

. to prescribe medication safely and effectively in order to achieve
stabilisation and/or withdrawal

. to prescribe medication appropriately for relapse prevention

. to prescribe medication for psychiatric and/or physical complications
and/or co-morbidity as appropriate

. to identify risk behaviour and offer appropriate counselling to enable
minimisation of harm



. to offer, when appropriate, tests for hepatitis B and C and HIV with
informed consent

. to offer hepatitis B immunisation

. To involve other specialists/agencies as necessary (as prescribed in
Unified Assessment Process)

. to assess the longer-term treatment needs of patients and formulate
an appropriate discharge care plan in accordance with the care
programme approach

. to provide a period of substance-free recovery as appropriate

. to provide effective psychological interventions, such as cognitive
behavioural therapy and relapse prevention therap

. to assess and refer patients for other treatments as appropriate, for
example trauma therapy, family therapy, etc

. to monitor and evaluate the efficiency and effectiveness of
prescribing interventions

. to monitor and evaluate the efficiency and effectiveness of
psychological interventions

. to provide referral to other services as necessary.
5. Client group served

Service users should be individuals who have drug or alcohol-related
problems and meet International Classification for Diseases (ICD-
10)/Diagnostic and Statistical Manual (DSM-IV) dependence criteria. This
group comprises individuals who are seeking abstinence from their main
problem drug or drugs in a controlled medical setting. Where appropriate
patients can be admitted for stabilisation on substitution medication and
discharged to a community prescribing programme such as maintenance
opiate prescribing. While service priorities should be geared to the
withdrawal needs of opiate and alcohol misusers, they must be able to
supervise the withdrawal of primary users of other drugs and provide
adjunctive prescribing for medical complication and conditions when
clinically required.

51  Target Groups

Admission to inpatient drug and alcohol misuse treatment programmes is
voluntary for adults and dependent on individual clinical assessment.

The target groups for inpatient treatment include the following:

. patients physically dependent on one or more substances

. patients with physical or psychiatric complications or co-morbidity
(but not acute severe mental illness)




. women who are pregnant

. patients who have failed to complete outpatient drug treatment
programmes where there are significant indicators of the potential
success of an inpatient regim

. patients who are unlikely to cope with outpatient detoxification due
to significant personal isolation or lack of support from family or
friends

. patients with withdrawal complications e.g. seizures.
Prioritisation of these target groups will be on the basis of clinical need.
5.2  Suitability for treatment

There are three categories of client for whom treatment in an inpatient
facility might not be appropriate. These are individuals with:

. serious acute psychiatric morbidity, e.g. acute psychosis, requiring
acute psychiatric treatment

. serious physical morbidity (e.g. life threatening physical illness)
. those for whom a risk assessment indicates that the risk would be too
high.

(Facilities should be in place so that, on occasion, admissions are specially
timed, for example where a couple both require inpatient treatment and
their admissions may be consecutive, to avoid compromising care).

6. Access

6.1  Access to the service

Service providers have to provide timely and up-to-date information on
criteria for access to the inpatient detoxification programme. This material

should describe as a minimum:

. who the service is intended for (in line with stated priorities above)

. expected waiting times.
6.2 Referral pathways (See attached diagram)

There has to be clear written information about how the referral process is
undertaken. This needs to address:

. how referrals are made
. response times

. which staff are involved and how the referral will be managed



. care co-ordination processes and responsibilities

. how the referral process will be documented and referral outcomes
monitored and communicated.

7. Management
71 Treatment Phases

The client has to be fully engaged at all stages of the management of his
treatment. Within this, particular attention has to be paid to pre-admission
planning. The key stages are:

. all patients fully assessed by the appropriate team and referrer/GP
informed

. decision is made as to eligibility for admission

. category of admission is considered: for example, e.g. priority or
routine

. admission in accordance with admission category

. patients offered preparation for admission, for example, information
given about the unit, information about care plans, pre-admission
meetings, details of unit protocols including prescribing protocols, etc

. formulation of an agreed care plan which will include arrangements
for care following discharge. This may include community care
assessments for rehabilitation placements, and day programmes, etc

. patient admitted to the inpatient unit, and assessment undertaken in
compliance with clear assessment protocols

. prescribing initiated (where appropriate)

. discharge planning meeting organised during patient’s treatment
programme to formalise ongoing care plan

. discharge to follow-up care with appropriate provision for any on-
going prescribing and inform the GP in a timely manner.

72  Discharge for reasons of safety

On occasion, a patient may violate treatment protocols and in some
situations this may compromise the safety of other patients and staff as
well as themselves. Such patients should be assessed for suitability for
discharge, if necessary under the Mental Health Act. Occasionally, patients
may need to be transferred to a mental health unit, requiring close liaison
with mental health services (see Co-occurring Substance Misuse and Mental
Health Problem section). Whatever the reason for the discharge, a
discharge plan should be put in place which is sympathetic to the needs of
the patient (e.g. timing), addresses alternative support arrangements and
involves the patient’s GP.




7.3  Discharge against medical advice

Some patients may decide to take their own discharge against medical
advice. Assessment should occur in order to determine if a patient is fit to
be discharged, and if necessary, a mental health assessment may be
required. A clear discharge plan should be formulated for patients who are
unfit for discharge and the patient's GP informed.

At the time of discharge it is critical that the clinical staff member co-
ordinating the discharge provides information to the client, prior to them
leaving the unit, about the potential risk of overdose and the availability of
other services.



8.
detoxification

Contact/Initial assessment of drug and alcohol
misuse problems identifies dependent (or probably
dependent) on one or more substances

(including alcohol)

Refer to appropriate service (usually community
drug teams) with access to prescribing and

inpatient beds

Integrated care pathways: Inpatient

Specialist assessment of drug and alcohol

misuse problems, including assessment as to the
presence and level of dependence; identification
ofother medical, social and mental health
problems;complications, risk, assessment and
needs of dependent children. Includes physical
examinationand urine testing. Assessment of
suitability for inpatient and community prescribing

Patient does not meet
eligibilitycriteria for inpatient

programmes

Eligible for an inpatient detoxification programme

»{ detoxificationprogramme
(see community
prescribing pathways)

v

Care plan formulated and agreed with patient (and
carer where appropriate) and relevant members
of the multidisciplinary team. Care plan identifies
needs and targets for outcome. Include support
while awaiting detoxification and identification of
appropriate aftercare programme. Establish
category for admission (e.g. emergency, priority

Admission of emergency

or routine)

Preparation for admission (e.g. pre-residential
groups, information on programme, including
prescribing programmes). Community care
assessment for aftercare programmes

(e.g. rehabilitation programme)

Y

7| and priority cases

Y

Admission to inpatient detoxification programme. Assessment, stabilisation and detoxification,
assessment of medical, social and mental health problems, complications and risk assessment.
Formulation of, or review of, aftercare plan. (Patients admitted as a priority or emergency will require

Unified Assessment Process during the admission)

v

Unsuccessful completion
of programme. GP and/or
referrer informed

Y

Aftercare plan, for example rehabilitation
programmes, structured day care, community-based
relapse prevention. GP and/or referrer informed




ANNEX A

Research evidence base

Research suggests that a high proportion of patients accessing inpatient
treatment can achieve successful withdrawal from opioids. A relatively
small number of studies have evaluated the impact of hospital inpatient
units and residential rehabilitation programmes. One early English
follow-up study of patients who were treated by a specialist inpatient unit
found that 51% of patients were drug-free at a six-month follow-up (Gossop
et al. 1989). The only controlled study of inpatient versus outpatient
treatment of opiate withdrawal in the UK found inpatient withdrawal to be
four times more effective in terms of the proportion of patients who
completed the withdrawal regime (Gossop et al. 1986). An uncontrolled
study found that 74% of patients admitted for opiate detoxification
successfully completed treatment and one-third of patients followed up
one year after inpatient detoxification had been abstinent from opioids for
at least one month prior to follow up (Ghodse et al. 1997). There is
evidence that a dedicated substance misuse inpatient unit is associated with
better outcomes in terms of completion of opioid withdrawal and
abstinence from opioids after seven months than a general psychiatric ward
(Strang et al. 1997Db).

NTORS has shown that those clients participating in the study who were in
residential treatment settings (inpatient units and residential rehabilitation
units) tended to be older, have longer drug careers, be regularly using a
broader range of substances (including alcohol), and have more previous
contact with drug treatment services (Gossop et al. 1998c). Those clients in
the cohort who were admitted to residential treatment programmes
showed substantial improvements in terms of abstinence from opiates,
psycho-stimulants and benzodiazepines. At one year, more than a third of
all patients admitted to residential treatment programmes were abstinent
from all of the target drugs and had been so for the previous three months.
There were also improvements in other problem areas (injecting, sharing
injecting equipment, heavy drinking and criminal behaviour). It was found
that a ‘critical period’ of 28 days for inpatient and short-stay residential
programmes predicted likelihood of achieving abstinence from opiates at
one Yyear, although improvements were also seen in patients who were
discharged before this ‘critical period’ (Gossop et al. 1999b).

However, a proportion of patients leave inpatient treatment prior to
completion, with studies reporting drop-out rates of between 18—46%
(Ghodse et al. 1987; Gossop et al. 1987). Severe drug use and severe medical
problems were identified as predictors of failure to complete inpatient
detoxification in one study (Franken and Hendriks 1999). It is also
recognised that most of the research has been conducted on inpatient
treatment of opioid and polydrug (including stimulants) misuse, rather than
primary stimulant users.



Turning to the evidence base for effective withdrawal agents and regimens,
a variety of medications have been found to be efficacious in managing
withdrawal syndromes in inpatient facilities. These include oral methadone,
codeine-based medication such as dihydrocodeine and buprenorphine.
Lofexidine may be used for opioid withdrawal and there is evidence that it
Is as efficacious as methadone in inpatient withdrawal (Bearn et al. 1996).
Rapid opioid detoxification under sedation has been described, although
properly controlled trials have not been performed (Seoane et al. 1997).
Symptomatic relief of mild opioid withdrawal symptoms, for example by
use of diphenoxylate, promethazine and propranolol, has also been
described (Department of Health et al. 1999).

