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Executive summary

1. EXECUTIVE SUMMARY

KEY PRIORITIES FOR IMPLEMENTATION

The following recommendations have been identified as recommendations for
implementation.

Providing information, advice and support

® Detoxification should be a readily available treatment option for people who are
opioid dependent and have expressed an informed choice to become abstinent. See
section 3.7.
® In order to obtain informed consent, staff should give detailed information to
service users about detoxification and the associated risks, including:
— the physical and psychological aspects of opioid withdrawal, including the
duration and intensity of symptoms, and how these may be managed
— the use of non-pharmacological approaches to manage or cope with opioid
withdrawal symptoms
— the loss of opioid tolerance following detoxification, and the ensuing increased
risk of overdose and death from illicit drug use that may be potentiated by the
use of alcohol or benzodiazepines
— the importance of continued support, as well as psychosocial and appropriate phar-
macological interventions, to maintain abstinence, treat comorbid mental health
problems and reduce the risk of adverse outcomes (including death). See section 3.7.

The choice of medication for detoxification

® Methadone or buprenorphine should be offered as the first-line treatment in opioid
detoxification. When deciding between these medications, healthcare professionals
should take into account:

— whether the service user is receiving maintenance treatment with methadone or
buprenorphine; if so, opioid detoxification should normally be started with the
same medication

— the preference of the service user. See section 6.3.

Ultra-rapid detoxification
® Ultra-rapid detoxification under general anaesthesia or heavy sedation (where the

airway needs to be supported) must not be offered. This is because of the risk of
serious adverse events, including death. See section 6.5.8.
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The choice of setting for detoxification

@ Staff should routinely offer a community-based programme to all service users
considering opioid detoxification. Exceptions to this may include service users

who:

— have not benefited from previous formal community-based detoxification

— need medical and/or nursing care because of significant comorbid physical or
mental health problems

— require complex polydrug detoxification, for example concurrent detoxification
from alcohol or benzodiazepines

— are experiencing significant social problems that will limit the benefit of
community-based detoxification. See section 8.2.3.

1.1

1.1.1

1.1.1.1

1.1.1.2

1.1.1.3

1.1.14

GENERAL CONSIDERATIONS
Providing information, advice and support

Detoxification should be a readily available treatment option for people

who are opioid dependent and have expressed an informed choice to

become abstinent.

In order to obtain informed consent, staff should give detailed information

to service users about detoxification and the associated risks, including:

® the physical and psychological aspects of opioid withdrawal, including
the duration and intensity of symptoms, and how these may be managed

® the use of non-pharmacological approaches to manage or cope with
opioid withdrawal symptoms

® the loss of opioid tolerance following detoxification, and the ensuing
increased risk of overdose and death from illicit drug use that may be
potentiated by the use of alcohol or benzodiazepines

® the importance of continued support, as well as psychosocial and
appropriate pharmacological interventions, to maintain abstinence,
treat comorbid mental health problems and reduce the risk of adverse
outcomes (including death).

Service users should be offered advice on aspects of lifestyle that require

particular attention during opioid detoxification. These include:

® a balanced diet

® adequate hydration

® sleep hygiene

® regular physical exercise.

Staff who are responsible for the delivery and monitoring of a care plan

should:

® develop and agree the plan with the service user
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1.1.1.5

1.1.1.6

1.1.1.7

1.1.1.8

1.1.1.9

1.1.1.10

1.1.2

1.1.2.1
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@ establish and sustain a respectful and supportive relationship with the
service user

® help the service user to identify situations or states when he or she
is vulnerable to drug misuse and to explore alternative coping strategies

® ensure that all service users have full access to a wide range of services

@ ensure that maintaining the service user’s engagement with services
remains a major focus of the care plan

® review regularly the care plan of a service user receiving maintenance
treatment to ascertain whether detoxification should be considered

® maintain effective collaboration with other care providers.

People who are opioid dependent and considering self-detoxification

should be encouraged to seek detoxification in a structured treatment

programme or, at a minimum, to maintain contact with a drug service.

Service users considering opioid detoxification should be provided with

information about self-help groups (such as 12-step groups) and support

groups (such as the Alliance); staff should consider facilitating engagement

with such services.

Staff should discuss with people who present for detoxification whether to

involve their families and carers in their assessment and treatment plans.

However, staff should ensure that the service user’s right to confidentiality

is respected.

In order to reduce loss of contact when people who misuse drugs transfer

between services, staff should ensure that there are clear and agreed plans

to facilitate effective transfer.

All interventions for people who misuse drugs should be delivered by staff

who are competent in delivering the intervention and who receive appro-

priate supervision.

People who are opioid dependent should be given the same care, respect

and privacy as any other person.

Supporting families and carers

Staff should ask families and carers about, and discuss concerns regarding,

the impact of drug misuse on themselves and other family members,

including children. Staff should also:

® offer family members and carers an assessment of their personal, social
and mental health needs

® provide verbal and written information and advice on the impact of
drug misuse on service users, families and carers

® provide information about detoxification and the settings in which it may
take place

® provide information about self-help and support groups for families and
carers.
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ASSESSMENT
Clinical assessment

People presenting for opioid detoxification should be assessed to establish

the presence and severity of opioid dependence, as well as misuse of and/or

dependence on other substances, including alcohol, benzodiazepines and

stimulants. As part of the assessment, healthcare professionals should:

® use urinalysis to aid identification of the use of opioids and other
substances; consideration may also be given to other near-patient testing
methods such as oral fluid and/or breath testing

® clinically assess signs of opioid withdrawal where present (the use of
formal rating scales may be considered as an adjunct to, but not a
substitute for, clinical assessment)

@ take a history of drug and alcohol misuse and any treatment, including
previous attempts at detoxification, for these problems

® review current and previous physical and mental health problems, and
any treatment for these

® consider the risks of self-harm, loss of opioid tolerance and the misuse
of drugs or alcohol as a response to opioid withdrawal symptoms

® consider the person’s current social and personal circumstances, including
employment and financial status, living arrangements, social support
and criminal activity

® consider the impact of drug misuse on family members and any dependants

® develop strategies to reduce the risk of relapse, taking into account the
person’s support network.

If opioid dependence or tolerance is uncertain, healthcare professionals

should, in addition to near-patient testing, use confirmatory laboratory

tests. This is particularly important when:

® a young person first presents for opioid detoxification

@ a near-patient test result is inconsistent with clinical assessment

® complex patterns of drug misuse are suspected.

Near-patient and confirmatory testing should be conducted by appropriately

trained healthcare professionals in accordance with established standard

operating and safety procedures.

Special considerations

Opioid detoxification should not be routinely offered to people:

® with a medical condition needing urgent treatment

® in police custody, or serving a short prison sentence or a short period of
remand; consideration should be given to treating opioid withdrawal
symptoms with opioid agonist medication

11
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® who have presented to an acute or emergency setting; the primary
emergency problem should be addressed and opioid withdrawal symp-
toms treated, with referral to further drug services as appropriate.

For women who are opioid dependent during pregnancy, detoxification

should only be undertaken with caution.

For people who are opioid dependent and have comorbid physical or

mental health problems, these problems should be treated alongside

the opioid dependence, in line with relevant NICE guidance where

available.

People who misuse benzodiazepines or alcohol in addition
to opioids

If a person presenting for opioid detoxification also misuses alcohol,

healthcare professionals should consider the following.

@ If the person is not alcohol dependent, attempts should be made to address
their alcohol misuse, because they may increase this as a response to
opioid withdrawal symptoms, or substitute alcohol for their previous
opioid misuse.

® If the person is alcohol dependent, alcohol detoxification should be
offered. This should be carried out before starting opioid detoxification
in a community or prison setting, but may be carried out concurrently
with opioid detoxification in an inpatient setting or with stabilisation in
a community setting.

If a person presenting for opioid detoxification is also benzodiazepine
dependent, healthcare professionals should consider benzodiazepine
detoxification. When deciding whether this should be carried out concur-
rently with, or separately from, opioid detoxification, healthcare profes-
sionals should take into account the person’s preference and the severity of
dependence for both substances.

PHARMACOLOGICAL INTERVENTIONS IN OPIOID
DETOXIFICATION

The choice of medication for detoxification

Methadone or buprenorphine should be offered as the first-line treatment

in opioid detoxification. When deciding between these medications,

healthcare professionals should take into account:

® whether the service user is receiving maintenance treatment with
methadone or buprenorphine; if so, opioid detoxification should
normally be started with the same medication
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® the preference of the service user.

Lofexidine may be considered for people:

® who have made an informed and clinically appropriate decision not to
use methadone or buprenorphine for detoxification

® who have made an informed and clinically appropriate decision to
detoxify within a short time period

® with mild or uncertain dependence (including young people).

Clonidine should not be used routinely in opioid detoxification.

Dihydrocodeine should not be used routinely in opioid detoxification.

Dosage and duration of detoxification

When determining the starting dose, duration and regimen (for example,

linear or stepped) of opioid detoxification, healthcare professionals, in

discussion with the service user, should take into account the:

® severity of dependence (particular caution should be exercised where
there is uncertainty about dependence)

@ stability of the service user (including polydrug and alcohol use, and
comorbid mental health problems)

® pharmacology of the chosen detoxification medication and any adjunc-
tive medication

® setting in which detoxification is conducted.

The duration of opioid detoxification should normally be up to 4 weeks

in an inpatient/residential setting and up to 12 weeks in a community

setting.

Ultra-rapid, rapid and accelerated detoxification

Ultra-rapid and rapid detoxification using precipitated withdrawal should

not be routinely offered. This is because of the complex adjunctive medica-

tion and the high level of nursing and medical supervision required.

Ultra-rapid detoxification under general anaesthesia or heavy sedation

(where the airway needs to be supported) must not be offered. This is

because of the risk of serious adverse events, including death.

Rapid detoxification should only be considered for people who specifically

request it, clearly understand the associated risks and are able to manage

the adjunctive medication. In these circumstances, healthcare professionals

should ensure during detoxification that:

® the service user is able to respond to verbal stimulation and maintain a
patent airway

® adequate medical and nursing support is available to regularly monitor
the service user’s level of sedation and vital signs

® staff have the competence to support airways.

13
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Accelerated detoxification, using opioid antagonists at lower doses to
shorten detoxification, should not be routinely offered. This is because of
the increased severity of withdrawal symptoms and the risks associated
with the increased use of adjunctive medications.

Adjunctive medications

When prescribing adjunctive medications during opioid detoxification,

healthcare professionals should:

® only use them when clinically indicated, such as when agitation,
nausea, insomnia, pain and/or diarrhoea are present

® use the minimum effective dosage and number of drugs needed to manage
symptoms

® be alert to the risks of adjunctive medications, as well as interactions
between them and with the opioid agonist.

Monitoring of detoxification medication

Healthcare professionals should be aware that medications used in opioid

detoxification are open to risks of misuse and diversion in all settings

(including prisons), and should consider:

® monitoring of medication concordance

® methods of limiting the risk of diversion where necessary, including
supervised consumption.

OPIOID DETOXIFICATION IN COMMUNITY, RESIDENTIAL,
INPATIENT AND PRISON SETTINGS

The choice of setting

Staff should routinely offer a community-based programme to all service

users considering opioid detoxification. Exceptions to this may include

service users who:

® have not benefited from previous formal community-based detoxification

® nced medical and/or nursing care because of significant comorbid
physical or mental health problems

® require complex polydrug detoxification, for example concurrent
detoxification from alcohol or benzodiazepines

® are experiencing significant social problems that will limit the benefit
of community-based detoxification.

Residential detoxification should normally only be considered for people

who have significant comorbid physical or mental health problems, or who
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require concurrent detoxification from opioids and benzodiazepines or
sequential detoxification from opioids and alcohol.

Residential detoxification may also be considered for people who have
less severe levels of opioid dependence, for example those early in their
drug-using career, or for people who would benefit significantly from a
residential rehabilitation programme during and after detoxification.
Inpatient, rather than residential, detoxification should normally only be
considered for people who need a high level of medical and/or nursing
support because of significant and severe comorbid physical or mental
health problems, or who need concurrent detoxification from alcohol or
other drugs that requires a high level of medical and nursing expertise.

Continued treatment and support after detoxification

Following successful opioid detoxification, and irrespective of the setting
in which it was delivered, all service users should be offered continued
treatment, support and monitoring designed to maintain abstinence. This
should normally be for a period of at least 6 months.

Delivering detoxification

Community detoxification should normally include:

@ prior stabilisation of opioid use through pharmacological treatment

@ effective coordination of care by specialist or competent primary
practitioners

® the provision of psychosocial interventions, where appropriate, during
the stabilisation and maintenance phases (see section 1.5).

Inpatient and residential detoxification should be conducted with 24-hour

medical and nursing support commensurate with the complexity of the

service user’s drug misuse and comorbid physical and mental health

problems. Both pharmacological and psychosocial interventions should be

available to support treatment of the drug misuse as well as other significant

comorbid physical or mental health problems.

Detoxification in prison settings

People in prison should have the same treatment options for opioid

detoxification as people in the community. Healthcare professionals should

take into account additional considerations specific to the prison setting,

including:

® practical difficulties in assessing dependence and the associated risk of
opioid toxicity early in treatment

15
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® length of sentence or remand period, and the possibility of unplanned
release
® risks of self-harm, death or post-release overdose.

SPECIFIC PSYCHOSOCIAL INTERVENTIONS
Contingency management to support opioid detoxification

Contingency management aimed at reducing illicit drug use should be

considered both during detoxification and for up to 3—6 months after

completion of detoxification.

Contingency management during and after detoxification should be based

on the following principles.

® The programme should offer incentives (usually vouchers that can be
exchanged for goods or services of the service user’s choice, or privileges
such as take-home methadone doses) contingent on each presentation of
a drug-negative test (for example, free from cocaine or non-prescribed
opioids).

® If vouchers are used, they should have monetary values that start in the
region of £2 and increase with each additional, continuous period of
abstinence

® The frequency of screening should be set at three tests per week for the
first 3 weeks, two tests per week for the next 3 weeks, and one per week
thereafter until stability is achieved.

® Urinalysis should be the preferred method of testing but oral fluid tests
may be considered as an alternative.

Staff delivering contingency management programmes should ensure that:

® the target is agreed in collaboration with the service user

® the incentives are provided in a timely and consistent manner

® the service user fully understands the relationship between the treatment
goal and the incentive schedule

® the incentive is perceived to be reinforcing and supports a healthy/
drug-free lifestyle.

Implementing contingency management

Drug services should ensure that as part of the introduction of contingency
management, staff are trained and competent in appropriate near-patient
testing methods and in the delivery of contingency management.

Contingency management should be introduced to drug services in the
phased implementation programme led by the National Treatment Agency
for Substance Misuse (NTA), in which staff training and the development
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of service delivery systems are carefully evaluated. The outcome of this
evaluation should be used to inform the full-scale implementation of
contingency management.

1.6 RESEARCH RECOMMENDATIONS
1.6.1 Adjunctive medication during detoxification

If a person needs adjunctive medication during detoxification, in addition to their
opioid agonist reducing regimen or in addition to an adjunctive alpha-2 adrenergic
agonist (for example, lofexidine), what medications are associated with greater safety
and fewer withdrawal symptoms?

Why this is important

A large variety of adjunctive medications are used for the management of withdrawal
symptoms during detoxification, particularly when alpha-2 adrenergic agonists are
used. Research is needed to guide decisions on how best to manage withdrawal symp-
toms with minimal risk of harm to the service user.

1.6.2 Comparing inpatient or residential and community detoxification

Is inpatient or residential detoxification associated with greater probability of absti-
nence, better rates of completion of treatment, lower levels of relapse and increased
cost effectiveness than community detoxification?

Why this is important

There have been some studies comparing inpatient or residential detoxification with
community detoxification. However, these studies are often based on small sample
sizes, have considerable methodological problems and have produced inconsistent
results. Inpatient or residential detoxification requires significantly more resources
than community detoxification, so it is important to assess whether treatment in such
settings is more clinically and cost effective. If so, it is also important to understand
if there are particular subgroups that are more likely to benefit from treatment in these
settings.

