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The National Treatment Outcome Research Study represents a watershed for

addiction treatment in Britain; no research before and perhaps none to come will

be more crucial. Our expert advisers assess the study and its findings.
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ore than any other single piece

of work, the future of addiction

treatment in Britain depends on
findings from the National Treatment Out-
come Research Study (NTORS) initiated
in 1995. Then and now, all the treatment
types (‘modalities’) studied were under
threat: at ministerial level, methadone pre-
scribing was seen as perpetuating addiction;
health stringencies and reorganisation were
undermining expensive inpatient units; and
community care reforms had left funding
for residential services in the hands of cash-
strapped local authorities.

A damning set of outcomes could have
been used to justify radical reforms. Instead,
‘treatment works’ was the headline finding
accepted by the Department of Health,
which immediately announced extra fund-
ing. By 1997 the study’s implications had
been enshrined in official guidance to com-
missioners. Support survived the change of
government, most decisively in 1998 with
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a £217 million allocation for drugs work,
again justified largely by NTORS.

The study’s impact derives partly from
the lack of similar data, partly from its re-
ception by a new breed of decision-makers
ushered in by the purchaser-provider split,
with little knowledge of treatment and hun-
gry for data of the kind NTORS provides.
To achieve this impact NTORS had to
meet a painfully tight deadline, yet leave no
room for its findings to be dismissed as
based on an unrepresentative selection of
treatments, services or clients.

NTORS is a starting point designed to
address the fundamental issue of whether
everyday drug treatment provision in the
UK is associated with improvements in the
clients and gains for society. In its own
terms, the study’s central questions are:
Does it really show treatment ‘works’? Does
it show it works well enough to deserve fur-
ther support? And what clues can it pro-
vide about how it might work better? To
approach these questions, first we must un-
derstand how the study’s design does or
does not permit them to be answered.?

the basis of this review ” Acknowledgements

Methodological strengths

and limitations

NTORS’ research design is appropriate to
its core objective. Without artificial alloca-
tion into different treatments and practi-
cally without selection, the study recruited
nearly all new clients seen over five months
at services representative of major strands
in the UK’s drug treatment provision. Serv-
ices were selected from those which vol-
unteered for the task and had to be able to
quickly deliver the required number of cli-
ents, perhaps tilting the balance towards
larger urban services. But the resulting
client mix was varied with complex and
multiple problems and the services offered
a range of interventions. However, practi-
tioners and planners need to interpret its
findings pragmatically, alive to alternative
explanations for the outcomes. Below we
deal with some of the main methodologi-
cal issues to keep in mind.

Pragmatic dissemination strategy
leave gaps in the science
At the time of writing, peer-reviewed arti-
cles in scientific journals afford a compre-
hensive account of some of the findings up
to six months after intake. Beyond that we
are reliant on bulletins meant to rapidly dis-
seminate findings to practitioners, which
understandably lack numerical data, statis-
tical test results, and precise definitions. So
while the research design can be adequately
scrutinised, the latest findings cannot.
Interpretation of the one and two year
outcomes is further complicated by the col-
lapse into a single ‘residential’ group of
clients attending inpatient and rehabilita-
tion services. Typically the former want to
become drug-free, the latter to remain so.
Differences in the outcomes at six months
seem to confirm that like is not being com-
bined with like. Similarly combined (into
a ‘community’ group) are methadone
page 18
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The researchers behind NTORS summarise their findings.

he National Treatment Outcome
Research Study (NTORS) - the
UK’s largest follow-up study of
treatment outcomes for drug users — was
commissioned at the request of a task force
set up by the Department of Health to re-
view the effectiveness of drug treatment.
Studies of this type and scale are rare; they
are expensive financially and in terms of
human and scientific resources and require
serious and sustained commitment from
many individuals and organisations. Sev-
eral such US studies have shown treatment
can be effective, but in many ways the drug
users differ, as do the treatments provided.
NTORS is a prospective, longitudinal,
cohort study of existing treatment pro-
grammes in everyday conditions. Data were
collected by interview at treatment intake,
and then six months, one year, two years
and four to five years later. The study moni-
tors clients recruited into one of four treat-
ment modalities representative of the most
common services in the UK: two (rehabili-
tation and specialist inpatient treatment)
were delivered in residential settings; two
(methadone maintenance and methadone
reduction) in community settings. Fifty-
four agencies delivering these programmes
were chosen from across England and from
all English NHS regions.