It is common for inpatient programmes to manage benzodiazepine
withdrawal. The majority of opioid drug users presenting for treatment
have a history of benzodiazepine use in the year prior to treatment and
nearly half of opioid users in treatment have injected benzodiazepines
(Perera et al. 1987; Strang et al. 1994). In one study, 43% of patients admitted
to an inpatient unit who reported benzodiazepine misuse were found to be
physically dependent on benzodiazepines, and most were successfully
stabilised on a mean dose of diazepam 40mg, with a range from 20—80mg
(Williams et al. 1996). Sedative withdrawal using substitution
benzodiazepines, generally long-acting preparations such as diazepam, is a
well-recognised treatment for benzodiazepine and alcohol dependence
(Ghodse 1995a). For drug users who are found to be dependent on both
sedatives (including alcohol) and opioids, it is recommended that
benzodiazepine withdrawal be completed first, while the patient remains on
a steady dose of substitution opioid such as oral methadone.

Primary stimulant misusers, and polydrug users whose use of drugs includes
stimulants, may also be admitted to inpatient substance misuse units.
Primary stimulant misusers may be admitted due to severity of withdrawal
symptoms, including depressive and suicidal symptoms, or due to physical
or psychiatric co-morbidity. Most studies have found that a psychosocial
abstinence-based approach is most efficacious (Carroll et al. 1995b). There
is little research evidence for the use of substitution stimulant prescribing in
the inpatient treatment setting. However, there is a role for non-
substitution prescribing for stimulant withdrawal in inpatient settings
including the relief of symptoms such as anxiety, agitation and psychotic
indications. The prescription of antidepressant medication for major
depressive episodes associated with stimulant use may also be necessary.

Prescribing interventions for relapse prevention may be commenced during
inpatient treatment. Naltrexone, an opiate antagonist, may be prescribed
for opioid users following withdrawal and a period of recovery. Disulfiram
may be prescribed for patients following alcohol withdrawal and for those
with alcohol and cocaine problems.




Most inpatient drug misuse treatment services have a contingency
management approach. Clients may be asked to agree to a contract of care
that specifies that certain behaviours are not acceptable. These commonly
include the use of illicit drugs, racist or sexist behaviour and violent
behaviour. At the commencement of treatment these behaviours are
clearly outlined as unacceptable, and patients are asked to agree this
contract as a condition of accepting treatment in the unit, with the
understanding that a breach of this contract will lead to a review of their
treatment and possibly to discharge.
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A Service Framework to Meet the Needs of People
with a Co-occurring Substance Misuse and Mental
Health Problem.

1.0 Overview

11 Definition (drawn from Scottish Advisory Committee on Drugs
Misuse & Scottish Advisory Committee on Alcohol Misuse document Mind
the Gaps)

Substance misuse refers to the problem use of prescribed or illicit drugs,
and/or alcohol.

Dual diagnosis or co-morbidity refers specifically to the co-existence of
diagnosed mental health problems (irrespective of severity) and substance
misuse but also a range of other conditions.

Co-occurring substance use and mental health problems is used more
generally to acknowledge that not all mental health problems have been
diagnosed, nor are all forms of substance use considered to be problematic.

Co-occurring substance misuse and mental health problems has therefore
been adopted for use in the development of these service standards. Taken
together these problems give rise to significant impairment and disability for
which people affected need advice, support and services, in order to follow
a more integrated life course. The severity and nature of a person’s problem
are liable to change over time. Each problem, however, would be significant
enough to merit planned care on its own.

The intention of this framework is therefore to address the broad
spectrum of mental health and substance misuse problems from
mild/moderate to severe. Inevitably services will have to prioritise those
in greatest need and in order to facilitate this the framework will be
augmented with inclusion criteria and thresholds.

Because of the complex needs of people with a co-occurring substance
misuse and mental health problem, a co-ordinated approach from a range
of primary and secondary services is essential. These services will need to
be provided in both statutory and non-statutory settings. Whilst the key
service providers are adult mental health and specialist substance misuse
teams input from non specialist providers such as housing agencies is also
vital in order to deliver a comprehensive range of services. In the absence
of an integrated approach from the providers of the different service
components, individuals with a co-occurring substance misuse and mental
health problem are potentially at risk of falling between stools. This is of
particular concern given that this client group has an increased risk of
suicide and/or homicide.

In order to deliver effective care, services have to be co-ordinated with
clear treatment protocols and care pathways. The complexity of the care
programmes required to meet these needs has given rise to increasing G




challenges in both the delivery of mental health and substance misuse
services. The purpose of this document is to provide a service framework
for the delivery of treatment and care to those with a co-occurring
substance misuse and mental health problem in Wales. It will establish a
framework based on current evidence base for co-occurring substance
misuse and mental health problems against which health and social care
agencies can be assessed.

The emphasis within the framework is co-occurring mental health and
substance misuse problems. However it is widely recognised that many
people may have additional problems including one or more of the
following:

a personality disorder

. a physical disability

. a learning disability

. a physical health problem sensory impairment

. problems associated with old age.

Where people have multiple problems a range of responses from agencies
in different settings will be required. This shall be delivered in line with the
requirements of the Unified Assessment Process (UAP) and/or the Care
Programme Approach (CPA).

2.0 Context

Mental Health is one of the top three clinical priorities of the Welsh
Assembly Government. In September 200! the strategy document "Adult
Mental Health Services for Wales ‘Equity, Empowerment, Effectiveness,
Efficiency™ was published, setting out a ten year strategy for the
development of mental health services in Wales. The strategy was
supported by the publication in April 2002 of "Adult Mental Health Services
A National Service Framework for Wales™" Both of these documents identify
the need for close collaboration between services.

The strategy emphasises the importance of unambiguous clinical
responsibility for individuals with a dual diagnosis and appropriate access to
the services they need. The strategy also notes the need for general adult
mental health services to recognise that those with alcohol and drug
problems can also develop mental illnesses that require treatment. It
further reaffirms that mental illness service users who misuse drugs or
alcohol are a particularly vulnerable and high-risk group. The strategy cites
the "Safer Services" report, which recommends that alcohol and drug
services work much more closely with general adult mental health services.

In order to clarify responsibility, the strategy makes it explicit that if a
service user has a psychotic illness or severe mental illness (SMI) that adult
mental health services should be the "lead" service. In any event mental
illness symptoms shall be treated by mental health services.



The substance misuse strategy "Tackling Substance Misuse in Wales - A
partnership approach’, (2000), identifies the need for the development of
services for those with a dual diagnosis of substance misuse and severe
mental health problems. Co-ordinated and effective clinical and social care
following on from assessed needs is crucial to this process.

Clinicians working in this area were highlighted by the Audit Commission
(2002) as reporting a lack of co-ordination in approach to patients with a
dual diagnosis. This lack of co-ordination was further evident at the
strategic planning stage level in the Commission’s analysis.

The "Dual Diagnosis Good Practice Guide', (2002), suggests that all health
and social care economies conduct a local mapping exercise to determine
the local level of need in dual diagnosis.

In adopting the definition co-occurring substance misuse and mental health
problems it shall be used to meet the policy objectives set out in strategies
where the term dual diagnosis has previously been used.

The major strategic aims linked to successful care co-ordination for this
patient population are an improvement in treatment outcomes, a reduction
in the rate of suicide, homelessness and violence and an improvement in
the wider public health.

They are also likely to assist in meeting the mental health gain target (HGT)
"To reduce the European Age Standardised Rate from suicide (including
undetermined deaths) for all ages by at least 10 per cent by 2012"

3.0 The Development of Models of Care in Wales
Four models of care have evolved in which the delivery of services to

people with a co-occurring substance misuse and mental health problem
can potentially be delivered these are set out in table 1 below.

Model of Treatment Description Issues for Consideration
1. Joint liaison/ The care of patientsis |  Joint working required
collaborative jointly managed by between mental health
approach both services and substance misuse
services

« Joint responsibility

* Ensures the skills and
expertise of both
spheres of health care
is utilised




Model of treatment

Description

Issues for Consideration

2. Parallel

Substance misuse and
mental health services
establish a liaison to
provide the two services
concurrently

* Patients are shunted
between two services

* Health problems are
treated as separate
entities

» Medical responsibility
is not clearly defined

« Patients have to go
through their details
twice and build up
relationships with two
sets of professionals

* Patients have to
negotiate two diferent
systems.

3. Integrated

There is concurrent
provision of both
psychiatric and substance
misuse interventions by
the same clinical team
(designated service)

* |solated from
mainstream services

* Views dual diagnosis as
a static condition

* Expensive service
provision

4. Serial or
consecutive

Psychiatric and
substance-use disorders
are treated consecutively
with little communication
between substance
misuse and psychiatric
services

* Patients are shunted
between two services

* Health problems
treated as separate
entities

e Limited communication
between the services.

* Patients have to go
through their details
twice and built up
relationships with
two sets of
profesionals

* Patients have to
negotiate two
different systems

Abstracted from NTASM (2003, p.3)

Models 2 & 4 above are not considered acceptable models for the delivery
of effective care. Model 3 would be likely to deliver effective care but
does not fit comfortably with the mental health and substance misuse
strategies within Wales. It is recommended therefore that model 1, the joint
liaison or collaborative approach should be adopted as the preferred model
for the delivery of care to people with a co-occurring substance misuse and




mental health problem. The application of the model will require local
interpretation reflecting local geographic, demographic and service
configuration issues. This will be particularly relevant in relation to the
locally adopted model of service collaboration. Where link workers are
introduced consideration will also need to be given to their deployment.