17



Introduction

2. INTRODUCTION

This guideline has been developed to advise on opioid detoxification for drug misuse.
The guideline recommendations have been developed by a multidisciplinary team of
healthcare professionals, service users, a carer and guideline methodologists after
careful consideration of the best available evidence. It is intended that the guideline
will be useful to clinicians and service commissioners in providing and planning
high-quality care for people who misuse drugs while also emphasising the importance
of the experience of care for people who misuse drugs and their carers (see Appendix
1 for more details on the scope of the guideline).

Although the evidence base is rapidly expanding, there are a number of major
gaps, and future revisions of this guideline will incorporate new scientific evidence as
it develops. The guideline makes a number of research recommendations specifically
to address gaps in the evidence base. In the meantime, it is hoped that the guideline
will assist clinicians, people who misuse drugs and their carers by identifying the
merits of particular treatment approaches where the evidence from research and
clinical experience exists.

2.1 NATIONAL GUIDELINES
2.1.1 What are clinical practice guidelines?

Clinical practice guidelines are ‘systematically developed statements that assist clini-
cians and patients in making decisions about appropriate treatment for specific condi-
tions’ (Mann, 1996). They are derived from the best available research evidence,
using predetermined and systematic methods to identify and evaluate the evidence
relating to the specific condition in question. Where evidence is lacking, the guidelines
incorporate statements and recommendations based upon the consensus statements
developed by the guideline development group (GDG).
Clinical guidelines are intended to improve the process and outcomes of health-
care in a number of different ways. Clinical guidelines can:
® provide up-to-date evidence-based recommendations for the management of
conditions and disorders by healthcare professionals
® be used as the basis to set standards to assess the practice of healthcare
professionals
® form the basis for education and training of healthcare professionals
@ assist patients and carers in making informed decisions about their treatment and
care
® improve communication between healthcare professionals, patients and carers
® help identify priority areas for further research.

18
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2.1.2 Uses and limitations of clinical guidelines

Guidelines are not a substitute for professional knowledge and clinical judgement.
They can be limited in their usefulness and applicability by a number of different
factors: the availability of high-quality research evidence, the quality of the method-
ology used in the development of the guideline, the generalisability of research
findings and the uniqueness of individuals who misuse drugs.

Although the quality of research in this field is variable, the methodology used
here reflects current international understanding on the appropriate practice for guide-
line development (AGREE: Appraisal of Guidelines for Research and Evaluation
Instrument; www.agreecollaboration.org), ensuring the collection and selection of the
best research evidence available, and the systematic generation of treatment recom-
mendations applicable to the majority of service users and situations. However, there
will always be some people for whom clinical guideline recommendations are not
appropriate and situations in which the recommendations are not readily applicable.
This guideline does not, therefore, override the individual responsibility of healthcare
professionals to make appropriate decisions in light of the service user’s circum-
stances, in consultation with the person who misuses drugs/or carer.

In addition to the clinical evidence, cost-effectiveness information, where avail-
able, is taken into account in the generation of statements and recommendations of
the clinical guidelines. While national guidelines are concerned with clinical and cost
effectiveness, issues of affordability and implementation costs are to be determined
by the National Health Service (NHS).

In using guidelines, it is important to remember that the absence of empirical
evidence for the effectiveness of a particular intervention is not the same as evidence
for ineffectiveness. In addition, of particular relevance in mental health, evidence-
based treatments are often delivered within the context of an overall treatment
programme including a range of activities, the purpose of which may be to help engage
the person and to provide an appropriate context for the delivery of specific interven-
tions. It is important to maintain and enhance the service context in which these inter-
ventions are delivered; otherwise the specific benefits of effective interventions will be
lost. Indeed, the importance of organising care in order to support and encourage a
good therapeutic relationship is at times as important as the specific treatments offered.

2.1.3 Why develop national guidelines?

The National Institute for Health and Clinical Excellence (NICE) was established as a
Special Health Authority for England and Wales in 1999, with a remit to provide a single
source of authoritative and reliable guidance for patients, professionals and the public.
NICE guidance aims to improve standards of care, to diminish unacceptable variations
in the provision and quality of care across the NHS and to ensure that the health service
is patient-centred. All guidance is developed in a transparent and collaborative manner
using the best available evidence and involving all relevant stakeholders.
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NICE generates guidance in a number of different ways, three of which are
relevant here. First, national guidance is produced by the Technology Appraisal
Committee to give robust advice about a particular treatment, intervention, procedure
or other health technology. Second, NICE commissions public health intervention
guidance focused on types of activity (interventions) that help to reduce people’s
risk of developing a disease or condition or help to promote or maintain a healthy
lifestyle. Third, NICE commissions the production of national clinical practice guide-
lines focused upon the overall treatment and management of a specific condition.
To enable this latter development, NICE has established seven National Collaborating
Centres in conjunction with a range of professional organisations involved in
healthcare.

2.14 The National Collaborating Centre for Mental Health

This guideline has been commissioned by NICE and developed within the National
Collaborating Centre for Mental Health (NCCMH). The NCCMH is a collaboration
of the professional organisations involved in the field of mental health, national
patient and carer organisations, a number of academic institutions and NICE. The
NCCMH is funded by NICE and is led by a partnership between the Royal College
of Psychiatrists’ Research and Training Unit and the British Psychological Society’s
equivalent unit (Centre for Outcomes Research and Effectiveness).

2.1.5 From national guidelines to local protocols

Once a national guideline has been published and disseminated, local healthcare
groups will be expected to produce a plan and identify resources for implementation,
along with appropriate timetables. Subsequently, a multidisciplinary group involving
commissioners of healthcare, primary care and specialist mental health professionals,
patients and carers should undertake the translation of the implementation plan into
local protocols taking into account both the recommendations set out in this guideline
and the priorities set in the National Service Framework (NSF) for Mental Health
and related documentation. The nature and pace of the local plan will reflect local
healthcare needs and the nature of existing services; full implementation may take a
considerable time, especially where substantial training needs are identified.

2.1.6 Auditing the implementation of guidelines

This guideline identifies key areas of clinical practice and service delivery for local
and national audit. Although the generation of audit standards is an important and
necessary step in the implementation of this guidance, a more broadly based imple-
mentation strategy will be developed. Nevertheless, it should be noted that the
Healthcare Commission will monitor the extent to which Primary Care Trusts, trusts
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responsible for mental health and social care and Health Authorities have imple-
mented these guidelines.

2.2 THE NATIONAL OPIOID DETOXIFICATION FOR DRUG
MISUSE GUIDELINE

2.2.1 Who has developed this guideline?

The GDG was convened by the NCCMH and supported by funding from NICE. The
GDG included two service users and a carer, and professionals from psychiatry,
clinical psychology, pharmacy, toxicology, nursing, general practice, the prison serv-
ice, the National Treatment Agency for Substance Misuse (NTA) and the private and
voluntary sectors.

Staff from the NCCMH provided leadership and support throughout the process
of guideline development, undertaking systematic searches, information retrieval,
appraisal and systematic review of the evidence. Members of the GDG received train-
ing in the process of guideline development from NCCMH staff and the service users
and carer received training and support from the NICE Patient and Public
Involvement Programme. The NICE Guidelines Technical Advisor provided advice
and assistance regarding aspects of the guideline development process.

All GDG members made formal declarations of interest at the outset, which were
updated at every GDG meeting. The GDG met a total of nine times throughout the
process of guideline development. The GDG met as a whole, but key topics were led
by a national expert in the relevant topic. The GDG was supported by the NCCMH
technical team, with additional expert advice from special advisors where needed.
The group oversaw the production and synthesis of research evidence before presen-
tation. All statements and recommendations in this guideline have been generated and
agreed by the whole GDG.

2.2.2 For whom is this guideline intended?

This guideline will be relevant for adults and young people who misuse drugs.

The guideline covers the care provided by primary, community, secondary,
tertiary, and other healthcare professionals who have direct contact with, and make
decisions concerning the care of adults and young people who misuse drugs.

The guideline will also be relevant to the work, but will not cover the practice, of
those in:
® occupational health services
® social services
® the independent sector.

The experience of drug misuse can affect the whole family and often the commu-
nity. The guideline recognises the role of both in the treatment and support of people
who misuse drugs.

21



Introduction
223 Specific aims of this guideline

The guideline makes recommendations for the opioid detoxification for drug misuse.

Specifically, it aims to:

® cvaluate the role of opioid detoxification in the treatment of drug misuse

® cvaluate the role of specific psychosocial interventions in combination with opioid
detoxification in the treatment of drug misuse

® integrate the above to provide best practice advice on the care of individuals
throughout the course of their drug misuse

® promote the implementation of best clinical practice through the development of
recommendations tailored to the requirements of the NHS in England and Wales.

2.24 The structure of this guideline

The guideline is divided into chapters, each covering a set of related topics. The first
three chapters provide a summary of the clinical practice and research recommenda-
tions, a general introduction to guidelines and an introduction to the drug misuse topic.
The fourth chapter provides a summary of the methods used to develop the recommen-
dations. Chapters 5 to 9 provide the evidence that underpins the recommendations.

Each evidence chapter begins with a general introduction to the topic that sets the
recommendations in context. Depending on the nature of the evidence, narrative
reviews or meta-analyses were conducted. Therefore, the structure of the chapters
varies accordingly. Where appropriate, details about current practice, the evidence
base and any research limitations are provided. Where meta-analyses were conducted,
information is given about both the interventions included and the studies considered
for review. Clinical summaries are then used to summarise the evidence presented.
Finally, recommendations related to each topic are presented at the end of each rele-
vant section of a chapter. On the CD-ROM, full details about the reviewed studies can
be found in Appendix 15. Where meta-analyses were conducted, the data are
presented using forest plots in Appendix 16 (see Text Box 1 for details) and evidence
profile tables in Appendix 17.

Text Box 1: Appendices on CD-ROM

Content Appendix

Reviewed studies Appendix 15
Forest plots Appendix 16
Evidence profile tables Appendix 17
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3. INTRODUCTION TO DRUG MISUSE

31 DRUG MISUSE AND OPIOID DEPENDENCE

This guideline is concerned with detoxification from opioid dependence. Of the estimated
4 million people in the UK who use illicit drugs each year (cannabis being by far the
most commonly used), approximately 50,000 people misuse opioids, although this may
be an underestimate (Roe & Man, 2006). Opioid misuse is also associated with much
greater rates of harm than misuse of either cannabis or cocaine. Over 150,000 people are
in treatment for opioid misuse and are prescribed opioids such as methadone and
buprenorphine (NTA, 2005a; Hay et al., 2006).

The term ‘opioids’ refers to a class of psychoactive substances derived from the
poppy plant (including opium, morphine and codeine), as well as semi-synthetic forms
(including heroin) and synthetic compounds (including methadone and buprenor-
phine) with similar properties (WHO, 2006). Illicit use of opioids generally involves
injecting, or inhaling the fumes produced by heating the drug. The term ‘opiate’ refers
strictly to the subset of opioids that are naturally occurring or semi-synthetic, and
therefore includes heroin and morphine but excludes methadone and buprenorphine.

Drug misuse is defined as the use of a substance for a purpose not consistent with
legal or medical guidelines (WHO, 2006). It has a negative impact on health or func-
tioning and may take the form of drug dependence, or be part of a wider spectrum of
problematic or harmful behaviour (DH, 2006). In the UK, the Advisory Council on
the Misuse of Drugs (ACMD) characterises problem drug use as a condition that may
cause an individual to experience social, psychological, physical or legal problems
related to intoxication and/or regular excessive consumption, and/or dependence
(ACMD, 1998).

In this guideline, dependence is defined as a strong desire or compulsion to take
a substance, a difficulty in controlling its use, the presence of a physiological with-
drawal state, tolerance of the use of the drug, neglect of alternative pleasures and
interests and persistent use of the drug, despite harm to oneself and others (WHO,
2006). Dependence is diagnosed according to the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV) when three or more of the following criteria are pres-
ent in a 12-month period: tolerance; withdrawal; increasing use over time; persistent
or unsuccessful attempts to reduce use; preoccupation or excessive time spent on use
or recovery from use; negative impact on social, occupational or recreational activity;
and continued use despite evidence of its causing psychological or physical problems
(American Psychiatric Association [APA], 1994).

The diagnosis of dependence is clearest with opioids. The WHO states that:

‘opioid dependence develops after a period of regular use of opioids, with the
time required varying according to the quantity, frequency and route of adminis-

tration, as well as factors of individual vulnerability and the context in which
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drug use occurs. Opioid dependence is not just a heavy use of the drug but a
complex health connotation that has social, psychological and biological deter-
minants and consequences, including changes in the brain. It is not a weakness
of character or will’ (WHO, 2006).

Repeated use of a drug can lead to the development of tolerance in which
increased doses of the drug are required to produce the same effect. Cessation of use
leads to reduced tolerance and this may present significant risks for individuals who
return to drug doses at a level to which they had previously developed tolerance. This
can result in accidental overdoses and, in the case of opioid misuse, respiratory
depression and death.
Withdrawal syndromes have clearly been identified after cessation or reduction of
opioid use. DSM-IV criteria for a withdrawal disorder include the development of a
substance-specific syndrome due to cessation or reduction in use, the syndrome caus-
ing clinically significant distress, and symptoms not being due to a general medical
condition or better explained by another mental disorder (APA, 1994).
Opioids also produce intoxication, that is, disturbances in psychophysiological
functions and responses, including consciousness, cognition and behaviour, following
administration (WHO, 2006). These are described in greater detail in Section 3.5.
People who misuse drugs may present with a range of health and social problems
other than dependence, which may include (particularly with opioid users):
® physical health problems (for example, thrombosis, abscesses, overdose, hepatitis
B and C, human immunodeficiency virus [HIV], and respiratory and cardiac
problems)
® mental health problems (for example, depression, anxiety, paranoia and suicidal
thoughts)

® social difficulties (for example, relationship problems, financial difficulties,
unemployment and homelessness)

® criminal justice problems.

Many people who misuse opioids also misuse a range of other substances concur-
rently and regularly (known as polydrug misuse). The use of opioids alongside
cocaine or crack cocaine is common, with the National Drug Treatment Monitoring
System (NDTMS), which collects, collates and analyses information from those
involved in the drug treatment system, reporting an increase in the use of both drugs
from 18% of those presenting for drug treatment in 1998 to 24% in 2001 (NTA,
2005b). Alcohol misuse is also common in people who misuse drugs; data from the
National Treatment Outcomes Research Study (NTORS) on drug misuse suggested
that 22% of participants also drank alcohol frequently, 17% drank extremely heavily
and 8% drank an excessive amount on a daily basis (Gossop et al., 2000a). People
who misuse opioids in particular may often take a cocktail of substances, including
alcohol, cannabis and prescribed drugs such as benzodiazepines, which can have
especially dangerous effects in comparison with one of the drugs taken individually.

Drug dependence is associated with a high incidence of criminal activity, with
associated costs to the criminal justice system in the UK estimated at £1 billion per
annum in 1996 (United Kingdom Anti-Drugs Coordinating Unit, 1998). For example,
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more than 17,000 offences were reported by an NTORS cohort of 753 participants in
a 90-day period before entering treatment (Gossop et al., 2000b). Notably, most of the
offences were committed by a small proportion of the cohort (10% of participants
accounted for 76% of the crimes). Illicit drug use is also much more common among
known offenders in the UK than among cohorts of comparable age drawn from the
general population. In a sample of 1,435 arrestees drug-tested and interviewed by
Bennett and colleagues (2001), 24% tested positive for opioids. The average weekly
expenditure on drugs (heroin and crack/cocaine) was £290, and the main sources of
illegal income were theft, burglary, robbery, handling stolen goods and fraud. The
NTORS also found 61% of a drug misuse treatment sample reported committing
crimes other than drug possession in the 3 months prior to starting treatment, with the
most commonly reported offence being shoplifting. In addition, there is a high preva-
lence of drug misuse among the incarcerated population: in a 1997 survey between
41 and 54% of remand and sentenced prisoners were reported to be opioid, stimulant
and/or cannabis dependent in the year prior to incarceration (Singleton et al., 1999).
Drug treatment can lead to significant reductions in offending levels (Gossop et al.,
2003) and, as a consequence, the prison and the broader criminal justice system is an
increasingly significant referral source and venue for providing drug treatment.

