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15.2 Naltrexone aids primary care alcohol treatment

Findings Evidence is building that naltrexone is a valuable supple-
ment for the kind of dependent drinkers and the kind of therapies
suited to primary care settings.

Latest findings come from the large-scale US COMBINE study. Eleven
clinics screened nearly 5000 applicants. 1383 were alcohol depend-
ent, achieved at least an initial four days without drinking, agreed to
join the study, and were randomly allocated to one of nine combina-
tions of abstinence-oriented pharmacological and psychosocial
treatments. Though more socially integrated and less severely
dependent than some UK caseloads, they were
heavy drinkers, most days averaging 21 UK units.

Over 16 weeks most were offered nine appointments intended to
represent a management programme deliverable by non-specialist
primary care staff given adequate training and supervision. In typically
under 20 minutes, sessions focused on assessing, monitoring and
feeding back the medical consequences of the patient’s drinking, and
promoting adherence to pharmacotherapy. For half these patients
medical care was supplemented by specialist psychological therapy
incorporating motivational interviewing, cognitive behavioural and 12-
step elements. For both sets of patients, pharmacotherapy consisted
of placebo pills, acamprosate, naltrexone, or both medications.

The key question was how far the extras improved on the most basic
intervention – medical management with inactive pills. Adding psy-
chological therapy improved drinking outcomes to the point where
medication created no further improvements. But roughly the same
gains resulted from adding naltrexone, even without therapy. Only
these supplements led to significant gains. Combining them and also
adding acamprosate did not further improve outcomes, and acampro-
sate alone did not improve on the basic intervention. Across the 16
weeks, given basic care, 58% of patients achieved a “good clinical
outcome” – drinking at most moderately with few adverse conse-
quences – compared to 71–78% when either naltrexone or psycho-
logical therapy were added chart. Abstinence and relapse outcomes
followed the same pattern as did outcomes a year after treatment.

In context For these relatively stable and compliant patients, well
structured but straightforward medical care plus naltrexone (in this
case, 100mg a day) seems at least as likely to achieve a good outcome
as specialist psychological therapy. A similar message emerged from
another US study which used the more typical 50mg a day dose.
Other studies have also found
naltrexone effective for caseloads
who might be treated in primary care,
including one in which non-specialist
nurses (main therapists in the
featured study) delivered both
medication and counselling. The
featured study also confirms that
acamprosate plus naltrexone at best
only marginally betters naltrexone
alone, which is generally more
effective than acamprosate.

Practice implications Naltrexone can be a valuable supplement to
the medical counselling (by GPs or nurses) of dependent drinkers of
the kind who might be treated in primary care, particularly when
specialist alcohol therapy is refused or unavailable. It is likely to be
more effective than acamprosate, though more limited in its applica-
tion due to contraindications and side-effects. The researchers stress
the importance of the content (motivational support, compliance
management, and education) and extent of the medical consultations.
Though manageable in primary care, these were both more structured
and more extensive than is typical in this setting. In terms of which
patients are suitable, level of consumption seems less important than
whether they have sufficient stability to comply with treatment and
are not so multiply problematic that more intensive care is required.

Featured studies Anton R.F. et al. “Combined pharmacotherapies and behavioral
interventions for alcohol dependence. The COMBINE study: a randomized controlled
trial.” Journal of the American Medical Association: 2006, 295, p. 2003–2017 AC

Order manuals at http://pubs.niaaa.nih.gov/publications/COMBINE.htm.

Contacts Raymond Anton, Center for Drug and Alcohol Programs, Medical
University of South Carolina, 67 President Street, PO Box 250861, Charleston, SC
29425, USA.
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Despite newly testing positive for hepatitis C at a laboratory in Not-
tingham in 2000–2002, just 1 out 61 patients whose tests were re-
quested by a drug or alcohol service started treatment within a period
which ranged from six months to two and a half years after the diagno-
sis.  For 35, researchers could find no evidence that they had been
referred for appropriate specialist care. Of the remainder, only nine
could be confirmed as attending local specialists for treatment and
just one (1.6%) had started treatment. This was the worst record of
any of the major sources of test samples. For GPs, the proportion
starting treatment was 21%, for prisons 8%, and for secondary medical
units such as genitourinary clinics, 10%. Though the researchers only
had access to local records, they wrote to the clinicians who asked for
the tests to check on cases which did not seem to have been referred.
The replies suggested that in over half the 96 cases of non-referral,
patients had simply not been informed of their test results.

These “alarmingly low” figures do not appear atypical, indicating that
the Department of Health’s hepatitis C action plan for England pub-
lished in 2004 faces a considerable legacy of under-performance. The
All-Party Parliamentary Hepatology Group reported that in 2006, nine
in ten primary care trusts in England which replied to their survey had
yet to fully implement the plan.  Fewer than two thirds of trusts
replied, so the true figure is probably lower. Replies revealed wide-
spread failure to set up relevant clinical networks and under-capacity
leading to long waits for treatment, helping to explain findings in
Nottingham and elsewhere.

 Irving W.L. et al. “Clinical pathways for patients with newly
diagnosed hepatitis C – what actually happens.” Journal of Viral
Hepatitis: 2006, 13(4), p. 264-271 DS

 All-Party Parliamentary Hepatology Group. A matter of chance. An audit of
hepatitis C healthcare in England. 2006. Copies www.library.nhs.uk.
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Revival of interest in inpatient detoxification in Britain is accompa-
nied by concern that this investment can be wasted if (as in most cases
in England) it does not leads to further treatment. Evidence that case
management can be part of the solution comes from the public addic-
tion treatment system in Philadelphia, where 10–15% of patients de-
pendent on alcohol or other drugs underwent three or more inpatient
detoxifications a year, nearly always without continuing care.  Detox
repeaters were blocking an important gateway to rehabilitation with-
out lasting benefits for the patients. In response, clinical case manag-
ers were sited at each of the five largest detoxification centres. They
targeted patients with a history of multiple detoxes, motivating them
to complete detoxification and arranging the support and follow-on
treatment needed to sustain their recovery. In view of the effort likely
to be required, caseloads were limited to 15. Case management was
initiated early in the detox episode and continued for up to a year.

Before case management was fully operative, two thirds
of the treatments received by these patients were iso-
lated detoxifications not part of a continuum of care.
Afterwards this proportion more than halved and instead records were
dominated by admissions to longer term care. Average stays in treat-
ment also improved from about a week to a month. Case management
transformed these extreme detox repeaters in to patients with typical
treatment admission patterns. The effects were felt across the entire
five-clinic system in increased capacity (patients treated rose by well
over a half), a halving in the proportions both of treatments and of
patients which were re-detoxification admissions, and increased ad-
mission to longer term care instead of isolated detoxifications.

 McLellan A.T. et al. “Improving continuity of care in a public addiction
treatment system with clinical case management.” American Journal on Addic-
tions: 2005, 14(5), p. 426–440 DS
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