Gains for clients and society
From March to July 1995 the study re-
cruited 1075 clients. Intake interviews by
treatment staff revealed extensive, chronic
and serious substance-related problems,
most commonly long-term opiate depend-
ence, often with polydrug and/or alcohol
problems. Many clients had psychological
and physical health complaints and reported
high rates of criminal behaviour.

Client progress can be gauged by com-
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paring intake measures with similar meas-
ures taken at follow up by researchers from
the Office for National Statistics. One-year
outcome data was obtained for 769 clients
of whom 16 had died, mostly of drug-re-
lated causes. At two years a random sample
of 572 clients were re-interviewed. Unless
indicated otherwise, the results reported
below apply to both time periods.

Every extra L1 spent
on treatment gains over . in cost
savings from crime

Given the duration and severity of prior
drug use, improvements following treat-
ment were impressive, including substan-
tial and important reductions in the use of
heroin, cocaine and other drugs. Abstinence
rates for illicit opioids (heroin and non-pre-
scribed methadone) had more than dou-
bled. At one year the 61% of residential
clients' injecting at intake had fallen to 33%;
in methadone programmes, from 62% to
45%. Among those injecting at intake, the
proportion sharing injecting equipment had
more than halved.

Many clients were drinking excessively
at intake; a disappointing number contin-
ued to do so. Methadone clients showed
no overall gains in drinking at one year and
only modest gains at two. Residential cli-
ents did better, but at two years 29% were
still drinking excessively. In both settings
clients evidenced improvements in physi-
cal and psychological health including (at
two years) a halving in the proportion who
had recently contemplated suicide.

Although clients in all four modalities
showed substantial improvements, we can-
not assume all would have done equally
well, whatever the treatment. At intake resi-
dential clients reported the most serious
problems. Rehabilitation clients in particu-
lar had the longest heroin careers and were
more likely: to be regular stimulant users
and heavy drinkers; to have shared inject-
ing equipment; to have been involved in
crime and arrested more frequently.

The economic costs imposed upon so-
ciety by the NTORS cohort were largely
due to their criminality. High rates of crimi-
nal behaviour (mostly shoplifting) were re-
ported prior to treatment and crime costs

greatly outweighed all treatment costs. Af-
ter treatment there was a marked reduction
in crime. We estimate that for every extra
£1 spent on drug misuse treatment, there
was a return of over £3 in terms of cost
savings associated with the victim costs of
crime and reduced demands upon the
criminal justice system. The true cost sav-
ings may be even greater.

An asset worth protecting
NTORS documented substantial improve-
ments after treatment among people with
serious and long-term drug problems, re-
sults which should be widely disseminated.
The benefits for the individuals, their fami-
lies and friends, and for society are enor-
mously important. The services which
provided the treatments represent a pow-
erful national asset, one deserving protec-
tion and continued support.

Why, then, have the cost savings from
treatment not been used to expand treat-
ment capacity, providing further benefits?

@)

NTORS followed up clients entering

Residential treatments

» Rehabilitation units

» Inpatient drug dependence units
(detoxification plus ancillary services)

‘Community’ or methadone treatments
» Methadone maintenance
» Methadone reduction (abstinence goal)

The impact of treatment was assessed by

comparing clients at intake with their condition

up to five years after treatment had started

Perhaps largely because savings mainly ac-
crue, not to the purchasers and providers
of treatment, but to services whose core re-
mit does not include treatment, such as
criminal justice and drug control agencies.

Since our study started some treatment
services have closed down through lack of
support, others have faced financial cuts.
Residential agencies have been especially
vulnerable, many being forced to curb their
lengths of stay and range of services, yet
NTORS shows that their clients are the
most severely disturbed and make some of’
the greatest gains. A balanced and integrated
national treatment response requires that
such services continue and are supported
in ways which maximise effectiveness. &)
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page 16
reduction and methadone maintenance cli-
ents. This is probably a less serious confla-
tion as in practice methadone regimes are
often not clearly differentiated.

Treatments hard to pin down

Even within each of the four modalities,
treatments might have differed substan-
tially. Preventing this would have meant
controlling the services and the clients so
tightly as to make them unrepresentative
of UK treatment provision. But it does leave
us unsure just what is being evaluated and
whether it is being evaluated against an ap-
propriate measure. For example, 59% of cli-
ents in methadone ‘reduction’ programmes
were still in the same treatment after six
months, just 8% less than in methadone
‘maintenance’. The impression that the
‘cheaper’ reduction option worked as well
as maintenance was probably because it too
was maintenance in all but name.