3.2 EPIDEMIOLOGY OF DRUG MISUSE

According to the national British Crime Survey 2005/6 (Roe & Man, 2006), 34.9%
of 16-59 year olds had used one or more illicit drugs in their lifetime, 10.5% in the
previous year and 6.3% in the previous month. These figures are much lower for
opioid use, with 0.1% of the population having used opioids (including heroin and
methadone) in the previous year. However, estimates based on data that also take into
account other indicators such as current service usage provide an illicit drug-use
figure of 9.35 per 1,000 of the population aged 15-64 years (360,811), of whom 3.2
per 1,000 (123,498) are injecting drug users (Chivite-Matthews et al., 2005). Analysis
of the 2004/5 data from the NDTMS suggests that there were an estimated 160,450
people in contact with treatment services in England during that period, the majority
for primary opioid misuse (NTA, 2005b). Males comprise over 70% of new presen-
tations, and the majority of those requiring treatment are opioid dependent (typically
using illicit heroin). Similar figures have emerged from Frischer and colleagues
(2001), who estimated 0.5% of the population of Britain (that is, 226,000 people) to
be problem drug users. More recent estimates indicate that there are around 327,000
problem drug users (of opioids and/or crack cocaine) in the UK, with 280,000 of
these opioid users (Hay et al., 2006).

Drug misuse is more common in certain vulnerable groups. For example, Ward
and colleagues (2003) found that among care leavers aged between 14 and 24 years,
drug misuse is much higher than in the general population, with three quarters of the
sample having at some time misused a drug and over half having misused a drug in
the previous month. Levels in the young homeless population are also much higher
than the general population, with one survey finding that almost all (95%) of the
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sample had at some time misused drugs, many (76%) having used cocaine, heroin,
and/or amphetamine in the previous month.

33 AETIOLOGY AND MAINTENANCE OF DRUG MISUSE

Drug misuse is increasingly portrayed in the field as a medical disorder, known as the
‘disease model’ of drug misuse, in part due to advances in our understanding of the
neurobiology underlying dependence (Volkow & Li, 2005). There is also no question
that numerous socioeconomic and psychological factors all play an important part in
the aetiology of drug misuse. These conceptualisations are not mutually exclusive;
rather they are facets of the multifactorial aetiology of drug misuse.

The most robust evidence highlights peer drug use, availability of drugs and also
elements of family interaction, including parental discipline and family cohesion, as
significant risk factors for drug misuse (Frischer et al., 2005). In particular, traumatic
family experiences such as childhood neglect, homelessness or abuse increase the
likelihood that the individual will develop problems with drugs later on in life
(Kumpfer & Bluth, 2004). Recent studies of twins, families and people who have
been adopted suggest that vulnerability to drug misuse may also have a genetic
component (Prescott et al., 2006), although it is unclear whether repeated use is
primarily determined by genetic predisposition, or socioeconomic and psychological
factors lead an individual to try and then later to use drugs compulsively. Risk factors
for heavy, dependent drug use are much more significant when they occur together
rather than individually.

A defining characteristic of drug dependence is that drug use begins as a volun-
tary action to seek a rewarding stimulus, but continued use results in loss of control
over the use, despite its negative consequences (Dackis & O’Brien, 2005). The effects
of many illicit drugs are mediated via various brain circuits, in particular the mesolim-
bic systems, which have evolved to respond to basic rewards (such as food and sex)
to ensure survival. A diverse range of substances, including opioids, stimulants and
cannabis, as well as alcohol and nicotine, all appear to produce euphoric effects via
increasing levels of dopamine (a neurotransmitter) in the nucleus accumbens (Dackis
& O’Brien, 2005). This has been well demonstrated in human brain-imaging studies
(Volkow et al., 1999). Euphoria resulting from use then potentiates further use, partic-
ularly for those with a genetic vulnerability (see below). Chronic drug use may
produce long-lasting changes in the reward circuits, including reductions in dopamine
receptor levels (Volkow et al., 1999), and these contribute to the clinical course of
drug dependence, including craving, tolerance and withdrawal (Lingford-Hughes &
Nutt, 2003). In addition, other types of neurotransmitter systems (for example,
opioids, glutamates and cannabinoids) are implicated in the misuse of specific drugs.

Although initiation into drug use does not lead inevitably to regular and problem-
atic use for many people (Anthony ef al., 1994). It is clear that when use begins, it
often escalates to misuse and sometimes to dependence (tolerance, withdrawal symp-
toms and compulsive drug taking). Once dependence is established, particularly with
opioids, there may be repeated cycles of cessation and relapse extending over decades
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(National Consensus Development Panel on Effective Medical Treatment of Opiate
Addiction, 1998). Vulnerability to use is highest among young people, with most
problem heroin users being initiated before the age of 20. Individuals dependent on
drugs often become so in their early twenties and may remain intermittently depend-
ent for many years.

The neurobiological account of fundamental reward systems implicated in drug
misuse may parallel the sociocultural-behavioural-cognitive model presented by
Orford (2001). He conceptualised drug misuse as an ‘excessive appetite’, belonging to
the same class of disorders as gambling, eating disorders and sex addiction. All involve
activities that form strong attachment, and were once rewarding, but with excessive
consumption result in compulsion and negative consequences. Orford argued that the
emotional regulation of such appetitive behaviours in their respective social contexts
(for example, the excitement associated with gambling or the anticipation of the next
‘fix” of heroin), well characterised within the principles of operant conditioning, is a
primary factor driving excessive use. Secondary factors such as internal conflict
(knowing that the behaviour is harmful yet being unable to disengage from it) poten-
tiate these emotions and thus excessive use, but an alternative result is that the individ-
ual alters behaviour in order to resolve such conflict. This crucially suggests that
recovery is not impossible, but also that successful treatment attempts are likely to
operate against a background of powerful natural processes (Orford, 2001).

34 THE COURSE OF DRUG MISUSE

Drug misuse is a relapsing and remitting condition often involving numerous treat-
ment episodes over several years (Marsden ef al., 2004). While the initiation of drug
use does not lead inevitably to dependence over the long term (Anthony & Petronis,
1995), a number of factors can potentiate this developmental course. Earlier initiation
of drug use increases the likelihood of daily use, which in turn results in a greater like-
lihood of dependence (Kandel et al., 1986).

Among people who misuse opioids, who form the predominant in-treatment
population in the UK, most individuals develop dependence in their late teens or early
twenties, several years after first using heroin, and continue using over the next 10-30
years. In a long-term outcome study (up to 33 years) of 581 male opioid users in the
USA, 30% had positive (or refused) urine tests for opioids, 14% were in prison and
49% were dead (Hser et al., 2001). Longitudinal data from the US also showed that
the average time from first to last opioid use was 9.9 years, with 40% dependent for
over 12 years (Joe et al., 1990). Although it is the case that problem drug users can
cease drug use without any formal treatment (Biernacki, 1986), for many it is treat-
ment that alters the course of opioid dependence.

Although drug misuse can affect all socioeconomic groups, deprivation and social
exclusion are likely to make a significant contribution to the maintenance of drug
misuse (ACMD, 1998).

Factors that influence the cessation of drug use in adulthood are similar to those
associated with lack of drug use in adolescence. For example, transitions into social
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roles with greater conventionality, responsibility and/or contexts that are not favourable
to using drugs (such as employment, mortgage, marriage and pregnancy; for example,
Bachman et al., 1997), and good health are not associated with long-term use. Peer
pressure is a major influence on experimental use and is also likely to affect a move
towards regular use. The level of drug use is again a predictor of continued use.

Once an individual is dependent, drug use is generally a chronic condition,
interspersed with periods of relapse and remission (Marsden et al., 2004). Repeated
interaction with the criminal justice system, long-term unemployment and increasing
social isolation serve to further entrench drug use.

3.5 THE PHARMACOLOGY OF OPIOIDS

Opioids have many effects on the brain, mediated through specific receptors (w, K, or
8). The key opioid receptor subtype is ., which mediates euphoria, as well as respi-
ratory depression, and is the main target for opioids (Lingford-Hughes & Nutt, 2003),
while the k receptor is involved in mood regulation. Drugs such as heroin and
methadone are agonists, which stimulate the receptor. Buprenorphine is a partial
agonist; that is, it occupies the receptor in the same way but only partially activates
it. In addition, it is an antagonist at the k receptor and therefore is less likely to lower
mood compared with . agonists.

Soon after injection (or inhalation), heroin metabolises into morphine and binds to
opioid receptors. This is subjectively experienced as a euphoric rush, normally accom-
panied by a warm flush, dry mouth, and sometimes nausea, vomiting and severe itch-
ing. As the rush wears off, drowsiness, and slowing of cardiac function and breathing
(sometimes to the point of death in an overdose), persist for several hours (National
Institute on Drug Abuse [NIDA], 2005a). The effects of methadone are similar but
more drawn out and therefore less intense (lasting up to 24 hours when taken orally as
prescribed); however, this may be circumvented by illicit users who inject the drug.

3.6 THE PUBLIC HEALTH IMPACT OF DRUG MISUSE

The most obvious consequence of long-term illicit opioid use is the development of
opioid dependence itself, and the associated harms. These include: increased mortal-
ity from overdose and from other directly or indirectly associated harms such as
increased risk of infection with blood-borne viruses (HIV, hepatitis B and hepatitis
C); high levels of depression and anxiety disorders; social problems such as disrupted
parenting, employment and accommodation; and increased participation in income-
generating crime.

Mortality, particularly in heroin-dependent users, is high, with estimates of
between 12 (Oppenheimer et al., 1994) and 22 times (Frischer et al., 1997) that of the
general population. In England and Wales, there were 1,382 drug-related deaths in
2005 (National Programme on Substance Abuse Deaths, 2005). The majority (59%)
were cases of accidental poisoning, although a sizeable proportion (16%) was a result
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of intentional self-poisoning. Opioids (alone or in combination with other drugs)
accounted for some 70% of the deaths, and cocaine 13%. Many of the deaths appear
to be due to multiple drug toxicity, especially the presence of central nervous system
depressants (for example, alcohol and benzodiazepines), rather than simply an ‘over-
dose’ of an opioid. This is supported by research that shows those whose deaths were
attributed to overdose have opioid levels no higher than those who survive, or than
heroin users who die from other causes (Darke & Zador, 1996). Recent cohort stud-
ies have shown that mortality rates from methadone-related death are decreasing
(Brugal et al., 2005).

Repeated injection will have medical consequences, such as scarring, infection of
blood vessels, abscesses, and compromised functioning of the kidney, liver and lungs
(with increased vulnerability to infections). HIV infection is a major problem for
injecting drug users, with the number of new diagnoses of HIV in the UK holding at
around a hundred for the last few years, and 5.6% of all UK diagnoses attributed to
injecting drug use by the end of 2005 (Health Protection Agency et al., 2006). There
are differences in geographical distribution of HIV in the UK, with rates higher in
some centres such as London. Approximately 50% of injecting drug users have been
infected with hepatitis C, but this rate, like the HIV prevalence rate, is lower than in
many other countries (Health Protection Agency et al., 2006). Transmission of both
hepatitis A and B continues, even though there are effective vaccines. Needle and
syringe sharing increased in the late 1990s and since then has been stable, with
around one in three injecting drug users reporting this activity in the last month
(Health Protection Agency et al., 2005).

Psychiatric comorbidity is common in drug misuse populations, with anxiety and
depression generally common, and antisocial and other personality disorders in opioid-
using populations (Regier et al., 1990, 1998). The national US Epidemiological
Catchment Area study of the prevalence of mental health disorders reported a 47% life-
time prevalence rate of substance misuse (drugs and alcohol) among people with schiz-
ophrenia compared with 16% in the general population, and found that more than 60%
of people with a diagnosis of bipolar I disorder had a lifetime diagnosis of substance
misuse disorder. Around one in five of the people in the NTORS sample had previously
received treatment for a psychiatric health problem other than substance misuse
(Marsden et al., 2000). Drug misuse disorders complicated by other comorbid mental
disorders have been recognised as having a poorer prognosis and being more difficult
to treat than those without comorbid disorders; comorbid disorders are more likely to
be chronic and disabling, and result in greater service utilisation.

Lost productivity and unemployment increase with the severity and duration of
drug misuse, and personal relationships are placed under considerable strain by
dependent drug use. Problems with accommodation are also common in such groups.
For example, prior to intake in the NTORS, 7% of the study group were homeless and
living on the street, 5% were living in squats and 8% were living in temporary hostel
accommodation (Gossop et al., 1998).

Drug misuse may also have a negative impact on children and families
(see section 3.12). In the UK it is estimated that 2-3% of all children under the age
of 16 years have parents with drug problems (ACMD, 2003). While use of opioids
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does not necessarily impact on parenting capacity, registration on UK child protection
registers for neglect has been correlated strongly with parental heroin use, and
parental problem drug use has been shown to be one of the commonest reasons for
children being received into the care system (Barnard & McKeganey, 2004).

3.7 IDENTIFICATION AND ASSESSMENT OF DRUG MISUSE

So prevalent is drug use that all healthcare professionals, wherever they practice,
should be able to identify and carry out a basic assessment of people who use drugs.
Many people who misuse drugs do not present to drug treatment services, with
perhaps 50% not seeking treatment; however this represents a significant improve-
ment on the position in the UK in the early 1990s, when perhaps only 20% of people
who misused drugs sought treatment. Of those who do not seek treatment for their
drug misuse, a proportion may nevertheless present to other medical services, the
criminal justice system and social care agencies. Many will not be seeking help for
their drug problems and many, for example some of those primarily misusing cocaine
or cannabis, may not be aware of the potentially harmful effects of their drug use. It
is probable that those who present to services for drug treatment have the greatest
number of problems (Best et al., 2006b).

Routine screening for drug misuse is largely restricted in the UK to criminal
justice settings, including police custody and prisons (Matrix Research and
Consultancy & National Association for the Care and Rehabilitation of Offenders
[NACROY], 2004); it is sparsely applied in health and social care settings. For exam-
ple, a recent study of psychiatric inpatients in London found that only 1 in 50 people
admitted to hospital had undergone screening for drug misuse (Barnaby et al., 2003).
The NTA’s updated Models of Care service framework emphasises the importance of
non-specialist (tier 1) services in the identification of drug misuse as a precursor to
referral for treatment (NTA, 2006). Opportunistic methods for the effective identifi-
cation of drug misuse should therefore be considered in a variety of healthcare
settings. These are described in more detail in the NICE clinical guideline Drug
Misuse: Psychosocial Interventions (NICE, 2007).

For those identified and considering treatment, a good assessment is essential to
continuing care. Assessment skills are important across all health and social care
professionals who may come into contact with drug misuse. Assessment includes
information about past and current drug use (amount, type, duration, periods of absti-
nence and effect of abstinence), history of injecting, risk of HIV and other blood-
borne viruses, medical history, forensics and previous contact with treatment services.
Assessment is a continuous process carried out at every contact with the individual
and his or her healthcare professional, counsellor or social worker and can take place
over many years. Urine testing for the absence or presence of drugs is an important
part of assessment and monitoring. Formal rating scales may be helpful in assessing
outcomes and in certain areas of monitoring, for example of withdrawal symptoms.

The aims of assessment are: to confirm drug use (history, examination and urinal-
ysis); assess the degree of dependence; identify complications of drug misuse and
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assess risk behaviour; identify other medical, social and mental health problems;
determine the expectations of treatment and the degree of motivation to change;
assess the most appropriate level of expertise required; determine the need for substi-
tute medication; and refer to/liaise appropriately with shared care, specialist or
specialised generalist care, or other forms of psychosocial care where appropriate. In
addition, immediate advice on harm minimisation, including, if appropriate, access to
sterile needles and syringes, as well as testing for hepatitis and HI'V, and immunisa-
tion against hepatitis, should take place.

