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 editorial board on the projects aims and your role in its survival.

There are nuggets of information out there that could do more for our
clients, help prevent problems, save waste and make the most of limited
resources; The real difficulty is helping those at the local level translate the
information on what works from research findings into day-to-day practice;
When it comes to interventions  education, prevention, local community
safety strategies and tackling dependence  alcohol and drug services can
each benefit from the others work.
In the words of our respective organisations, these were the issues which it
was hoped that
would address. This first edition sees their hopes
realised. Readers seeking to advance effectiveness and make the most of their
resources will see relevant findings laid out for them, already prospected,
mined, refined, polished and set in context. It still takes an experienced and
knowledgeable practitioner to weigh up the implications, consider ethics and
practicality, and assess them in the light of other guidance and policy
priorities. But we have taken the hard work out of finding and understanding
the raw material. And any drug specialist who thinks there is little to learn
from alcohol studies is challenged to retain that view after reading our
analysis of Project MATCH, which threw up issues so fundamental that
they lie in the common ground beneath the alcohol/drugs divide.
Our organisations and funders  we particularly wish to thank Action on
Addiction and the Substance Misuse Advisory Service  have demonstrated
their commitment to the project. Its survival is now in your hands.
Your order for the next four issues counts twice.
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It moves us a step further to the critical mass of readers needed
to finance continued production.
Your vote of confidence in
will help persuade
funders to support the project.

HOW TO ORDER

If available use the order form
sent out with this issue or write to:

Should we fail to reach the subscribership needed to guarantee publication
all payments made to date will be refunded. This is most unlikely but
possible  thats why your order is so critical.
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The next issue has lined up an extended analysis of a crucial UK drug
treatment study (NTORS), a fascinating revelation of how performance
indicators can be manipulated to support a policy opposite to that indicated
by reality, and, of course, many more valuable nuggets. If all this is what
you have been waiting for, order your copy today  every order counts twice.

SCODA, 3236 Loman Street,
London SE1 0EE. Each subscription entitles

you to the next 4 copies of
. Give
your full contact details and say how many
subscriptions you want. Enclose payment
(cheque to SCODA or credit/debit card
authorisation) or ask to be invoiced at the rate
of £60 per subscription or £48 if you are a
member of SCODA or Alcohol Concern (in
which case you must quote a valid current
membership number). Alternatively, phone
through your order on 0171 928 9500.

Objectives To improve Britains response
to drug and alcohol problems by
disseminating practice-relevant evaluation
findings on the effectiveness of
interventions including prevention,
community safety and treatment.
Readers Workers involved in a specialist
or non-specialist role in interventions
addressing drug or alcohol problems in the
UK, including drug and alcohol service
practitioners, planners, managers, and
commissioners, those whose responsibilities include these functions, and
researchers working in these fields.
The
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thematic review Teaching in the tender years
A leading researcher and practitioner team up to assess the evidence on drug
prevention in primary schools. Charlie Lloyd was a co-author of the UKs
major study in this area. Ruth Joyce supplies the practice context.
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nuggets
The core of the magazine. Doggedly sought out, filtered, expertly analysed
and packaged with the practitioner in mind, digestible summaries of the
latest research relevant to drug and alcohol interventions in the UK. The
emphasis is on the practical implications in the UK context.

15 key study Project MATCH: unseen colossus
Cooperation from the US investigators and top British experts helped us
draft the most authoritative and insightful briefing yet seen on the theorybusting test of matching alcohol clients to treatments. All designed to help
you grasp the significance of this once-in-a-lifetime study.

22 old gold The danger of warnings
Willy de Haes looks back on his seminal evaluation published in 1975. The
results were as shocking as much drug education of the time. Julian Cohen
recalls how this Dutch study influenced the UK, but we still need reminding that deterrent intention doesnt always translate into deterrent effect.

25 feature How to show treatment works
Don Lavoie of the Substance Misuse Advisory Service advises service
commissioners across England. His views on what they want to know from
services not only make a lot of sense  they also matter a lot.

26 in practice Are we right to spend more?
Residential rehabilitation represents a considerable investment for UK social
services. Bucking the trend, one authority decided to spend yet more on
extended stays and aftercare. John Gordon-Smith and his team called on
George Christo to test whether theyd made a costly mistake.

28 glossary
Baffled by the jargon? Learn the difference between an impact an outcome and
an output. And whats a null hypothesis? Instant expertise.
1999
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T
eaching in the tender years
Teaching
As drug use drops down the age range, the risk that teaching about drugs in the
primary school might incite interest has to be set against the risk of leaving it all
too late. Two of Britains leading experts assess the evidence.

by Charlie Lloyd and Ruth Joyce

At the time of writing Charlie Lloyd was Head of Research at the Central Drugs
Prevention Unit and Ruth Joyce Head of Education and Prevention at the Standing Conference
on Drug Abuse. Charlie Lloyd is also co-author of an evaluation of Project Charlie and Ruth
Joyce a member of the Advisory Council on the Misuse of Drugs.

E

ducating pre-adolescent children
about drugs may seem unnecessary
and risky  it could arouse interest
when none was there, and be seen as an admission that the school has a drug problem.
Only if it works would the risks be worthwhile. Works here will mainly take the form
of delaying onset of drug use rather than
curbing current use. Drug use generally starts
with the most available drugs: in our culture, tobacco, alcohol and cannabis. Does
delaying their use matter? There are reasons
for believing it does.
Gateway theorists argue that use of more
socially acceptable drugs is a prerequisite for
moving on to those less acceptable; smoking
tobacco is a gateway to smoking cannabis,
cannabis a gateway to other illegal drug use.1
The argument is plausible and supported by
research. Tobacco (and to a lesser extent alcohol) use has repeatedly been found to predict later cannabis use, and early use of illicit
drugs is linked with later drug problems.
Such links have suggested that early prevention efforts targeting the avoidance of
youths initiation with alcohol and cigarettes
may reduce the use of marijuana, and prevention of early use of marijuana may reduce involvement with other illegal drugs.2

Missing the boat?
The obvious but key point is that delaying initiation into drug use requires action to be taken before drug use has started. Youngsters often smoke
tobacco whilst still at primary school.3 Well
before actual use, ideas and feelings about
drugs are developing. By avoiding abstract
language, draw and write techniques show
that children as young as five have some understanding, even about illegal drugs.
So there seems a risk in not starting drug
education in the primary school and (if existing knowledge is carefully gauged) little
to fear. Yet drug education remains overwhelmingly focused on children over 11 
for many, too late to delay initiation, and
likely to be so for more as age of first use
decreases.4 New UK drug education packages are not narrowing this gap5 and only a
minority of British primary schools have
implemented preventive programmes.6, 7
There remains the issue of whether in-
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tervening early actually does some good and
what are the best approaches. Some clues can
be gleaned from reviews of drug education
across the compulsory schooling age range.
8, 9, 10, 11, 12
Effective programmes tend to be:
intensive and long-term;
incorporate pupil-teacher and pupil-pupil
interaction rather than simply didactic presentations of information by teachers;
multiply-focused on parents and communities as well as schools;
aimed at developing pupils lifeskills such
as communication, assertiveness, other social skills, and decision-making.
How does this square with what we know
of primary school interventions? In assessing the evidence, this review considers only
programmes focused on illicit drug use13 and,
for research from outside the UK, on stud-

CAPSULE
Later drug misuse is associated with early
use of tobacco and alcohol. To prevent or
delay such use education must start in the
primary school.
The only UK outcome evaluation suggests
that a broad-based, life skills programme
could prevent drug use. Other studies have
shown the feasibility of primary school drug
education and some improvements in variables thought to be related to later drug use.
Outside the UK, studies of two popular approaches (DARE; Life Education Centres) have
mainly been inconclusive or disappointing.
However, there is evidence that long-term,
intensive programmes, especially those
which involve parents and the wider community and employ interactive teaching styles,
can reduce later drug use.
Practice implications include initiating longterm, intensive programmes in primary
schools based on interactive teaching
methods, which are linked to and consistent
with those in local secondary schools.
Involving parents enhances impact and is
more feasible at primary than secondary level.
Knowledge about drugs must be supplemented by developing the skills to identify
and communicate feelings, and take decisions
in a social setting.

1999

ies which report drug use outcomes. For the
UK it also embraces selected studies of process issues involved in implementing programmes, or changes in intermediate variables thought to be related to drug use.

Home-grown evaluations

The only British study to assess the impact
of primary school drug education on drug
use is the evaluation of Project Charlie,14 a
broad-based information and lifeskills programme aiming to equip pupils to resist later
drug offers from their peers. The evaluation
( Charlie shows promise) generated evidence
that the programme can delay tobacco and
illegal drug use,. However, unless replicated
in more substantial studies these results can
only be considered promising.
The remaining British studies deal with
process issues and intermediate outcomes,
often at barely more than the anecdotal level.
Certainly a cut above this, perhaps the most
interesting study examined the impact of
Drug Abuse Resistance Education (DARE)
on year-six children (1011 years of age)
attending a school in Mansfield where two
other schools acted as controls.15 DARE, a
US programme delivered by police officers,
is gaining momentum in the UK. It focuses
on skills to resist drug offers; other elements
are building self-esteem and decision-making
skills and imparting drug information.
Pupils were tested before and after the
intervention. In their measures of attitudes
and drug-related knowledge, researchers
found no general patterns of development
attributable to DARE, but there were some
gains. For example, children exposed to
DARE were more likely to recognise that
drugs can be harmful. Recommendations
included making the social skills element of
the curriculum more drug-specific and enhancing interactive components ... at the expense of inputs from the DARE officers.
In Northumberland a one-off project gave
a lasting boost to drug education in middle
schools.16 An assessment of the needs of
teachers, pupils and parents at all 18 schools
enabled the programme to be tailored to local needs. This data later formed a baseline
from which to assess progress. After a halfday of training, teachers delivered the pro-
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gramme to year-five pupils (aged 910) in
four hour-long sessions in a single week.
During the week an evening meeting informed parents about the programme and
about drugs, and involved them in their childrens drug education. After the intervention,
teachers reported improved drug-related
knowledge and confidence; pupils gave more
realistic responses to drug discovery scenarios; and parents showed more confidence
and support for drug education. The intervention also provided a model for continuing drug education in most of the schools.
Reports from London17 and Avon18 have
shown that locally produced primary school
teaching materials can be acceptable to teachers and considered effective teaching tools.

Pupil-to-pupil approaches
Already noted is the superiority of interactive teaching methods. The ultimate in
interactivity is to enable children to devise and
deliver the education as well as receive it 
pupil-to-pupil education or peer education
if educators and educated are roughly the
same age. However, reports from secondary
schools show things can go badly wrong
(chaos and disruption in the classroom) if
peer educators lack teaching skills; slightly
older pupils seem more likely to receive respect in the classroom.
Uncomfortable about handing control to
pupils and about methods such as role play,
teachers sometimes curtail peer programmes,
accounting for some apparent failures. Impacts are easiest to demonstrate for the educators rather than the educated; such impacts
may be the chief intended outcome.
A UK evaluation of pupil-to-pupil drug
education reported on a play performed by
year 10 and 11 secondary pupils to year six
primary pupils.19 Mounting the play needed
special funding and entailed considerable
preparatory and follow up in the recipient
schools. The audiences enjoyed the experience and retained some clear safety and antidrug messages.
One school used the play as an assessed
piece of year 11 drama work, giving it a
legitimate place in the curriculum. Focusing drug education on such concrete outputs
(plays, posters, leaflets, videos) can double
up as a form of communications/media education, the results of which can be used to
involve and inform parents and other pupils.
In another primary school, year six pupils
produced a video shown to parents; perhaps
because it featured nearly all the children,
parental attendance was unusually high.20 Six
months after they had left primary school the
video-makers had retained knowledge and
understanding of drugs and a greater confidence in their own abilities to deal with new
situations, particularly those in which drugs
might be on the menu.

Lessons from abroad

Even outside the UK few studies have focused on primary school-age drug preven-
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Charlie shows promise
Pupils exposed to Project Charlie in two primary schools were recontacted four years later
when at least 131/2 years of age. The most stringent test of the curriculum compared pupils
from a school where year-five classes (aged 9
10) had been randomly allocated to Project
Charlie or to no drug education (the control
group). Project Charlie pupils were significantly
less likely to have tried tobacco. With respect
to drinking alcohol there was no difference and
the numbers trying illegal drugs were too small
to generate significant results.
Project Charlie pupils from both schools
were also compared with later classmates in
secondary school. Tobacco and illegal drug use

tion. Major exceptions are US studies of
DARE and the mainly Australian studies of
Life Education Centres. Both programmes
have a considerable following in the UK so
warrant special attention.

Bring in the police?
In the USA, DARE is usually delivered by
uniformed police officers to children aged
10 to 12 in 17 weekly lessons of about 45
minutes. The five most rigorous evaluations
published in academic journals are summarised below.
In two US studies DARE had the intended
impact on attitudes to drugs but in one, no
impact on drug use or intentions to use21 and,

the obvious but key point
is that delaying initiation into drug use
requires action to be taken before
drug use has started.
in the other, an impact on alcohol use but
none on tobacco or cannabis use.22 In both,
short follow-up periods (meaning pupils
were not yet old enough to use drugs in any
numbers) mitigated against finding impacts
on drug use. Another study in Illinois faced
the same problem but did report a temporary impact on tobacco and alcohol use which
a year later had disappeared.23, 24
Two US studies did employ follow up periods long enough to observe drug use outcomes. In one the impacts on attitudes to
drugs and ability to resist peer pressure seen
a year after DARE were not sustained at five
years.25 In the second the time trend was reversed: DARE had no impact at three-year
follow-up but at six years significantly fewer
boys (roughly a quarter less) had tried outsider drugs (inhalants and illegal drugs other
than cannabis).26 For the sample as a whole
results were equivocal and there was no impact on girls or on more accepted forms of
1999

were significantly less common among Project
Charlie pupils (a third as many had tried illegal
drugs), but there was no way of excluding the
possibility that this was due to other factors.
Project Charlie had not improved decisionmaking skills or drug-related knowledge, but
did seem to have significantly enhanced ability
to resist peer pressure and increased negative
attitudes to drugs.
Samples in this study were small (in the randomised groups, just 20 and 14) and while all
the statistically significant outcomes favoured
Project Charlie, some non-significant trends
(especially relating to alcohol use) were in the
opposite direction.

drug use  tobacco, alcohol and cannabis.
DAREs unconvincing results may be
partly due to a teaching style which lacks the
interactivity found to maximise impacts. Police training and ethos may be incompatible
with such approaches.27, 28 More generally,
outsiders drafted in to do lessons may (even
more so than teachers) lack the required skills
or feel uncomfortable with allowing children
leeway to interact on the contentious topic
of illegal drugs.

Roadshows please but do they prevent?
Originating in Australia, Life Education
Centres are mobile units delivering drug
education at primary and secondary schools.
In the UK they target both legal and illegal
drugs. Using audio-visual aids such as puppets and illuminated models of body systems
and organs, the aim is to help children make
responsible decisions about themselves and
their bodies by illustrating how drugs affect
the body. Staged components are offered
each year, aiming to complement the schools
in-house programme. Classes last 30 minutes
to two hours, but teachers are encouraged to
run preparatory and follow-up sessions
As with DARE, evaluation has proved
contentious. Two studies have shown the
Centres to be popular with teachers, who
report positive impacts on children.29, 30 These
and other studies have also examined outcomes, but each had serious methodological
flaws.31, 32, 33 Even the most sophisticated
study was not able to randomly allocate
schools to Life Education versus control conditions.34 The Centres appear popular with
children, teachers and parents, but their impact on behaviour remains an open question.
Other approaches
DARE and Life Education Centres are major players, but many other  in some cases,
more promising  programmes have been
shown to affect attitudes, knowledge, resistance skills and intentions. Four that have
been followed up for long enough to examine impacts on behaviour are briefly
ISSUE 1
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Practice implications  tinkering will not be enough
The evaluation literature is too thin (especially
in the UK) to form the sole support for practice
recommendations, so these suggestions also
draw on what we know of the UK education
system, and what we can extrapolate from experience and from other sectors.

opment of drug education resources.
Parental involvement can be a route to, and
one aspect of, wider community reinforcement
of drug education, helping prevent schoolbased activities being overwhelmed by the
wider environment.

Start in primary school
Primary schools should build drug education
into development plans and their brochures
should outline the schools approach to drugs.
Local education authorities and drug action
teams should encourage and enable primary
school staff, governors and parents to develop
and support drug education.
Teacher training institutions need to include
drug education in their basic programmes,
especially for primary sector teachers.
Information on where children are starting
from can help tailor curricula to pupil needs,
reducing the risk of introducing over-sophisticated and unnecessary information too early.

Focus on lifeskills
Knowledge about drugs must be supplemented by developing the language and skills
to identify feelings, communicate these to others, and take decisions in a social setting. The
natural locus for this is the personal, social and
health education curriculum.
As a start schools may want to audit their
social and lifeskills development activities.
Drug educations locus in the science curriculum gives the information element statutory
status, not the skills elements. Overcoming this
entails reconfiguring the curriculum to create
space for skills development.
To introduce topics such as drug education,
schools need flexibility to manage their timetables. This has been reduced by the restrictive
targets on which their performance is judged.
Primary schools should support the development of a nationally accepted personal, social
and health education curriculum.
Initial teacher training courses show passing,
if any, reference to lifeskills training. This and
the in-service training needs of existing teachers will have to be addressed.

