Publication: Irish Journal of Psychological Medicine

Date: Saturday, December 31, 2005

Page: 7

Extract: 1 of 5

Circulation: 0

Author:

Headline: Irish addiction Services - past, present and future

-

{

Irish addiction services - past, present

and future

To discuss the development of addiction services into the
future, one must first examine the historical response to the
misuse of substances in this country. A brief overview
reveals wide disparity between, the treatment of opioid
dependence in the east of the country and the way
statutory services deal with the significant problem of
alcohol misuse. A comprehensive model is required to deal
with addiction on a national basis that necessitates the
amalgamation of the drug and alcohol services.

The National Advisory Committee on Drugs (NACD) in
Ireland and the Drug and Alcohol Information and Research
Unit (DAIRU) in Northern Ireland have documented the extent
of the problem for the island of Ireland in 2002/2003. The
lifetime prevalence for any illicit drug use is 19% in the age
group 15-64 years and the lifetime prevalence for alcohol use
is 919% for the same age group.' The main illicit drug is
cannabis with 24.4% of young adults (15-34 years) report-
ing lifetime use. It is also interesting to note that 4% in this
age group have used cocaine and 0.6% have used heroin.

The response of the health services in the early 1990s to
the problem of heroin dependence was largely driven by
public health. The growing numbers of injecting drug users
infected with HIV led to the development of a harm reduction
policy, encompassing needle exchange, education for drug
users and methadone maintenance. Allied to this approach
was the provision of significant resources by a government
that recognised the drugs problem as a serious issue of
public concern. There was the coming together of statutory,
community and voluntary services to produce a community-
based model of addiction treatment involving primary care
with a focus to provide services for the individual drug user
at a local level. There are currently over 7500 individuals in
receipt of methadone treatment in Ireland with approximately
one third of these attending a general practitioner. The
remainder are treated at a network of community based clin-
ics many of which involve close partnership between the
health services and the local community. There are approxi-
mately 60 such clinics in the greater Dublin area and six in
the rest of the country located in Portlaoise, Athlone, Carlow,
Waterford, Limerick and Galway.

This current approach to the treatment of substance
misuse however has not been without its critics. Some have
described it as an ‘opioid only service! while others suggest
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that what has emerged is simply a highly developed and
organised ‘methadone delivery service'. In addition, more
recently as resources for statutory services have remained
static, community groups have been applying for funding for
treatment initiatives via the National Drugs Strategy. While
these groups do not have the concerns of the statutory
services around staff ceilings, for example, it is vitally impor-
tant that these treatment initiatives are provided by trained
professionals and are subject to intensive scrutiny and audit
so that they may conform to professional quality norms. Thus
for example, a needle exchange programme provided by the
community and funded by the National Drugs Strategy team
should meet and maintain appropriate standards. Careful
monitoring of the impact of such a development would be
required by for example, documenting the levels of blood
borne viruses within that community on an ongoing basis.

In contrast to the resources provided for the development
of drug services, the provision of resources for alcohol
services has been grossly inadequate. During this period of
lack of resources, per capita drinking in ireland increased
dramatically. Between 1989 and 2000 per capita alcohol
consumption in Ireland increased by 41% and in 2001
Ireland had the second highest per capita consumption of
alcohol in the enlarged EU.2 The SLAN survey in 2002 high-
lighted the fact that 30% of males and 22% of females
consumed more than the recommended weekly limits of
sensible alcohol consumption.® The ESPAD report of 1999
showed that lrish 16 year olds are among the highest alco-
hol abusers in Europe in terms of binge drinking and
drunkenness.*

The contribution of alcohol to morbidity and mortality is well
documented. In 2002, the WHO identified alcohol related
death and disability as accounting for 9.2% of all burden of
disease in developed countries behind tobacco and hyper-
tension.® Irish healthcare costs for alcohol in 2003 were
estimated at €433 million, however the vast majority of these
costs were related to treating the consequences of alcohol
abuse with only a small provision for alcohol treatment.® In
many cases, alcohol counsellors provide services for individ-
vals with alcohol problems in isolation from other supports
such as multidisciplinary mental health teams. For psychiatric
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services it should also be noted that in 2002 alcoholic disor-
der was the second highest cause of admission to psychiatric
hospitals for males and the fourth highest cause for females.”
Developing an effective community based alcohol service
would reduce considerably this admission rate.