3.71 Clinical practice recommendations

3.7.1.1  Detoxification should be a readily available treatment option for people
who are opioid dependent and have expressed an informed choice to
become abstinent.
3.7.1.2  People who are opioid dependent should be given the same care, respect
and privacy as any other person.
3.7.1.3  In order to obtain informed consent, staff should give detailed information
to service users about detoxification and the associated risks, including:
® the physical and psychological aspects of opioid withdrawal, including
the duration and intensity of symptoms, and how these may be
managed
® the use of non-pharmacological approaches to manage or cope with
opioid withdrawal symptoms
® the loss of opioid tolerance following detoxification, and the ensuing
increased risk of overdose and death from illicit drug use that may be
potentiated by the use of alcohol or benzodiazepines
® the importance of continued support, as well as psychosocial and
appropriate pharmacological interventions, to maintain abstinence,
treat comorbid mental health problems and reduce the risk of adverse
outcomes (including death).
3.7.1.4  All interventions for people who misuse drugs should be delivered by staff
who are competent in delivering the intervention and who receive appro-
priate supervision.

3.8 THE AIMS OF THE TREATMENT AND MANAGEMENT
OF DRUG MISUSE

The clinical management of drug misuse may be categorised into three broad
approaches: harm reduction, maintenance-oriented treatments and abstinence-
oriented treatments. Detoxification is often seen as the first stage in the process of
achieving abstinence. All treatments aim to prevent or reduce the harms resulting
from use of drugs. Care planning and keyworking should form a core part of
subsequent treatment and care.
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Harm reduction aims to prevent or reduce negative health or other consequences
associated with drug misuse, whether to the drug-using individual or, more widely, to
society. With such approaches, it is not essential for there to be a reduction in the drug
use itself (although, of course, this may be one of the methods of reducing harm). For
instance, needle and syringe exchange services aim to reduce transmission of blood-
borne viruses through the promotion of safer drug injecting behaviour.

Maintenance-oriented treatments in the UK context primarily refer to the phar-
macological maintenance of people who are opioid dependent, through the prescrip-
tion of opioid substitutes (methadone or buprenorphine). This therapy aims to reduce
or end their illicit drug use and the consequential harms.

Abstinence-oriented treatments aim to reduce an individual’s level of drug use,
with the ultimate goal of abstinence. The NTORS found that approximately one third
of those entering treatment services were abstinent 5 years later (Gossop et al., 2003).
However, these treatments may be associated with an increased risk of death from
overdose in the event of relapse after a period of abstinence, during which time drug
tolerance is lost (Verger et al., 2003). Consequently, it is particularly important for
abstinence-oriented treatment to include education on post-detoxification vulnerability
to relapse (Gossop et al., 1989) and to overdose, and for wider psychosocial rehabil-
itation support to be provided.

Detoxification refers to the process by which the effects of opioid drugs are elim-
inated from dependent opioid users in a safe and effective manner, such that with-
drawal symptoms are minimised (WHO, 2006). With opioids, this process may be
carried out by using the same drug or another opioid in decreasing doses, and can be
assisted by the prescription of adjunct medications to reduce withdrawal symptoms
(DH, 1999). The pharmacological process of detoxification is the first stage of achiev-
ing abstinence, with the primary aim to provide symptomatic relief from withdrawal
while physical dependence on the drugs is being eliminated (Anglin & Hser, 1990);
this should be an active process carried out following the joint decision of the service
user and clinician, with adequate planning for or provision of aftercare. Opioid detox-
ification takes place in a variety of settings, including the community, inpatient units,
residential units and prisons, and at different rates.

Care planning should consider the following when any treatment or management
plan is developed:
type and pattern of use
level of dependence
comorbid mental and physical health problems
setting
age and gender
service users’ aspirations and expectations.

The general principles of treatment are that no single treatment is appropriate for
all individuals, treatments should be readily available and begin when the service user
presents, and there should be the capacity to address multiple needs. It is also
accepted that treatments will change over time. It appears that treatment does not
need to be voluntary to be successful — comparisons of voluntary and legally coerced
drug treatment have been reviewed recently elsewhere (NCCMH, 2008). For most
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people in long-term treatment, that is those with opioid dependence, substitute
medications, such as methadone and buprenorphine, are important elements of care.
However, services also need to address coexisting problems, such as mental health
and physical health problems, alongside the drug misuse.
Keyworking forms the core part of treatment for most service users with long-
term drug misuse problems (NTA, 2006). Typically, this involves the following:
® conducting an assessment of need (and a risk assessment)
establishing and sustaining a therapeutic relationship
clarification of the service user’s goals in relation to his/her drug use
discussion, implementation, evaluation and revision of a treatment plan to address
the client’s goals and needs
liaison and collaboration with other care providers
integration of a range of interventions based on a biopsychosocial model of drug
use (for example, prescribing, addressing needs such as housing and improving
personal relationships)
® use of one or more techniques derived from one or more therapeutic models to
engage and retain the service user in treatment and to support the treatment plan
(for example, drug diaries and motivational skills) in the absence of delivering a
complete course of formal psychological therapy.

3.8.1 Clinical practice recommendations

3.8.1.1  Service users should be offered advice on aspects of lifestyle that require
particular attention during opioid detoxification. These include:
® a balanced diet
® adequate hydration
® sleep hygiene
® regular physical exercise.
3.8.1.2  Staff who are responsible for the delivery and monitoring of a care plan
should:
® develop and agree the plan with the service user
@ establish and sustain a respectful and supportive relationship with the
service user
® help the service user to identify situations or states when he or she is
vulnerable to drug misuse and to explore alternative coping strategies
@ ensure that all service users have full access to a wide range of services
® ensure that maintaining the service user’s engagement with services
remains a major focus of the care plan
® review regularly the care plan of a service user receiving maintenance
treatment to ascertain whether detoxification should be considered
® maintain effective collaboration with other care providers.
3.8.1.3  In order to reduce loss of contact when people who misuse drugs transfer
between services, staff should ensure that there are clear and agreed plans
to facilitate effective transfer.
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3.9 THE DEVELOPMENT OF DETOXIFICATION SERVICES

As stated above, opioid detoxification is the first stage in the process of achieving
abstinence, with the primary aim of providing symptomatic relief from withdrawal
while physical dependence on the drugs is being eliminated (Anglin & Hser, 1990).
Opioid withdrawal includes a variety of symptoms: anxiety, tremors, nightmares,
insomnia, weight loss, nausea, vomiting, seizures and delirium (for example, Bradley
et al., 1987). The process of detoxification alone is not perceived as a solution for
long-term abstinence (Lipton & Maranda, 1983). Indeed psychosocial interventions
should be delivered concordantly in order to maximise benefits derived from detoxi-
fication and to address wider issues surrounding drug use. If these are not delivered,
benefits from detoxification may only be temporary, and the intervention could be
ultimately unsuccessful (Hanson et al., 2006). Detoxification from opioids takes
place in a variety of settings, including the community, inpatient units, residential
units and prisons. The context in which it is delivered will depend on the nature of the
drug itself and the severity of dependence.

Methadone, the most widely used opioid agonist in assisted detoxification (Jaffe,
1989), was developed in Germany during the second world war, when morphine was
unavailable. During the post-war period, methadone was primarily used in hospital
settings to detoxify dependent opioid users (Gerstein & Harwood, 1990). The aim of
using methadone to detoxify heroin users is to suppress withdrawal symptoms
through the provision of an opioid-based substitute medication. Service users are
initially provided with a dose of methadone equivalent to their illicit opioid (heroin)
use, and doses are gradually lowered until they are opioid free. The most rapid
regimes take 7-21 days, while ‘slow tapering’ regimes may take up to 6 months or
longer (DH, 1999), depending on what is judged to be most appropriate by the prac-
titioner and service user. Methadone does not deliver the intense euphoric ‘high’ asso-
ciated with heroin, and also has a longer half-life, meaning that it remains in the body
for longer than heroin; while the effects of heroin wear off in 2-3 hours, the effects
of oral methadone continue for 12—24 hours. Therefore, methadone dose reductions
are relatively easy to achieve in the initial phase of a detoxification programme, but
during the latter stages withdrawal symptoms may become more prominent and
harder to manage. These concerns have led to the use of alternative detoxification
agents such as clonidine, lofexidine, buprenorphine and dihydrocodeine.

Like methadone, buprenorphine is a synthetic opioid that acts as a substitute for
heroin. It was licensed for use for opioid dependence treatment in the UK in 1999,
and thus it is not as well established as other detoxification treatments (Lintzeris
et al., 2002). Buprenorphine is a partial opioid . agonist, which occupies receptors
without fully activating the system, and is therefore associated with a less severe
withdrawal syndrome (Ford et al., 2004). In comparison with methadone, buprenor-
phine also has a longer duration of action, and an increased safety profile in overdose
due to its lesser effects (Walsh et al., 1994).

Alpha; adrenergic agonists, which include clonidine and lofexidine, are known to
ameliorate a cluster of opioid withdrawal symptoms (those associated with the nora-
drenaline system, including sweating, shivering, and runny nose and eyes). Clonidine,

34



Introduction to drug misuse

originally developed as an anti-hypertensive drug, had received widespread use as one
of the first non-opioid-based options for managing opioid withdrawal (Gossop, 1988),
but its hypotensive effects are problematic in the context of detoxification. Lofexidine
was therefore developed as an alternative to clonidine with reduced hypotensive
effects, and is currently licensed and used widely in the UK for opioid detoxification.
Whilst alpha; adrenergic agonists allow for detoxification to be attained over a shorter
length of time (typically ranging from 5-7 days) compared with buprenorphine, they
do not address other (non-noradrenergic) withdrawal symptoms, and therefore must
be supplemented by additional medications.

Problems commonly associated with detoxification are low completion rates and
high levels of relapse post treatment (Mattick & Hall, 1996). In an attempt to address
this issue, ultra-rapid detoxification techniques using naltrexone administered under
anaesthesia or deep sedation within a medically monitored setting have been estab-
lished in recent years (Loimer et al., 1991). Naltrexone is a long-acting opioid antag-
onist, first approved for use in 1984 as a maintenance treatment to block the effects
of opioids after detoxification (Tai & Blaine, 1997). When used in the context of
opioid detoxification, it displaces any opioids that are already present in the drug
user’s system, thereby precipitating withdrawal.

Service users undergoing ultra-rapid detoxification are typically admitted to the
intensive care unit of a hospital or a high dependency unit for 24 hours, during which
time naltrexone and/or naloxone is administered to precipitate withdrawal. On pres-
entation of withdrawal symptoms, the service user is anaesthetised or heavily sedated,
such that (in theory) he or she does not consciously experience any of the ensuing
acute withdrawal symptoms. A significant number of adjunct medications, such as
antidiarrhoeals, antiemetics, alpha, adrenergic agonists and benzodiazepines, are also
administered to manage withdrawal symptoms. There is no uniformity in methods
employed to carry out ultra-rapid detoxification, and there has been much controversy
surrounding their safety, cost and effectiveness due to the limited long-term outcome
data (Strang et al., 1997a). Ultra-rapid detoxification is currently not used in the NHS.

3.10 CURRENT CARE AND TREATMENT IN THE NHS

The British response to drug problems dates back to the report of the Rolleston
Committee of 1926. The committee accepted dependence as a disease and established
a medical approach to drug problems in Britain rather than the predominantly puni-
tive one pursued in other countries such as the US. Rolleston gave doctors a large
degree of clinical freedom in their response to people who were dependent, including
the use of maintenance treatment. To this day, maintenance is considered an essential
aspect of drug treatment.

A large increase in the number of people with heroin dependence in Britain in the
mid-1960s prompted the establishment of a network of drug dependence clinics set in
psychiatric hospitals and run directly by the NHS. The second epidemic of heroin use
in the early 1980s led to a further re-shaping of the British treatment response. A
multidisciplinary approach was encouraged through the establishment of community
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drug teams and attempts to increase general practitioner (GP) involvement in drug
treatment, with the first in a series of clinical guidelines setting out the responsibili-
ties of the prescribing doctor (DH, 1999). The guidelines also sought to encourage
shared care of the person who misuses drugs by different professional groups. While
the drug dependence clinics remained the cornerstone of this reshaped approach, the
vast majority of treatment prescriptions, namely oral methadone, were now dispensed
by community pharmacists and consumed at home. This was further supported by the
2004 General Medical Services contract provision for enhanced maintenance
prescribing services (British Medical Association, 2004).

The emergence of HIV/autoimmune deficiency syndrome (AIDS) in the 1980s led
to the introduction of needle and syringe exchange schemes as an addition to the treat-
ment services available. These schemes provided needles and syringes to the depend-
ent and non-dependent injector. Harm reduction also became an important aspect of
treatment responses to drug misuse. Another refocusing of drug treatment came in the
1990s, with increased concern over the link between criminal activity and drug
misuse. Criminal justice settings were seen as an important conduit for getting people
who misuse drugs into treatment and a number of interventions such as Drug
Treatment and Testing Orders (DTTOs) were established. In 2003, the Home Office,
with the DH and the NTA as its key partners, introduced the Drug Interventions
Programme (DIP), which seeks to bring treatment and criminal justice services
together in responding to drug misuse (Witton et al., 2004).

Most drug treatment is initiated as a result of drug users themselves seeking treat-
ment. However, there has recently been a rapid expansion in forms of legally coerced
treatment, whereby the person who misuses drugs is coerced into treatment as an
alternative or adjunct to criminal sanctions (Wild ef al., 2002). Such treatment may
be legally ordered by the court or through referral away from the judicial process,
usually following arrest and charge for drug-related and other offences. Despite
recent policy shifts of referral away from the courts, however, many people who
misuse drugs still serve prison sentences. A recent estimate suggests that around
39,000 prisoners with a serious drug problem are in custody at any one time (All-
Parliamentary Group on Prison Health, 2006). Within the prison setting, drug misuse
treatment is increasingly being offered following a number of recent developments,
including the phased transfer of responsibilities for commissioning healthcare in
publicly funded prisons from the Home Office to the NHS (DH, 2006). While the
mainstay of treatment in prison has traditionally been one of detoxification upon
admission, there has been a recent policy shift allowing increased access to opioid
maintenance therapy and psychosocial interventions.

Current practice in detoxification

Much of the current treatment of drug misuse in services directly provided or
purchased by the NHS focuses on the treatment of opioid misuse. In large part this is
reactive to the drug problems with which service users present, who may themselves
be informed by awareness of relevant treatments as well as their own perceptions of
whether their drug use is problematic. In the last decade there has been a significant
increase in the numbers of service users being treated in primary care settings, with a
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national survey showing that in 2001 almost three times as many GPs were seeing
people who misused opioids compared with in 1989 (Strang et al., 2005). GPs are
now a large part of the substance misuse workforce. Much of the change in the
response from primary care has been through initiatives from the Royal College of
General Practitioners, for example the development of a national drugs training
programme and the creation of a national primary care network.

Around 30,000 detoxifications are currently carried out each year, and the major-
ity are in the community; among individuals who have received any form of treatment
for drug misuse, 19% had previously undergone community detoxification while 13%
had received residential treatment (Best ef al., 2006a). Approximately one third enter-
ing treatment services generally are abstinent 5 years later (at least for a period of time)
(Gossop et al., 1998).

Service users consulting either a GP or a community drug team are assessed
initially and their plans for treatment elicited. One of the dilemmas of drug treatment
is that the majority of heroin users — as high as 81% according to the NTA Annual
User Satisfaction Survey — wish to become drug free (Best ef al., 2006a), hence they
may frequently ask for detoxification. This is often unrealistic as there may be many
factors that make abstinence unlikely to be possible for the individual at that time.
These would include drug-related risk factors such as polysubstance use and social
risk factors such as homelessness. The availability of treatment options for detoxifi-
cation may also be limited by external factors, in particular for inpatient detoxifica-
tion. Thus the process of treatment planning is often one of negotiation and education,
with the treatment provider having to give the service user realistic information about
outcomes and the possible range of treatment options.

In practice, this means that most service users only commence formal detoxifica-
tion following a period of stabilisation on a substitute opioid (either methadone or
buprenorphine). The stabilisation results in the cessation of illicit drug use, with the
individual feeling comfortable on the dose of substitute opioids he or she is taking.
This process can take months or even years to achieve and for many only happens
after years of maintenance treatment.

Once a prescriber and a service user have planned a detoxification, the rate and
nature of the dose reductions are agreed in advance, although they can be revised. The
service provider should provide a package of psychosocial support, which is usually
delivered via a keyworking relationship which may or may not be with the prescriber.
The prescriber and service user also need to agree on a package of aftercare to support
the service user after the pharmacological phase of treatment is finished.