Make it long-term and intensive
Long-term, intensive programmes have the
greatest impact.
It is important to place drug education on
the agendas of primarysecondary linkage
structures such as liaison officers and crossphase families of schools.
Common staff drug training programmes
across primary and secondary levels have been
used to facilitate a consistent approach.40
The first years of secondary schooling are the
ones most under pressure from the statutory
curriculum. Significant relaxing of curriculum
pressure may be needed to ensure continuity
from primary school.

visitors may not have the necessary skills; their
use should be carefully planned, monitored and
evaluated.
Even in primary schools, pupil involvement
can profitably be extended to school policy
making over drug education and the handling
of drug-related incidents.41
Peer approaches: promising but tricky
Peer education shows promise but remains
largely ill-defined and unproven, posing potential pitfalls if peer educators are insufficiently
prepared. At the moment it may be more realistic to expect and work for benefits for the educators as much as, or more than, the educated.
Peer educators must be selected for their
credibility with the audience and trained and
provided ongoing support. Careful planning is
essential, including preparation and follow up
of recipient classes.
Problems may be minimised by using slightly
older pupils trained not just in drug knowledge,
but also in the teaching skills needed to maintain order in a class of younger near-peers.
Pupils recently graduated to secondary
school may have more credibility, but an overcrowded curriculum means within-school approaches are more feasible.
Crediting the outputs of peer educators as
achievements in other subjects can help create
curriculum space for their work.
The production of materials or events such
as plays gives a focus to the activity, provides a
concrete achievement, and can be used to involve parents.

Involve parents and communities
Involving parents enhances effectiveness.
This is more feasible at primary than secondary
level because parent-school contact is closer,
more regular and more local.
Parents should be extensively involved in the
development or review of school drug policies.
Teachers should consider the opportunities
for involving parents in the selection or devel-

Be interactive
Evidence that interactive teaching is more effective than didactic presentations has major
implications for teacher training.
There may be a need to refocus training on
teaching methods rather than subject expertise.
School administrative systems must be supportive of this teaching style. Practical issues
such as the influence teachers have over class
size and rooms are important.
Sophisticated assessment, monitoring and
recording tools will be needed to ensure that
teaching achieves the prescribed objectives.
Interactive teaching makes heavy demands
on classroom management. Outside speakers/

Targeting at-risk pupils unproven
Targeting pre-teens thought to be at high risk
of later drug use is of doubtful efficacy and could
amplify their risk behaviour through labelling
and grouping such pupils together.
Many high risk pupils, though later absent
or excluded from secondary school, will attend
primary school and can be reached there
through universal approaches.
Pupils cannot be influenced by school-based
activities if they are not there. Strategies which
support schools in retaining pupils are vital.

described below.
Most promising was the Australian
Illawarra programme.35, 36 Aimed at pupils
aged 1011 in the last year (year six) of primary school, it covered legal and illegal drugs.
First an evening meeting at school informed
parents about the programme, then their
children were introduced to it by year seven
pupils from the previous years programme.
Six teaching units totalling 12 to 16 hours
over several weeks covered decision-making,
drug-related problems, alternatives to drug
misuse, social pressures to take drugs, conformity, assertiveness and peer resistance
skills. During this period there was a second
parents evening after which children worked

in groups to produce drug-related materials
and a short piece of drama, another 12 to 16
hours of work which culminated in a presentation to parents. The following year the
pupils returned to their former primary
school to introduce the programme to the
new grade six pupils.
Compared to controls, four and a half
years later significantly fewer of the Illawarra
children had ever used tobacco or cannabis
but roughly the same number had tried alcohol. Also, levels (frequency/intensity of
use) of tobacco use were (especially initially)
lower and so was alcohol use in all but one
of the follow-up years. The researcher argued
that drug education should involve parents,

peers and teachers as well as the children,
and should be continued/reinforced in some
form into secondary school.
In the US New Hampshire study, one
of three rural communities formed a control
group. The second received education on
skills to overcome social pressures to use
drugs, and the third education reinforced by
a comprehensive community intervention
including parenting courses and a community task force.37 Three years later the targeted 914-year-olds were reassessed.
Neither intervention delayed cannabis use
(relatively normal in these communities), but
the community intervention cut regular cannabis use by over 50%.
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WHELAN S, CULVER J. DONT SAY NO, SAY DARE! N. NOTTS HEALTH PROMOTION, 1997

Revealed by draw and write
techniques, pre-teens
stereotyped conceptions of
drugs and drug users do
little to prepare them for
the reality of drug offers

REVIEW

Say Yes First was a five-year programme
which adjusted the intensity of the intervention to the risk level of 914-year-old rural
US pupils.38 Teacher training and comprehensive health and substance abuse education were universally applied; drug-free activities and parenting support and education
were also available. Specially at-risk children
were referred for extra academic support and
case managers linked them to remedial and
protective activities. Compared to samegrade controls from previous years, by the
last year of the programme fewer pupils had
tried alcohol or taken alcohol, crack/cocaine

or steroids in the past month.
Another US programme randomly allocated high-risk 910-year-olds to the yearlong (plus further inputs the following summer) intensive intervention or to a control
group.39 The intervention included lifeskills
education, one-to-one sessions with prevention specialists, field trips, a residential summer camp, family visits, parent groups, and
family activities. No differences in drug use
were found at one- and two-year follow up
while immediately after the programme more
intervention children had tried cigarettes and
volatile substance abuse.

1 Not to be confused with escalation theory. Gateway
theory holds that more serious drug use will generally not
occur unless less serious drugs have previously been tried.
Escalation theory holds that more serious drugs will be
used (or are more likely to be used) if less serious drugs
have been tried.
2 Werch C.E., Anzalone D. Stage theory and research on
tobacco, alcohol and other drug use. Journal of Drug
Education: 1995, 25, p. 8198. See also Guy S.M., Smith
G.M., Bentler P.M. Consequences of adolescent drug use
and personality factors on adult drug use. Journal of Drug
Education: 1994 24, p. 109132.
3 Turtle J., Jones A., Hickman M. Young people and health:
the health behaviour of school-aged children. HEA, 1997.
4 Balding J. Young people in 1996. University of Exeter, 1997.
5 Swadi H. Adolescent drug education programmes: methods
and age targeting. Pastoral Care: June 1989, p. 36.
6 Professional Association of Teachers (PAT). Cracking
drugs in schools. Derby: PAT, 1995. Over 81% of primary
schools answering a survey appeared to have no drug
education policy. However, the sample was probably not
representative, consisting of PAT members who responded
to a questionnaire sent out with the associations journal.
7 Her Majestys Chief Inspector of Schools. Drug education
in schools. London: HMSO, 1997. 43% of responding
primary schools reported having a drug education policy.
8 McGurk H., Hurry J. Project Charlie: An evaluation of a
life skills drug education programme for primary schools.
London: HMSO, 1995.
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Findings The most practice
relevant findings for the UK and the
main methodological characteristics
of the featured evaluation(s).
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 advisory panels or other
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Supporting references available on
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We are grateful to Nigel Fleeman of the Liverpool Public Health Observatory,
University of Liverpool, for his contribution to this entry.
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Contact Where available, contact details of
the lead author(s) of the featured
evaluation(s). These may not be current and
do not imply that the author has agreed to
enter into correspondence over the study.
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Main sources Bennie C. A comparison of home detoxification
and minimal intervention strategies for problem drinkers. Alcohol and Alcoholism:
1998, 33(2), p. 157163. Copies: apply Alcohol Concern.

○

Copies of cited documents may be available
for a fee from Alcohol Concern (0171 928
7377) or ISDD (0171 803 4720); please check
before ordering. Reprints may also be
available from the author(s). In case of
(0181 888 6277).
difficulty contact

Links Cross reference to related items in
current or past issues of
. A Nugget
entry referred to for example as 1.2 is the
issue 1.
second entry in
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Practice implications Standard home detoxification has at least
medium-term benefits for many dependent drinkers with a suitable
home environment. However, for a substantial proportion, shorter,
drug-free interventions staffed by alcohol specialists may be an
adequate and less expensive alternative; more rapid return to
drinking seems the main drawback. If these relapses can be picked
up (eg, through follow-up visits), such patients might be offered
extra support. Concentrating support on those who need it might
result in an overall improvement in cost-effectiveness as well
minimising the danger of medication being abused. These findings
do not contradict advice that fully fledged treatment regimes should
be kept available for more serious cases.
Nuggets 1.2

○

Secondary sources Optionally, a selection of
documents drawn on in drafting the entry. Full
references on request.

ISSUE 1

In context Home detoxification is accepted as a safe and costeffective option for motivated clients not at severe risk and with a
stable home environment, including a responsible adult and
supportive family. The regime tested here is typical but the
comparison intervention exceeded whats normally termed brief as
well as being delivered by specialist nurses after a two-hour
assessment. Briefer interventions are often tested only with more
promising clients, but many of the current studys advice-only group
had experienced a substantial drink problem for a decade. Probably
many were drinking above the limits normally recommended for
drug-free detox but in both groups nearly half were binge rather
than regular drinkers.

○

Main sources Bibliographical details of the
featured evaluation(s).

DRUG AND ALCOHOL

Findings 95 patients referred by GPs to a Scottish home-based
alcohol detoxification service were randomly allocated to the
standard regime (eight visits over a five-day detox using
chlordiazepoxide) or to an advice-only intervention (two-hour
advice session plus self-help booklet, no drugs prescribed, follow up
visit four weeks later). Six months after treatment, 76 formerly
alcohol dependent patients were re-interviewed. Most had cut their
drinking substantially. The only statistically significant difference
between treatments was in duration of abstinence (nearly four
months versus just over two) but this and other measures favoured
the more intensive treatment.
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Practice implications The most
UK-relevant practice implications of
the featured evaluation(s). These
suggestions are intended as a valuable input to decisions over policy
and practice but are implications
rather than guidelines. They do not
constitute a sufficient basis for practice, which should be more widely
based on the available research,
experience and expert opinion.
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In context Brief comments on the
featured evaluations methodology
and findings, drawing on other
related studies and the UK policy
and practice context.
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1.1 Advice can be an effective alternative to using
drugs to aid alcohol detoxification at home
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Nuggets features published and
unpublished evaluations of
interventions selected for their
particular relevance to UK practice.
An attempt is made to balance
studies relating to alcohol v. illegal
drugs, and to prevention,
community safety, or treatment.
This first issue features some major
evaluations from recent years but
normally content will be restricted to
the latest findings. Studies are
sourced mainly through national
drug and alcohol information
services (ISDD and Alcohol
Concern) and through our network
of 380 research contacts.
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Practice implications This study suggests that drug treatment
services deliver considerable net cost savings for British society.
Treatment waiting lists and the numbers failing to gain entry into
residential care raise the prospect that expanding treatment could
increase savings by engaging more clients. Adapting drug treatment
to address drinking might pay further dividends. Their performance
with the more severe cases suggest that it is in overall interests of
society to maintain residential services, despite local authority
funding constraints.
Main sources Gossop M., Marsden J., Stewart D. NTORS at one year: changes in
substance use, health and criminal behaviour one year after intake. Department of
Health, 1998. Copies: £4.95 from Department of Health, PO Box 410, Wetherby LS23
7LN.
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NTORS strength  studying treatment under natural conditions 
also makes it harder to attribute the improvements to the treatments.
Improvement may be seen in treatment-seeking drug dependants,
even without specialist intervention (the decision to seek treatment
itself being seen as potentially an important factor) and some degree
of spontaneous remission is to be expected. However, the
treatment history of the NTORS cases make it unlikely that such
factors account for all the observed improvements.
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We are grateful to Dr Peter Abraham of the Medical Council on Alcoholism for his
contribution to this entry.

In context NTORS is the largest drug treatment follow-up study
ever mounted in the UK. The services were not model treatments
run in experimental conditions but typical services dealing typically
with typical clients. This lends confidence to the assumption that
similar gains are occurring across the UKs specialist drug treatment
system. The reports recognition of alcohol problems among drug
dependants has been echoed in other findings; smoking and
nutrition are other health issues among methadone
Nuggets 1.6
clients which services may not be picking up on.

○

Secondary sources  Williams D., McBride A.J. The drug treatment of alcohol
withdrawal symptoms: a systematic review. Alcohol and Alcoholism: 1998, 33(2), p.
103115. UK review of the evidence. Copies: apply Alcohol Concern  CRAG
Working Group on Mental Illness. The management of alcohol withdrawal and delirium
tremens. A good practice statement. Scottish Office, 1998  Morgan M.Y., Ritson B.
Medical students handbook on alcohol and health. Medical Council on Alcoholism.
Copies: apply Medical Council on Alcoholism, 3 St Andrews Place, London NW1
4LB  Wesson D.R. Detoxification from alcohol and other drugs. Treatment
Improvement Protocol (TIP) Series no. 19. US Department of Health and Human
Services, 1995. Copies: apply Center for Substance Abuse Treatment, Rockwall II, 5600
Fishers Lane, Rockville, MD 20857, USA.

Among the 753 re-interviewed a year later, nearly 40% of those who
had been regularly using illicit opiates were no longer doing so and a
substantial minority of former users had stopped altogether. Other
illicit drug use had also substantially reduced. Numbers injecting and
sharing injecting equipment had both more than halved. Alcohol use
had changed little, improving more after residential care as did
physical and psychological health. The crime rate was cut to a third
of pre-intake levels; for every extra £1 spent on treatment it is
estimated that over £3 was saved in the costs of crime alone. Though
the study was not designed to test one treatment modality against
another, it was apparent that residential programmes dealt with the
most severely disturbed clients yet produced the best outcomes.

○

Main sources Mayo-Smith M.F. Pharmacological management of alcohol
withdrawal. A meta-analysis and evidence-based practice guideline. Journal of the
American Medical Association: 1997, 278(2), p. 144151. Copies: apply Alcohol
Concern.

In the three months before intake 76% had used heroin regularly,
many were polydrug users and 28% drank excessively. 62% injected
and nearly 15% had shared needles/syringes. Physical and severe
psychological problems were common (29% had contemplated
suicide) and 61% of clients had been criminally active, committing a
total of 70,728 crimes, nearly half involving fraud or property.

○

Each patient should be treated individually. Patients should be
monitored (initially several times a day) by medically qualified staff.
Ideally these will be trained to assess withdrawal severity and to
initiate or titrate medication in response to symptoms, using a scale
such as the CIWA-Ar (copy free from Detoxification from alcohol and
other drugs Secondary sources). Moderate scores or a history of
severe withdrawals indicate medication; chlordiazepoxide is usually
the best and safest option. In the absence of staff able to titrate the
dose, a fixed schedule (supplemented if need be) is effective but will
entail considerable over-medication of some patients and
unnecessary expenditure of resources.

.

Findings The National Treatment Outcome Research Study
(NTORS) monitors the progress of 1075 drug users entering 54
services in England in 1995 for either residential rehabilitation,
specialist inpatient treatment, or outpatient methadone
maintenance/reduction.

○

Practice implications These relate only to the implications of this
study for the prescribing of drugs to manage withdrawal symptoms
rather than to the complete management of withdrawal from alcohol,
which should be conducted under experienced medical supervision
drawing on accepted practice guides, some of which
Nuggets 1.1
are listed under Secondary sources.

This evaluation will be examined more extensively in the next

○

In context This studys focus is on the pharmacological
management of withdrawal and, with respect to the choice of drug to
manage symptoms, its conclusions are convincing and widely
accepted. However, this is just one aspect of managing withdrawal
and the medical sequelae of alcohol dependence, which in the
severest cases can be life-threatening. Other crucial elements, such
as vitamin therapy and nutrition, are barely mentioned. Drug-free
reassurance is also effective for many, probably by curbing anxiety
and expectations about symptoms, though monitoring is essential as
there is no reliable way to predict withdrawal severity.
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The strongest finding was that during the three to five days of
alcohol withdrawal, benzodiazepines ameliorate symptoms and
prevent delirium and seizures. Long-acting varieties are most
effective; evidence is strongest for chlordiazepoxide (Librium). As
well as being less safe, non-benzodiazepine drugs are less effective
or unproven against delirium or seizures. Medicating only when
symptoms exceed a threshold is as effective as a fixed-dose
schedule, shortens treatment, and in one study required doses less
than a quarter as large.

1.3 Major national treatment study suggests British
drug services deliver net costs savings
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Findings The American Society of Addiction Medicine has
produced guidelines on managing alcohol withdrawal based on a
literature review and meta-analysis ( Glossary). This did not cover
patients already demonstrating delirium or seizures.
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1.2 Chlordiazepoxide drug of choice for medicationassisted alcohol withdrawal
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Findings In London and Geneva trials of injectable opioids in the
outpatient treatment of opiate addiction have reached similar
conclusions. Both recruited long term opiate-dependent injectors
who still used heavily despite previous treatments.
In London 58 long-term heroin injectors starting treatment could
choose either injectable heroin or injectable methadone; two-thirds
chose heroin. A year later 57% were still in treatment but few of the
remainder had simply dropped out; most were discharged for
disciplinary reasons  violating the treatment protocol. Major
reductions in illicit drug use/injecting and crime, and improvements
in social functioning, health and psychological adjustment, were
evident early in treatment and sustained in the follow-up year. Nighttime withdrawals led nearly three-quarters of the heroin patients to
be prescribed additional oral methadone.
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1.5 Heroin prescribing can help methadones failures

The Swiss study randomised 51 patients to injectable heroin (27) or
to a control group (24), most of whom received oral methadone.
Patients in the heroin group were occasionally prescribed oral
opioids. All who engaged with the heroin treatment (25) stayed for at
least six months, at which time none were using illicit heroin daily,
compared to nearly half the controls. Also their spending on illicit
drugs and criminal income fell to a tenth of pre-treatment levels but
remained high in the control group. Psychological and social
functioning improved relative to the controls but physical health did
not. Extra medical and psychosocial services may have contributed to
the greater improvements in the heroin group.
At the start of the Swiss study all the patients asked for heroin; after
six months the controls could transfer to it but just nine did so, most
having made what they considered satisfactory progress in
conventional treatments. This study was part of larger Swiss trial
which reported similar results among over 1000 patients prescribed
injectable opioids. It also found heroin was more attractive to patients
and had fewer side effects than methadone ( Secondary sources).
In context Two earlier UK studies have evaluated injectable heroin
against oral methadone. Taking all four studies together, it seems
that many for whom oral methadone has failed, and those seeking
treatment but unwilling to give up heroin, do better on heroin in
terms of reductions in crime and illicit opiate use and improved
psychological wellbeing. The downside is an entrenchment of the
heroin injecting lifestyle in some who might otherwise have given up
opiates or stopped injecting. Heroin might also attract more addicts
into treatment, but with clinics running waiting lists this may not
seem a priority and might reduce access to treatment by diverting
resources from methadone into more expensive treatments.