3.1 Liaison and Collaboration

The precise nature of liaison and collaboration will be determined by local
service configuration and ultimately by the requirements of each individual
case. However liaison and collaboration should include arrangements for:

. Joint training

. The clarification of clinical leadership

. The availability of a link worker or suitable alternative
. Consultancy

. Advice

. Formal joint working and shared care

. The use of UAP and CPA to assess and plan care

. The use of comprehensive assessment with CPA for those people
with multiple pathology

. A single and where appropriate integrated care plan.
4.0 Service Aims and Objectives

Whichever model of provision is adopted, mental health and substance
misuse services need to agree clear aims and objectives for dual diagnosis
services. These should ensure:

. That a comprehensive staged approach to recovery including, where
appropriate, assertive outreach, motivational interventions and
provision of help to clients using skills to manage both mental health
and substance misuse problems

. That people are managed at a level of care; primary or secondary,
appropriate to their need

. That services are delivered by the statutory or non-statutory services
or both where appropriate

. That Appropriate linkage to the criminal justice services including the
police courts prison and probation services is in place

. cultural sensitivity and competence




. the availability of early interventions

. rapid access to services that should be flexible and appropriate to
individual need

. broadly based interventions that include social, housing, education
and employment components

. advocacy, with key workers helping service users through the care
processes

. positive expectations of what can be achieved through treatment

. effective joint working protocols between mental health and
substance misuse services

. joint planning

. the provision of in-reach to acute inpatient and detoxification
facilities.

41  Service Standards

Commissioning and provider agencies need to establish effective service
standards for their locally developed co-occurring substance misuse and
mental health problem services. These should include as a minimum:

. The maintenance of a clear line of clinical responsibility for the
patient

. A clear and agreed local definition of co-occurring substance misuse
and mental health problem

. Clear and agreed care pathways

. Training plans to ensure the delivery of training and supervision at a
sufficiently senior level, in substance misuse treatment for all
members of the psychiatric service and equivalent training in mental
health issues for substance misuse workers

. The provision of a liaison function between services. This may include
where appropriate a link worker specialising in substance misuse and
mental health problems to augment existing community mental
health and substance misuse teams

. The provision of a single co-ordination point within mental health and
alcohol and drug services ensuring access to services outside normal
office hours

. The use of compatible models and conceptual frameworks for both
condition




. The use of UAP and where appropriate CPA

. Clear definitions of which patients will be treated

. User involvement at all stages

. Common referral criteria and process

. Where appropriate comprehensive multidisciplinary assessment

. Access to out-reach services, community treatment, home visits,
outpatient treatment, inpatient treatment and day care provision

. Involvement with patient’s GP

. Retention of clients in active treatment

. Provide interventions that facilitate motivation to change
. Access to relapse prevention services

. Facilitation of reintegration into the community.

5.0 Unified Assessment Process (UAP) and Care Programme
Approach

Because of the complex needs of people with a co-occurring substance
misuse and mental health problem, care and treatment approaches need to
be broad-based and flexible. As each person will need to be assessed
individually there is no specific treatment approach. However as with all
service user groups people with a co-occurring mental health and substance
misuse problem will be subject to the requirements of UAP. Where
appropriate their care needs shall be assessed and planned using this
methodology. It is likely however due to the level of complexity associated
with the needs of people with mental health problems who also misuse
substances that they will be subject to the Care Programme Approach (CPA).
CPA is due to be fully operational across Welsh mental health services from
December 2004. The CPA will require a full need and risk assessment that
addresses the following issues:

. Identification and response planning to urgent or acute problems

. Assessment of patterns of substance misuse and degree of
dependence

. Assessment of physical, social and mental health problems

. Assessment of needs of dependent children and notification to
appropriate services




. Consideration of the relationship between substance misuse and
mental health problems

. Consideration of any interaction between medication and other
substances

. Assessment of carer involvement and need

. Assessment of knowledge of harm minimisation in relation to
substance misuse

. Assessment of treatment history

. Determinations of individual's expectation of treatment and their
degree of motivation for change

. The need for pharmacotherapy for substance misuse

Notification to the National Drug Treatment Monitoring System.

All clients will also have a copy of their care plan detailing the range of
services available to assist their recovery.

Clients who are parents or carers may have a particular need for
support to enable them to fulfil their responsibilities. Client’s children
may be acting in a caring capacity or may need support and in some
cases the clients may pose a risk to the children or adults in their care.
Referral should be made to children’s or adult social services in such
cases.

6.0 Groups with specific needs
Key stakeholders will need to consider the need of particular target groups
as highlighted by The Health Advisory Service (2001). These target groups

include:

. Older people (mental health services should explicitly address the
issue of alcohol and tranquilliser misuse)

. Young people (their needs should be addressed by child centred
services)

. Homeless people

. Black and minority ethnic groups (mental health assessments should
take into account culture and ethnicity) in line with the Race Relations
(Amendment) Act 2000

. Refugees and asylum seekers

. Those with gender specific issues (assessment and care should include
eating disorders, self harm, suicide attempts and low self- esteem)



. Prisoners both whilst in detention and during transition upon release
. People with a personality disorder

. Poly-drug users with a mental health problem

. People with a learning disability

. Parents and carers of vulnerable adult.

7.0 Needs Assessment and Service Planning

Local Health Boards (LHBs) and Local Authorities (LAs), through their
Community Safety Partnerships, need to be aware of the nature and the
scale of co-occurring substance misuse and mental health problems within
their local population. This will allow services to be targeted appropriately.
Gaps in current service provision need to be identified and the voluntary
sector should be resourced to play a key role in both the planning and
delivery of care to this client group.

Data on co-occurring substance misuse and mental health problems are
currently poor. Services should therefore be provided on the basis of
perceived need incorporating what data is available. However, improved
data collection methods should be pursued with partner organisations to
enable future accurate needs assessments to be undertaken.

The Mental Health Strategy and NSF require that each LHB/LA will have a
Local Mental Health Strategic Planning Group. They will also have a
Substance Misuse Action Team responsible to the Community Safety
Partnership. These groups have responsibility for developing Health Social
Care and Well-Being Strategies to meet the needs of those people within
their local population. In order to ensure a co-ordinated approach to
provision, the planning groups must liase, share and reconcile these
strategies and action plans.

8.0 Training and Qualifications

Staff, whether in mental health or substance misuse services, need to
develop the skills necessary to identify and understand clients with
co-occurring problems, to develop the confidence to deal with them and to
be given the capacity to cope. Effective staff supervision, both clinical and
managerial, is equally important. Support structures should be in place for
staff of all levels to help them cope with this challenging client group.

Training and continuous professional development (CPD) is therefore vital in
the development and sustaining of effective services. Training and CPD
should include as a minimum:

. development of assessment skills based upon substance misuse and
mental health assessment frameworks basic training in substance
misuse management for staff in mental health inpatient and
community services




. basic training in substance misuse and mental health including self
harm for staff working in Accident and Emergency and targeted
general medical settings

. knowledge of drug and alcohol trends for those with mental health
problems

. effective working with a range of mental health interventions and
treatment approaches

. The DANOS module on co-occurring substance misuse and mental
health problems

. Joint training should include mental health substance misuse and
targeted staff from within the Criminal Justice Service.

It is essential that training for dealing with clients in special needs groups is
undertaken by all staff. Particularly to identifying potential risks when a
client is a parent or carer.

Each local area should develop a training strategy to ensure all staff working
in statutory and voluntary organisations have formal training in co-occurring
substance misuse and mental health problems.




9.

and substance Misuse Problems

Person identified with a potential substance
misuse and mental health problem and
referral made via UAP contact assessment

UAP Overview Assessment completed |

No

Is client considered risk to health
or safety of self or others?

Consider

Yes

Obtrain formal
assertive assessment under
outreach and MHA 1983

inform primary [

care team Need for statutory
intervention

Need to consider referral and
the potential need for
support to enable them to
fulfil their responsibilities

as parents or carers

Y

Yes

|

Referral to child Protection
or Children in Need services,
or vulnerable adult services

Primary level care assessed as appropriate
for management and supervision e.g. GP,
Social Services or Voluntary Sector

Care Pathway for Co-occurring Mental health

Y

Obtain formal UAP specialist assessment

determining mental health, substance misuse
and other service inputs

substance misuse statutory and non statutory

services

Clinical responsibility mutually agreed within
CMHT or substance misuse service

Client accepts services

|
Arrange CPA meeting to develop the care
package with client, relevant professionals,
formal and informal care providers. Identify
a lead agency to co-ordinate care

Allocate a named care co-ordinator and set
up a list of all care providers involved with
the client for a support and communication
network

Agree a culturally sensitive care package and
identify the role of each care provider.
Provide client and all agencies including
primary care with a copy of the care plan

Liaison between local mental health and <

Agree monitoring system between all
agencies, client and carer

Arrange formal CPA review with client carer

and all parties

A 4

Case managed
within primary
level care unless
deterioration
requires referral to
specialist services







Annex A

"Good Practice Checklist"

MINIMUM ESSENTIAL CRITERIA FOR SERVICES TO PEOPLE
WITH A CO-OCCURING MENTAL HEALTH AND SUBSTANCE
MISUSE PROBLEM IN WALES

L
2.

10.

10

12,

13.

14,

15.

16.

17

Clear line of clinical responsibility at all times while in treatment.

Involvement of general practitioners in the care and management of
patients.

Clear locally agreed definition of dual diagnosis supported by clear
care pathways.

Provision of information on local services, which is readily available in
a suitable format to users, their relatives and referring agencies.

A joint protocol between mental health and substance misuse teams.

Patient allocated to a named key worker with responsibility for co-
ordinating both mental health and substance misuse services.

Advocacy services becoming integral to the care plans.

Suitably trained link-workers or suitable alternative provided from
Adult Mental Health Teams.

A single co-ordination point within mental health and substance
misuse services ensuring access to services outside normal office
hours.

Pathways facilitating prompt referral between services to those with a
co-occurrence of a mental health and substance misuse problem.
Children’s and vulnerable adult services need to be in place.