For a service user in the community who is seriously committed to detoxification
treatment, dose reduction can take place over anything from a few days to several
months, with a higher initial stabilisation dose taking longer to taper. In practice, up
to 3 months is typical for methadone reduction, while buprenorphine reductions are
typically carried out over 14 days to a few weeks. Detoxification using lofexidine is
much faster than using either methadone or buprenorphine, typically lasting 57 days,
and up to a maximum of 10 days.

Although a substantial number of service users benefit from detoxification in the
community, many who start these programmes may fail because they start to use
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illicit drugs when their substitute opioid dose is reduced. The programme can then be
changed to maintenance by increasing the dose again and changing the treatment plan
to address other issues. Unfortunately this can result in service providers having treat-
ment plans with unclear treatment goals.

Service users on maintenance programmes often also reduce their doses over time.
If they are otherwise stable, this can be successful but it may be very slow; indeed,
dose reductions may be planned over many years. These gradual dose reductions are
not really detoxifications; clinical experience would indicate that this approach may
be successful but there is little research evidence to support it. In practice, a gradual
dose reduction may prepare a service user for detoxification.

Detoxification in an inpatient setting can take place over a shorter time than in the
community as the supportive environment helps a service user to tolerate emerging
withdrawal symptoms. However, a similar process occurs as in the community: that
of stabilisation on the dose of a substitute opioid and then gradual dose reduction. In
an inpatient environment, reduction typically takes place over a shorter time: 14-21 days
for methadone and 7-14 days for buprenorphine.

Various rapid detoxification programmes involve the use of naltrexone and other
adjuncts (see above) to accelerate the pharmacological process of detoxification to as
short as 24 hours, but these are not currently available in the NHS.

Service users who are incarcerated are often detoxified in prison. Historically this
has been done involuntarily, although increasingly maintenance is available to serv-
ice users who are eligible. Also, historically, service users have had no choice about
the drugs used for their detoxification but again this is beginning to change. It is also
important to remember that, despite the involuntary nature of prison detoxification,
many inmates regard a detoxification in prison as welcome and a chance to reduce
their drug use either temporarily or indeed permanently.

3.11 THE EXPERIENCE OF DRUG MISUSE - PERSONAL
PERSPECTIVES

3.11.1 Testimony A

My first experience of taking drugs was at senior school. One of my school friends
had started smoking cannabis and tried to assure me that it was harmless. After build-
ing up the courage, I half pretended to take a few puffs to test the ground. After this
experience, I discovered that one of my teachers smoked cannabis too. Sometimes I
would go to the pub at lunchtime, have a pint (in the same pub as the teachers) and a
joint, then maybe go back to school if I didn’t get too wrecked. For the last year of
school, I experimented with so many drugs that I never attended and, when it came to
leaving, the teachers didn’t know who I was.

Along with alcohol and cannabis, I discovered that pills seemed to take me away
from my boredom and depression. My mother had a stock of them in the cupboard
and I soon discovered which pills were which and that diazepam and chlordiazepox-
ide seemed to do the trick. Not long after this, I met lots of people who mainly smoked
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dope but were also buying different drugs. In those early days, there were all kinds of
uppers and downers, either acquired from people’s families or stolen from chemists,
such as ‘reds’ and ‘browns’, ‘clears’, ‘black bombers’, ‘purple hearts’, dextroamphet-
amine, and so on. I experimented with just about everything I could get my hands on,
from speed, LSD [lysergic acid diethylamide] and mushrooms, to dextromoramide,
secobarbital, diazepam, dipipanone and methaqualone.

I was about 16 when I first realised I had a problem: I wanted to stay permanently
stoned from whatever drugs I could get my hands on. I usually always had cannabis
to enhance the feeling of other substances.

I was 16 or 17 when I was introduced to heroin. I would go to a friend’s house on
a regular basis and smoke dope until I changed colour; one day I went and was offered
heroin. I remember my friend saying: ‘Look, all of us have had it and we are fine’.
Even though I had fears about becoming addicted on the first go, I tried it and loved it.
All of my true friends warned me against it and what would happen, but I just had to
see for myself. Little did I know that it was going to cost me 23 years of my life, and
that I would have no friends left. Even though I knew lots of other people who took
drugs, 1 felt very isolated; I didn’t even feel equal to someone who had a different
addiction to me. I felt the lowest of the low for many years and felt so tightly trapped
in my heroin addiction that I truly believed I would only ever come out of it dead.
Some people accept that lifestyle and others hate it. I was one of those who hated it but
could never see an end to it no matter how hard I tried. I was depressed as a child,
which became more severe and hard to handle as my addictive years went by. I twice
came to the point of taking my own life and at the last second couldn’t do it. I also
thought about it more times than I can remember, just wishing I could have been dead.

My mother feared she would be getting a phone call any time to tell her that her
son was dead. I believe my drug use affected my mother’s health because she was
always worrying about me. My sister thought I was a waste of time and at one point
my father disowned me. I moved away from my home town to London in 1982 in an
attempt to give up heroin. Since then, I have never moved back home; I wanted to try
to hide as much of my addiction as I could from my family.

Any relationships I had while using heroin inevitably didn’t last very long. Being
an addict, I lied a lot about where I was going and what I was doing. Methadone made
things a little more stable, but needless to say, sex wasn’t as regular as it should have
been. One or two ex-partners actually thought I had a mistress; they were right: ‘Lady
Heroin’.

I was first treated for drug addiction in the psychiatric unit of my local hospital in
1980. I entered a detox programme and was prescribed methadone but I was not
offered any counselling. When I came out, I started using again. After this, I was in
and out of prison for drug-related offences, but I was offered no treatment inside;
when it looked like I was going to prison for a third time, I decided I needed help.
Instead of receiving a third prison sentence, I asked the judge if I could go into resi-
dential rehab in London. I felt safe in rehab and didn’t realise how little I had to look
forward to once completing and leaving rehab. I eventually went back on heroin
again. For a time, I was prescribed physeptone and pure heroin ampoules but without
much in the way of counselling.
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It wasn’t until 1985 that I saw a counsellor (in order to get methadone from a
community treatment programme you had to see a counsellor twice or three times a
week). My relationships with professionals were not particularly good. I resented the
fact that I had to do what my keyworker said or be thrown off my course. Once I had
finished one course of 6-week reduction, I went back on the waiting list for another
one. You were deemed to have failed if you wanted to go on another course. It took
years before I began to trust any of the workers. For over 2 and a half months I was
refused a place for community treatment due to false positive urine tests; the tests said
that I had diazepam in my system when I really hadn’t taken anything.

I was also offered treatment, from a little help at home with a dihydrocodeine
from a sympathetic doctor, to a detox at home with lofexidine after being monitored
for blood pressure for a couple of hours.

During this period of my life I was on heroin for most of the time with brief peri-
ods of taking methadone. I had no life at all, except the routine of waking up, look-
ing for money to buy heroin, and then buying heroin.

But in 2003 I decided that I wanted to stop using for good; I felt like it was ‘wake-
up or die’ time. One of the main reasons I wanted to stop was because heroin
suppressed just about all of my emotions and I desperately wanted to feel something
again. Without emotions I had no incentive to drive a car, love a woman, get a house,
fly a kite; without emotions I was a zombie. I was living with someone at the time
who used to go out every day and do all the scheming for money for drugs. But I
wasn’t going to put my neck on the line any longer by risking going to prison, so
the day he left I knew was the day I was going to give up for good. Without support
from a drug worker, I stopped using heroin and 2 days later started taking buprenor-
phine, which to my mind is a godsend; on the third day, I was up and about, helping
deliver 7 tonnes of food aid and feeling great. Since that day I have not wanted to take
heroin at all.

After 23 years, I had stopped using drugs. It had been a relatively simple process
and I wondered why it could not have happened before. But it hadn’t happened, prob-
ably because I had not been able to break the cycle before. I realised that this was the
time that one big window of opportunity was opening; but, without doing something
to keep me occupied, I knew there was every chance of slipping backwards.

I found a crumbling self-help group with one person attending and one part-time
staff member; we managed to bring that group back to life. I spent the next 2 and a
half years volunteering support to others who wanted to use self-help. I've also had
lots of input into my local addiction organisations as well as national input; this in
turn helped me to help myself.

Since this time, I've never looked back. I’ve had so much energy and time to start
enjoying it all. Life is radically different: buprenorphine, which I take daily, has
helped me gain stability and self-respect. I no longer have the worry of being in and
out of prison because I don’t need to go out on the streets looking for money for
heroin. And, thanks to buprenorphine, I really don’t have any craving for heroin. I am
now thinking about stopping taking buprenorphine.

Since stopping using drugs, I still get depression but it’s much easier to handle and
much less frequent. I can sometimes feel depressed for days on end, but usually all I
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need to do is think about the desperation I felt from 23 years of using; I then just make
a simple comparison.

The drug use has taken its toll on my physical health. I had a blood test after I
stopped taking heroin and found out that I have hepatitis C. The doctor didn’t give me
any sympathy and told me that I can expect to be dead within 30 years after my liver
becomes cancerous. I still have the virus, which hasn’t got any worse over the years,
but I am giving some thought to having it treated soon.

I didn’t learn lessons I should or could have while using, but now with clarity of
mind, one of the many lessons I’ve learned is that it will pass, but if any window of
opportunity opens before it does pass, I take it.

Since I first started using, I think that overall the whole of the field of care has
changed for the better. I believe that listening to addicts’ and ex-addicts’ views on
treatment has reformed drug treatment services nationwide. Many more doctors have
become involved with community treatment and, from my experience, really do care.

3.11.2 Testimony B

I witnessed drug and alcohol misuse very early on in my life, either through relatives
who openly smoked cannabis in front of me, or simply by being present at drinking
parties in my home, but my own first-hand experience of illicit drugs began when I
was 11 years old. I had just started senior school and I knew that drugs were available
there, due to the fact that I had cousins at the school who used drugs. Soon after start-
ing senior school, I was associating with older pupils; after school at a friend’s house,
we inhaled some poppers (amyl nitrate) that my friend had stolen from his aunt, but
I didn’t really like the experience. Shortly after that, we used our dinner money to buy
a small amount of hash from one of my cousins. We smoked a spliff during the lunch
break, and I was so smashed that I couldn’t go back to school.

After this experience, I smoked cannabis as often as I could afford, but I used to read
up on all the different drugs and their effects, and what I really wanted to try out was
LSD, which during that time was in plentiful supply, and also at a relatively low price.
Before long, I had found someone prepared to sell me acid on a regular basis. Following
this experience, I then moved on to just about all of the other drugs available at that
time, and by the age of 14, I was selling drugs in and outside school. Eventually, I was
expelled from school for selling drugs, non-attendance and disruption. No charges were
brought, but I acquired a label as someone who could be approached for drugs.

I realised very early on during my substance misuse that I had a problem. At the
time, I couldn’t admit, or in some cases fully comprehend, some of the reasons why
I used drugs and drank alcohol, although now that I look back, I am able to identify
the reasons. It would be difficult to provide a summary-like version of the antecedents
to my drug use and criminality, except to say that I felt the need to opt out of reality.
I definitely knew I had a problem because I could see that my habits were different
from other people’s. Most people with whom I took drugs would all gather round at
one of our houses; then, at a particular time, they would have to go home, as they were
expected to, because they had to be at school. However, I didn’t, so I would then go
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on to an older person’s house, where I would take more amphetamine, smoke
cannabis all night and drink. Very quickly, my circle of ‘friends’ was reduced to
people who were similar to me. I used to stay awake for days at a time, and the major-
ity of people who I came into contact with were just buying drugs from me. During
this time, despite the fact that I was still enjoying taking certain drugs, I led a lonely,
maladjusted life. I used to take such large amounts of drugs (several types at once)
that I’d experience many unpleasant effects; my health began to suffer at an early age,
and I later contracted hepatitis C. I had become addicted, was surrounded by drugs,
had become accustomed to a particular lifestyle and, above all, didn’t feel able or
ready to even contemplate a life without drugs.

My drug use devastated my family, and my family’s drug use devastated me. (My
mother didn’t use drugs, although she is an alcoholic, and her steady, almost
controlled use of alcohol was very different from my chaotic use of many different
kinds of drugs.) I had a very bad attitude, and made my mother’s home unsafe to live
in. Police would bust the house at least twice a year for about 10 years. People would
come to the house demanding money; one time, I was even kidnapped, and my
mother had to bail me out. I had my life threatened several times during my drug use,
and I used to keep guns, knives, CS gas and a whole range of weapons in my mother’s
house. My younger brothers suffered as a result of this behaviour, and the only time
they ever felt safe was when I was in prison. My mother found me when I almost died
from an overdose, and watched me waste away to nothing over years of drug abuse.

I first accessed treatment services when I was 18. I obtained a methadone script,
which was eventually three times a week, but I had absolutely no interest in coming
off drugs. I used to sell my script most of the time in those days, and viewed my drugs
worker as an inconvenience. I didn’t need him at that stage, as I wasn’t destitute, and
was just taking the piss. One month, when I wasn’t even dependent on opioids, I had
to buy some methadone, because I had a routine urine test coming up, and knew that
I had to have some meth in my system. I didn’t even take the methadone that I scored;
I gave it to someone else, and submitted their urine, which I heated up with a lighter
in the toilets of the service. In those days, as far as I was concerned, they either didn’t
give a shit, or just didn’t know the score.

Over the years, I got more tired of using and in real need of help. I went through
many different services, prescribers, GPs and counsellors, until I eventually arrived at
the stage where I was truly ready to give up drugs. It was around this time, at the age
of 25, after 16 years of substance misuse, that I had enough. When I got to this stage,
I began to be truthful with the workers with whom I came into contact, with reason-
able results, although none of the community-based staff could deliver what I needed.
Some of them didn’t have the skills, personally or professionally, and just couldn’t
imagine what it was like for me at that point in my life. I had become so immersed in
the lifestyle, and had ingrained habitual behaviour, that any work they attempted to do
with me was generally ineffective, because the one important aspect of my addiction
which they had no control over was my personal circumstances and my immediate
environment.

I decided to enter a detox programme while inside prison in November 2003. To
gain entry into the programme, I had to agree to go onto the drug-free wing within
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the prison, which was a standard prison wing, exactly the same as the rest of the
prison. Also, I had to agree to a regime of regular urine testing. The unit wasn’t actu-
ally drug free in reality, although there were definitely more prisoners who were not
using heroin and other drugs, and perhaps a few more positive attitudes. At the time
of making the decision, I was absolutely desperate to be detoxified.

Drugs for the detoxification were administered by the prison healthcare team; the
programme consisted of a 3-week buprenorphine reduction programme, with one-to-
one support on a regular basis, although not by anyone who was a trained drugs
worker or counsellor. The unit itself was run by prison officers, managed by two offi-
cers in particular who showed the most interest in drug treatment, although they were
by no means specialists. It was as close as one could be to a detox centre within that
setting, given that the majority of those accessing it had absolutely no intention of
trying to become or remain drug free. In spite of this, I was determined to get some-
thing out of it, and took advantage of everything that was on offer, such as comple-
mentary therapies like auricular acupuncture, relaxation sessions and one-to-one
sessions, which I enjoyed. It was respite for me, in the sense that it was a different
atmosphere from the prison wing.

I didn’t complete the detox in prison, as I was bailed onto a DTTO. On release from
prison, I was offered no follow-up support. I went back to my home town and accessed
my local drug services, who seeing the effort I had made not to use upon release, got a
script sorted out for me on the day that I saw them. I’d been a client at this place for a
number of years, but I had never received treatment as efficient as this, and I made full
use of it in a positive way. If I had to pinpoint one aspect of the care that was good, it
would be the way that the service, at that particular point in my treatment journey, made
an effort to provide me with seamless care. From there, I was taken up by my local
DTTO team who took my script over. The prescribing nurse and my keyworker in
probation agreed that I should be maintained on buprenorphine for the duration of the
12-month order, to try and maximise my chances of addressing my needs at that time.