○
○
○
○

Secondary sources Mattick R., Ward J., Hall W. The role of counselling and
psychological therapy. In: Ward J., Mattick R., Hall W., eds. Methadone maintenance
treatment and other opioid replacement therapies. Harwood Academic, 1998,
p. 265304.

○

Main sources Kraft M.K., Rothbard A.B., Hadley T.R., et al. Are supplementary
services provided during methadone maintenance really cost-effective? American
Journal of Psychiatry: 1997, 154, p. 12141219. Copies: apply ISDD.
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Practice implications The ceiling beyond which services
supplementing methadone are no longer cost-effective may be quite
low for many people though higher for those with greater problems.
To gain worthwhile further benefits, services may need to forge links
with external agencies such as those dealing with training/education,
housing and employment. There is also a floor below which costeffectiveness suffers through inadequate support. Cost-effectiveness
is probably maximised by making more intensive, well managed
counselling and other services available for those who feel they need
them, or where referral to such services seems advisable. UK
prescribing services could meet these needs more systematically.
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In context Several studies have shown that increasing access to
counselling or social services can improve methadone outcomes.
Such findings are not universal, perhaps partly because much
depends on the quality of the services and on access to housing,
employment, and training opportunities beyond the programmes
control. However, service enhancements absorb resources which
could otherwise be used to expand basic treatment slots; is it best to
spread thin but wide and treat more clients, or do more work with
fewer? This study suggests that increasing availability of counselling
modestly (to three times a week, uptake in practice under once a
week) buys more abstinence per dollar than offering daily access
plus other services. There is some evidence that UK drug service
clients value counselling and feel it is effective but generally do not
find prescribing services meet their needs in this regard.

○

○
○
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○

Over the next six months all subjects reverted to the intermediate
level of support and their behaviour converged. By the end, only the
heroin abstinence measure remained significantly poorer in the
minimal support group. In the enhanced group a 68% abstinence rate
at 24 weeks dropped to 49%. Cost effectiveness remained highest in
the intermediate group.

○

○

○

Findings For the first 24 weeks 100 US clients starting methadone
maintenance were randomly assigned either to minimum support
(monthly counselling session), intermediate (three sessions a week),
or enhanced support (seven sessions a week plus medical,
psychiatric, employment and family therapy services). More support
led to better outcomes in terms of drug problems, crime and health.
However, for each patient abstinent from heroin and cocaine, the
cost of services actually delivered (as opposed to available) was
lowest for the intermediate option; the further enhancements
improved outcomes but were not cost-effective.

○

1.4 (Some) counselling maximises methadones
cost-effectiveness
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Practice implications Injectable heroin or methadone stabilise
many opiate addicts unable to manage on oral methadone but should
not normally be a first line option, even for those requesting
injectables. Cost-effectiveness will be higher if patients are
encouraged to try oral methadone first, but it is counter-productive
to persist if crime and illicit drug use continue unabated. Fears that
the prospect of injectables will mean patients deliberately fail on oral
methadone seem unfounded. Concern over diversion to the illicit
market remains but in some ways (eg, consumption by children) may
be even more of an issue with oral methadone. Supervising on-site
injecting is an expensive and inconvenient way to eliminate
diversion; insisting on the return of used ampoules may be an
acceptable alternative.
Main sources  Metrebian N., Shanahan W., Wells B, et al. Feasibility of
prescribing injectable heroin and methadone to opiate-dependent drug users:
associated health gains and harm reductions. Medical Journal of Australia: 1998,
168(12), p. 596600. Copies: apply ISDD  Perneger T.V., Giner F., del Rio M., et al.
Randomised trial of heroin maintenance programme for addicts who fail in
conventional drug treatments. British Medical Journal: 1998, 317, p. 1318.
Copies: apply ISDD.
Secondary sources Uchtenhagen, A. Summary of the Synthesis Report. In:
Uchtenhagen, A., Gutzwiller, F., and Dobler-Mikola A., eds. Programme for a medical
prescription of narcotics: final report of the research representatives. Institute for Social
and Preventive Medicine at the University of Zurich, 1997. Reports the wider Swiss
heroin trial. Available at http://www.lindesmith.org/library/presumm.html.
Contact  Nicky Metrebian, Centre for Research on Drugs and Health Behaviour,
phone 0181 846 6565  Dr Perneger, Institute of Social and Preventive Medicine,
University of Geneva Medical School, Geneva 14, Switzerland CH-1211. E-mail
perneger@cmu.unige.ch.
We are grateful to Dr John Merrill, Mental Health Services of Salford NHS Trust, for
his contribution to this entry.
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We are grateful to Dr Richard Velleman of the Bath Mental Health Care for his
contribution to this entry.

○

○

○

○

Contact Neil Hunt, Invicta Community Care NHS Trust. Phone 01622 725000, fax
01622 725290, e-mail neil@dadden.demon.co.uk.
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FINDINGS? page 24

○
○

○

○
○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

Contact Professor Michael Shwartz, School of Management, Boston University, 595
Commonwealth Avenue, Boston, MA 02215, USA. E-mail mshwartz@bu.edu.

Main sources Hunt N., Stillwell G., Taylor C., et al. Evaluation of a brief intervention
to prevent initiation into injecting. Drugs: Education, Prevention and Policy: 1998,
5(2), p. 185194. Copies: apply ISDD. A summary is available at the Mental Health
Foundations web site, http://www.mentalhealth.org.uk/brief020.htm

○

Main sources Shwartz M., Mulvey K.P., Woods D., et al. Length of stay as an
outcome in an era of managed care. An empirical study. Journal of Substance Abuse
Treatment: 1997, 14(1), p. 1118. Copies: apply Alcohol Concern or ISDD.

Practice implications Since most of the sample had never
initiated anyone and would resist doing so, the authors suggest
screening clients and targeting potential and actual initiators. The
intervention seems suitable for widespread implementation (ideally
in an action research context) in drug services seeing injectors and
more broadly via publications, outreach and peer contacts. There is a
clear opportunity here for specialist syringe exchange schemes to
provide added value compared to pharmacy schemes, and without
alienating clients.

○

Practice implications Limiting programme lengths without
restructuring regimes to maintain completion rates (or cutting
lengths beyond the point where completion rates can be maintained)
could be counter-productive, even in the narrow sense of later costs
due to readmissions. However, beyond a certain level, simply staying
longer in a programme does not buy additional benefits. Drug
misuse databases in the UK could be adapted to empirically establish
such cut-off points rather than imposing purely cost-driven limits.
The proportion of clients achieving these optimal lengths of stay
would be a more meaningful proxy for treatment success than
treatment duration per se.

In context Sharing injecting equipment among exchange attenders
and injectors generally remains worryingly common, as does the risk
of HIV spread and the prevalence of hepatitis C. Attention is turning
to ways to change the social etiquette of injecting and to prevent
injecting itself. This study exemplifies both trends and provides a
potentially valuable intervention building on the prominent role of
current injectors in initiating new injectors. Absence of a comparison
group raises the issue of whether the changes were due to the
intervention, the research questioning, or some other factor.
However, the specificity of the changes suggests the intervention
was largely responsible.

○

In context The study attempted to reconcile treatment retention as
an indicator of success with the pressure from US medical insurance
companies to cut costs by curbing lengths of stay. In the UK similar
pressures (especially on residential rehabilitation) arise from
community care funding and health authority stringencies. The
findings suggest that a treatment duration can be established below
which cutting scheduled programmes imperils outcomes, while on
average longer lengths do not confer greater benefits. However,
optimal lengths differ for different programmes. Other US research
indicates that the benefits of residential treatment can survive even
radical cuts in length, perhaps because regimes are restructured
such that treatment progress and completion are achieved in a
shorter time.

These reductions were consistent with evidence of the sample
becoming significantly more aware of the issue and of the risks, more
disapproving of initiating others, and less willing to do so.

○

It was reasoned that if treatment completion leads to better
outcomes, this should be reflected in the readmission patterns of
clients retained for at least these durations. Subsequent detoxes
were considered an indication that the previous treatment had failed.
Similarly, any readmission following long-stay programmes indicated
unsuccessful rehabilitation. In contrast, admissions to longer term
therapy after detox or short programmes indicated successful
preparation for rehabilitation. Readmissions consistently matched
these expectations. For example, after under 120 days in
rehabilitation 48% of clients had to be detoxed over the next two
years compared to 29% after longer stays.

Researchers interviewed 73 of the injectors before and after the
intervention and three months later. Comparing the three months
before the intervention with the three following it, significant
reductions were found in the frequency of injecting in front of noninjectors (97 to 49) and of non-injectors asking to be initiated (36 to
15). Over the same periods six had initiated someone before the
intervention and two following it, a reduction approaching statistical
significance despite the infrequency of initiation and
Nuggets 1.8
the small sample.

○

LINKS

The data was used to establish whether cut-off points could be
identified beyond which longer treatments were not associated with
higher rates of treatment completion as judged by the therapeutic
staff. Over 5000 discharges from each of four treatment types were
studied. Cut-off points were: residential detoxification, six days;
short-term residential treatment, 26 days; long-term residential, 120
Are we right to
days; long-term outpatient (excluding
spend more? p. 26
methadone maintenance), 140 days.

Findings A brief intervention to prevent injectors initiating other
drug users into the practice was delivered by 13 drug workers to 86
injectors, most of whom were in treatment. The workers were
trained in the intervention and supplied a demonstration video and
written guide. In under an hour workers and client explored initiation
and its risks, how the client may inadvertently promote injecting, and
responses to common initiation scenarios. The aim was to encourage
and enable injectors to anticipate, avoid and deflect initiation
requests. The intervention was practicable and acceptable to drug
users and workers.

○

Findings A new computerised information network provided the
opportunity to track clients across practically the entire publicly
funded alcohol and drug treatment system in Boston (USA). This
system deals predominantly with poor clients lacking private health
insurance.

1.7 Innovative brief intervention could help stop
drug users starting to inject

○

1.6 US study establishes optimal durations for drug
detoxification and rehabilitation
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1.9 Arrest referral cost-effective way to cut drugrelated offending
Findings Evaluators of arrest referral schemes in Brighton, Derby
and Southwark have produced a synthesis of their findings with
practice recommendations. All three were proactive schemes in
which drug workers initiate contact with arrestees, usually in police
stations after they have been identified by police as potentially
having a drug problem.
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Contact Dr Paul Griffith, National Addiction Centre, 4 Windsor Walk,
London SE5 8AF.

○

Secondary sources Morrison A., Elliott L., Gruer L. Injecting-related harm and
treatment-seeking behaviour among injecting drug users. Addiction: 1997, 92(10), p.
13491352. Copies: apply ISDD.

○

Main sources Griffith P., Noble A., Clarke K., et al. Needle exchanges and injecting
risk: a comparison of south east London exchanges based in pharmacies and specialist
agencies.

○

Practice implications Commissioners will want to be assured that
specialist exchanges deliver sufficient added value to justify their
greater cost. There seems scope for specialist exchanges to more
actively (but not intrusively) probe health problems among clients,
improve injecting practice, and address residual infection risk
behaviours, particularly in the light of the transmissibility of hepatitis
C. Much of this might be achieved by more structured use of existing
contacts with agency staff. Additionally, on-site sessional medical
services could offer hepatitis B vaccination and identify and treat
problems before they require emergency attention. On-site facilities
of this kind are indicated by the Glasgow studys finding
( Secondary sources) that many clients do not action referrals to
outside medical help.

○

In context Hassle-free access has been key for UK needle
exchanges since HIV put a priority on attracting injectors to the
schemes. In pursuit of this objective, opportunities to further
safeguard health may have been missed. Expectations are highest for
specialist schemes. The scope for these to deliver additional services
can be appreciated by reversing the current studys statistics 
looking at what was not done. Despite poor health, most clients
could not recall being advised to see their GP and over threequarters had not received qualified medical help at the agency. In the
last year 4 in 10 had not discussed injecting with staff and nearly half
had not had injecting sites inspected. Sharing injecting paraphernalia
was common and though most were infected with hepatitis C, many
drank enough to aggravate any infection. These findings are in line
with those from Glasgow ( Secondary sources) where nearly all
exchange attenders had injecting-related health
Nuggets 1.7
problems but just a quarter had recently received
health care at the exchange.

○

Agency exchangers typically spent half an hour at the service. Many
more than at pharmacies received (and read) health leaflets (eg, 70%
v. 25% on injecting) and sought advice from staff (52% v. 10%). In the
last year 50% had been counselled by staff, 59% had discussed their
injecting, 55% had shown injecting sites to staff, 46% had been
referred elsewhere including 41% advised to visit their GP, and 22%
had seen a doctor or nurse at the agency.
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Saliva tests showed that probably 3 in 4 of each group were infected
with hepatitis C and nearly a third with hepatitis B, against which less
than 30% had been vaccinated. Significantly fewer of the agency
sample (1% v. 5%) were HIV positive. Medical problems were
common and often severe; during the last year, a third had survived
overdoses and a quarter had abscesses which required medical
attention. Nearly a third had felt their alcohol use was out of control.

LINKS

○

○

However, a minority continued to risk infection spread. In the
previous four weeks 1 in 10 had used the same syringe as a sexual
partner; significantly more of the agency sample (12% compared to
5%) had shared with a close friend. Over the last six months twice as
many of the agency group (26% v. 12%) had used (cleaned) injecting
equipment after someone else. Many more clients had regularly
shared injecting paraphernalia (spoons, water containers, and filters);
in the agency sample in the last four weeks 49% had shared with a
close friend compared to 35% in the pharmacy sample.

○

Findings Services provided by specialist needle exchanges in
south-east London were compared with pharmacy-based exchanges.
Interviews with a representative sample of 280 clients revealed that
customers of both were typically unemployed men injecting heroin.
Over three-quarters had relied on the same type of service for at
least a year, client satisfaction was high, and safe injecting was the
norm, with 80% normally using each syringe only once.
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1.8 Specialist needle exchanges: more proactive
intervention could help safeguard clients health

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

NUGGETS

128 respondents were interviewed six to eight months after contact
with the schemes, about a fifth of the caseload. They were
predominantly white men injecting illicit opiates (and often using
other drugs) with long criminal histories; for 43% this was their first
contact with a drug service. Of the 90 contacted at arrest, 66 were
referred to services, 53 contacted them, and 41 received help.
Further analysis concentrates on the 80 contacted at arrest who were
not subsequently imprisoned.
Compared with the month before their arrest, six to eight months
later most had moderated their drug use and/or injecting or stopped
altogether (eg, 33 of the 70 using illicit opiates had stopped doing so
and 36 of the 49 using cocaine). A typical pre-contact spend of £400
a week on drugs had fallen to £70 and an average 125 acquisitive
crimes a month had dropped to 28.
In context Throughput rates for proactive schemes are far more
satisfactory than when arrestees contact services on their own
initiative. Another type of scheme offers inducements (eg, caution
rather than prosecution) to self-confessed offenders to encourage
them into treatment. These also achieve good throughput but are
applicable only in the case of relatively minor offences.
Proactive schemes seem to offer the best prospect of engaging the
broadest range of drug-related offenders. Clients of the studied
schemes committed on average four acquisitive crimes a day, well
over ten times the rate seen in a national treatment entry sample
( Nuggets 1.3) .
Despite methodological reservations (to do with sampling, problems
in attributing outcomes to the schemes, and the clients recall of their
activities), there seems little doubt that the schemes reduced
offending and drug use. The researchers estimate they would break
even by preventing just four crimes per successful referral. The main
limitation is the capacity of the treatment system to absorb such
referrals.
Practice implications Where drug-related crime is common,
proactive arrest referral is a cost-effective way to contact high-rate
offenders and moderate their drug use and criminality. Schemes
require workers who can quickly establish rapport with offenders
and maintain good relations with police, supported by consistent
funding which recognises their casework as well as their referral
roles. Suitable and accessible services to refer on to are essential and
may need to be secured through special contracts or funding
initiatives. Recent Home Office guidance suggesting that about 1% of
police budgets be devoted to anti-drug partnership work could help
in this respect.
Main sources Edmunds M., May T., Hearnden I., et al. Arrest referral: emerging
lessons from research. Central Drugs Prevention Unit, Home Office, 1998. Copies:
Drugs Prevention Advisory Service, Home Office, phone 0171 217 8055.
Contact Mark Edmunds, Criminal Policy Research Unit, South Bank University, Erlang
House, 103 Borough Road, London SE1 0AA.
We are grateful to Russell Webster, independent consultant specialising in drugs and
criminal justice, for his contribution to this entry.

Secondary sources  Alcohol, Tobacco and Other Drug Services, Queensland
Health. Support resource: guide for partnerships to reduce intoxication, violence and
injury in the licensed environment. 1998. Based on experience in several of the
communities reported on in the main sources. Copies: Alcohol, Tobacco and Other
Drug Services, GPO Box 48, Brisbane, QLD 4001, Australia  St John-Brooks K.
Keeping the peace. A guide to the prevention of alcohol-related disorder. Portman
Group, 1998. Includes UK experience with similar initiatives. Copies: Portman Group,
2d Wimpole Street, London W1M 7AA.
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Contact Dr Nancy Tobler, Tobler Research Associates, 29 Sheer Road, Averill Park,
NY 12018, USA. E-mail tobler@capital.net.
We are grateful to David Foxcroft of the National Coordinating Centre for Health
Technology Assessment, University of Southampton for his contribution to this entry.
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Secondary sources Black D.R., Tobler, N.S., Sciacca J.P. Peer helping/
involvement: an efficacious way to meet the challenge of reducing alcohol, tobacco,
and other drug use among youth? Journal of School Health: 1998, 68(3), p. 8793.
Copies: apply ISDD.