For the residential sample the problems
were similar but more serious. The mix of
drug problems and treatment aims mean
we do not know how many clients with ab-
stinence as their goal actually achieved it,
the key outcome for these settings. As well
as opiate addicts, many clients were primary
stimulant users, groups for whom absti-
nence from stimulants and opiates have
very different meanings. Presumably some
inpatients were admitted for assessment or
stabilisation rather than detoxification, and
we do not know how many rehabilitation
clients were detoxified during treatment or
drug free on entry.

A further complicating factor is that
many subjects moved between treatment
modalities. NTORS rightly emphasises that
the outcomes reflect a treatment career
which usually started before the NTORS
episode and often continued beyond it, but
one has to go well beyond the headlines to
appreciate that, for example, outcomes
among the residential group may partly re-
flect the fact that at one year over a third
had moved into community treatments.

What would have happened without
treatment?
Here we address an issue which goes to the
heart of the conclusion drawn from
NTORS that ‘treatment works’ — that it
caused at least the major part of the changes
seen in the clients. Because this would have
been impractical and unethical, NTORS did
not recruit a non-treatment control group against
which to compare the clients’ progress,
making it difficult to rule out alternative
explanations for their improvement.
Future NTORS papers will document
links between outcomes and treatment vari-
ables such as completion, retention and the
nature of the programmes. If the links are
positive and plausible, they will boost con-
fidence that treatment was indeed a causal
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factor. Already we know that a critical re-
tention period in residential programmes
was associated with greater improvement.?
Variability in outcomes at different serv-
ices itself suggests* that what they do or fail
to do has a substantial impact.

For the NTORS team the changes in cli-
ents are all the more impressive in view of
their treatment and drug use histories. The

It is inconceivable that the
NTORS treatments did not help
clients change. But how they
helped is an unknown quantity

implication is that such entrenched behav-
iours would not have remitted without
some powerful influence having been
exerted; treatment received after NTORS
intake is the prime candidate.

Crediting treatment with a substantial
impact is plausible and supported by the
international literature, but by no means
beyond dispute. For example, if clients en-
tered treatment at a low point in their lives
then some improvement would be ex-
pected, even without intervention
(7 chart). A few UK studies have ques-
tioned the degree to which treatment is an
active ingredient as opposed to spontane-
ous remission and the client’s decision to
change.” ¢ Such effects would need to be
subtracted from the pre—post treatment
gains to estimate how much of these were
attributable to treatment.

On the other hand, we cannot rule out
the possibility that NTORS’ clients would

YEAR BEFORE NTORS INTAKE

in functioning before
treatment

Improved
functioning

Hypothetical decline \ 3

have deteriorated without treatment, in which
case the impact of treatment would have
been underestimated by a simple pre-post
comparison.’

Most puzzling is why clients improved
in the NTORS period when recent similar
interventions had left three-quarters still
regularly using heroin. This may be because
treatment in the first NTORS year was
more extensive, costing over twice as much
as treatment in the previous year. Perhaps
too the impact of treatment is in some cases
cumulative.® And perhaps after an average
heroin career of nearly a decade, the
NTORS improvers had reached the point
where the impetus for change had become
irresistible. The answer is probably a vari-
able mixture of all these and more.

To sum up, it is inconceivable that the
treatments received after NTORS intake
did not help the clients make and sustain
positive changes. But how much they helped
is an unknown quantity not necessarily
equal to the difference between the clients’
poor state at intake and their rather better
state at follow up.

Can't say which treatment is best

NTORS cannot readily be used to deter-
mine which treatment modality is ‘best’ or
best for which kind of client. This is be-
cause clients selected their treatments rather
than being allocated at random, or in some
other way which ensured that each modal-
ity was set the same challenge in terms if its
clients. However, a more sophisticated
analysis of the kind we may see later might
allow us to address these i1ssues, for exam-
ple by comparing the progress of pairs of’
individuals with similar characteristics, but
who chose different treatments. NTORS’

@ NTORS assumes the improvements
seen after intake were largely due to
treatment received ...

but if clients would in any event have
improved, then treatment's impact may
have been far less. On the other hand ...
3 if they would have further
deteriorated then its impact would have
been even greater.

YEAR AFTER NTORS INTAKE

Degree of
improvement
" attributable
mproverment to treatment
after treatment
<
Improvement
without treatment
o
Deterioration 3
without treatment
«—

lllustrative only. Not based on NTORS data



wide range of clients also raises the possi-
bility of analysing who opts for, is retained
by, and profits most from which treatments,
providing clues about how to shape serv-
ices to the client’s needs.’