The recent Strategic Taskforce on Alcohol second report
in 2004 gave specific recommendations to reduce consump-
tion and limit harm within the population.® These included,
decreasing availability, increasing taxation and putting in
place effective treatment services utilising specialist treat-
ment. The government has ignored these recommendations.

More recently dual diagnosis {co-existence of serious
mental health disorder and an addictive disorder) has gained
increasing recognition in this country as elsewhere. The
National Household Study in the UK found psychological
morbidity present in 12% of non-dependent individuals, 30%
of alcohol dependent individuals and 45% of drug dependent
individuals.? In the Comorbidity of Substance Misuse and
Mental lliness Collaborative study (COSMIC), 40% of
patients managed in community mental health settings
reported problem drug use and/or harmful alcohol use in the
past year.”® Unless the individual receives appropriate inter-
ventions for both conditions then outcomes in this cohort will
remain poor and relapses high.

Various models have been proposed to deal with dual diag-
nosis. These include the serial model (one condition treated
after another), the parallel model (the two services work
together to treat the individual with joint planning and liaison)
and the integrated model (dedicated team to treat both
conditions). Although the integrated model has found favour
in the US, there is inconclusive evidence for this expensive
approach.'" An integrated model may result in isolation of
dual diagnosis from mainstream services and staff in main-
stream services may become deskilled. A care programme
approach as advocated by the Mental Health Policy Guide in
the UK may have merit."? This approach advocates co-ordi-
nation between mental health teams and substance misuse
teams and closer links in terms of training and supervision
and the augmentation of teams with a dual diagnosis worker.

In addition to the recognition of strong links between addic-
tion services and mental health services, there are a number
of links with other healthcare providers which would benefit
patients. Primary care can play a pivotal role in the detection,
evaluation and treatment of drug and alcohol abuse. While
good links have been established between the drugs
services and primary care, these could be strengthened in
relation to alcohol services. Liaison between maternity and
drug services improves antenatal care and decreases neona-
tal morbidity particularly in the case of opioid dependence.™

For HIV services, supervision of antiretroviral therapy at
methadone treatment clinics can improve the adherence to
and outcome for treatment.' Closer links with hepatology

services could improve hepatitis C treatment outcomes with
supervision of interferon and ribavirin for infected drug users
at addiction centers. For accident and emergency services it
has been demonstrated that brief interventions for alcohol
related problems on-site can reduce reattendance.’ Prison
healthcare services and homelessness services will benefit
from stronger links with addiction services given the high
levels of substance misuse among these cohorts. Continua-
tion of care in relation to individuals recently released from
prison is a vital factor in the reduction of fatal overdose for
this group. One further area where substance misuse
services could contribute an intervention could be in services
to the elderly. The problem of long-term benzodiazepine use
and also alcohol abuse in individuals over the age of 65 has
been recognised. Up to 20% of female general medical
services patients in this age group have been shown to be in
receipt of scripts for benzodiazepines over a three-month
period.' To date, no effective strategies have been imple-

mented to address this concern.
The treatment of substance misuse problems in young

people under the age of 18 is one area where Ireland can
justifiably claim to be at the forefront of international practice.
The appointment of consultant child and adolescent psychi-
atrists in substance misuse and the provision of some
resources to develop a service is a welcome innovation and
the outcomes for such a strategy are awaited with interest.