○

Main sources  Lang E., Rumbold G. The effectiveness of community-based
interventions to reduce violence in and around licensed premises: a comparison of
three Australian models. Contemporary Drug Problems: 1997, 24, p. 805-826. Copies:
apply Alcohol Concern  Hauritz M., Homel R., McIlwain G., et al. Reducing violence
in licensed venues through community safety action projects: the Queensland
experience. Contemporary Drug Problems: 1998, 25, p. 511551. Copies: apply
Alcohol Concern.

Main sources  Tobler N.S., Stratton H. Effectiveness of school-based drug
prevention programmes: a meta-analysis of the research. Journal of Primary
Prevention: 1997, 18(1), p. 71128. Copies: apply ISDD  Tobler N.S. Meta-analysis
of adolescent drug prevention programs: results of the 1993 meta-analysis. In: Bukoski
W.J., ed. Meta-analysis of drug abuse prevention programs. NIDA, 1997. Copies from
NCADI, P.O. Box 2345, Rockville MD 20847-2345, USA. E-mail info@health.org.

○

Practice implications Where anti-social incidents related to
drinking in licensed premises are a concern, enforced selfregulation by licensees significantly improves community safety.
Such benevolent cartels are most readily achieved in circumscribed
areas with no easily accessible competing attractions, when
profitability is not threatened, and when a credible enforcement
mechanism can deter licensees from breaking ranks. One possible
framework is the Crime and Disorder Act (1998), which obliges
police, local authorities and other bodies in England and Wales to
establish crime-prevention partnerships.

Practice implications Teachers need training and support in
implementing interactive programmes. There is an urgent need to
identify or develop, test and, if successful, promote teaching
packages in which peer-to-peer interaction is the central delivery
vehicle. Even if valuable for other reasons, programmes which
concentrate on values and self esteem with individual learning as the
major teaching strategy are likely to be ineffective drug prevention.

○

These reports show that lightly resourced accords incorporating
codes of conduct for licensees can cut violence without displacement
to other areas. Such accords are likely to be a priority where licensed
premises are concentrated, but are also unstable there due to
intensified competition. Self-regulation is encouraged by the fact that
tactics such as banning happy hours and cut-price promotions can
bolster profits, as can a general upgrading of an areas reputation.

○

In context Local accords came to prominence in Australia because
of the shortcomings of legal mechanisms to control (perceived)
violence related to licensed premises  conditions seen in some UK
communities. Elements of these strategies have been tried in Britain
but not as comprehensively as in Australia or North America.

In context Nancy Toblers meta-analyses (from which the current
studies are the latest offshoots) provide the most reliable indications
to date of the impact of drug education. The superiority of interactive
programmes was a robust finding consistent across several analyses,
including a subset of higher quality studies. Her explanation is that
peer-to-peer programmes are more in tune with the salience of peer
relations in adolescence. They also deal with preventing drug use in
the same social context within which drug use itself occurs. How far
this finding transfers to European cultures is relatively untested.
Official guidance in the UK mentions active learning, group work and
social skills but without highlighting these to the degree suggested
by Toblers findings, while with respect to drugs the emphasis in the
National Curriculum is on knowledge acquisition rather than
interpersonal skills.

○

Surfers Paradise was the model for three other projects in
Queensland, reported in the second main source. Compared to preproject levels, 714 months after the interventions aggressive and
violent incidents on licensed premises had dropped by 56% and
assaults by at least 75%, apparently due to changes in the practices
targeted by the intervention. Underlying the drop in physical
violence was a dramatic cut in male drunkenness, mainly because
staff intervened firmly to prevent intoxication.

The overall impact even of interactive programmes was modest, but
smaller studies suggested that impacts could be substantial in more
controlled situations with well trained group leaders. Oustide these
conditions, interactive programmes may register poor outcomes due
to incomplete implementation. Teachers often feel uncomfortable
about and lack training in facilitating group interaction and the selfdisclosure integral to open and effective communication may be
constrained in front of teachers with a disciplinary role.

○

The Surfers Paradise project rapidly halved attacks in nightclubs
while a pre-project rise in assaults turned into a 34% drop.
Improvements in targeted practices heightened confidence that the
drop in violence was due to the intervention. Community involvement was critical; one group monitored adherence to the code and to
liquor laws, gathering evidence which could be used in court.

The meta-analysis categorised programmes according to content
(knowledge, refusal skills, feelings, etc) and group process. Noninteractive programmes were defined as being based on teacher-topupil communication focusing on individual learning, values and selfesteem. In contrast, interactive programmes foster pupil-to-pupil
communication and focus on interpersonal skills and activities. The
latter were clearly superior whether the measures involved later use
of tobacco, alcohol, cannabis or other illicit drugs. As a whole, noninteractive programmes were ineffective. A more detailed
comparison confirmed that interactive teaching confers benefits even
when the content is similar to that in non- Nuggets 1.12, 1.13; Teaching in the tender years, p. 4
interactive programmes.

○

The first paper listed under Main sources contrasts the Geelong
accord with those in Melbourne and in Surfers Paradise (a tourist
town). Geelong prevented street violence by deterring late-night
travel between venues without imposing a common closing time. An
agreement between licensees introduced entry charges from 11pm,
restricted later re-entry, and banned promotions which encouraged
the hunt for alcoholic bargains. Police patrolled the area to counter
underage and street drinking and informally enforced the agreement,
ultimately by focusing enforcement of liquor laws on recalcitrant
businesses. Pub-hopping and street violence markedly declined.
Community disquiet was an important motivator but community
involvement was not central to the project.

Findings A meta-analysis ( Glossary) has aggregated data from 120
US and Canadian drug prevention programmes aimed at what in the
UK would be secondary school pupils. The clearest finding was that
interactive programmes were significantly more effective than noninteractive programmes. A later paper drawing on the same data
( Secondary sources) elaborated this finding.

○

Findings Two reports analyse the achievements of five local
accords targeting alcohol-related violence in Australian town
centres by manipulating the drinking environment rather than cutting
drinking as such. Central to all five was the agreement  and implementation  of a code of conduct for licensees to counter competitive
ploys which encourage drunkenness and travel between premises,
such as happy hours, special offers, promotional gimmicks, toppingup glasses, ignoring age restrictions, and serving intoxicated patrons.
All the accords achieved a degree of success, sometimes dramatic.

1.11 Interactive teaching methods key to effective
substance use prevention in schools

○

1.10 Alcohol-related violence cut when licensees
adopt and implement codes of conduct

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

NUGGETS

1999

ISSUE 1

DRUG AND ALCOHOL

13

○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○
○

○

○
○
○
○

○

○
○

○

○
○

○

○
○
○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

Like more Nuggets? Send a
little gold in return Order
details inside front cover

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

○

Contact  Dr Gilbert J. Botvin, Institute for Prevention Research, Cornell University
Medical College, 411 East 69th Street, Room 201KB, New York, NY 10021, USA. E-mail
gjbotvin@aol.com  Life Skills Training materials are published by Princeton Health
Press, 115 Wall Street, Princeton, NJ 08540, USA. E-mail PHPinfo@aol.com.

○

Main sources Botvin G.J., Epstein J.A., Baker F.,et al. School-based drug abuse
prevention with inner-city minority youth. Journal of Child and Adolescent Substance
Abuse: 1997, p 519. Copies: apply ISDD.
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Practice implications Life Skills Training exemplifies the
interactive approaches found most effective in a recent analysis of
drug education. Curricula such as these delivered early in secondary
school can reduce some forms of drug use across a range of school
populations and are worth testing in the UK context. Although easily
conveyed to teachers, the intervention is intensive and entails later
booster sessions. There remains a query over whether the outcomes
justify a substantial allocation of teaching resources during a key
stage at which the UK curriculum is under severe pressure.
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1.13 Mixed results from UK pilot of USs most
popular prevention programme
Findings An evaluation of DARE (Drug Abuse Resistance
Education) delivered by police to 1011-year-old pupils in a
Mansfield school focused on whether in the months after the 17week programme pupils expressed opinions and intentions
consistent with its objectives. DARE aims to impart information and
provide children with the skills to refuse drugs. At the time of the
research it focused on resisting peer pressure and practising
appropriate responses to drug offers.
Of the 100 pupils receiving DARE roughly 80 completed questionnaires and participated in single-gender focus groups exploring their
perceptions of drugs and attitudes to drug users, dealers, and drug
offers. The groups also probed how far effective drug refusal skills
had been inculcated. Later, 12 pupils were individually interviewed.
Data from an earlier evaluation (which included schools not receiving
DARE) served as a comparison condition.
The clearest positive impact was a substantial increase in the
numbers spontaneously identifying cigarettes and alcohol as drugs
to 79% and 49% respectively, well above those in schools not
receiving DARE. Awareness of cocaine, crack, ecstasy and needles/
syringes had also increased but  though these are the illegal drugs
pupils are most likely to encounter  few mentioned cannabis and
amphetamines. Most pupils retained stereotyped and unrealistic
views of drug users, drug dealers and drug-offer situations. Though
aware of how they might feel pressured to take drugs, they generally
lacked confidence and assertiveness in their anticipated reactions.
In context DARE is the USAs most popular substance education
programme and an adapted version is now being promoted nationally in the UK. The current study was not designed to test DARE
against other approaches but to develop the Mansfield programme
(which has since been modified) prior to UK-wide expansion. Pupils
came from a single school with a relatively homogenous racial and
cultural mix, restricting the generalisability of the results.
For a curriculum focusing on resistance skills, the study found
disappointing short-term improvements in this area, a result also
seen in the USA. Other US evaluations have led to warnings that, if it
displaced more effective programmes, DARE would render a net
disservice to drug prevention. However, since that verdict a US
study has reported that regular use of more deviant drugs was much
less common among young men in a DARE cohort six years after the
lessons than in a comparison group. Another linked greater DARE
participation with less frequent drug use among US teenagers
though it is unclear whether DARE caused these outcomes or
whether another programme might not have done better.
Some recent studies have cast doubt on the assumptions underlying
DARE that peer pressure to use drugs  and therefore the lack of
skills to resist this  are major factors in
Nugget 1.11; Teaching in
the tender years, p. 4
drug use.

LINKS

○

In context Evaluations of Life Skills Training provide the most
robust counter to the generally justifiable pessimism over the
preventive potential of drug education. An earlier study of the same
programme reported reduced tobacco use and alcohol intoxication
among white middle-class adolescents, enduring for at least five
years. The current study shows that this curriculum (modified only
slightly) performs better than New Yorks routine provision and
might beneficially be introduced into multi-ethnic schools typical of
inner cities. However, an earlier two-year follow-up study found that
a curriculum more radically tailored to minority populations can
confer extra benefits. In both studies impacts were not consistent
across all drugs and use patterns, we do not know what the impact (if
any) there was on use of drugs such as cocaine and heroin, and
statistical significance may have been inflated because schools were
allocated to the different curricula but results analysed in terms of
individual pupils  the unit of analysis issue
Nuggets 1.11
( Glossary).

LINKS

○

○

721 of the 833 seventh-grade (normally 1213 years old) pupils who
completed baseline measures were re-tested three months later,
after the education had taken place. After controlling for pre-existing
differences, compared to controls Life Skills pupils less frequently
smoked tobacco or cannabis, drank alcohol, or got drunk, and fewer
intended to use these drugs over the next year. These outcomes
seem to have been mediated by reducing pupils estimates of how
commonly drugs were used and boosting their use of refusal skills.

○

Findings The worlds most evaluated substance education
curriculum has been tested with mainly black or Latino inner-city
New York youth from deprived areas. Seven schools were assigned
either to routine education or to Life Skills Training, a 15-session
(plus boosters) programme for 1113-year-olds. The programme
focuses on resistance skills (such as how to refuse offers of legal or
illegal drugs without alienating friends) in the context of broader
personal and social skills, and on the immediate teen-relevant
implications of substance use rather than long-term health. Teaching
methods include interactive pupil-to-pupil activities such as group
discussion, role play and feedback. It was delivered by the schools
usual teachers after a days training.
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1.12 Worlds most evaluated education programme
also effective among New Yorks ethnic minorities
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Practice implications For DARE the authors recommend
refinements to make it more relevant to real-life situations and to
develop more positive refusal skills, taking account of the different
perceptions and reactions of boys and girls and pupils mistaken
beliefs that drug offers are more likely come from strangers than
from peers.
Schools not committed to DARE might argue that the considerable
classroom time it absorbs could profitably be diverted to other forms
of health education, though for some the gains in police-communityschool relations and the extra teaching input will make DARE a
preferred option. The desirability of partnership with the class
teacher and of continuity and integration with other school activities
are recognised by DAREs UK supporters, but these are easier to
achieve with a programme led by schools. The fact that the lead is
taken by outside experts seems out of line with national guidance.
Main sources  Whelan S, Culver J. Dont say no, say DARE! N. Notts Health
Promotion, 1997. Copies: apply ISDD  Whelan S, Culver J. Teaching young people
how to say No. Education and Health: 1997, 15(3), p. 4346. Copies: apply ISDD.
Contact  John Culver, North Notts Health Promotion, phone 01909 531570, fax
01909 531555  For the DARE programme and materials, D.A.R.E. (UK) Ltd,
Mansfield, phone/fax 01623 410402.
We are grateful to John Griffith of D.A.R.E. (UK) Ltd and Adrian King of InForm
Advice Training and Consultancy for their contributions to this entry.
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Project MATCH: unseen colossus
The largest alcohol treatment trial ever, Project MATCHs value lies more in its unanticipated
findings than in what it set out so painstakingly to prove  less in matching treatment technologies to
patient variables, more in the human touch and doing whatever you do well.

by Mike Ashton

Editor, Drug and Alcohol Findings.
advisory
The author owes a considerable debt to the members of the
panel and others who contributed their expertise and experience Ackowledgements, p 19.

I

n one respect the title of this key study is
an exaggeration. Project MATCHs
colossal (or, as others have put it,
Titanic1, 2) status is beyond doubt, measured by the conviction that the like of it will
never be seen again. Yet it has not overshadowed practice debates to a degree commensurate with its bulk;3 underseen rather than
unseen. Awareness of its implications has
been impeded by the volume of the research
output and the complexity of the findings.
Some may also have preferred to look the
other way. Designed as the definitive test 
and anticipated confirmation  of a quarter
centurys most promising theories about
which types of drinkers do best in which
types of treatments (matching), MATCH
seemed to justify the demoralising conclusion that It just doesnt matter what you do.
It Aint Necessarily So was how the Journal of Studies on Alcohol headlined its editorial
on MATCH.4 The shock of solid negative
findings colliding with strongly supported
expectations led to a splattering effect as theoretical and empirical effort was expended in
the search for explanations.
Though not constructed as a test of
whether treatment works (there was no untreated control group), affirmation that it did
was the considerable crumb of comfort rescued from the $28 million project. It led to
questions about what approaches designed
to differ dramatically in philosophy and procedures5 might have shared which led to
such similar outcomes. The tentative leads
on this issue may be the studys most important legacy. At their outer limits, these tend
to deconstruct alcohol treatment into more
mundane human virtues  the desire to get
better, supportive human relationships,
competence, friendly persistence and the
provision of a culturally endorsed lifeline for
a culturally defined problem.
These thoughts emerge from a process
which takes us through the studys design
and findings, its methodological strengths
and limitations, and finally its implications
for practice in the UK. First, some advice:
MATCH is a multi-layered mega-study,
neither effortlessly nor quickly digested, but
very filling  a feast rather than a snack. Set
aside some time to digest and enjoy.

Research design and findings

Project MATCH tested three psychosocial
therapies on 1726 problem drinkers, nearly
all diagnosed as dependent. Though disparate in personal characteristics and in the severity of their drinking, they were a relatively
pure alcohol problem sample; various forms
of comorbidity were excluded.
The therapies were selected to be distinct
from each other and for their potential to
reveal matching effects. All were delivered
on a one-to-one basis in non-residential settings, according to manuals developed by the
MATCH team, with abstinence from alcohol as the goal. The project went to extraordinary lengths to ensure that variation in outcomes could not be put down to variation in
the quality or extent of treatment.

CAPSULE
Project MATCH is the largest scientifically
rigorous alcohol treatment trial ever seen.
It tested whether outcomes could be improved by matching clients to one-to-one
interventions based on motivational interviewing, AAs twelve steps, and cognitivebehavioural therapy.
Matching effects were few and modest;
motivational therapy was best for angry clients, twelve step for those highly dependent
or with pro-drinking social networks.
Even with difficult clients, the briefer motivational therapy generally performed as well
as the more intensive interventions.
Matching might yet be seen with a wider
range of treatments, settings, clients and variables. MATCHs grounding in a medical
model of alcohol dependence circumscribed
its reach in these respects.
All the treatments seemed effective with a
range of clients; the clients readiness to change
had a major positive impact on outcomes.
Practice implications include making motivational therapy the therapeutic starting
point, clearly structuring interventions, and
engaging clients in mutual aid networks.
Generalisability of the findings to the UK is
limited by the US context and by the extraordinary measures taken to safeguard the
integrity of the research and the treatments.