Measures reliable and valid
Recruitment of subjects and the reliability
and scope of the measures taken from them
are among NTORS'’ strongest features. The
measures were in line with advanced inter-
national treatment research and drew on
existing standardised instruments, though
the core instrument — the Maudsley Addic-
tion Profile (MAP) —was specially developed
for NTORS in tests which proved it satis-
factory.!? Certainly up to the one year fol-
low up, nearly all contacted clients
completed the interview, suggesting that the
questions were easy to administer.

There are some worries. At intake the
major one is that we do not know how
many clients who met the study’s criteria
refused to participate; staff found provid-
ing this information too great a burden.
Why this should be so when they managed
to interview clients in the study for up to
an hour is a puzzle which adds to concern.

Intake interviews were conducted by
staff of the treatment services rather than
by researchers. Together with an undocu-
mented refusal rate, this means bias in re-
cruitment to the study cannot be ruled out.
Clients questioned by staft of the agency
which would treat them may also have been
less than candid. Such problems will have
been lessened by the care taken to train and
monitor the interviewers. Urinalyses usu-
ally confirmed what they were told about
drug use but no similar check was available
for criminal behaviour, known to be a sen-
sitive topic liable to under-reporting. How-
ever, if this did happen, it would have
tended to make improvements in crime
rates seem less than they actually were.

At six months clients still with the origi-
nal service were interviewed by treatment
staff; all other follow-up interviews were
conducted by independent researchers.!!
Treatment staft — perhaps aware that the
study would be crucial to the survival of’
their types of services — were in a position
to exert an influence on the results through
the treatment or the interviewing of peo-
ple they knew to be in the study.

Worry over clients lost to follow up

Had NTORS been able to re-contact all its
clients, we might have seen a less impres-
sive average improvement. At the one year
follow-up, data was unavailable for nearly
30% of the intake; if they tended to be the
less successful clients, then the benefits of
treatment could be seriously over-esti-
mated. This makes it vital to establish
whether they differed from those who were
followed up. In fact, among the variables

Lo

Essential practice points from this article

> NTORS suggests that drug addiction
treatment in Britain substantially re-
duces illicit drug use, crime, and viral
transmission; health problems and ex-
cessive drinking remain of concern.

L Every extra £1 spent on treatment
probably saves well over £3 in crime-
related and other costs, though if treat-
ment expands we can expect diminish-
ing returns.

> Even established addicts previously
resistant to treatment can benefit from
further intervention.

> The findings justify increased or sus-
tained investment in treatment, espe-
cially from the criminal justice system.

> The progress made by the highly
problematic clients attending residen-
tial services justifies their retention un-
til further research can assess whether
cutbacks would sacrifice effectiveness.

L5 All drug services should tackle alco-
hol abuse in their clients.

> Gross variability in service perform-
ance reinforces the need for an outcome
monitoring system based on a common
measure which can help pinpoint what
makes one service better than another
of the same type.

tested the only statistically significant dif-
ference was that clients lost to follow up
used heroin more often.

At two years NTORS re-interviewed a
random sample of just over half the clients.
Again the more frequent heroin users (and
the younger clients) tended to be lost to
follow up."? It’s also a fair guess that clients
who could not be re-contacted were more
likely to have left their original treatment.
For methadone clients in particular, early
drop out risks a return to street use.

However, the similarity of outcomes at
one and two years lends confidence to both
sets of findings. And the fact that those lost
to follow up seem to have been the less
promising clients could mean some of the
benefits of treatment were under-estimated.
This is because improvements in criminal-
ity were concentrated in the high rate of-
fenders, who also used more heroin.’

Savings for society depend on what's
counted in and what's counted out
NTORS’ ‘treatment works’ message rests
most of all on the estimated cost savings
following treatment, in which crime is by
far the biggest factor. So the study’s key
conclusion hinges on its measures of crime
rates and its translation of these into costs

KEY STUDY

and cost savings, the reason why (despite
the complications) it is worth exploring
queries over these in some detail.

All else being equal, there is no doubt
that NTORS’ savings figure is an underes-
timate. It takes in only the costs to the vic-
tims of crime and the costs to the criminal
justice system of processing offenders, and
even then excludes important elements
such as the cost of implementing sentences.
There are bound to be other areas of sav-
ing, such as in health and local authority
resources, as well as benefits to the clients
and their associates.