Local Health Boards and Local Authorities, through Community Safety
Partnerships, undertake a regular mapping exercise to determine the
local level of need based upon agreed definitions.

Compatible models, conceptual frameworks and a common language
for both conditions.

Rapid access to services which must be flexible and appropriate to
the individual.

Broad-based interventions that include social, housing, education and
employment.

Emphasis on positive expectations of what can be achieved through
treatment.

All stakeholders, including the client, consulted and listened to.

Access to outreach services.




18.

19,

20.

21.

Application of the Unified Assessment Process/Care Programme
Approach.

Local training plans for all staff working in mental health and
substance misuse.

Effective supervision and support for all staff working with people
with dual diagnosis.

Assessment of the needs of dependent children and referral to
appropriate agencies if required.



Annex B

Dual Diagnsis Framework Supporting Technical Document
Definition

There is no single agreed definition of the term dual diagnosis, which refers
to two concurrent disorders. For the purposes of this document a broad,
unrestricted definition will be used that encompasses the co-occurrence of
drug and/or alcohol problems and a wide range of mental health problems.
NTASM (2003).

This approach recognises the fact that not all mental health problems have
been diagnosed at the time of clinical presentation.

(Krauts (1996) and Abdulrahim (2001) placed dual diagnosis within four
categories:

. A primary diagnosis of a major mental illness with a subsequent
diagnosis of substance misuse which adversely affects mental health

. A primary diagnosis of drug dependence with psychiatric
complications leading to mental illness

. A concurrent substance misuse and psychiatric disorder

. An underlying trauma experience resulting in both substance misuse
and mood disorders.

Identification of the primary diagnosis may be problematic because of the
similar signs and symptoms of mental illness with indicators of intoxication
and withdrawal from substances. This can lead to misdiagnosis. It is
therefore necessary to interpret the symptoms according to a particular
classification system such as the International Classification for Diseases,
(ICD 10). NTASM (2003).

Mental lliness Needs Indices (MINI) scores are high in Wales as are rates of
substance misuse. As a result the prevalence of dual diagnosis in Wales is
significant.

1. Epidemiology
11 Prevalence

Dual diagnosis is recognised as a complex area of health and social care and
it is hard to assess the exact levels of substance misuse in both the general
population and in those with mental health problems. The existing
evidence base is primarily derived from studies undertaken in America it is
therefore an area requiring further research in the UK.




Studies in the UK in 1988 found that:

. 10% of psychiatric inpatients had an alcohol problem

. 40% of those with alcohol problems had a dual diagnosis.
NTASM (2003).

The most robust source of information on the prevalence of co-occurring
mental illness and substance misuse in the UK is the survey of "Psychiatric
Morbidity Among Adults in British Households 2000".

The data indicate that:

. less than 1% of the population are classified as being moderately or
severely dependent on alcohol

. this figure increases to 2% for people with a neurotic disorder,
. 5% among those with a phobia

. 6% among those with two or more neurotic disorders.
SACDM (2003, p. 25).

Further UK data from a national survey and local studies reveal:

. Up to 3 in 4 drug using clients have been reported as having mental
health problems. SACDM (2003, p.12)

. Over half of people with substance misuse problems are also
diagnosed with a mental disorder at some point. Drake and Essock
(2001) and Little (2001, p.27)

. Alcohol is the most common substance misused. DOH (2002, p. 7)

. Where drug misuse occurs it often coexists with alcohol misuse DOH
(2002, p. 7)

. Homelessness is associated with substance misuse. DOH (2002, p.7)

. CMHT's report that 8-15% of their clients have dual diagnosis. DOH
(2002, p.7)

. Prison populations have a high prevalence of dual diagnosis. DOH
(2002, p.7)

. Co-morbidity in general practice in England has risen by 62% between
1993 and 1998. SACDM (2003, p.12).

1.2 Evidence in Wales
Data on incidence and prevalence of those with dual diagnosis is not readily

available in Wales, though it is possible to estimate prevalence from data
collected separately on mental illness and substance misuse.




Tackling Substance Misuse in Wales (2000), describes the nature and extent
of drug misuse in Wales, particularly the misuse of illegal drugs and alcohol.
Using data from the Welsh Youth Health Survey it reports:

. in 1998, 42% of 15 and 16 year olds reported ever having used some
kind of illicit drug

. in 1998, 13% of 11 year olds drank alcohol at least weekly, rising to 53%
amongst 15 and 16 year olds.

In Wales, one in nine people suffer from mental health problems and one in
two hundred has a severe mental illness, which may require substantial
health and social care. The Welsh Health Survey (1998) produced the
following data:

. there was increased prevalence in mental illness in Wales from 1995 to
1998

. across Wales, 14% of adults reported a mental or nervous illness

. mental ill health prevalence for the adult population across Wales is
13.6% or 305,165 individuals

. 22% of adults in Merthyr Tydfil reported a mental illness, the highest
in Wales

. the prevalence of schizophrenia in Wales is about 0.2% or 4,488
individuals.

Within Wales, Merthyr Tydfil, Blaenau Gwent, and Rhondda Cynon Taff tend
to have higher mental illness needs indices than other parts of Wales.
However, the rural areas in Wales tend to have higher than average suicide
rates. There were 240 male and 52 female deaths recorded as due to
suicide and self inflicted injury in Wales in 1996. (Better Health, Better
Wales (1998).

2. Clinical Implications

Substance misuse among those with severe mental illness has been
associated with significantly poorer outcomes, Todd et al (2002, p.792),
including:

. worsening psychiatric symptoms DOH (2002, p.9)

. misdiagnosis due to difficulties in evaluation Howland (1990, p. 1134)

. increased use of institutional services DOH (2002, p.9)

. poor medication adherence DOH (2002, p.9) and Rubinstein (1990,
p.98)

. increased risk of HIV infection DOH (2002, p.9) and Drake et al
(2001)

. increased risk of suicide and violence NTASM (2003)

. being less responsive to treatment. Howland (1990, p.1134) and
Rubinstein (1990, p.98).




There are other ailments that can affect people that abuse substances. For
example, intravenous drug misuse can cause venous or arterial thrombosis
and cardiac disease. Furthermore, where hypodermics are shared the risk of
HIV or Hepatitis B and C are increased, Drake et al (2001). Smoking
substances can result in respiratory diseases and long term alcohol use can
result in extremes in Korsakoff's syndrome, delirium and seizures. To
overlook or neglect substance misuse in the course of mental health
treatment will result in poor treatment outcomes, Drake et al (2001).
Psychiatric symptoms can trigger the urge to drink or use drugs to self
medicate. NTASM (2003) and Philip and Johnson (2001) and Rubinstein
(1990, p.100).

3. Public Health Implications

Social environment and life experiences are likely to be factors in the
development of substance misuse by those who are seriously mentally ill
but there is a dearth of empirical evidence to support this, Philip and
Johnson (2001). However, drug choice is correlated with the pattern of
ambient drug use in the community, Dixon, (1999). There are a number of
issues that can affect public health where those with dual diagnosis are
resident in the community:

. those with dual diagnosis in the community can be difficult
neighbours

. living with some one with dual diagnosis can cause stress and a drain
on the energy and resources of carers and family. Rubinstein (1990,
pl00)

. increased contact with the criminal justice system. DOH (2002, p.9)

. a third of people with dual diagnosis will be sero-positive for HIV,
Hepatitis B or Hepatitis C. DOH (2002, p.9 and p.14)

. increased rates of violence and suicidal behaviour are associated with
dual diagnosis. A study of 17 reports of inquiries into homicides by
mentally ill people concluded that alcohol and drug misuse was a
significant factor. Ward and Applin (1998, p. 1) and Greenfield
(1996)

. those with dual diagnosis frequently use emergency services.
Howland (1990, p.1134) and Rubinstein (1990, p.100).

4.  Current Service Provision in Wales
41  Gaps in Service Provision
A review of purchasing requirements for drug and alcohol treatment

facilities conducted in 1998 identified that there is a lack of services for
some groups including those with dual diagnosis. NAW (2000, p.22).



The language of care and of strategy differs markedly between local
authority, health and voluntary sector services, often leading to
misunderstanding and subsequent difficulty in service provision. Those
forms of working that depend upon professional or organisational identity
are likely to result in a pathway of care, which is less effective than those,
which work jointly. SACDM (2003, p.49).

Service users nationally identified the following gaps in current services and
particularly in continuing support for clients, DOH (2002, p.24):

. access to mental health services and advice in informal settings
. access to specialist services within general day support services
. longer stay residential services

. day support both dry and wet available 7 days per week

. someone to talk to

. housing support

. residential rehabilitation places that accept people with dual
diagnosis.

In Wales, a baseline review of dual diagnosis service provision was
undertaken in November 2003 using a telephone questionnaire. This
snapshot of services revealed that while most of the Trusts provided both
mental health services and substance misuse services, the majority of Trusts
did not provide specific inpatient dual diagnosis beds. The majority of
Trusts had no staff considered as dual diagnosis specialists working within
the Community Mental Health Teams and only half the Trusts had shared
care management with primary care for dual diagnosed patients.

In most Trust catchment areas there was voluntary sector provision.
However, the extent of this coverage and the nature of this provision were
not reported.

Finally, most Trusts had no specific strategic Service Plan for dual diagnosis.
In addition, there was a lack of formal protocols or agreements with any
partner agencies about service provision, inevitably leaving gaps in service.
However, four of the Trusts reported that work on plans and a protocol was
in progress.

Eleven Local Health Boards failed to provide data for the baseline service
review, a questionnaire having been circulated to them electronically.
However, from those who did respond it was apparent that few were aware
of any networks or collaborations within their boundary that had dual
diagnosis as part of their remit. The local planning arrangements for dual
diagnosis are usually the remit of the Substance Misuse Action Team and
the Mental Health Steering Group which meet separately. Several of the
Boards identified the need for these separate pathways to be co-ordinated
via a joint planning mechanism.