1999

MATCHs therapies correspond to
approaches commonly practised in the UK.6
Their key features are outlined below. Details
are in the manuals, themselves a (if not the)
major output of the project ( Doing it the
MATCH way: the manuals, p. 20).
Twelve-Step facilitation therapy was
newly developed by MATCH but based on
the familiar tenets of Alcoholics Anonymous
(AA). Over 12 weekly sessions clients were
encouraged to accept that they suffered from
the disease of alcoholism, to begin working
through AAs twelve steps, and, most importantly, outside the sessions to become
engaged in Alcoholics Anonymous.
Also delivered over 12 weekly sessions,
cognitive-behavioural therapy sees problem drinking as a learnt if maladaptive response to lifes problems. The therapy
(adapted from an existing guide7) aims to reprogramme those responses by teaching
coping skills and alternative strategies for
handling high-risk situations.
Delivered in four sessions but still over
12 weeks, motivational enhancement
therapy was adapted from motivational interviewing.8 This brief intervention aims to
generate motivation for and commitment to
change, operationalised as progressing the
client through the cycle of change ( Cycling
to recovery, p. 16). If possible, the clients partner was included in the first two sessions.
Clients were randomly assigned to these
therapies at treatment sites in two types of
settings: in the outpatient arm, the MATCH
intervention was a standalone treatment; in
the aftercare arm, clients were referred to
MATCH after at least a weeks inpatient or
intensive day hospital treatment. Intake assessments were followed by outcome evaluations every three months in the first year
after treatment. For the outpatients only, there
was also a three-year follow-up. Re-contact
rates and checks on self-reports of drinking
lend considerable confidence to the results.

Not a lot of matching
Uncontaminated by prior intensive treatment and followed up over three years, the
outpatient arm of the study provides the purest and longest-term test of matching. It is
also the one most relevant to UK practice:
ISSUE 1
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here, as in the USA, the pressure is on to
achieve results without the expense of residential care. How these patients fared at three
years is our prime focus, with other results
drawn on for elaboration or confirmation.
After three years 85% of the 952 outpatients completed tests probing 33 predicted
matches. Two reached statistical significance.
With so many opportunities for matching effects to emerge, these two may have done so
by purely by chance  just as enough throws
of a dice will eventually produce consecutive sixes. However, statistical counterbalances and the fact that both matches make
sense increase confidence in their validity.
The first match was that clients high in
anger did best after motivational therapy; they
had drunk on fewer days in the previous three
months (33% compared to 24%) and consumed less when they did drink. This finding was both persistent and in line with the
theory being tested. More mysterious was the
reverse finding that low-anger clients did least
well in motivational therapy.
The other match emerged only at three
years but was the largest and perhaps most
interesting. Clients with social circles highly
conducive to drinking did best after twelve
step therapy. They drank on 16% fewer days
than after motivational therapy and con-

Cycling to recovery
Prochaska and DiClementes cycle of change
model is fundamental to much treatment
practice here and in the USA. It provides a
common language for communicating about
clients and a rationale for tailoring treatments
to the clients readiness to respond. This description is adapted from MATCHs manual
on motivational enhancement therapy (
Doing it the MATCH way: the manuals, p. 20).
People who are not considering change in
their problem behaviour are described as precontemplators. In the contemplation stage
individuals begin to acknowledge they have
a problem and to consider the feasibility and
costs of changing their behaviour. As they
progress, they move on to the determination stage, where the decision is made to take
action and change. Once individuals begin to
modify the problem behaviour, they enter the
action stage, which normally continues for
three to six months. After successfully negotiating the action stage, they move to maintenance or sustained change. If these efforts
fail, a relapse occurs and the individual begins another cycle
Lasting exit
Maintenance

Action

Relapse

PreCYCLE OF CHANGE contem- Enter
plation

Determination Contemplation
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honest and fair ... a creative
and clinically meaningful way to
communicate the trials implications ...
insightful interpretations ... excellent
Thomas Babor
Principal Investigator, MATCH Coordinating Center,
commenting on this article in draft

sumed less when they did drink. Twelve step
therapy seemed to neutralise pro-drinking
social influences partly by fostering AA participation, a ready-made anti-drinking social
network. In contrast, three years after motivational therapy the influence of a pro-drinking social circle seemed to reassert itself.
What of clients with relatively anti-drinking
social networks? They did better after motivational than twelve step therapy.9
The aftercare arm of the study  whose
clients had previously undergone intensive
treatment  contributed one further match.
After one year clients highly dependent on
alcohol drank less after twelve step than after cognitive-behavioural therapy; they even
fared better than low dependence twelve step
clients. For low dependence clients, cognitive-behavioural therapy was the better.
In summary, matching effects were few,
modest, and none generalised across both
arms of the study. In the outpatient arm just
two were long-term: the relative efficacy of
motivational therapy for highly angry clients,
and of twelve step therapy for clients with
pro-drinking social networks.
Other seemingly well-founded theories
failed the MATCH test. Most predicted that
those with more severe problems would do
less well in the briefer motivational intervention. But this seemed just as suitable for
heavy as for less heavy drinkers; at three years,
clients highly vulnerable to dependence were
doing better after motivational therapy. Clients with greater psychological problems did
as well in any of the treatments. However,
motivational therapy was no more effective
for unmotivated clients, supposedly its forte.
The anti-social personalities with whom cognitive-behavioural therapy should have excelled did as well in the other modalities.

Treatment works
With the matching results a disappointment,
the studys sponsors emphasised the overall
impact of the treatments, whoever the clients.10
Lack of an untreated comparison group undermined their case, but the improvements
were impressive. Again, our focus is on the
enduring results after the standalone treatments. Three years later, almost 30% of the
former alcoholics had not touched a drop in
the preceding three months. The remainder
drank on only a third of the days, typically
consuming 11 UK units a day compared to
19 before treatment.11
Set against these prepost treatment gains,
differences between treatments were trivial.
Sophisticated computations teased out an ap1999

parent advantage for twelve step over cognitive-behavioural therapy: a modest 8% fewer
drinking days and two units less when drinking. On these measures, the motivational intervention fell between the other two, so
close to both that the differences might have
occurred by chance.12
As well as scotching expectations of poorer
results after the briefer therapy, MATCH
furnished the first sound demonstration that
the lay wisdom of the twelve steps can do as
well as clinically developed therapies. The
caveat is that the non-twelve step therapists
could not encourage AA attendance, itself
associated with positive outcomes. Without
this restriction the other treatments might
have outperformed the twelve step option.
Focusing on improvements in the outpatient arm at three years almost certainly understates the full samples progress; despite
more severe initial problems, after one year
15% more clients in the aftercare arm had
achieved abstinence. Allocation to arms of
the study was not random, meaning that better outcomes in the aftercare arm cannot be
securely attributed to the preceding intensive treatments  but it seems a fair bet that
these account for at least part of the effect.
Taking both arms together, at one year
(the latest they were both sampled) drinking
days had decreased fourfold to under six per
month and an average intake of 26 units on a
drinking day had dropped to five. Patients
also improved in many other areas including
depression, alcohol-related problems, drug
use, and liver function.

Clients readiness key to change
Even if there seems little to be gained from
matching client characteristics to treatments,
some characteristics may promote recovery,
whatever the treatment. Little can be done
about a clients age, gender, social status and
so on, but other characteristics might potentially be fostered by treatment providers.
Again our focus is on the (more UK-relevant)
outpatient arm of the study
Topping the list of client characteristics
linked to treatment success  and even more
important than the initial severity of their
alcohol problems  was their readiness to
change their behaviour, reflecting what the
client brings to the process before treatment
has begun.13 Over three years down the line
this still had a profound impact on abstinence
and restraint when drinking. The importance
of this factor is supported by the rapidity of
change; practically all the improvement in
drinking was evident by the first week of
treatment ( chart, p. 19).14
By three years, how pro-drinking the clients social circle had been on intake to treatment no longer made any overall15 difference
to outcomes. Still modestly predictive was
how confident the client had felt about tackling their drink problem, an association also
found among aftercare clients.
Some severe problem clusters were excluded, but it should still give pause for

KEY STUDY

Core documents
MATCHs major outcomes and implications
have been reported in four core papers.
These are drawn on throughout the text and
usually not specifically referenced.
Project MATCH Research Group. Matching alcoholism treatments to client heterogeneity: Project MATCH posttreatment drinking outcomes. Journal of Studies on Alcohol:
1997, 58, p. 729. One-year outcomes for
both arms of the study relating to the most
promising of the matching variables.
Project MATCH Research Group Project
MATCH secondary a priori hypotheses.
Addiction: 1997, 92 (12), p. 16711698.
One-year outcomes for both arms of the
study relating to an alternative less well established set of matching variables, plus a
summary of all one-year results.
Project MATCH Research Group. Matching alcoholism treatments to client heterogeneity: Project MATCH three-year drinking
outcomes. Alcoholism: Clinical and Experimental Research: 1998, 22 (6), p. 1300
1311. Three-year outcomes for the outpatient
arm of the study.
Project MATCH Research Group. Matching patients with alcohol disorders to treatments: clinical implications from Project
MATCH. Journal of Mental Health: 1998,
7(6), p. 589602. Summarises findings and
gives the MATCH Groups assessment of
their practice implications.

thought that the worse their alcohol dependence and social functioning at intake, the better
outpatients did at three years. The strongest
link was between alcohol dependence and
abstinence, suggesting that the most dependent tended to cope by not drinking. Turning
to the study as a whole (aftercare as well as
outpatient), at one year a raft of unpromising symptoms including sociopathy and
psychiatric severity as well as dependence and
poor social functioning, also had either no
impact or inconsistent impacts on outcomes.

Matching therapist to therapy
Though matching clients to treatments
seemed relatively unimportant, there was
some evidence for another kind of matching
 matching therapists to treatments. Detailed
findings are as yet unpublished, but clues
about which therapists operate best within
each of the treatments are available from a
summary paper 16 and from MATCH researchers comments last May in Leeds.17, 18
Though provocative, methodological limitations reduce confidence in the findings. Patients were not randomly allocated to therapists and the studys quality controls probably
helped confine the therapist effect to one or
two outliers with unusually poor results;
outside MATCH, variable therapist competence is likely to exert a greater influence.
In tune with the approachs non-confrontational style, motivational therapists low in

aggression and masculinity and high in nurturance did best. In contrast, twelve step
therapy benefited from high aggression and
low nurturance. Above the relatively high
floor set by MATCH, greater educational
achievement or experience conferred no further benefits; in twelve step therapy these
were negatively related to outcome. Even in
twelve step therapy it did not matter whether
the therapist was a recovering alcoholic. With
one exception, gender also was irrelevant;
among outpatients, and only in twelve step
therapy, women did better with women.
Perhaps these crude categories failed to
capture the client-therapist affinities needed
to generate emotional bonding and the feeling of a shared enterprise  the therapeutic
alliance. For therapists and clients these feelings were tapped via a questionnaire. Among
outpatients a firmer alliance (as experienced
by either side after their second meeting) was
modestly but consistently associated with
treatment participation and better outcomes.19 In turn, entering treatment ready
to change led to a better therapeutic alliance.20
These findings chime with UK research
showing that a therapists initial therapeutic commitment to an alcohol client is
strongly related to whether that client engages in treatment. This commitment was
experienced by the client as the worker being accepting and warm  not surprising, as
liking the client seemed a key component.21

Methodological strengths and
limitations

Much of MATCHs significance resides in
its collateral findings: treatment seemed to
exert an impressive impact; the clients readiness for change strongly predicted outcomes;22 and the bond between therapist and
client had a more consistent impact than
either the match between treatments and
clients, or between broad therapist and client
characteristics. But these findings emerged
from a study not designed to test them. How
much faith can we have in them, and did the
design somehow obscure the matching effects it sought?
Matches may have failed to emerge because the study sacrificed external in favour
of internal validity ( Glossary).23 Internal validity is the extent to which the design adequately tests predictions about the interventions impact. The higher it is, the more
confidence we can have that the results are
not due to something else. But tight design
 such as restricting patient intake and therapeutic discretion  risks divorcing a study
from the typically more messy world outside. This is the issue of external validity 
generalisability to other clients and settings.
In the understandable search for internal
validity,24 in at least three ways MATCH may
have obscured the effects it sought: client selection; measurement; and treatment. Alternatively, perhaps its search for matches was
too crude or misdirected, failing to capture
what it is about the interaction between a
1999

client and an intervention that leads to
change. These are the issues explored below.

Clients: only the best?
The project homed in on alcohol problems,
excluding other problems which may have
confused the results. Drug users were not
excluded but drug dependants25 and recent
injectors were. Also partly or wholly excluded
were: the under-18s; the psychotic; the potentially violent; the socially isolated or
homeless; and those currently under criminal justice supervision. There were so few
highly disturbed outpatients that potential
matches might have been missed.
So the study can only afford limited clues
about how to handle the most disturbed and

many criticisms of
MATCHs design are guilty of
being wise after the event
Nick Heather

violent drinkers and those ordered into treatment by the courts. Since these are UK policy
priorities, there is an argument for querying
MATCHs relevance ( Violence is the issue,
p. 18). However, nearly half the outpatients
were using illicit drugs, half the total sample
had a prior psychiatric diagnosis, and half
were unemployed. Unless apparent only at
the excluded extremes, the range of problems was sufficient for matches to emerge.
Also excluded were patients who rejected
entry into a study which entailed randomised
treatment. Matching effects may have failed
to emerge partly because clients with strong
treatment preferences would have excluded
themselves. Two very common matching
methods  client preference and therapist
intuition/assessment  were not tested.

Measurement: therapeutic in itself?
Repeated test batteries mostly administered
face-to-face were essential to the studys design, but its more than plausible that the
therapeutic benefits of eight hours of initial
testing and five three-monthly follow-up interviews partially submerged differences in
the impacts of the formal treatments. 26
Indeed, patients sometimes confused their
research contacts with their therapists.27
Treatments: too good, or the same
under the skin?
The most frequent criticism of MATCH is
that its treatments were so good that improvements in clients left no room for matching.
This argument was dismissed by the
MATCH team and seems misconceived. If
a treatment is rubbing a client up the wrong
way, the greater the fidelity and persistence
of its delivery, the worse would be the results.
More convincing is the argument that features shared by the treatments led to similar
outcomes. All were 12-week, one-to-one
ISSUE 1
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counselling interventions. At a deeper level,
all provided a clear and credible programme
for recovery, delivered with stringent quality control and measures to maximise treatment compliance. Compatible with this view
is the finding that therapies thought to work
through distinct psychological systems actually worked in similar ways. Cognitivebehavioural training did not specially improve
social skills or psychopathology. Motivational
therapys non-confrontational style did not
particularly strengthen the client-therapist
bond.28 Such findings have been reported
elsewhere.29
However, the scope for other approaches
to prove more suitable for some clients than
for others remains wide. Matching might
have been more evident if family therapy,
pharmacotherapy, psychodynamic therapies,
group approaches, self or mutual help had
also been in the frame, or if the MATCH
treatments had been varied in intensity. Exclusion of group approaches  the stock in
trade of alcohol treatment30  is seen as particularly unfortunate.

Britain is different
Two factors which might have obscured
matching are specially relevant to the UK.
First, MATCH therapies were all delivered
at hospitals, but UK policy emphasises community settings such as primary care, the probation office, or the local voluntary alcohol
service.31 What works there with the type of
clients seen in those settings is not necessarily the same as what works at US hospitals.
Secondly, though MATCHs manuals were
designed to allow a flexible response to client needs, clients could neither choose their
initial drinking goal nor modify it as therapy
progressed  it was always abstinence. In the

perhaps with all
mental health work, there is a sense
in which Its not what you do, its
the way that you do it
Mike Ward

UK, controlled drinking and harm reduction
have far greater currency than in the US.
More generally, the research protocol curtailed the leeway for clients to modify their
therapeutic programme  a serious restriction when the essence of a therapy is client
empowerment, the case for motivational interviewing. 32 MATCHs motivational
therapy still did remarkably well, but allowing greater client leeway might have thrown
up clearer findings about which clients were
best placed to exploit this freedom.

Too thin to match?
Among MATCH researchers a favoured explanation for the lack of matching is that the
theories available to be tested were too simplistic. MATCH generally tried to match
treatments to uni-dimensional, standard client attributes, but real-world therapists make
multi-dimensional assessments combining
objective and intuited client attributes. Multidimensional (or thick) matching might have
proved more effective. However, it is doubtful whether current research methods could
capture such complexity;33 adding in combinations of variables and those less susceptible to measurement might threaten the
replicability and applicability of the findings.

Looking the wrong way?