But, of course, all else is not equal. The
‘€3 saved for every extra £ spent’ estimate
derives from the one-year follow up when
nearly a third of the intake were not re-
interviewed. These tended (but not signifi-
cantly so) to be the higher rate offenders.!*
We do not know whether they continued
to offend at this rate or evidenced crime
reductions on the scale seen in those who
were followed up. If the former, then the
cost savings may be less than estimated by
NTORS; if the latter, more.

What society is being saved from is largely
the cost of crimes committed by NTORS’
subjects before treatment. The higher this
was, the greater the cost savings will be for
a given level of post-treatment crime. There
is reason to believe that pre-treatment crime
levels have been overestimated and cost sav-
ings thereby inflated. This is because crime
levels over the year before treatment were
grossed up from those reported for just the
three months before intake. Drug users of-
ten seek help in the face of escalating diffi-
culties,' so the assumption that crime levels
during the whole pre-NTORS vyear
matched those seen immediately before in-
take could lead to an over-estimate.

At intake nearly half the clients had re-
cently used illicit methadone and 29% were
regular users. Arguably, then, methadone
treatment is creating dis-benefits in the form
of methadone leakage,' but no attempt was
made to account for these. The most dra-
matic are methadone-related deaths — 368
in England and Wales in 1997."

It is an uncomfortable truism that for
everyone who loses by having their prop-
erty stolen, someone else gains. In the case
of addicts presumed to be stealing to finance
their drug use, the ‘gain’ is partly for the
drug user and any intermediary criminal,
and partly for end users who obtain prop-
erty at what is probably a cut price. A deci-
sion was made to disregard such benefits
because they “involve a violation of prop-
erty rights”. Had they been included, the
cost savings estimate would probably have
been substantially reduced.!®

In calculating its cost-benefit ratio, an-
other study similar to NTORS set benefits
against the full cost of treatment.!”” NTORS
costed in only the extra cost in the year after
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intake compared to the year before
(7 chart). In the NTORS year treatment
for the one-year follow up sample cost £3
million and the year before £1.4 million.
The difference — £1.6 million — was less
than a third of the £5.2 million cost sav-
ings, leading to the conclusion that every
extra £ spent on treatment saved over £3.
The underlying assumption is that having
spent £1.4 million the year before, simply
spending the same amount in the NTORS
year would have had no further impact on
crime: all the cost savings are attributed to
the extra £1.6 million. We simply do not
know whether this assumption is valid.

Expressing cost savings in this way is
appropriate to a debate about additional re-
turns from additional treatment expenditure;
if the return is favourable the message is —
not that treatment works — but that extra
treatment works. In deciding whether treat-
ment works — whether society gains more
than it spends — the full cost of the NTORS
treatments would have to be taken into ac-
count, reducing the return to under £2 for
each £ spent. Certain plausible assumptions
about the cumulative impact of treatment®
2 would demand that previous treatments
also be costed in. Then at least the £4.4 mil-
lion cost of treatment in the NTORS year
plus the year before would need to be set
against the £5.2 million savings.

The findings: highlights and

queries

Having explored what the study’s design
permits us to conclude, we now turn to
those conclusions — the findings. NTORS
from the inside (7 page 17) is the research-
ers’ own account of their finding. Here our
experts spotlight the findings that most im-
pressed them, add nuances, and sometimes
challenge NTORS’ conclusions. But we
should first emphasise the major point of
agreement: the findings suggest treatment
‘works’ in terms of reducing crime, illicit
drug use, and behaviours which transmit
blood-borne viruses. Any reservations do
not alter that fundamental conclusion.

Treatment work — but how well?

From the NTORS findings released to date
we can be confident that Britain’s treatment
system is reducing opiate use and curbing
crime — arguably its main objectives — and
that these changes are usually accompanied
by reduced use of cocaine, crack, ampheta-
mine, and benzodiazepines. However,
though improved, the physical and psycho-
logical health of clients remained poor. For
health services to have wrought such mid-
dling health gains must raise questions over
the quality of medical inputs.

Within NTORS it is impossible to weigh
the mix of under- and over-estimations of’
cost savings to society from treatment. And
whether one chooses to talk of extra ben-
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Cost savings were compared
with the extra amount spent
on treatment in the NTORS
year compared to the year
before. If the full costs are
taken into account
(arguably including the year
before NTORS) net savings
look less impressive.