I didn’t complete the DTTO, because I got sick and tired of it. I had a discussion with
my personal probation officer about the possibility of entering residential treatment, as I
felt unable to cope with the situation I was in at that time. I went into a residential reha-
bilitation centre in 2004 in order to address my addiction, as I needed a holistic package
of care, which thankfully I received during a 12-month programme. I managed to secure
a place at a residential rehab, just 6 months after being bailed from prison. The rehab was
a therapeutic community with 36 beds and used cognitive behavioural therapy (CBT)
techniques. I went through opioid withdrawal without the assistance of any substitutes,
or adjunctive medicine. In the end, it was other people that helped me to get through my
withdrawals, not chemicals. My relationship with my keyworker in rehab was one of
complete honesty, trust and mutual respect. This person was the catalyst that enabled me
to explore the underlying issues that underpinned my substance misuse. They helped me
achieve this by being empathic, determined and creative in their practice, as well as effec-
tively coordinating my care with other agencies.

I now lead a very happy and fulfilling life. I have chosen not to drink alcohol or
use any illicit substances, nor do I commit crime. I have a family of my own now
who have never known me under the influence of drugs or alcohol. I work in the drug
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treatment field, as a support worker at a residential rehab. I also teach at a pupil
referral unit, and I’m half way through a sociology degree with the Open University.
In the next academic year, I'm going to take a place at my local university to embark
on a degree in social work. I plan to specialise in working with families with
substance misuse problems. I currently sit on an advisory group that informs social
work students about transferring their academic skills into good practice.

Although my drug use led to a few physical ailments, I feel relatively healthy now,
as I've been drug free for nearly 4 years. When I entered residential rehab, a GP
referred me to a liver specialist, who treated the hepatitis, and I've been clear of the
virus for nearly 2 years.

I have many tools that aid me in my recovery at present, all of which I've accu-
mulated over time. I believe that every individual has their own unique set of circum-
stances, thus their own set of precursors or reasons that lead to problematic drug use
in the first place. Based on this, I would say that each person needs to find what is
right for them, not just in terms of treatment, but also after treatment. Personally,
I keep myself extremely busy, not just with my social-care-related work, but in every-
thing I do. I make sensible choices when it comes to who I associate with, where
I live (I've subsequently relocated) and how I behave towards others.

3.12 IMPACT OF DRUG MISUSE ON FAMILIES AND CARERS

There is an increasing recognition that drug misuse affects the entire family and the
communities in which these families live. The NTA user satisfaction survey found
that 25% of respondents felt that staff did not offer families and carers enough support
(Best et al., 2006a). The Home Office’s updated Drug Strategy (2002) includes
targets on increasing access to help, advice and counselling for parents, carers and
families of people who misuse drugs. Staff should be particularly aware of the needs
of children (ACMD, 2003 & 2007) and consider their own responsibility under the
Children Act (1989).

There has also been a growth in carer organisations, most notably Adfam and
Families Anonymous, for carers of people who misuse drugs, and over 100 peer-
support family groups in the UK founded on parents’ own experience of drug use in
their families. Families Anonymous is a self-help service based on the 12-steps and is
aimed at helping families affected by drug use and behavioural problems (for further
details on evidence for the effectiveness of 12-steps and similar approaches, see
NCCMH, 2008). Families attend meetings on a regular basis and share their experi-
ences with other families. However, despite the recognition of carers’ needs and the
growth of carer organisations, there is a rather limited evidence base assessing the
impact on carers/families of drug misuse, on interventions intended to support them,
and even less attention given to the needs of the family/carer in their own right. Most
interventions have targeted carers/families primarily to improve outcomes of the
person who misuses drugs and only secondarily to address the needs of the family.

Adfam’s report (Sims, 2002) identified a number of needs of families of people
who misuse drugs and alcohol. One of the major needs reported by families was
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coping with stigma. It was argued that stigma was a major barrier in preventing carers
or family members from accessing services, both in terms of actual exclusion from
primary care services as well as self-exclusion through fear of being judged. A further
need was to access services. Provision of services for families of people who misuse
drugs was found to be rather limited (see also Bancroft et al., 2002), but even where
these services were available, many families were either not aware of them or did not
know how to access them. Many families also perceived themselves to be excluded
from participation in the treatment provided for their family member. Some families
felt that workers were hiding behind confidentiality when they could have provided
general information about treatment. Families may also have different treatment goals
from the person misusing drugs and staff involved in his or her care.

The involvement of families and carers remains problematic, but many families
express a clear desire for the person with a drug problem to become abstinent and
detoxification has a clear role to play in this. Appropriate involvement of family
members in the assessment and engagement process may both support the family
member and facilitate a more successful outcome. Some psychosocial interventions
also explicitly involve family members with the aim of maintaining abstinence
following detoxification (see Chapter 7).

3.12.1 Clinical practice recommendations

3.12.1.1 Staff should discuss with people who present for detoxification whether to
involve their families and carers in their assessment and treatment plans.
However, staff should ensure that the service user’s right to confidentiality
is respected.
3.12.1.2  Staff should ask families and carers about, and discuss concerns regarding,
the impact of drug misuse on themselves and other family members,
including children. Staff should also:
® offer family members and carers an assessment of their personal, social
and mental health needs
® provide verbal and written information and advice on the impact of
drug misuse on service users, families and carers
® provide information about detoxification and the settings in which it
may take place
® provide information about self-help and support groups for families and
carers.

313 ECONOMIC IMPACT OF DRUG MISUSE

Drug misuse is a growing public health concern that carries a substantial economic
burden. It is associated with high healthcare and social costs, mainly as a result of trans-
mission of infectious disease, crime and violence (Petry er al., 2004). It has been esti-
mated that problematic drug use accounts for annual social costs in England and Wales
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of approximately £11,961 million, or £35,455 per user, per year (Godfrey et al., 2002).
Chronic health problems comprise a significant element of the health and social care
costs of drug misuse. It has been estimated that the prevalence of HIV among new
injecting drug users in London reaches 4.2% (Judd et al., 2005). Godfrey and
colleagues (2002) estimated the median number of HIV-positive injectors in England
and Wales in 2002 to comprise 931 asymptomatic individuals, 1,756 symptomatic
and 1,007 with AIDS. The same authors estimated the median per person annual cost
of combination therapy at £13,381 for asymptomatic, £14,222 for symptomatic and
£24.314 for people with AIDS. These estimates yielded median annual costs to the NHS
of £12.5 million, £25 million and £24 million, respectively, totalling over £60 million.

In 1999, the reported prevalence of hepatitis B in injecting drug users was esti-
mated at 25% among those attending agencies in London and 17% outside London,
with a combined estimate for England and Wales of 21% (Godfrey et al., 2002).
Based on these estimates, the same study calculated that the number of injecting drug
users who were infected with hepatitis B in 2002 was roughly 54,000. An annual cost
of £143 per year assumes a lifetime cost of £4,300 to treat people with hepatitis over
their average life expectancy of 30 additional years (Godfrey et al., 2002). The annual
NHS treatment cost of hepatitis B for injecting drug users was therefore calculated at
approximately £7.8 million (Godfrey et al., 2002). Similar estimates for hepatitis C
(based on a median 2002 estimate of 81,782 injecting drug users with the virus)
yielded an annual NHS treatment cost of £11.7 million (Godfrey et al., 2002). Beyond
the healthcare costs incurred directly by the users, the NHS costs relating to treatment
of neonates affected by mothers’ drug misuse were calculated at £4.3 million per year
(Godfrey et al., 2002), with the annual cost of social services in caring for these chil-
dren amounting to £63 million.

Including primary care, emergency departments, inpatient care, community
mental health, and inpatient mental healthcare, problem drug users are estimated to
cost the health service between £283 million and £509 million per year (Godfrey
et al., 2002). This estimate was in addition to psychosocial interventions, which at
present cost £1,000 per user, per year (Godfrey et al., 2002). Furthermore, drug
misuse substantially increases crime-ralated costs. Godfrey and colleagues (2002)
estimated that the criminal justice system and crime victim costs were £2,366 million
and £10,556 million respectively, based on the medium estimates of the number of
problematic drug users. Criminal justice costs include costs associated with drug
arrests for acquisitive crimes, stays in police custody, appearances in court, and stays
in prison; crime victim costs refer to material or physical damage, crime victims’ loss
and expenditures taken in anticipation of crime.

The above estimates did not consider the impact of current drug use on future
healthcare demands, the lost output of the victim or perpetrator of crime, nor the
intangible effects on the community at large, such as security expenditure, property
depreciation or increased reliance on private transportation. It is therefore evident that
drug misuse places a considerable economic burden to the health service and society
as a whole.
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4. METHODS USED TO DEVELOP
THIS GUIDELINE

4.1 OVERVIEW

The development of this guideline drew upon methods outlined by NICE (The

Guidelines Manual' [NICE, 2006a]). A team of healthcare professionals, lay repre-

sentatives and technical experts known as the Guideline Development Group (GDG),

with support from the NCCMH staff, undertook the development of a patient-centred,

evidence-based guideline. There are six basic steps in the process of developing a

guideline:

® Define the scope, which sets the parameters of the guideline and provides a focus
and steer for the development work

® Define clinical questions considered important for practitioners and service users

® Develop criteria for evidence searching and search for evidence

® Design validated protocols for systematic review and apply to evidence recovered
by search

® Synthesise and (meta-) analyse data retrieved, guided by the clinical questions,
and produce evidence profiles

® Answer clinical questions with evidence-based recommendations for clinical
practice.

The clinical practice recommendations made by the GDG are therefore derived
from the most up-to-date and robust evidence base for the clinical and cost effective-
ness of opioid detoxification for people who misuse drugs. In addition, to ensure a
service user and carer focus, the concerns of service users and carers regarding health
and social care have been highlighted and addressed by good practice points and
recommendations agreed by the whole GDG.

4.2 THE SCOPE

Guideline topics are selected by the Department of Health (DH) and the Welsh Assembly
Government, which identify the main areas to be covered by the guideline in a specific
remit (see The Guideline Development Process — An Overview for Stakeholders, the
Public and the NHS (second edition)? [NICE, 2006b]). The remit for this guideline was
translated into a scope document by staff at the NCCMH (see Appendix 1).

The purpose of the scope was to:
® provide an overview of what the guideline would include and exclude

! Available from: www.nice.org.uk
2Available from: www.nice.org.uk
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® identify the key aspects of care that must be included
® sct the boundaries of the development work and provide a clear framework to
enable work to stay within the priorities agreed by NICE and the National

Collaborating Centre and the remit from the DH/Welsh Assembly Government
® inform the development of the clinical questions and search strategy
inform professionals and the public about the expected content of the guideline
® keep the guideline to a reasonable size to ensure that its development could be

carried out within a 12-month period.

The draft scope was subject to consultation with stakeholders over a 4-week
period. During the consultation period, the scope was posted on the NICE website
(www.nice.org.uk). Comments were invited from stakeholder organisations and the
Guideline Review Panel (GRP). Further information about the GRP can also be found
on the NICE website. The NCCMH and NICE reviewed the scope in light of
comments received, and the revised scope was signed off by the GRP.

4.3 THE GUIDELINE DEVELOPMENT GROUP

The GDG consisted of: two service users and a carer, and professionals from
psychiatry, clinical psychology, pharmacology, toxicology, nursing, general practice,
the prison service and the private and voluntary sectors. The guideline development
process was supported by staff from the NCCMH, who undertook the clinical litera-
ture searches, reviewed and presented the evidence to the GDG, managed the process,
and contributed to drafting the guideline.

4.3.1 Guideline Development Group meetings

Nine GDG meetings were held between January 2006 and April 2007. During each
day-long GDG meeting, in a plenary session, clinical questions and clinical and
economic evidence were reviewed and assessed, and recommendations formulated.
At each meeting, all GDG members declared any potential conflict of interests, and
service user and carer concerns were routinely discussed as part of a standing agenda.

4.3.2 Topic groups

The GDG divided its workload along clinically relevant lines to simplify the guide-
line development process, and GDG members formed smaller topic groups to under-
take guideline work in that area of clinical practice. Topic group 1 covered questions
relating to pharmacology and physical treatments; topic group 2 covered psychoso-
cial treatments; topic group 3 covered inpatient and prison settings; and topic
group 4 covered testing methods. These groups were designed to efficiently manage
the large volume of evidence appraisal prior to presenting it to the GDG as a whole.
Each topic group was chaired by a GDG member with expert knowledge of the topic
area (one of the healthcare professionals). Topic groups refined the clinical questions
and the clinical definitions of treatment interventions, reviewed and prepared the
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evidence with the systematic reviewer before presenting it to the GDG as a whole,
and helped the GDG to identify further expertise in the topic. Topic group leaders
reported the status of the group’s work as part of the standing agenda. They also intro-
duced and led the GDG discussion of the evidence review for that topic and assisted
the GDG Chair in drafting that section of the guideline relevant to the work of each
topic group.

4.3.3 Service users and carers

Individuals with direct experience of services gave an integral service-user focus to
the GDG and the guideline. The GDG included two service users and a carer. They
contributed as full GDG members to writing the clinical questions, helping to ensure that
the evidence addressed their views and preferences, highlighting sensitive issues and
terminology relevant to the guideline, and bringing service-user research to the attention
of the GDG. In drafting the guideline, they contributed to writing the guideline’s intro-
duction and identified recommendations from the service user and carer perspective.

434 Special advisors

Special advisors, who had specific expertise in one or more aspects of treatment and
management relevant to the guideline, assisted the GDG, commenting on specific
aspects of the developing guideline and making presentations to the GDG. Appendix
3 lists those who agreed to act as special advisors.

4.3.5 National and international experts

National and international experts in the area under review were identified through
the literature search and through the experience of the GDG members. These experts
were contacted to recommend unpublished or soon-to-be published studies in order
to ensure up-to-date evidence was included in the development of the guideline. They
informed the group about completed trials at the pre-publication stage, systematic
reviews in the process of being published, studies relating to the cost effectiveness of
treatment, and trial data if the GDG could be provided with full access to the
complete trial report. Appendix 6 lists researchers who were contacted.

44 CLINICAL QUESTIONS

Clinical questions were used to guide the identification and interrogation of the
evidence base relevant to the topic of the guideline. Before the first GDG meeting,
draft questions were prepared by NCCMH staff based on the scope and an overview
of existing guidelines. They were then discussed by the GDG at their first two
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meetings and amended as necessary. Where appropriate, the questions were refined
once the evidence had been searched and, where needed, sub-questions were gener-
ated. The final list of clinical questions can be found in Appendix 7.

For questions about interventions, the PICO (patient, intervention, comparison and
outcome) framework was used. This structured approach divides each question into
four components: the patients (the population under study), the interventions (what is
being done), the comparisons (other main treatment options) and the outcomes (the
measures of how effective the interventions have been) (see Text Box 2).

Text Box 2: Features of a well-formulated question on effectiveness
intervention — the PICO guide

Patients/population | Which patients or population of patients are we interested
in? How can they be best described? Are there subgroups
that need to be considered?

Intervention Which intervention, treatment or approach should be
used?

Comparison What is/are the main alternative/s to compare with the
intervention?

Outcome What is really important for the patient? Which outcomes

should be considered: intermediate or short-term meas-
ures; mortality; morbidity and treatment complications;
rates of relapse; late morbidity and readmission; return to
work, physical and social functioning and other measures
such as quality of life; general health status; costs?

For questions relating to diagnosis, the PICO framework was not used, since such
questions do not involve an intervention designed to treat a particular condition. Rather,
the questions were designed to pick up key issues specifically relevant to diagnostic
tests, for example their accuracy, reliability, safety and acceptability to the patient.

In some situations the prognosis of a particular condition is of fundamental impor-
tance, over and above its general significance in relation to specific interventions.
Areas where this is particularly likely to occur relate to assessment of risk, for exam-
ple in terms of behaviour modification or screening and early intervention. In
addition, questions related to issues of service delivery are occasionally specified in
the remit from the DH/Welsh Assembly Government. In these cases, appropriate clin-
ical questions were developed to be clear and concise.

To help facilitate the literature review, a note was made of the best study design
type to answer each question. There are four main types of clinical questions
of relevance to NICE guidelines. These are listed in Text Box 3. For each type of
question the best primary study design varies, where ‘best’ is interpreted as ‘least
likely to give misleading answers to the question’.
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However, in all cases, a well-conducted systematic review of the appropriate type
of study is likely to always yield a better answer than a single study.