4.2  Service Utilisation

Studies in the US have found that people with a dual diagnosis seek
treatment more frequently than those with one disorder. However it is
apparent that there are a wide variety of barriers that impede the delivery
of optimal care ranging from access to the service to the attitudes of
individual clinicians. Todd et al (2002, p.792).

The provision of psychiatric services by therapists with minimal formal
training or experience in the treatment of substance abuse has also been
cited as a barrier, Howland (1990, p.1134). Research has shown that
removing the barriers to the services significantly increases the consumers’
quality of life, Hays and Andrews (2003). Other barriers relate to the
structure and organisation of services within which treatment is delivered
and that there is poor communication between the agencies involved.
Those with dual diagnosis are frequently referred from mental health
services to an alcohol and drug service and back again resulting in no
service being provided at all. DOH (2002, p.14) and Sims et al (2003,
p.112).

Little data exists to set out a Welsh context. Consideration needs to be
given as to whether there is a need to develop a specific data set for
dual diagnosis
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Needle Exchange Service Framework

1.  Overview

Needle and syringe exchange schemes exist within the wider context of
harm reduction. These facilities aim to prevent the spread of blood-borne
diseases (particularly HIV and hepatitis) and other drug-related harm,
including drug-related death, as well as being important public health
measures. They often have contact with substance misusers not in touch
with other, specialist substance misuse treatment services. Needle
exchange facilities and harm reduction initiatives should provide easy access
and a user-friendly, low threshold service for all injecting drug users that is
equitable and culturally sensitive.

Overall, needle exchange facilities and harm reduction initiatives should be
regarded as tier 2 specialist substance misuse services. However, facilities
are also available in tier 1 services, most particularly in community
pharmacies. All tier 2, 3, and 4 services should provide a distinct harm
reduction element to the treatment they provide. This should be integrated
into the service specifications or service agreements developed by
commissioners of substance misuse services in Wales. This document
focuses on the needs of adult substance misusers (i.e. those aged 18 and
over). Young people’s issues are considered in separate guidance.

2. Context

Needle exchange facilities and harm reduction interventions can be
provided by a range of statutory and voluntary sector organisations. The
range and comprehensiveness of services provided varies considerably. This
should be reflected in service specifications developed at local levels, as
some facilities are only able to provide limited services. Service
specifications should take into account the organisation's capacity and be
developed, in partnership with service providers and in consultation with
service users and carers. Local communities should be engaged proactively,
particularly in relation to their concerns over discarded injecting equipment.

3. Philosophy and Approach

Needle exchange was established within a harm reduction approach to
injecting drug use. Historically, the main stimulus to the development of
harm reduction policies and initiatives, was the identification of the role of
injecting drug use and the sharing of needles and syringes in the
transmission of HIV/ZAIDS. Whilst harm reduction is primarily concerned
with the deployment of effective interventions relating to all harms
associated with substance misuse, primary prevention is also a compatible
goal. This approach is grounded within public health principles.




Preventing the sharing of injecting equipment is a major public health issue.
One of the targets of the Welsh Assembly Government's eight year strategy,
Tackling Substance Misuse in Wales - A partnership approach, is to “Reduce
the proportion of drug misusers who inject, and the proportion of those
sharing injecting equipment over the previous three months” (The National
Assembly for Wales (NAfW) 2000). Needle exchange has, not only a vital
role to play in reducing the risks associated with the transmission of blood-
borne viruses (BBVs) notably hepatitis B, C and HIV, but also in providing
advice and information and attracting people into treatment. Other harm
reduction measures such as the provision of certain items of injecting
paraphernalia through needle exchanges may reduce the spread of hepatitis
C virus (HCV) infection.

Commissioners must also meet the Welsh Assembly Government's agenda
to reduce drug-related death and prevent overdose (ACMD 2000, NAfW
2000) and ensure that local substance misusers have access to a wide range
of harm reduction initiatives.

4.  Aims and Objectives

The primary aim of needle exchange services is to prevent the transmission
of HIV/AIDS and other blood-borne viral infections that are spread between
injecting drug users through the sharing of injecting equipment.

Additionally, needle exchange services aim to limit sexual transmission of
HIV between injecting drug users as well as to the wider, non-injecting
population.

Needle exchange services also aim to increase their impact through raising
the awareness of, and reducing the likelihood of, other harmful effects of
injecting drug use.

The following objectives are inclusive within these three broad aims:

. To offer user-friendly, non-judgmental, client-centred and confidential
services

. To assist clients in remaining healthy until they are ready and willing
to cease injecting and ultimately achieve a drug-free life with
appropriate support

. To reduce the rate of sharing and other high risk injecting behaviours
by providing sterile injecting equipment and other support

. To reduce the rate of blood-borne infections amongst injecting drug
users

. To reduce drug-related deaths (immediate death through overdose
and long-term e.g. through blood-borne infections)

. To promote safer injecting and safer sexual practices



. To provide focussed harm reduction advice and initiatives, including
advice on overdose prevention (e.g. risks of poly-drug use and alcohol
use)

. To help clients access appropriate treatment by referral to other
health/specialist agencies (e.g. treatment services, genito-urinary
medicine, social care and family support services)

. To facilitate access to primary care where relevant
. To ensure the safe disposal of used injecting equipment

. To encourage the access and retention of all injectors, especially the
highly socially excluded, through the low-threshold nature of service
delivery and interventions provided

. To discourage initiation into injecting and to encourage alternatives to
injecting
. To improve the health of local communities by preventing the spread

of blood-borne viruses and by reducing the rate of discarded used
injecting equipment

. To reinforce the benefits of needle exchange and raise public
awareness through information and education.

5. Clinical Governance

Needle exchange services and harm reduction interventions are to take
place within the context of NHS clinical governance arrangements in Wales.

6. Services, Care and Interventions

The range and comprehensiveness of services, care and interventions
offered by a particular service provider depends on both its capacity, and
whether it is a tier 1 or tier 2 facility. This is not only relevant for
community pharmacies and other tier 1 services, but also for mobile and
outreach services, and where tier 2 services have limited capacity. This
should be reflected in local service specifications or service agreements.

Services, care and interventions can include, but are not limited to, the
following:

. Provision of a range of sterile needles and syringes

. Provision of appropriate injecting paraphernalia

. Safe disposal of used injecting equipment

. Consistent effort to maximise return of used injecting equipment

. Enhancing motivation for change and treatment readiness where
relevant (e.g. through brief interventions)




. Advice on safer injecting practices (e.g. risks of sharing or lending and
borrowing injecting equipment and paraphernalia)

. Health promotion and harm reduction advice and written information
on an appropriate range of issues

. Periodic development of a range of harm reduction and health
promotion campaigns

. Advice on the prevention of HIV, hepatitis and other infectious
diseases associated with injecting drug use

. Overdose prevention and response advice and information.

. Safer injecting advice specific to the drug injected (including
stimulants and steroids)

. Advice on the storage and handling of injecting equipment
. Advice on safer sex and sexual health

. Advice/interventions that discourage injecting (targeted at current
injectors and current smokers of substances that can then be injected)

. Advice/interventions on drug-related harm that does not involve
injecting (e.g. harm related to cannabis, ecstasy or smoking crack
cocaine)

. Referral to HIV and hepatitis B and C testing and counselling
. Hepatitis A and B immunisation or referral to immunisation services

. Referral to appropriate services for advice/interventions on health,
social or legal problems

. Referral to treatment services and/or tier 2 assessment where
appropriate

. Facilitation of GP registration.

Advice and information should be appropriate and relevant to the needs of
diverse populations and literacy levels. Where relevant, written information
is available in a number of languages.

7.  Location

Individual CSPs must ensure that there is appropriate coverage in their area
of responsibility. In particular, they must consider issues for delivery of
needle exchange services in rural areas, where appropriate. The range and
mix of services available should be determined at a local level and reflect
local needs.

Needle exchange services can be provided by:

. Dedicated needle exchanges and harm reduction services

. Community and hospital pharmacies



. Outreach services

. Mobile services

. Substance misuse treatment services

. Hostel needle exchanges

. GP surgeries

. Accident and emergency departments

. Other workers e.g. arrest referral workers

. Additional venues e.g. community centres, family groups.

The CSPs must ensure that the issue of discarded injecting equipment is
tackled by providing appropriate facilities/services, both for injecting drug
users and for the public and staff, who are exposed to this type of waste.
There needs to be clear promotion of the facilities in place, and the
development of additional facilities, including those expressly for the safe
disposal of used equipment.

8. Client Groups

Needle exchange facilities are available to all adult injectors. Special
attention should be given to the following harder to reach groups:

. Service users who are not in touch with substance misuse treatment
services

. Injectors who are under-using the service; this includes but is not
limited to:

Women

Amphetamine and cocaine/crack injectors

Steroid injectors

Minority ethnic injectors

Younger injectors (see below for more information)
Injectors in rural areas.

. Injectors who have characteristics associated with high risk injecting
practices:

Poly-drug users

People with severe drug dependence

Frequent injectors

People who have recently been released from prison

People who have left residential rehabilitation or in-patientfacilities
People who spend more time with other injectors

Homeless or people in poor accommodation

Those with a sexual partner who is an injector

Those who have dropped out of treatmentinjectors who have to
travel to other areas to receive clean injecting equipment.




. Where possible, needle exchange and harm reduction facilities should
also provide interventions relevent to non-injectors.

8.1  Exclusions

A person aged 17 years or under who requires treatment will normally
access a young person’s service. However, it is recognised that those in the
transitional period between childhood and adulthood can develop at
different rates, and therefore have different treatment needs. In some cases
it may be more appropriate for them to be treated by an adult service. The
commissioners of both adult and children’s services need to have plans in
place to ensure a smooth referral and transition between their services.

In all circumstances it should be clear that needle exchange should only be
provided where the risk of providing needles and syringes outweighs the
risk of not providing this facility. In some settings, particularly community
pharmacy and outreach work, it may be necessary to refer young people to
a specialist service for assessment.