£5.2m
savings

Extra

£1.6m in
NTORS
ear
Full o
cost in
NTORS
year
|—. £1.4m in
NTORS
year
£1.4min
year
before
NTORS

Treatment Cost-savings
costs from crime
reductions

efits gained by extra expenditure, or simply
gains for &£s spent, is dependent on the type
of policy decision under consideration. But
the international literature supports the
spirit of the way NTORS has been inter-
preted — that society almost certainly gains
by funding addiction treatment and could
gain more if more was spent. Much more
work will be needed before we can delete
the word ‘almost’ and assess with any con-
fidence the degree to which we all benefit.

The message is — not
works — but that
treatment works

that

There is also the issue of for whom treat-
ment is cost-effective. At intake just 10%
of the sample accounted for 80% of the
victim costs. In the past three months the
most prolific tenth had committed 75% of’
all acquisitive crimes; half the clients had
committed none at all. The greatest reduc-
tions in crime also occurred among high
rate offenders® and these also reduced their
use of illicit opiates by more than average.?
Given that crime was the largest element
in the cost savings, these must also be con-
centrated in the 10% of prolific offenders.

Residentials: expensive but effective

Results from NTORS’ residential services
— the costliest option studied — have
attracted considerable interest. Despite
more severe problems, on several measures
their clients ended up in a similar or better
condition than those in methadone pro-

grammes. But the crucial issue is whether
such improvements are sustained after the
client has left treatment. Methadone main-
tenance is accepted as just that — a treatment
which may need to be maintained. Resi-
dential rehabilitation (and to a lesser extent
inpatient care) is justified in terms of a last-
ing reorientation of the client’s life.

Only further analysis of people no longer
in treatment will be able to address this
issue. To date we know that 45% of resi-
dential clients were out of treatment at one
year, suggestive of at least a2 medium-term
improvement sustained without continu-
ing drug-related care. On the other hand, a
fifth (compared to just 5% of the metha-
done samples) were continuing or back in
residential treatment at one year. Improve-
ments in health and drug use while in such
controlled environments do not necessar-
ily mean the resident’s drug problem has
been turned round. Had the researchers
focused on those out in the community,
the apparent advantage of residential treat-
ment might have looked less convincing.

Methadone: room for improvement
Methadone clients too made substantial
gains, the proportion regularly using heroin
having been cut by over a third at two years.
But the residue of continued risk behav-
lour is worrying. At two years nearly two-
thirds were using heroin and 40% were
regular users. Over 40% were still inject-
ing drugs and nearly one in eight of those
injecting at intake had recently shared
needles or syringes.

A far more positive impression might
have been given if the amounts of drugs used
had been reported. We know that at six
months the number of regular heroin users
had fallen by a third but that the average
amount of heroin used had dropped by about
75%, well over twice the reduction.

Excessive drinking and abstinence
from alcohol both common
The modest impacts on drinking seen in
NTORS are of concern because of the risks
of overdose and of aggravating hepatitis C
infection. At one year among residential cli-
ents the proportion drinking over recom-
mended levels had fallen from 33% to 19%,
another outcome where residential services
seemed to have the edge. However, by two
years the figure had risen to 29%. We do
not know whether this was a reversion to
heavier drinking (some services have noted
such a tendency) or an artifact of different
sampling methods. Among methadone cli-
ents, at one year there had been practically
no change in drinking, while at two years
just 3% less (down from 24% at intake) were
drinking excessively.

In both settings those who continued to
drink consumed a hefty 10+ units on a typi-
cal drinking day. Otherwise drinking levels



do not seem out of line with young men
(the typical NTORS client) generally, and
abstinence rates seem unusually high. For
example, at one year 37% of the NTORS
sample had not drunk recently compared
to just 11% of 25-34-year-old men gener-
ally. At two years well under 30% of the
NTORS sample were drinking excessively
compared to 30% of 25-44-year-old men.

Performance patchy

Even within the same modality, different
services were associated with very differ-
ent outcomes. At one year, heroin users
attending the ‘best’ 25% of residential serv-
ices had cut their heroin use by two thirds,
while clients of the ‘worst” 25% had on
average not cut their use at all. Among
methadone services, clients of the best per-
forming 25% reduced heroin use by about
65%, of the worst performing, by only 25%.
Unfortunately, the implications of these
findings are obscured by the conflating of’
the services into just two groups. For ex-
ample, we don’t whether the variation
among residential services largely reflects a
difference between inpatient and rehabili-
tation services, or a difference between serv-
ices of the same kind.

Retention in treatment is internationally
recognised as a key variable. In NTORS too
the poorer performing residential services
tended to be those which failed to retain
clients beyond a month for short stay pro-
grammes or three months for longer ones.
In shorter term rehabilitation programmes,
64% of clients stayed for these critical peri-
ods, 40% in longer term programmes, and
just 20% in inpatient units.** At six months
a satisfactory 67% of methadone mainte-
nance clients were still in their original
treatments and probably well over half were
still there at a year.”