Deciding on the best design type to answer a specific clinical or public health
question does not mean that studies of different design types addressing the same
question were discarded.

Text Box 3: Best study design to answer each type of question

Type of question Best primary study design
Effectiveness or other impact Randomised controlled trial (RCT); other
of an intervention studies that may be considered in the absence

of an RCT are the following:
internally/ externally controlled before and
after trial, interrupted time-series

Accuracy of information Comparing the information against
(for example, risk factor, test, a valid gold standard in a randomised
prediction rule) trial or inception cohort study

Rates (of disease, patient Cohort, registry, cross-sectional study

experience, rare side effects)

Costs Naturalistic prospective cost study

4.5 SYSTEMATIC CLINICAL LITERATURE REVIEW

The aim of the clinical literature review was to systematically identify and synthesise
relevant evidence from the literature in order to answer the specific clinical questions
developed by the GDG. Thus, clinical practice recommendations are evidence-based,
where possible, and if evidence is not available, consensus methods were used (see
Section 4.5.6) and the need for future research was specified.

4.5.1 Methodology

A step-wise, hierarchical approach was taken to locating and presenting evidence to
the GDG. The NCCMH developed this process based on methods set out in the The
Guidelines Manual® (NICE, 2006a) and after considering recommendations from a
range of other sources. These included:

® Centre for Clinical Policy and Practice of the New South Wales Health Department
® Clinical Evidence Online

® The Cochrane Collaboration

3Available from: www.nice.org.uk
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® Grading of Recommendations: Assessment, Development, and Evaluation
(GRADE) Working Group

New Zealand Guideline Group

NHS Centre for Reviews and Dissemination

Oxford Centre for Evidence-Based Medicine

Oxford Systematic Review Development Programme

Scottish Intercollegiate Guidelines Network (SIGN)

United States Agency for Health Research and Quality.

4.5.2 The review process

After the scope was finalised, a more extensive search for systematic reviews and
published guidelines was undertaken. Existing NICE guidelines were updated where
necessary. Other relevant guidelines were assessed for quality using the AGREE
instrument (AGREE Collaboration, 2003). The evidence base underlying high-
quality existing guidelines was utilised and updated as appropriate.

At this point, the review team, in conjunction with the GDG, developed a review
protocol that detailed all comparisons necessary to answer the clinical questions. The
initial approach taken to locating primary-level studies depended on the type of clin-
ical question and availability of evidence.

The GDG decided which questions were best addressed by good practice based on
expert opinion, which questions were likely to have a good evidence base and which
questions were likely to have little or no directly relevant evidence. Recommendations
based on good practice were developed by informal consensus of the GDG. For
questions with a good evidence base, the review process depended on the type of key
question (see below). For questions that were unlikely to have a good evidence base, a
brief descriptive review was initially undertaken by a member of the GDG.

Searches for evidence were updated 6—8 weeks before the stakeholder consulta-
tion. After this point, studies were included only if they were judged by the GDG to
be exceptional (for example, the evidence was likely to change a recommendation).

The search process for questions concerning interventions

For questions related to interventions, the initial evidence base was formed from well-
conducted RCTs that addressed at least one of the clinical questions. Although there
are a number of difficulties with the use of RCTs in the evaluation of interventions in
mental health, the RCT remains the most important method for establishing treatment
efficacy (this is discussed in more detail in appropriate clinical evidence chapters).
For other clinical questions, searches were for the appropriate study design.

All searches were based on the standard mental health related bibliographic data-
bases (EMBASE, MEDLINE, PsycINFO, Cochrane Library, CINAHL) for all trials
potentially relevant to the guideline. The search was not restricted to English language
publications but included papers from other languages where native speakers were
available to translate.

Where the evidence base was large, recent high-quality English-language systematic
reviews were used primarily as a source of RCTs (see Appendix 10 for quality criteria
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used to assess systematic reviews). However, in some circumstances existing datasets
were utilised. Where this was the case, data were cross-checked for accuracy before
use. New RCTs meeting inclusion criteria set by the GDG were incorporated into the
existing reviews and fresh analyses performed.

After the initial search results were scanned liberally to exclude irrelevant papers,
the review team used a purpose-built ‘study information’ database to manage both the
included and the excluded studies (eligibility criteria were developed after consulta-
tion with the GDG). For questions without good-quality evidence (after the initial
search), a decision was made by the GDG about whether to (a) repeat the search using
subject-specific databases (for example, AMED, SIGLE or PILOTS), (b) conduct a
new search for lower levels of evidence, or (c) adopt a consensus process (see Section
4.5.6). Future guidelines will be able to update and extend the usable evidence base
starting from the evidence collected, synthesised and analysed for this guideline.

In addition, searches were made of the reference lists of all eligible systematic
reviews and included studies, as well as the list of evidence submitted by stakeholders.
Known experts in the field (see Appendix 6), based both on the references identified
in early steps and on advice from GDG members, were sent letters requesting relevant
studies that were in the process of being published®. In addition, the tables of contents
of appropriate journals were periodically checked for relevant studies.

The search process for questions of diagnosis and prognosis

For questions related to diagnosis and prognosis, the search process was the same as
described above, except that the initial evidence base was formed from studies with
the most appropriate and reliable design to answer the particular question. That is, for
questions about diagnosis, the initial search was for cross-sectional studies and for
questions about prognosis, it was for cohort studies of representative patients. In situ-
ations where it was not possible to identify a substantial body of appropriately
designed studies that directly addressed each clinical question, a consensus process
was adopted (see Section 4.5.6).

Search filters

Search filters developed by the review team consisted of a combination of subject
heading and free-text phrases. Specific filters were developed for the guideline topic,
and where necessary, for each clinical question. In addition, the review team used
filters developed for systematic reviews, RCTs and other appropriate research designs
(see Appendix 8).

Study selection

All primary-level studies included after the first scan of citations were acquired in full
and re-evaluated for eligibility at the time they were being entered into the study
information database. Eligibility criteria were developed for each clinical question
and are described in the relevant clinical evidence chapters. Eligible systematic

4Unpublished full trial reports were also accepted where sufficient information was available to judge
eligibility and quality (see section on unpublished evidence overleaf).
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reviews and primary-level studies were critically appraised for methodological
quality (see Appendix 10 and Appendix 15 [the characteristics of reviewed studies
tables]). The eligibility of each study was confirmed by at least one member of the
appropriate topic group.

For some clinical questions, it was necessary to prioritise the evidence with
respect to the UK context (that is, external validity). To make this process explicit, the
topic groups took into account the following factors when assessing the evidence:
® participant factors (for example, gender, age and ethnicity)
® provider factors (for example, model fidelity, the conditions under which the inter-

vention was performed and the availability of experienced staff to undertake the

procedure)
® cultural factors (for example, differences in standard care and differences in the
welfare system).

It was the responsibility of each topic group to decide which prioritisation factors
were relevant to each clinical question in light of the UK context and then decide how
it should modify its recommendations.

Unpublished evidence

The GDG used a number of criteria when deciding whether or not to accept unpub-
lished data. First, the evidence must have been accompanied by a trial report contain-
ing sufficient detail to properly assess the quality of the data. Second, the evidence
must have been submitted with the understanding that data from the study and a
summary of the study’s characteristics would be published in the full guideline (there-
fore, the GDG did not accept evidence submitted as commercial in confidence).
However, the GDG recognised that unpublished evidence submitted by investigators
might later be retracted by those investigators if the inclusion of such data would
jeopardise publication of their research.

4.5.3 Data extraction and synthesising the evidence

Outcome data were extracted from all eligible studies that met the quality criteria.
Where possible, meta-analysis was used to synthesise the evidence using Review
Manager 4.2.8 (Cochrane Collaboration, 2005). If necessary, reanalyses of the data or
sub-analyses were used to answer clinical questions not addressed in the original
studies or reviews.

Where possible, dichotomous efficacy outcomes were calculated on an intention-
to-treat basis (that is, a ‘once-randomised-always-analyse’ basis). This assumes that
those participants who ceased to engage in the study — from whatever group — had an
unfavourable outcome. Adverse effects were entered into Review Manager as
reported by the study authors because it was usually not possible to determine
whether early withdrawals had an unfavourable outcome. For the outcome ‘leaving
the study early for any reason’, the denominator was the number randomised.

Included/excluded studies tables, generated automatically from the study informa-
tion database, were used to summarise general information about each study (see
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Appendix 15). Where meta-analysis was not appropriate and/or possible, the reported
results from each primary-level study were also presented in the included studies
table (and included, where appropriate, in a narrative review).

Consultation was used to overcome difficulties with coding. Data from studies
included in existing systematic reviews were extracted independently by one reviewer
and cross-checked with the existing dataset. Where possible, two independent review-
ers extracted data from new studies. Where double data extraction was not possible,
data extracted by one reviewer was checked by the second reviewer. Disagreements
were resolved with discussion. Where consensus could not be reached, a third
reviewer resolved the disagreement. Masked assessment (that is, blind to the journal
from which the article comes, the authors, the institution and the magnitude of the
effect) was not used since it is unclear that doing so reduces bias (Jadad et al., 1996;
Berlin, 1997).

4.54 Presenting the data to the GDG

Summary characteristics tables and, where appropriate, forest plots generated with
Review Manager, were presented to the GDG, in order to prepare an evidence profile
for each review and to develop recommendations.

Evidence profile tables
An evidence profile table was used to summarise both the quality of the evidence and
the results of the evidence synthesis (see Table 1 for an example of an evidence profile
table). Each table included details about the quality assessment of each outcome:
number of studies, the study design, limitations (based on the quality of individual stud-
ies; see Appendix 10 for the quality checklists and Appendix 15 for details about each
study), information about the consistency of the evidence (see below for how consis-
tency was measured), directness of the evidence (that is, how closely the outcome meas-
ures, interventions and participants match those of interest) and any other
considerations (for example, effect sizes with wide confidence intervals [CIs] would be
described as imprecise data). Each evidence profile also included a summary of the
findings: number of patients included in each group, an estimate of the magnitude of the
effect, and quality of the evidence. The quality of the evidence was based on the qual-
ity assessment components (study design, limitations to study quality, consistency,
directness and any other considerations) and graded using the following definitions:
® High = Further research is very unlikely to change our confidence in the estimate
of the effect.
® Moderate = Further research is likely to have an important impact on our confi-
dence in the estimate of the effect and may change the estimate.
® Low = Further research is very likely to have an important impact on our confi-
dence in the estimate of the effect and is likely to change the estimate.
® Very low = Any estimate of effect is very uncertain.
For further information about the process and the rationale of producing an
evidence profile table, see GRADE (2004).

55



dJeIdPOIN Amhﬁ NAﬂ |v
0126°0) %S 1¥ %66 Ayurejrooun | AOUQISISUOOUL | SUOTJRIIWI]
6| coe® —| LTT¥d ¥91/89 091/88 QUON ON Jueyioduy ON| IDd 4
(L661) Touuo) 0 “(€661) WeESIN ‘(200T) SHAZIUIT ‘(661) Liue( [eAMeIpyIsA Jo uondrduro)
djeIdpoN (yS'¢ (1-)
01 .60) %6°8E WL eyep asieds | Ajurelrooun | AOUQISISUOOUL |  SUOTJRIIWI]
6| ODDD —| 98T ¥d 8I/L 81/€1 | Io asarduy ON | Juentodwr oN ON| IDYd I
(SO0Z) YoSIBIA SHUIISI[OPE Ul Juaun)edr) jo uondjduwo)
Y31 (Ts'1
0181 1) (%€ ¥S) (%1 €L) Ajurelraoun | AOUQ)SISUODUL |  SUOTIBIIWI]
6| ODDD - €eTHA|  L9T/SHI L92/961 duoN ON | tuenodur oN ON| IDY¥ S
(L661) Iouuo) 0 “(Z00T) SHZIUIT (S00T) NoMsTey ‘(€661) WESIN ‘(#661) LIuef jusunear) Jo uoydrduo)
(1D %S6) (1D %S6) | _ sistuoge SUOYEIIPISUOD saIpmys
dueprodury| Aend) | nfosqy | dANBEY | dSIudapy | durydioudadng JY)Q | SSOUPAI( | AdudysIsuo)) | suoneywry (uSisaq| Jo oN
103 sjuaned jo oN

sgurpuy jJo Arewwung

juduIssasse Ayeng)

(UMOYS 31e SIUW0IINO [[& JoU) S)STU0Se IISIIUIPE snsIdA durydioudadnq 10y d[goad DUIPIA FAVUD Jo sjdwexy :1 d[qeL




¢ < d¥¢

%0S < Zlg
Apmis QuQ,
@y | (90— 0
98°0—) Ajurerraoun | AouQ)SISUOOUT | SUOT)RIIWI]
DPDD|190—ANS - €€l €€l QUON ON |Jueptodwr oN ON | IDY €
(L661) Touu0) 0 “(£661) WeESIN (Z00T) SHAZIUIT [EMBIPYIM Yedd uedA
(1+)
Sye1op0 uoneroosse
PO (€59 Suong ((1-) (1-)
0168'1) %L TT %99/ eiep osieds [Ajurelrooun | AOUQ)SISUOOUT |  SUOTIRIIWI]
POOD ~| stewy 9¢/8 LLI6S | 10 asarduy ON |suenodur oN oN| 10¥ I
(S007) Surg juapedur 1oj dUUNSQY
UStH (579 (1+)
01/07) %1 %E €S UONBIDOSSE (AJUre)iaoun | AOUQ)SISUODUL | SUOLBIIWI]
PPDD —| 65°€qd TO/11 Sel/TL 3uong ON [1ueroduwr oN ON | 1D¥ 4

(2002) S1R7)UI'T “(S007) Sur Jusnedino Joy sdusunsqy




Methods used to develop this guideline

Forest plots

Forest plots were used to present the results of the meta-analyses to the GDG (see
Appendix 16). Each forest plot displayed the effect size and CI for each study, as well
as the overall summary statistic.

For dichotomous data, the graphs were generally organised so that the display of
data in the area to the right of the ‘line of no effect’ indicated a favourable outcome
for the treatment in question. Dichotomous outcomes were presented as relative risks
(RRs) with the associated 95% CI (for an example, see Figure 1). A relative risk (or
risk ratio) is the ratio of the treatment event rate to the control event rate. An RR of 1
indicates no difference between treatment and control.

The CI shows with 95% certainty the range within which the true treatment effect
should lie and can be used to determine statistical significance. If the CI does not
cross the ‘line of no effect’, the effect is statistically significant.

For continuous data, the graphs were generally organised so that the display of
data in the area to the left of the ‘line of no effect’ indicated a favourable outcome for
the treatment in question. Continuous outcomes were analysed as weighted mean
differences (WMD), or as standardised mean differences (SMD) when different
measures were used in different studies to estimate the same underlying effect (for an
example, see Figure 2). If provided, intention-to-treat data, using a method such as
‘last observation carried forward’, were preferred over data from completers.