Needle exchange and harm reduction initiatives are open access services,
and clients should only be excluded for behaviour that has breached
accepted rules and standards at the discretion of the service but within a
structure of users' rights and responsibilities. Where appropriate, work is
carried out to re-engage clients in the service or to refer them to more
appropriate services.

Clients may be excluded following a risk assessment and if they pose a
serious risk to staff, other service users and members of the public. Referral
to more appropriate services is made where possible.

9.  Access and Referral Pathways

When considering access, commissioners should engage with providers to
ensure additional venues are available for the provision of sterile injecting
equipment, such as mobile facilities or outreach teams. Other innovative
interventions may be piloted, in particular, alternative facilities for the
disposal of used equipment. All injecting drug users should have ready
access to a needle exchange service.

Needle exchange facilities and harm reduction services are open-access
services. Referrals are accepted from a variety of sources, including self-
referral, and do not require contact with other substance misuse treatment
and care agencies

It is good practice for clients to be assessed on their first visit and then at
regular intervals. This does not need to be comprehensive (especially at
tier 1) and must not be a barrier to accessing sterile injecting equipment, for
the hard to reach groups in particular. Facilities operating out of tier

1 services should, as a minimum, provide the client with as much advice as
possible on safer injecting practices and basic written information about
harm reduction, harm reduction services and support agencies as



appropriate. The client is also referred to agencies where appropriate
services are available. In community pharmacies, direct input from the
pharmacist or their support staff is recommended, whenever possible.

It is good practice that tier 2 services undertake a basic assessment that
includes information on drug use profile, injecting history and referral
details. A flexible approach may be required. Assessment may need to be
brief initially with a fuller assessment over time. Tier 2 services should carry
out a risk assessment and identification of immediate risks (e.g. harm to
others, physical or mental health emergencies). Further issues covered in
the context of a fuller assessment include, but are not limited to:

. Harm reduction specific to the drug injected

. Alternatives to injecting

. Basic physical examination, as appropriate e.g. injecting site checks
. Risk of overdose, reducing those risks and responding to overdose
. Information on services provided by needle exchanges

. Advice on safer sex and sexual health

. Advice on access to HAV and HBV immunisation, and HBV, HCV & HIV
testing

. Information on other services including treatment, health and social
care.

Whenever possible, service providers should facilitate onward referral to
tier 3 services.

10. Care Planning

A written and comprehensive care plan for needle exchange clients is not
required. However, harm reduction work should be ongoing, with messages
reinforced periodically.

It is good practice that tier 2 providers work to engage service users in the
development of a brief and basic plan which identifies goals and milestones
for changes in risk behaviours and harm reduction. Such a plan should,
neither be a requirement for access to sterile injecting equipment, nor form
a barrier to service use - particularly when a client first accesses a provider.

Within the bounds of local confidentiality guidelines, liaison with the range
of health and social care organisations should be encouraged. Substance
misuse treatment agencies and other health and social care professionals
are highly encouraged to refer clients to needle exchange schemes.

Service providers should have directories of substance misuse treatment
services in their locality, with clear information on referral and eligibility
criteria. Clients should be informed of substance misuse treatment
programmes available and given options for referral.




11, Management

Provider services should be working towards compliance to Quality in
Alcohol and Drugs Services (QUADS) standards and to any additional
standards developed by commissioners. Service specifications or service
agreements will reflect the range and comprehensiveness of services to be
provided according to the tier and capacity of the service provider.

Provider services should have written policies and procedures covering the
following areas as appropriate, to be reflected in the service agreement:
. Individual assessment

. Risk assessment

. Provision of sterile injecting equipment for young people under 18.
Written policies and procedures are agreed with the National Public
Health Service for Wales, Child Protection Service

. Dealing with difficult or obstructive clients
. Blood spillage/needle stick injuries

. Substance use on the premises by clients

. Confidentiality and information sharing

. Referral

. Clinical waste and disposal of used equipment
. Hepatitis immunisation (staff)

. HIV, hepatitis B and C, and TB

. Maximising return of used equipment

. Reduction of drug-related death

. Lone working.

Commissioners should have written plans on improving treatment access,
appropriateness and effectiveness of treatment to groups under-using the
services. They should also identify:

. Gaps and priorities in service provision

. Clear objectives and measurable targets

. Timescales

. Funding and other resources available

. Monitoring requirements.
111 Training and competencies

Relevant occupational competencies are outlined in Drug and alcohol
national occupational standards (DANQOS), Skills for Health (2002).

Some of the competency statements in DANOS will be of use to
community pharmacy and other tier 1 services.



Annex A

Research evidence base
Key findings

There is evidence from observational studies from several countries that, on
average, the provision of needle exchange facilities is associated with a
reduction of risk behaviour, including a reduction of the frequency of
sharing (Hunter et al. 1995; Stimson et al. 1998a) and it is likely that needle
exchange facilities have greatly contributed to the control of HIV among
injectors (Des Jarlais et al. 1996; Hurley et al. 1997; Drucker et al. 1998; Peters
et al. 1998). Some recent evidence from the US has shown a mixed or
negative effect of needle exchanges, but the general evidence base for
these interventions is positive (Marsden and Strang et al. 2000).

Research carried out in the UK shows that injectors who attend exchange
schemes report lower levels of sharing, fewer sharing partners and longer
periods between occasions on which they share (Donoghoe et al. 19924,
1992b). In addition, research shows that injectors not attending needle
exchanges also made changes in risk behaviour, suggesting a wider cultural
change among drug misusers and injectors (Burt and Stimson 1993). Overall,
the proportion of injectors sharing equipment continues to decline and
sharing has become less the norm and less indiscriminate (Burt and Stimson
1993). There is also plenty of evidence highlighting the continued
importance of targeting sexual and intimate relationships as a unit of
behavioural change (Rhodes and Quirk 1998).

In the UK, there is evidence that the low and stable HIV prevalence rates
have resulted, in part, from the quick response of policy makers and an
early distribution of sterile equipment (Stimson 1995). Syringe exchanges are
also likely to have contributed to public health efforts to reduce prevalence
of markers of exposure to hepatitis B virus (HBV). UK studies show lower
rates of HBV exposure for people with shorter injecting careers (Rhodes et
al. 1996; Hunter et al. 1998), with those who start to inject after the
introduction of risk-reduction interventions having considerably lower rates
of HBV exposure than those injecting before harm minimisation
interventions were in place (Marsden and Strang et al. 2000). All of this
indicates that needle exchange facilities are effective. However, it is also
important to remember that many injectors are still vulnerable to HBV
infection because of poor levels of vaccination and that only a minority of
drug agencies offer on-site vaccination to their clients.

National and international data show high prevalence rates of hepatitis C
infection, even in cities where needle exchange facilities are widely available
(Van Beek et al. 1998; Wodack and Crofts 1996; Taylor et al. 2000). It has
been argued that successful interventions have lead to risk reduction;
however, no intervention has resulted in the elimination of risk behaviour.
Thus, whereas risk reduction has been sufficient to reduce HIV risk, the
control of HCV may necessitate the use of injecting practices that guarantee
the elimination of exposure to equipment contaminated with even the
smallest amount of blood (Hagan and Des Jarlais 2000).




Nonetheless, there is emerging evidence from the UK that rates of HCV
infection appear to be stable among injectors with a history of less than
five years injecting since 1995 and there is evidence that infection among
injectors is less than previously expected. This suggests that needle
exchanges and other harm reduction measures are having a key role in
reducing the spread of hepatitis C as well as HIV (Hope et al. 2001,
Department of Health 2001b). Combined evidence strongly suggests that
the promotion of safer injecting continues to be an important public health
issue with regard to reducing blood-borne infections (Hunter et al. 2000).

Research in the UK and elsewhere suggests the need to intensify the
provision of needle exchange facilities. Studies in Glasgow and New York
show that improving the convenience and proximity of access to needle
exchange facilities and increasing the numbers of needles and syringes
available to injectors is likely to result in the reduction of sharing and
therefore in the transmission of HCV (Hutchinson et al. 2000a; Rockwell et
al. 1999). Research has also shown that injectors who had obtained sterile
injecting equipment only from a ‘legitimate’ source (defined as needle
exchange, pharmacy, drug agency, hospital or GP) were significantly less
likely to have shared than those who had obtained sterile equipment from
other sources such as friends, other drug misusers, sexual partners and so
forth (Hutchinson et al. 2000a). This does not imply that secondary
distribution of sterile injecting equipment must be stopped, as it may be the
only source of clean injecting equipment for people who do not want to
access services.

There is now increasing interest in the development of interventions aimed
at preventing and curtailing injecting and in ‘route transition interventions’
(RTIs) (Hunt et al. 1999, 1998). It has been argued that policy must focus on
encouraging people away from injecting in order to control HCV and
overdose death (Wodack 1997; Strang et al. 1997a). Materials are now
available in the UK (Derricott et al. 2001).

The development of interventions that prevent transition to injecting are
also particularly needed among Bangladeshi and other South Asian heroin
users, black users and users from other minority ethnic groups who exhibit
much higher prevalence rates of smoking than injecting heroin.
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Psychological Therapy and Psychosocial interventions
in the Treatment of Substance Misuse

1. Overview

Psychosocial interventions play a significant role in the treatment and
rehabilitation of substance misusers. There is a developing, though limited,
evidence base for their effectiveness from clinical trials and routine services.
The evidence does suggest that “counsellor characteristics” are important
criteria for success.

Providers in a number of settings across Wales are currently using a wide
range of psychological and psychosocial interventions.

Psychological therapy and psychosocial interventions (which includes
structured counselling) are skilled activities requiring specific training and
supervision to be practised safely. Increasingly therapists seek accreditation
from voluntary psychological associations (in addition to core professional
registration where appropriate) but these activities currently remain
unregulated in the UK.