The previous section explored the technical reasons why matching may have failed

Violence is the issue
Mike Ward argues that MATCH is largely beside the point.
Reading MATCH in the context of community
care in the UK in the late 1990s is like looking
at yesterdays high-tech gadget  interesting,
but things have moved on.
Social care incorporates three main elements: change; maintenance; and control or
protection. For the last few decades alcohol
treatment has concentrated on the first: which
treatment is most likely to foster change?
MATCH was born of that focus. But todays
debate about mental health and community
care is driven by fear of violence by people discharged from mental health services. The pressure is on simply to control people, and alcohol and drug services are not exempt.
In top policy making circles substance misuse is now recognised as central to the perceived failure of community care. The Director
of the Centre for Mental Health Service Development recently argued that to improve men-
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tal health services, The first thing is to tackle
the link between substance misuse and mental
health.67
Why this concern? Substance misuse may
have been the real cause of most recent homicides committed by the mentally ill in the UK.68
Similarly, a US study of recently discharged
mental patients found co-occurring substance
abuse disorder to be a key factor in violence.69
The new challenge for substance misuse
services is how to control people and protect
society. Of course, effective treatment protects
society from substance-related crime  but only
among those presenting for treatment. For the
dually diagnosed, the major need is to work
with those who dont volunteer for treatment.
Arguably, which treatments work best for volunteer clients is now less important than developing strategies to address these concerns.
by Mike Ward Acknowledgments
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to emerge, explanations which leave
MATCHs fundamental assumptions untouched and with them the possibility that a
later study would find those elusive matches.
But there is a deeper level of doubt over
MATCHs approach, one probed by our own
and other expert commentators, and by two
of the studys experienced therapist-researchers; it relates to MATCHs vision of the
nature of addiction.
MATCH coordinator Thomas Babor has
characterised its matching tests as based on a
technological, medical model.34, 35 Underlying most was the assumption that fixed features of the clients personality and initial alcohol problem could be keyed into treatment
technologies, much as a key fits a lock and
enables change  an opening door. But what
if the lock was in a dynamic relationship with
its environment, changing shape depending
on the colour of the door, the time of day,
and the weather? No key could be made consistently to fit  or not until we understood
these interactions; is this what happened in
MATCH?
The studys focus on psychological deficits36 internal to the client fits with a concept
of dependence as a disease inside the patient. In this vision, the severity of the disease would be a natural predictor of its resistance to treatment. However, this was not
the case in MATCH nor in a very differently designed major US study of alcoholics
followed up eight years after seeking treatment in everyday conditions.37 In this naturalistic study the impact of treatment was
overshadowed by the patients long-term
access to social and community resources.
These included AA, but also more significantly the respect, understanding and support experienced from family and friends.
Stability of relationships and of employment
are also important predictors of successful
outcomes.38 MATCH itself found that, whatever the treatment, participation in AAs antidrinking social structures was associated with
less drinking.
Such results fit an alternative view of dependence as a functional way of relating to
ones environment  a vision which redirects
attention away from the clients personality
and towards the varying difficulties they experience in changing this relationship.39 By
definition, these difficulties lie not inside the
client but between them and those who affect and are affected by their drinking, relationships which themselves will be embedded in the wider context of that societys
social structures.40

Treatment or faith?
Returning to (and stretching) the lock (patient) and key (treatment) analogy, what if it
all depended on whether the lock was ready
to be opened, and anything which looked like
its idea of a suitable key would spring it?
Then no matter what the keys shape, as long
as it looked sturdy, polished and above all
key-like, it would work.
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Is this why the MATCH treatments 
competently delivered and meeting US cultural expectations of what therapy should
look like  indiscriminately evinced such
rapid and dramatic results, well before treatment would bite? For the most successful
clients, what was there from the start  and it
was the best predictor of outcomes  was
readiness to change.
Ruminating on these phenomena took
two of MATCHs respected researchers very
far from the projects implicit view of treatment as a technical fix to a medical or psychological disorder. 41 William Miller and
Thomas Babor argued that the active ingredient was the clients decision to put their life
in order and the resources available to them
to do this. Miller believed treatment merely
gave people permission to recover and provided some of those resources. Babor speculated that offering any culturally accepted
route to recovery might work the same magic
as treatment or therapy in Western societies. In some cultures, faith healers and witch
doctors also give clients the belief that they
can get better and the confidence to go ahead
and do it  effectively, do it themselves.
Supporting such views, a recent study reported substantially better psychological
functioning when clients seeking treatment
were in the action as opposed to the contemAcknowledgments
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plation phase of the cycle of change, all before treatment had started.42 In many studies
 MATCH is one  such differences might
wrongly have been attributed to treatment.
Another study found that pharmacological
supports to abstinence were overshadowed
by the clients initial readiness to take action
over their alcohol problem.43 The centrality
of readiness to change would also explain
why no matching effects duplicated across
MATCHs aftercare and outpatient arms;
these populations (one mainly abstinent, the
other trying to be) were at different stages of
change so different factors were important.

Practice implications

Much of MATCHs significance, prompted
by what it did not find and by its collateral
findings, might lie in its longer-term contribution to understanding addiction. Emerging from MATCH ought to be a research
programme designed, as MATCH was not,
to probe these more fundamental issues. But
what of the here and now?

Matching (of this kind) unimportant
After their one-year results MATCH authors
were confident only of the near futility of
matching their treatments to the client attributes they tested. Later (with the largest

its key failing was to assume
there was something different about
substance misusers to which a magic
treatment could be matched
Bob Purser

match yet found emerging at three years) they
were more upbeat. Despite their modest size,
the matches ... are reasonable considerations
... to take into account when planning a treatment program if the therapies are delivered with fidelity by trained therapists.
Among the matches most relevant to UK
practice was the finding that motivational
therapy coped best with highly angry clients; its non-confrontational style may be less
likely to ignite short fuses. Also relevant is
the fact that in the long term clients immersed in pro-drinking social networks
did best in the therapy which focused on encouraging participation in anti-drinking networks. Especially where these are lacking,
building social networks supportive of the
client and of their drinking goals may be an
important buffer against relapse. 44 In
MATCH this was achieved via AA; in the
UK, other networks might be acceptable to
a broader range of clients.
Twelve step therapy seemed to have particular affinity for those highly dependent
on alcohol, but again the findings were inconsistent and ambiguous. Without prior intensive treatment, interventions based on
cognitive or motivational approaches worked
just as well.
1999

For the UK, arguably the least pertinent
match involved psychiatric severity. There
was some evidence that relatively problemfree clients did better after twelve step therapy
 but only in the short-term and with respect to abstinence rather than controlled
drinking. Given twelve steps dominance in
the USA and the greater salience of controlled drinking in the UK, the transportability
of this tentative finding must be open to
question.
MATCHs failure (if thats what it was)
to find compelling matches was one with the
distinctly positive implication that, within the
studys limits in terms of clients, treatments
and attributes tested, treatment providers
need not bother too much about triaging new
patients and can get on with treating them.

Treatment works ...
Or, more accurately, MATCH suggested it
can work very well when provided on an individual basis using motivational interviewing, cognitive-behavioural or twelve step approaches delivered with thorough therapist
screening and training, stringent quality control and persistent anti-drop out measures.
Anything goes is certainly not the MATCH
message.45
Moreover, within wide (but not extreme)
limits, these treatments work almost regardless of the initial severity of the clients alcohol, social or psychological problems. Such
approaches can consider themselves vindicated for a substantial range of problem
drinkers and should be available within a districts mainstream alcohol services.
... but this cannot be assumed
Perhaps the most salutary lesson to take from
MATCH is its clear demonstration of the
danger of untested assumptions. The only
way to be sure that current treatments or innovations actually do deliver results is to
monitor the bottom-line  outcomes46  and
the treatment processes that lead up to them.
Drop out rates pre and post assessment, during treatment, and in aftercare, can pinpoint
where clients are lost to the process. Investigation of why this is happening should lead
to the testing of remedial measures, such as
those documented in MATCH manuals.
Even some small UK alcohol agencies also
manage to assess longer term outcomes. The
jolt of high relapse rates may be unpleasant,
but should spur improvements. Commissioners could be made aware if these improvements translate into cost savings down
the line. They are likely to be especially impressed if (as will often be the case) savings
accrue to the services for which their authority also foots the bill (reduced hospital admissions, GP visits, prescriptions etc).
Make motivational therapy the
starting point
One of MATCHs most important findings
was that motivational therapy was at least as
suitable for heavier and more vulnerable
ISSUE 1
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drinkers as the two more intensive therapies.
Within the limits of problem severity tapped by
MATCH, motivational interviewing seems
a safe and cost-effective starting point47 for
one-to-one professional outpatient therapy.
It may be less suitable if rapid in-treatment
reduction in drinking is important, but even
this finding could be an artifact of MATCHs
four sessions being strung out over 12 weeks.
This conclusion cannot (yet) be applied
to the homeless, isolated, illiterate, psychotic,
violent, suicidal, criminally involved, drug
dependent or young drinkers partly or wholly
excluded by MATCH. Since these are among
the UKs treatment priorities, it would be
folly to dismantle more intensive treatments
without a similarly rigorous test of brief
therapies for at least these populations. All
the more so since MATCHs aftercare clients started off worse but in the end fared
significantly better than those without the
benefit of prior intensive treatment.48

pact of these measures  MATCH was designed to eliminate rather than test variability in quality  but quality counts is widely
seen as the projects key lesson,51, 52 particularly as US alcoholism treatment generally
under-performs compared to MATCH.53
To this issue MATCH and its sponsors
devote most space in their assessment of the
projects practice implications; matching is
relegated to single paragraph.54 The implication is that service commissioners need to
concentrate not so much on purchasing specific therapies, as on purchasing and encouraging quality staff inputs. MATCH itself
spotlighted therapist training, manual-guided
therapy and measures to encourage client
compliance as the key quality variables; each
is dealt with below under its own heading.
Such strategies are not unknown to UK agencies,55 but the MATCH $millions and its internationally respected collaborators brought
them to unprecedented heights.

Mutual aid prevents relapse
One interpretation of MATCH is that AA
proved itself at least as good as professional
therapies; dismantle the treatment industry
and give the money to mutual aid groups was

Therapists as important as treatment
MATCHs therapists were qualified, experienced in and committed to the relevant
therapy, trained over three days, sifted
through two videotaped test clients, supervised weekly by staff of leading US centres,
and monitored by random videotaping to
correct therapeutic drift. Commending such
procedures, the MATCH team suggest that
therapist preparation [may be] at least as
important a factor as treatment modality.56
One objective of therapist selection and
training is to maximise the ability to forge a
therapeutic alliance with clients. MATCH
confirmed that this bond consistently contributed to good outcomes. Matching the
therapists personal attributes (empathy, aggression, etc) to the type of treatment also
leads to better results. For the core motivational approaches, non-judgemental, warm
and empathic individuals, committed to the
therapy and to the clients, are likely to achieve
the best outcomes.
The best therapists will probably be able
to switch emotional tone depending on the
therapy and the clients readiness to change.
The best services will be as thorough as
MATCH in screening who will treat their
clients and in ensuring they stay on song.

MATCH will increase the
pressure to ask more questions about
what helps people and what does not
Barbara Elliott

the controversial implication some drew
from the study.49 MATCH countered that
its therapy was not AA but a professional (and
expensive) programme intended to foster AA
participation: A conclusion that AA attendance can simply be substituted for treatment is
therefore unwarranted.50
But could AA-type volunteers have done
just as well as MATCHs twelve-step therapists? We know that ex-alcoholic therapists
did as well as those without a history of alcoholism and that, above the relatively high
floor set by MATCH, experience and education, and the accepted attributes of a good
therapist, seemed if anything a hindrance to
encouraging twelve step participation. Whatever the treatment, such participation was associated with better results. Together these
findings suggest that committed (but trained
and monitored) volunteers could protect a
services investment in mainstream therapy
by promoting engagement in mutual aid networks. Agencies which fail to take out this
insurance risk seeing the benefits of their primary treatment rapidly negated.

Quality counts
MATCH clients were engaged with selected,
trained therapists in clear, well structured,
quality-controlled programmes from which
neither was allowed easily to drift. No definitive statements can be made on the im-
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Structure and codify the treatment
Clear, credible programmes offering a culturally appropriate route out of alcohol problems, persuasively communicated by committed therapists, may provide the initial
impetus to successful treatment. All this is
easier to achieve on the basis of a well structured manual. MATCHs manuals provided
the focus for training and the yardstick against
which to monitor therapeutic drift. They also
codified the therapys rationale and structure
and mandated therapists to communicate
these to clients at the first session. Clients
will also have gathered that they were being
enrolled in a prestigious study testing gold
standard treatments.57, 58
1999

Doing it the MATCH way:
the manuals
Twelve step facilitation therapy
manual: a clinical research guide
for therapists treating individuals
with alcohol abuse and dependence. Nowinski J., Baker S., Carroll
K. Project MATCH Monograph
Series, Volume 1. 1995.
Motivational enhancement
therapy manual: a clinical research
guide for therapists treating individuals with alcohol abuse and
dependence. Miller W.R., Zweben
A., DiClemente C. et al. Project
MATCH Monograph Series,
Volume 2. 1995.
Cognitive-behavioral coping
skills therapy manual: a clinical research guide for therapists treating individuals with alcohol abuse
and dependence. Kadden R.,
Carroll K., Donovan D., et al.
Project MATCH Monograph
Series, Volume 3. 1995.
Improving compliance with alcoholism treatment. Carroll K. ed.
Project MATCH Monograph
Series, Volume 6. 1997.
Published by the US Department of Health
and Human Services and available from:
Distribution Center, National Institute on
Alcohol Abuse and Alcoholism, PO Box 10686,
Rockville, Maryland 20849-0686, USA.
Fax 00 1 202 842 0418 http://www.niaaa.nih.gov

If Babor and Millers suspicions are correct ( Treatment or faith? above), these messages will have powerfully communicated the
permission to recover which gave clients the
confidence to action their readiness to
change, leading to rapid improvements on
treatment entry. What MATCH did other
services can aspire to, building on the head
start given by the projects manuals.

Make it hard to stay away
What was it that kept MATCH clients coming back for on average 70%59 of their scheduled sessions? MATCHs unusually low
drop-out and high client compliance were
minimally related to the severity of the clients problems. There is no justification here
for focusing on the least damaged referrals
on the grounds that they are most likely to
benefit from treatment. Rather, MATCHs
philosophy (supported by its findings60) is to
see compliance not as a feature of the client,
but as emerging from the partnership between client and treatment.61
Several of MATCHs compliance strategies amount to fostering this sense of partnership. Among them are the cost-less virtues of a pleasant and respectful atmosphere,
clear communication of staff and client roles
and responsibilities, communicating empathy and concern for the individuals welfare,
and pride of participation  in MATCHs
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case, in a national study;62 elsewhere, perhaps the feeling that the client is integral to a
venture of which they as well the staff can
feel proud.
Other anti-drop out measures did require
resourcing: overcoming practical barriers to
attendance (eg, childcare, transportation);
appointment reminders; and rapid response
to missed sessions through letters and telephone calls. MATCH was not designed to
test such measures, but another study has
reported dramatic improvements in client retention from modest but systematic efforts
along these lines. By reducing re-admission
rates, such measures could more than pay
for themselves.63, 64 Helpfully, MATCH has
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codified its tactics in yet another manual
( Doing it the MATCH way: the manuals).
MATCH is a multi-million dollar project of
a scale few will see in a lifetime. Its results
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There is, though, the nagging feeling, here
and in the USA, that such old-fashioned virtues are giving way to others characterised
by cost-driven cuts, short-termism, and societal self-defence from deviant minorities.65
In so far as this process has advanced less far
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The danger of warnings
Barely out of the 60s and scare them was the dominant response to the upsurge in youth drug use.
Two young Dutch health educators put it to the test. Their seminal study caused a rethink of national
policy here and in the Netherlands, but the lessons still need to be relearnt.

by Mike Ashton

Editor, Drug and Alcohol Findings

W

hen we asked two of Britains lead
ing drug educators1 to nominate
what for them was the most influential evaluation from drug education
history, both unhesitatingly fingered a study
initiated nearly 30 years ago and published
in 1975.2 One recalled for us how, entering
the field in the mid-80s, it still profoundly
influenced his thinking ( Are you the Willy
de Haes?, p. 24). The study which had lodged
in their memories wasnt a US blockbuster
but a Dutch comparison of the impact of
three approaches to drug education. Then
(and now) the lead author was working for
Rotterdams health department. His personal
reflections on the study ( Business as usual)
provide an object lesson in how fresh minds
afforded the resources to mount what even
now would be an unusually comprehensive
study can fundamentally affect practice.

1035 schoolchildren break the mould
In de Haess study schools attended by the
sample of 1035 1416-year-old Rotterdam
schoolchildren were allocated to one of four
drug education regimes. Three typified regimes prevalent at the time in the Netherlands. The fourth set of schools formed the
all-important control group whose pupils
received no specific programme; changes in
their knowledge, attitudes to and use of drugs
formed the baseline against which the three
programmes were measured.
Two of the programmes were one-shot
attempts to inoculate pupils against illegal
drug use. The first (de Haes called it the warning or mild horror approach) stressed the
dangers and moral dimensions; the second
(factual) aimed to remedy knowledge deficiencies presumed to underlie drug use.
The third (personal) was an approach
few would have bet on. It did not focus on
drugs at all but consisted of 10 weekly onehour classes giving pupils the opportunity to
discuss the problems of adolescence. (In the
event, few of the discussions concerned
drugs.) To support teachers a booklet was
produced giving information on these problems and advice on running small group discussions.3 Unlike the first two approaches
(delivered by outside experts), these discussions were led by the pupils usual teachers.
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Various measures including self-reported
drug use were taken before the programmes
started, two weeks after completion of the
one-shot programmes, and again three
months after their completion.4
In some respects the results of the personal approach were alarming. At the threemonth measure pupils had failed to retain
any net knowledge gain; the other two pro-

adults could not believe
that young people would try drugs
if they understood the dangers. It
was a logic few questioned
grammes in some respects did better. Personal group pupils also developed rather liberal attitudes, moving more than the other
groups to the opinion that drug use is not
deviant, towards endorsing alternative values, and towards seeing cannabis users as just
like them. They also failed to evidence even
the short-term reinforcement of the belief
that drug use is harmful seen in the warning
group (this did not last).