To check for consistency between studies, both the I? test of heterogeneity and a
visual inspection of the forest plots were used. The I? statistic describes the propor-
tion of total variation in study estimates that is due to heterogeneity (Higgins &
Thompson, 2002). The I? statistic was interpreted in the following way:
® >50%: notable heterogeneity (an attempt was made to explain the variation, for

example outliers were removed from the analysis or sub-analyses were conducted

to examine the possibility of moderators. If studies with heterogeneous results

Figure 1: Example of a forest plot displaying dichotomous data

Review: DMP: Contingency Management (cm)

Comparison: 01 CM vs Control

Outcome: 10 Abstinence from cannabis (during treatment)

Study CcM Control RR (fixed) Weight RR (fixed)
or sub-category n/N n/N 95% Cl % 95% Cl

01 Minimum of 9 weeks continuous abstinence
Kadden2006 12/54 7/62 -+ 47.84
Subtotal (95% Cl) 54 62 i 47.84
Total events: 12 (CM), 7 (Control)

Test for heterogeneity: not applicable
Test for overall effect: Z = 1.55 (P = 0.12)

-

.97 [0.83, 4.64]
.97 [0.83, 4.64]

-

02 Minimum of 2 weeks continuous abstinence
Carroll 2006 15/34 7/33 —a— 52.16
Subtotal (95% Cl) 34 33 e 52.16
Total events: 15 (CM), 7 (Control)

Test for heterogeneity: not applicable
Test for overall effect: Z = 1.89 (P = 0.06)

N

.08 [0.97, 4.44]
.08 [0.97, 4.44]

N

Total (95% Cl) 88 95 B 100.00
Total events: 27 (CM), 14 (Control)

Test for heterogeneity: Chiz = 0.01, df =1 (P =0.92), 2= 0%
Test for overall effect: Z = 2.43 (P = 0.02)

N

.03 [1.15, 3.58]

01 02 05 1 2 5 10
Favours control ~ Favours CM
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Figure 2: Example of a forest plot displaying continuous data

Review: NCCMH clinical guideline review (Example)
Comparison: 01 Intervention A compared with a control group
Outcome: 03 Mean frequency (endpoint)

Study Intervention A Control SMD (fixed) Weight SMD (fixed)
or sub-category N Mean (SD) N Mean (SD) 95% Cl % 95% CI
01 Intervention A vs. control
Freeman1988 32 1.30(3.40) 20 3.70(3.60) —&— 25.91 -0.68 [-1.25, -0.10]
Griffiths 1994 20 1.25(1.45) 22 4.14 (2. 28— 17.83 -1.50 [-2.20, -0.81]
Lee1986 14 3.70(4.00) 14 10.10(17.50)—= 15.08 -0.49 [-1.24, 0.26]
Treasure1994 28 44.23(27.04) 24 61.40(24.97)—= 27.28 -0.65 [-1.21, -0.09]
Wolf1992 15 5.30(5.10) 11 7.10(4.60) —= 13.90 -0.36 [-1.14, 0.43]
Subtotal (95% Cl) 109 91 ¢ 100.00 -0.74 [-1.04, -0.45]
Test for heterogeneity: Chi? = 6.13, df = 4 (P = 0.19), I2 = 34.8%
Test for overall effect: Z = 4.98 (P < 0.00001)

-4 2 0 2 4

Favours intervention  Favours control

were found to be comparable, a random-effects model was used to summarise the
results (DerSimonian & Laird, 1986). In the random-effects analysis, heterogene-
ity is accounted for both in the width of CIs and in the estimate of the treatment
effect. With decreasing heterogeneity, the random-effects approach moves asymp-
totically towards a fixed-effects model).

® 30-50%: moderate heterogeneity (both the chi-squared test of heterogeneity and
a visual inspection of the forest plot were used to decide between a fixed- and
random-effects model).

® <30%: mild heterogeneity (a fixed-effects model was used to synthesise the results).

4.5.5 Forming the clinical summaries and recommendations

The included study tables, forest plots and evidence profiles formed the basis for
developing the evidence summaries and recommendations.

For intervention studies, quality assessment was conducted using SIGN method-
ology (SIGN, 2002) and classified according to a hierarchy (see Text Box 4).

Once the evidence profile tables and evidence summaries were finalised and
agreed by the GDG, recommendations were developed, taking into account factors
from the evidence, including trade-offs between the benefits and risks of treatment.
Other important factors that were considered in developing recommendations
included economic considerations, values of the GDG and society, and the group’s
awareness of practical issues (Eccles et al., 1998).

4.5.6 Consensus method used to answer a key question in the absence
of appropriately designed, high-quality research

In the absence of level-1 evidence (or a level that is appropriate to the question),
or where the GDG were of the opinion (on the basis of previous searches or their
knowledge of the literature) that there was unlikely to be such evidence, a consensus
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Text Box 4: Levels of evidence for intervention studies

Level | Type of evidence

1** | High-quality meta-analyses, systematic reviews of RCTs or RCTs with
a very low risk of bias

1t Well-conducted meta-analyses, systematic reviews of RCTs or RCTs
with a low risk of bias

1~ Meta-analyses, systematic reviews of RCTs or RCTs with a high risk of
bias*

2*t* | High-quality case—control or cohort studies with a very low risk
of confounding, bias or chance and a high probability that the
relationship is causal

2+ Well-conducted case—control or cohort studies with a low risk of
confounding, bias or chance and a moderate probability that the
relationship is causal

2- Case—control or cohort studies with a high risk of confounding bias or
chance and a significant risk that the relationship is not causal*

3 Non-analytic studies (for example, case reports and case series)

4 Expert opinion, consensus methods

*Studies with a level of evidence ‘-’ should not be used as a basis for making a recommendation.
Reproduced with permission from SIGN.

process was adopted. This process focused on those questions that the GDG

considered a priority.

The starting point for the process of consensus was that a member of the topic
group identified, with help from the systematic reviewer, a narrative review that most
directly addressed the key question. Where this was not possible, a brief review of the
recent literature was initiated.

This existing narrative review or new review was used as a basis for beginning an
iterative process to identify lower levels of evidence relevant to the clinical question and
to lead to written statements for the guideline. The process involved a number of steps:
1. A description of what is known about the issues concerning the clinical question

was written by one of the topic group members.

2. Evidence from the existing review or new review was then presented in narrative
form to the GDG and further comments were sought about the evidence and its
perceived relevance to the clinical question.

3. Based on the feedback from the GDG, additional information was sought and
added to the information collected. This may include studies that did not directly
address the clinical question but were thought to contain relevant data.
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4. If, during the course of preparing the report, a significant body of primary-level
studies (of appropriate design to answer the question) were identified, a full
systematic review was conducted.

5. At this time, subject possibly to further reviews of the evidence, a series of state-
ments that directly addressed the clinical question was developed.

6. Following this, on occasions and as deemed appropriate by the GDG, the report
was then sent to appointed experts outside of the GDG for peer review and
comment. The information from this process was then fed back to the GDG for
further discussion of the statements.

7. Recommendations were then developed and could also be sent for further exter-
nal peer review.

8. After this final stage of comment, the statements and recommendations were
again reviewed and agreed upon by the GDG.

4.6 SYSTEMATIC ECONOMIC LITERATURE REVIEW

The aim of the economic literature review was to contribute to the guideline’s devel-
opment by providing evidence on the relative cost effectiveness of different treatment
options covered in the guideline. This process had two stages:
® identification of the areas with likely major cost impacts within the scope of the
guideline
@ systematic review of existing evidence on the cost effectiveness of different detox-
ification treatment options for problem drug misuse.
In areas with likely major resource implications where economic evidence did not
already exist, economic modelling was undertaken alongside the guideline development
process, in order to provide cost-effectiveness evidence and assist decision making.

4.6.1 Key economic issues

The following areas relating to the management of drug misuse were identified by the
GDG in collaboration with the health economist as the key issues that should be
considered in the guideline:

® cost effectiveness of contingency management in opioid detoxification

® cost effectiveness of various settings for detoxification.

4.6.2 Search strategy

For the systematic review of economic evidence on detoxification for drug misuse the
standard mental health related bibliographic databases (EMBASE, MEDLINE,
CINAHL and PsycINFO) were searched. For these databases, a health economics
search filter adapted from the Centre for Reviews and Dissemination (CRD) at the
University of York was used in combination with a general filter for drug misuse. The
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subject filter employed a combination of free-text terms and medical subject headings,
with subject headings having been exploded. Additional searches were performed in
specific health economics databases (NHS EED, OHE HEED), as well as in the HTA
database. For the HTA and NHS EED databases, the general filter for drug misuse was
used. OHE HEED was searched using a shorter, database-specific strategy. Initial
searches were performed in April 2006. The searches were updated regularly, with the
final search undertaken between 4 and 6 weeks before the final submission to NICE.

In parallel with searches of electronic databases, reference lists of eligible studies
and relevant reviews were searched by hand. Studies included in the clinical evidence
review were also screened for economic evidence.

The systematic search for economic evidence on detoxification resulted in 12
potentially relevant studies. Full texts of all potentially eligible studies (including
those for which relevance/eligibility was not clear from the abstract) were obtained.
These publications were then assessed against a set of standard inclusion criteria by
the health economists, and papers eligible for inclusion were subsequently assessed
for internal validity. The quality assessment was based on the checklists used by the
British Medical Journal to assist referees in appraising full and partial economic
analyses (Drummond & Jefferson, 1996) (see Appendix 12).

4.6.3 Selection criteria

The following inclusion criteria were applied to select studies identified by the

economic searches for further analysis:

® No restriction was placed on language or publication status of the papers.

® Studies published from 1990 onwards were included. This date restriction was
imposed in order to obtain data relevant to current healthcare settings and costs.

® Only studies from Organisation for Economic Co-operation and Development
countries were included, as the aim of the review was to identify economic infor-
mation transferable to the UK context.

® Selection criteria based on types of clinical conditions and patients were identical
to the clinical literature review.

® Studies were included provided that sufficient details regarding methods and
results were available to enable the methodological quality of the study to be
assessed, and provided that the study’s data and results were extractable.

® Full economic evaluations that compared two or more options and considered
both costs and consequences (that is, cost-minimisation analysis [CMA], cost—
consequences analysis [CCA], cost-effectiveness analysis [CEA], cost—utility
analysis [CUA] or cost-benefit analysis [CBA]), were included in the review.

4.6.4 Data extraction

Data were extracted by the health economist using a standard economic data extrac-
tion form (see Appendix 13).
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4.6.5 Presentation of the results

The economic evidence identified by the health economics systematic review is
summarised in the respective chapters of the guideline, following presentation of the
clinical evidence. The characteristics and results of all economic studies included in
the review are provided in the form of evidence tables in Appendix 14. Results of
additional economic modelling undertaken alongside the guideline development
process are also presented in the relevant chapters.

4.7 STAKEHOLDER CONTRIBUTIONS

Professionals, service users and companies have contributed to and commented on

the guideline at key stages in its development. Stakeholders for this guideline include:

® Service user/carer stakeholders: the national service user and carer organisations
that represent people whose care is described in this guideline

® Professional stakeholders: the national organisations that represent healthcare
professionals who are providing services to service users

® Commercial stakeholders: the companies that manufacture medicines used in the
treatment of drug misuse

® Primary Care Trusts

® DH and Welsh Assembly Government.
Stakeholders have been involved in the guideline’s development at the following

points:

® Commenting on the initial scope of the guideline and attending a briefing meet-
ing held by NICE

® Contributing possible clinical questions and lists of evidence to the GDG

® Commenting on the draft of the guideline.

4.8 VALIDATION OF THIS GUIDELINE

Registered stakeholders had an opportunity to comment on the draft guideline, which
was posted on the NICE website during the consultation period. The GRP also
reviewed the guideline and checked that stakeholders’ comments had been addressed.

Following the consultation period, the GDG finalised the recommendations and
the NCCMH produced the final documents. These were then submitted to NICE.
NICE then formally approved the guideline and issued its guidance to the NHS in
England and Wales.
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5. ASSESSMENT AND TESTING

51 INTRODUCTION

Testing and assessment are important aspects in the management of detoxification.
Clinical assessment is important in deciding if detoxification is appropriate for the
service user (that is, if he or she is opioid dependent) and, if so, how most effectively
to manage the detoxification. Assessment is also important during detoxification,
including the careful monitoring of the service user’s progress and the level of his or
her withdrawal symptoms.

This chapter will discuss the process of conducting a clinical assessment before
and during detoxification. Additionally, the use of testing of body fluids and the use
of formal psychometric measurement as aids to clinical assessment and
treatment/monitoring will be considered.

5.2 CLINICAL ASSESSMENT IN THE MANAGEMENT
OF DETOXIFICATION
5.21 Clinical assessment of dependence

Most service users presenting for detoxification will show a clear history of opioid
dependence, whether by being on prescribed methadone or buprenorphine, or by the
clinical presentation of signs of illicit heroin use (for example, abundance of needle
marks). Some may have been misusing other opioids additional to any prescribed
medication. Often service users may also misuse and be dependent on benzodi-
azepines and/or alcohol, or stimulants such as cocaine or amphetamines.

It is important that any opioid detoxification regimen should be appropriate to the
service user’s degree of dependence and the extent of the withdrawal symptoms he or
she experiences. Errors have occurred where service users have persuaded the health-
care professional conducting a clinical assessment that their degree of opioid use and/or
dependence is significantly greater than it is in reality; in some such cases they have had
no dependence on or even use of opioid drugs at all. This can lead to the prescription of
dangerously high doses of opioids. Adequate assessment of a service user’s opioid
dependence status is therefore crucial prior to undertaking opioid detoxification.

Opioid dependence is normally diagnosed primarily through a clinical assessment
but can be assisted by testing for drugs in biological fluids and by the use of psycho-
metric measures. The clinical assessment of opioid dependence involves asking the
service user about the pattern and nature of his or her drug use, the extent of use and
treatment episodes in the past, to ascertain the degree of dependence (DH, 1999).
A formal psychometric measure may sometimes be employed as an aid to the
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assessment of dependence. For example, dependence is diagnosed according to the
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) when three or more
of the following criteria are present in a 12-month period: tolerance; withdrawal,
increasing use over time; persistent or unsuccessful attempts to reduce use; preoccu-
pation or excessive time spent on use or recovery from use; negative impact on
social, occupational or recreational activity; and continued use despite evidence of its
causing psychological or physical problems (APA, 1994).

The use of biological testing is important to confirm the reported use of specific
drugs, including prescribed and illicit opioids and other non-opioid drugs. In addition,
an examination of physical and psychiatric health is important to assist diagnosis of
dependence and to assess any further complication to the process, such as comorbid
physical or mental health problems or pregnancy (DH, 1999).

The clinical assessment of opioid dependence aids the clinician in determining the
level of caution required during detoxification. In particular, if the service user has a
low level of dependence or uncertain tolerance, it is vital that detoxification is
conducted in a setting that allows the clinician to observe withdrawal symptoms and
titrate medication accordingly. In general, detoxification is not required for people
who misuse drugs but are not dependent. In addition, caution is also required where
polysubstance use or possible polysubstance dependence (commonly alcohol and
benzodiazepines) is detected. Polysubstance dependence can complicate the detoxifi-
cation process and settings for titration therefore need to be appropriate for the level
of observation required.

Where a clinical assessment determines that the service user is misusing alcohol,
in addition to being opioid dependent, attempts should be made to address this.
The possibility should also be noted that a service user may substitute alcohol for
his or her previous opioid misuse during or after the detoxification process. Where
alcohol dependence is present, detoxification of alcohol should also be considered
either before (in community-based settings) or, if there is adequate medical
supervision (for example, inpatient settings), concurrently with opioid detoxification.

If a service user is dependent on benzodiazepines, the severity of dependence and
the preference of the service user should be taken into account when deciding whether
to detoxify from benzodiazepines concurrently or separately from opioids.

5.2.2 Clinical assessment and monitoring of withdrawal

It is important to assess both objective and subjective withdrawal symptoms, at the
start of treatment and during the induction and withdrawal stages. This is necessary
in order to titrate the medication to alleviate withdrawal symptoms (DH, 1999). The
objective signs of withdrawal can be assessed through careful monitoring of the
service user’s pulse, blood pressure, agitation and sedation. In addition, asking
the service user about the subjective signs of distress should also form part of the
assessment. Formal psychometric tools may be useful in that they aid standardisation,
but they are not a substitute for appropriate clinical assessment. Regular review is
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crucial because an overdose of methadone during detoxification may initially present
as sedation and/or sleepiness, with under dosing presenting as agitation and anxiety.

5.2.3 Clinical practice recommendations

Clinical assessment of dependence

5.2.3.1  People presenting for opioid detoxification should be assessed to establish
the presence and severity of opioid dependence, as well as misuse of and/or
dependence on other substances, including alcohol, benzodiazepines and
stimulants. As part of the assessment, healthcare professionals should:

use urinalysis to aid identification of the use of opioids and other
substances; consideration may also be given to other near-patient test-
ing methods such as oral fluid and/or breath testing

clinically assess signs of opioid withdrawal where present (the use of
formal rating scales may be considered as an adjunct to, but not a
substitute for, clinical assessment)

take a history of drug and alcohol misuse and any treatment, including
previous attempts at detoxification, for these problems

rev