Workers with generic counselling skills (see context below) should
not equate this with their ability to be qualified to provide structured
counselling or other psychological therapies.

Psychological therapy and psychosocial interventions should only
be offered after a thorough assessment of the potential to benefit.
They require clearly defined treatment plans, measurable goals and
a review process.

The application of these interventions has to be considered carefully as
there are risks to client welfare of inappropriate use. There are also risks of
resource wastage as a consequence of ineffective and/or inappropriate use.

Psychological therapies and psychosocial intervention have to be provided
within the NHS clinical governance arrangements within Wales which were
delegated to Local Health Boards and NHS trusts in April 2003.

2. Context

The therapeutic relationship that develops between worker and client

is one of the most important elements of substance misuse treatment.
Counselling skills, which include non-judgemental positive regard and
empathy, the use of reflective practice and an awareness of the power
of non-verbal communication etc, are core skills applied by substance
misuse workers. These are essential for the effective delivery of practical
help, crisis intervention, advice giving and support, and prescribing
programmes etc.




However a distinction must be made between the use of these
counselling skills and the provision of structured counselling and the other
psychological and psychosocial interventions provided.

Structured counselling and other psychological interventions can be used
in all of the main treatment contexts. They are usually offered as part of
a care package that may also include prescribing, education and training,
and the management of physical and psychological health, and social and
forensic problems.

3. Philosophy and approach

A number of theoretical approaches may be applied to the provision
of psychological therapy and psychosocial interventions. The most
significant are:

e “Brief interventions”
e cognitive-behavioural therapy

e motivational approaches.

With specific regard to the use of structured counselling, and in addition
to the cognitive behaviour therapy approach, the Effectiveness Review
(Task Force to Review Services for Drug Misusers 1996) identified other
approaches, i.e..

e 12-step addiction counselling
e  gestalt and

e family therapy.

Many people working in substance misuse also have specific training in
offering modularised psychological or psychosocial interventions such
as motivational enhancement therapy or social and behaviour network
therapy. These have often been developed and described by expert
practitioners within a particular orientation and staff have been trained
in these approaches to widen access to treatment. (It is essential that
supervision is available from expert therapists trained within the parent
psychological orientation of the modularised therapeutic approach for
competent and safe practice.)

4. Duration of intervention

The duration of the therapeutic intervention will depend upon the
assessment of client need and the type of intervention/therapy employed.
This can vary along a continuum, from brief interventions through
motivational interviewing and cognitive-behavioural to longer-term
psychotherapeutic interventions. The anticipated term should be

indicated at the beginning of the treatment. A six-week duration in brief
interventions would be typical for briefer or solution-focused interventions
whilst motivational enhancement therapy has been manualised based on

a three session contract. Slightly longer contracts may be more typical



for formulation-driven therapy. Duration of the programme may also
depend on the context in which the intervention takes place (e.g. residential
rehabilitation, inpatient and community prescribing, structured day
programme).

5. Staffing and competence

Psychological and psychosocial therapy has to be based on written
procedures and demonstrable staff competence. This includes therapists
having access to regular supervision from a member of staff skilled in the
intervention being used. The emerging consensus amongst professionals is
that supervision ideally be carried out by someone other than the employees
direct line manger. Group supervision is also an option.

Former service users can be effective therapists providing appropriate
safeguards are in place, including an adequate period of recovery before
engaging in this type of work as well as adequate training and supervision.

Drug and Alcohol National Occupational Sstandards (DANOS) have to be
complied with. Services providing structured counselling should:

« employ staff who are seeking professionally accredited qualifications
(e.g. BACP accredited, National Vocational Qualification (NVQ) qualified
or some approved equivalent

» adhere to relevant Codes of Practice (e.g. British Association
of Counselling and Psychotherapy (BACP) or UK Council of
Psychotherapists (UKCP)

*  have written supervision protocols, which identify the purpose, regularity
and process of supervision. The four elements of this are, to seek
appropriate supervision, make a supervision contract, bring work to
supervision, and review supervision

« employ appropriately competent and accredited supervisors (BACP
or other equivalent)

e have established, clear links with other specialist counselling services
for referral and joint provision

* have clear outcome and output measures for therapeutic services
e monitor and report on outcome measures

e use outcome and other performance monitoring measures to inform
strategic/business planning/service delivery and policies and practices
of the service

* have established membership of Local Psychological Treatment
Committees.
6. Aims and Objectives

The overall aim of psychological therapy and psychosocial interventions is to
make a measurable improvement to the client’s welfare and ability to function.




CAMPAG, the body charged with developing standards for advice, guidance,
counselling and psychotherapy, describes the objective of counselling as “the
principled use of a relationship to provide someone with the opportunity to
work towards living in a more satisfying and resourceful way’”.

The intervention has to be offered to clients within a deliberately undertaken
contract with clear professional boundaries. Therapists should offer

a commitment to privacy and confidentiality within professional and

legal limits.

7. Access

Client access to psychological therapy and psychosocial interventions
is voluntary and its offer should follow on from a full assessment.
Services offering these treatments should provide written information on:

*  types of therapies offered and a statement of evidence for its relative
merits for specific problems

e waiting times
»  place of therapy for the treatment programme offered

e qualifications and gender of counsellors.

8. Referral pathway(s)

Referral pathway(s) mirror those for the context within which the
intervention is provided (e.g. inpatient and community-based prescribing,
residential rehabilitation, structured day programmes). Open-access,
low-threshold services can also provide structured counselling. This can
take place in conjunction with treatment provided by other organisations
(e.g. prescribing services).

9. Contact and referral

Services offering psychological therapy and psychosocial interventions as
part of their modality should have clear protocols for referral, whether
self-referral in the case of low-threshold services, or referral from outside
agencies. Within modalities, the interventions are planned as part of an
overall package of care.

Services offering these therapies should have clear assessment procedures,
which must be completed prior to the commencement of the intervention.

10. Management

The key management processes in the provision of psychological therapy and
psychosocial interventions are:

e anassessment based upon clear procedures in line with the Unified
Assessment Process in Wales (see appropriate document)



e the presenting problem identified and the preferred/indicated
approach specified

» allocation to therapist in line with agreed criteria
e goals for achievement agreed and set with the service user

e therapy reviewed as part of the care plan review process
(see 10.1 below)

e procedures for case/closure/transfer applied (see 10.2 below)

e service user satisfaction audited upon completion of treatment.

10.1 Care planning and review

As indicated above psychological therapy and psychosocial interventions
should be planned as part of the overall package of care. The care plan
should be devised in partnership with the service user. Service users should
be clearly informed about all timescales relating to this component of the
care plan (e.g. number of sessions, timing of sessions, timing of review of
progress, etc). Goals for the therapy aspect of the care plan should be
agreed and reviewed with the service user. These goals should relate to
dimensions of behaviour change related to the user’s substance misuse.

The service user has the option to withdraw from the programme at

any time.

10.2 Departure Planning

Service users may end the therapy/Zintervention by leaving, whether or not
the aims of this treatment have been fulfilled. The after care plan must be
agreed from the outset so that any other professionals/agencies involved
with the client will be aware of the situation. In any case, care plans can
continue with any other forms of treatment in which the client may be
engaged. If the client leaves prematurely, every effort should be made to
re-engage them as this can be a vulnerable time and may result in relapse
or increased drug/Zalcohol use.

11. Aftercare/continued support

The need for further therapy may become apparent following initial
assessment, during the course of therapy or on formal review of

service user needs. Such services may include bereavement therapy or
counselling/therapy related to physical and/or sexual abuse. The substance
misuse service must have clear protocols for referral and/or shared care
with these services.

Onward referral can also be considered to other modalities of care,
such as substitute prescribing, residential rehabilitation or structured
day programmes.




Evidence Base

Introduction

The role of psychosaocial interventions in the treatment of substance
misuse problems is important but not well researched. Most services,
which provide treatment for substance misusers, will provide some form
of structured or unstructured intervention with the possible exception
of some low threshold prescribing services.

No review of the levels of skill of counsellors, training or supervision
employed in the statutory and non-statutory organisations has been
undertaken but it may be safely assumed that levels of competence, training
and supervision vary widely across Wales. Many of the non-statutory
organisations grew from self-help groups or from a genuine desire to

tackle a difficult problem in a local community. They were often based on
the need for practical advice and interventions to help individuals cope.
Often short of money and staff, counselling training may have been low on
the agenda for these agencies. In the statutory sector many staff employed
are from professional backgrounds such as nursing etc, but may have had no
formal training in counselling particularly when trained many years ago. But
because they have a professional qualification there is an assumption that
they are able to counsel clients.

In addition to these factors, in the past there has been a tension between
different models of intervention. For example, the Minnesota (12-step)
method relies on the concept of addiction being an untreatable illness but
from which one may be in recovery. Proponents of this model may disagree
with harm reduction agencies, which accept drug and alcohol use as being
bio-psycho-social problems entrenched in society and for which we must
try to reduce the harm done by these substances to the individual and to
society. The methods of psychosocial interventions in these two examples
may be very different but are attempting eventually to reach similar goals.

What works in psychosocial interventions?

Marzillier (2004) has suggested that research into psychotherapy is flawed
because of the intense interpersonal relationship between the therapist
and client, which is possibly the most important factor. To try to run
random controlled trials for psychosocial interventions is extremely difficult
because, unlike medical trials you are not treating one symptom or “iliness”
This is one reason why there is a paucity of good research evidence.
Project Match, a very large American study that attempted to match clients
for one-to-one interventions compared motivational interviewing, AAs
12-step approach and cognitive behavioural therapy. Matching effects were
few and modest; motivational interviewing was best for angry clients and
12 step for those highly dependent or with pro-drinking social networks.
Even with ‘difficult’ clients the briefer motivational therapy performed as
well as more intensive therapies. All treatments seemed effective with



a range of clients; the client’s readiness to change had a major positive
impact on outcomes. Match also found that the therapist was as important
as the treatment in successful outcomes, (Ashton, 1999).

