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Declaration (personal & institutional)
NHS provider (community & in-patient); history with Phoenix House, Lifeline, Clouds House, KCA 
(Kent Council on Addictions).

DH, NTA, Home Office, NACD, EMCDDA, WHO, UNODC, FDA, NIDA.

Consultation and work with pharmaceutical companies re actual or potential development of new 
medicines for use in the addiction treatment field, including (past 3 years) Martindale Pharma, 
Reckitt-Benkiser/Indivior, UCB, MundiPharma, Lundbeck, Alkermes, Rusan/iGen, Braeburn and also 
discussions with Lightlake, Lanacher, Fidelity International and Titan.

UKDPC (UK Drug Policy Commission), SSA (Society for the Study of Addiction); and two Masters 
degrees (taught MSc and IPAS) and an Addictions MOOC.

Work also with several charities (and received support) including Action on Addiction, and also with J 
Paul Getty Charitable Trust (JPGT) and Pilgrim Trust.

The university (King’s College London) has registering intellectual property on a novel buccal 
naloxone, and JS has been named in a patent registration by a Pharma company as inventor of a 
concentrated nasal naloxone spray formulation.
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Estonia is distinctive and unique

Estonia is part of the wider world
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Challenges

Illegal drug use is often hidden
Especially when imprisonment is a risk

Not well studied in many low income countries

Data underestimates even in high income countries

Adverse effects are often not recognised
Failure to identify; failure to treat; high cost to society of failure

Stigma and institutional discrimination

Even when treated, often not recognised as drug-related 

Moral confusion -> bad planning and inefficient responses



• What/where are the harms?

• What/where do we have leverage?

• How would I spend my marginal pound?
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Look for strong evidence (even if of weak effect; or 

even of no (or negative) effect)

– Some strong treatment leverages (but not universal); 

– possibly also integrated CJS leverages; 

– weak prevention and primary education; 

– weak interdiction and international actions



‘Treatment works’
(Sorry, You can’t borrow efficacy)

Surgery works

Some conditions with no special Rx

Variability in quality



‘I already know what works’

Dangerous arrogance

much of Rx (almost certainly) padding

disproportionate influence of advertising

obscures clear support for effective ..

concentrate on proved quality marks



‘We can’t afford to do research’

Research for research’s sake

Research for science’s sake

Research for treatment’s sake



Quality of evidence

I. Evidence obtained from at least one properly designed 
randomised controlled trial.

II. - 1… well-designed controlled trials (not RCT).

II. - 2… cohort or case-controlled analytical studies (pref. >1 
centre/group).

II. - 3… multiple time series with/without intervention.

III. Opinions of respected authorities, based on clinical 
experience/descriptive studies, or reports of expert 
committees.



Types of Evidence

Randomized clinical trials

Descriptive epidemiology

Quasi-experimental/correlational studies

Natural experiments

Qualitative research

Health services research

Historical research



How would I spend my marginal pound?

• Cutting the cake; how much to which areas?

• Truly cost-effective interventions – buy, buy, buy

• [[Clinically-effective interventions – buy, buy, buy]]

• Don’t waste money on ineffective interventions 

• Include ‘risk capital’ for exploratory investigations



What proportion of the pie? UK 

Government Expenditure: 
Estimated £1.4 billion per annum (2000)

65%
12%

11%

12%

Law enforcement

Customs/ Interdiction

Education/ Prevention

Treatment/

rehabilitation





Chapter 9:  Services to change behaviour

Intervention Effectiveness Amount of research support 

and cross-national testing

Methadone Maintenance Good evidence for reduced 

heroin use, other drug use, 

crime, HIV infection, and 

hepatitis.

Numerous studies in high 

income countries, some in 

LAMI countries.

Buprenorphine Maintenance Good evidence for reducing 

heroin use, other drug use, 

crime, HIV infection, and 

hepatitis.

Tested in several countries but 

not in LAMI countries.

