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15.7 Sticking to the therapy manual: a happy
medium works best

Findings A US study which dug unusually deeply in to the dynamics
of cocaine dependence treatment found that despite initial indications
to the contrary, how closely counsellors followed a drug counselling
manual did matter, most noticeably when counsellor and client were
finding it difficult to establish a good therapeutic relationship. But
even then it was not simply a case of closer adherence to the intended
regime producing better outcomes.

The study drew its data from the National Institute on Drug Abuse
Collaborative Cocaine Treatment Study. This compared two forms of
psychotherapy (cognitive and supportive/expressive) against a
manualised programme which sought to crystallise typical (in US
terms) drug counselling. Each of these approaches was supplemented
by group therapy. Surprisingly, counselling patients reduced their
cocaine use more than those receiving either of the psychotherapies,
which were no better than group therapy on its own. Another surprise
was that the therapeutic alliance – how far counsellor and client
agreed on the therapeutic tasks and cooperated in their achievement
– was unrelated to outcomes. To explore this conundrum, the new
analysis focused on clients who received individual drug counselling,
the ingredient which distinguished the most effective of the regimes.

The 121 counselling clients typically smoked crack, lived alone and
were unemployed. Sufficient data was available from 95 who stayed
until at least the second session, when researchers first asked about
their relationships with their counsellors. Audiotapes of early
counselling sessions were rated by judges to establish how far the
counsellors followed the steps recommended in the manual (adher-
ence) and how well they did so (competence). At issue was whether
these attributes were related to subsequent outcomes assessed for
each month of the six months of therapy. Improvements in drug
problems were greatest when therapists had been moderately
adherent to the manual, and poorer to roughly the same degree when
they had either been unusually diligent or unusually negligent in
fulfilling its requirements. This pattern was most marked when
patients reported a relatively poor relationship with the therapist.
When this relationship was good, a moderate degree of adherence

was still best, but outcomes suffered less from the extremes.

In context The focus on drug counselling (also the dominant
psychosocial intervention in the UK) increases the study’s relevance
to Britain, though counsellors in Britain are less likely to follow 12-step
principles. The adherence measure seems to have been a count of
how many of the recommended counselling techniques the counsel-
lor packed in to the chosen session. Counsellors who were more
relaxed about covering lots of ground in a
single session may still have completed the
recommended steps over a longer time scale.

The study is limited in what it can tell us about how to maximise the
role of the therapeutic alliance in treatment retention and outcomes.
Though treatments were intended to last six months, half the
counselling patients stayed for nine weeks or less, a minority achieved
lasting abstinence, and those who dropped out early did almost as
well as those who stayed the course.

Other studies have found that close adherence to a manual in
motivational therapy worsens outcomes for some clients, and that
departing from the approach’s principles can enhance the therapeutic
relationship, but only when therapists are socially skilled.

Practice implications Perhaps especially when things are going
badly in therapy, being prepared to depart from the therapeutic script
without abandoning the overall structure seems a positive attribute to
be encouraged in training and supervision. This finding emerged from
a study which employed selected, very experienced, and highly
trained counsellors who could presumably exercise discretion wisely.
Less expert counsellors might not have produced the same results.
More generally, the evidence is converging on the proposition that
outcomes improve when skilled therapists are able and willing to
depart from manualised regimes no matter how expertly these have
been drafted, so long as a coherent structure is retained for the
therapy which makes sense to the client.

Featured studies Barber J.P. et al. “The role of
therapist adherence, therapist competence, and alliance
in predicting outcome of individual drug counseling:
results from the National Institute Drug Abuse
Collaborative Cocaine Treatment Study.” Psychotherapy
Research: 2006, 16(2), p. 229–240 DS

Contacts Jacques P. Barber, Room 648, Center for
Psychotherapy Research, University of Pennsylvania,
3535 Market Street, Philadelphia, PA 19104-3309, USA,
Barberj@mail.med.upenn.edu.

Thanks to Barbara Elliott of the University of Bath for her
comments.
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In Australia heroin addicts trying to avoid relapse by taking the opiate-blocking drug naltrexone
run at least a 1 in a 100 chance of dying within about three months, usually from opiate
overdose in the fortnight following treatment termination. The true figure may be 8 in a 100, many
times higher than in methadone or buprenorphine substitute prescribing programmes. Naltrexone
blocks the effects of opiates, reducing tolerance levels to practically zero and leaving patients
vulnerable to overdose if they stop taking the medication. Together with very poor retention in
treatment and the high rate of post-treatment relapse, it mean the attempt to promote abstinence
by prescribing opiate blockers is potentially extremely risky.

The study behind these figures found that in the years 2000 to 2003, per 1000 episodes of
treatment with the respective medications, there were 10 deaths related to oral naltrexone, virtu-
ally none to buprenorphine, and just under three to methadone.  All but five of the naltrexone
deaths occurred in the two weeks following the end of treatment, which typically lasts two months.
In the same period there was just one death after methadone treatment. Instead, the high risk
period was the first week of treatment. Nevertheless, over an equivalent time,
the death rate in the high risk period for naltrexone (post-treatment) was over
seven times higher than during the high risk period for methadone (induction).

For several reasons, the disparity between deaths associated with oral naltrexone treatment com-
pared to substitute prescribing is likely to have been even greater. Most important is that since
deaths typically occur after naltrexone has been cleared from the system, a possible relationship
with prior treatment is often omitted from official records. In one Australian state, another investi-
gation uncovered over seven times more naltrexone-related deaths than the featured study was
able to identify. If this was the case nationally, 8% of patients starting naltrexone treatment would
die within about three months. Naltrexone implants were not included in the calculations and have
not yet (studies are few) been associated with an elevated death rate.

 Gibson A. et al. Mortality related to naltrexone in the treatment of opioid dependence: a comparative
analysis. NDARC Technical Report 229. [Australian] National Drug and Alcohol Research Centre, 2005. Sum-
mary at http://ndarc.med.unsw.edu.au, full report from NDARC, University of New South Wales, Sydney,
NSW 2052, Australia.

N
U

G
G

E
T

T
E

 
5

L
I

N
K

S

Nuggets 14.3 11.2
11.1 3.1 2.1
Nuggette 3, issue 14

LEFT HANGING?
Some intriguing
comment you’d
like more on?
E-mail da.findings@
blueyonder.co.uk
for uncut fully
referenced text


	Mail Findings editor: 
	About: 
	button: 
	copy: © Drug and Alcohol Findings 2006

	button: 
	Findings: 
	Comment: 
	Contact1: 

	text: 
	Comment: Address:editor@findings.org.ukSubject:Findings Nugget 'Title'
	Findings: Address:editor@findings.org.ukSubject:Lost link in Findings Nugget 'Title'
	Contact1: Address:Barberj@mail.med.upenn.eduSubject:Findings Nugget 'Title'

	close: 
	Comment: 
	Contact1: 
	Findings: 

	List: 
	button: 

	Partner's logo: 
	NAC: 
	AC: 
	DS: 
	ExtendText: 
	ExportProperties: 
	LatestButton: 
	UpdateProperties: 
	AdobeAlert: You are not using Adobe software to view this document or are using an early version. As a result the interactive features will not work as intended. To get the most from this document view it in Adobe Acrobat or Reader version 5 or higher. To download a free copy of the latest Adobe Reader visit www.findings.org.uk and click on the Adobe Reader link.
	nug_12_5: 
	Ashton_M_33: 
	nug_4_4: 
	Source: 
	6771: 