The Task Force to Review Services for Drug Misusers 1996 (Dept. of Health
2002) found only 6 articles when they reviewed the international literature
on the use of counselling in the drugs field. They found that the main
points to emerge were that a) counsellor characteristics are an important
factor, b) the provision of counselling with methadone prescribing improves
outcomes in relation to drug use, depressive symptoms and criminal activity
and c) styles of counselling vary, with less structured approaches generally
used in the UK.

Many of the more structured counselling interventions used in the
addiction field now are based on Motivational Interviewing. (M.1.),

(Miller and Rollnick, 1991). This is a system of counselling, which encourages
motivation to change, using directive and client centred methods. It helps
clients to explore and resolve ambivalence. Many of the interventions
described as brief interventions are based on motivational interviewing.
Brief interventions were described by Hodgson (2002) as being ‘up to three
or four one hour sessions compared to minimal interventions which are less
than 30 minutes. Minimal interventions may be useful where contact with
a problem drinker or drug user may be opportune but not ongoing, such as
an A and E Department.

Alcohol

John et al (2003) found improved outcomes of participation at 6 months

in self help groups after detoxification in a random controlled trial of clients
receiving group treatment compared to brief motivational counselling.
However this difference disappeared at 12 months. There was no difference
in abstinence rates between the two groups. In a randomised controlled
trial Shakeshaft et al (2002) found no differences in outcomes between
brief interventions and cognitive behaviour therapy apart from brief
interventions being more cost effective. In a randomised controlled trial

of brief interventions compared to no interventions, with heavy alcohol
users attending a needle exchange, Stein et al (2002) found that there was

a decrease in drinking in both groups (an assessment effect?) but that that
brief intervention group were two times more likely to report periods of

7 days or more abstinence than the control group. Wutke et al (2002) in
along term follow up to brief interventions with alcohol users found that
the treatment group showed significant reductions in alcohol consumption
at 9 months but these differences had disappeared at a 10 year follow up.

There is evidence for effectiveness in motivational interviewing (e.g. Bien

et al, (2003) who conducted a meta analysis of effectiveness of Ml with
alcohol interventions, CBT (Project MATCH study group 1997), Relapse
prevention, (meta analysis by Irvine et al, 1999). General alcohol counselling
(a combination of psycho education and humanistic approaches) was found
to be effective compared to no treatment or waiting list but less effective
than CBT or a 12-step approach.




Drugs

In working with opiate users Ml and CBT have both been shown to be
effective (e.g. Pollack et al 2002, Saunders et al 1995). McLellan et al (1993)
found that counselling together with methadone treatment produced
better results than methadone alone in reducing opiate use. Woody et al
(1995) found that time limited, focused psychotherapy with clients receiving
methadone maintenance therapy found that the clients used less cocaine,
required less methadone and maintained their gains more than clients
receiving drug counselling. However, this study is probably irrelevant given
the almost total lack of psychotherapy services in the drug field.

In the treatment of stimulant users a relapse prevention programme was
found to have positive outcomes maintained at one year compared to
pharmacotherapy, (Carroll et al, 1994). This must be viewed against the fact
that there are no pharmacological interventions for use with cocaine users
compared with methadone treatment for opiate users. Crits-Christoph et
al (1999) found in a comparison of 4 treatments that all treatments were
effective but that clients receiving 12 step individual counselling were more
likely to achieve and maintain abstinence. In an unpublished study for the
Dept. of Health, McBride et al (2003) using a random controlled trial of
Dexedrine prescribing for amphetamine users that both groups improved,
both groups received motivational counselling.

All of the studies cited in the drug and alcohol section used gold standard
of random controlled trials or controlled trials.

Conclusions

There is a dearth of good, reliable studies investigating psychosocial
interventions in substance misuse especially looking at comparative effects
of different treatments. However, there is evidence that some form of
counselling is better than none, and that whatever the form of psychosocial
intervention it should be a subject of training within the agency and be
adequately supervised.



References

Ashton, M. (1999), Project Match: unseen colossus, Drug and Alcohol
Findings, issue 1, pp 15-2L.

Bien, TH. Miller, WR. and Boroughs, .M. (1993), Motivational Interviewing
with Alcohol outpatients, Behavioural and Cognitive Psychotherapy,
vol. 21, no 4, pp 347-356.

Carroll, K., Rounsaville, B., Nich, C., Gordon, L., Wirtz, P. and Gawin, F. (1994),
One year follow up of psychotherapy and pharmacotherapy for cocaine
dependence: delayed emergence of psychotherapy effects, Archives of
General Psychiatry, vol. 51, pp 989-997.

Department of Health (2002), Models of care for substance misuse
treatment, National Treatment Agency, London.

Hodgson, R. (2002), Brief Interventions, Brief Interactions, in (eds) Petersen,
T and McBride, A. Working with substance misusers, a guide to theory
and practice, Routledge, London.

Irvin, JE., Bowers, C.A., Dunn, M.E. and Wang, M.C. (1999) Efficacy of Relapse
Prevention: A Meta-Analytic Review, Journal of Consulting and Clinical
Psychology, vol 67, no 4, pp 563-570.

John, U,, Veltrup, C., Driessen, M., Wetterling, T. and Dilling, H. (2003)
Motivational Intervention: an individual counselling versus a group
treatment approach for alcohol dependent in patients, Alcohol and
Alcoholism, vol 38, no. 3, pp 263-2609.

Marzillier, J. (2004), The myth of evidence based psychotherapy,
The Psychologist, vol. 17, no 7, pp 392-395.

McBride, AJ., Merrill, J,, Peters, L. and Pates, R. (2003) A random controlled
trial of treating amphetamine users with Dexedrine, unpublished.

McLellan, AT, Arndt, I., Metzger, D.S., Woody, G.E. and O'Brien, C.P. (1993),
The effects of psychosocial services in substance misuse treatment,
Journal of the American Medical Association, vol. 269, no 15, pp 1953-1959.

Miller, W. and Rollnick, S. (1991), Motivational Interviewing, preparing
people to change addictive behaviour, The Guilford Press, London.

Pollack, M.H., Penava, S.A., Bolton, E., Worthington, J., Allen, G. L., Farach,
FJ. and Otto, MW. (2002), A novel cognitive behavioural approach for
treatment resistant drug dependence, Journal of Substance Abuse
Treatment, vol. 23, no 4, pp 335-342.




Project MATCH Research Group (1997) Matching alcoholism treatments
to clients heterogeneity: Project MATCH post treatment drinking outcomes,
Journal of Studies in Alcohol, vol. 58, pp 7-29.

Saunders, B., Wilkinson, C. and Phillips, M. (1995). The impact of brief
motivational intervention with opiate users attending a methadone
programme. Addiction, vol. 90, no 3, pp 415-424.

Shakeshaft, AP, Bowman, J.A,, Burrows, S., Doran, C.M. and Sanson-Fisher,
RW. (2002), Community based alcohol counselling: a randomized clinical
trial, Addiction, vol. 97, no 11, pp 1449-63.

Stein, M.D., Charuvastra, A., Maksad, J. and Anderson, B.J. (2002)
A randomized trial of a brief intervention for needle exchangers,
Addiction, vol. 97, no 6, pp 691-700.

Wutzke, S., Conigrave, K.M., Saunders, J.B. and Hall, W.D. (2002). The long
term effectiveness of brief interventions for unsafe alcohol consumption:
a 10 year follow up, Addiction, vol. 97, no 6, pp 665-676.



Glossary

Brief Interventions

Cognitive Behavioural Therapy

Counselling

Family Therapy

Brief interventions refer to a short-term
time limited intervention with a client.
This may be as short as one 10-minute
session giving objective feedback or
advice to the client or advice, or may

be 6 half hour sessions. The important
difference from other therapies is that it
is time limited and of brief duration over
a prescribed period of time.

Cognitive Behavioural Therapy or “CBT”

is an approach that has grown out of
behavioural therapy, which involved trying
to alter the behaviour of a person with
prescribed methods. The recognition
that humans have thought processes

and emotions and that these affect our
behaviour or interpretation of events led
to the development of CBT. This form

of therapy is used widely with people
suffering from depression and anxiety
and the therapist helps the client explore
those thought processes and cognitions
and challenges misperceptions.

Counselling is a generic term for
interventions based on the verbal
interaction between counsellor and
client aimed at helping the client gain
an understanding of their problems.
Counselling is not about the giving of
advice or education but is a process of
helping the client to reach solutions
themselves. Most counselling is based
on a Rogerian model of listening

and reflection.

Family Therapy works on the principle
that the problem is product of a
malfunctioning system (such as a family)
and that, the most effective way of
solving this is by working with that
system i.e. the whole family. This will
involve bringing together all the relevant
family members (where possible) for
therapeutic sessions.




Gestalt therapy

Motivational Approaches

Psychosocial interventions

Twelve Step Counselling

Gestalt therapy is a specialist form

of therapy rarely seen in the field of
substance misuse. It is based on the belief
that mental processes cannot be broken
down into constituent parts but that we
need to achieve Gestalt (wholeness) by
including all aspects of a persons cognitive
functioning. The client needs to see all
sides of their problems in this approach.

Motivational approaches are a counselling
style that aims to elicit behaviour change
by helping clients explore and resolve
ambivalence. It is directive and client
centred. It helps clients increase their
“readiness to change” and to understand
their resistance to change.

This is a broad term used to denote
interventions that use talking therapies
as opposed to the prescription of
medication. They are aimed at the client
gaining an understanding of their social
situation and psychological stresses

or needs.

Twelve step approaches are usually based
in the self help movement around the
philosophy of Alcoholics Anonymous.
This incorporates a set of 12 beliefs

about the individuals ability to accept
the problems they have with alcohol (or
drugs) and the fact that they need a higher
“power” to help them maintain sobriety.
It is also based on the belief that the
individual is not cured but is in recovery
with relapse always a possibility.