Heroin Substitution Limited effectiveness as a way 

to reduce crime and infection 

among chronic recidivists

Recent programs evaluated in 

Switzerland, the Netherlands, 

Germany, Canada, and the 

United Kingdom.

Opiate Antagonists (e.g. 

naltrexone)

Some evidence for reduced 

opiate use but medication 

compliance is major 

limitation.

Few studies outside of the 

USA



Chapter 9:  Services to change behaviour

Needle Exchange (NEP) May reduce drug-related HIV 

infections and facilitate 

treatment engagement.

Research in Canada, the United 

Kingdom, Australia, and the 

USA

Psychosocial Treatment Good evidence for reducing 

drug use, drug-related 

problems, and criminal 

activity. 

Numerous studies in many 

countries, including LAMI 

countries.

Peer Self-help Organizations Good evidence for reducing 

drug use, crime, and 

infections.

Evidence available from 

several countries including the 

United States, the United 

Kingdom, and China.

Naloxone Distribution Some programmes have 

shown successful 

resuscitation.

Only a few studies in the 

United States and the United 

Kingdom.

Brief interventions in general 

medical settings

Good evidence for reducing 

drug use by at-risk drug users

Evidence from the United 

Kingdom, the United States, 

India, Australia, and Brazil.



Three service system changes 

that made a difference

1. Introduction of large scale opiate substitution services 

in France and Switzerland. 

2. Creation of the drug court system in the United States. 

3. Promotion of clinical practice guidelines for opiate 

substitution in the United Kingdom. 



Treatment and Harm Minimization

Services for opiate dependent individuals have the 

strongest supporting evidence; and they are also 

effective ways to reduce drug-related crime and the 

spread of HIV infection. 

Some harm reduction programs, such as needle 

exchange programs, reduce high risk injection 

practices and engage IDUs in treatment and health 

services.



Key qualities of service systems for drug users

Accessibility: How easy/difficult is it to enter the service system?; and 

are necessary services provided following admission? 

Coordination: Are services provided in a concerted?  Or in haphazard 

fashion?  Do different programs in the system work synergistically? 

Economy: Are services cost-effective (i.e., given the same total costs, 

could one achieve better outcomes with a different system?). 

Coerciveness: What degree of coercion or pressure placed on drug 

users to seek services?  n.b. highest in the criminal justice system but 

often present in subtle ways (e.g., family pressure) elsewhere. 

Stigma: Are services viewed as low-status, shameful, and of no value, 

irrespective of their objective characteristics?











For every complex problem, 

there is an answer ……

H.L. Mencken



For every complex problem, 

there is an answer that is clear 

and simple ……         

H.L. Mencken



For every complex problem, 

there is an answer that is clear 

and simple and wrong

H.L. Mencken















The 4 false dichotomies

Law enforcement ‘versus’ treatment
(‘cops versus docs’)

Abstinence ‘versus’ harm reduction
Mistakenly presented as either/or

‘legal’ ‘versus’ ‘illegal’ drugs
(‘good drugs’ versus ‘bad drugs’)

‘drug users’ ‘versus’ ‘mainstream society’
(overlapping; and health and social and c.j. gain for all)
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Personalising treatment & recovery

People - all shapes and sizes

Different constellations of needs

I am not you; you are not me

Today is not yesterday, nor tomorrow

Personally relevant and maximally influential

Need to personalise the approach 



Key issues in treatment and recovery

Exploring the current debate about recovery

What value on partial gains?

Danger of premature ending of treatment



UKDPC Recovery statement

“The process of recovery is characterised by 

voluntarily sustained control over substance use which 

maximises health and well-being and participation in 
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Where that takes us (1)

Treatment retention is not recovery

Abstinence is not recovery

‘Medication-assisted recovery’ – different types of medication (and 
many more to come)

The power of the evidence-base of MMT/BMT maintenance; and the 
danger of complacency

Recovery importantly is also to do with positives

Foster aspirations – empower and enable individuals



Where that takes us (2)

Integrate more stimulated aspiration to achieve more (‘value 
added’; recovery)

The responsibility to move up a gear

The challenge – operationalise, implement

The danger – premature advancement precipitating failure

We need an improvement agenda, driving quality care in all 
modalities







Cochrane reviews and NICE Technology 

Appraisals about prescribing (esp OST)

e.g. Faggiano et al (2007) Cochrane review of significance of 
dose in OST

Retention rate - RCTs: High versus low doses at shorter follow-ups: RR=1.36 
[1.13,1.63], and at longer ones: RR=1.62 [0.95,2.77].