Clearly addiction problems impact significantly on a broad
spectrum of other health domains. Currently the drug and
alcohol services in Ireland are operating by and large inde-
pendently of one another. The rational for combining these
services, one of which has received significant funding for
mainly political reasons while the other has received little
funding, perhaps also for political reasons, is now becoming
irrefutable. Co-dependence on drugs and alcohol occurs
frequently among individuals particularly in younger age
groups."” Treatment approaches used in the management of
addiction are similar. Professional competencies of staff
working in the areas of drug and alcohol dependence are
similar. A combined service would improve the support
provided to primary care in the area of alcohol treatment. A
combined service is more likely to meet the needs of both
sets of patients. By integrating the services, resources for
addiction could be lobbied for more effectively and allocated
according to need particularly in the case of alcohol services
nationally.

The future development of addiction services requires a
combined drug and alcohol service under the umbrella of
mental health. Linkages with other health providers need to
be strengthened through the appointment of liaison workers
and improved communication and co-operation. Research
into the area of addiction needs to be supported and devel-
oped further in order that effective and quality focused
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services can be implemented and maintained. This may
require the setting up of a strong academic base and
programme in the context of a National Addiction Centre
similar to the UK. For services to be effective, sufficient
resources are required to develop a comprehensive model.
Under the new Health Services Executive structure, each
local health area in the country will need access to an addic-
tion service under the direction and leadership of a
consultant psychiatrist in substance misuse. The success
and experience of the drugs service in developing a commu-
nity based treatment service involving statutory, community
and voluntary agencies can provide a template for a similar
approach in relation to alcohol services. This should comple-
ment and enhance the implementation of the national alcohol
strategy.
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epidemiology, rehabilitation, psychometrics, substance misuse, sexual stud-
ies, linguistics, and the history, philosophy and economics of psychiatry.

The Journal will accept original papers, clinical case reports, brief research
reports, review articles, perspective articles, historical papers, editorials, prac-
tice reviews (medical audits), letters to the editor and book reviews. Review
articles are usually invited. Original data papers receive top priority for speedy
publication. Manuscripts should be prepared in accordance with the guide-
lines of the International Committee of Medical Journal Editors.' All case
reports must have the patient’s consent before an article can be
published.

[ srmat

The page following the title page should carry an Abstract followed by a
list of three to 10 Key Words or short phrases drawn, if possible, from the
medical subject headings (MeSH) list of Index Medicus.

The Title, Key Words and Abstract should be chosen to help future litera-
ture searchers. The Abstract, up to 150 words for an unstructured or 250
words for the structured abstract,? should state specifically the main
purposes, procedures, findings and conclusions of the study, emphasising
what is new or important. For original papers, brief research reports, medical
audits and review articles, a structured abstract? is required, using the head-
ings Objectives, Methods, Results (Findings for review articles) and
Conclugions.

Under the Abstract heading of Method, include wherever applicable the
study design, setting, patients/participants (selection criteria, description),
interventions, observational and analytical methods and main outcome
measures. (For review articles specify the methods of literature search and
selection). Under the Abstract heading of Results, give the most important
specific data together with their statistical significance.
iRefforeness

Timely references should highlight the study's relevance to current research
or clinical practice. References to journal articles'® and to books*¢ iflustrate
the ‘Vancouver' style,' ie. number references in the order they appear in the
text, do not alphabetise. Journal titltes should be abbreviated as in Index
Medicus. The Uniform requirements for manuscripts submitted to biomedical
journals® has two paragraphs on statistical guidelines. These have been

accompanied by relevant data to facilitate redrawing where necessary. All
materials sent for publication should be accompanied by a covering letter
signed by all the authors, and such material will become the property of the
Journal until, and if, publication is refused. Material so referred should not be
sent elsewhere for publication. One copy of the manuscript should be

London: Department of Health, 2002.

13. Scully M, Geoghegan N, Corcoran P, Tiernan M, Keenan E. Specialised drug liaison
midwife services for pregnant opioid dependent women in Dublin, Ireland. J Subst
Abuse Treat 2004; 26(1): 329-35.