Scary findings
In their 1975 paper de Haes and Schuurman
left the crunch results to the end. None of
the approaches deterred the few regular drug
(mostly cannabis) users, but there was a significant difference in impacts on the nonusers ( chart).
Over time there was the expected increase
in drug experimentation (again, mostly cannabis). In the control group 3.6% more pupils tried drugs between the baseline and later
measures, a figure taken to approximate the
natural rate of increase. How had the lessons affected this progression? Despite their
lessons, in the warning group twice the proportion of pupils went on to try drugs (7.3%).
Those given just the facts also showed an
elevated incidence of drug use compared to
the controls (4.6%). Only in the unfocused personal group did fewer pupils go on to try drugs
(2.6%) than might have been expected if
nothing had been done.
1999

The unprecedented rigour of the study
made these findings hard to dismiss. Even
today, most studies lack a no treatment control group coupled with before-and-after
measures and an opportunity to compare the
effectiveness of different approaches.
While these major features remain sound,
compared to modern methodologies the
study lacked important refinements. It allocated schools to its approaches while analysing results in terms of the pupils  the unit
of analysis problems ( Glossary).5 Lacking
are the sophisticated factor-analytic techniques which modern computing has made
routine in the attempt (usually far from complete) to exclude other causes of the outcomes. More detail in the published article
would have been welcome. While teachers
rated their hourly chats as helping resolve
difficult behaviour, the measure meant to
show improved maturity in the personal
group failed to do so. Was it really fair to
compare outcomes of a 10-week programme
with one-shot alternatives? Finally, the issue
of replicability: would similarly unstructured
chats with different pupils and teachers have
had different effects? That seems a distinct
possibility given the lack of control over content. None of these deficiencies detracted
from the studys key finding.

Opening minds
To appreciate the studys impact one has to
recall the atmosphere of the times. For most
adults youth drug use was alien and frightening. Wildly exaggerated (or simply untrue)
stories about the damage inflicted by these
unfamiliar substances were believed and repeated. Themselves frightened, adults could
not believe that young people would try
drugs if they understood the dangers. It was
a logic few questioned and which at the time
dominated UK drug education.6 De Haes and
Schuurman showed the logic was wrong 
and worse, that acting on it might stimulate
the very thing its supporters aimed to deter.
A single positive result, no matter how
perfect the study, could not have proved the
value of any approach. But a single negative
result can open faultlines in what till then
seemed certainties, paving the way for new
approaches. De Haes and Schuurmans study

OLD GOLD

Shocking but true: after lessons warning
of the dangers there was more drug use than
among the controls. Only non-drug focused
discussion of personal problems reduced
drug use relative to doing nothing.

undermined faith in the tell them the (awful) facts orthodoxy. Adherents had to face
the possibility that warning of dangers could
itself be dangerous. It was a shock which has
yet to be fully assimilated. The gravitational
attraction of tell them the awful facts continues to reassert itself for adults and youngsters alike, 7 but in informed circles the
approach has lost all credibility.

Test of time
De Haes and Schuurmans endorsement of
person- rather than drug-focused education

has been one of the few findings in drug education to have survived rigorous examination.
Later research has codified their conclusions
into a new orthodoxy: developing youngsters
lifeskills is now seen as the core task and
the key active ingredient, not promulgating
scare stories.8
Since the 70s the approach has moved
beyond the free-form version tested in the
Netherlands, most notably in Dr Gilbert
Botvins Life Skills Training , the only school
programme known to have an impact into
young adulthood ( Nuggets, 1.12, p. 14).9
Though (perhaps inevitably in the US
context) touted as anti-drug, like de Haess
personal option, most of Dr Botvins programme aims to foster general adolescent
maturation. One major component homes
in on drugs in a way typical of US drug edu-

cation, but, unlike less proven programmes,
this is presented in a large context of social
skills kids need to navigate the minefield of
adolescence.10 The other two major components tackle general self-management
skills and social skills;11 cannabis is not mentioned until lesson three.
Further confirmation comes from the
most sophisticated analysis to date of the impact of secondary school drug education programmes. This provided impressive support
for the interactive style of teaching which de
Haes found most effective. Broad programmes were at least as effective as those
focused on drug-related social and personal
skills ( Nuggets, 1.11, p. 13).12
There are signs of cracks opening in this
new orthodoxy; improving skills may not always prevent drug experimentation though it
might reduce problem or less normative drug
use. If this proves the case, de Haes and
Schuurmans work will have helped pave the
way, both through its findings and through
its demonstration of the potential for these
to impact on policy.

HINDSIGHT

Business as usual

by Willy de Haes
At the time of the study the author was with the Health Education Unit of Rotterdams Municipal Health
Department. Dr de Haes is now Healthy Cities Coordinator with the same department. He can be contacted at the
Municipal Health Department, Postbus 70.032, 3000 LP, Rotterdam, The Netherlands, phone 00 31 10 433 9587,
fax 00 31 10 433 9833, e-mail dehaesw@ggd.rotterdam.nl

It was the start of the 70s. Cannabis-smoking flower power youngsters were of growing concern to parents and politicians. Fresh
from university, I joined Rotterdams Health
Education Unit, where Jo Schuurman and I
were asked to organise drug education in
schools. We protested that no one knew
which approaches had the desired effect,
questioning the widespread assumption that
all drug education reduces drug use. Instead
we sought backing to evaluate current programmes. The proposal was accepted and the
Ministry of Health agreed to fund it.

the Scottish minister
announced: We have to change our
view. I will follow your advice
From the start there was a link with the
UK. In 1970 Ron Wieners Drugs and Schoolchildren13 was published, exemplifying the
type of research we wanted to do. He agreed
to advise us on the research design and questionnaire. The following year his journal article described the research proposal.14
Putting the proposal into practice was a
complex task, involving 20 schools, 50
classes, 1035 children, and administration of
a one-hour questionnaire at three time periods in two different school years. Data analysis at the university (no personal computers!) took over a year.

Such complexity was required to convincingly test the competing claims of theorists
and practitioners who argued (or assumed)
that each of the programmes produced positive results. For ourselves, we had no specific predictions but did suspect that the factual and personal approaches might prove
slightly superior to mild horror. Even so,
we were surprised and excited at how clearly
the initial findings confirmed our hunches.

National policy changes
Three years after the projects start our report was finalised  a 275-page document we
called our telephone book. It had taken a
long time but we were satisfied with the clarity of the outcomes, as was the ministry. The
results were quickly adopted as the basis for
local and national drug education policy.
Support was transferred from drug-focused,
moralistic education programmes to pupilcentred programmes with a broad focus on
youth problems, which also dealt broadly
with dependence by encompassing tobacco
and alcohol as well as drugs.
As young professionals, until then wed
seen the study as business as usual. That
others saw it as anything but usual became
clear at international conferences in 1973 in
Montreux and in 1974 in Jerusalem. An enthusiastic reception at the latter triggered
publication in the International Journal of Health
Education in 1975. Though forthcoming
issues were fully booked, and the article was
longer than they usually accepted, the edi1999

tors created a special supplement to fast-track
publication of our results.

UK government needed persuading
Awareness of our work in the UK was
boosted when in January 1977 Donald Reid
of the (then) Health Education Council
arranged for us to address health educators
from across Britain. News of the 1975 article spread widely to their colleagues and to
drug education specialists, while health
education curricula and policy documents
began to draw on its results.
Almost 10 years after the article was published, Stanley Mitchell, director of the

Major sources
De Haes W. and Schuurman J. Results of an
evaluation study of three drug education
methods. International Journal of Heath Education: 1975, 28(4), suppl., p. 116. The first
formally published report on de Haess study.
De Haes W. Looking for effective drug education programmes: fifteen years exploration
of the effects of different drug education programmes. Health Education Research: 1987,
2(4), p. 433438. Places the 1975 study in
the context of later drug education research,
concluding that programmes dealing with
adolescent development generally had the
greatest promise.
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Are you the Willy de Haes?
by Julian Cohen
The author is a drug education trainer and author of several well-known harm reduction drug education packages
published by Healthwise, as well as the ISDD publications for children and parents in the D series. Contact him at 15
Church Street, Hadfield, Hyde, Cheshire, SK13 2AD, phone 01457 863981.

Entering the drug education field in 1986 already I felt very dubious about the effectiveness of primary prevention programmes for
young people. A literature survey of relevant
research soon turned up de Haes and
Schuurmans work. Here was a professional
study with practical lessons for drug education.
The first was that drug education had little
impact on whether young people took drugs 
no surprise to anyone who took the trouble to
listen to them. The second lesson was that feararousal was not only ineffective but sometimes
counterproductive. War on drugs warriors
were abetting escalation in experimentation by
young people; deviancy amplification was their
game, even if they didnt know it. The third
was that accurate drug information is not
enough: drug education also needs to address
attitudes and skills. The fourth lesson was about
the need to work with young people, to listen
to and respect them, rather than to tell them

what to think and do.
De Haes and Schuurmans study had considerable influence on the harm reduction approaches to drug education developed by myself and my colleagues in the late 1980s; it is as
relevant today as it was then. The shame is that
many influential people in drug education seem
ignorant of the relevant research or ignore its
implications if these do not fit their preconceptions. Just Say No is not so explicit these days,
but scratch the surface of the governments
new strategy and of many local programmes,
and there it is still.
PS In the late 1980s I bumped into Willy de
Haes in Amsterdam. I greeted him with Are
you the Willy de Haes? and embarrassed him
by launching into how important his work was
to me. I felt like an idiot, but he was very nice
about it. I did not ask for his autograph; perhaps
I should have.
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Scottish Health Education Group, told me
of his problems in persuading his ministry
of health to adopt the approach supported
by our research. In line with the preferences
of the Thatcher Government, his minister
wanted the Group to mount a hard-hitting
campaign featuring frightening images on the
theme that drug use leads to death.
With some trepidation, Stanley asked me
to explain the study and present my views to
an audience including the minister and drug
professionals from all over Scotland. Agreeing to a request from a good friend, only later
did I realise that this too was far from business as usual. Nervously I prepared a presentation based on our research and US
reviews from the last decade.15 In the event,
23 November 1984 was my finest hour as a
researcher. Following the presentation and
in the presence of his advisers, the minister
announced: It is clear we have to change
our view. I will follow your advice. In the
rest of the UK our work continued to receive attention and some expert support (notably from Nicholas Dorn of the Institute
for the Study of Drug Dependence) but
Thatchers Government went its own way.
The lasting relevance of our work clearly indicates that the convincing results available
through well designed, big studies can be
worth the time and money they absorb.
Quick and dirty studies tend to produce
equally muddy conclusions, quickly dismissed or forgotten. Hopefully our work is
seen as demonstrating the value of the thorough research needed to build evidencebased health education and promotion.
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How to show treatment works
What do commissioners want to know from services, and what information should services
provide to demonstrate effectiveness? Nobody has a more influential opinion than the head of the
project which advises Englands drug and alcohol service commissioners.

by Don Lavoie

Associate Director of the Substance Misuse Advisory Service
(SMAS), a HAS 2000 project which helps health and social care commissioners
in England develop their commissioning strategies.

O

ne of the hottest concepts in the
health service today is clinical ef
fectiveness. Health and social care
commissioners are consistently told only to
purchase services of proven effectiveness. To
do this they need to know what works, for
whom, under what circumstances, and is it
cost-effective? Simple; in principle, so too
was the quest for the Holy Grail. The problem is, few if any drug and alcohol services
can answer such questions, satisfactorily or
otherwise; most have probably not even
thought how they might answer them. This
article is intended to kick-start that process
or crystallise it for those already on the way.

The three big questions

Commissioners need to gather data from
contracted service providers in order to
answer three basic questions:
Who uses the service (client demography)?
What does the service do to/with them
(activity)?
Who benefits from the service, how many,
and in what ways (outcomes)?
Such contract monitoring is not consistently applied across the drug and alcohol
field. If it were, what might the data look like?

 Who uses the service? First,

commissioners would establish a minimum data set
on client characteristics for all their contracted services. For drug services, data already collected for regional drug misuse databases would partly suffice, but not for
clients whose main problem is alcohol and
(at the moment) not for clients continuing
in treatment. And the databases are concerned only with drug using clients, not the
families and communities which may also
(or instead) be service beneficiaries.



What does the service do? Most commissioners get rather meaningless activity
data from their providers. NHS drug and alcohol services are usually linked into a larger
mental health trust. In a feed the beast operation for the Department of Health, these
trusts must provide data such as finished consultant episodes, occupied bed-days, outpatient
attendances and community psychiatric nurse contacts. From the independent sector, commis-

sioners might receive information on number
of clients seen, hours of counselling offered or length
of stay by occupied bed-nights. Most of these
measure what the service puts in to the treatment not the outputs in terms of client
engagement and progress.
Commissioners would ideally collect
compatible information from all their service
providers, statutory and independent, covering the number of new clients who were:

pressure for client outcomes
has led to easily collected but invalid,
non-standard measures
referred to the service (or made contact);
seen by the service;
completed the assessment process;
admitted to the service;
referred out to other services;
had a care plan developed by the service.
Then for existing clients (the ones whod
got to the last stage above), the number:
in compliance with their care plan (active
clients) at the start of the year;
completing treatment during the year;
walking out of treatment (self-discharge);
asked to leave (disciplinary discharge);
returning for further assistance;
remaining active clients (still working towards their care plan) at the end of the year.
Some services already provide such data
but  never having been asked for it  many
lack the required infrastructure. Given that
this is relatively modest, most should be able
to comply within a short period.

 Who benefits and how? Pressure from

commissioners to report client outcomes has
led anxious providers to respond with easily
collected but invalid, non-standard measures,
often little more than customer satisfaction
questionnaires which do not measure relevant outcomes at all. Sometimes they are
clients unstructured accounts of how they
are doing, which could lend themselves to a
range of interpretations.
Outcome measures need to be objective
if they are to be accepted as truly reflecting
the services impact on its clients. Whats
1999

needed is a common information currency
subscribed to by the agency and by its investors. The securest route to this is to use validated instruments  questionnaires or other
tools which research has shown reliably to
reflect the outcome being measured.
Currently the best known British effort
to gather outcomes is the National Treatment Outcome Research Study (NTORS).
NTORS developed the Maudsley Addiction
Profile (MAP) to assess progress in 1075 clients entering treatment in four types of drug
services ( Nuggets 1.3, p. 9). MAP measures
five domains of health and social functioning: drug and alcohol use; physical health;
mental health; social stability; and criminal
activity. It has been validated and is available
free of charge.1 Other instruments are being
developed to measure similar outcomes.
Collecting outcome data in a uniform way
is a good start, but does not relieve providers
and commissioners from the responsibility
of interpreting the data2 and deciding how
much change is expected  issues which
could result in interesting negotiations.

Management by milestones

One technique for coherently integrating
activity and outcome measures is milestone
management, an ingredient in the outcome
funding approach. This encourages commissioners to see themselves as investors seeking a return from services in terms of social
or health gain. The first major UK experiment with outcome funding came in the
mid-90s with the allocation of the Drug and
Alcohol Specific Grant.
Milestone management first encourages
dialogue between the commissioner and the
service provider to profile the services intended clients. Providers then set targets for
the outcome(s) these clients will achieve due
to their involvement in the service. En route
clients will pass a series of milestones, key
stages that mark the progress already achieved
and underpin further advances. Throughput
targets are set for the numbers predicted to
reach each milestone and the provider monitors how far these targets are being met. The
Contact SMAS at 11 Grosvenor Crescent, London SW1X
7EE, phone 0171 838 9597, fax 0171 245 0428.
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IN PRACTICE

Are we right to spend more?

Illustrated milestones
An agency working with
homeless heavy drinkers
might set milestones such as:

Commissioners in west London were riding their hunches when they
extended care regimes. They needed to check the results, but quickly, cheaply, and
with the emphasis on practicality. In the process they tested a new assessment tool
whose simplicity encourages routine use. Evaluated and evaluator tell the story.

100 homeless heavy drinkers will
enquire about the service
50

will attend and complete the
assessment process

40

will accept entry into the
project

35

will accept temporary housing
and be settled in seven days

30

will register with a GP and
receive a physical check up

20

will reduce weekly alcohol use
to under 40 units by week six

10

will accept housing and
contain drinking to under 30
units a week within six months

4

Outcome target To house
10 homeless heavy drinkers
and cut their drinking to safe
daily limits

EVALUATED

Hunches are not enough

panel above shows how this might look
for a service targeting homeless heavy
drinkers.
Milestone management helps commissioners know up front what a service aims to achieve. The issue then is
whether these outcomes would merit
the investment. Regular milestone
monitoring prompts the provider to
modify the service to encourage clients
to reach milestones and target outcomes.
It also provides a basis for meaningful
discussions between providers and commissioners about the service and the lessons they are learning.
Instruments like MAP can compliment milestone management by providing a global picture of client change as
the context for specific outcomes. They
might also be used to measure those outcomes by means of (for example)
changes in what for the service is the
key MAP domain.
Demonstrating effectiveness requires
perseverance and consistency from
those commissioning and delivering
services. Workable, valid techniques can
can pay dividends by reassuring service
users and the public that their investment in treatment for drug and alcohol
problems is worthwhile.
1 Marsden J., Gossop M., Stewart D., et al. The
Maudsley Addiction Profile (MAP): a brief instrument
for assessing treatment outcome. Addiction: 1998,
93(12), p. 18571868. Copies of MAP from: National
Addiction Centre, 4 Windsor Walk, London SE5 8AF
2 For example, which of MAPs domains are the most
important for that service? What if clients improve in
some domains but get worse on others?
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In 1993 social services in England and Wales
became responsible for funding community
care, including the rehabilitation of drug and
alcohol users through residential or intensive day care services. This care is expensive,
but only rarely do purchasers systematically
investigate how to make the most of their
investment. Hammersmith and Fulhams
placements are jointly purchased by the
health and local authorities, which agreed to
split the costs of just such an evaluation.
Since they would have to complete the
evaluation forms, the commitment and cooperation of social workers in the Drugs and
Alcohol Team was vital. They met the researcher in advance, were fully aware of the
objectives, and involved in the planning.
Their interest was stimulated by the chance
to test their own hunches and observations.
They reasoned that good progress in treatment should be consolidated by extending
it, both directly and through aftercare, since
relapse seemed most common immediately
after treatment exit. In line with this view
the team had become involved in organising
aftercare, including a weekly drop-in, a
weekly social club run by and for ex-drug
users, contacts with counselling agencies, and
a local hostel. They risked being seen as diverting limited resources from the core tasks
of assessment and care management. Also,
extending treatment and funding aftercare
absorbs costs which could otherwise be used
to fund more placements. Set against this was
the possibility that aftercare may actually
reduce costs by reducing the demand for later
re-admission. What did the data show?