Opioid use (self reported), times/w - RCTs: high versus low doses WMD= -
2.00 [-4.77,0.77] high vs middle doses WMD= -1.89[-3.43, -0.35]

Opioid abstinence, (urine based) at >3-4w-RCTs: high versus low doses: 
RR=1.59 [1.16,2.18] high vs middle dosesRR=1.51[0.63,3.61]

Cocaine abstinence (urine based) at >3-4 w - RCTs: high versus low doses 
RR=1.81 [1.15,2.85]

Overdose mortality - CPSs: high-dose versus low-dose at 6 years follow-up 
RR=0.29 [0.02-5.34]; high-dose vs middle-dose at 6 years RR=0.38 [0.02-
9.34]; middle-dose vs low-dose at 6 years RR=0.57 [0.06-5.06]



Levels of care study

Random assignment, 6 months

Treatment Research Institute McLellan et al, 1993 

‘Bare-bones’

N=29

Standard

N=34

‘Deluxe’

N=36

Methadone >65 mg >65 mg >65 mg

Counselling Regular Regular

Other services Employment

Family therapy

Psychiatric care



Levels of care Study

0

10

20

30

40

50

60

70

Using Cocaine Using Heroin Sharing Needles Illegal Acts Unemployed

Level 1 Level 2 Level 3

Target behaviours at 6 months – heroin-free (urines) 





RODT - Where we start from …

Treatment retention is not recovery

Abstinence is not recovery

‘Medication-assisted recovery’ – different types of medication 

(and many more to come)

The evidence-base of MMT/BMT maintenance; and the 

danger of complacency

Recovery importantly is to do with positives

Nurture aspirations – empower and enable individuals



Conclusion: challenges and concerns

(i) institutional inertia, (ii) therapeutic complacency (iii) 

pursuit of cheapness

Aspiration in time of austerity – challenge for individuals; 

challenge for practitioners & agencies

Be prepared – ‘safety net’ planning to stabilise ‘stumbling’

and capture during ‘fall’



Potential for improved use of objective 

measures (such as urine test results)

Two main purposes behind urine testing – firstly a measure of 

degree of compliance with prescribed medication; secondly a 

measure of the extent to which use of identified problem drug has 

diminished or stopped.

IMO, main attention should be paid to movement towards abstinence 

from the identified primary problem drug (e.g. heroin, cocaine, etc), 

followed by movement towards abstinence from identified secondary 

problem drugs. 



The status of medications, psychological 

and social support (1)

The taking of prescribed medication is neither essentially good nor bad. 

(Put it to one side, whilst assessing well-being).

The assessment of benefit received should be exactly that – requiring 

examination of benefit accrued during, and presumed to be as a result 

of, treatment/rehab/etc. 

A similar ‘putting-aside’ of the patient’s reliance on continued non-

medication treatments/therapy; and of reliance on support from family, 

community and self-help support systems. 



The status of medications, psychological 

and social support (2)

‘Putting-aside’ does not mean that the matter of medications and other 

interventions are not reviewed. Dose ‘fit’ and adherence/compliance 

must be measured. Good adherence/compliance may be vital; while for 

others treatment may no longer be necessary.  

The clinician must make an individually considered clinical judgement 

whether (i) to maintain current treatment ISQ (in status quo); (ii) to 

modify current treatment to make more efficacious; (iii) to review 

alternative options. 

IMO, this is fundamental to the application of good clinical personalized 

medicine. 



Thank you