14. Clarke S, Keenan E, Ryan M, Barry M. Mulcahy F. Directly Observed Therapy for
Injecting Drug Users with HIV Infection. The AIDS Reader 2002; 12(7): 305-16.

15. Crawford MJ, Patton R, Touquet Ret al. Screening and referral for brief intervention
of alcohol-misusing patients in an emergency department: a pragmatic randomised
controlled trial. Lancet 2004; 364: 1334-39.

16. Keenan E. An Irish Perspective on Benzodiazepine Prescribing. Contribution to the
Sensible Use of Benzodiazepines. Council of Europe Publishing, 2001; 563-63.

17. O'Malley PM. Alcohol use among adolescents. Alcohol health and research world
1998; 22: 85-93.

retained by the author(s) for reference, and four copies of the manuscript and
covering letter, one of these being the original, should be sent to:

The Editor, Irish Journal of Psychological Medicine, 25 Adelaide Street,
Dun Laoghaire, Co Dublin, Ireland.
[ kexttremie sulmmisesions

Manuscripts may be sent via email to the following address:

Sl



Publication: Irish Journal of Psychological Medicine

Date: Saturday, December 31, 2005

Page: 7

Extract: 5 of 5

Circulation: 0

Author:

Headline: Irish addiction Services - past, present and future

psychological@medmedia.ie Full postal address, telephone and fax
numbers should be included. Where possible tables, figures and text should
be included in the same document. There is no need to also submit by post
or fax.
NAGPWIRGYS PEET MW iERy

All contributions are peer-reviewed by three anonymous assessors and,
where relevant, by the Statistical Editor whom authors may contact for help.
Assessments will be sent to the corresponding author usually within six
weeks. Where revisions are sought prior to publication, authors are advised to
return their revision {in quadruplicate if posting), incorporating any sugges-
tions which they agree would improve their paper. The covering letter should
respond to each comment, numbered, of each assessor, indicating where the
revision deals with it, or why the authors disagree or cannot incorporate it.

Each assessor will then receive the authors’ revision, covering letter and
the previous comments of the other assessors. After the assessors’ further
comments have been received, the senior editors will make the final decision,
including priority and time of publication, and the right to style and if neces-
sary shorten matenal for publication.

Manuscripts are constdered with the understanding that they have not
been published prewously, either in print or electronic format.
iDeEEEraiiemn of T

In the interest of accountablhty all financial and material support for the
research and the work should be clearly stated.” Authors of original data must
take responsibility for the integrity of the data and accuracy of the data analy-
sis. All authors must have full access to all the data in the study.®
Acknewictgamenis

Authors should obtain permission from the individuals named in Acknow!-
edgments, since readers may infer endorsement.

References

1. International Committee of Medical Journal Editors. Uniform requirements for
manuscripts submitted to biomedical journals. BMJ 1991; 302: 338-41,

2. Haynes RB, Mulrow CD, Huth EJ, Aitman DG, Gardner MJ. More information abstracts
revisited. Ann Intern Med 1990; 113: 69-76.

3. Bailar JC, Mosteller F. Guidelines for statistical reporting in articles for medical
journals. Ann Intern Med 1988 Feb; 108(2): 266-73.

4. Daly LE, Bourke GJ, McGilvray J. Interpretation and uses of medical statistics. 4th ed.
Oxford: Blackwel! Scientific Publications, 1991: 428-31.

5. Gardner MJ, Altman DG, editors. Statistics with confidence — confidence intervals
and statistical guidelines. London: British Medical Journal, 1989: 103-5. [Note: British
Medical Journal here is the publisher of a book, not the journal BMJ.

6. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. Washington DC: American Psychiatric Association, 1987.

7. DeAngelis CD, Fontanarosa PB, Flanagin A. Reporting financial conflicts of interest
and relationships between investigators and research sponsors. JAMA 2001; 286:
89-91.