Diminishing returns from expanded
treatment?

NTORS’ naturalistic design and broad
sampling mean its results are likely to ap-
ply to similar services across the UK. But
there are some reservations. Those stem-
ming from the research design are men-
tioned above. Here it’s appropriate to add
that drug users who overcome the obsta-
cles to accessing treatment in the *90s may
represent the more motivated of treatment
seckers. In turn these are more motivated
than the broader sweep of drug users not
secking treatment.

The implication is that treatment gains
would probably be less impressive among
the wider range of clients who might be
attracted by an expanded drug treatment
network, or coerced into treatment via new
criminal justice interventions. Each £ spent
on the NTORS treatments may gain £x in
benefits, but each extra £ devoted to im-
proving access to treatment may gain
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Addiction Centre, 4 Windsor Walk, London
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slightly less than £x until the further
expenditure needed to attract the least
motivated creates no additional net benefit.

Practice implications
Here we attempt to decipher what NTORS
means for UK policy and practice. How-
ever, the study’s publishing programme still
has a long way to run; at this stage practice
recommendations can only be interim.

Treatment /s worth investing in

Results from NTORS enhance the case for
increased or at least sustained investment
in drug treatment services and strengthen
the hands of local drug commissioners. All
the tested modalities recorded substantial
gains, providing no reason to withdraw in-
vestment from any of the four.

NTORS did not test modalities such as
day treatment and counselling, nor low
threshold services such as needle exchanges
and drop-in centres. While needle ex-
changes enjoy a positive research record,
the others are largely untested. But ‘un-
tested’ is not the same as ‘ineffective’. By
validating some modalities, NTORS has
not invalidated the rest, some of which
augment NTORS’ modalities by acting as
referral and support services.

Despite this positive verdict, it cannot
be assumed that more and more treatment
will deliver benefits on the scale seen in the
NTORS clients. A check would have to be
kept on whether drug users with a similar
capacity to benefit from treatment were
being caught in a widening treatment net,
and whether they showed improvements
of similar value.

Research bulletins

Gossop, M., Marsden, J., Stewart, D., et
al. NTORS. The National Treatment Outcome
Research Study. Summary of the project, the
clients, and preliminary findings. Department
of Health, 1996.
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Gossop M., Marsden J., Stewart D. NTORS
at one year. The National Treatment Outcome
Research Study. Changes in substance use,
health and criminal behaviours at one year
after intake. Department of Health, 1998.

Gossop M. NTORS: two year outcomes.
The National Treatment Outcome Research
Study. Changes in substance use, health and
crime. Department of Health, 1999.
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Bridge obstructive budget divides

The structure of public finance seems the
greatest impediment to expanding services.
Most cost savings from treatment and many
of the outcomes do not benefit the authori-
ties which fund that treatment, reducing
their motivation and ability to fund expan-
sion. Savings are primarily due to cuts in
crime; health authorities may well ask why
they should shoulder the main financial
burden for these when health gains are less
obvious. Likewise, local authorities, despite
an interest in public health and commu-
nity safety, may question why they bear the
brunt of funding for the rehabilitation serv-
ices which help create these benefits.

We need to find a way to recycle the sav-
ings from treatment into expanding it, so
that even more benefits are gained. One ob-
vious route is to further engage criminal
justice agencies in funding and commis-
sioning. A good start has already been made,
most noticeably in the recent Comprehen-
sive Spending Review settlement and in
official guidance to police forces recom-
mending they devote about 1% of their
budgets to anti-drug partnership work.

Such advances may not be enough to re-
alise the full potential benefits of treatment.
Most of the cost savings accrue to people
who would otherwise have been the vic-
tims of crime, rather than directly saving
money from enforcement or health budg-
ets. Only purse-holders able to take a broad,
non-parochial view of welfare priorities will
see the force of the argument for expand-
ing treatment, and perhaps only an over-
arching authority will be able to implement
the funding shifts needed for expansion.
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Preserve the residential option

In NTORS some of the most problematic
clients self-selected residential rehabilita-
tion and they made some of the greatest
gains. The NHS and Community Care Act
(1990) made local authorities the gatekeep-
ers both to rehabilitation and to the fund-
ing to pay for it. Competing priorities have
meant that in many areas, budgets have
shrunk, eligibility been restricted, and cost-
driven limits have been placed on lengths
of stay and how often an individual can re-
enter treatment. These threaten to hobble
residential treatment before we have thor-
oughly tested whether such cutbacks lose
more in outcomes than they save in costs.
NTORS provides a strong basis for resi-
dential providers to aggressively market
their services so they survive long enough
for the research to be done.