The study also enabled us to assess certain aspects of social services role in assessing
and placing clients. The average six-week
delay between assessment and placement
may not seem ideal, but is often needed for
the client to prepare for rehabilitation, such
as by completing a detox. It is also reassuring
that longer delays were not associated with
poorer outcomes. Delays were at least partly
associated with poor compliance on the part
of the client. This does not absolve social
services of responsibility, but does redirect
attention to tactics (reminder letters, phone
calls, etc) to improve compliance. Again, it
was reassuring to see that clients already in
treatment or in contact with the health authoritys central assessment unit had better
outcomes, suggesting these services were fulfilling their preparatory roles.
Over half of all placed clients completed
treatment and 80% of these were doing well
at six months. The results are consistent with
our view that assessment is a valuable way to
ensure clients understand the different treatment philosophies, how the funded programme meets their needs, and in judging
how committed they are to treatment.
Where the evaluation does raise questions
is over the need for lengthy residential treatment: completing treatment seemed more important than how long the programme was,
raising the possibility that programmes designed to be short may work better by making it easier for clients to complete. Given
the severity of many clients problems, there
must, however, be a limit to how quickly
these can be turned around.

Some hunches validated
In some respects the teams approach was
supported by the research. Apart from compliance issues (turning up on time, etc), at
six months, when most clients had left their
initial treatment, continued use of structured
support was the factor most strongly linked
to good outcomes. At the very least these
findings are consistent with an emphasis on
aftercare and on motivating and helping
clients to comply with assessment and treatment. It seems particularly important to maximise treatment completion; in this research
premature leavers had less than a 1 in 20
chance of a good outcome at six months.

Making it routine
Like the businessman who bought the company, we were impressed enough by the
evaluation to incorporate its methodology in
our day-to-day work  a testament also to
the ease with which this could be done. We
now complete the forms at assessment, six
weeks, six months and a year, and hope to
find ways of including clients who drop out
of treatment. Our involvement in the
research has been a positive experience, one
that provoked debate about service delivery
and the wider issue of commissioning and
purchasing the most effective treatment
options.
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summarises the study and gives its own assessment

EVALUATOR

Keep it simple

The study Subjects were 82 clients assessed by two social workers. 45 were
placed in residential or day care after an
average six-week delay. A specially developed inventory completed by the social
workers was used to assess client progress
at baseline and then at two and six months.

by George Christo

Doctor in substance misuse treatment outcome research and clinical psychology. Currently
engaged in freelance research and teaching and practises clinical psychology at the Royal Free Drug
Service. This study was conducted from the Centre for Research on Drugs and Health Behaviour.

Developing the inventory
No existing questionnaire fit this bill. Typically they took too long, required the presence of the client, and sub-sections could not
be combined produce a single score for easy
analysis. Something new had to be developed.
This became the Christo Inventory for Substance
Misuse Services (CISS).
It was designed to elicit workers impressions of their clients in a quick, standard and
reliable way. Outcome areas are scored on a
three-point scale of problem severity, each
illustrated with examples. As well as the seven
usual variables, research indicated that three
further variables relating to the interaction
between client and service had a major effect on outcomes: ongoing support (eg,
counselling, support groups, AA or NA);
treatment compliance; and the workerclient
relationship. Including these meant the CISS
assesses outcomes on 10 dimensions with a
total score ranging from 0 to 20.
The Hammersmith and Fulham evaluation was used to test the CISSs usefulness,

sensitivity to change in clients, and ease of
completion. Its success has led to its incorporation in routine procedures. A validation
study under peer review has produced good
results for reliability and internal consistency
and acceptable correlations with standard
questionnaires. This study will be formally
published, opening it to scientific scrutiny.
The CISS is now being used for evaluation of both abstinence-based and prescribing services for drug users, where it has been
possible to establish standard score ranges
indicative of good v. poor outcomes and low/
average/high problem severity. Comparison
scores are also available for alcohol users.
Such standards enable other practitioners to
compare their clients with a typical group.

The 32 still in contact at six months (by
which time all but a few had left their initial
treatments) generally evidenced improved
functioning. 20 of the 45 placed clients were
judged to have had good outcomes, all but
one after having completed treatment.
Treatment failures were almost exclusively
associated with leaving treatment before
completion. At six months, lower drug and
alcohol use was strongly associated with
continuing formal support and with having
already been in contact with substance
misuse services at assessment.
In context Being quick without being
unacceptably dirty was the priority in this
feasibility study. Low follow-up rates and the
lack of a control group preclude strong
conclusions about the impact of the treatments. With anonymity not an issue, a more
meaningful outcome measure might have
been computed by pooling each individuals
change over time. The results are vulnerable
to wishful thinking by workers and positive
(or negative) glosses by clients. Nevertheless, practice-relevant data was collected
and it is easy to see how (resources permitting) cross-checks and intensified follow-up
could improve confidence.

Pros and cons
Most of the plusses of the CISS relate to its
usability in routine practice. Its single page
is easy to photocopy, and can be completed
in three minutes face-to-face or from client
notes. It is suitable for abstinence-based or
prescribing services and is intended for drug
or alcohol users. The single score it produces
can be used at intake to ensure that staff carry
caseloads of roughly equal difficulty and then
to monitor client progress. Unusually, it
tracks important dimensions of the clients
relationship with the service, highlighting
problems which may impede client progress
and may indicate the need to adapt the service to improve the relationship.
However, the CISS is primarily an evaluation tool and may not be suitable for research requiring measures of different outcome dimensions. Its scales measuring such
dimensions are not very sensitive to change;
sensitivity is gained only when the 10 dimensions are combined. The CISS is new and
not yet as proven as other instruments, and
has yet to be complete peer review.
Results from the CISS can only be as good
as the information recorded in routine assessment and monitoring. Information from
these should be sufficient for a competent
worker to produce an acceptably accurate
record of their clients status. Gaps would
need to be filled by interviewing the client,
indicating that assessment procedures are not
as full they should be.
To a greater degree than some other instruments, the CISS relies on the competence and judgement of the worker administering it. Ideally, occasional cross-checks of
the workers scoring would be made using
other workers and other instruments. Such
checks could be integrated into routine
performance monitoring as, arguably, workers unable to validly complete the CISS are
also worryingly unaware of what is happening with their clients.
1999

Its conclusions about the importance of
treatment completion have been echoed in
US research ( Links). The intuitively plausible suggestion is that it is what the client and
service do with their time together that
counts rather than the time itself.
The assessment instruments simplicity is its
strength but a single score cannot capture
the fact that many clients do well in some
areas but not in others. Other instruments
used in a treatment context include the
Maudsley Addiction Profile developed for
NTORS and the Opiate Treatment Index
( Secondary sources).
Practice implications Main text.
Main sources Christo G. Outcomes of residential
care placements for people with drug and alcohol
problems: an evaluation of Hammersmith & Fulham
Social Services. 1998. Copies: apply John GordonSmith Contacts.
Christo Inventory for Substance Misuse Services.
Copies: free from George Christo Contacts.
Secondary sources For alternative assessment/
evaluation instruments, see  Marsden J., Gossop
M., Stewart D., et al. The Maudsley Addiction Profile
(MAP): a brief instrument for assessing treatment
outcome. Addiction: 1998, 93 (12), p. 18571868.
Copies: apply ISDD  Macleod J., Scott R., Elliot L.
et al. The routine use of the Opiate Treatment Index
in a clinical setting. Int. Journal of Drug Policy: 1996,
7 (2), p. 130132. Copies: apply ISDD.
Contacts  John Gordon-Smith, Manager, Alcohol
and Drugs Team, Hammersmith and Fulham Social
Services, Marzell House, 122-126 North End Road,
London W14 9PP. Phone 0171 385 7971, fax 0181
576 5853  Dr George Christo, Royal Free Drug
Service, 457 Finchley Road, London NW3 6HN,
phone 0171 431 1731.
LINKS

Evaluating Hammersmith and Fulhams drug
and alcohol service placements required a
way to measure outcomes which did not need
researchers to interview clients and which
drew on routinely collected information
rather than demanding yet more be collected.
Ideally the instrument would measure the
usual areas: drug/alcohol use, social functioning, health, HIV risk behaviour, psychological well being, occupational status, and crime.
It would have to be reliably completed by
busy social workers without extended coaching, so would have to be convenient, short,
and compatible with current procedures. To
make it easier to understand and analyse, a
single score representing the clients status
should easily be computed.
A process which required the clients presence at a set time would suffer unacceptable
completion rates. Clients at rehabilitation
houses are often difficult to contact; others
may not turn up just to complete a questionnaire. However, social service teams often already have a wealth of qualitative data
from assessment interviews and client notes.
We needed some way to transform these into
quantitative data enabling the progress of one
client to be compared with another.
This strategy was pragmatic rather than
ideal. Clients are more likely to give valid
answers in confidential interviews with researchers not seen as part of the treatment
system, when nothing is to be gained by misrepresentation. However, where such researchers are not available, on the face of it
information given routinely to key workers
is as likely to be valid as that given to the
same workers through special questionnaires.

ISSUE 1

In this issue, Nuggets 1.3
(p. 9) and 1.6 (p. 11).
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GLOSSARY

GLOSSARY
Technical terms used in this edition
of
relating to evaluation
Standard guides and other works have been drawn on
but definitions may have been adapted to fit the context
of evaluations of interventions in the drug and alcohol
fields. Terms defined elsewhere are italicised.

Attribution Attributing impacts to causes. In the current
context, usually whether a statistically significant result was
caused by the evaluated intervention. The degree of
confidence in this attribution will depend on whether
alternative explanations can credibly be eliminated (an
aspect of internal validity) and whether the intervention
can credibly be seen as the cause.
Attrition The number or proportion of subjects
recruited into the study who did not receive the intended
intervention or were not assessed using the studys
instruments. Such drop-out can occur at various stages
from recruitment to long- or short-term follow up and
may threaten the continued comparability of treatment
and control groups and otherwise weaken the internal validity
of the study. Measures taken to minimise attrition may
compromise a studys external validity.
Comparison group See control group.
Control group A group of people (controls),
households, organisations, communities or other units of
analysis who do not participate in the intervention being
evaluated. Instead, they receive either no intervention or
none relevant to the outcomes being assessed, or an
alternative intervention (for the latter the term comparison
group may be preferable). Observations made on the
controls form the baseline against which changes in the
treatment group(s) are assessed to determine whether the
intervention had an impact and whether this is statistically
significant. Comparability between control and treatment
groups may be achieved though randomisation or by
deliberately selecting a similar set of subjects. Contrast
with treatment group. An alternative form of control is to
compare data obtained from the same subjects before an
intervention with data gathered after the intervention.
Cost effectiveness The more cost-effective an
intervention is the greater are the desired outcomes for a
given expenditure on the intervention.
Drop-out See attrition.
Effectiveness The degree to which an intervention
produces the desired outcomes. When contrasted with
efficacy, the extent to which it does so under conditions
typical of those in which it will usually be applied. Since
these are often less than ideal and confounding variables
less rigorously controlled, outcomes are likely to be less
impressive than in research settings.
Efficacy The degree to which an intervention produces
the desired outcomes under relatively optimal or ideal
conditions such as with expert, well trained staff, selected
subjects, and relatively complete implementation.
Outcomes in these conditions can be expected to be greater
than in less controlled real-world conditions. Contrast
with effectiveness.
Evaluation One formal definition is: The systematic
application of social research procedures in assessing the
conceptualisation and design, implementation and utility
of social intervention programmes. Less formally, the
systematic attempt to assess an intervention in terms either
of its feasibility or whether or how it contributes to
desired outcomes or other impacts.
Experimental group See treatment group.
External validity The generalisability of a studys
findings to broader populations or settings, especially
those targeted by the intervention. Maximised by studying

interventions in natural settings but typically this
compromises a studys internal validity. Externally valid
studies are usually best suited to demonstrating effectiveness.
Contrast with internal validity.
Hypothesis In the current context, the predicted outcome
of the intervention, predictions normally based on theory,
unstructured observations or previous research.
Impacts Sometimes used to embrace all the
consequences of an intervention including intended
outcomes and unintended consequences either for the target
group or more broadly.
Instrument A structured method for collecting
information such as questionnaires, interview and
observation schedules and biometric tests of urine and
saliva. In qualntitative research, instruments should be
objective, reliable and valid. For its results to be subject to
statistical testing the instrument should produce a numerical
score or a means of ranking or categorising the
phenomenon it purports to record.
Internal validity The extent to which the research
design enables conclusions to be drawn about whether
the intervention caused the observed impacts. The higher
this is, the more adequately can the study test the hypothesis.
Depends on there being no relevant differences between
treatment and control conditions other than the
intervention. Achieving this may adversely affect external
validity. Internally valid studies are usually best suited to
demonstrating efficacy. Contrast with external validity.
Mediating (or intermediate) variables Variables lying
between the intervention and the anticipated outcomes in a
hypothesised causal chain. With respect to drug and
alcohol use, some examples are intention to use drugs
(prevention), treatment retention and therapeutic alliance
(treatment), and intoxication (community safety).
Meta-analysis A study which uses recognised
procedures to summarise quantitative results from several
studies of the same or similar interventions to arrive at
composite outcome scores. Usually undertaken to enable
the interventions effectiveness to be assessed with greater
confidence than on the basis of the studies taken
individually.
Milestones Key stages in the intervention process which
underpin later outcomes and which can be documented
and monitored. In treatment, may be numbers attending
for assessment, retained for a minimum period, or
engaging in aftercare. In prevention similar stages may be
identified such as proportion of the target group reached,
retaining awareness of the interventions message, or
engaging in recommended activities.
Null hypothesis The assumption tested by statistical
procedures that a set of observations occurred purely by
chance. In the current context, the null hypothesis usually
amounts to the assertion that an intervention produced
no outcomes or that there was no difference in the outcomes
produced by two or more interventions.
Objectivity With respect to an instrument, the degree to
which different people applying or scoring it in the same
circumstances on the same subjects would register similar
values. An aspect of reliability.
Outcome evaluation An evaluation (or the element of
an evaluation) which systematically records whether and
to what degree the intended outcomes of the intervention
were achieved. Colloquially, whether the intervention
works. Contrast with process evaluation.
Outcomes The intended end product of the intervention
or service, eg, changes in substance use or problems,
infection control, reduced crime. To be distinguished
from changes in mediating variables and outputs.
Outputs Records or indicators of the level of throughput
or activity of a service such as counselling sessions
provided, level of occupancy of a residential service,
training sessions provided and attended. To be
distinguished from changes in mediating variables and
outcomes.

Process evaluation An evaluation (or the element of an
evaluation) which systematically records the planning,
implementation and delivery of an intervention. This
may be as part of an attempt to establish its practicality (a
feasibility study) or to elucidate how and why any observed
impacts may have occurred. Such observations can be
important in attributing both outcomes and impacts.
Colloquially, how the intervention works or why it did
not. Contrast with outcome evaluation.
Randomised controlled trial A study in which subjects
are allocated at random to different treatment groups and/
or to treatment and control groups. The intention is to
eliminate the possibility that any impacts arose due to
systematic differences between subjects receiving and not
receiving the intervention(s). Such studies are rare and
may suffer from low external validity as self-selection/
referral to interventions is more usual in natural settings.
Reliability An instrument is unreliable to the degree to
which measures taken with it may vary even when the
phenomenon being measured has not changed. A highly
reliable instrument will deliver near identical results in
repeated data collections with the same subjects tested
under the same conditions, even when (see objectivity) the
people administering and/or scoring the test are different.
Spontaneous remission Also termed regression to the
mean. In the current context, the tendency for relatively
extreme or unusual behaviour (or attitudes, etc) to revert
to more usual levels without formal intervention.
Particularly relevant to therapeutic interventions as people
often seek help when their problems have become
unusually severe.
Statistical significance A set of observations is accepted
as statistically significant when it is highly unlikely to
have occurred by chance. The cut-off point is set by
convention, normally at less then 1 in 20, expressed as a
probability of less than 0.05 or p<0.05. If lower
probabilities emerge from a well-designed study it is
acceptable to conclude that something other than chance
caused the results, ie, to reject the null hypothesis. However,
there remains the issue of attribution  establishing what
the something was.
Statistical tests Accepted arithmetical methods to
determine the probability that a set of observations
(measures, scores, categories, ranks) occurred by chance.
When this probability is below a certain level the
observations are accepted as statistically significant. Such
tests are important in outcome evaluations as extraneous
sources of variability in outcomes could lead to unjustified
conclusions about the efficacy of the intervention.
Target group The people, households, organisations,
communities or other identifiable entities which an
intervention is intended to affect. The degree to which
the intended changes occur in this group constitute the
outcomes of the intervention. However, impacts may also
be seen in non-targeted groups.
Treatment group People, households, organisations,
communities or any other identifiable entities which
receive an intervention as opposed to the control group.
The term treatment in this context does not imply a
medical or therapeutic intervention and may be replaced
by experimental. Contrast with control group.
Unit of analysis What constitutes a case or subject
in the study. Often an individual, but may be a group, a
service, a family, a class or a school. To avoid mistaken
statistical conclusions, the unit used in randomising to
treatment and control groups should correspond to the unit
used to measure outcomes.
Validity With respect to an instrument, the degree to
which it measures or otherwise reflects the phenomenon
it purports to record. For example, whether the results of
a questionnaire intended to measure recent drug use
correspond to accepted or more direct indicators of the
same phenomenon, such as a pre-validated instrument or
urinalysis results. With respect to an evaluation, the degree
to which conclusions drawn from the data correspond to
reality. See internal validity and external validity.
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