Build in a response to alcohol
NTORS provides a strong argument for
commissioners to specify that all their drug
services incorporate a strong intervention
on alcohol. Perhaps because they focus on
opiate addiction, the scope for improve-
ments in this regard seems greater in metha-
done than in residential programmes,
which have the time and the settings con-
ducive to a more holistic approach. Exces-
sive drinking may be one symptom of a
deficit in ancillary services (such as coun-
selling and general medical support) in
Britain’s drug dependency units.
Suggestive evidence of reversion to

heavier drinking following residential care
indicates that throughcare and aftercare
arrangements should include alcohol coun-
selling for those assessed as risky drinkers.

Identify what makes one service
better than another
Opverall services are doing well, but could
they do better? Gross disparities among the
same types of services in NTORS suggest
the answer must be Yes’: a disturbingly
large minority achieved no improvements
in the most relevant dimensions of behav-
iour and health. NTORS will provide clues
as to why this is the case, but not definitive
answers. It should kick-start an active and
much needed British research programme
geared to informing purchasing decisions.
At a more routine level, there is an obli-
gation on providers and commissioners to
establish monitoring systems capable of
spotting poor performing services in need
of further investigation, as well as those
from which others could learn. Ideally, local
systems will use the same measures so it
becomes possible to compare services to
identify what makes one better than an-
other. Currently, there is no such ‘indus-
try standard’. The MAP instrument seems
a good basis for creating one, with the bo-
nus that MAP data from NTORS can be
used as a national benchmark against which
to compare clients and services locally.
Commissioners could modify service speci-
fications to require outcome monitoring
with MAP but should also be prepared to
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crossed into other modalities.
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Addiction Research: 1997, 5(1), p 71-76.
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p. 1857-1868.

11 Personal communication from Duncan Stewart of
NTORS, September 1999.
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13 Stewart D. NTORS Conference. London, 9 June 1999.
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significance due to extreme skewness in the data
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20 That prior unsuccessful treatments provide a platform
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maintenance treatment. Springer-Verlag, 1991.
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fund the systems needed to re-contact cli-
ents after they leave a service.

Whatever monitoring is undertaken,
services should not automatically be blamed
for poor performance. Important influences
are beyond their control, such as catchment
areas, the community care policies and
work of local authorities, funding con-
straints, and local access to pre-entry and
aftercare provision. These impinge perhaps
most on residential services, where
NTORS suggests performance varies most.
For these services too, government policy
may be leading to inappropriate placements
because the full national range of agencies
is no longer available for referral.

Pending UK findings, practice leads can
be gained from overseas studies which show
that well run, well resourced programmes
following research-based procedures do
best.?*? Given the NTORS evidence of
prior unsuccessful treatments and of pre-
mature drop out, retaining drug users in
treatment or in a care management system
should be a priority.

Intervene early but don't give up later
Beyond the issue of which services do best
lies the issue of which clients do best.
NTORS shows that even long-term addicts
who have continued or relapsed into ad-
diction despite previous treatments can
benefit from further intervention. Like
Project MATCH (7 FINDINGS 1ssue 1),
there is no justification here for diverting
investment into early interventions for
younger, less chaotic users on the grounds
that chronic users are beyond redemption.

In fact, there is a case for arguing the
opposite. Cost savings were concentrated
among high rate offenders (who also tended
to be more drug dependent). Certain types
of arrest referral schemes selectively pick
up on these offenders at well over the rate
seen in NTORS.? On the basis of the evidence
to hand, there seems a strong cost-effective-
ness case for diverting resources from vol-
untary routes into treatment and info those
fed by criminal justice sources, entailing a
corresponding diversion of treatment re-
sources to the most criminal addicts.

As well as being ethically suspect (fo-
cusing help on the most criminal and de-
nying it to those who manage without
crime), such a reading of the evidence
would be short-sighted. Without interven-
tion, less criminal and less dependent drug
users may escalate their use and forfeit le-
gitimate income sources to the point where
they too become high-rate offenders and
stay that way for many years. Also, NTORS’
cost savings omit the very elements which
many people feel welfare services are all
about: saved lives, improved health, fami-
lies kept together, children safeguarded, a
better life for the drug user and all affected
by them and their activities.


Mike Ashton
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